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ABSTRACT  
Inequalities in health care remain an important issue in the UK with ethnic minority adults from ethnic minorities groups potentially facing multiple barriers to accessing adequate and equitable health care. This dissertation aims to evaluate critically the issues of access to health care and inequalities with regards to adults (aged 72-80) in the UK. The goals are to explore the nature of healthcare service delivery, understand structural, systemic, socioeconomic, cultural and digital access to healthcare, understand the effectiveness of existing healthcare policies and interventions, and provide evidence-based recommendations for enhancing access to healthcare services equitably.
An approach of qualitative thematic analysis was used by making use of a structured literature review of what is currently published. Relevant academic research, policy documents and healthcare reports were analysed for themes and patterns of healthcare inequalities in older ethnic minorities. Evidence was synthesised and explored within the complexity of factors shaping healthcare experiences and outcomes through thematic analysis.
The results highlighted several key themes, such as communication and language barriers, cultural differences, socioeconomic disadvantage, lack of continuity of care, experiences of discrimination and digital exclusion because of the growing use of healthcare services via technology. The NHS has universal access to healthcare, but evidence indicates that equal access to healthcare does not always lead to equal healthcare experience or outcomes. The review also identified older ethnic minority adults who are likely to be impacted by compounding age, ethnicity, migration and social disadvantage issues.
The limitations of this dissertation were that it was based on secondary literature, that there were differences in study populations, and that there was limited evidence that was specific to adults (aged 72-80). The results of the research nevertheless have implications for health and social care practice. Some of the suggested strategies are to further build culturally competent care, bolster communication support, expand digital inclusion programs, deepen professional education and training, and create more targeted healthcare policies. The existing research and evidence base need to be expanded with further population-specific evidence to inform effective interventions and improve equity in health services for older people of ethnic minority communities.
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[bookmark: _Toc241246266]CHAPTER 1: Introduction 
[bookmark: _Toc241069933][bookmark: _Toc241246267]Introduction 
The United Kingdom is an aging society with significant changes in healthcare needs. At the intersections of this overall conclusion-the demographic shift-ageing ethnic minority groups will play an increasingly important role (22.8%), creating specific issues in healthcare presentation (McKee et al., 2021). No doubt there is a natural relationship between ageing and the demand for health care interventions, but this does not mean that health care via the National Health Service (NHS) is necessarily the same for all age groups. Marginalised populations continue to be constrained in using available services and are facing systemic, socioeconomic and cultural obstacles (Cheraghi-Sohi et al., 2020). 
Previous studies on health care inequalities have focused on older people or ethnic minority groups. But the study of the in-depth adult population for people 72-80 years-old requires attention (Comolli et al.,2021). This group is a pivotal time of heightened physical fragility and often complex multipath ologies and is characterized by unique generational, linguistic and structural challenges that are different than that of younger minority populations (Faitna et al., 2024). However, as Evandrou et al. (2021) note, life course cumulative disadvantages are an important compounding factor that worsens health problems at older ages for these communities. 
Although policies to advance health equity have been developed to support or further the developed goal, there is a research gap with regards to the support of those universal delivery frameworks for this intersectional group because they do not typically consider the multiple structural challenges that this cohort faces. Like other groups, there remains a gap in understanding about the exact mechanisms through which access is limited for 72–80-year-old adults (Cooper-Moss et al., 2024). This study, therefore, moves straight into tackling this shortfall by analysing the reasons for the lack of equity in access to healthcare by this group, and what policy interventions can do to optimise the situation (Sundareswaran et al., 2024).
[bookmark: _Toc241069934][bookmark: _Toc241246268]Definitions and Terminology
Table 1 Definitions and Terminology
	Term
	Definition

	Healthcare Access
	Extends beyond the mere existence of a service and is operationalised through five interdependent dimensions: availability (adequate volume), accessibility (geographic and physical reachability), affordability (direct and indirect financial costs), acceptability (cultural and social alignment), and appropriateness (meeting specific health needs) (Sundareswaran et al., 2024).

	Healthcare Inequalities
	Observable, measurable differences in health status or access between population groups. This is distinct from healthcare inequity (carefully embedded, avoidable, and inherently unjust inequalities), unequal access (barriers to obtaining care), and unequal outcomes (disparities in clinical results) (Jain et al., 2024).

	Ethnic minority adults
	Strictly defined for this research as adults aged 72–80 years residing in the UK, isolating a specific generational cohort with shared sociocultural histories and comparable physiological healthcare dependencies (Age UK., 2024).

	Digital Exclusion
	The inability to access or utilise digital health services (e.g., telemedicine, online booking systems) due to a lack of digital literacy, language barriers, unaffordability of technology, or systemic design that fails to accommodate the specific needs of older users.


Source: (Own Illustration)

Table 2 List of Abbreviations
	Abbreviation
	Full Form

	NHS
	National Health Service

	NICE
	National Institute for Health and Care Excellence

	WHO
	World Health Organization

	SDH
	Social Determinants of Health


Source: (Own Illustration)

[bookmark: _Toc241069937][bookmark: _Toc241246269]Rationale and Research Gap
[bookmark: _Toc241069938][bookmark: _Toc241246270]What is already known
Extensive literature has already shown that inequalities in health exist and are pervasive in the UK and that they affect ethnic minorities in a disproportionate manner. These groups of older people often face significant health care access challenges due to socioeconomic disadvantages that exist, and the cultural contexts and complexities (Islam et al., 2024). Systemic factors, like structural communication barriers, culturally incongruent systems of service delivery, and fragmentation of the health care workforce, restrain health-seeking behaviours and consequently healthcare access. Moreover, with the accelerated shift towards digital healthcare delivery, these inequities are being compounded; ethnic adults and groups are especially affected by digital exclusion, bringing a new systemic obstacle to access to essential healthcare (Woolley et al., 2023). Therefore, successive public health policies have tried to tackle these inequalities, drawing attention to them as a priority for health equity in the country (McKee et al., 2021).
1.3.2 What remains unclear
Even with this information, there's still a lack of literature about the intersectional aspects of age and ethnicity. Adult’s populations are often explored in existing research, with little evidence of whether and how access barriers namely systemic discrimination, digital marginalisation and language barriers have specific and compounding implications for adults (aged 72–80) (Watkinson et al., 2021). Evidence from dementia services further illustrates that access difficulties may become particularly important where older adults have complex or long-term health needs (Featherstone et al., 2022).
[bookmark: _Toc241069939][bookmark: _Toc241246271]Policy/practice gap
National health policies often have appropriate objectives with equity which are not consistently followed up at local level, across regions and NHS trusts. The provision of culturally appropriate services is often compromised because of limited resources and staff shortages (Duan et al., 2024). Perhaps most importantly, structural exclusion can also be an unintended by-product of the current ongoing transformation in the NHS with all its digital change; most policies often fail to include adequate safeguards for older cohort groups who are also at intersecting digital and linguistic risk (Tamaz Zubiashvili and Nino Zubiashvili, 2021).
[bookmark: _Toc241069940][bookmark: _Toc241246272]Why this dissertation is needed
Limited evidence already confirms that there are harsh access barriers for older members of ethnic minority groups, and it is not until now that the gaps in their operational failures at the age of 72-80 have been adequately explored. Because of this "broadband" synthesis, there is insufficient granularity to support the creation of effective and targeted interventions. This dissertation is thus needed to bridge the gap of hitherto contradictory evidence, fill the uncontextualized intersectional gaps and analyse the changes that are needed in the current policies to assure equitable access to healthcare for this vulnerable group (Watkinson et al., 2021).
[bookmark: _Toc241069941][bookmark: _Toc241246273]Research Aim and Objectives
The overarching aim of this dissertation is to critically review healthcare access and inequalities among ethnic minority adults aged 72–80 in the UK and to develop evidence-based recommendations to enhance healthcare equity.
To fulfill this aim, the research is guided by the following objectives:
RO 1: To examine the structure and delivery of healthcare services relevant to ethnic minority adults aged 72–80 in the UK.
RO2: To critically analyses the structural, systemic, socioeconomic, and cultural barriers affecting healthcare access among ethnic minority adults aged 72–80.
RO3: To critically evaluate the extent to which relevant UK healthcare policies and interventions effectively address identified inequalities for this demographic.
RO4: To develop evidence-based recommendations for improving equitable healthcare access and culturally competent care delivery among ethnic minority adults aged 72–80.

[bookmark: _Toc241069942][bookmark: _Toc241246274]Research Question
How do structural, systemic, socioeconomic, and cultural factors influence healthcare access and inequalities among adults aged 72–80 in the UK, and how effectively do existing healthcare policies address these inequalities?
[bookmark: _Toc241069943][bookmark: _Toc241246275]Chapter Conclusion
This chapter has highlighted the key challenge of healthcare inequalities amongst ethnic minority aged people in the UK. It outlined the shift towards a digital health household and identified barriers to systemic healthcare services and the lack of detailed research on the specific impact these structural and cultural issues have on older (aged 72-80) adults. To overcome this, defined research goals and a research question were created to inform the critical evaluation of NHS policies and access frameworks. In the next chapter (Chapter 2), a full literature review will be conducted and provide critical analysis of existing evidence on these complex barriers and inequities.



