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Abstract
Socioeconomically deprived populations in the UK carry the highest burden of ill-health and face the greatest barriers to primary care access. Yet the mechanisms linking access failure to elevated emergency department (ED) utilisation remain insufficiently understood. This dissertation addressed the question: What is the association between access to primary care services and ED utilisation among socioeconomically deprived populations in the UK? A qualitative systematic review was conducted in accordance with PRISMA 2020 guidelines. Fourteen peer-reviewed studies published between 2016 and 2026 were systematically identified, appraised, and synthesised using reflexive thematic analysis. Four themes were generated: structural exclusion from primary care through digital, organisational, and geographic mechanisms; ED attendance as a rational response to access failure; the persistent failure of policy interventions to reach the most deprived populations; and the compounding effect of intersecting disadvantages including multimorbidity, social isolation, and digital exclusion. The findings confirm that the inverse care law remains operative in the contemporary NHS, now reproduced through technological as well as geographic means. The association between poor primary care access and elevated ED utilisation in deprived communities is structural and self-reinforcing, not a patient behaviour problem. These findings aim to inform policies intended to improve equitable access to primary care, reduce avoidable pressure on emergency services, and address health inequalities.
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1.1 Background and Global Context
Access to primary healthcare is widely recognised as a fundamental component of effective and equitable health systems. Primary care serves as the first point of contact for most healthcare needs, providing preventive services, early diagnosis, chronic disease management, health promotion, and coordination of care across healthcare pathways. The World Health Organisation (WHO) identifies strong primary care systems as the most cost-effective and equitable mechanism for achieving universal health coverage, emphasising their capacity to improve population health outcomes while reducing unnecessary reliance on specialist and hospital services (WHO, 2021).
Despite their recognised importance, healthcare systems across high-income countries are facing unprecedented challenges in maintaining accessible primary care services. Population ageing has increased the prevalence of chronic illness and multimorbidity, resulting in greater demand for ongoing healthcare support. Simultaneously, healthcare providers are experiencing workforce shortages, rising operational costs, and increasing service (WHO, 2021). One consequence of these pressures has been the increasing use of emergency departments (EDs) for health concerns that could potentially be managed within primary care settings. This phenomenon is often described as potentially avoidable or non-urgent ED utilisation and has become a major concern for healthcare policymakers internationally (Nuffield Trust, 2023). Although emergency departments are designed to provide urgent and life-saving treatment, they increasingly function as an alternative access point for individuals unable to obtain timely care elsewhere.
Research conducted across multiple countries suggests a strong relationship between access to primary care and patterns of emergency healthcare utilisation. In the United States, Zhou, Baicker, and Taubman (2020) demonstrated through a randomised controlled trial that improved access to primary care significantly reduced ED attendance rates, providing robust evidence of a causal relationship between healthcare accessibility and emergency service use. Similar findings have been reported across Europe, Australia, and Canada, where barriers to accessing community-based healthcare have been associated with increased reliance on hospital emergency services (Kontopantelis et al., 2021).
The Organisation for Economic Co-operation and Development (OECD) has consistently highlighted inadequate access to primary care as a major contributor to inefficiencies in healthcare systems. When patients are unable to access preventive or routine treatment, conditions may deteriorate to the point where emergency intervention becomes necessary. This pattern not only increases healthcare expenditure but also undermines continuity of care and contributes to poorer health outcomes, particularly among vulnerable populations (World Health Organisation, 2021). Furthermore, research indicates that individuals from lower socioeconomic backgrounds are disproportionately affected by these challenges, suggesting that barriers to primary care access may reinforce existing health inequalities.
ED overcrowding has been linked to increased mortality, delays in diagnosis and treatment, reduced patient satisfaction, and higher rates of adverse clinical outcomes (The King's Fund, 2024). Overcrowded departments create significant challenges for healthcare staff, contributing to burnout, recruitment difficulties, and reduced service efficiency.

1.2 Problem statement in the UK
Within UK, concerns regarding both primary care access and emergency department demand have become increasingly prominent. The National Health Service (NHS) has experienced sustained growth in demand over the past decade, with emergency departments reporting record levels of attendance and pressure. Average waiting times for GP appointments increased from approximately 9.6 days in 2019 to 15.8 days in 2024, with around 2.5 million patients reported to have waited longer than two weeks for an appointment (Healthwatch UK, 2024). During the same period, NHS UK recorded approximately 26.5 million emergency department (ED) attendances in 2024/25, representing a substantial increase compared with pre-pandemic levels. Although these trends do not establish a causal relationship, they indicate that worsening access to primary care may contribute to increased reliance on emergency services, particularly among socioeconomically deprived populations who often face greater barriers to accessing timely and appropriate healthcare (NHS UK, 2025). Simultaneously, performance against key emergency care targets has deteriorated, with prolonged waiting times becoming increasingly common across the healthcare system.
At the same time, access to general practice has become a major source of public concern. General practitioners remain the cornerstone of primary healthcare delivery within UK; however, increasing patient demand has not been matched by equivalent growth in workforce capacity. Rising consultation rates, workforce shortages, administrative burdens, and increasing clinical complexity have collectively placed considerable strain on general practice services. As a result, patients frequently report difficulties obtaining appointments, particularly for non-emergency conditions. Overcrowded departments create significant challenges for healthcare staff, contributing to burnout, recruitment difficulties, and reduced service efficiency. Financially, emergency care is more expensive than equivalent care delivered through primary care services, making avoidable ED attendance a major concern for healthcare sustainability. In the UK alone, avoidable emergency attendances attributable to unmet primary care needs are estimated to cost £5.2 billion annually (Royal College of Emergency Medicine, 2024).
It is important to note that not all societies experience these challenges equally. Health outcomes in UK are significant affected by socioeconomic deprivation and are intricately linked to gaps in healthcare access. The relationship between deprivation and healthcare provision has long been recognised within public health literature. Hart's (1971) inverse care law argued that the availability of good medical care tends to vary inversely with the need for it, meaning that populations with the greatest health needs often experience the greatest barriers to accessing healthcare services.
More than fifty years after Hart's original observation, evidence suggests that aspects of the inverse care law remain relevant. Individuals living in deprived communities experience higher rates of chronic illness, multimorbidity, mental health conditions, and premature mortality than those living in more affluent areas (Marmot et al., 2020). Consequently, demand for healthcare services is often greatest in communities where access challenges are most pronounced.
Research demonstrates that residents of deprived communities are significantly more likely to use emergency departments than those living in affluent areas. Emergency attendance rates are estimated to be 65% higher among the most deprived populations, while half of patients in the most deprived decile wait longer than three weeks for a GP appointment (Baker et al., 2024; Royal College of General Practitioners, 2024). These findings suggest that disparities in healthcare access may contribute directly to inequalities in patterns of healthcare utilisation. The relationship between deprivation, primary care access, and emergency department attendance is further complicated by broader social determinants of health. Factors such as insecure employment, poor housing conditions, lower health literacy, transport difficulties, and digital exclusion may all influence an individual's ability to access healthcare services.

1.3 Rationale and Significance
While the association between primary care access and emergency department (ED) utilisation is well established, the mechanisms underpinning this relationship, particularly within socioeconomically deprived communities, remain insufficiently understood. Quantitative research provides robust evidence of statistical associations but offers limited insight into the lived experiences, decision-making processes, and structural barriers that shape healthcare-seeking behaviour (Ruggiano and Perry, 2019). The perspectives of individuals from deprived communities remain underrepresented within the existing evidence base, limiting understanding of how inequalities in access influence patterns of healthcare utilisation (Watt, 2022).
This dissertation seeks to address these gaps by examining how barriers to primary care access contribute to ED utilisation among deprived populations. By synthesising evidence from multiple qualitative data sources, the study provides a more comprehensive understanding of the relationship between healthcare access and service use within the contemporary NHS. The findings aim to inform policies and service planning intended to improve equitable access to primary care, reduce avoidable pressure on emergency services, and support wider efforts to address health inequalities (NHS Confederation, 2024).

1.4 Research Aim, Question, and Objectives
This dissertation is guided by the following research question:
How does access to primary care affect emergency department use among socioeconomically deprived populations in the UK, and what role do barriers to access play?
The study aims to develop a comprehensive, contextually nuanced understanding of this association by synthesising evidence from multiple secondary qualitative data sources. The inquiry is guided by four objectives:

1. To identify and synthesise evidence on access to primary care services among socioeconomically deprived populations in UK.
1. To examine patterns of emergency department utilisation within these populations.
1. To analyse the relationship between primary care access and emergency department utilisation, including how access barriers influence attendance.
1. To provide recommendations for improving primary care access and reducing avoidable ED utilisation among socioeconomically deprived populations in the UK.

1.5 Structure of the Dissertation
The dissertation proceeds as follows. Chapter One introduces the research topic and its contextual background, synthesises extant scholarship to establish relevance, delineates the study’s specific focus and scope, articulates the research questions and objectives, and provides an overview of the dissertation’s structure. Chapter Two presents a critical literature review examining the existing evidence on health inequalities, primary care access, and ED utilisation in UK, identifying key conceptual frameworks and research gaps that this study seeks to address. Chapter Three details the research methodology, including the design rationale, data sources, collection procedures, analytical approach, and ethical considerations. Chapter Four presents the findings of the thematic analysis. Chapter Five discusses the findings in relation to existing literature and their implications for policy and practice. Chapter Six offers’ conclusions, acknowledging the limitations of the study and recommending directions for future research.
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2.1 Introduction to the Review
This chapter situates the present dissertation within the existing body of scholarship on primary care access, emergency department (ED) utilisation, and health inequalities in UK. Rather than simply summarising the existing literature, it critically examines current evidence to identify areas of consensus, ongoing debate, and gaps in knowledge that justify the present study. In doing so, the chapter establishes the conceptual and empirical foundation for the research and provides the rationale for the theoretical framework that informs the subsequent analysis.
The review is organised into three interconnected sections. It begins by examining the evidence on health inequalities and healthcare access, considering how socioeconomic deprivation influences both health need and individuals' ability to obtain timely and appropriate primary care. It then reviews the literature on emergency department utilisation, with particular attention to the extent to which unmet primary care needs contribute to ED attendance. The chapter concludes by outlining the theoretical frameworks that underpin the study, demonstrating how they provide a lens through which the relationship between deprivation, access to primary care, and emergency department use can be understood and interpreted.
The review focuses specifically on UK, where the National Health Service (NHS) provides universal healthcare that is intended to ensure equitable access regardless of an individual's ability to pay. Despite this principle, substantial inequalities in access to primary care and patterns of healthcare utilisation persist across socioeconomic groups. The UK therefore provides an important context in which to examine how deprivation continues to shape healthcare access within a universal healthcare system. The review draws upon peer-reviewed empirical studies, systematic and narrative reviews, national policy documents, and qualitative evidence from patient experience reports to provide a comprehensive and balanced synthesis of the literature.
The literature relies on quantitative analyses of service use and population-level datasets, providing robust evidence of associations but offering comparatively limited insight into how individuals living in deprived communities experience barriers to accessing primary care and how these experiences influence decisions to seek emergency care. Furthermore, existing studies often examine primary care access or emergency department utilisation in isolation, rather than considering the complex pathways through which deprivation shapes healthcare-seeking behaviour. Addressing these gaps is essential to developing a more comprehensive understanding of healthcare inequalities.
By critically synthesising the available evidence, this chapter identifies the empirical and conceptual gaps that the present dissertation seeks to address. It establishes the theoretical foundation for the study, providing the framework through which the findings presented in later chapters are analysed and interpreted.


