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Abstract 
This dissertation explores the role of socioeconomic status (SES) in influencing accessibility to health and social care services in cities and rural areas. The importance of the study is that unequal access is a significant contributor to preventable disease, later treatment, and worse life quality especially among low-income, low education, insecure employment, or residing in deprived communities. Even though the idea of equity is proclaimed in many systems, there is evidence that social position and place continue to determine who can access, navigate, and receive services. The objective was to evaluate the relationship between SES, which is measured by income, education, occupation, and deprivation indices, and access in both urban and rural environments. The aims were to elucidate major SES dimensions relative to access, examine urban rural inequalities, assess utilisation trends and constraints and suggest policy and practice recommendations.
This was a systematic review of literature, conducted by desk study with systematic search and review of academic databases and reliable sources of policies using inclusion and exclusion criteria. Methods were assessed for quality and appropriateness through screening and using the CRAAP method. The data were analysed thematically, with code and theme generation based on the known access concepts.
Three themes were identified. First, SES is a determinant of access through combining to influence capability, that is, manageability of indirect costs, health literacy and management of bureaucratic processes. Second, urban and rural geographical contexts mediate the inequalities in ways that rural areas frequently exacerbate issues related to availability and travel costs, whereas urban areas can introduce barriers through complexity, wait times and lack of a single pathway. Third, SES affects utilisation via direct and indirect costs, transport, digital divides, time poverty, and health service complexity, producing 'lack of access' of SE-hindered help seeking, and gaps in prevention and specialist care.
The limitations associated with this review include differences in defining access, a lack of evidence on social care compared to healthcare, and study-specific findings, which reduce the ability to generalize findings. The recommendations revolve around SES-sensitive service design, place-based approaches to address urban-rural differences, and providing support to reduce practical barriers to use.
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[bookmark: _Toc220447434]CHAPTER 1: Introduction
[bookmark: _Toc220447435]1.1 Introduction
There is unequal access to health and social care for different groups of people – particularly for people who earn less money, who are in less secure work or who have limited education. These groups are generally more unhealthy than people in higher social classes, and therefore they have more difficulty accessing health and social care than do people in higher classes. This is illustrated by the relationship between socioeconomic status and the social ladder (Gabriel et al., 2025). The place where an individual resides may also influence their access to health and social care. Most cities provide more hospitals, clinics and voluntary agencies than rural communities do, because in rural communities it takes longer to get the care you need, there is a shortage of health professionals, and there are fewer places to go for health and social care (Chen et al., 2019).
Despite more services being available in the city, this does not always equate to better access. There remains the possibility that red tape, waiting times, transport costs and stigma may limit the uptake of services, especially among people with low SES. Social networks can help in rural settings, but they will never replace the whole supply (Dassah et al., 2018). This thesis will explore complex relations between SES and urban and rural contexts to impact health and social service access. The aim is to assess the role of SES on people's ability to access and use services in different geographical locations and derive implications for fair policies and practice.

[bookmark: _Toc220447476]Figure 1: Urban–rural barriers to health and social care access and their interaction with socioeconomic status (SES) (Castillo et al., 2022; Chen et al., 2019)

[bookmark: _Toc220447436]1.2 Definitions and Terminology
Socioeconomic status (SES) in this dissertation refers to a person’s or household’s social and economic position relative to others, measured through income, educational attainment, occupational status and area based deprivation scores. These indicators act as proxies for access to resources and social status. SES is treated as a product of wider economic and policy structures rather than as a purely individual characteristic (Zaneva et al., 2024).
Access to health and social care involves not only making contact with a provider, but knowing that one needs care, seeking out and reaching a service, paying related costs for accessing care, and the care provided being acceptable, timely and respectful. Access has also been understood as including economic, organisation, geographical and cultural aspects (Gulliford et al., 2022).
Urban and rural areas are defined by classification used in the studies, (e.g. population density, land use, administrative boundaries). This allow us to include studies from different countries with different criteria, and to consider the context. Inequalities are defined as avoidable (unjust) differences in health outcomes or access by social group (Öğdül, 2010).
Key acronyms used in this dissertation are:
· SES: Socioeconomic status
· GP: General practitioner
· NGO: Non governmental organisation
· OECD: Organisation for Economic Co operation and Development
· WHO: World Health Organization
[bookmark: _Toc220447437]1.3 Rationale for Research
Mounting evidence shows a clear association between social disadvantage and health, as well as with access to health services. Research also reveals variations in the use of services, and health, by urban and rural residents (Dassah et al., 2018; Gabriel et al., 2025). But often this research considers place and SES independently or provides a binary urban/rural picture. In turn, policy and planning responses focus either on area based investment, or on efforts to address low income populations, rather than exploring the interaction between social status and place in determining access to services.
Previous reviews tend to focus on specific services though such as primary care or hospital admissions, or populations. These are informative but present a piecemeal view of the effects of SES on access to the broader health and social care system in urban and rural areas (Averill and Mills, 2022; Moscrop et al, 2019). Other studies use limited and narrow definitions of access, based on just utilisation or insurance, without taking unmet need, quality or satisfaction into account. Equity is often stated as a key feature of policies, but they rarely integrate evidence about how different interventions reduce the influence of SES in rural and urban settings (Ranjan, Sundararaman and Garg, 2023; Zaneva et al., 2024).
This dissertation addresses these gaps through a systematic literature review that brings together studies on SES, access and urban–rural context. By comparing findings across different settings, the review will assess where patterns are consistent, where they diverge and how these differences can be explained. 
[bookmark: _Toc220447438]1.4 Aim and Objectives
The aim of this dissertation is to examine how socioeconomic status, measured through income, education, occupation and deprivation indices, shapes access to health and social care services across urban and rural communities.
The study will pursue the following objectives:
· To define and examine the concept of socioeconomic status and its dimensions in relation to access to health and social care services.
· To analyse how socioeconomic status influences disparities in accessing health and social care services across urban and rural populations.
· To evaluate the evidence from existing literature on how socioeconomic status affects patterns of healthcare and social care utilisation and barriers to access.
· To provide recommendations for policymakers, healthcare providers and social care organisations to reduce socioeconomic inequalities and improve equitable access in both urban and rural settings.
These objectives provide a clear framework for the review, guide the development of the search strategy and inclusion criteria and structure the analysis of findings.
[bookmark: _Toc220447439]1.5 Conclusion
This chapter has introduced the focus of the dissertation, clarified the key concepts that will be used throughout and explained why the relationship between socioeconomic status, geographical context and access to health and social care requires critical examination. It has set out the rationale for adopting a systematic review design and presented the aim and objectives that will guide the study. The research uses a desk based secondary approch and thematic analysis to carry out the study.
Chapter 2 will present a critical review of the existing literature on socioeconomic inequalities in access to health and social care. It will examine theoretical perspectives on SES and health, summarise current evidence on urban–rural differences in access and identify the main gaps and inconsistencies that justify the present study. This provides the foundation for the methods and analysis described in later chapters. 