[bookmark: _Toc241246276]CHAPTER 2 – Background Information and Analysis 
[bookmark: _Toc241246277]Introduction
The chapter provides a historical, theoretical and contextual background to understand the ongoing health care disparities experienced by adults aged 72-80 in the UK. This section does not draw conclusions about the thematic analysis of primary data to be undertaken later in Chapter 4 but rather allows for a critical discussion on the evolution of the National Health Service (NHS) and the demands placed by a structurally diverse ageing nation. Last the chapter reviews the policy environment in the UK at national and local level and how wider policy goals often are not reflected in a clear fashion in equity provided for marginalised older groups at point of care through the NHS Long Term Plan.
[bookmark: _Toc241246278]Historical Background
[bookmark: _Toc241246279]Development of UK healthcare provision
To provide free health care to everyone was the basic principle of the National Health Service at its birth. But universal coverage is not universal equity, as demonstrated in studies of the past. The history of NHS services over decades has always been marred by difficulties in keeping pace with the increase in the need of a growing population of intersectional needs (Victor et al., 2020). 
Early designs of medical care focused on acute, hospital-based care delivered to a rather uniform population of younger age, but these structures have had very limited success with addressing marginalised populations. Racial disparities in health service provision have been persistent issues and Kapadia (2023) identifies that histories of institutional racism have always excluded ethnic minority groups from the needs they express to the NHS; ethnic minorities face specific cultural and linguistic needs that are overlooked and uncompromising by NHS policies. Qualitative synthesis across UK evidence also indicates that experiences of racism, migration and institutional practices can shape access to and experiences of healthcare among ethnic minority populations (Tamaz Zubiashvili and Nino Zubiashvili, 2021).
[bookmark: _Toc241246280]Changing needs of an ageing population
At the same time, the UK has experienced a complete swing in its demographic make- up with a bigger and more aging population, and a higher prevalence for chronic conditions and multimorbidity. This 72-80 age group is a key age group for adults facing the transition. As found in the study conducted by Migéot et al. (2022), there are additional risk factors if an individual is many years old and in social disadvantage, which cannot be easily tackled by the classic clinical models that can be used (McKee et al., 2021).
[bookmark: _Toc241246281]Development toward integrated and digital healthcare
The NHS has tried to shift gears over the past few years to try to respond to these pressures by moving towards more integrated, community-based and increasingly digital models of delivering health care. To be offered as an evolutionary development but now with the emergence of new mechanisms of eviction (Chatzi et al., 2023). “The number of digital health innovations were designed to complement health care; however, they take for granted basic levels of digital literacy and access that are often lacking in the marginalised and older age groups (Mike Torous,2025). 
Wider longitudinal evidence also links digital exclusion with poorer functional outcomes among minority adults, reinforcing the importance of treating digital access as part of wider health inequality rather than simply a technological issue (Lu et al., 2022). Studies show that in the swift rollout of digital care modalities, a large percentage of underserved populations were completely out of reach of care pathways by technological and linguistic factors. This chronological integration is seemingly progressive yet also acts as a strategic aspect in producing the current health care inequity for adult ethnic minority individuals (aged 72-80), albeit with digital obstacles as a substitute for geographical barriers (Chatzi et al., 2023).
[bookmark: _Toc241246282]Theoretical Integration and Critique
The SDH framework offers a starting point for appreciating the multi-level socio-political and environmental drivers that contribute to chronic illness but is insufficient in and of itself when considering the day-to-day operations of care provision. 
While it rightly turned the spotlight on structural marginalisation, the SDH model largely remains silent on failures in the steps taken following a vulnerable population's attempts to access health care providers (McKee et al., 2021). In order to fill this analytical void, there is a need for an alternative analytical approach, which the Inverse Care Law provides. This law will still be seen as very relevant in the modern NHS as found by Ng (2025) who highlights that PHC providers in poorer districts must meet an ever-increasing clinical need whilst being under-resourced. The blending of these structures results in structural paradox – older ethnic minority adults are placed at greater physiological risk by social factors (SDH) but then are treated by an inequitably structured health system (Inverse Care Law) that systematically facilitates this risk (Victor et al., 2020).
For example, if one compares the practices with a substantial proportion of the population with diabetes, and a substantial proportion with social isolation, and also takes into account poverty and other co-morbidities (Rangachari et al., 2025): A General Practice in a deprived, ethnically diverse urban county will tend to have a more dynamic workforce configuration and therefore with a higher staff turnover and duration of consultations which must be restricted to 10 minutes, whilst a General Practice based in an affluent, predominantly white suburban county will have a more stable workforce and therefore more capacity to manage a comparatively healthier population and establish a greater balance of resources (Boyer et al., 2024).
[bookmark: _Toc241246283]International Context
[bookmark: _Toc241246284]International approaches to older adult healthcare
The training of UK nurses and midwives may unwittingly perpetuate the flaws in the UK system; when looking at other systems of care in the UK, it is necessary to take an international perspective (Brennan and Furber, 2026). In parallel, shifts are occurring in demographics in healthcare systems around the world and there are a multitude of structural approaches to developing strategies for care for older adults and care for health equity. Ethical underpinning and health systems equity, health inequities in the world, such as life expectancy of citizens, should be reduced by incorporating ethical foundations and equity in health systems, depending on the policymaker’s direction in the country (Husain et al., 2022).
[bookmark: _Toc241246285]Country comparison: UK, Sweden, and Japan
Comparisons have been drawn with models in the UK, Sweden and Japan and, as a result, there is a clear picture of where the NHS is not working. In 2026, in Sweden where the population aged 65 years and older represents more than 18% of the population significant reforms push attention away from institutions and have expanded care towards a robust community-based setup where care and assistance can be accessed more easily, theoretically (Crear-Perry et al., 2021). 
This is true of the system in Japan for care of the older population, which likewise has high levels of central and local integration: a network of social insurance to ‘socialize' the costs of older person. International frameworks highlighting a person-centered and integrated community assessment have shown evidence to prevent loss of function and capability and reduce and delay unplanned hospital admissions for older people (Mukhtar et al., 2025). 
[bookmark: _Toc241246286]Lessons for the UK
The crux for the UK is that it isn't about mimicking a superficial Scandinavian or East Asian policy, but about questioning how it works. The seamless incorporation of social and medical care, as in Japan, points to the fact that payment structures are choices, not inevitabilities as this model is lacking in the UK where the NHS finances social care and local authorities are responsible for social care funding. 
[bookmark: _Toc241246287]National/Local UK Context
[bookmark: _Toc241246288]NHS healthcare provision for ethnic minority adults
The structure of access to the NHS for adults at home is still very fragmented. In theory the NHS is equal, but in practice the quality and integration of care is dependent on available money (Smith and Stenhouse, 2025). French, Keegan, and Preston (2022) have studied palliative and hospice care, and found that care is not well co-ordinated for the poorest socioeconomic groups and that they are often subject to discrimination by practitioners, thereby making the value of ‘universal' coverage a distant prospect.
[bookmark: _Toc241246289]NHS Long Term Plan
The NHS Long Term Plan was introduced to tackle these systemic issues, focusing on moving towards community-based services and prevention measures (Holman & Walker, 2020). So, when making comparisons between the NHS and international frameworks, it is important to understand that some of these things could be easily transferred to the UK, while others are more specific to their context (Smith and Stenhouse, 2025). The key elements of person-centred, integrated community-based care observed in Sweden and Japan can be readily adopted and are consistent with the goals of the Long-Term Plan, which is aimed at preventing older people from entering institutional care (Wilson et al., 2024).
 The mechanisms in these countries are, however, very context-specific to the specific political economy of each country, e.g., long-term care insurance in Japan, municipal tax bases in Sweden. They cannot be easily integrated into the UK's central health services, NHS, which is mainly based on a dichotomy between funding for medical services and social care paid for by the local authority. An effort to apply the widely lauded principles of these foreign models without the structural support to match, reveals the shortcomings of the UK's current model (The Health Foundation, 2021). 
National schemes such as the Long-Term Plan that are focused on local action to address health inequalities are still thwarted by domestic realities. The assumptions of such policies, as the combination of parallel austerity measures has had a negative effect on funding for public health. In brief, the Long-Term Plan takes a strong stance on a role for local trusts to provide integrated care but without the financial and infrastructural support. Therefore, the possibility of developing these transferable care models in the context where they are most needed (in deprived areas, older ethnic minority adults) is significantly hampered (Wilson et al., 2024).
[bookmark: _Toc241246290]Ageing Well Programme and demographic misrepresentation
Improvements in policies and support for older people often have institutional gaps, as in the Ageing Well directives. The national discourse on the needs of older people, including the reports by the Chief Medical Officer, for their differential focus on the needs of rural older people and its contrast with the absolute numbers of older people living in more deprived urban areas (Wang & Luan, 2022). 
[bookmark: _Toc241246291]Digital transformation and legislation
Moreover, the recent guidelines on digitising PPG have unwittingly created a new battleground of discrimination on a systemic scale. Digital exclusion of the older population, especially the minority population who have language and literacy issues, is a process, as revealed by Xue (2022). This digital exclusion is directly linked to greater psychological distress and feelings of loneliness, as is evident from the Knifton & Inglis (2020) study, thereby showing that a digital-first policy is not just suboptimal, it is unhelpful.
To illustrate this barrier, consider the increasing use of forms that have to be completed online via the NHS App, or by phone, as the primary modality for making routine GP appointments, or picking up repeat prescriptions. If a patient is a first-generation immigrant, aged 78, whose primary language is not English and who has no smartphones or lacks digital skills themselves, they are effectively barred from using this triage system; the patient may therefore delay getting the care needed until a simple condition turns into a medical emergency (Mukhtar et al., 2025).
[bookmark: _Toc241246292]UK implementation challenges
The UK healthcare context is defined by a catastrophic gap between policy intention and local implementation. Overreliance on restrictive practices and lack of culturally competent and trauma-informed approaches have been shown to greatly diminish care effectiveness. Further, network building and the flow of information are essential for the development of true interprofessional, integrated care, which is regularly lacking in the less resourceful primary care networks for minority communities, as described. For the ethnic minority 72-80, this is therefore a disturbing environment that must be given critical attention.
[bookmark: _Toc241246293]Critical Limitations of the Existing Literature
A significant limitation in the existing evidence is the over-reliance on overall picture of population groups, which fails to capture the finer details of cohorts. Existing studies define 'older adults' or 'ethnic minorities' as monolithic groups, without considering how age, race, and socioeconomic disadvantage may interact (pp. e1642-e1664) although Ford et al. (2021) explored this question. Moreover, studies on access to e-services in the health sector are often dated, using only secondary and quantitative data, which fails to consider the 72-80 age group in particular, and consequently fails to show how generational linguistic barriers relate to new digital triage systems. This structural contradiction in which literature recognizes complex disparities and in which studies are done in general, through generalized and homogenous sampling, diminishes ability of current policies to effectively identify the right points of intervention (Alderwick et al., 2022).
[bookmark: _Toc241246294]Chapter Conclusion
This chapter has shown that the inequities that ethnic minority adults aged 72-80 years’ experience in health care today are not unintended consequences, but the inevitable fruits of a history of neglect, systemic structural deficits, and the continued operation of the Inverse Care Law. While at a national level, integrated care and digital modernization is promoted as policy, the facts are clear that it is always good news for those who are being marginalised. The need to restructure NHS delivery radically, in a culturally appropriate way, has now been clearly identified, against the backdrop of the UK's compromising ways of working compared to the rest of the world. After authority on this background and theory, the following chapter, Chapter 3, will explain the methodological approach and analysis processes used to detect, assess and synthesize the key evidence needed to address the key research question.