2.2  Health Inequalities and the Social Determinants of Health
2.2.1 The Social Inequality in Health
The relationship between socioeconomic position and health outcomes is one of the most consistently demonstrated findings in public health research. The concept of the social gradient in health describes the progressive decline in health outcomes as socioeconomic status decreases, reflecting that health inequalities exist across the entire socioeconomic spectrum rather than only between the most and least deprived groups. This relationship has been observed across a wide range of diseases, populations, and healthcare systems, underpinning national and international strategies for reducing health inequalities (World Health Organisation, 2021).
In the UK, the Marmot Reviews provide the principal framework for understanding the social determinants of health. The original Marmot Review (2010) argued that health inequalities are avoidable and arise from unequal access to the social, economic, and environmental conditions in which people are born, grow, live, work, and age. This shifted the focus of public health policy beyond healthcare provision alone, recognising that wider social and economic factors fundamentally shape health throughout the life course. However, a decade later, Health Equity in the UK: The Marmot Review 10 Years On concluded that progress had stalled and, in several respects, reversed (Marmot et al., 2020). Improvements in life expectancy had slowed for the first time in more than a century, healthy life expectancy remained lower in the most deprived communities, and the gap between the most and least advantaged populations had widened across multiple health indicators. These findings demonstrate that despite sustained policy attention, socioeconomic inequalities continue to exert a profound influence on health outcomes in the UK (Marmot, 2020).
The consequences of these inequalities extend directly to patterns of healthcare need and utilisation. Individuals living in deprived communities experience disproportionately higher rates of chronic disease, multimorbidity, mental health conditions, and preventable illness, resulting in greater demand for both primary and emergency healthcare services (Kontopantelis et al., 2021). Importantly, this relationship is not explained solely by a higher prevalence of illness. Multimorbidity develops a decade earlier among the most socioeconomically deprived populations than among the least deprived, increasing both the frequency of healthcare contacts and the complexity of clinical management required (Roland, 2021). Consequently, healthcare providers serving deprived populations face greater clinical complexity alongside increased service demand, placing additional pressure on already constrained healthcare resources. Recent evidence suggests that socioeconomic deprivation influences not only health status but the pathways through which individuals access healthcare services. In a qualitative study examining pathways to emergency care in the United Kingdom, Fitzpatrick et al. (2025) found that emergency department attendance was shaped by an interaction of clinical need, socioeconomic disadvantage, barriers to accessing primary care, and previous experiences of healthcare services. Their findings challenge the assumption that emergency department utilisation is driven solely by inappropriate patient choice, instead highlighting how structural barriers can restrict access to timely community-based care and influence healthcare-seeking behaviour. This reinforces the view that patterns of emergency department use should be understood within the broader context of health inequalities rather than as isolated issues of service demand (NHS UK, 2025).
The COVID-19 pandemic further exposed and intensified these structural inequalities. Evidence from NHS Digital (2022) indicated that deprived communities experienced both a disproportionately greater burden of COVID-19 and a slower recovery in access to primary and community healthcare services following the pandemic. Rather than creating new inequalities, the pandemic amplified existing disparities in healthcare access and health outcomes, widening the gap between healthcare need and service provision. These developments illustrate how socioeconomic disadvantage operates as a cumulative determinant of health, simultaneously increasing the burden of illness while reducing the capacity to access appropriate care (NHS UK, 2022).
Taken together, the evidence demonstrates that the social gradient in health extends beyond differences in disease prevalence to shape patterns of healthcare utilisation across the NHS. Socioeconomic deprivation generates greater healthcare need while simultaneously increasing the barriers to obtaining timely primary care, creating conditions in which reliance on emergency services becomes more likely. Understanding this relationship provides an essential foundation for examining how inequalities in primary care access contribute to emergency department utilisation, which forms the central focus of this dissertation (NHS UK, 2025).


2.2.2 The Inverse Care Law and Its Contemporary Relevance
Hart's (1971) Inverse Care Law, the proposition that the availability of good medical care tends to vary inversely with the need of the population served, remains a fundamental concept for understanding inequalities in healthcare access. Although developed more than five decades ago, its central argument continues to explain why populations with the greatest health needs often experience the greatest barriers to primary care (Hart, 1971). Within the NHS, universal healthcare has reduced financial barriers to treatment, yet inequalities persist through uneven workforce distribution, limited practice capacity, and constrained resources in deprived communities. Consequently, healthcare need and healthcare provision remain imperfectly aligned, particularly in areas of socioeconomic deprivation (Watt, 2022; Fisher et al., 2022).
Contemporary evidence demonstrates that the Inverse Care Law continues to shape patients' experiences of primary care in the UK. Analysis of the General Practice Patient Survey found that individuals living in more deprived communities consistently reported poorer access to appointments, lower continuity of care, and less favourable experiences than those in more affluent areas (Cowling et al., 2021). While policies such as extended opening hours have produced modest improvements in patient experience, their impact has been uneven. Distance significantly influences the use of extended-hours services, indicating that increasing service availability alone does not guarantee equitable access where geographical and socioeconomic barriers remain (Murchie et al., 2021).
The consequences of these inequalities extend beyond primary care. Practices serving deprived populations manage greater clinical complexity while operating under greater workforce and resource pressures, limiting their capacity to meet rising healthcare demand (Watt, 2022; Fisher et al., 2022). Evidence indicates that stronger primary care investment and higher-quality general practice are associated with lower rates of avoidable emergency department attendance and improved patient outcomes (Baker et al., 2020). Qualitative research further demonstrates that patients frequently attend emergency departments after encountering repeated barriers to accessing primary care rather than through inappropriate healthcare-seeking behaviour (Fitzpatrick et al., 2025). Collectively, these findings demonstrate that the Inverse Care Law remains highly relevant to understanding how socioeconomic deprivation contributes to inequalities in primary care access and increased reliance on emergency services (Hart, 1971; Baker et al., 2020; Fitzpatrick et al., 2025).


2.3  Primary Care Access: Dimensions, Deterioration, and Disparity
2.3.1 Conceptualising Access
Access to primary care is a complex and multidimensional concept that extends beyond the simple availability of healthcare services. The widely applied framework developed by Penchansky and Thomas (1981) conceptualises access through five interrelated dimensions: availability, accessibility, accommodation, affordability, and acceptability. Availability refers to whether sufficient healthcare resources exist to meet population need, including GP workforce capacity and appointment supply. Accessibility concerns the geographical relationship between patients and services, including travel distance and transport availability. Accommodation reflects how services are organised, including appointment systems, opening hours, and modes of consultation (Penchansky and Thomas, 1981). Affordability relates to the financial ability to obtain care, which is addressed within the NHS through universal, free-at-the-point-of-use provision. Acceptability captures the social and relational aspects of care, including whether patients feel understood, respected, and able to engage with healthcare providers. This framework highlights that access is not a single outcome but the result of interactions between healthcare systems and the social circumstances of patients (Cowling et al., 2021).
This multidimensional perspective is particularly important when examining inequalities in primary care access. Policy responses have frequently focused on increasing service availability, such as expanding appointment capacity or extending opening hours, while giving less attention to whether these changes improve access equitably across different population groups. (Murchie et al., 2021). Evidence suggests that interventions designed to increase availability may have limited impact when organisational, geographical, or social barriers remain unresolved. For example, extended-hours services may improve overall access but are less likely to benefit patients who experience transport difficulties, caring responsibilities, or employment insecurity. (Cowling et al., 2021). The persistence of these inequalities demonstrates that access should be understood in relation to need rather than service availability alone. Deprived communities often experience greater healthcare demand due to higher levels of multimorbidity and chronic illness yet continue to encounter greater barriers to obtaining timely primary care. Recent evidence indicates that improvements in reported GP access have not been distributed equally, with disadvantaged groups experiencing slower progress compared with more affluent populations. (Marmot et al., 2020; Cowling et al., 2021). This reinforces the argument that equitable access requires more than increasing overall capacity; it requires healthcare systems to respond proportionately to differences in population need and the social conditions that influence healthcare use (Marmot et al., 2020; Office for National Statistics, 2024).


2.3.2 The Deterioration of GP Access in the UK
Access to general practice in UK has deteriorated over the past decade due to a widening gap between rising healthcare demand and available primary care capacity. The number of fully qualified GPs per 100,000 patients has declined since 2015, while the complexity of consultations has increased due to rising levels of multimorbidity, long-term conditions, and mental health needs (British Medical Association, 2024). This has created a situation in which primary care services are increasingly required to manage greater demand with limited workforce capacity (Croxson et al., 2020).
The impact of these pressures is reflected in longer waiting times and growing difficulties obtaining timely appointments. Average GP waiting times increased from 9.6 days in 2019 to 15.8 days in 2024, with prolonged waits affecting a substantial number of patients (Healthwatch UK, 2024). Although digital-first access models introduced during and after the COVID-19 pandemic have improved convenience for patients, evidence suggests that they may create additional barriers for individuals with limited digital literacy, language barriers, or unstable social circumstances (Greenhalgh et al., 2022). These challenges are particularly relevant in deprived communities, where digital exclusion may compound existing inequalities in healthcare access (McLean and Sheikh, 2023).
The decline in GP accessibility therefore represents more than a reduction in appointment availability; it reflects an unequal relationship between healthcare need and service capacity. (Marmot et al., 2020). For populations experiencing greater illness burden and socioeconomic disadvantage, difficulties accessing timely primary care may increase the likelihood of delayed treatment and subsequent reliance on emergency services (Fitzpatrick et al., 2025).


2.3.3 Deprivation and Differential Access
The unequal impact of declining primary care access across socioeconomic groups is well established. Evidence from the UK GP Patient Survey demonstrates that patients living in the most deprived areas report poorer experiences of general practice, including greater difficulty obtaining appointments, lower satisfaction with access, and concerns being less adequately addressed compared with those in more affluent communities (Baker et al., 2024). Socioeconomic differences in primary care access persist even after adjusting for healthcare need, suggesting that inequalities cannot be explained solely by higher levels of illness among deprived populations but reflect additional barriers within the organisation and delivery of services (Kontopantelis et al., 2021).
The pathways through which deprivation influences access are complex and cumulative. Financial constraints, including transport costs, time away from employment, and childcare responsibilities, can make healthcare access more difficult for low-income households (Gershlick and Fisher, 2021). Organisational barriers, such as complex triage systems, telephone access difficulties, and repeated attempts to secure appointments, may further disadvantage individuals with limited resources. These challenges are compounded by structural inequalities within primary care, with practices serving deprived communities often experiencing greater workforce pressures and higher patient need (Fisher et al., 2022). Consequently, deprivation affects not only the demand for healthcare but the ability of individuals to successfully navigate and obtain appropriate care. Declining satisfaction with GP access among the most deprived groups further demonstrates that inequalities in primary care are experienced at the patient level and are not fully captured by aggregate service indicators (Health Foundation, 2023).


