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1.1 [bookmark: _Toc214291902]Introduction 
Overview of the Topic
The socioeconomic disparity is a big determinant in health outcomes in the UK, especially in relation to access to primary healthcare services by the NHS. Primary care should be made universally available. There are still disparities and patients with less favourable socioeconomic status usually have access to it later, make fewer general practitioners visits, and have worse health outcomes (Turner et al., 2022). In the past, the NHS was based on the principles of equity and need, but the current developments including the increased demand, staff shortages, and local differences have only worsened the current disparities. Latest studies note that people living in socioeconomically deprived neighbourhoods have a greater waiting duration and lower continuity of care. This proves that socioeconomic status still influences the experiences and outcomes in healthcare (Patel and Hanif, 2022). These patterns are especially important in informing policies to enhance equitable access.
Aim of the Dissertation
The main aim of this dissertation is to explore the effect of socioeconomic status on access to primary healthcare services in the NHS. The study aims to identify the major obstacles encountered by the socioeconomically disadvantaged groups, the trends in inequality in other parts of the country and assess existing NHS programmes that could help minimise the differences. Finally, the study should be selected to contribute to the current discussion of health equity as it presents the evidence-based information and the ability to make the primary healthcare delivery in the UK more inclusive and accessible.
1.2 [bookmark: _Toc214291903]Definitions and Terminology 
Key Definitions
Socioeconomic Status (SES): Socioeconomic status is defined as the social and economic status of an individual, which is normally gauged using income, education and employment (Warner et al., 2022). The central part of this research is SES as it determines the living conditions, health behaviour and access to timely and appropriate healthcare by the individual.
Health Inequalities: Health inequalities refer to preventable and unreasonable disparities in health or health service access between groups of people (Warner et al., 2022). In this dissertation, the term is associated with the differences in access to primary care in the NHS, grounded in socioeconomic dissimilarities.
Primary Healthcare: Primary healthcare is the first level of medical services that include general practice (GPs), community health services and first-contact treatment (French et al., 2021). The reason why it is vital to this study is that it is the principal point of entry into the NHS, where inequalities can have an incredibly significant impact on the experience and outcome of patients.
Healthcare Access: Healthcare access refers to the provision of the required medical services in terms of access, affordability, and appropriateness. It is relevant to me as it helps to study the impact of the SES on the ease of access to primary care taken by people (Wyatt and Parsons, 2021).
Acronyms and Abbreviations
· NHS: National Health Service: the publicly funded healthcare system in the UK.
· SES: Socioeconomic Status: a key determinant influencing healthcare access.
· GP: General Practitioner: a primary care doctor who often serves as the first point of contact within the NHS.
1.3 [bookmark: _Toc214291904]Rationale for Research 
Purpose of the Research
This study aims to understand how socioeconomic status influences access to primary healthcare in the NHS. It is the main subject of study as the issue of inequalities in the usage of health services in the UK persists despite growing concern. Although the NHS was established based on the principles of universal and equitable care, recent statistics indicate that there are increasingly greater disparities in access to general practitioners. The possibility of the general quality of care is offered by the services to people in less wealthy communities (Alderwick et al., 2024). This renders the subject of concern very topical in the debate of health equity, social justice, and the future sustainability of NHS primary care. The available evidence demonstrates the definite connection between deprivation and worse health results. But most of the studies concentrate on the overall health disparities, not on the exact ways in which socioeconomic status influences the availability of frontline services (Fairweather and Jawad, 2024). The key concerns like the appointment rates difference, geographical access to general practitioners waiting time and structural factors remain to be well-researched in a comparative and policy-oriented perspective.
Identified Problems and Research Gaps
The proposed dissertation aims to fill this gap through synthesising the available recent evidence, exploring the major socioeconomic constraints, along with a review of the usefulness of NHS strategies intended to decrease inequalities. In this way, the research will provide the knowledge that can be used by policymakers and other care providers to facilitate increased access to more equitable primary care among different communities.