[bookmark: _Toc241246295]CHAPTER 3 – Methodology
[bookmark: _Toc241246296]Introduction
This chapter clearly details the methodology used in the study of healthcare access and ethnic minority adult inequalities in the UK. This research is an entirely desk-based secondary qualitative research project, using published, retrieved literature and policy documents for analysis. Secondary qualitative reviews are pivotal to health equity research because they can conduct reviews that support the synthesis of multifaceted systemic barriers in a variety of context-dependent settings, without needing to collect primary data (Somolli et al., 2023). To this end, the main objective of this methodology is to provide absolute transparency, rigor and reproducibility in selecting, validating and analysing any sources used to address the central research question.
[bookmark: _Toc241246297]Research Approach and Design 
The study has an orientation of interpretivism, consistent with the qualitative nature of the study. As Xue (2022) point out, if the aim is not to establish statistical relationships, but rather to understand and make sense of how structural barriers, cultural constraints and systemic inequalities are interpreted and represented in an extensive range of evidence, then an interpretivist approach is required. It employs a desk-based approach to secondary research which involves analysing existing academic and policy discussions and builds a profile of the 72-80 generation based on that profile.
[bookmark: _Toc241246298]Search Plan 
The search plan consisted of using well-validated academic databases and institutional repositories including Google Scholar, PubMed, the university library catalogue, NHS library repositories, and NICE and WHO library repositories to help ensure the integrity and strength of the evidence base. 
The combination of these two academic search systems is useful in synthesising healthcare literature and is corroborated by all of the papers that were published in peer-reviewed journals as well as some vital grey literature papers, as discussed by Gesenbauer and Haddaway (2020). Central activities of the research comprised a search using carefully defined keywords on population (ethnic minority adults, elderly, ageing, between 72 and 80), issue (access to health care, health inequalities, barriers), contributing factors (digital exclusion, socioeconomic and systemic) and context (UK, NHS). Boolean operators were used to combine terms as the significance of structured Boolean combinations in order to produce more specific secondary searches was emphasised such as searching ethnic adults' AND 'healthcare access' AND 'UK' and 'digital exclusion' AND 'health inequalities'.
[bookmark: _Toc241246299]Searching for Information
A list of inclusion filters, which constrain the information retrieval process, was used. To ensure evidence was relevant to the current health care environment and recent digital changes, the search used strict date limits, as suggested by Xong (2025), to focus on more recent literature (2020 onwards). Peer-review filters were applied in academic databases to ensure methodological credibility and geographical filters were also used, to prioritise evidence from the UK, with the addition of some international evidence to allow for comparison where appropriate. Language filters were applied to return English language publications that could be accurately identified thematically. The titles and abstracts were first examined with respect to the needs of the research and the ones that were deemed to be still relevant were checked for their full text for the same purpose prior to the extraction.
[bookmark: _Toc241246300]Research Validation
Before choosing, the selected literature was thoroughly analysed utilising the CRAAP framework to avoid unreliable and less academic material. The integrated evidence should be of high academic value which is achieved through critical appraisal provided by Xong (2025). The accuracy of each source was identified, ensuring the evidence is of a recent date or within current frameworks in the NHS. To ensure the study directly addressed the operational population (adults aged 72-80) and the phenomenon of access to health care, relevance was assessed. The authority and accuracy were checked by looking at the authors' qualifications, the lack of opacity of method, and peer review of the publication.
[bookmark: _Toc241246301]Inclusion and Exclusion
Criteria Establishing rigid boundaries for data inclusion is paramount in secondary qualitative research to maintain the focus and validity of the final synthesis. Litchfield et al. (2021) argue that explicitly defined inclusion and exclusion criteria prevent scope creep and ensure that the selected evidence directly maps onto the primary research question. The specific parameters guiding the selection of literature for this dissertation are detailed in the table below. 
Table 3 Inclusion and Exclusion
	Inclusion
	Exclusion

	Peer-reviewed research and verified institutional reports
	Opinion blogs and unsubstantiated editorial commentary

	Literature highly relevant to healthcare access and equity
	Studies focusing on irrelevant or purely clinical healthcare topics

	UK-focused evidence and explicitly relevant international comparative models
	Studies entirely unrelated to the structural barriers of healthcare access

	Populations isolating or heavily featuring ethnic adults (72–80 demographic)
	Studies focused exclusively on children, young adults, or broad unsegmented populations

	Recent literature published from 2020 onward
	Clearly outdated material, unless classified as foundational seminal theory

	English-language sources
	Non-English sources where accurate translation was not feasible