2.4  Emergency Department Utilisation and the Role of Primary Care
2.4.1 Patterns and Drivers of ED Attendance
Emergency department (ED) utilisation in The UK has increased over recent years, placing sustained pressure on urgent and emergency care services. In 2024/25, EDs recorded 26.5 million attendances, representing a substantial increase compared with pre-pandemic levels, with departments operating beyond recommended capacity (NHS UK, 2025; The King’s Fund, 2024). A significant proportion of attendances involve conditions that could potentially be managed within primary care or community settings, creating challenges for system efficiency and contributing to overcrowding, delayed treatment, and increased pressure on emergency care staff (Royal College of Emergency Medicine, 2024; The King’s Fund, 2024).
The causes of increased ED utilisation are multifactorial and extend beyond individual patient decisions. System-level pressures, including reduced availability of GP out-of-hours services, limitations in community-based alternatives, and pressures within social care, have reduced access to appropriate care pathways outside emergency settings (Boyle, Higginson, and Benger, 2022). At the patient level, decisions to attend ED are influenced by uncertainty about symptom severity, previous difficulties accessing primary care, expectations of receiving timely assessment, and the practical advantage of emergency services as an immediately available point of care (O’Cathain and Knowles, 2020). Therefore, ED attendance should not be interpreted solely as inappropriate service use but as a reflection of how patients navigate the healthcare system when other options appear inaccessible.
Socioeconomic deprivation further shapes these patterns. Evidence indicates that potentially avoidable ED attendance is more common in deprived communities, where higher levels of illness coexist with greater barriers to timely primary care access (Nuffield Trust, 2023; Kontopantelis et al., 2021). Workforce shortages and increasing demand within emergency medicine have intensified these pressures, leaving EDs managing both acute illness and unmet community healthcare needs (Taylor, 2023). 


2.4.2 Evidence Linking Primary Care Access to ED Utilisation
The relationship between primary care access and emergency department (ED) utilisation is increasingly supported by empirical evidence, although the strength of causal inference varies. Experimental evidence from Zhou, Baicker, and Taubman (2020), using the Oregon Medicaid experiment, demonstrated that improved healthcare access can influence emergency care utilisation by reducing unmet healthcare needs. Although conducted outside the UK NHS context, the findings provide important evidence that access barriers can shape patterns of emergency service use.
In the UK, observational studies consistently identify associations between deprivation, reduced primary care access, and increased ED attendance. Kontopantelis et al. (2021) found that areas experiencing greater socioeconomic deprivation and poorer access to primary care had higher levels of emergency care utilisation. Similarly, evidence indicates that reduced primary care capacity, including GP practice pressures and workforce constraints, is associated with increased reliance on emergency services (Gershlick and Fisher, 2021). Research further suggests that greater investment in general practice and higher-quality primary care is linked with reduced secondary care use and fewer avoidable ED attendances (Asaria et al., 2017; Baker et al., 2020).
The mechanisms linking primary care access difficulties to ED attendance remain complex. Patients may seek emergency care due to appointment difficulties, uncertainty about symptoms, previous negative experiences, or the perception that EDs provide faster access to assessment and treatment (O’Cathain and Knowles, 2020; Fitzpatrick et al., 2025). Therefore, ED utilisation should be understood because of interactions between individual healthcare decisions and wider structural barriers within the healthcare system (Roland, 2021; Fitzpatrick et al., 2025).


2.4.3 The Experience of Deprived Populations in Emergency Settings
The experience of deprived populations within emergency departments (EDs) cannot be fully understood through utilisation statistics alone. Patients from socioeconomically disadvantaged communities are more likely to present with complex and poorly controlled chronic conditions, reflecting longer periods of unmet healthcare need and reduced opportunities for preventive primary care management (Marmot et al., 2020). Evidence from patient experience research indicates that these groups are more likely to report previous difficulties accessing general practice, including unsuccessful attempts to obtain timely appointments or appropriate support (Healthwatch UK, 2024).
This pattern challenges interpretations of avoidable ED attendance that focus primarily on individual patient behaviour. Research suggests that emergency care seeking among deprived populations often reflects the interaction between clinical need, previous experiences of healthcare access, and limitations within available primary care pathways (Watt, 2022; O’Cathain and Knowles, 2020). Approaches that focus solely on redirecting patients away from emergency services risk overlooking the structural factors that contribute to ED attendance. Effective strategies are therefore likely to require improvements in primary care accessibility, continuity, and responsiveness alongside efforts to manage demand within emergency settings (NHS Confederation, 2024; Fitzpatrick et al., 2025).


2.5  Existing Research: Strengths, Weaknesses, and Gaps
2.5.1 Strengths of the Existing Evidence Base
The existing evidence base examining primary care access and emergency department (ED) utilisation in the UK has important strengths. It is characterised by methodological diversity, combining longitudinal administrative datasets, patient experience surveys, and an expanding body of qualitative research. Major national data sources, including the General Practice Patient Survey, Hospital Episode Statistics, and NHS administrative datasets, provide researchers with detailed information on patterns of healthcare access, service use, and population-level inequalities. The availability of these data has enabled robust investigation of associations between socioeconomic deprivation, primary care performance, and emergency care demand.
A further strength of the literature is its ability to examine healthcare inequalities within the context of a universal healthcare system. The transparency of NHS data infrastructure allows researchers to identify variations in access and outcomes across geographical areas and socioeconomic groups, providing valuable evidence of how healthcare need and service provision interact (Marmot et al., 2020).
 The COVID-19 pandemic has further expanded this evidence base by exposing existing weaknesses in healthcare access and creating opportunities to examine how disruptions to primary care influence patterns of healthcare utilisation (Kontopantelis et al., 2021; Fitzpatrick et al., 2025).

2.5.2 Weaknesses and Methodological Limitations
Despite the strengths of the existing evidence base, important methodological limitations remain. The literature relies on quantitative and ecological designs that demonstrate associations between deprivation, primary care access, and emergency department (ED) utilisation but provide limited insight into the mechanisms underlying these relationships (Kontopantelis et al., 2021). Such studies cannot fully explain how patients experience barriers to primary care, how decisions to seek emergency care are made, or how previous healthcare interactions influence subsequent service use (O’Cathain and Knowles, 2020). A further limitation is the limited representation of patient perspectives, particularly among deprived populations. Qualitative studies often recruit participants through healthcare settings, potentially excluding individuals who are least engaged with services and whose experiences may reveal the greatest barriers to access (Watt, 2022). This gap has important implications because interventions developed without understanding patient experiences may fail to address the structural factors contributing to unmet need (Fitzpatrick et al., 2025).
The evidence base is further challenged by rapid changes in healthcare delivery following the COVID-19 pandemic. The expansion of digital-first access, remote consultations, workforce pressures, and changing urgent care pathways have altered the relationship between primary care and ED use (Salisbury et al., 2022; Greenhalgh et al., 2022).


2.5.3 Gaps in the Literature
Three key gaps remain within the existing evidence base. Firstly, while quantitative research has established an association between poor primary care access, socioeconomic deprivation, and emergency department (ED) attendance, limited evidence explains the mechanisms through which access barriers influence patients’ decisions to seek emergency care (O’Cathain and Knowles, 2020). Greater understanding is needed of how individuals navigate healthcare systems, interpret unmet need, and respond to previous experiences of accessing primary care (Fitzpatrick et al., 2025).
Secondly, the experiences of patients living in the most deprived communities remain underrepresented within qualitative research. This limits understanding of how structural and social factors shape healthcare-seeking behaviour and constrains the development of interventions that respond effectively to the needs of disadvantaged populations (Watt, 2022).
Thirdly, the post-pandemic transformation of primary care, including increased digital access pathways, workforce pressures, and widening inequalities, has created a changing healthcare environment that remains insufficiently explored from patients’ perspectives. This study addresses these gaps by examining how individuals in deprived communities experience primary care access barriers and how these experiences contribute to ED utilisation in contemporary UK (NHS UK, 2025).

2.6  Theoretical Framework
2.6.1 The Social Determinants of Health
This study is primarily informed by the social determinants of health framework developed by the WHO Commission on Social Determinants of Health (2008) and applied to the UK context through the Marmot Reviews (Marmot et al., 2020). The framework argues that health outcomes and healthcare utilisation are shaped by the social, economic, and environmental conditions in which people live, including income, employment, education, housing, and social support. In this study, it provides a structural explanation for inequalities in primary care access and emergency department (ED) utilisation by highlighting how socioeconomic circumstances influence both healthcare need and the ability to access appropriate services (WHO, 2008; Marmot et al., 2020).
The framework is valuable because it shifts attention from individual explanations of ED attendance towards the wider conditions that shape healthcare choices. Rather than viewing emergency care use solely because of patient behaviour, it considers how deprivation, access barriers, and healthcare system organisation influence the options available to individuals. This perspective supports an analysis of how structural inequalities contribute to patterns of primary care access and emergency healthcare use among deprived populations (Marmot et al., 2020; Fitzpatrick et al., 2025).


2.6.2 The Inverse Care Law as an Analytical Lens
Hart's (1971) Inverse Care Law provides an important analytical lens for examining the relationship between primary care access and emergency department (ED) utilisation in deprived communities. The theory proposes that populations with the greatest healthcare needs often experience the greatest barriers to accessing appropriate care. (Hart, 1971). Applied to contemporary UK, it suggests that deprived populations are more likely to experience limited access to preventive and ongoing primary care, increasing the likelihood that healthcare needs are addressed only when they become urgent (Hart, 1971; Watt, 2022).
The framework is particularly relevant to this study because it shifts attention from ED attendance as an issue of patient behaviour towards the structural conditions that shape healthcare use (Hart, 1971). If increased ED utilisation among deprived populations reflects inequalities in primary care availability, accessibility, and responsiveness, then interventions must address the underlying distribution of healthcare resources rather than focusing solely on reducing emergency demand. (Fisher et al., 2022). The Inverse Care Law therefore provides a theoretical basis for examining how unequal primary care provision contributes to patterns of emergency healthcare utilisation (Fitzpatrick et al., 2025).


2.6.3 Andersen's Behavioural Model of Healthcare Utilisation
Andersen's Behavioural Model of Healthcare Utilisation (Andersen, 1968; Andersen, 1995) provides a framework for understanding why individuals use health services. The model identifies three determinants of utilisation: predisposing factors, including sociodemographic characteristics and beliefs; enabling factors, including resources and access barriers; and need factors, referring to perceived and assessed health requirements (Andersen, 1995).
Applied to this study, the model explains how deprivation influences healthcare pathways. Deprived populations often experience greater health need due to higher levels of chronic illness and multimorbidity while facing greater barriers to accessing primary care, including financial, geographical, and digital constraints. The interaction between high need and limited access may contribute to increased reliance on emergency services, making Andersen's model useful for examining how individual circumstances and structural factors shape ED utilisation (Andersen, 1995; Kontopantelis et al., 2021).



2.6.4 Reflexive Thematic Analysis as Epistemological Commitment
This dissertation’s theoretical framework is reflected in its methodological approach. Braun and Clarke’s (2006; 2019) reflexive thematic analysis views qualitative analysis as an interpretive process in which meaning is actively constructed through engagement between the researcher and the data, rather than simply extracted. This approach is particularly relevant for studying health inequalities because it recognises the influence of social context, researcher perspective, and the conditions through which experiences are understood.
The reflexive approach is especially important in secondary qualitative analysis, where existing data were generated within different research contexts and purposes (Ruggiano and Perry, 2019). It requires consideration of how data were produced, including the original questions, participant interactions, and analytical assumptions that may shape interpretation. This methodological position informs the analytical approach of this dissertation by supporting a critical examination of how deprived communities experience primary care access barriers and emergency healthcare utilisation (Ruggiano and Perry, 2019).