[bookmark: _Toc214291905]1.4 Aim and Objectives 
Research Aim
The main aim is to investigate how socioeconomic status impacts people's access to primary healthcare services in the National Health Service (NHS) of the UK. It would investigate the barriers often faced by the lower-income people, examine the regional disparities and recommend strategies to mitigate them.
Research Objectives
Objective 1: To define as well as examine the concept of socioeconomic status and its major indicators, like income, employment and education, in relation to accessing primary healthcare services within the UK.
Objective 2: To critically analyse the ways socioeconomic Inequalities, influence the quality, accessibility and timeliness of primary healthcare services across various regions of the NHS.
Objective 3: To evaluate the existing policies of the NHS and the initiatives which aim to reduce healthcare disparities among the diverse socioeconomic groups.
Objective 4: To offer actionable recommendations for promoting equality among people to access primary healthcare services by addressing the socioeconomic barriers and fostering inclusive healthcare delivery.


1.5 [bookmark: _Toc214291906]Conclusion
Summary of Chapter 1
This chapter presented the topic of the research, described the importance of the research and key words, which focus on the socioeconomic disparities in access to NHS primary care. The reason is the rising issues related to health disparities and the necessity to study the mechanisms of the impact of socioeconomic status on the employment of healthcare services. Research purpose and objectives were developed based on the direction of the study and its contribution.
Signposting to Chapter 1
An elaborate literature review will be provided in chapter 2 in which existing research, theories, evidence on socioeconomic status and access to healthcare and gaps will be identified.
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[bookmark: _Toc214291908]2.1 Introduction 
This chapter intends to give the background, context and analysis necessary to comprehend the connection between socioeconomic conditions and access to primary healthcare in the UK. The chapter provides a background by defining the main historical processes, theoretical approaches, and existing policy. This would set the basis of the research and profile the wide range of problems that contribute to health disparities. It also critically examines available evidence to put the objective of the study into perspective and the gaps that this dissertation shall cover. This provide a clear foundation for the analysis that shall follow in subsequent chapters.
[bookmark: _Toc214291909]2.2 Historical Background 
Development of the topic
The problem of socioeconomic disparity in healthcare access can be traced to the old traditions of dividing classes in the UK, when medical care access was traditionally based on the financial capabilities of an individual. Prior to 1948, the poorer people used supplementary services of charities or municipalities, whereas the richer population used their own care. The establishment of healthcare as a universal right, which came with the development of the NHS in 1948, identified it as the first important step and strived to eliminate the monetary obstacles (MacInnes, 2024). Nevertheless, with the reform, disparities were still observed because people had different living conditions, education, availability of employment and regional services. The major events were the Black Report (1980) and the Acheson Report (1998), which indicated that the health inequalities were not declining and, in fact, in certain instances, they were broadening (McCartney, 2025). Through these reports, the country began to focus more on the social determinants of health and emphasised why deprivation remained a problem that affects access to health care. More recently, the trends of general practitioners’ shortage, demand and patterns of regional deprivation have contributed to the current situation further.
Significant historical figures and contributions
Different stakeholders, organisations, and policymaking units have been at the forefront in creating a national understanding of inequality in terms of socioeconomic factors in accessing healthcare. Brown et al. (2025) are one of the greatest contributors whose work has been a cornerstone to understanding what the social determinants of health entail. Brown et al. (2025) indicated that the issue of health inequalities does not originate in the sphere of medical problems but is firmly rooted in social and economic circumstances including the quality of housing, employment attitude, education level, and the stability of income. The discovery that Brown et al. (2025) made put the national emphasis less on treating the illness and instead saw the bigger picture that includes structural elements that determine the capabilities of individuals to obtain healthcare. His work has also significantly impacted the policy of the health of the people in the various local governments, the NHS organisations, and the various government departments in producing several plans. It also focused towards minimising inequality and enhancing the outcomes of health of all populations.
