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Abstract

palliative and end-of-life care.

theoretical lens through which data were synthesised.

conditions; and receiving care.

Background: Efforts to tackle socioeconomic inequities in access to palliative and end-of-life care require compre-
hensive understanding about the extent of and reasons for inequities. Most research on this topic examines differ-
ences in receipt of care. There is a need, particularly in the UK, for theoretically driven research that considers both
receipt of care and the wider factors influencing the relationship between socioeconomic position and access to

Methods: This is a mixed studies narrative synthesis on socioeconomic position and access to palliative and end-
of-life care in the UK. Study searches were conducted in databases AMED, Medline, Embase, CINAHL, SocIndex, and
Academic Literature Search, as well as grey literature sources, in July 2020. The candidacy model of access, which
describes access as a seven-stage negotiation between patients and providers, guided study searches and provided a

Results: Searches retrieved 5303 studies (after de-duplication), 29 of which were included. The synthesis generated
four overarching themes, within which concepts of candidacy were evident: identifying needs; taking action; local

Conclusion: There is not a consistent or clear narrative regarding the relationship between socioeconomic position
and receipt of palliative and end-of-life care in the UK. Attempts to address any inequities in access will require knowl-
edge and action across many different areas. Key evidence gaps in the UK literature concern the relationship between
socioeconomic position, organisational context, and assessing need for care.
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Background

There have long been concerns that access to healthcare
is influenced not only by an individual’s need for care but
also by their position in society relative to others [1, 2].
One indicator of relative position is a person’s socioeco-
nomic position, typically derived from level of income,
education, or employment, through which individuals
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obtain skills, knowledge, and assets that allow them to
benefit from society [3]. These individual-level indicators
derive from social structures and as such, socioeconomic
position cannot be divorced from the wider society in
which people live. It is both the product of how society is
structured and how individuals act within the constraints
of society [4].

Socioeconomic position has long been associated with
health outcomes, with people in a more disadvantaged
socioeconomic position nearly always experiencing
poorer health [3, 5]. While improving access to healthcare
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is not sufficient on its own to overcome these differences,
fair access across socioeconomic groups is a vital compo-
nent of an equitable healthcare system, facilitating oppor-
tunities to improve health outcomes [6]. There is a drive
within palliative and end-of-life care to understand and
improve inequities in access, including between socio-
economic groups [7-9]. Comprehensive understanding
about the extent and nature of socioeconomic inequities
in accessing this care is critical to these efforts.

Most research on socioeconomic inequities in access-
ing palliative and end-of-life care examines differences in
receipt of care, often indicating an association between
socioeconomic disadvantage and a lower likelihood of
receiving specialist palliative care [10-13]. Conversely,
use of hospital-based care in the last year of life tends
to be higher for those in a more disadvantaged socio-
economic position, with poorer health likely account-
ing for some of this use [8, 14, 15]. However, receipt of
care is only one component to accessing care. Access also
refers to how people and healthcare professionals iden-
tify needs, navigate services, and express preferences, all
of which takes place in the context of local service avail-
ability, ultimately leading to offers of care being made and
potentially rejected [16]. Despite being critical to under-
standing whether receipt of care is inequitable, fewer
studies have explored the relationship between socioeco-
nomic position and these wider components of access.

One review, now 10 years old, suggested that inequi-
table use of palliative care in high income countries may
partly relate to the geographic inaccessibility of services
in disadvantaged areas [11]. The review also highlighted
issues around mistrust, lower levels of health literacy and
communication difficulties between healthcare provid-
ers and those experiencing socioeconomic disadvantage,
drawing largely on evidence from the United States, and
to a lesser extent the UK [11]. Services, and the people
providing them, may also stigmatise some patients expe-
riencing social disadvantage, or not facilitate choices that
are desirable or realistic given the circumstances of peo-
ple’s lives [17, 18].