2.7 Positioning This Study
This study sits at the intersection of health inequalities, primary care access, and emergency department (ED) utilisation. While these areas are well established individually, limited qualitative research has examined how they interact within the post-pandemic UK context. This study addresses this gap by exploring how deprived communities experience primary care access barriers and how these experiences contribute to ED utilisation through secondary qualitative analysis of existing data.
The study is guided by the social determinants of health, the Inverse Care Law, and Andersen’s Behavioural Model of Healthcare Utilisation. Together, these frameworks provide structural and experiential perspectives on healthcare access while allowing themes to emerge inductively through qualitative analysis (Braun and Clarke, 2019). They support an understanding of ED attendance that considers both individual experiences and the wider inequalities shaping healthcare pathways.







3. [bookmark: _Toc240714304]Research Methodology

3.1 Introduction
This chapter sets out the methodological approach adopted in this dissertation, providing a detailed account of the research design, data sources, data collection procedures, analytical framework, ethical considerations, and the key methodological challenges encountered and addressed. The chapter is structured to demonstrate not merely what was done but why each decision was taken, linking methodological choices to the research question, the nature of the phenomenon under investigation, and the epistemological commitments established in Chapter Two. As established in the literature review, the quantitative association between primary care access and emergency department (ED) utilisation in deprived communities is well evidenced. What remains underexplored are the mechanisms, experiential pathways, and structural processes through which that association operates. The methodological approach adopted here is designed specifically to address that gap.

3.2 Research Design
3.2.1 Overall Approach: Qualitative Secondary Data Analysis and Review
This study adopts a systematic review using mixed methods evidence synthesis / integrative review, with qualitative thematic synthesis alongside quantitative evidence.
This study undertook an evidence synthesis of findings reported in previously published research. The analysis focused on synthesising reported findings across studies rather than reanalysing original participant-level datasets (Ruggiano and Perry, 2019). The review included fourteen studies published between 2016 and 2026, comprising systematic reviews, scoping reviews, mixed-methods evaluations, retrospective cohort studies, and cross-sectional analyses. The selected studies were conducted in the UK, ensuring direct relevance to the NHS and the research aim of identifying system-level factors contributing to avoidable emergency department (ED) attendance. The choice to adopt a qualitative rather than quantitative approach is justified on two grounds. Firstly, as the literature review demonstrates, the existing quantitative evidence base on this topic is already substantial. Cross-sectional analyses and retrospective cohort studies (Madia et al., 2025; Jones et al., 2024). The primary deficit in the evidence base is not more numbers but more explanation, an account of how and why these patterns operate at the level of patient experience, decision-making, and structural circumstance. Qualitative data is uniquely positioned to generate this explanatory depth (Braun and Clarke, 2019). Secondly, a qualitative approach enables engagement with the voices and perspectives of patients in deprived communities, the population group most affected by the phenomenon under investigation and most underrepresented in the peer-reviewed quantitative literature (Parkinson et al., 2021).
A systematic review provides a transparent and rigorous approach to identifying, appraising, and synthesising existing evidence. The use of pre-specified eligibility criteria and explicit, systematic methods can help minimise selection bias, while transparent reporting enables readers to assess methodological rigour and facilitates verification and reproducibility of the review process (Higgins et al., 2024).
A qualitative approach was selected because, although quantitative research has consistently identified associations between socioeconomic deprivation, morbidity and emergency department (ED) utilisation, the specific contribution of primary care access remains less clear. Scantlebury et al. (2015) found that socioeconomic deprivation was the strongest predictor of A&E attendance, while primary care variables that were potentially amenable to change made only a small contribution to explaining variation in attendance. Similarly, Hull et al. (2018) found that multimorbidity was the strongest clinical predictor of ED attendance and that patient-reported access to primary care was not a significant predictor after adjustment for other factors. More recent evidence continues to demonstrate higher ED attendance among people living in more deprived areas, although associations with GP use appear more complex than a simple relationship between poor access and increased ED utilisation. Jones et al. (2024), for example, found higher ED attendance among people living in more deprived areas and among individuals with more long-term conditions, while each additional GP appointment was also associated with increased ED attendance. In addition, previous systematic-review evidence regarding interventions to improve primary care access and reduce A&E attendance has been described as limited and mixed.
Consequently, there remains a need to explore the mechanisms underlying ED utilisation, including patients’ experiences of accessing primary care, their decision-making and help-seeking processes, and the structural and contextual barriers that may shape these decisions. A systematic review is therefore appropriate because it can synthesise experiential evidence and provide a deeper understanding of how patients interpret and respond to barriers within primary and emergency care pathways. Ruggiano and Perry (2019) demonstrate the value of systematically analysing qualitative evidence while emphasising the importance of methodological rigour when conducting secondary qualitative analysis. Reflexive thematic analysis provides an appropriate approach for developing patterns of meaning across qualitative evidence and is consistent with Braun and Clarke’s (2019) methodological framework.

3.2.2 Search Strategy
This systematic review was conducted in accordance with the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 2020 guidelines, which provide an internationally recognised framework for the transparent reporting of systematic reviews. A PRISMA flow diagram was used to document the identification, screening, eligibility assessment, and inclusion of studies. The review protocol specified the research question, eligibility criteria, search strategy, data extraction procedures, quality appraisal, and methods of synthesis in advance, supporting methodological transparency, reproducibility, and the reduction of potential selection bias. 
Literature searches were conducted in PubMed/MEDLINE, Embase and CINAHL to identify qualitative evidence relating to primary care access, emergency department (ED) utilisation, and socioeconomic deprivation in the UK. The search covered studies published between 2016 and 2026. Search terms were developed from the main concepts of the research question and included combinations of keywords and subject headings relating to primary care access (e.g., “primary care”, “general practice”, “GP access”, “appointment availability”, “waiting time”), emergency department utilisation (e.g., “emergency department”, “emergency room”, “A&E”, “accident and emergency”, “ED attendance”, “emergency care”), and socioeconomic deprivation (e.g., “deprivation”, “socioeconomic deprivation”, “disadvantaged”, “health inequalities”). Synonyms within each concept were combined using OR, while the main concepts were combined using AND, consistent with systematic-search guidance.
This study utilised PubMed because it indexes high-quality, peer-reviewed biomedical and health services research. PubMed was selected for its comprehensive coverage of studies relevant to emergency care, primary care access, health inequalities, and healthcare utilisation. Rather than examining individual patient behaviour in isolation, the included evidence explored structural determinants such as access to general practice, socioeconomic deprivation, service availability, primary care quality, and funding. The studies analysed large national datasets, including the General Practice Patient Survey, NHS Digital records and linked primary and secondary care databases, providing robust evidence of patterns in healthcare utilisation.
Critically, the evidence consistently suggests that increasing ED demand reflects weaknesses within the wider healthcare system. Studies demonstrated that poorer access to general practice, lower primary care funding, geographical barriers, and socioeconomic deprivation are associated with higher rates of avoidable ED attendance (Powell et al., 2019). Although intervention studies evaluating extended opening hours and GP services within EDs reported benefits, systematic reviews found limited evidence of sustained reductions in ED demand (Hong et al., 2020). This indicates that isolated service interventions are insufficient without addressing the underlying inequalities and accessibility barriers affecting deprived communities. Consequently, the selected PubMed studies provide an appropriate evidence base for identifying system failures in primary care and for informing recommendations to improve access, reduce health inequalities, and alleviate pressure on emergency departments.

3.2.3 Eligibility Criteria
Eligibility criteria were established in advance to ensure that study selection was consistent with the research question and to reduce the potential for selection bias.


Inclusion criteria
Studies were included where they:
· were peer-reviewed journal articles.
· were published between 2016 and 2026.
· were conducted in the UK or focused specifically on the UK NHS context.
· examined access to primary care/general practice and/or emergency department (ED) utilisation.
· used a qualitative research design or included a clearly identifiable qualitative component.
· presented primary qualitative data, such as patient or healthcare professional interviews, focus groups, observations, or other reported perspectives relevant to the research question.
· included patients, healthcare professionals or services operating within socioeconomically deprived communities or populations in the UK; provided sufficient methodological, contextual detail to enable data extraction and qualitative synthesis.


Exclusion criteria
Studies were excluded where they:
·  not peer-reviewed journal articles, including editorials, opinion pieces, conference     abstracts, commentaries, and other non-peer-reviewed publications.
· were published before 2016 or after 2026.
· were conducted outside the UK, where findings could not be transferred to the UK NHS context; focused exclusively on private healthcare settings.
· contained quantitative data only and no relevant qualitative evidence.
· examined conditions, services or healthcare settings that were not relevant to primary care access, ED utilisation, or the research question.
· did not include populations or services relevant to socioeconomic deprivation in the UK; or lacked sufficient methodological detail or qualitative data to support meaningful appraisal and synthesis.


3.4 Data extraction
Data extraction was undertaken systematically following the identification and screening of eligible sources. Searches were limited to studies published from 2016 onwards, with potentially relevant studies assessed through title and abstract screening, followed by full-text screening against the predefined inclusion and exclusion criteria. This process ensured that only evidence directly relevant to the research question was included in the review.
Grey literature was also considered to provide additional qualitative evidence relating to primary care access, emergency department utilisation, and health inequalities among socioeconomically deprived populations in the UK. Relevant sources included Care Quality Commission (CQC) inspection reports, NHS Patient Advice and Liaison Service (PALS) reports, and NHS Trust patient experience publications. These sources were identified through targeted website searches using predefined inclusion criteria and were assessed for relevance before inclusion.
A standardised data extraction template was used to ensure consistency across all included sources. Information extracted included the source characteristics, publication details, study or report type, geographical and population context, deprivation context, and qualitative findings relevant to the research question. Where applicable, information relating to patient experiences, barriers to accessing primary care, experiences of emergency department use, and factors influencing healthcare utilisation was recorded.
The extracted data were imported into NVivo 14 for organisation and management. Sources were organised according to source type, allowing qualitative findings from peer-reviewed studies and grey literature to be compared during the analysis. Relevant data were coded and grouped according to emerging themes relating to access to primary care and emergency department utilisation.
An audit trail was maintained throughout the search, screening, selection, and data extraction processes. This documented key methodological decisions, including the reasons for inclusion or exclusion of sources and any decisions made during data extraction. Maintaining this record helped to ensure transparency, consistency, and traceability throughout the review process.

3.5 Data Analysis
3.5.1 Reflexive Thematic Analysis
Data analysis was conducted using reflexive thematic analysis, following the six-phase framework developed by Braun and Clarke (2006) and subsequently refined through their iterative methodological work (Braun and Clarke, 2019). Reflexive thematic analysis was chosen rather than alternative qualitative frameworks, such as framework analysis, grounded theory, or content analysis, for three reasons. Firstly, it is explicitly appropriate for qualitative data, in which the researcher did not participate in data generation and must therefore work reflexively with data produced under different conditions and for different purposes. Secondly, it is constructionist rather than realist in its epistemological orientation, acknowledging that themes are not 'found' in data but constructed through the researcher's interpretive engagement, a position that is philosophically consistent with the study's engagement with structurally complex social phenomena. Thirdly, it is flexible and not bound to a specific theoretical framework, allowing the analytical themes to emerge in dialogue with the data rather than being imposed a priori, while remaining compatible with the use of sensitising theoretical frameworks (the social determinants of health, the inverse care law, and Andersen's model) to direct initial attention.
The six phases of analysis were applied as follows. In Phase One (familiarisation), all extracted data in NVivo were read and re-read across source types. Initial observations were recorded in a reflexive journal maintained throughout the analytical process. In Phase Two (generating initial codes), the entire dataset was systematically coded using NVivo's coding tools. Codes were generated inductively from the data rather than deductively from pre-specified categories. The theoretical frameworks established in Chapter Two served as sensitising concepts that directed attention without prescribing outcomes. Codes captured both semantic content (explicit themes stated in the data) and latent meaning (underlying assumptions, framings, and implications). In Phase Three (constructing themes), codes were collated into candidate themes by grouping those with conceptual proximity. Thematic maps were produced in NVivo to visualise relationships between codes and candidate themes. In Phase Four (reviewing and developing themes), candidate themes were reviewed against the coded extracts and the full dataset to assess their internal coherence and distinctiveness from one another. Themes were refined, merged, and in cases disaggregated through this iterative process. In Phase Five (refining, defining, and naming themes), each finalised theme was given a concise, analytically precise name and a detailed definition specifying its scope, content, and relationship to the research question. In Phase Six (producing the report), representative data extracts were selected for each theme, and the thematic analysis was written as a coherent analytical narrative integrated with the existing literature.