Along with individual contributions, a number of other prominent bodies have also played a significant role in advancing knowledge on healthcare inequalities and distributing it to the global audience. The evidence-based reports produced by Public Health England (PHE) indicated that there are still unresolved inequalities in access to general practitioners the availability of appointments and health outcomes in communities that are deprived (Karia et al., 2021). Similarly, non-governmental think tanks, such as The King’s Fund and The Health Foundation have carried out extensive research on the barriers encountered in the organisation of structure like workforce shortage, lack of general practitioners’ distribution and access issues in low-income groups. Their analysis has made policymakers realise how social deprivation meets with system-level forces to increase the disparities in care.
[bookmark: _Toc214291910]2.3 Theoretical Background
Key Theories and Concepts
The knowledge about the socioeconomic inequalities in accessing primary healthcare is based on two significant theories. One of the theories that has been intricately linked with Sir Michael Marmot is The Social Determinants of Health (SDH) Theory, which claims that the overall social and economic factors, including education, income, employment, and housing, influence the outcomes of health (Kirkwood et al., 2024). These structural determinants affect the capability of people in accessing healthcare and having good health. The second concept is the Inverse Care Law which provides the idea that provision of quality healthcare goes down as the need of a population rises. Despite several factors stated, the individuals who need healthcare most frequently are the ones who lack access to it. The two theories play a key role in comprehending the inequalities in the NHS currently.


Application of Theories
Head et al. (2024) demonstrated how deprivation can result in worse health and lower access to services. The SDH framework finds application in modern organisations like The King's Fund and The Health Foundation when they discuss the obstacles that led to the deprived communities. Application of the Inverse Care Law is also widespread in research based on the NHS. The literature on studies analysing the shortages of general practitioners the regional deprivation and long queues illustrates how the citizens of the deprived regions tend to have lower access to services. The example of research by Limiri (2025) indicated that in deprived communities, there is a much lower GP appointment per person, which significantly validates the model by Tudor Hart.
Critical Evaluation
Although these two theories are powerful, there are constraints to them. The SDH framework is expansive, but other times it is said to be too broad, such that it can be hard to pinpoint which among these factors actually restricts healthcare access (Harpur et al., 2024). It is argued that some individuals might ignore the issue of individual behaviours or culture. Inequality that has long existed is well spelt out in the Inverse Care Law, but the critics express that new methods of healthcare access, including electronic appointments, can change old patterns (Klein and Powell, 2025). Also, the theory presupposes demand patterns to be invariably adhered to by healthcare professionals, which is not always the case in the highly centralised NHS. Even in the light of these criticisms, the two theories are very much applicable. Collectively, they give a formidable conceptual basis for the effect of structural disadvantage in determining the availability of NHS primary care and the explanations of inequalities being experienced today.
[bookmark: _Toc214291911]2.4 International Context 
Global Perspective
Access to healthcare is one of the globally recognised socioeconomic differences in the field of health. This is a common trend in many countries whereby the low-income groups are less likely to obtain primary care, timely care and treatment, and increased disease burden. The universal health coverage is one of the strategies highlighted by the World Health Organisation (WHO) to restrict inequalities, and the countries are urged to promote the central systems of care. This minimise the financial constraints and invest in community-oriented services (Sowden et al., 2025). There are international trends that reflect an increased interest in the issues of social determinants of health, as policies are more interested in the early intervention, integrated care and lessening service gaps among the disadvantaged groups.
Comparative Analysis
The different nations assume different methods of addressing the problem of socioeconomic gaps. The healthcare is publicly funded in the United Kingdom through universal healthcare, but disparities do exist in terms of regional deprivation and labour shortages (Gibbs et al., 2025). Conversely, Norway and Sweden are also those that run universal systems but with more robust social welfare systems, which lead to fewer health disparities. Canada offers publicly funded physician services with rural inequalities just like those experienced in the UK. In the meantime, other nations including those with insurance (as is the case in the United States), witness some of the largest disparities in accessing care in the world, where low-income populations tend to defer or skip primary care due to the expenses (Limiri, 2025). International organisations like the WHO, frameworks like Health Equity and Social Determinants are some of the programmes which promote international cooperation in curbing such trends.