There is justification for examining socioeconomic
position and access to palliative and end-of-life care in
the UK context. Most evidence relating to socioeco-
nomic position and access to palliative and end-of-life
care comes from the United States. A meta-analysis of
studies examining the association between area depri-
vation and use of specialist palliative care, for example,
pooled results from 24 studies from three countries, with
14 studies from the United States, six from Canada, and
none from Europe [10]. While some findings are likely to
be transferable between countries, evidence from coun-
tries with insurance-based healthcare systems is not
easily applied to those providing universal, or close to
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universal, healthcare. The regulations and financial reim-
bursement related to hospice and specialist paliative care
referrals in some countries may create barriers to access
not found in the UK, for example [19].

Interventions to improve outcomes in palliative care,
and which aim to support people in socioeconomically
disadvantaged circumstances, are likely to be more effec-
tive when the context in which they are delivered is con-
sidered [20, 21]. In order to address any socioeconomic
inequities in access to palliative care, policy makers and
practitioners must understand the barriers to access
related to the organisational and socioeconomic con-
text specific to that setting. However, there is a paucity
of theory-driven research in this area, which could help
identify which aspects of a healthcare system or country
setting hinder or facilitate access for those experiencing
socioeconomic disadvantage.

There is a need for theoretically driven research that
considers the importance of local context for under-
standing the relationship between use of palliative care
and socioeconomic position. In this review, evidence
relating to socioeconomic position and access to pal-
liative and end-of-life care is closely examined in a single
country (the United Kingdom), looking both at receipt of
care and the factors influencing it. Focusing on a single
country allows evidence to be examined without hav-
ing to account for between country differences, and will
help identify access-influencing factors for which there is
good or poor evidence in the UK.

Palliative and end-of-life care in the UK

Palliative and end-of-life care in the UK is provided by
a mixture of state-funded NHS services and predomi-
nantly voluntary-funded hospice organisations. The for-
mal provision of palliative care by healthcare services has
grown substantially in the country since the 1960s, when
it was developed around the care of people with cancer
as part of the modern hospice movement [22]. Today, the
UK has one of the most well-developed and high quality
palliative care sectors in the world [23]. Recent develop-
ments include a push towards generalist palliative care,
encouraging a view of palliative and end-of-life care as
something that should be widely available across the
healthcare system, and not just in a small number of spe-
cialist inpatient units predominantly focused on patients
with cancer [24]. However, estimates suggest that around
half a million people could need palliative care in the UK
by 2040, likely necessitating changes to palliative care
models to accommodate this growing need [25].

The candidacy model of access
In this review, the suitability of an existing theoretical
model to understand issues of access to palliative and
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end-of-life care is explored, with the potential for this
model to be applied to other countries and settings. A
model of healthcare access arguably relevant across set-
tings and countries is the candidacy model of access
[16]. Developed from an analysis of healthcare access
for people experiencing socioeconomic disadvantage,
the candidacy model of access proposes seven stages
of negotiation between patients and providers that are
potentially influenced by socioeconomic position: identi-
fication of candidacy; navigation of services; permeability
of services; appearances; adjudications; offers or resist-
ance; and operating or local conditions (Table 1). The
model has been applied to diverse care settings, includ-
ing public services [26], maternity services in resource-
poor settings [27], and mental health care [28], but to our
knowledge has not been applied to palliative and end-
of-life care. It is used in this review to guide the study
searches and provide a theoretical analytical framework.

Review aims

Two key questions are explored in this review: (1) to
what extent is socioeconomic position associated with
access to palliative and end-of-life care in the UK and (2)
how do factors relating to socioeconomic position influ-
ence access to this care. A further aim is to explore the
usefulness of the candidacy model for understanding

Table 1 The stages of candidacy

Page 3 of 20

socioeconomic inequities in access to palliative and end-
of-life care. Consequently, the review includes evidence
on both receipt of care and the wider factors influencing
access.

Methods
This review took the form of a narrative synthesis, using
text rather than statistics to convey the meaning of the
data from primary studies [29]. The review process
was guided by the four stages of a narrative synthesis
(Table 2).