3.5.2 Ensuring Rigour
Rigour in secondary qualitative analysis requires particular attention to the contextual provenance of data and the transparency of analytical decisions (Ruggiano and Perry, 2019). Four criteria were applied. Credibility was enhanced through analytical triangulation, comparing findings across source types to assess consistency, and through reflexive journalling, which documented the researcher's evolving interpretations and how prior knowledge and theoretical commitments may have shaped them. Dependability was ensured through the maintenance of a detailed audit trail of all data collection, extraction, and analysis decisions, which would enable an independent researcher to retrace the analytical process. Confirmability was addressed through explicit reflexive practice: the researcher's positionality, as a public health student with prior knowledge of the health inequalities literature and familiarity with NHS policy contexts, was acknowledged and its potential influence on analysis actively considered. Transferability was supported through rich contextual description of all data sources, enabling readers to assess the applicability of findings to other settings.

3.6 Ethical Considerations
Prior to data collection, ethical approval was granted by the Research Ethics Committee of the University of Wales Trinity Saint David. As the study relies exclusively on secondary analysis of publicly available or institutionally published data, it did not involve direct contact with human participants. Secondary analysis of publicly available data does not require individual informed consent. Nevertheless, the use of data that contains patient narratives and testimonials, even in anonymised form, carries ethical responsibilities that are taken seriously in this study. Data are used only for the purposes for which they are clearly within scope: improving understanding of health service access and utilisation to inform equitable policy and practice. Where original data sources specify restrictions on secondary use, those restrictions are respected and the relevant data excluded. No directly identifiable information, names, addresses, or NHS numbers is sought, extracted, or used at any stage of the research process.
The populations whose experiences inform this research- patients in socioeconomically deprived communities experiencing barriers to healthcare access - are inherently vulnerable. The study approaches this vulnerability with particular care. All qualitative extracts used in the findings are presented in a manner that prevents identification of individuals, services, or geographic locations that could enable re-identification. Where data sources contain information that is insufficiently anonymised for the purposes of academic publication, those data are excluded rather than modified. The findings are framed consistently in terms of structural and systemic conditions rather than in terms of individual patient behaviour, avoiding the stigmatisation of deprived communities that can result from approaches that locate the 'problem' of avoidable ED attendance in patient choice or health literacy. All data are stored on password-protected, encrypted university research servers, in compliance with the UK General Data Protection Regulation (UK GDPR) and the Data Protection Act 2018.

3.7 Methodological Challenges and Limitations
Three methodological challenges were identified in this study. Firstly, the secondary qualitative data originated from diverse sources, including peer-reviewed studies, Healthwatch reports, and Care Quality Commission (CQC) inspections, each produced for different purposes and audiences. To address this, source context was considered throughout the analysis, with NVivo used to organise and compare themes across source types (Ruggiano and Perry, 2019).
Secondly, the study focused on data published between 2016 and 2026 to reflect the post-pandemic context. However, disruptions to reporting and inspection activity during COVID-19 resulted in uneven data availability, meaning findings may reflect exceptional rather than long-term conditions. This limitation is acknowledged when interpreting the results.
Thirdly, the most socioeconomically disadvantaged and least engaged populations remain underrepresented within secondary data sources. Although community-based reports helped broaden representation, this limitation cannot be fully addressed without primary data collection. Consequently, the findings should be interpreted within the constraints of the available evidence and highlight the need for further qualitative research involving marginalised communities.

3.8 Summary
This chapter has set out the methodological foundations of the present study: a qualitative secondary data analysis situated within a multiple-source approach using reflexive thematic analysis to generate analytically grounded understanding of how primary care access barriers operate in the lives of socioeconomically deprived patients in the UK and how those barriers shape pathways toward emergency care. The approach is appropriate to the research question, proportionate to the available evidence base, and grounded in a coherent epistemological position. Its limitations are acknowledged transparently, and its justification rests on the clear gap in the existing literature that qualitative, mechanism-focused, patient-centred analysis is specifically positioned to address. Chapter Four presents the findings generated through this analytical process.
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4.1 Introduction
This chapter presents the findings of the qualitative systematic review conducted to address the research question: What is the association between access to primary care services and emergency department (ED) utilisation among socioeconomically deprived populations in the UK? As a qualitative systematic review, this chapter does not report statistical outputs as primary findings. Instead, it synthesises the themes, patterns, narratives, and meanings that emerged from across the fourteen included studies through reflexive thematic analysis, following Braun and Clarke (2006; 2019). The chapter opens with the study selection process and a summary of the characteristics of included sources. It then presents four analytically derived themes, each illustrated with evidence drawn from across the corpus and supported, where available, with direct quotations from patients and healthcare professionals as reported in the original studies. Findings are presented objectively; interpretation in relation to theory and existing literature is reserved for Chapter Five.


4.2 Study Selection
Systematic database searching across MEDLINE, EMBASE, and CINAHL, supplemented by reference list tracking from identified studies and targeted grey literature searching as described in Chapter Three, generated 247 records. Following removal of 61 duplicates, 186 unique records proceeded to title and abstract screening. One hundred and twenty-eight records were excluded at this stage on grounds of irrelevance to the research question, non-English language, or study settings outside the UK NHS context. Fifty-eight full-text records were assessed against the inclusion and exclusion criteria, of which forty-four were excluded: seventeen for containing no qualitative or mixed-methods component; fourteen for populations or settings outside the UK NHS context; eight for publication predating 2016; and five for insufficient methodological quality on critical appraisal. Fourteen studies were included in the final synthesis. Figure 4.1 presents the PRISMA 2020 flow, and Table 4.2 summarises the characteristics of the included studies, including the qualitative data source within each and the analytical themes to which each contributed (Page et al., 2021).



4.1 Figure 1: PRISMA Flow Summary of Systematic Search and Screening              Process
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The fourteen included studies span 2016 to 2026. Six studies provide primary qualitative data through interviews, observation, Davies et al. (2024), O'Cathain et al. (2020), Price et al. (2022), Anderson et al. (2021), Edwards et al. (2021a; 2021b) and constitute the richest sources of patient and professional voice within the corpus. The remaining eight studies contain qualitative commentary, patient experience narratives, pathway analysis, or interpretive framing derived from routine or survey data, from which thematic material has been extracted through secondary analysis. Studies are methodologically diverse, encompassing mixed-methods realist evaluations, retrospective cohort analyses, qualitative interview studies, service evaluations, regression analyses, and patient survey analyses. This diversity is a strength of the synthesis: it enables analytical triangulation across informant types, methods, and settings, strengthening confidence in the consistency and robustness of the themes identified.

Table 1: 4.2 Characteristics of Included Studies (T1–T4 = Themes 1–4)

	Author(s) / Year
	Study type
	Setting / Population
	Qualitative data source
	Theme(s) contributed to

	Anderson et al. (2021)
	Qualitative study
	EDs with GP streaming, England
	Staff interviews; observational data
	T3

	Brainard et al. (2025)
	Service evaluation, mixed methods
	Eastern England EDs
	Patient and staff interviews; service records
	T3

	Calastri et al. (2025)
	Recursive bivariate probit with patient survey data
	UK ED patients
	Patient-reported perspectives on avoidable visits
	T2

	Davies et al. (2024)
	Mixed-methods realist evaluation
	64 EDs, England
	467 semi-structured interviews; observation
	T1, T2, T3

	Edwards et al. (2021a)
	Multi-methods: survey, observation, interviews
	UK EDs with primary care streaming
	Semi-structured and informal interviews; site visits
	T3

	Edwards et al. (2021b)
	Qualitative study
	UK EDs with GP-in-ED
	Interviews with ED clinical leads
	T3

	Hull et al. (2018)
	Retrospective cohort, linked data
	819,590 patients, East London
	Patient record narratives
	T1, T2

	Jacob et al. (2024)
	Observational analysis of linked data
	Local areas, England, 2018 2022
	Area-level narrative commentary
	T1, T4

	Jamieson et al. (2025)
	Regression analysis of routine data
	English EDs, 2016–2019
	Service-level qualitative commentary
	T1, T3

	Madia et al. (2025)
	Mixed-methods, retrospective pathway analysis
	UK ED attendances, England
	Pathway narratives; staff and patient accounts
	T1, T2

	Maynou et al. (2023)
	Analysis of linked healthcare data
	Older ED patients, England
	Patient record narratives and outcome data
	T4

	O'Cathain et al. (2020)
	Mixed-methods study
	Three UK sites EDs and urgent care
	Patient interviews; staff interviews; ethnography
	T2, T4

	O'Keeffe et al. (2018)
	Retrospective analysis of routine ED data
	Sheffield ED, England
	Patient-level records and contextual data
	T2, T4

	Price et al. (2022)
	Qualitative semi-structured interviews
	EDs with primary care co-location, England
	Patient and clinician interviews
	T2, T3




Table 2: 4.3 CASP table

	
Study


	
Design
	
CASP tool
	
Key quality concerns


	
Overall appraisal

	Anderson et al. 2021
	Qualitative study
	Qualitative
	Data collection, analysis rigour, reflexivity, transferability
	High

	Brainard et al. 2025
	Service evaluation
	Cohort / Qualitative (adapted)
	Evaluation design, outcome measurement, bias, confounding, local generalisability
	Moderate

	Calastri et al. 2025
	Recursive bivariate probit / econometric survey analysis
	Cohort
	self-reported "avoidable" visits
	Moderate

	Edwards et al. 2020
	Qualitative study
	Qualitative
	Sampling, interview rigour, reflexivity, ethical considerations, transferability
	High

	Edwards et al. 2021
	Multi-methods study
	Qualitative and Cross-sectional/MMAT
	Survey validity, observation bias, interview rigour, integration of methods, sampling
	High

	Hull et al. 2018
	Retrospective cohort / linked data analysis
	Cohort
	Linkage accuracy, confounding, missing data, case definition, generalisability to other areas
	High

	Jacob et al. 2024
	Cross-sectional / ecological area-level analysis
	CASP Cohort (adapted)
	Ecological fallacy, area-level confounding, deprivation and access measures, outcome definition
	Moderate

	Jamieson et al. 2025
	Regression analysis of primary care availability and ED attendance
	Cohort
	Primary care availability measure, outcome definition of "avoidable" attendance, model specification
	High

	Madia et al. 2025
	Observational / pathway analysis
	Cohort
	Selection bias, confounding by socioeconomic status, and measurement of access pathways
	High

	Maynou et al. 2023
	Retrospective cohort / linked healthcare data
	Cohort
	Linkage accuracy, confounding, definitions
	High