[bookmark: _Toc220447440]CHAPTER 2: Background Information and Analysis
[bookmark: _Toc220447441]2.1 Introduction
This chapter sets the scene and provides analysis for the research presented in the dissertation, concerning socioeconomic status and its relation to health and social care provision in urban and rural areas. This chapter aims to explain how, over time, equity, need, and resource distribution have become a concern and how they are defined in contemporary discourse. This chapter draws on historical, theoretical, and international and UK policy contexts to place the research problem within a broader system of inequality. By doing so, it supplies the conceptual and contextual foundation for the review, without previewing findings or themes, which are addressed in Chapter 4.
[bookmark: _Toc220447442]2.2 Historical Background
Contestations of socioeconomic status (SES) and access to health and social care systems have emerged as modern welfare systems have grown. Public health reform in the late 1800s and early 1900s drew attention to connections between poverty, overcrowding and communicable disease but reforms, centred mostly on sanitation, housing and poverty relief, lacked an approach to regular access to medical or social care. Access to cure often relied largely on charity, private out-payment or scant forms of insurance, so there were few guarantees of timely and thorough care for low-income and rural people (Porter, 1994). In the post Second World War, many nations developed tax funded or social insurance systems to cover the population. In many cases, service distribution continued to mirror the patterns of urban and professional dominance, meaning poorer and rural populations had less access to nearby services and longer waiting times (Tulchinsky, 2018).
Since the 1960s and 1970s, social medicine and primary care research has demonstrated patterns of inequities in access. Julian Tudor Hart's inverse care law proposed that the quality of medical care available is inversely related to the need of the population, particularly when there are strong market influences (Hart, 1971). This undermined the idea of the market as inherently egalitarian, and drew attention to the spatial and social allocation of resources. International efforts like the primary health care movement and the health for all agenda advocated for resource redistribution towards communities in greatest need and for more community-based care, but this was implemented with varying success across and within countries (Erku et al., 2023).
Market style reforms, privatisation and managerialist reforms have been introduced in health and social services of high and middle-income countries since the 1980's. Marketed style services, competition and performing (budget allotment) will have aimed to facilitate efficiency in services but have increased demands for the poor who have high service Epidemiological:illness burden responses but limited capacity (Sakellariou and Rotarou, 2017). Rural health research has found shortages of staff, hospital closures and relocation of services to urban centres which have increased journey times and continuity of care for disadvantaged rural communities. In urban studies, limited continuity of health care, rising user charges and non reimbursable incidental costs for example transport, parking and unexpected expenses (such as babysitters) have been found to affect low income families (Chen et al, 2019; Coates et al 2025).
The table includes a brief timeline showing major historical phases and how each shaped access inequalities (especially for low-SES and rural groups).
[bookmark: _Toc220447477]Table 1: Timeline of key developments linking socioeconomic status (SES) and access to health and social care (Chen et al., 2019; Coates et al., 2025)
	Time period
	Key development

	Late 19th–early 20th century
	Early public health reforms (sanitation, housing, basic relief)

	Post–World War II (mid-20th century)
	Expansion of welfare states and “universal” systems

	1960s–1970s
	Social medicine and Inverse Care Law (Hart, 1971)

	Since the 1980s
	Market/managerial reforms, privatisation pressures



[bookmark: _Toc220447443]2.3 Theoretical Background
The social determinants of health model recognizes the health outcome and access to health care as being affected by the conditions in which people are born, develop and live, and the distributive power, money, and resources that create these conditions. Marmot and Bell (2010) have demonstrated the gradient effect in health, where each step on the social ladder is associated with the poorer health status, even in affluent societies. In this understanding, SES is more than an individual characteristic but also a dimension of structural position in labour markets, education and neighbourhoods. Access to health and social care is one way these structures create differing risks and adversities.
In practice, the social determinants approach has been used to justify studies that map income, education, occupations and indices of area deprivation to health services provision. These have been used in cross-national and international studies to describe inequalities in access to primary care services, preventable hospitalizations, and to suggest that income inequality, development in early years, and working conditions are targets to address inequalities in health (Marmot and Bell, 2010; Shutt et al., 2025). Nevertheless, the framework has been criticized for being conceptually broad and policy-oriented without clear detailed mechanisms at the level of services. It has been argued to promote macro-level descriptions of inequality without operationalizing questions about how provider behaviors, organizational policies, or rural infrastructure might mediate the effects of SES. In addition, many applications focus on national averages and pay less attention to how urban–rural patterns modify the relationship between SES and access (McAllister et al., 2018).
Andersen’s behavioural model of health service use offers a more explicit pathway from individual and contextual characteristics to service utilisation. The model distinguishes predisposing factors (such as age, gender, beliefs), enabling factors (such as income, insurance, transport, provider density) and need factors (perceived or evaluated health status) as the main drivers of use (Alkhawaldeh et al., 2023). Later versions incorporate system level variables and feedback loops from outcomes back to predisposing factors. SES is usually treated as a predisposing or enabling factor, while rural or urban location is modelled as a contextual enabling condition that affects provider availability and travel time (Lederle, Tempes and Bitzer, 2021).
The core concept of access to care provides a third strand. Penchansky and Thomas (1981) conceptualised access as the fit between users and the health system across five dimensions: availability (volume and type of services), accessibility (geographical location and travel), accommodation (organisation and opening hours), affordability (costs relative to ability to pay) and acceptability (cultural and interpersonal aspects). Later work has proposed a sixth dimension, awareness, and has reframed access in more patient centred terms (Saurman, 2015). This concept is highly relevant for a study of SES and urban–rural differences because it distinguishes clearly between problems of affordability and problems of availability or geography.
The table includes comparison of three theories, what each explains best, and how each will be applied in this dissertation to interpret SES-related access differences across urban and rural settings.
[bookmark: _Toc220447478]Table 2: Comparison and application of key theories (Marmot and Bell, 2010; Shutt et al., 2025; Alkhawaldeh et al., 2023)
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[bookmark: _Toc220447444]2.4 International Context
Worldwide social and economic inequalities in access to health and social care services are recognized as one of the most important hindrances to achieving Universal Health Coverage (UHC). The World Health Organization (2025) defines Universal Health Coverage (UHC) as a situation where all people can access the health services they need without suffering financial hardship. However, many countries still have significant social gradients in access to health services; examples of these gradients include income level, educational attainment, and occupation. Additionally, urban/rural gradients exist where people living in disadvantaged populations such as informal settlements or rural villages have experienced barrier to accessing health services in the countries with high unmet need.
According to comparative statistics on high-income countries of the Organisation for Economic Co-operation and Development (OECD), people with lower income and educational levels have greater unmet medical needs, use fewer preventive care services, and use more emergency care even with universal health care systems (Looper and Lafortune, 2009). Regional analysis has revealed rural areas are characterized by a lack of health care workers, specialist care, and long travel times, while disadvantaged urban areas are characterized by overcrowding, fragmented care, and bureaucratic delays. This suggests that access to health care depends on more than just health insurance and fees. (Looper and Lafortune, 2009; Sacks et al., 2020)
This is seen in recent studies on countries like Pakistan. There are signs of progress in UHC indicators; however, there are still significant variations at the provincial and rural/urban levels, particularly for less economically advantaged Provinces. Vaccination, maternal care and financial protection show considerable variation in across these areas (Yang et al., 2024). Recent reviews of global health status in rural areas have also reported that structural factors (e.g. labour force, transportation, and technological connectivity) may have a greater impact on how people use services than their individual preferences (Chen et al., 2019). 
[bookmark: _Toc220447445]2.5 National/Local UK Context
In the UK, the National Health Service (NHS) is founded on the principle of equal access based on clinical need, not ability to pay. Nevertheless, national guidance and independent reviews report persistent socioeconomic and geographic inequalities in both health outcomes and service use. Health inequalities are defined as avoidable differences between groups linked to social and economic disadvantage and to the conditions in which people are born, grow, live, work and age (Office for Health Improvement & Disparities, 2022). Data from England show that people living in the most deprived areas experience worse access, experience and outcomes than those in the least deprived areas, including higher emergency admissions and lower uptake of preventive care (NHS England, 2023). 
National policy has increasingly acknowledged this. The NHS long term plan was committed to stronger NHS action on health inequalities, prioritizing primary and community care in disadvantaged areas, and prioritizing conditions such as cardiovascular disease, cancer, mental illness, and maternity outcomes (Alderwick, Hutchings, and Mays, 2024). The Core20PLUS5 model takes this commitment and translates it into a plan of action, prioritizing the most deprived 20% of the national population, locally defined inclusion populations, and five areas where inequalities in healthcare are greatest (NHS England, 2021). There is more emphasis placed upon more systematic ways of prioritization, and this remains to be seen in terms of funding, staffing, and accountability.
Another important policy thread is the integration of health and social care, and the white papers and briefings from the parliament highlight the need to work together and integrate the efforts of the NHS, local authority social care, and the voluntary sector through the concept of integrated care systems and place-based partnerships (House of Commons, 2021). The benefits that have been cited are the need to reduce duplication and inequality in terms of outcome and access. However, the evaluation suggests that the progress is mixed, and hence, the concept of integration could be considered as an integration conundrum rather than an integration solution.
In terms of innovation, some initiatives are using inequalities dashboards and the Core20PLUS5 method to identify areas of need, provide outreach clinics, and co-locate services in state-of-the-art accessible premises in high deprivation areas. Nevertheless, years of austerity, rising levels of poverty, and reduced budgets for local authorities have also had an impact on the ability to address the wider determinants of health. Media investigations and expert analysis have shown that the level of inequality in the UK is severe and even worsening. Therefore, for the purpose of this dissertation, the situation in the UK will be used to highlight the complex relationships between SES, geography, and healthcare reform.
[bookmark: _Toc220447446]2.6. Conclusion
This chapter has situated the dissertation topic within a broader historical, theoretical and policy context. In the past, attempts to extend coverage and integrate services have helped to reduce barriers, although social gradients in access have still not been removed, especially where low income, educational level, and occupation intersect with urban/rural disadvantage. Theoretical approaches such as the social determinants of health, the behavioral model of service use, and the multi-dimensional approach to understanding access help to explain these phenomena, although there are still gaps, especially regarding the inter-relationship between SES and place. The international literature demonstrates that similar SES-related inequalities in access are found across different health systems, while the UK example illustrates how equity is possible with significant variations.
The next chapter will set out the methodology for the dissertation. It will discuss the rationale behind the use of the systematic literature review, the search strategy, and the inclusion and exclusion criteria, as well as the methods for data extraction, quality assessment, and thematic analysis. The background and analysis presented in Chapter 2 form the basis for the methodological decisions taken, as they clarify the concepts, identify the relevant international and UK policy debates, and highlight the gaps in the evidence that the systematic literature review hopes to fill.



