Study searches

A comprehensive search of the literature was under-
taken in July 2020 to find relevant English language,
peer-reviewed articles and grey literature reports. Search
terms and subject headings relating to palliative care,
access, and socioeconomic position were combined
with AND in searches on journal databases AMED,
Medline, Embase, CINAHL, SocIndex, and Academic
Literature Search. Searches were conducted in these
databases on 6th July 2020. Search terms were devel-
oped with reference to Cochrane guidance on finding
palliative care literature [31] and the original literature
synthesis that generated the candidacy model of access
[16]. An example search strategy (Medline) is included

Stages of candidacy Description

Identification of candidacy
Navigation
Permeability of services

The process by which people recognise their symptoms need medical attention or intervention.
The work people have to do in order to use services.
Describes how permeable a service is. A permeable service is one that is easy to use and does not involve gatekeep-

ing, for example through referral procedures. Also requires cultural alignment between users and services.

Appearances at health services
Adjudication
Offers and resistance

Operating conditions and the
local production of candidacy

The way in which people appear to service providers and how they assert a claim to candidacy for medical attention.
The professional judgements made about candidacy and the influence these have on the ongoing care of patients.
The pattern to which offers are made by professionals and resisted by patients.

The locally specific influences on interactions between professionals and patients.

Table 2 Stages of a narrative synthesis [29]

Stages of narrative synthesis This synthesis

Stage 1: Developing a theory of how the interven- The candidacy theory of accessing healthcare [16] provided a theoretical model for understanding

tion works, why and for whom.

access to palliative and end-of-life care for people experiencing socioeconomic disadvantage. Prior

to conducting the synthesis, the model was adapted to incorporate additional factors related to
palliative and end-of-life care (Supplementary Material 1).

Stage 2: Developing a preliminary synthesis of
findings of included studies.

Stage 3: Exploring relationships in the data

Initial coding was carried out using pre-defined and open coding. Some studies were grouped by
characteristics to try to identify patterns in the data.

Text summaries and concept mapping techniques were used to link findings and find reoccurring

themes. Data were explored under the seven stages of candidacy to examine how they fitted to

the model.

Stage 4: Assessing the robustness of the synthesis.

Hawker et al’s [30] critical appraisal tool was used to assess the quality of the primary studies.
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in Supplementary Material 2. Reference lists and cita-
tions of systematic reviews and included studies were
also searched. The websites of the relevant governmental
health departments in the UK, and of charities Hospice
UK and Marie Curie, were searched for grey literature.

Study screening

The study population included patient population groups
with any advanced progressive illness, their families,
healthcare professionals, or organisations providing their
care in the UK. Studies using any methods to research
socioeconomic position and access to palliative or end-
of-life care for the study population specified above were
eligible. Studies that looked at palliative care, end-of-life
care, people in the last year of life, or hospice care in any
setting were eligible for inclusion. This means studies of
care in both generalist (e.g. hospitals, primary care) and
specialist (e.g. hospices) palliative care settings were
included. Studies were included if they referenced in the
title or abstract the indicator of socioeconomic position
used. Studies that considered social characteristics (e.g.
gender, age, ethnicity) were only included when social
characteristics were linked to economic characteristics
(e.g. income, deprivation, occupational status).

Studies published prior to 1990 were excluded, as prior
to this time many palliative care providers in the UK
were in the early stages of development and had only just
become established [32]. Additionally, studies that only
considered place of death were excluded. While other
studies have included place of death as an indicator of
access [12], and there is some evidence to suggest use of
specialist palliative care may help mitigate the effect of
socioeconomic position on place of death [33], place of
death is a potentially misleading indicator of access. This
is because of the diversity in individual patients’ prefer-
ences for dying at home [34], challenging the assumption
that all deaths in hospital indicate poor access to care.
More recent evidence suggests that increasing use of hos-
pital services at the end of life by people in a more dis-
advantaged socioeconomic position is partly explained
by poor health [14], suggesting reasons beyond access to
care may influence the likelihood of dying in hospital.