	O'Cathain et al. 2020
	Mixed-methods study
	Qualitative and Cohort
	Integration of qualitative and quantitative components, sampling, rigour, transferability, and complexity of findings
	High

	O'Keeffe et al. 2018
	Retrospective analysis of routine ED data
	Cohort
	Case definition of "non-urgent," data quality, confounding
	High

	Parkinson et al. 2021
	Retrospective observational study
	Cohort
	Confounding; primary care quality measure; outcome definition; selection bias; data quality
	High

	Price et al. 2022
	Qualitative realist evaluation
	CASP Qualitative
	Sampling, context, reflexivity, trustworthiness, and transferability of patient and clinician experiences
	High






4.4 Theme One: The Experience of Structural Exclusion from Primary Care
The most consistently evidenced theme across the included studies is that socioeconomically deprived patients do not experience primary care access as a neutral or universally available resource, but as a system structurally organised in ways that disadvantage those with greatest need. This theme was identified across ten of the fourteen included studies and was evidenced at area, practice, and patient levels, making it the most robustly triangulated finding. At area level, Jacob et al. (2024) found that the most deprived UK areas had both the highest ED attendance rates and the lowest primary care capacity relative to need. Their findings suggest that high ED demand and constrained primary care provision co-occur as part of an unequal system configuration rather than operating independently.
At practice level, Jamieson et al. (2025) identified a statistically significant negative association between GP availability and avoidable ED attendance, with the relationship strongest in the most deprived areas. This indicates that limited primary care supply may interact with socioeconomic disadvantage to increase emergency care demand. At patient level, Hull et al. (2018) found that socioeconomic deprivation remained an independent predictor of ED attendance after adjustment for clinical need, multimorbidity, age and demographic characteristics. This suggests that higher ED use cannot be explained solely by greater levels of illness and may also reflect structural barriers to primary care. Digital transformation introduced an additional access barrier. Davies et al. (2024) reported that patients attended EDs because they could not navigate online triage and booking systems, including those without smartphones or with limited English proficiency. Such exclusion may remain invisible within primary care data while becoming visible through ED attendance. Similarly, Madia et al. (2025) found that self-referral to ED was more prevalent among patients from the most deprived areas. Overall, the evidence indicates that structural exclusion operates through interacting workforce shortages, socioeconomic disadvantage, and digital barriers, redirecting patients towards emergency care.

4.5 Theme Two: Emergency Departments as the Default When Primary Care Is Unavailable
The second theme, evidenced across ten of the fourteen included studies using qualitative and quantitative methods, is that emergency department (ED) attendance among socioeconomically deprived patients is not primarily driven by poor health literacy or a preference for emergency care. Rather, it is often a rational response to difficulties accessing timely, reliable primary care.
O’Cathain et al. (2020), through the DEUCE mixed-methods study across three UK sites, found that patients classified as potentially avoidable ED attenders often made considered decisions based on previous experiences of accessing care. The patients had tried to get GP appointments or contact NHS 111 but could not secure timely care or were directed to the ED. Their attendance therefore reflected an understanding of service limitations rather than a lack of awareness of alternatives. Calastri et al. (2025) provide quantitative support for this interpretation, showing that patients who had trouble accessing GP care were more likely to regard their ED attendance as unavoidable, irrespective of the clinical acuity of their condition. This suggests that perceptions of necessity are shaped not only by presenting symptoms but by previous experiences of primary care access. The finding challenges interpretations of avoidable ED use that place primary responsibility on individual patient behaviour. Price et al. (2022) similarly found that patients attending EDs with co-located primary care services frequently reported previous unsuccessful attempts to obtain GP care and reduced confidence that primary care would be available when needed. One patient explained: ‘I tried the GP first, but I could not get an appointment for two weeks. By the time I got there I was worse. At least here I know I will be seen’ (Price et al., 2022, p. 6). This illustrates how the perceived certainty of assessment in the ED can shape decisions when primary care is experienced as inaccessible. Madia et al. (2025) provide further pathway-level evidence, finding that self-referral to ED was more prevalent among patients from the most deprived areas. Their findings are consistent with the view that repeated difficulties navigating formal healthcare pathways may lead patients to use direct ED attendance as a more reliable route to assessment. O’Keeffe et al. (2018) found that non-urgent ED attenders were disproportionately from deprived areas and were more likely to lack GP registration or an established primary care relationship. Taken together, the evidence indicates that ED attendance among deprived populations may represent a purposeful response to structural barriers to primary care rather than simply inappropriate healthcare-seeking behaviour.

4.6 Theme Three: Limited effectiveness of interventions in reducing inequity.
The third theme, identified across eight of the fourteen included studies, highlights the limited ability of evaluated healthcare interventions to produce equitable reductions in emergency department (ED) attendance among socioeconomically deprived populations. This pattern was evident across different intervention types and methodological approaches, suggesting that the problem extends beyond individual intervention design.
The GP-in-ED (GPED) model provides the clearest example. Davies et al. (2024), in a mixed-methods realist evaluation across 64 British emergency departments, found no detectable reduction in overall ED attendance associated with GPED models. Qualitative findings suggested that patients with complex social circumstances, multiple health problems, mental health needs, or language barriers were less likely to benefit from these services. The intervention therefore appeared more suited to straightforward presentations than to the complex needs frequently associated with deprivation.
Edwards et al. (2021b) identified further operational barriers, including disagreement over streaming criteria, inconsistent triage decisions, and uncertainty about responsibility for patients who did not fit clearly within primary or emergency care. Edwards et al. (2021a) similarly found substantial variation in how GPED services were organised across UK emergency departments, limiting consistency in their effectiveness. Anderson et al. (2021) reported uncertainty in streaming decisions, particularly for complex or atypical presentations. Brainard et al. (2025) found modest improvements in waiting times through a GP-at-Door model. Still, they suggested that patients with mental health needs, language barriers and complex social circumstances benefited less.
Evidence at population level was similarly cautious. Jamieson et al. (2025) found that greater GP availability was associated with lower avoidable ED attendance, but the effect was smaller than policy assumptions might suggest. Parkinson et al. (2021) found only marginal reductions in avoidable ED attendance associated with improvements in GP access.
Overall, the evidence suggests that interventions focused primarily on redirecting patients or increasing availability may have limited effects on inequalities unless they address the structural, social, and experiential barriers shaping access for deprived populations.

4.7 Theme Four: Compounding and Intersecting Disadvantage
The fourth theme, identified across nine of the fourteen included studies, shows that elevated emergency department (ED) utilisation in socioeconomically deprived communities is driven not by a single access barrier but by the interaction of multiple disadvantages. These include socioeconomic deprivation, multimorbidity, long-term conditions, social isolation, digital exclusion, language barriers, and geographic distance. The findings highlight the limitations of single-dimensional interventions and the difficulty of meeting the needs of patients experiencing cumulative disadvantage.
Jacob et al. (2024) found substantial variation in ED attendance across UK local areas that could not be fully explained by deprivation alone. Even after adjusting for deprivation, significant differences remained, suggesting that local factors such as service configuration, transport and social infrastructure interact with socioeconomic circumstances to shape emergency care use. This indicates that deprivation cannot be treated as a single, uniform determinant of healthcare-seeking behaviour.
Maynou et al. (2023) similarly demonstrated the interaction between deprivation, age and multimorbidity. Among older patients attending UK EDs, those from more deprived areas experienced longer waits, higher rates of unplanned admission and greater 72-hour reattendance. These findings suggest that complex clinical and social needs may remain insufficiently addressed within a single episode of emergency care, increasing the risk of further attendance.
O’Cathain et al. (2020) identified patients whose ED attendance was associated with social crisis, housing instability, mental health difficulties, or limited social support rather than clinical need alone. The ED functioned as a substitute for wider social support, providing a guaranteed point of human contact when other forms of assistance were unavailable. This suggests that emergency attendance is shaped by social determinants that primary care alone may not be able to resolve.
Digital exclusion further compounded these barriers. Davies et al. (2024) reported that patients unable to use online triage or appointment systems could effectively lose access to primary care as services became increasingly digital. Price et al. (2022) similarly described patients who were unable to complete online processes and subsequently attended EDs as a more accessible alternative.
O’Keeffe et al. (2018) identified GP non-registration as an independent predictor of non-urgent ED attendance, particularly among patients experiencing multiple forms of disadvantage. Across the evidence, deprivation therefore intersects with clinical, social, and digital barriers rather than operating in isolation. The findings suggest that interventions addressing only one barrier are unlikely to reduce inequalities where patients experience overlapping forms of exclusion.

4.8 Summary of Findings
The qualitative systematic review generated four robust and analytically distinct themes. Theme One demonstrates that structural exclusion from primary care, operating through inadequate GP supply, the inequitable effects of digital-first access transformation, and the co-occurrence of high need and constrained capacity in deprived areas, is experienced by deprived patients as the routine, expected texture of healthcare navigation, rather than as an exceptional or episodic barrier. Theme Two establishes that emergency department attendance by deprived populations is consistently evidenced, across patient accounts, pathway analyses, and econometric modelling, as a purposeful and contextually rational response to sustained primary care access failure, not as inappropriate service use or a manifestation of poor health literacy. Theme Three documents that evaluated policy interventions, including GP-in-ED co-location, GP streaming services, and primary care quality improvement at population level, have consistently failed to produce equitable or meaningful reductions in emergency department attendance for the most deprived populations, with patients of greatest complexity and social need remaining systematically unreached. Theme Four reveals that access barriers and emergency care utilisation are produced not by single risk factors but by the compounding interaction of socioeconomic deprivation with multimorbidity, social isolation, digital exclusion, language barriers, GP non-registration, and social crisis, creating conditions that cannot be meaningfully addressed by any single-dimension policy response. These findings are discussed in relation to the theoretical frameworks established in Chapter Two and the existing literature in Chapter Five.
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5.1 Introduction
This chapter provides a critical interpretation of the four themes generated in Chapter Four, situating them within the theoretical frameworks: Hart's (1971) inverse care law, the social determinants of health (Marmot et al., 2020), and Andersen's (1995) behavioural model of healthcare utilisation, established in Chapter Two. The discussion does not summarise the findings; it interrogates them. For each theme, the analysis addresses what the evidence means theoretically, how it confirms, extends, or challenges existing frameworks, what alternative explanations must be considered, and what the findings demand of policy. The chapter concludes with a critical assessment of the limitations of this review and a set of policy implications derived directly from the evidence. Throughout, citations are drawn exclusively from the fourteen studies included in the systematic review, supplemented by the theoretical and methodological literature established in earlier chapters.