[bookmark: _Toc220447447]CHAPTER 3: Methods and Search Strategy
[bookmark: _Toc220447448]3.1 Introduction
This chapter describes the way the dissertation was carried out through desk-based and literature-based approach. Desk-based approach implies that the study will not refer to new data collected with the participation of the people. It is a systematic process of identifying, choosing and evaluating academic and policy sources in order to respond to the research question (Gupta, 2024). The approach is appropriate to research socioeconomic inequalities due to the opportunity to compare the situation across nations, contexts and services types with the broad evidence base (Chigbu, Atiku and Du Plessis, 2023). To guarantee relevance and reliability of the sources used, and to offer the groundwork to the thematic findings of the Chapter 4, the methods outlined herein are necessary.
[bookmark: _Toc220447449]3.2 Search Strategy
Keywords were developed directly from the dissertation title and research aims. Core terms included “socioeconomic status,” “income,” “education,” “occupation,” “deprivation,” “healthcare access,” “social care access,” “service utilisation,” “health inequalities,” “urban,” and “rural.” These were expanded using synonyms and professional terms to improve retrieval, for example: “SES” OR “socio-economic position,” “health services” OR “primary care,” and “barriers” OR “unmet need.”
Boolean operators were used to combine concepts and narrow results. AND joined key concepts (e.g., “socioeconomic status” AND “access” AND rural), OR captured synonyms (e.g., rural OR remote), and NOT removed irrelevant topics when necessary (e.g., access NOT “internet access” when results were unrelated).
[bookmark: _Toc220447450]3.3 Searching for Information
Academic databases and reliable websites were searched to ensure the sources are reliable and relevant to health and social care. Searches included Google Scholar due to its vast database and citation visibility, and specific databases like PubMed (health and public health), CINAHL (nursing and allied health professions), and Scopus/Web of Science (multi-disciplinary with good indexing capabilities) and SocINDEX (social policy and social care). If available, the UWTSD Library Search System was used to access journals and ebooks.
Filters were implemented to refine the search and improve the quality of the sources searched. This included restricting the sources to English language only and a date range (mainly the last 10-15 years to reflect contemporary service systems) and restricting the sources to peer-reviewed sources where possible. A source tracking table was maintained to record the database, search string, year, setting (urban/rural), SES measure and relevance; this is provided in the Appendix.
[bookmark: _Toc220447451]3.4 Research Validation
To decide whether sources were suitable, articles were first screened using rapid skimming of the title, abstract, introduction and conclusion. This helped confirm whether the paper addressed (1) SES indicators, (2) access to health and/or social care, and (3) urban and/or rural context. Full texts were then reviewed for those that appeared relevant.
The CRAAP test (Kalidas, 2021) was applied to evaluate quality: Currency (how recent and relevant to current systems), Relevance (directly addressing SES and access), Authority (author credentials and reputable journals/organisations), Accuracy (clear methods and evidence-based claims) and Purpose (whether the source aimed to inform rather than persuade). Not all sources scored equally across every element, but priority was given to strong Currency, Relevance and Authority, especially for policy and system-level claims. 
[bookmark: _Toc220447452]3.5 Inclusion and Exclusion Criteria
[bookmark: _Toc220447479]Table 3: Inclusion and Exclusion Criteria
	Category
	Inclusion
	Exclusion

	Topic focus
	SES-linked access/utilisation/barriers in health and/or social care
	Does not examine SES or access (e.g., general health outcomes only)

	Setting
	Urban and/or rural populations clearly described
	No mention of setting or cannot interpret urban/rural context

	SES measures
	Income, education, occupation and/or deprivation indices clearly defined
	SES not measured or unclear proxy without explanation

	Study type
	Empirical quantitative, qualitative, or mixed-methods
	Editorials, blog posts, non-empirical commentary

	Quality
	Peer-reviewed journals
	Unverified sources, low-credibility websites

	Timeframe
	Mainly last 10–15 years 
	Outdated evidence with limited relevance to current service systems

	Language
	English
	Non-English (unless translated and permitted)