A full list of inclusion and exclusion criteria is provided
in Supplementary Material 3. Titles and abstracts of all
retrieved studies were screened against the eligibility cri-
teria (MF); 10% of these studies were screened by a sec-
ond reviewer (EA) and disagreements were resolved in
further discussions about the inclusion criteria.

MF retrieved and screened the full texts of 69 stud-
ies and a further 40 were excluded (Fig. 1) resulting in 29
included studies. The characteristics of included studies
were input into a spreadsheet using a data extraction form
(Supplementary Material 4); quality appraisal was carried
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out at the same time using Hawker et al’s [30] critical
appraisal tool (Supplementary Material 5), chosen for this
review because of its appropriateness for both qualitative
and quantitative studies. Included studies were scored
(1 — very poor, 2 — poor, 3 — fair, 4 — good) for each of
the nine quality domains in the tool, aggregated into an
overall study score on the conduct and reporting of the
study. All studies were appraised for quality by MF and
10% were appraised by EA. Domain scores for compared
studies were similar from each reviewer, with no more
than a one point difference in each domain, resulting in
no more than a four-point difference in the overall study
scores. There was no quality score threshold for exclusion,
although where studies reported contradictory findings,
findings from the higher quality study were emphasised in
the reporting of the synthesis results.

Synthesising data
The analysis followed the stages of a narrative synthesis,
drawing on both inductive and deductive approaches
(Table 2). MF developed a preliminary synthesis (stage 2)
by coding the result sections of quantitative studies look-
ing at receipt of care in Nvivo. Codes were then grouped
by study characteristics to try to identify trends in find-
ings. Subsequently, the results and discussion sections of
quantitative and qualitative studies that examined other
access issues were coded by MF using open coding and
pre-defined codes from the candidacy framework [16].
The relationships between findings were explored
(stage 3) using concept maps, whereby codes and themes
from qualitative and quantitative evidence are diagram-
matically displayed to help establish links between them
[29]. Findings relating to the candidacy concepts were
summarised by text before returning to the primary
sources to identify any further data. These text summa-
ries were rewritten, incorporating further findings and
synthesising ideas into the final themes.

Assessing the robustness of the synthesis

Efforts were made to increase the robustness of the syn-
thesis by using two reviewers to select and screen studies,
helping to clarify study eligibility and ensure rigour in the
assessment of study quality. Viewing findings through the
lens of an existing theory of access also helped to incor-
porate concepts relevant to accessing palliative care not
previously considered by the authors.

Results

Searches retrieved 5303 studies (after de-duplication),
29 of which have been included in this review. Tables 3
and 4 describe the characteristics of studies with find-
ings relating to receipt of palliative and end-of-life care
(Table 3) and findings related to other access issues
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Fig. 1 PRISMA flow diagram of study screening

Database searches Other searches
4 (n=5667) (n=16)
=
: b
©
Q
(72}
After de-duplicates
removed
(n=5303)
E’ v
s Titles and abstracts Records excluded
e screened > -
& (n=5303) (n=5234)
Records excluded (n=40).
Reasons for exclusions:
> -
= Full text articles screened
= R No results about
2 (n=69) socioeconomic position
i_Tg; and palliative care (n=13)
Not about palliative care
(n=3)
Not primary research (n=5)
. Using place of death as
b Studies included access (n=3)
t =
E (n=29) Not UK based (n=7)
[=
- Abstract only/full text not
available (n=9)

(Table 4). Some studies contributed multiple findings and
are included in both tables. The studies ranged widely in
purpose and varied in quality, with scores ranging from
17 to 35; most studies scored between 25 and 30.

Findings

There was insufficient evidence to synthesise data under
the seven separate stages of candidacy. For example,
there was little evidence of how ‘permeable’ services
were (the ease with which they can be accessed and the
degree of cultural alignment required), nor in the extent
to which offers of care are accepted or refused. Instead,
four broader themes were generated, within which the
concepts of candidacy were captured: identifying needs;
taking action; local conditions; and receiving care. In the
original model, the first stage of candidacy was an indi-
vidual’s ‘identification’ of their own candidacy for health-
care, followed by their ‘navigation’ into, and ‘appearance’
at, a service. The broader themes generated from this
synthesis do not adhere to the same chronology, reflect-
ing the uncertainty within palliative care as to whether a

patient, family member, or professional would first iden-
tify a need for care and initiate a conversation.