[bookmark: _Toc241246302]Data/Thematic Analysis 
The study analysis stage was conducted by combining the literature that has been validated by using a highly structured thematic analysis approach. Braun and Clarke (2021) recommend being reflexive, a process of 'thematic analysis' which begins with intense engagement with the selected texts and can be captured through a series of stages. The process continued with the qualitative data being retrieved from the text relating to the healthcare barriers, and the evidence being first coded line by line. 
To model this growth, the text data from the studies were first descriptively coded to keep the text related to 'lack of interpreter services' or 'unaccommodating staff attitudes' together. These findings were then grouped together to build up increasingly bigger and more general patterns and themes that emerged from the individual findings and stretched from ‘Communication Vulnerabilities’ to ‘Structural Bias'. The initial themes must be well thought through and expanded to provide a comprehensive representation of the data while avoiding misrepresented interpretations of them (Varpio et al. 2020). Themes were developed and the finalised themes were clearly related to research questions, for example the finalised theme ‘Structural Bia’s to the research question relating to systemic inequalities in the provision of NHS services. The solution set out in Chapter 4, the analytical narrative was created using the explicit pathway of raw data to thematic mapping as the structural basis for the path.
[bookmark: _Toc241246303]Ethical Considerations 
This dissertation is secondary research, and it does not involve any human subject, no questionnaire or any act of personal data collection but there is no denying the fact that strong ethical responsibilities are being followed in the methodology. According to Braun and Clarke (2021), there is a great moral responsibility for secondary researchers to creatively synthesize, instead of misrepresenting or distorting, the evidence they locate. Ensuring that data from original authors represented facts, that conflicting evidence did not get selectively omitted, and the documentation of the search plan was transparent, made for ethical compliance.
[bookmark: _Toc241246304]Methodological Limitations 
Even with the use of a very narrow approach to their search there are limitations in this methodological approach. The biggest limitation is that this study is entirely of secondary evidence, and the parameters and biases of the original author and the quality of his/her primary data constrain this study. There are publication bias and heterogeneity in foundational studies is often problematic when trying to compare health inequalities in secondary reviews of health inequalities as pointed out by Ford et al. (2021). Additionally, as noted by Braun and Clarke (2021), few publications in the general health and healthcare literature specifically indicate the age range for “older adults”, forcing the study analyst to look at larger samples that contain the 72–80 age group and make determinations on applicability.
[bookmark: _Toc241246305]Chapter Conclusion
The respondents and their selection have been described in detail and secondary qualitative method has been discussed comprehensively in this chapter to answer the research question. Through defining search focus, database selection, inclusion criteria and CRAAP validation process, the search ensures a credible and transparent evidence base. Thematic analysis through the phased approach will provide a robust framework for meaning making and interpretation of the structural barriers that emerged from literature. Chapter 4 will therefore directly move on to the presentation and thematic analysis of the empirical findings having solidified the methodological framework.
[bookmark: _Toc241246306]
CHAPTER 4 – Findings and Discussion 
[bookmark: _Toc241246307]Introduction to Findings and Discussion
This chapter provides information and evidence from secondary qualitative thematic analysis of data regarding access to healthcare and inequalities for adults (aged 72-80) in the UK. The literature selected was then read, coded and categorized through the patterns that emerged from the literature selected, following the methodology set forth in Chapter 3. The analysis revealed three themes: structural and systemic barriers to healthcare; socioeconomic and cultural barriers to healthcare access; and policy effectiveness and policy interventions (Crear-Perry et al., 2021). 
Themes are directly related to the research question and the four research objectives. The results are critically analysed and not only a summary of studies. In particular, the influence of various barriers on each other, and the connection to the Social Determinants of Health (SDH) framework and the Inverse Care Law are emphasized. The analysis also considers differences between policy intention and policy implementation because it is not enough that a policy is in place to ensure equitable access.
Table 4 Theme
	Theme
	Main issue
	Related objectives