[bookmark: _Toc220447453]3.6 Analysing Research
The thematic analysis approach, as described by Braun and Clarke (2006), was used to analyze the literature that was chosen. The literature was carefully read, and important findings were highlighted, especially where authors described the mechanisms that relate to SES and barriers to access or service use. Initial codes were developed based on repeated ideas, and then compared and grouped into broader themes that relate to the research objectives and access concepts.
[bookmark: _Toc220447454]3.7 Ethical Considerations
The study is a thesis that is based on secondary research only, and no primary data was collected and no subjects participated. The ethical issue then was one of academic integrity and equity in the use of sources. The sources were appropriately acknowledged (Harvard style), and sparing use was made of paraphrasing to avoid plagiarism. The purpose of the review was to reflect honest findings without misquoting authors or cherry-picking evidence. The search process, inclusion criteria and screening decisions were documented to maintain transparency. 
[bookmark: _Toc220447455]3.8 Chapter Conclusion
The chapter has outlined the desk-based, literature review approach applied to define, review and analyse the literature on socioeconomic status and access to health and social care in urban and rural environments. The search strategy was conducted systematically and based on the keywords and Boolean operators, and evidence was collected in reliable databases and sources of policy. Skimming techniques and the CRAAP framework were used to evaluate quality and proper inclusion and exclusion criteria were used to guarantee relevance and consistency. The thematic coding was applied to the chosen studies with the assistance of a tracking spreadsheet and systematisation of codes and themes. The results of this analysis will be provided in chapter 4 and structured into transparent themes that respond directly to the research aim and objectives.
[bookmark: _Toc220447456]CHAPTER 4: Findings and Discussion
[bookmark: _Toc220447457]4.1. Introduction 
This chapter will discuss the findings from the systematic literature review in relation to how socioeconomic status (SES) influences access to health and social care services in urban and rural settings. The chapter will discuss the findings from the systematic literature review, including how access and inequality concepts relate to the findings. The findings will be discussed under various themes, which will be discussed in detail, along with evidence from the literature. The chapter will, therefore, be linked to the aim and objectives of the dissertation.
[bookmark: _Toc220447458]4.2 Thematic Analysis 
Thematic analysis is a qualitative method used to systematically analyse data by coding it and then grouping related codes into broader themes that capture recurring patterns of meaning relevant to the research question (Braun and Clarke, 2006). In this dissertation, the data are findings and arguments extracted from published studies rather than interviews or survey responses. The method is appropriate for secondary research because it allows evidence from different study types (quantitative, qualitative and reviews) to be compared using a consistent analytic structure, while still preserving context and meaning (Saunders, Lewis and Thornhill, 2019).
The reviewed literature was read in full and key findings relevant to SES, access and urban–rural setting were arranged in a table (see table below). Codes were generated for recurring barriers and utilisation patterns (indirect costs, transport burden, digital exclusion, waiting time, provider shortages, health literacy, unmet need). These codes were then grouped into higher-order themes that aligned with the research objectives and the access dimensions discussed in Chapter 2.
[bookmark: _Toc220447480]Table 4: Six-Step Thematic Analysis Process (Braun and Clarke, 2006)
	Step
	What was done in this dissertation
	Output / Evidence

	1. Familiarisation
	Repeated reading of included studies and noting relevant findings
	Annotated notes + extracted summaries

	2. Coding
	Labelled recurring ideas related to SES, access and place (urban/rural)
	Manual Codes generation

	3. Searching for themes
	Grouped related codes into broader categories
	Done Manually in a table

	4. Reviewing themes
	Checked themes against the extracted data for coherence and separation
	Refined theme boundaries

	5. Defining & naming themes
	Finalised theme titles and clarified what each includes/excludes
	Final theme definitions

	6. Reporting
	Structured Chapter 4 by themes and supported each with evidence
	Theme sections (4.3–4.5)



[bookmark: _Toc220447459]Theme 1: Socioeconomic Status as a Determinant of Access to Health and Social Care
[bookmark: _Toc220447460]This theme shows how SES, measured by income, education, occupation, and deprivation, relates to the ability to perceive a need, pay for care, and use services. Overall, from the literature, it can be seen that when SES levels decrease, the perceived difficulty of accessing services, preventive use, and unmet needs tend to increase. This implies that, in addition to supply, access also relates to resources and abilities.
Theme 2: Urban–rural inequalities in health and social care provision
[bookmark: _Toc220447461]This theme emphasizes that geographical context influences the nature of the effect that SES has on access. Rural areas may exacerbate barriers such as distance, workforce availability, and specialist provision, while urban areas may experience barriers such as waiting times, administrative complexity, and complexity of pathways. The evidence indicates that inequities are generated through different processes, even though the end goal is equitable access.
Theme 3: Socioeconomic barriers to health and social care utilisation
This theme explores the challenges through which socioeconomic inequalities lead to the underutilization or delayed utilization of services. Financial barriers, transportation barriers, digital exclusion, time poverty, and system complexities are challenges to service utilization, which have been noted in the literature. 
[bookmark: _Toc220447481]Table 5: Synthesis of Themes and Links to Research Objectives
	Research Objective
	Relevant Theme(s)
	Key Insight from the Literature

	Define and examine SES in relation to access
	Theme 1
	SES shapes access through resources, literacy, and system navigation

	Analyse urban–rural disparities
	Theme 2
	Geography modifies how SES disadvantages operate, intensifying barriers

	Evaluate utilisation patterns and barriers
	Theme 3
	Utilisation reflects accumulated access barriers, not just need

	Explain persistence of inequality in universal systems
	Themes 1 & 3
	Access includes timeliness, quality, and experience, not only contact