5.2 The Inverse Care Law Reconstituted: From Geography to Digital Architecture
The first theme, that deprived patients experience primary care as a system structurally organised in ways that disadvantage them, extends Hart’s (1971) inverse care law beyond its original geographical formulation. Hart described a mismatch between healthcare provision and need, with greater resources available where need was lower. More than fifty years later, this structural logic remains evident but has been reshaped through the organisational and digital architecture of contemporary healthcare.
Jacob et al. (2024) found that the most deprived UK areas experienced both the highest ED attendance and the lowest primary care capacity relative to need. Their description of an ED system operating ‘under unequal pressure’ (Jacob et al., 2024, p. 2) illustrates how unequal resource distribution continues to reflect the central logic of the inverse care law. Jamieson et al. (2025) further found that lower GP availability was significantly associated with higher rates of avoidable ED attendance, with the strongest association in the most deprived areas. Together, these findings indicate that deprivation and limited primary care supply interact to shape emergency care demand.
Davies et al. (2024) extend this interpretation by identifying digital-first access as an emerging form of structural exclusion. Patients unable to complete online triage or booking processes may not appear in primary care data as experiencing failed access but may instead become visible through ED attendance. Digital transformation may therefore change both how exclusion is experienced and how it is recorded.
Hull et al. (2018) provide complementary patient-level evidence, finding that socioeconomic deprivation remained independently associated with ED attendance after adjustment for clinical need, multimorbidity and demographic characteristics. This suggests that differences in health status alone do not fully account for higher ED utilisation among deprived populations.
However, demand-side explanations should also be acknowledged. Differences in health-seeking behaviour, attitudes towards primary care and thresholds for seeking emergency treatment may contribute to observed patterns. Although Hull et al. (2018) reduced this possibility through adjustment for relevant factors, the available evidence cannot separate structural barriers from individual decision-making.
Overall, the findings support an interpretation of the inverse care law as an enduring structural mechanism operating through resource distribution, service organisation, and digital access. However, the review cannot establish that these factors independently cause ED attendance in every case. Rather, they interact with socioeconomic circumstances to shape unequal access and patterns of emergency care utilisation.

5.3 Rationalising Emergency Attendance: A Challenge to the 'Inappropriate Attender' Policy Frame
The second theme, that ED attendance among deprived populations may represent a rational response to primary-care access failure rather than inappropriate health-seeking behaviour, has important policy implications. The concept of the ‘inappropriate attender’ places responsibility primarily on patients and has informed interventions such as awareness campaigns, redirection, and co-located services. However, the evidence reviewed suggests that this framing may overlook the structural conditions shaping patient decisions.
O’Cathain et al. (2020), through the DEUCE mixed-methods study, found that patients classified as potentially avoidable ED attenders often made deliberate decisions based on previous difficulties accessing timely GP care. Patients compared the uncertainty of obtaining primary care with the greater certainty of assessment in the ED. Calastri et al. (2025) provide quantitative support, finding that previous difficulty accessing primary care was strongly associated with patients considering their ED attendance unavoidable, even after accounting for clinical acuity. The convergence of qualitative and quantitative evidence strengthens the interpretation that perceived necessity is shaped by prior access experiences rather than clinical severity alone.
Price et al. (2022) further demonstrated that patients using EDs with co-located primary care services did not necessarily prefer emergency care. Instead, had lost confidence that primary care would be available within a time appropriate to their needs. This suggests that ED attendance may represent rational adaptation to constrained choices rather than uninformed preference.
Madia et al. (2025) similarly found higher rates of self-referral among patients from the most deprived areas, while O’Keeffe et al. (2018) identified lack of GP registration as an independent predictor of non-urgent ED attendance. Together, these findings indicate that emergency care use may reflect accumulated experiences of exclusion from primary care rather than simply individual decision-making. However, demand-side factors, including health-seeking preferences and perceptions of illness, cannot be completely excluded.
This finding exposes a limitation in Andersen’s (1995) behavioural model. Although the model recognises that need and enabling factors influence healthcare utilisation, it offers less explanation of how repeated experiences of limited access may alter future behaviour. The qualitative evidence suggests that ED attendance can become a learned adaptation to an unreliable primary-care system. This temporal dimension is important because decisions are not necessarily isolated responses to acute symptoms but may reflect accumulated experiences that shape expectations of where care can realistically be obtained. Thus, the review extends Andersen’s framework by highlighting how structural barriers can progressively influence healthcare-seeking behaviour over time.

5.4 Policy Ineffectiveness and the Reproduction of Inequality Within Interventions
The third theme, which evaluated policy interventions have often failed to produce equitable or meaningful reductions in ED attendance among deprived populations, requires critical interpretation. The evidence does not suggest that primary care interventions cannot influence emergency care demand. Rather, interventions that do not sufficiently account for the structural and experiential realities of deprived populations may reproduce existing inequalities.
The GP in or alongside the emergency department (GPED) model provides the clearest example. Davies et al. (2024), in an evaluation across 64 UK sites, found no detectable impact on overall ED attendance rates. Their qualitative findings suggest that GPED models were better suited to patients with straightforward primary-care-appropriate conditions, while those with multiple health problems, mental health difficulties, social crises, or language barriers were less likely to benefit. This raises concerns about whether such interventions reach patients with the greatest and most complex needs.
Edwards et al. (2021b) identified disagreement over streaming criteria, inconsistent triage decisions, and uncertainty about responsibility for patients whose needs crossed primary and emergency care. Edwards et al. (2021a) also found substantial variation in GPED models across UK emergency departments, including differences in staffing, opening hours and patient groups. This heterogeneity limits the extent to which GPED can be evaluated as a single, consistent intervention.
Anderson et al. (2021) similarly identified uncertainty in streaming decisions, particularly for complex presentations. Brainard et al. (2025) found modest improvements in waiting times for appropriately streamed patients, but unequal benefits for patients with mental health needs, language barriers, and complex social circumstances.
At population level, Jamieson et al. (2025) and Parkinson et al. (2021) suggest that improvements in primary care availability and quality have only limited effects on avoidable ED attendance. Importantly, these studies do not establish whether such improvements benefit deprived populations equally. Overall, the evidence suggests that evaluating interventions only through overall ED attendance can conceal who benefits and who remains excluded. Greater attention to distributional effects is therefore needed when assessing whether interventions reduce inequalities as well as overall emergency demand. 

5.5 Intersecting Disadvantage and the Limits of Single-Dimension Solutions
The fourth theme, that elevated ED utilisation in deprived communities’ results from interacting disadvantages, is consistent with the social determinants of health framework and highlights the limits of single-factor policy responses. Jacob et al. (2024) found that deprivation alone did not fully explain variation in ED attendance across local areas. Service configuration, transport, housing, and social circumstances also influenced emergency care use, suggesting that disadvantage is experienced differently across communities.
Maynou et al. (2023) found that deprivation interacted with age and multimorbidity, with patients from more deprived areas experiencing longer waits, higher unplanned admission and greater 72-hour reattendance. These findings suggest that complex needs may not be adequately addressed during a single ED episode and may require stronger coordination between primary, community and social care.
O’Cathain et al. (2020) identified housing instability, social isolation, mental health difficulties, and social crisis as contributors to potentially avoidable ED attendance. 
Digital exclusion further compounds these barriers. Davies et al. (2024) and Price et al. (2022) reported that difficulties using digital triage and appointment systems could lead patients to attend E.Ds. Overall, deprivation interacts with clinical, social, and digital barriers, indicating that improving primary care access alone may be insufficient without addressing the wider conditions affecting healthcare access and navigation.

5.6 Limitations of This Study
Three limitations of this review require transparent acknowledgement. Firstly, as a secondary qualitative analysis, the study operates at one interpretive remove from the original data-generating encounters. The qualitative extracts available within included studies carry the framings, priorities, and selection decisions of their original researchers; what is reported reflects not only what participants said but what researchers chose to document, code, and present. Reflexive thematic analysis and multi-source triangulation partially manage this interpretive distance but cannot resolve it. Secondly, publication bias is structurally embedded in the evidence base: studies documenting salient access failures and negative patient experiences are more likely to achieve publication than those reporting ambiguous or routine findings, and the Cochrane guidance on systematic review methodology acknowledges this as a universal limitation of evidence synthesis (Higgins et al., 2023). The synthesised findings may consequently overestimate the severity or uniformity of structural exclusion relative to the median experience of deprived patients. Thirdly, qualitative synthesis can illuminate mechanisms, experiences, and interpretive patterns but cannot establish causal sufficiency or quantify the relative contribution of structural versus individual-level determinants of emergency department attendance. The policy recommendations advanced in this chapter are evidence-informed and theoretically grounded; they are not evidence-determined, and they should be read accordingly.

5.7 Implications for Policy and Practice
The evidence supports four policy implications. Firstly, primary care investment in deprived areas should be explicitly equity-targeted rather than distributed generically. The combination of highest need and lowest capacity identified by Jacob et al. (2024) and Jamieson et al. (2025) suggests that investment should address digital exclusion, interpreting needs and workforce shortages relative to patient need.
Secondly, NHS policy should reconsider the use of the ‘inappropriate attender’ framing. Evidence from O’Cathain et al. (2020), Calastri et al. (2025), Price et al. (2022), Madia et al. (2025) and O’Keeffe et al. (2018) indicates that ED attendance may reflect difficulties accessing primary care rather than individual patient deficits.
Thirdly, digital-first primary care should include equity safeguards. Davies et al. (2024) and Price et al. (2022) highlight the need for adequately resourced non-digital alternatives, including telephone and face-to-face access, interpreting, and appropriate support for digitally excluded patients.
Finally, evaluations of access interventions should measure equity alongside overall effectiveness. Jamieson et al. (2025) and Parkinson et al. (2021) demonstrate that improvements in primary care may have limited effects on avoidable ED attendance, while offering limited evidence about distributional impacts. Future evaluations should therefore assess outcomes by deprivation to determine whether interventions reduce or reproduce inequalities.

5.8 Summary
This chapter has interpreted the four themes generated in Chapter Four in critical dialogue with the inverse care law, the social determinants of health framework, and Andersen's behavioural model. The discussion establishes that the inverse care law operates in the contemporary NHS through digital and organisational mechanisms as well as geographic ones, and that this reconstitution is particularly insidious because it is invisible to the monitoring infrastructure that policymakers rely upon. It demonstrates, through converging multi-method evidence, that emergency department attendance by deprived populations is structurally determined, contextually rational, and the accumulated product of repeated primary care access failure, not a manifestation of inappropriate health-seeking. It shows that current policy responses, including the GP-in-ED model in its multiple configurations, have systematically failed to reach the populations generating the most avoidable emergency demand, reproducing within their implementation the same structural inequity they were designed to address. It establishes that intersecting disadvantages, including social crisis, digital exclusion, and GP non-registration, produce emergency care demand that cannot be addressed by healthcare access interventions acting alone. Chapter Six draws these findings into conclusions, contributions to knowledge, and specific recommendations for policy and future research.
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This dissertation was guided by the following research question: What is the association between access to primary care services and emergency department utilisation among socioeconomically deprived populations in the UK? The qualitative systematic review conducted in response to this question, drawing on fourteen peer-reviewed studies synthesised through reflexive thematic analysis and triangulated with grey literature sources, yields the following answer.
The association between primary care access and emergency department utilisation among socioeconomically deprived populations in the UK is neither coincidental nor incidental and is not primarily explained by differences in clinical need. It is structural, experiential, and self-reinforcing. Deprived communities face a primary care system that is organisationally, digitally, geographically, and resourced in ways that systematically reduce the probability of timely access. When primary care fails to provide access, deprived patients do not simply go without care: they attend emergency departments, not because they misunderstand the healthcare system, but because the emergency department is frequently the only point of access that remains reliably and unconditionally available to them. This pattern is rational at the individual level and catastrophic at the system level, consuming emergency resources at scale while leaving the underlying access failures unaddressed. The most deprived patients, those facing compounding disadvantages of multimorbidity, social isolation, digital exclusion, and language barriers, experience the greatest access barriers, face the greatest risk of clinical deterioration in the interval between attempted access and eventual care, and are the least well served by the policy interventions evaluated in the existing literature.
The association between poor primary care access and elevated ED utilisation in deprived communities in the UK is, in substantial part, a structural consequence of the inverse care law as it operates in the contemporary NHS. It is not primarily a patient behaviour problem. It is a system design problem; it requires system-level solutions.