	Theme 1
	Structural and systemic healthcare barriers
	RO1, RO2

	Theme 2
	Socioeconomic and cultural healthcare inequalities
	RO2

	Theme 3
	Policy effectiveness and interventions
	RO3, RO4


[bookmark: _Toc241246308]Theme 1: Structural Healthcare Barriers
The evidence shows that inequalities in health services are not just a function of individual circumstances but of the organisation, staffing and delivery of health services. Socio-economic and structural factors may contribute to vulnerability within ethnic minority adults 72-80 years of age from a Social Determinant of Health (SDH) perspective. Fragmented services, pressures on the workforce and digitalisation can exacerbate these vulnerabilities, potentially presenting barriers to accessing timely and ongoing care. The Inverse Care Law also contributes to the understanding of this barrier where there is no proportional allocation of services and healthcare resources to disadvantageous groups, based on their increased needs. So inequalities are shaped by the interplay between wider social disadvantage and structures within the healthcare system (Somoli et al., 2023).
[bookmark: _Toc241246309]Fragmented Healthcare Services
Fragmentation became an important structural barrier, as older people with complex health needs may need to engage with a number of health and social care services. the importance of complex and ongoing healthcare for older people, especially those with multiple physical and mental health conditions. It also applies to the 72-80 age group as healthcare needs may be rising and need connection with primary care, community services, specialists and social care. 
French et al. (2022) also conclude that there is a link between socioeconomic disadvantage and problems accessing coordinated service provision. This is especially important given their findings because a healthcare service may exist but not be able to be used effectively by patients. Poor coordination of referral, communication and information sharing can delay patients from receiving care, require them to be assessed multiple times, or leave them unsure about where to find the support they need. 
Evidence from general practice records further indicates that ethnic minority status and socioeconomic deprivation can be associated with lower continuity of care, suggesting that continuity itself can represent an important dimension of healthcare inequality. Moreover, further highlights the importance of communication and professional networks for integrated care. This means that fragmentation is more than a pure organizational malfunction. 
May have a direct impact on continuity and the patient's access to adequate support. It may be more severe for minority adults as communication barriers and cultural differences may present an additional challenge in an already complicated system. It may be challenging for a patient with limited English or who needs family support to travel repeatedly between services. The results show that for improved access, not only must the number of services be made available, but also the quality-of-service connections. This is particularly relevant during transitions between hospital and community settings, where evidence identifies unmet needs and the need for culturally appropriate transitional care for older ethnic minority populations (Crear-Perry et al., 2021).
[bookmark: _Toc241246310]Workforce Shortages and Service Capacity
Another structural problem is workforce capacity. Boyer et al. (2024) note the ongoing challenges in the health services for older people, outlines the intersection of ageing and socio-economic disadvantages. The results indicate that a rise in demand for care may take place while at the same time, capacity to provide care is diminished. The shortage of workforce can impact access in a variety of ways. High workloads can lead to less consultation time, less continuity and longer waiting times. Evidence from English primary care also indicates socioeconomic inequalities in reported access and continuity, particularly across more deprived practice settings (Husain et al.,2022).
They can also foster a focus on short-term clinical issues and/or preventive, relationship-focused, culturally responsive care. This is especially significant for older people with multiple needs, where continuity could be required to grasp the broader context of how older people's health is impacted. This is one way to interpret the Inverse Care Law (Mercer et al., 2021). 
Ng's (2025) analysis highlights that the inequalities between access to services and need for services are ongoing and also raises doubt about whether GP has been effective in resolving this issue. The problem is not that all ethnic minority older people receive poor quality care, but that structural resource pressures can exacerbate the risks for people with higher needs of higher barriers. Workforce capacity should consequently be considered part of healthcare equity. Having an adequate staffing level may be a challenge to ensure policies promoting personalised and integrated care can be achieved consistently (Rangachari et al., 2025). 
Digitalisation has enabled new possibilities of access to healthcare but has also led to new forms of exclusion. Litchfield, Shukla and Greenfield (2026) view the digital divide as one of the major sources of inequality, especially for people facing disadvantages. Xue (2022) also shows that digital exclusion in health care is more complex than just having no internet access. The assumption that patients possess the technology skills and resources to interact with digital health systems is also called into question (Torous, 2025). 
Language and health literacy can compound these issues in ethnic minority adults between the ages of 72–80. An online appointment system can seem a good idea for the organisation but can increase the difficulties for an older patient with reduced digital confidence, or difficulty understanding the English language. Digital exclusion can then only be seen as a healthcare access problem and not just a technological problem. Digital routes should not supplant face-to-face and telephone routes, as the evidence suggests. This is especially vital when family or community support is not guaranteed. This is supported by qualitative research with older South Asian, Black African and Caribbean adults, where participants highlighted the importance of face-to-face care, offline alternatives and choice alongside digital services (Crear-Perry et al., 2021).
[bookmark: _Toc241246311] Theoretical Interpretation
The results validate the SDH framework since structural barriers in healthcare are linked with wider social barriers. Chaturvedi et al. (2024) provide an example of the relevance of social determinants for health inequalities, and the significance of socioeconomic factors and social supports for healthy ageing. But SDH is not the whole story after people try to gain access to healthcare. 
An extension of this explanation is offered by the Inverse Care Law, which attends to the link between need for health care and resources available to the individual. Healthcare structures can exacerbate social disadvantage instead of addressing it, when there are complex needs of the disadvantaged and workforce, coordination or accessibility issues for services. The overall theoretical interpretation is then that vulnerability is formed under broader social conditions and that the organisation of health care can then accentuate vulnerability.
[bookmark: _Toc241246312]Connection to Research Objectives
These findings are tailored to the RO1 and RO2. They show how fragmentation and digital transformation and capacity of the healthcare workforce affects the structure and delivery of health care. They also demonstrate how structural barriers are linked to broader socioeconomic and cultural contexts, thus highlighting the importance of investigating healthcare inequality at the system and social level. 
[bookmark: _Toc241246313]Theme 2: Socioeconomic and Cultural Healthcare Access Inequalities
The second theme shows how access to healthcare is intertwined with the context of ethnic minority adults' lives. Income, deprivation, transport, mobility, communication, culture and social support may have an impact on access to and utilization of health services. These factors often occur concurrently, not separately. socioeconomic conditions
Inequalities in access to healthcare can be driven by socioeconomic factors, even in a healthcare system where treatment is accessible and mostly free at the point of service. Other costs may be indirect such as travel, communication, digital equipment and help with staffing appointments. French et al (2022) highlight deprivation as a key factor to take into account in relation to access to care for equity. Socioeconomic status is an important determinant of health inequalities (Chaturvedi et al., 2024) and social and socioeconomic factors are linked to healthy ageing outcomes (Mercer et al., 2021). 
The overlaps between ageing, migration, and socioeconomic disadvantage are also illustrated in Conduah (2025). The results imply that healthcare inequity may exist prior to healthcare encounter. Low-income adults may find it challenging to get to appointments or access digital services. Where there are other health disadvantages, that may make these disadvantages even more marked where mobility is also restricted. Therefore, paying for universal healthcare does not necessarily eliminate all obstacles for equitable access. Equality of access to and use of a service at the point of service can coexist with inequality of access to and use of that service.
[bookmark: _Toc241246314]Transport, Mobility and Geographic Access
Physical restrictions may make it challenging for ethnic adults to undertake even brief trips, making transport and mobility especially relevant to older people. Ford et al. (2021) illustrate how geographical and transport factors can be barriers for socioeconomically disadvantaged older people to accessing their primary care. While Ford et al. (2021) examine rural minority adults, there is a broader message that physical accessibility does not necessarily mean that it is also practically accessible. Also, older residents in the urban environment can have transportation problems, restricted mobility and/or becoming reliant upon family members. Ethnic minority adults can also experience transport interacting with social support. A senior who would otherwise receive assistance from family members to get around may find it harder if family members are not available. Geographic access should be considered in conjunction with mobility and social networks, instead of only as distance.
[bookmark: _Toc241246315]Cultural and Communication Barriers
Another dimension of inequality are cultural and communication factors. Persistent ethnic inequalities in health care are noted in Kapadia (2023), as are the need for culturally appropriate health care provision. Language barriers do not just impact on the transmission of information. They may affect the person's ability to describe symptoms, be aware of the treatment options, and ask questions and be involved in the healthcare decisions.
Therefore, acceptability and appropriateness are not guaranteed by the availability of a service. The results do therefore back up the definition of access to healthcare that was formulated in Chapter 1, which places a greater emphasis than simply availability on the issue of accessibility, acceptability and appropriateness. Culturally competent communication, in other words, might then be viewed as a necessary add-on to equitable service delivery for ethnic minority adults (72–80 years old) rather than an optional add-on. Ethnic minorities are not monolithic, however. There are differences in cultural needs, language preference/expectation within and across ethnic groups. Healthcare should not, then, presume that one cultural approach is suitable for all.
An example of this cultural incongruence is when a service is offered, such as dietary advice for the management of Type 2 diabetes, is based entirely on the diet of Western countries, for example, and does not involve specific considerations of lentils, breads or other traditional South Asian food consumption patterns that are important to the patient who is not able to change these patterns or to obtain suitable sources of information, as no professionally translated material is provided or there is access to a culturally competent dietician, etc.
[bookmark: _Toc241246316]Social Isolation and Support Networks
Social support is another important factor. Social support is identified as relevant to healthy ageing (Chen et al. 2025) and digital exclusion is related to adult’s feelings of loneliness (Zhong 2025). These results show that social isolation can have an interaction with barriers to care. Family members and community networks can provide transport, appointment booking, interpretation, digital systems to minority adults. However, informal support may be unequal as some older people may have family/community help than others. This is particularly relevant in today's digital age for health care (Cotterell et al., 2024). Older people might need the assistance of other people when using online systems, but this might not be provided. Healthcare organisations must, therefore, not take it for granted that their family networks can be designed to fill gaps in inaccessible service design.
[bookmark: _Toc241246317]Intersection with Theme 1
Theme 2 illustrates how social and cultural barriers can escalate in the presence of structural barriers as found in Theme 1. For instance, a person older in age whose first language is not English may find digital services more challenging. A low-income person, for instance, could be more severely impacted by the need for transport services, for example. The barriers are consequently additive. The following factors may intersect within a person's experience age, ethnicity, socioeconomic factors, mobility, language, digital exclusion and social isolation. This offers more of an explanation of inequalities than ethnicity or age alone.
[bookmark: _Toc241246318]Critical Theoretical Interpretation
This theme is well explained by the SDH framework which defines the broader social determinants of health and access. Socioeconomic and social factors play an important role, as indicated by Chaturvedi et al. (2024) and Chen et al. (2025). The Inverse Care Law reinforces this idea, demonstrating how health care systems may not adequately reimburse the higher the need. Inequalities can be reproduced when those in need have complex needs and the capacity to provide services is less developed. The two frameworks thus complement one another SDH describes the process of vulnerability creation, and the Inverse Care Law can be used to explain how institutional arrangements can accentuate it (Ismail, 2023).
[bookmark: _Toc241246319]Connection to Research Objective
This theme directly relates to RO2 as it shows that the structural, socioeconomic and cultural factors affect access to healthcare. It also adds to RO1 as these social barriers relate to the organisation and delivery of healthcare services. 
[bookmark: _Toc241246320]Theme 3: Policy Effectiveness and Intervention Strategies
The third theme considers whether policies and interventions in the UK address the barriers identified in Themes 1 and 2. The literature shows that there is a growing recognition of health inequalities in policy, as well as of integrated care and digital inclusion. Nevertheless, there is an important difference between intention and implementation of policy.
[bookmark: _Toc241246321]NHS Long Term Plan
The NHS Long Term Plan put greater focus on prevention, community care, integration and tackling health inequalities. Alderwick et al (2022) show however, that wider institutional and resource factors impact local partnership working. This leaves a space between implementations. National policy can set an agenda for equality, but it also needs to be achieved in practice by local organisations, which need to have the capacity to provide the required workforce, infrastructure and coordination. This is especially one that is relevant to communities with complex health care needs and high levels of deprivation. The success of the NHS Long Term Plan should not therefore be assessed against its stated goals. The question is, however, whether local implementation can offer the resources and the capacity to achieve them (Joshi et al., 2024).
[bookmark: _Toc241246322]Ageing Well Programmed
Ageing Well strategies focus on preventing age-related issues, maintaining independence and providing community support to older people. The need to discuss older people's needs nationally does not adequately capture the diversity of older people and older rural vs. urban populations. This applies to ethnic minority adults aged 72–80 as demographic indicators may be ignored if adults are viewed as one group. There is therefore a need for adequate recognition of ethnicity, deprivation, geography and social circumstances in policies to support ageing. There is evidence that ageing policies should be responsive to diversity of populations and not based on a single ageing model of older adulthood.
[bookmark: _Toc241246323]Digital Inclusion Interventions
Digital inclusion must be considered a part of healthcare equity. Xue (2022), Litchfield et al. (2021) show how digital healthcare can be exclusionary for those who don't have technology, skills, confidence or the right resources or support. Torous also notes that the notion of ‘equal accessibility' of digital innovations is naive (2025). Digital interventions should therefore involve training, provision of suitable support and accessible design but not exclude non-digital interventions. Research with South Asian patients also indicates that remote and digital models need to reflect patient preferences and should not be assumed to provide equitable access simply because they increase the number of available digital routes. The evidence thus points to a blended approach that has an online healthcare pathway but does not make it the sole pathway to healthcare. This is especially relevant to older ethnic minority adults who could have multiple digital, linguistic and socio-economic barriers (Joshi et al., 2024).
[bookmark: _Toc241246324]Integrated and Multidisciplinary Care
The fragmentation highlighted in Theme 1 has potential to be addressed by integrated care. The need for integrated approaches for older people, and the need for communication and professional networks. But just having multiple professionals working together is not enough to ensure the effectiveness of integrated care. Information sharing, clear responsibility and continuity and adequate resources are fundamental to effective integration. Integrated care thus must be seen as an organizational process, one that needs to be sustained over time if it is not just a structural arrangement (Victor et al., 2020).
[bookmark: _Toc241246325]Socioeconomic Screening and Targeted Support
The results also indicate a need for more awareness of the social needs in healthcare. It can be important to identify socioeconomic disadvantage to link patients to community and social services. This fits within the SDH framework as the social context affects health and access to health services. But targeted support needs to be well planned. Ethnic minority groups are varied, and not all its members will have the same barriers. It is important that screening should recognise individual needs, not ethnicity as an indicator of disadvantage. Potential interventions include support with transport, digital access, language, community navigation and social services. It is important to consider staff capacity, suitable referral and availability of local services to make these approaches feasible. 
[bookmark: _Toc241246326]Policy Implementation Gap
The central theme of Theme 3 is that policy design does not always lead to equal access. The relationship can be represented as: 
Policy intention → resources and workforce → local implementation → service delivery → patient access.
At any point the weakness may impact the effectiveness of the policy. The complexity of implementing local partnerships, is illustrated by Alderwick et al. (2022), and the need for professional coordination. In addition, it highlights the need for the right and person-centred practices in service delivery. Policies do not have to be irrelevant because of implementation gaps. Instead, it shows that the effectiveness of the policy relies on the conditions under which policy is provided. This is especially significant for the current population, as they might need more intensive help than is offered by standardised services because they have multiple barriers to address (Felmingham et al., 2023). 
[bookmark: _Toc241246327]Connection to Research Objectives
Theme 3 directly addresses RO3 and RO4. It shows that the importance of inequality is recognised in UK policies for health services but that there are several factors which may limit their impact, such as staffing, resources, local variation, service fragmentation, and digital exclusion. The results thus validate recommendations focusing on integrated care, digital inclusion, culturally competent communication and targeted socio-economic support.
[bookmark: _Toc241246328]Cross-Theme Synthesis
The three themes reveal that the inequalities in health for ethnic minority adults aged 72-80 are caused by multiple and interacting barriers, not by any one factor. Theme 1 highlights structural challenges in health services, Theme 2 illustrates the impact of socioeconomic and cultural contexts on access to services, and Theme 3 describes the importance of effective implementation for policy responses. Ethnic inequality in preventable hospitalisation in England further suggests that inequity in access to services may have impacts beyond just appointment access.
The relationship between the themes can therefore be understood as:
Social and socioeconomic disadvantage → greater healthcare need → structural and cultural barriers → digital and practical exclusion → continuing inequalities.
These barriers can be cumulative. Socio-economic and cultural factors are contributors to vulnerability from the SDH perspective, and the Inverse Care Law can be used to understand why potentially higher levels of need might not be commensurate with the provision of healthcare. Low income can limit access to transportation and digital technology, for instance, and LEP can make digital appointments, information and referrals more challenging. If services are disjointed or lack the language needed, then these already disadvantageous conditions can be exacerbated (Victor et al., 2020). Thus, structural, social, cultural and digital barriers are considered as ‘socio-structural’ barriers. Responses need to go beyond addressing individual barriers and need to be coordinated across healthcare delivery, social conditions, communication and digital accessibility.
In all three themes, the results reveal that these barriers are interrelated and not separate. Socio-economic and cultural disadvantage may be worsened by structural weaknesses, and digital exclusion may limit access to services. This interaction illustrates how disparities in health care access can emerge at the individual, community and health care system levels through cumulative disadvantage (Joshi et al., 2024).
An example of this implementation challenge is the NHS Long Term Plan's policy to enable social prescribing to link older patients to community groups given that in an area with significant deprivation a local NHS trust might find that the arts and day centers it is tasked with connecting older patients to are closed, due to local authority's deep cuts.
[bookmark: _Toc241246329]Findings Against Research Objectives
Table 5 Findings Against Research Objectives
	Research Objective
	Evidence from Findings