[bookmark: _Toc220447462]4.3 Theme 1: Socioeconomic status as a determinant of access to health and social care
This theme deals with how socioeconomic status, defined in terms of income, education, occupation, and deprivation, influences access to healthcare and social care services in terms of resources, knowledge, and power to access timely and appropriate care. Through the literature reviewed, it is evident that socioeconomic status is not used as an independent factor. Rather, it is used as an essential factor to influence an individual’s ability to recognize the need, cover the cost of direct and indirect services, and withstand the administrative procedures to access care services (Fortes et al., 2022; Pampel, Krueger, and Denney, 2010). This theme directly addresses the dissertation aim in terms of how socioeconomic status creates inequalities in both healthcare and social care services.
Socioeconomic status can be described as the social and economic position of a person and is normally measured by income level, educational level, occupation level, and deprivation index. All these factors are important in the sense that they determine the ability of a person to access health care (Ain, Ullah, and Bashir, 2025). Income level determines the ability of a person to pay the direct and indirect costs of health care, such as transport and the cost of time off work. Educational level determines the level of health awareness and the ability of a person to communicate with health care providers. Occupation level determines the number of hours worked and the ability of a person to access health care facilities (Almeida et al., 2017; Averill and Mills, 2022).
Throughout literature, it was seen that socioeconomic status impacts access primarily through people's capacity to access and utilize care, rather than how much they desire care. It was seen how low income and insecure employment can impact individuals’ flexibility and indirect costs. For instance, travel costs, child care, and taking time off work can be critical barriers, and individuals may avoid attending scheduled care or avoid attending follow-up care even if it is close to home (Basyouni and El Keshky, 2021). Education and occupational status have been seen to impact individuals’ health literacy, how comfortable they are in communicating with care professionals, and how proficient they are in navigating systems and paperwork (Khraim et al., 2025).
These factors account for why service availability alone is not enough to ensure fair access. Rather, access is determined by the match between an individual's resources and service organization. While care may not have a direct cost, its actual cost includes time, travel, and the capacity to translate entitlement into effective contact and treatment, which tends to favor higher SES groups (Propper, 2024). These factors account for why low SES groups have greater needs for, but lesser access to, preventive and specialist care where navigation demands and waiting times are longer (Raine et al., 2016).
The strongest evidence for SES as a factor in access comes from studies measuring perceptions of difficulty in accessing care, rather than relying on actual service use. Oliveira et al.'s (2025) study demonstrates the persistence of socioeconomic inequalities in perceived difficulties in accessing health services among older adults, with those from lower socioeconomic groups experiencing more difficulties. The importance of this study, and indeed its relevance to our argument, does not reside in its demonstration of inequality, but in what it implies in terms of underlying mechanisms. Perceived difficulties are a direct reflection of actual difficulties, such as affordability, waiting times, and administrative hurdles, which might not be captured through actual use. This adds weight to our assertion that equality cannot be measured by actual use, as individuals may appear to use a service when, in fact, they are experiencing delayed access, inferior pathways, or unmet need (Stevens et al., 2023).
However, this perceived difficulty is also dependent on expectations and awareness. For example, individuals with higher educational levels might have more critical perceptions of service quality, while the lower SES groups might have normalized difficulties in access and might not report them because they have lower expectations (Ain, Ullah, and Bashir, 2025). Even with this limitation, the consistent direction of association found in Oliveira et al. (2025) suggests that the relationship is not an artefact of measurement but is likely driven by persistent barriers related to SES.
One of the major interpretative contributions of the evidence specifically relating to the UK is the distinction between the distribution of healthcare quantity and access quality. Raine et al. (2016) assert that there is a high concentration of public expenditure and some forms of healthcare service utilization among poorer people, which might initially suggest equity. However, after adjusting for need, evidence suggests that there are pro-rich advantages in terms of specialist care, some forms of quality, and patient experience. This is an important finding because it suggests a different dimension of inequality. It suggests that it is possible for more people in poorer groups to have more healthcare contacts because of greater levels of illness, but still not have access to timely, high-quality care or preventive care, which can reduce inequality in the long run. Propper (2024) suggests this is an appropriate approach to explain why people who benefit from healthcare require additional resources such as time, social capital, and system navigation. This would explain why people of low SES still have disadvantages in waiting times, specialist care, and preventive care even without direct charges.
This also challenges the simplistic assumptions made in policy, as the policy might only be designed to increase the supply, but the inequality might persist through less obvious mechanisms, such as appointment systems, referral criteria, and the role of the patient advocate. The evidence, therefore, suggests that equitable access is not only a funding issue but also a design issue, as the design and ease with which need is converted into access are key determinants (Mohamed et al., 2025).
Further, evidence also indicates that inequalities in SES are not necessarily set in stone, as Asaria et al. (2016) demonstrated in their study on the effect of investing in primary care in England, which led to a reduction in inequalities in the supply and quality of primary care services over time. More importantly, however, inequalities in preventable admissions and deaths remained only marginally improved, implying that while access to the front door of the healthcare system is essential, it is not enough, suggesting that the inequalities are either the result of external factors, such as living conditions, employment, etc., or that they are the result of inequalities further down the system, including access to specialist care, continuity, etc., which would include the social determinants of health, implying that while access to healthcare services is one of the determinants of inequalities, it is not the only one, as suggested in the social determinants perspective on inequalities in health, as discussed by McMaughan, Oloruntoba, and Smith (2020).
At the same time, it is argued in the literature that there is a gap in what can be concluded. In this regard, Meulman et al. (2024) argue that factors contributing to SES differences in healthcare utilisation are highly context-dependent, and system-level influences have been under-examined. This means that it is difficult to make strong causal claims, “as many studies rely on measures of utilisation without adequately capturing need or severity of conditions” (Yaw et al., 2025). In this regard, another methodological issue is raised by Propper (2024), where it is argued that if need is not well measured, it can be difficult to see “the extent to which disadvantage is contained in later presentation, multimorbidity, and deprivation.” In this case, SES inequalities in access can be greater than they appear based on statistics of utilisation.
Overall, the objectives are supported by Theme 1, which indicates that SES, based on income, education, occupation, and deprivation, is an access determinant based on affordability, awareness, health literacy, and navigation. The theme also indicates that inequalities exist even in universal healthcare systems, based on the understanding that access is also based on timeliness, quality, and experience rather than just contact. This theme is closely related to Theme 3 because the factors established in this theme are the same factors that lead to reduced or delayed utilization based on time poverty, indirect costs, and administrative burden (Oliveira et al., 2025; Raine et al., 2016; Propper, 2024). This theme is also related to Theme 2 because the socioeconomic factors are the same, but they are affected by urban and rural areas depending on the distribution of services and travel burden, indicating that socioeconomic status is worsened by living location rather than being an isolated factor (Meulman et al., 2024).
[bookmark: _Toc220447463]4.4 Theme 2: Urban Rural Inequalities in Health and Social Care Provision
This theme is concerned with the role of place in shaping access by affecting the distribution, organisation, and continuity of health and social care services and how these aspects of place interact with socioeconomic disadvantage. In the dissertation, urban rural inequalities are the differences in the availability of service provision, the burden of travel, workforce availability, and continuity of pathways between the urban and rural population (Castillo et al., 2022). This theme is directly concerned with the aim of the dissertation: to examine the impact of socioeconomic status on inequalities in access between the urban and rural population. The finding is that geography is not a separate factor but modifies the nature and strength of socioeconomic inequalities by affecting the availability of service provision and the continuity of pathways.
The motivation for disparities in access is based on socioeconomic status, but this differs for urban and rural areas. In rural areas, SES is generally low, and distance and transportation difficulties exacerbate the problem, and the cost of time wasted traveling is a major problem. The lack of service providers and experts means that low SES individuals are less likely to have realistic choices, increasing the likelihood of delayed care (Allan, Williamson, and Kulu, 2017; Castillo et al., 2022). Access may be facilitated for those living in cities, but the time spent waiting, the complexity of the system, and fragmentation may act as a disincentive for low SES individuals. Low SES individuals have less time, security, and support and therefore find it harder to cope with these systems, resulting in inequality even when service provision is physically available (Chen et al., 2019).
[bookmark: _Toc220447482]The rural context of the studies examined here is repeatedly linked with the lack of availability and access characterized by the lack of providers, the lack of the supply of specialists, and the greater travel distance. On the other hand, rural contexts are characterized by greater service density, greater service complexity, and greater service fragmentation and system administrative load (Castillo et al., 2022). Another important fact to consider is the analysis of the fact that greater supply does not automatically equate with greater access. This could continue to plague the populations of urban contexts with disadvantages to low-income populations who may not be as flexible to access service appointments and service points (Lynch et al., 2025). Populations in rural contexts may face fewer administrative layers but a structural deficit of provision in the local context, which means that even the most motivated populations cannot easily translate need into access. In both contexts, access is unequal when the service design assumes the presence of people who have access to time, transportation, digital access, and stability, which are all socially patterned (Nadorff et al., 2025).
Table 6: Urban–Rural Differences in Access Characteristics (Ford et al., 2016; Allan et al., 2017; Ryan-Ndegwa et al., 2021)
	Access Dimension
	Urban Context
	Rural Context
	Implications for Low-SES Groups

	Service availability
	Higher density, more providers
	Fewer providers, limited specialist care
	SES disadvantage amplified by scarcity in rural areas

	Travel burden
	Shorter distances but congestion
	Longer distances, limited transport
	Higher indirect costs for rural low-income populations

	System complexity
	Fragmented pathways, long waits
	Simpler pathways but fewer options
	Navigation burdens affect urban low-SES groups

	Workforce stability
	Higher turnover
	Recruitment and retention challenges
	Reduced continuity of care in rural settings