6.1 Reflections on the Research Approach
The qualitative systematic review approach was broadly effective in addressing the research question because it enabled synthesis of experiences and mechanisms that quantitative evidence alone cannot fully explain. The four themes, structural exclusion from primary care, ED attendance as a rational response to access failure, the invisibility of the most deprived in policy responses, and compounding disadvantage, provide a more nuanced account of the relationship between primary care access and ED utilisation. The use of multiple sources, including peer-reviewed studies, CQC data and NHS patient experience evidence, also supported triangulation across different contexts.
However, the review highlighted an important limitation: the qualitative evidence base in this field remains limited compared with the volume of quantitative research. This restricted the breadth of qualitative perspectives available and places limits on the extent to which the findings can be generalised.
One unexpected finding was that the ED can function as a social as well as clinical resource for isolated patients, providing human contact and reassurance where other support is absent. This extends Andersen’s (1995) framework, which focuses on need and enabling factors but does not fully capture the relational role of healthcare services. The finding suggests that reducing ED attendance without addressing underlying social isolation may overlook an important determinant of emergency care use.
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6.2 Recommendations for Policy and Practice

6.2.1 Equity-Targeted Primary Care Investment
Generic increases in primary care capacity will not reach the most deprived populations if the distribution of that capacity continues to reflect the inverse care law. Calastri et al. (2025) demonstrate that the downstream secondary care costs of under-investing in deprived practices outweigh the upstream investment required. NHS UK and Integrated Care Boards should review capitation formula supplements for high-deprivation practices, consider enhanced GP workforce incentive schemes in deprived areas, and ensure that any access improvement investment is assessed against deprivation-stratified outcomes rather than average performance metrics.


6.2.2 Digital Inclusion as a Primary Care Equity Imperative
The evidence presented in Chapter Four and discussed in Chapter Five shows that the shift to digital-first primary care access has disproportionately harmed the most deprived patient populations, creating new structural barriers for those already excluded by language, poverty, or age. It is recommended that NHS UKs digital transformation programme in primary care be accompanied by mandatory equity impact assessments and minimum standards for non-digital access alternatives, including telephone access with adequate staffing, in-person triage options, and community intermediary support for patients who cannot engage with digital systems. It may be worth considering whether community pharmacies, libraries, or voluntary sector organisations could be commissioned to provide supported navigation of digital access for digitally excluded patients in high-deprivation areas.

6.2.3 Community-Embedded Primary Care Outreach
The finding that the most marginalised patients, those experiencing homelessness, severe mental illness, language isolation, or multiple compounding disadvantages, are consistently absent from both the evidence base and the reach of evaluated interventions suggests the need for a fundamentally different access model for this population. It is recommended that commissioners explore co-produced, community-embedded primary care outreach models, in which GP and nursing provision is delivered in the settings where the most marginalised patients are already present: housing support services, food banks, community mental health day centres and refugee support organisations. The models exist in nascent form, including the GPs at the Deep End programme and various Inclusion Health initiatives, but they remain marginal in commissioning terms and unevaluated at scale. Pilot funding for structured evaluation of such models, with equity impact as the primary outcome measure, would address both the evidence gap and the practice gap simultaneously.

6.2.4 Recommendations for Future Research
This review identifies four areas for future research.
Firstly, primary qualitative research with socioeconomically deprived patients in the UK is needed. Secondary synthesis provides useful thematic insights but cannot replace direct engagement with patients. Ethnographic or longitudinal studies could explore patients’ healthcare journeys, including attempts to access primary care, unmet need, and subsequent ED attendance.
Secondly, future research should examine the intersection of multiple disadvantages. This review suggests that deprivation interacts with factors such as race, gender, disability, and immigration status, but secondary data limited systematic exploration of these relationships. Intersectional qualitative research could provide greater understanding of how these factors shape access.
Thirdly, the social and relational role of EDs for isolated patients requires further investigation. Research should explore what the ED represents for patients who use it as a de facto source of primary care or social support, and the potential consequences of reducing attendance without providing alternative support.
Finally, evaluations of primary care access interventions should measure equity as well as overall effectiveness. Studies reporting only aggregate ED attendance cannot establish whether interventions benefit deprived populations equally. Future evaluations should therefore include deprivation and distributional effects as explicit outcomes, enabling assessment of whether interventions reduce or reproduce health inequalities.

6.2.5 The Contribution of This Study
This dissertation makes four contributions to knowledge. Firstly, it provides the first qualitative systematic review of the association between primary care access and ED utilisation in deprived communities in the UK in the post-pandemic period, synthesising fourteen peer-reviewed studies across methods and settings spanning 2016 to 2026. Secondly, it extends the inverse care law from its original geographic framing to a contemporary digital and organisational framing, showing that the law's structural logic reproduces itself through technology as readily as through geography. Thirdly, it provides a sustained, multi-study, evidence-based challenge to the 'inappropriate attender' framing, demonstrating not only that the framing is empirically unsupported but that it is potentially harmful, misdirecting resources toward behaviour-change interventions that cannot work while structural conditions remain unchanged. Fourth, it identifies the ED's social and relational function for isolated deprived patients as a distinct, previously under-theorised dimension of avoidable attendance, one that requires not only better primary care design but investment in the social infrastructure the ED is currently substituting for.

6.2.6 Final Reflection
Behind every ED attendance rate, every access metric, and every policy document reviewed in this dissertation, a person is navigating a system that was designed, in aspiration if not always in practice, to serve everyone equally. The evidence assembled here suggests, with uncomfortable consistency, that it does not. The most deprived patients, those whose need is greatest, whose resilience has already been evaluated by poverty, illness, isolation, and exclusion, are the least well served by the primary care system that should be their first and most reliable point of support. They attend emergency departments not because they choose to, not because they do not understand their options, but because the options available to them have been allowed to narrow to a point where emergency care is the only door reliably left open.
This is not an inevitable feature of the NHS. It is a product of specific policy decisions, resource allocation patterns, and service designs that can be changed. The evidence reviewed here does not support despair; it supports the case for structural reform, sustained investment in deprived communities, and a commitment to designing healthcare access around the needs of those who face the greatest barriers rather than those who face the fewest. That is what the NHS was founded to do. Returning to that founding commitment, with the specificity, the resource, and the political will that the evidence demands, is the challenge this dissertation leaves with its readers. The findings of this dissertation aim to inform policies and service planning intended to improve equitable access to primary care, reduce avoidable pressure on emergency services, and support wider efforts to address health inequalities (NHS Confederation, 2024).
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Section A Are the results valid?


	1. Was there a clear statement of the aims of the research?

The study clearly aimed to explore the experiences and motivations of GPs working in or alongside emergency departments in UK. 






	             Yes

	CONSIDER: 
· what was the goal of the research?
· why was it thought important?
· its relevance 

	2. Is a qualitative methodology appropriate?




A qualitative approach was appropriate because the study sought to understand GPs' experiences and perceptions.





	 Yes 



	CONSIDER: 
· If the research seeks to interpret or illuminate the actions and/or subjective experiences of research participants
· Is qualitative research the right methodology for addressing the research goal?

	3. Was the research design appropriate to address the aims of the research?


Semi-structured interviews and thematic analysis were appropriate for exploring participants' views. 



	Yes 

	CONSIDER: 
· if the researcher has justified the research design (e.g., have they discussed how they decided which method to use)


	4. Was the recruitment strategy appropriate to the aims of the research?


GPs were recruited from ten GPED sites across UK, providing a range of experiences.




	Yes 

	CONSIDER: 
· If the researcher has explained how the participants were selected
· If they explained why the participants, they selected were the most appropriate to provide access to the type of knowledge sought by the study.
· If there are any discussions around recruitment (e.g. why some people chose not to take part)

	5. Was the data collected in a way that addressed the research issue?


Data were collected through forty-two semi-structured interviews using an appropriate qualitative approach.




	Yes 

	CONSIDER: 

· If the setting for the data collection was justified
· If it is clear how data were collected (e.g. focus group, semi-structured interview etc.)
· If the researcher has justified the methods chosen
· If the researcher has made the methods explicit (e.g. for interview method, is there an indication of how interviews are conducted, or did they use a topic guide)
· If methods were modified during the study. If so, has the researcher explained how and why.
· If the form of data is clear (e.g. tape recordings, video material, notes etc.)
· If the researcher has discussed saturation of data

	6. Has the relationship between researcher and participants been adequately considered?




The study explains the interview process but provides limited discussion of researcher reflexivity and its influence on the findings. 

	Unclear.


	CONSIDER: 
· If the researcher critically examined their own role, potential bias and influence during (a) formulation of the research questions (b) data collection, including sample recruitment and choice of location.
· How the researcher responded to events during the study and whether they considered the implications of any changes in the research design


	 
Section B: What are the results?


	7. Have ethical issues been taken into consideration?



Ethical approval and informed consent procedures were reported.




	Yes 

	CONSIDER: 
· If there are sufficient details of how the research was explained to participants for the reader to assess whether ethical standards were maintained
· If the researcher has discussed issues raised by the study (e.g. issues around informed consent or confidentiality or how they have overseen the effects of the study on the participants during and after the study)
· If approval has been sought from the ethics committee 

	8. Was the data analysis sufficiently rigorous?
Thematic analysis was undertaken systematically, and themes were supported with participants' quotations. 


	



Yes (limited information).



	CONSIDER: 
· If there is an in-depth description of the analysis process
· If thematic analysis is used. If so, is it clear how the categories/themes were derived from the data.
· Whether the researcher explains how the data presented were selected from the original sample to demonstrate the analysis process
· If sufficient data are presented to support the findings
· To what extent contradictory data are considered
· Whether the researcher critically examined their own role, potential bias and influence during analysis and selection of data for presentation

	9. Is there a clear statement of findings?
The findings are clearly presented through four themes that directly address the study aims. 


	Yes 

	CONSIDER: 
· If the findings are explicit
· If there is adequate discussion of the evidence both for and against the researcher’s arguments
· If the researcher has discussed the credibility of their findings (e.g. triangulation, respondent validation, more than one analyst)
· If the findings are discussed in relation to the original research question

	
Section C: Will the results help locally?


	10. How valuable is the research?



The study provides important evidence for NHS policy on integrating GPs into emergency departments while highlighting implications for workforce sustainability and primary care access.

	Yes 

	CONSIDER:
· If the researcher discusses the contribution the study makes to existing knowledge or understanding (e.g., do they consider the findings in relation to current practice or policy, or relevant research-based literature
· If they identify new areas where research is necessary 
· If the researchers have discussed whether or how the findings can be transferred to other populations or considered other ways the research may be used






	APPRAISAL SUMMARY: List key points from your critical appraisal that need to be considered when assessing the validity of the results and their usefulness in decision-making.

	Positive/Methodologically sound
	Negative/poor methodology
	       
       Unknowns


	
· Clear research aim.

· Relevant to primary care access and ED utilisation.


· Focuses on deprived populations in UK.




	
· Focused on GPs' perspectives rather than patients' experiences, limiting insight into patient decision-making.

· Limited discussion of researcher reflexivity and potential influence on data interpretation.
	
· The impact of local organisational differences on findings is not fully explored.


· Long-term effects of GPED services on emergency department utilisation remain unknown.
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Figure 2. Referral source distribution by IMD deciles. GP, general
practitioner: IMD, Index of Multiple Deprivation.
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Figure 3. Allendance reasons for IMD1o (least deprived) and IMD1 (most deprived).

IMD. Index of Multiple Deprivation.
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