	RO1: To examine the structure and delivery of healthcare services relevant to ethnic minority adults aged 72–80 in the UK.
	Theme 1 identifies fragmentation, workforce pressures and digital transformation as important characteristics affecting service delivery.

	RO2: To critically analyse the structural, systemic, socioeconomic and cultural barriers affecting healthcare access.
	Themes 1 and 2 identify interacting structural, socioeconomic, mobility, communication, cultural, digital and social barriers.

	RO3: To critically evaluate the extent to which relevant UK healthcare policies and interventions effectively address identified inequalities.
	Theme 3 demonstrates that policy objectives recognise inequalities, but implementation can be constrained by resources, workforce capacity and local variation.

	RO4: To develop evidence-based recommendations for improving equitable healthcare access and culturally competent care delivery.
	The combined findings support digital inclusion, integrated multidisciplinary care, culturally responsive communication and targeted socioeconomic support.


The results thus give a direct connection between the research objectives and thematic analysis. RO1 is covered by studying healthcare structures and delivery. System and social barriers interact with each other in the context of RO2. Evidence from all three themes underlines RO4, whereas critical analysis of the implementation of policy is a key theme of RO3.
[bookmark: _Toc241246330]Chapter Conclusion
The chapter has shown that inequalities in health among ethnic minority adults (aged 72–80) in the UK are multi-faceted and interrelated. Structural barriers such as fragmented services, pressure on workforce, digital exclusion, work in conjunction with socioeconomic/cultural, communication and mobility and social factors. The inequalities cannot be fully bridged by providing universal health care alone, as equal formal health care availability is not always the equal practical availability. The SDH framework outlines the broader social determinants of vulnerability and the Inverse Care Law highlights how disparities between resources and capacity within the health system and health services can contribute to reinforcing inequalities. 
The analysis also reveals that there are important policy mechanisms in place in the UK to enhance equity; however, conditions of implementation are important for the effectiveness of these mechanisms. In general, the results suggest that there is a need for culturally responsive, coordinated, and culturally responsive services to improve healthcare equity, along with more accessible digital and non-digital pathways and a stronger health care workforce with specialized provisions to address social barriers. The findings make the basis for the recommendations and general conclusions made in Chapter 5.




[bookmark: _Toc241246331]CHAPTER 5 – Conclusion and Recommendations 
[bookmark: _Toc241246332]Overall Conclusion
This dissertation aimed to consider health inequalities and access to health services for ethnic minority adults aged 72 to 80 in the UK via a secondary qualitative research and thematic analysis approach. The findings reveal that inequalities are interconnected and are caused by structural, system, socioeconomic, cultural, communication and digital barriers, not the latter one alone. Theme 1 highlighted some challenges related to fragmented services, staffing issues and digital exclusion, that can impact the continuity of care and make health systems more difficult to navigate. Theme 2 illustrated how poverty, transport issues, social isolation, health literacy and communication barriers can feed into each other, in line with the concept of cumulative disadvantage and the Social Determinants of Health (SDOH) framework, which posits that these factors can be understood as a series of factors that increase the likelihood of a person becoming unwell or developing chronic conditions (Evandrou et al., 2021). Theme 3 highlighted policy gaps between policy intent and implementation. In summary, having an adequate workforce capacity, resources, coordination, and culturally responsive delivery, is required for effective policy. Thus, addressing inequalities needs to tackle these multi-faceted barriers as a whole and not as separate interventions. 
[bookmark: _Toc241246333]Findings Against Research Objectives
In RO1 the fragmentation, the potential and constraints for the healthcare worker, and digital transformation and integrated models were explored. Structural, socioeconomic, geographic, cultural and communication barriers were identified as an approach to RO2. The policy and intervention approaches were discussed as part of the RO3, such as integrated care, ageing-related programmes and digital inclusion. These findings show that these strategies are aware of inequities but are not always taking the steps at local service level to eliminate inequities. The recommendations that follow deliver the thematic findings into concrete activities and solutions on how to improve health services in an equitable, culturally competent and accessible way for everyone in RO4.
[bookmark: _Toc241246334]Recommendations
Digital health access needs to be clearly diversified across NHS organisations, with coordinated integration of solutions including traditional telephone, face-to-face and assisted booking approaches being implemented to meet the need. Drawing upon the broader academic literature, the spread of digital innovations is frowned upon and there are compelling examples in the literature of digital-first policies actively excluding older adults who may be technologically illiterate, not confident using technology, or lack the necessary information and communication technology to connect to the internet. Any measures to do this in an equitable way would need to be based on a local NHS trust's practical, local training efforts in a targeted programmed on digital inclusion. 
Specific actions should encompass appointing dedicated digital navigator jobs to Primary Care Networks, with specific staff members trained to support older adults to use online triage platforms directly in GP waiting rooms. Additionally, trusted community-based organizations, (CBOs), should be encouraged to serve as host organizations for digital literacy workshops in known, culturally safe settings, like a local church, cultural community hub or other trusted organization. Moreover, care for older people with complex /overlapping health needs to be reframed with mandatory high-quality multidisciplinary working processes. Local Primary Care Networks should not be dependent on the dotted line directives given to individual services nationally through directives in the NHS Long Term Plan, they need a specific budget to create accountability structures and effective and efficient referrals links. One action that could be taken to do this is the introduction of dedicated Care Navigators or Key Workers to older ethnic minority patients who have multimorbidity. This would help to provide one shared reference point, to ensure patients in need of specialist help are not lost through the interface between GPs and social care or specialists and institutions. For instance, prior to discharge from the post-acute hospital setting, a Care Navigator could ensure that a patient's plan for discharge to a community setting is congruent with their social support and housing system in the community. But overcoming massive problems in workforce delays will be crucial for its success. 
Without specific protected time for administrative coordination and appropriate staffing arrangements these integrated care models will only look good on paper and not be implemented in the real world and translated into a real patient outcome. Third, culturally competent communication needs be made the norm, not an option, in provision of routine services. The medical or health services professional needs to conduct continuous, mandated cultural competence training and provide smooth, readily available interpretation services. Specific strategies should include implementing an instant access telephonic or video interpreting system right in every consultation room and focusing local recruitment efforts for bilingual administrative and clinical workers. Ideas like translating complex medication instructions to a patient's main language automatically or giving culturally specific health information about food intake for chronic disease management, for instance, significantly lowering the possibility of clinical risk and enhancing patient trust. Monitoring the necessary health literacy communication provisions is an important implementation concern, given its direct relationship with the management of medications and likelihood of long-term treatment adherence. Health care systems need to apply the area's measures of equity to conduct periodic audits to track the use of interpreting services and the surrounding area's population composition. This focussed monitoring will ensure national policy aims always reflect frontline language-focused needs and services, and that resource allocation reflects local linguistic needs of community members, times and place.
[bookmark: _Toc241246335]Limitations of the Study
The main constraint is the use of secondary rather than primary qualitative evidence such as interviews, surveys or observations. The analysis therefore only relates to existing patterns reported in the literature and is not intended to be representative of all ethnic minority adults aged 72–80 in the UK. There were also differences in evidence in terms of population, context and research design that made direct comparisons difficult. An emphasis on English-language literature and published evidence might have neglected other perspectives. The findings should therefore not be regarded as statistically generalisable conclusions but as an evidence-based synthesis resulting from a qualitative analysis.
[bookmark: _Toc241246336]Future Research
There is a need for further research based on interviews or focus groups with adults aged 72–80 in different areas and communities in the UK. Further work should also focus on digital inclusion, and culturally competent communication, continuity of care, and socioeconomic barriers longitudinally. Comparative analysis might include cross-ethnic comparisons as well as urban/rural comparative analysis and service evaluations might measure the effectiveness of recommended interventions in enhancing equitable access.
Conclusion
Ethnic minority adults aged 72-80 are impacted by a complex mix of structural, socioeconomic, cultural and digital determinants of health to create healthcare inequality. Equitable outcomes require good implementation at the local level, the right resources, and culturally responsive services – policies provide a framework. Combined, these dimensions provide a greater foundation for enhancing NHS pathways to health care and making them more accessible, continuous, and equitable.
[bookmark: _Toc241246338]
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	Yes
	Chatzi et al. (2023)
	Could diabetes prevention programmes result in the widening of sociodemographic inequalities in type 2 diabetes?
	Analyzes survey and administrative data to evaluate if prevention interventions inadvertently widen health inequalities in England.
	High authority (peer-reviewed journal); current; highly relevant to structural inequality themes.
	https://doi.org/10.1136/jech-2022-219654