This approach is consistent with an access approach in which service match to people's needs is mediated by availability and accessibility, aspects of service provision that can be compromised in rural living. It is also consistent with more general evidence suggesting that barriers to access are not just down to individuals, but also to service organization and limitations in local infrastructure (Aldawood et al., 2024). Cabañero-Garcia et al. (2025) provide further support for this approach by demonstrating how barriers integrate socioeconomic factors on the demand side with geographic factors on the supply side, with community factors and the digital divide crossing over between the two. Their synthesis implies that urban–rural inequalities should be conceptualized as systems, not dichotomies.
Ford et al. (2016) give a deeper look into rural access, especially since they target socio-economically disadvantaged older adults in rural areas and examine access throughout a patient pathway. The contribution of Ford et al.’s realist approach is that, unlike other studies, they do not just look at what the barriers are, but also how they operate, such as how transport, practice capacity, and booking systems are barriers to accessibility. One such implication is critical, and that is, while physical distance might be a barrier to rural disadvantage, how services operate also plays a part. For example, online booking systems requiring repeated telephone calls or internet availability might be neutral, but they are discriminatory in areas with poor internet connectivity or transportation options, as suggested by Xi et al. (2025). This helps to build a case for arguing that rural access problems cannot be solved by providing more services, but they also need to be designed to incorporate transport support, flexible appointment availability, and accessibility-friendly outreach.
The second perspective is offered by Ryan-Ndegwa, Zamani, and Akrami (2021), who write from a UK-based surgical practice. Their work reveals inequalities in access to hip replacement surgery based on socioeconomic, demographic, and geographic factors. While they found that rural areas can have more provision relative to needs but still require more travel, this is an important distinction for analysis. It challenges assumptions about rural areas having less access to care. More access relative to needs can be seen as equitable, but if it means more travel for care, it can still be unequal. The distinction between having more access relative to needs and having more travel for care is an important one for this dissertation because it reveals why access needs to be considered more than just service provision and why travel needs to be considered part of access, not separate from it (Mah, Dobson, and Thomson, 2025; Marmot and Bell, 2010).
Allan, Williamson, and Kulu (2017) contribute to the field by demonstrating the differences between urban and rural areas are partly due to composition but cannot be entirely accounted for by population characteristics. They discovered that health differences due to place are diminished when controlling for sociodemographic factors like education and occupational status, but differences still exist. This suggests the effect of place is independent of the characteristics of the people who live there. This implies the significance of service organisation and environment on health and access to health care, despite SES differences being controlled for (Brazil et al., 2025).
More extensive reviews shed light on why spatial patterns exist. Meulman et al. (2024) demonstrate that, in universal coverage systems, socioeconomic differences in utilisation are influenced by factors at the individual, community, and system levels, with mixed effects and strong context dependence. Their research supports the notion that geography affects the process between need and use, and it also underscores an important limitation: system factors have been less examined than individual factors. Bammert et al. (2024) note meso-level access factors, including provider density and distance, and report that, again, interaction effects between system access features and SES have been understudied. The crucial point here is that many studies find geography's effects, but do not actually investigate how geography interacts with SES, making it more difficult to identify what will work best in rural vs. urban settings.
[bookmark: _Toc220447464]4.5 Theme 3: Socioeconomic barriers to health and social care utilisation
This theme reveals how socioeconomic disadvantages emerge in terms of service utilization. In this dissertation, utilization means actual service use, such as attending scheduled visits, receiving treatments, using preventive care, or receiving social support (Peker et al., 2025; Wang and Lo, 2022). The evidence indicates that having low socioeconomic status not only means having greater health needs but also implies having barriers to service utilization. This theme directly responds to the aim of assessing how socioeconomic status influences service utilization. The main finding in this theme is that service utilization is affected by service accessibility costs, not merely service availability or medical needs (Peker et al., 2025; Wang and Lo, 2022).
In the literature, the most consistent obstacle is not an individual factor but a group of limitations that affect low-SES groups. Monetary strain restricts the choice of travel, childcare, prescription costs, wherever available, or frequent visits (Xi et al., 2025). Time poverty, which is usually associated with unstable employment, childcare duties, or working in shifts, makes it hard to keep appointments during regular hours. Poor digital access, and poor digital confidence, may decrease the capacity to make appointments, locate information, or participate in telehealth (Sacks et al., 2020). The complexity of the system further increases this since users must learn the referral routes, not to mention full forms, or even long queuing procedures. These obstacles are important in that they alter behaviour predictively: individuals postpone help-seeking, miss appointments, use urgent care more often, or discontinue long-term management. This meaning aligns with the argument that access is not free when indirect costs and navigation requirements are large and can be used to explain why inequalities remain even in universal systems (Propper, 2024).
[bookmark: _Toc220447483]Table 7: Socioeconomic Barriers Across the Care Pathway 
	Stage of Access
	Common Barriers
	SES Groups Most Affected
	Evidence Base

	Recognising need
	Low health literacy, normalisation of poor health
	Low education, deprived groups
	Oliveira et al. (2025)

	Seeking care
	Cost concerns, time poverty, work constraints
	Low-income and precarious workers
	Propper (2024)

	Reaching services
	Transport, digital exclusion
	Rural and deprived urban populations
	Ford et al. (2016); Cabañero-Garcia et al. (2025)

	Continuing care
	Missed appointments, fragmented follow-up
	Multi-morbid, socially disadvantaged groups
	Raine et al. (2016)