Case Studies
A practical example is the case of New Zealand which implemented the Primary Health Care Strategy capitalising funding and focusing on the support of the Māori and Pacific communities. This minimised some access barriers, but there is still a setback of challenges that exist in the case of socioeconomic inequalities (McCartney, 2025). The Family Health Strategy in Brazil increased community-based primary care teams within the deprived region. As a result, access has greatly increased, and avoidable hospitalisations are being reduced. Nonetheless, it cannot be fully effective due to sustainability issues. Countries like Sweden, with high levels of equity, happen to use as much welfare support as possible, and special attention is given to specific regions in need (Klein and Powell, 2025). In all these instances, there are both successful and unsuccessful ways in which inequalities can be reduced through specific investment, good social policy, and community-based best practices, and the weaknesses underscore the necessity of further structural adjustment.
[bookmark: _Toc214291912]2.5 National/Local UK Context
UK Perspective
Access to primary healthcare in the UK is still a significant worry, with socioeconomic inequality. Though the NHS is expected to deliver equitable care to everybody unconditionally, national trends indicate that people living in deprived areas tend to have lower GP visits, increased waiting time and less care continuity. According to reports conducted by organisations like The King's Fund and The Health Foundation, there have been growing disparities in health outcomes and service utilisation. This has influenced by an inadequate workforce, an increase in demand, and geographical variances in funding distributions (Brown et al., 2025). There is a growing demand in the health sector to take action to implement the social determinants of health and enhance primary care delivered in the community in order to curtail these disparities.
Policy and Regulation
A number of policies are paramount in influencing the manner in which the inequalities are addressed in the NHS. The Health and Social Care Act 2012 highlighted patient choice and commissioning, but also created competitive aspects, of which the critics claim ensured that service distribution between regions was even greater (MacInnes, 2024). NHS Long Term Plan (2019) laid emphasis on the reduction of health inequalities through enhancing access in the deprived regions, broadening digital healthcare facilities and recruitment of general practitioners. The statutory Integrated Care Systems (ICSs) were introduced in 2022 towards the coordination of health and social care at regional levels with the reduction of inequalities being a condition of the statute (Fairweather and Jawad, 2024). These policies offer guidelines for handling socioeconomic impediments. However, they can only work effectively with proper funding, manpower capacity and specific execution.
Local Context
On the local level, regional deprivation, distribution of workforce and local priorities of commissioning play an extraordinarily strong role in influencing variations in the access to healthcare. Most of the urban zones that are highly deprived, like regions of Birmingham, Manchester and Liverpool, tend to have more general practitioners’ workloads, fewer appointment bookings and more needs in chronic disease control (Limiri, 2025). Other approaches that have been implemented by Local authorities and Integrated Care Boards (ICBs) include enhanced access hubs, community health outreach, welfare support links and culturally focused services to the underserved. Certain areas have produced Deep Ends GP networks whose concentration is practices that serve the most vulnerable populations. The regional variation is, however, high, but rural regions have other disadvantages, including long distances and low service proximity (Alderwick et al., 2024). In general, local programmes are important in the reduction of inequalities, although their effects rely on resources and the needs of the population.
[bookmark: _Toc214291913]2.6 Conclusion
Summary of Key Points
The chapter has discussed the historical underpinnings of socioeconomic disparities in healthcare two theories namely, the Social Determinants of Health and the Inverse Care Law, and the broader global framework of responses to access disparities among countries. It also discussed the national and local setting of the UK including pertinent policies, structural issues, and regional peculiarities that affect access to NHS primary care.
Signpost to Next Chapter
The discussion presented in contexts are used to shape the methodological decisions as explained in Chapter 3. The research design, data sources, and method of analysis will also be outlined in the next chapter, which is supposed to provide sufficient theoretical and contextual foundations to the research.
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