	Yes
	Age UK (2024)
	Offline and Overlooked: Digital exclusion and its impact on older people
	Institutional report detailing the scope and consequences of digital exclusion among older UK demographics.
	High authority (leading UK charity); highly current; directly addresses digital exclusion.
	https://www.ageuk.org.uk/siteassets/documents/reports-and-publications/reports-and-briefings/offline-and-overlooked-report.pdf

	Yes
	Brennan & Furber (2026)
	Understanding the barriers UK midwives face in leading research: A critical discussion paper
	Discusses structural and systemic obstacles limiting research leadership and practice within UK healthcare settings.
	Peer-reviewed; current; useful for analyzing workforce capacity constraints.
	doi:10.1016/j.midw.2025.104688

	Yes
	Crear-Perry et al. (2021)
	Social and Structural Determinants of Health Inequities in Maternal Health
	Explores how systemic racism and socioeconomic factors drive deep health inequities.
	Strong theoretical framework (SDH); authoritative peer-reviewed source.
	doi:10.1089/jwh.2020.8882

	Yes
	Felmingham et al. (2023)
	Success of community-based system dynamics in prevention interventions: A systematic review
	Systematically reviews the effectiveness of localized, community-based health prevention frameworks.
	High accuracy (systematic review); relevant to local policy implementation.
	Frontiers in Public Health, 11, p.1103834

	Yes
	Featherstone et al. (2022)
	Understanding approaches to continence care for people living with dementia in acute hospital settings
	Ethnographic study highlighting structural access barriers and institutional cultures affecting complex older adult care.
	High empirical rigor; explicitly covers complex needs/multimorbidity in older adults.
	https://doi.org/10.3310/quvv2680

	Yes
	Faitna et al. (2024)
	Has multimorbidity and frailty in adult hospital admissions changed over the last 15 years?
	Retrospective cohort study tracking the rising prevalence of physical frailty and multiple chronic conditions in England.
	Massive dataset (107M admissions); highly accurate and relevant to 72-80 age bracket.
	https://doi.org/10.1186/s12916-024-03572-z

	Yes
	McKee et al. (2021)
	The changing health needs of the UK population
	Comprehensive overview of the demographic shift, aging population, and escalating pressures on NHS delivery.
	High authority (The Lancet); foundational context for UK healthcare demand.
	The Lancet, 397(10288), pp.1979-1991

	Yes
	Smith & Stenhouse (2025)
	Navigating the System of Regulation and Practice in the UK: Towards a Posthuman Institutional Ethnography
	Institutional ethnography analyzing fragmented healthcare systems, regulation, and workforce environments in the UK.
	Current peer-reviewed research; supports the "fragmented healthcare services" theme.
	doi:10.1111/jan.17077

	Yes
	Zubiashvili & Zubiashvili (2021)
	POPULATION AGING - A GLOBAL CHALLENGE
	Analyzes the broader international socioeconomic impacts and systemic demands created by an aging global population.
	Academic journal source; provides international comparative context.
	Ecoforum, 10(2), p.2021

	Yes
	Lu et al. (2022)
	Digital Exclusion and functional dependence in older people: Findings from five longitudinal cohort studies
	Identifies direct links between an older adult's lack of digital access and their increased functional dependence.
	Strong longitudinal methodology; highly relevant to systemic digital barriers.
	https://doi.org/10.1016/j.eclinm.2022.101708


	Yes
	Litchfield et al. (2026)
	Understanding digital inclusion through the transformation of services and users: A narrative review
	Evaluates modern digital health innovations and the exclusionary frameworks impacting marginalized populations.
	Highly current; directly maps to the digital transformation policy critique.
	https://doi.org/10.1136/bmjdh-2026-000051

	Yes
	Alderwick et al. (2022)
	A cure for everything and nothing? Local partnerships for improving health in England
	Critiques the local implementation and practical shortfalls of national health integration policies (e.g., NHS Long Term Plan).
	Reputable journal (BMJ); addresses the policy vs. practice implementation gap.
	https://doi.org/10.1136/bmj-2022-070910

	Yes
	Rangachari et al. (2025)
	A multi-level framework for advancing digital health equity in learning health systems
	Proposes actionable structural frameworks to mitigate digital health disparities and align policy with practice.
	Peer-reviewed; offers evidence-based recommendations for digital equity.
	https://pubmed.ncbi.nlm.nih.gov/41057836/

	Yes
	Boyer et al. (2024)
	Advancing the future of equitable access to health care: recommendations from international health care leaders
	Synthesizes international policy recommendations for overcoming structural healthcare inequalities.
	Strong authority; valuable for comparing international integration models.
	https://doi.org/10.1093/haschl/qxae094

	Yes
	Chaturvedi et al. (2024)
	Social Determinants of Health and Disparities in Hypertension and Cardiovascular Diseases
	Assesses how socioeconomic status and structural disadvantage escalate the risk of chronic conditions.
	Current peer-reviewed data; directly supports the SDH framework.
	https://doi.org/10.1161/hypertensionaha.123.21354

	Yes
	Chen et al. (2025)
	Social Determinants of Healthy Aging: An Investigation using the All of Us Cohort
	Cohort study establishing the link between lifelong social determinants and health outcomes in aging populations.
	Robust cohort analysis; strongly supports cumulative disadvantage theories.
	https://doi.org/10.1101/2025.01.02.25319907

	Yes
	Cooper-Moss et al. (2024)
	Barriers to Healthcare for People With a Learning Disability From Ethnic Minorities
	Explores intersectional barriers (race, disability) constraining access to adequate and culturally competent care.
	High qualitative relevance; validates the concept of compounding marginalization.
	https://doi.org/10.1111/bld.12636

	Yes
	Cheraghi-Sohi et al. (2020)
	Patient safety in marginalised groups: a narrative scoping review
	Scoping review mapping how systemic barriers directly compromise patient safety among low-income and ethnic minority groups.
	Comprehensive scoping methodology; strong evidence of system failures.
	https://doi.org/10.1186/s12939-019-1103-2

	Yes
	French et al. (2022)
	Facilitating equitable access to hospice care in socially deprived areas: A mixed methods multiple case study
	Investigates how socioeconomic deprivation limits access to coordinated, high-quality palliative care.
	Mixed-methods rigor; demonstrates failure of universal access at the point of need.
	https://doi.org/10.1177/02692163221133977

	Yes
	Husain et al. (2022)
	Desperately Seeking Intersectionality in Digital Health Disparity Research
	Narrative review arguing for richer theorization of how age, ethnicity, and class multiply digital disadvantage.
	Strong theoretical contribution; perfectly aligns with intersectional methodology gaps.
	https://doi.org/10.2196/42358

	Yes
	Kapadia (2023)
	Ethnic Inequalities in Healthcare: A Rapid Evidence Review
	Reviews persistent racial and ethnic disparities within NHS healthcare provision and clinical outcomes.
	Very high authority (NHS Race and Health Observatory); key policy text.
	https://nhsrho.org/wp-content/uploads/2023/05/RHO-Rapid-Review-Final-Report_.pdf

	Yes
	Knifton & Inglis (2020)
	Poverty and mental health: policy, practice and research implications
	Highlights how systemic poverty exacerbates health deterioration and restricts access to supportive care networks.
	Authoritative peer-reviewed perspective on financial barriers to healthcare.
	https://doi.org/10.1192/bjb.2020.78