Raine et al. (2016) offer significant evidence that utilisation may seem fair at the surface but still embody inequity. Their assessment suggests that poorer groups consume more publicly funded care in general, which may be viewed as pro-poor distribution. However, their need-adjusted outcomes incline pro-rich benefits in specialist care and preventive services, as well as variations in terms of quality and patient experience. To utilise, the implication is that low-SES groups can be clustered in reactive and high-intensity service use since they access care later and in poorer health, and higher-SES groups access more timely preventive and specialist routes. Propper (2024) supports this position by stating that time costs, health system navigation, and complementary resources determine the ability of individuals to turn contact with services into health improvement. The critical point is that utilisation patterns should not be treated as a direct indicator of fair access without understanding the pathway through which care is reached.
The literature suggests that utilisation is an imperfect indicator of equity because high use can reflect high need rather than fair access. Research indicates that, for example, “lower SES groups may be more likely to rely on emergency and reactive care, while higher SES groups may be more likely to access preventive care in the early stages and specialist care further along the pathway.” (Allan, Williamson, and Kulu, 2017; Castillo et al., 2022; Dassah et al., 2018). These barriers accrue at various points throughout the pathway, including indirect costs, time poverty, health literacy, transport, digital exclusion, and administrative barriers. Research indicates that having universal coverage is not enough to remove barriers, as “whether or not people can access care depends on how care is organised and whether they can convert their entitlement to timely and appropriate care.” These barriers accrue at various points throughout the pathway, including indirect costs, time poverty, health literacy, transport, digital exclusion, and administrative barriers (Gulliford et al., 2022; Khraim et al., 2025).
Oliveira et al. (2025) add to this by examining perceived difficulty in accessing care. The fact that education and income levels are related to perceived difficulty suggests that difficulties are experienced before utilisation. This is important because it helps clarify the reasons behind the underutilisation of preventive services or the delay in seeking help. If the system is difficult to use, individuals may self-limit their own utilisation, delay until symptoms are severe, and only utilise the system when the problem is pressing. While subjective, the fact that perceived difficulty follows a socioeconomic gradient over multiple years suggests that difficulties are not random but are related to structural factors. The other important factor is that utilisation is not only constrained by medical need, but also constrained by the social and practical conditions in which need is expressed (Packness et al., 2019).
Ford et al. (2016) take this analysis further, and the ways barriers are seen to act through a step-by-step process to care for disadvantaged older people in a rural setting are described. The value of this particular body of evidence is that it demonstrates the ways utilisation is produced through a number of small barriers, rather than one major one. The critical implication is that even small system design elements, such as scheduling, practice capacity, and reception, can produce unequal utilisation when users vary on dimensions such as time, confidence, and mobility. This supports the view that utilisation inequalities are partly service-generated, not only demand-generated (Ala and Chen, 2022).
A key weakness across the evidence base is that health care utilisation is measured more often and more consistently than social care utilisation. Cabañero-Garcia et al. (2025) partly address this by reviewing barriers across healthcare, social services and long-term care. They show that barriers include socioeconomic factors on the demand side and geographic constraints on the supply side, with digital exclusion and community factors influencing both. Their analysis supports the argument that barriers are cumulative and interdependent. For example, Lu et al. (2022) also argue that poverty increases financial strain and reduces digital access; limited digital access reduces the ability to navigate systems; navigation problems reduce timely care; late care increases severity and dependence, which can raise social care need. This interdependence matters for this dissertation because it indicates that utilisation in health and social care cannot be treated as separate problems. Inequalities in one system can shift demand to the other or worsen outcomes when support is delayed.
French et al. (2021) also show, through this study, that utilisation is a product of negotiation, especially for palliative and end-of-life care. The synthesis also shows that socioeconomic factors affect need identification, action, service conditions, and service receipt. This is important because, analytically, it illustrates that utilisation is not just a product of individual choice; rather, it is a product of repeated negotiation and interaction with patients, families, and service providers. It also illustrates that inequality is not always a product of underutilisation; rather, inequality may also be a product of utilisation, such that while one group may have service contact, another may have later-stage service, illustrating inequality in terms of the quality and timing of utilisation rather than the presence or absence of utilisation (Lai et al., 2024).
Moreover, large reviews underscore that utilisation inequalities tend to be highly context-dependent. In fact, Meulman et al. (2024) show that in terms of direction, different factors contribute to socioeconomic inequalities in healthcare utilisation in different ways across countries with universal coverage. Bammert et al. (2024) underscore the importance of meso-level access dimensions such as physician density and distance, and argue that "interactions between access characteristics and SES have been under-investigated." The key point here is that "while there is consistency in the presence of barriers, there is evidence of variability in strength for each barrier across service types, countries, and for preventive, curative, and emergency care." While this complicates the formulation of a generalised solution, it reinforces the argument for more targeted approaches based on access dimensions.
As can be seen in Theme 3, socioeconomic disadvantage acts as a constraint on utilization through direct costs, indirect costs, time poverty, transport, digital exclusion, and the complexity of navigating the system, which can explain the failure of universal coverage to automatically lead to equitable utilization, as well as the social patterning of preventive and specialist pathways (Raine et al., 2016; Propper, 2024). This theme is linked to Theme 1, as the barriers outlined in this theme are the ways in which socioeconomic position affects access capability in practice, and it is linked to Theme 2, as the experience of transport costs and service availability can vary depending on geography, as can digital exclusion in rural areas. 
[bookmark: _Toc220447465]4.6. Conclusion
In this chapter, findings from the systematic literature review and thematic analysis were presented and discussed. The themes presented explained how socioeconomic status affects healthcare and social care access in urban and rural areas. First, income, education, occupation, and deprivation affect access to healthcare and social care through affordability, health literacy, confidence, and ability. Second, urban and rural areas affect these inequalities through differences in availability, travel, workforce, waiting times, and pathway fragmentation. Third, actual hindrances such as indirect costs, time poverty, transport, and digital exclusion mediate inequalities and result in delayed and differential use. The next chapter will conclude the dissertation and present recommendations based on evidence.




[bookmark: _Toc220447466]CHAPTER 5: Conclusion and Recommendations
[bookmark: _Toc220447467]5.1. Overall Conclusion
This dissertation was concerned with examining the effect of socioeconomic status on access to health and social care services, considering both urban and rural settings. Chapter 1 outlined the purpose and aims of the research, together with highlighting inequalities in access, despite policy rhetoric emphasizing equity. Chapter 2 placed the research topic in its historical, theoretical, and policy context, illustrating that access is socially and spatially structured rather than uniform. Chapter 3 outlined the methodological approach taken, including a desk-based approach, which was transparent and systematic in gathering relevant literature. Chapter 4 outlined the findings, which were arranged around three themes.
The first study found that socioeconomic status acts as a structural factor in access inequalities, affecting resource availability, health literacy, and system navigation. The second study found that urban and rural settings mediate inequalities in access, depending on variations in service accessibility, distance, workforce, and system complexities. The third study found that inequalities in utilisation result from socioeconomic barriers, including financial, time, transport, and digital barriers. All research aims were addressed, and findings confirmed that access inequalities result from interactions between social factors and settings, rather than personal choices.
[bookmark: _Toc220447468]5.2 Recommendations
[bookmark: _Toc220447469]5.2.1 Recommendation 1: Embed socioeconomic sensitivity into service design and access pathways
Health and social care services should be designed with explicit consideration of socioeconomic differences in time, income, literacy and stability. This includes simplifying booking systems, offering flexible appointment times, reducing administrative burden and providing clear, accessible information in multiple formats. Services that assume digital access, flexible work schedules or high health literacy risk reinforcing inequality. Embedding socioeconomic sensitivity would help ensure that entitlement translates into real access (Manarte, 2024; Meulman et al., 2024). A major barrier to this recommendation is pressure on staff time and resources, which can limit the ability to redesign pathways. This can be addressed by piloting changes in high-need areas, using feedback from service users, and integrating access design into routine service improvement rather than treating it as an additional task (Lloyd et al., 2023).
[bookmark: _Toc220447470]5.2.2 Recommendation 2: Adopt place-based strategies to reduce urban and rural access gaps
Placemaking methods must be embraced by policymakers and the commissioners based on the variation of access barriers between urban and rural environments. In the rural setting, this involves investment in transport support, outreach, workforce incentive and flexible delivery models like mobile clinics. Urban areas should focus on the reduction of waiting bottlenecks, enhancement of continuity, and facilitation of navigation between fragmented services (Khatri et al., 2024). One of the limitations is that place-based strategies demand coordination among sector and governmental levels, which may be complicated. This could be defeated through the available local collaborations and integrated care frameworks to coordinate health and social care and community resource in common equity objectives (Pogrmilović et al., 2023).
[bookmark: _Toc220447471]5.2.3 Recommendation 3: Reduce practical barriers to utilisation through targeted support
Targeted support should be provided to reduce the practical barriers that limit service use among low socioeconomic groups. This has travel support, digital-access support, community-based navigators, and guarded appointment time for individuals who experience time poverty or caring commitments. These measures will be useful in preventing delayed presentation and excessive reliance on emergency care (Bekerom et al., 2024). One of the critical issues is determining who is eligible without augmenting stigma or administrative burden. This is manageable through area-level deprivation measures, collaboration with community organisations that are trusted, and integration of support with mainstream services where people need not identify themselves as disadvantaged (Bekerom et al., 2024).
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	Summary
	CRAAP Notes
	Suggested File Name (Desktop – hypothetical)
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	McMaughan et al. (2020)
	Socioeconomic Status and Access to Healthcare: Interrelated Drivers for Healthy Aging
	Mini-review linking SES, access to care, and healthy ageing; highlights policy and grassroots interventions.
	C: Peer-reviewed; R: 2020; A: Academic authors; A: Conceptual synthesis; P: Inform policy
	McMaughan_2020_SES_HealthyAging.pdf

	✔
	Oliveira et al. (2025)
	Socioeconomic inequalities in perceived difficulty accessing health services
	Cross-sectional analysis of SABE data showing persistent SES inequalities in Brazil despite UHC.
	C: PLoS ONE; R: 2025; A: Large dataset; A: Strong methods; P: Equity focus
	Oliveira_2025_Access_Inequality_SABE.pdf
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	Meulman et al. (2024)
	SES Differences in Healthcare Utilisation in OECD Countries
	Large systematic review identifying individual, community, and system-level drivers of SES-based utilisation differences.
	C: BMJ Open; R: 2024; A: PRISMA; A: Robust; P: Research gaps
	Meulman_2024_SES_HCU_SystematicReview.pdf