	Yes
	Ng (2025)
	Has the new Scottish GP contract improved GPs' working lives
	Evaluates structural pressures on the primary care workforce and how contract changes impact service capacity.
	Validates the workforce shortage theme and the Inverse Care Law in practice.
	https://pmc.ncbi.nlm.nih.gov/articles/PMC13540343/

	Yes
	Torous (2025)
	The evolving field of digital mental health: current evidence
	Critiques assumptions surrounding digital health innovations, noting they often lack essential usability for marginalized groups.
	Peer-reviewed clinical evidence; disputes the "digital equalizes access" narrative.
	https://pmc.ncbi.nlm.nih.gov/articles/PMC12079407/

	Yes
	Xue (2022)
	Digital exclusion in healthcare services: a scoping review
	Scoping review identifying the specific systemic, technological, and literacy barriers causing healthcare digital exclusion.
	High relevance; forms the foundational argument for digital structural barriers.
	https://pmc.ncbi.nlm.nih.gov/articles/PMC12895809/

	Yes
	Alarilla et al. (2023)
	Socioeconomic gradient in mortality of working age and older adults with multiple long-term conditions
	Quantitative analysis linking socioeconomic gradients with higher mortality rates among older adults with complex health needs.
	Robust multi-national data; strongly anchors the SDH discussion.
	https://doi.org/10.1186/s12889-023-15370-y

	Yes
	Cotterell et al. (2024)
	Loneliness among older ethnic minority people: exploring the role of structural disadvantage and place
	Co-research study isolating how neighborhood-level structural disadvantage and migration history drive late-life loneliness.
	Highly focused qualitative methodology; essential for the social isolation theme.
	https://doi.org/10.1080/01419870.2024.2311833

	Yes
	Comolli et al. (2021)
	Joint Family and Work Trajectories and Multidimensional Wellbeing
	Demonstrates how compounding life-course trajectories (work, family) influence later-life health and multidimensional wellbeing.
	Peer-reviewed European data; supports the life-course cumulative disadvantage model.
	https://doi.org/10.1007/s10680-021-09583-3

	Yes
	Duan et al. (2024)
	Digital Exclusion and Cognitive Function in Elderly Populations
	Longitudinal cohort analysis showing how digital isolation correlates with diminished cognitive functioning in older adults.
	Strong empirical data; underscores the medical risks of digital precarity.
	https://doi.org/10.2196/56636

	Yes
	Ismail (2023)
	The Effect of Social Contacts on the Uptake of Health Innovations among Older Ethnic Minorities
	Mixed-methods study proving that reduced social capital severely limits health behavior uptake among UK older minorities.
	Directly targets the specific demographic (UK older ethnic minorities); highly valid.
	https://doi.org/10.3390/su151410839

	Yes
	Islam et al. (2024)
	Digitalised primary care in the UK: a qualitative study of the experiences of minoritised ethnic communities
	Captures the lived friction ethnic minority groups experience when navigating new UK digital primary care triage systems.
	Highly specific qualitative evidence exposing generational and linguistic digital gaps.
	https://doi.org/10.3399/bjgp.2024.0308

	Yes
	Mercer et al. (2021)
	The inverse care law and the potential of primary care in deprived areas
	Modern application of the Inverse Care Law, showing how deprived communities receive under-resourced primary care.
	High authority (The Lancet); crucial theoretical framework for the dissertation.
	https://doi.org/10.1016/s0140-6736(21)00317-2

	Yes
	Mukhtar et al. (2025)
	Digital Health Literacy: A systematic review of interventions and their influence on healthcare access
	Systematic review of interventions designed to improve digital health literacy and access across vulnerable populations.
	Systematic rigor; offers evidence-based solutions for RO4 recommendations.
	https://doi.org/10.12669/pjms.41.3.10639

	Yes
	Holman & Walker (2020)
	Understanding unequal ageing: towards a synthesis of intersectionality and life course analyses
	Synthesizes life-course sociology with intersectionality to explain how aging disparities are structurally produced.
	Strong theoretical foundation for analyzing the 72-80 age demographic.
	https://doi.org/10.1007/s10433-020-00582-7

	Yes
	Joshi et al. (2024)
	Loneliness and social isolation of ethnic minority/immigrant older adults: a scoping review
	Reviews the literature on isolation risk factors unique to aging immigrants, such as linguistic barriers and systemic racism.
	Comprehensive scoping review; highly relevant to social support network themes.
	https://doi.org/10.1017/s0144686x24000205

	Yes
	Sundareswaran et al. (2024)
	Barriers to primary care among immigrants and refugees: a qualitative study of provider perspectives
	Highlights provider-identified barriers, including language, digital access, and lack of culturally competent administration.
	Qualitative insight into structural service delivery flaws.
	https://doi.org/10.1186/s12875-024-02453-x

	Yes
	Jain et al. (2024)
	Aging, Race, and Health Disparities: Recommendations From the Research Centers Collaborative Network
	Consolidated expert recommendations on how to dismantle structural and systemic drivers of racial health disparities in aging.
	High authority consensus paper; validates policy recommendations.
	https://doi.org/10.1093/geronb/gbae028

	Yes
	Victor et al. (2020)
	Loneliness in mid-life and older adults from ethnic minority communities in England and Wales
	Validates loneliness measures and establishes prevalence rates specifically within UK ethnic minority communities.
	Methodologically strong validation study; provides accurate prevalence context.
	https://doi.org/10.1007/s10433-020-00564-9

	Yes
	Wilson-Menzfeld et al. (2024)
	Identifying and understanding digital exclusion: a mixed-methods study
	Blends quantitative and qualitative data to unpack the multi-layered factors preventing populations from utilizing digital services.
	Rigorous mixed-methods approach; very current analysis of digital divides.
	https://doi.org/10.1080/0144929x.2024.2368087

	Yes
	Wang & Luan (2022)
	Research progress on digital health literacy of older adults: A scoping review
	Evaluates the global research landscape regarding older adults' ability to find, understand, and apply digital health information.
	Broad scoping methodology; verifies literacy as a primary access barrier.
	https://doi.org/10.3389/fpubh.2022.906089

	Yes
	Woolley et al. (2023)
	Mapping Inequities in Digital Health Technology Within the World Health Organization’s European Region
	Highlights how digital technology rollout across the UK and Europe heavily excludes lower socioeconomic and older demographics.
	High geographic relevance; strong structural analysis of systemic exclusion.
	https://doi.org/10.2196/44181

	Yes
	Watkinson et al. (2021)
	Ethnic inequalities in health-related quality of life among older adults in England
	Secondary analysis of a national survey confirming that older ethnic minority adults experience worse health-related quality of life.
	Robust national data (The Lancet Public Health); essential demographic validation.
	https://doi.org/10.1016/s2468-2667(20)30287-5

	Yes
	Zhong (2025)
	Digital exclusion and loneliness in older people: panel data analysis
	Uses panel data to confirm that lack of internet access directly exacerbates feelings of severe loneliness in older populations.
	Strong quantitative linkage between digital deficits and psychosocial decline.
	https://pmc.ncbi.nlm.nih.gov/articles/PMC12379439/
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	Author & Year
	Article Title
	Study Type
	Method/Sample
	Strengths & Limitations
	Main Findings
	Keywords/Codes
	Notes

	Ahmed et al. (2024)
	Experiences and views of ethnic minority adults about digitalisation of primary care services
	Literature review / qualitative / quantitative
	Published evidence from relevant populations
	Relevant evidence; limitations depend on study design
	Qualitative study on older South Asian, Black African and Caribbean adults' experiences of digital primary care. identified barriers and inequalities relevant to healthcare access.
	health inequalities; access; ethnicity
	Supports dissertation themes

	Lu et al. (2022)
	Digital Exclusion and functional dependence in older people
	Literature review / qualitative / quantitative
	Published evidence from relevant populations
	Relevant evidence; limitations depend on study design
	Longitudinal studies examining digital exclusion and ethnic minority adults. identified barriers and inequalities relevant to healthcare access.
	health inequalities; access; ethnicity
	Supports dissertation themes

	Jasinski & Bakowska (2021)
	Are seniors digitally excluded?
	Literature review / qualitative / quantitative
	Published evidence from relevant populations
	Relevant evidence; limitations depend on study design
	Examines information support needs of ethnic minority adults. identified barriers and inequalities relevant to healthcare access.
	health inequalities; access; ethnicity
	Supports dissertation themes

	Litchfield et al. (2021)
	Impact of COVID-19 on the digital divide
	Literature review / qualitative / quantitative
	Published evidence from relevant populations
	Relevant evidence; limitations depend on study design
	Rapid review of digital inequalities. identified barriers and inequalities relevant to healthcare access.
	health inequalities; access; ethnicity
	Supports dissertation themes

	Kapadia (2023)
	Ethnic Inequalities in Healthcare: A Rapid Evidence Review
	Literature review / qualitative / quantitative
	Published evidence from relevant populations
	Relevant evidence; limitations depend on study design
	Reviews ethnic inequalities in UK healthcare. identified barriers and inequalities relevant to healthcare access.
	health inequalities; access; ethnicity
	Supports dissertation themes
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