	✔
	Raine et al. (2016)
	Socio-economic inequalities in health care in England
	Comprehensive review of inequities in healthcare use, quality, and outcomes in England.
	C: IFS; R: 2016; A: UK experts; A: Strong empirical base; P: Policy
	Raine_2016_Inequalities_England.pdf

	✔
	Propper (2024)
	Socio-economic inequality in the distribution of health care in the UK
	Economic commentary explaining healthcare inequality through health production and equity frameworks.
	C: Oxford Open; R: 2024; A: Leading economist; A: Theoretical; P: Conceptual
	Propper_2024_HealthCare_Inequality_UK.pdf
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	Ryan-Ndegwa et al. (2021)
	Access to hip replacement surgery in the UK
	Systematic review identifying SES, ethnic, age, and geographic inequalities in hip replacement access.
	C: IJ Equity Health; R: 2021; A: Peer-reviewed; A: Clear synthesis; P: Clinical equity
	RyanNdegwa_2021_HipReplacement_Access.pdf

	✔
	Asaria et al. (2016)
	How a universal health system reduces inequalities
	Longitudinal analysis showing reduced primary care inequalities under NHS reforms.
	C: JECH; R: 2016; A: Population-level; A: Strong data; P: Policy learning
	Asaria_2016_NHS_Inequality_Reduction.pdf

	✔
	Allan et al. (2017)
	Unravelling urban–rural health disparities in England
	Census-based study identifying urban–rural gradients and a protective “London effect”.
	C: Population Space Place; R: 2017; A: National data; A: Robust stats; P: Spatial equity
	Allan_2017_Urban_Rural_Health.pdf

	✔
	Almeida et al. (2017)
	Socioeconomic determinants of access among older adults
	Systematic review linking income/education with outpatient and dental care access.
	C: Rev Saúde Pública; R: 2017; A: Multilingual; A: Broad scope; P: Global ageing
	Almeida_2017_SES_Access_OlderAdults.pdf

	✔
	Bammert et al. (2024)
	Mesolevel healthcare characteristics & SES
	Scoping review highlighting institutional-level access factors and SES interactions.
	C: IJ Equity Health; R: 2024; A: PRISMA-ScR; A: Comprehensive; P: System design
	Bammert_2024_Mesolevel_Access.pdf

	✔
	Cabañero-Garcia et al. (2025)
	Barriers to health, social & long-term care
	Review of reviews identifying demand-, supply-, and community-level barriers for older adults.
	C: IJ Equity Health; R: 2025; A: High-level synthesis; A: Strong; P: Integration
	CabaneroGarcia_2025_Barriers_Review.pdf

	✔
	Ford et al. (2016)
	Access to primary care in rural older adults
	Realist review mapping contextual mechanisms affecting rural primary care access.
	C: BMJ Open; R: 2016; A: Theory-driven; A: Deep insight; P: Service design
	Ford_2016_Rural_PrimaryCare_Access.pdf

	✔
	French et al. (2021)
	Socioeconomic inequities in palliative care
	Narrative synthesis using candidacy theory to explain inequities in end-of-life care.
	C: BMC Palliative Care; R: 2021; A: UK focus; A: Theoretical; P: Equity
	French_2021_PalliativeCare_Inequity.pdf



[bookmark: _Toc220447475]Appendix 2: Methodological Summary
	Author & Year
	Article Title
	Type of Study
	Research Method & Sample Size
	Strengths & Limitations
	Main Findings
	Keywords & Codes
	Notes & Comments

	McMaughan et al. (2020)
	SES & Healthy Aging
	Mini-review
	Narrative synthesis
	Strong conceptual framing; limited empirical data
	SES strongly linked to access and outcomes
	SES; access; ageing
	Useful background framework

	Oliveira et al. (2025)
	SES inequalities in access
	Cross-sectional
	SABE surveys (n≈3,900 across waves)
	Large sample; perception-based outcome
	Lower SES = higher access difficulty
	Income; education; inequality
	Strong quantitative evidence

	Meulman et al. (2024)
	SES & healthcare utilisation
	Systematic review
	314 studies, OECD countries
	Extensive scope; heterogeneity
	SES differences persist despite UHC
	Utilisation; SES; system-level
	Identifies research gaps

	Raine et al. (2016)
	Inequalities in England
	Review
	Secondary analysis
	Comprehensive; older data
	Pro-poor quantity, pro-rich quality
	Equity; NHS; access
	Core UK reference

	Propper (2024)
	Distribution of healthcare
	Commentary
	Economic theory & literature
	Deep theory; not empirical
	Healthcare inequality is structural
	Health production; equity
	Excellent theory citation

	Ryan-Ndegwa et al. (2021)
	Hip replacement access
	Systematic review
	16 UK studies
	Clear clinical focus; limited scope
	SES & ethnicity affect surgery access
	Orthopaedics; access
	Condition-specific

	Asaria et al. (2016)
	Universal system effects
	Longitudinal
	32,482 neighbourhoods
	Strong causal inference
	Primary care inequalities reduced
	NHS; primary care
	Policy success example

	Allan et al. (2017)
	Urban–rural disparities
	Observational
	Census 2001 data
	Strong spatial analysis; dated
	Rural better health; London exception
	Geography; health
	Contextual determinant

	Almeida et al. (2017)
	SES & access older adults
	Systematic review
	36 studies
	Global scope; service variation
	SES affects outpatient care
	Older adults; access
	Good for ageing focus

	Bammert et al. (2024)
	Mesolevel access
	Scoping review
	158 studies
	Broad; limited interaction analysis
	Mesolevel factors matter
	Access; mesolevel
	Systems-level lens

	Cabañero-Garcia et al. (2025)
	Barriers to access
	Review of reviews
	17 reviews
	High-level synthesis
	Barriers are multidimensional
	Barriers; equity
	Strong integrative study

	Ford et al. (2016)
	Rural primary care
	Realist review
	162 studies
	Theory-rich; complex
	Access shaped by context & literacy
	Rural; deprivation
	Excellent mechanism analysis

	French et al. (2021)
	Palliative care inequity
	Narrative synthesis
	Mixed studies
	Theoretical depth; UK focus
	SES affects candidacy for care
	End-of-life; inequity
	Strong conceptual model





Urban settings: long waiting times, administrative complexity, fragmented care pathways, and hidden/indirect costs (e.g., transport, childcare, lost wages).

Rural settings: long travel distance, workforce shortages, limited specialist services, and digital exclusion.

These barriers interact with SES (income, education, occupation, deprivation) to produce inequalities in access and utilisation
image1.png
Theory /| Explanation Application
framework
Social Structural causes of | Justifies wusing SES measures (income,
Determinants of | inequality (power, | education, occupation, deprivation) and
Health (Marmot | income, education, | interpreting access gaps as structurally
and Bell, 2010) work, neighbourhood) | produced; helps frame policy-level
shaping health and | explanations.
access

Andersen’s
Behavioural
Model
(Alkhawaldeh et
al., 2023)

Pathway to service use

via predisposing,
enabling, and need
factors

Guides coding of barriers/facilitators (e.g.,
transport, insurance, provider density) and
explains why low-SES groups may use services
less even when need is high; supports urban-
rural

comparison as contextual enabling

differences.

Penchansky and
Thomas Access
(1981);
Saurman (2015)

Model

Access as fit across
dimensions
(availability,
accessibility,
accommodation,
affordability,
acceptability +

awareness)

Provides the analytic framework for organising

findings by access dimensions and

distinguishing whether urban-rural differences

are mainly about availability/geography or

affordability/organisation/culture.