Identifying needs

While no studies explicitly sought to examine differences
in need, or how people identify need, for palliative care
between socioeconomic groups, there were some indica-
tions that needs could vary. One study found that finan-
cial and housing issues, for example, were greater in the
last year of life for working class than middle class people
[41]. One hospice reported a greater number of visits to
patients in socially deprived boroughs of London, than
those in high income areas [49]. In another study, overall
quality of care received by patients at the end of life was
perceived to be worse in the 20% most socially deprived
areas of England, than in the least deprived areas [7].
Despite these indications of potentially greater need, or
unmet need, for palliative or end-of-life care there was
little exploration about how patients and profession-
als may assess need for care differently depending on a
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patient’s socioeconomic position, a fundamental compo-
nent to the candidacy model.

Evidence on awareness or attitudes towards death and
dying among patients from different socioeconomic
groups was minimal, over 20 years old, and contradictory,
making it hard to synthesise; the higher quality study
found that patients in a more advantaged class were more
accepting and aware of death and dying [56]. Only one
qualitative study considered attitudes to hospice care,
finding no examples of differences between social classes
[53]. There is a lack of evidence, therefore, that those in
a more socioeconomically disadvantaged position would
be less likely to recognise they had a need for palliative or
end-of-life care.

With regards to how professionals assessed patient
need, one study found that ‘working class’ patients were
more likely to feel a general practitioner has less time to
talk [41]. Another suggested that so-called lifestyle fac-
tors that the authors associated with socioeconomic
disadvantage, may lead to nurses downgrading patient
reports of pain [59]. This highlights the potential for bias
in how patients are assessed. Encouragingly, however, a
study of GP palliative care training in Wales found no
evidence of differences in training across socioeconomic
areas [48].

Taking action

Whether someone receives the care they need depends
on the abilities of patients, families, and healthcare pro-
viders to take steps to secure that care. There was some
evidence to suggest socioeconomically disadvantaged
groups and communities may have fewer informational
resources to help navigate this process. This evidence
showed patients who were more socioeconomically dis-
advantaged being less likely to recognise the phrase pal-
liative care or correctly understand the role of Macmillan
nurses [54], showing less desire for information or prefer-
ring to “passively” acquire it [53], finding it difficult to ask
for information [52], and misunderstanding the role of an
out of hours palliative care service [61].

Although families can facilitate access to care, only two
studies closely examined the relationship between socio-
economic position and families. One found that patients
often relied “on their most forceful members, particularly
children of higher social class” to achieve access to a hos-
pice bed ([53], p.108). Additionally, Johnson et al. [43]
found that household income of carers was not related
to access to palliative care, but higher qualifications were,
particularly having a degree. The ability to navigate care
successfully may, therefore, have a stronger link with hav-
ing a highly educated, possibly younger, care advocate.

It is not necessarily that patients and carers experienc-
ing disadvantage do not ask for care, but that sometimes
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requests appear to go unheard. In one study of Bangla-
deshi carers in East London, a carer in precarious social
circumstances reported not receiving formal support
even after they “begged the authority for help” ( [57],
p.126), and only received help after a fire broke out in
their kitchen. Cartwright [41] also found that more work-
ing class than middle class patients had difficulties over-
coming barriers to care related to housing, sometimes
financially driven.

Local organisation

While the organisation of services could be a barrier
to access, it was unclear whether such barriers impact
patients differently depending on socioeconomic cir-
cumstances [52, 61]. One qualitative study reported that
patients in a disadvantaged social class assumed they
have access to a hospice bed when they are dying, an
assumption in contrast to the reality of scarce resources
and limited referral options available to them [53]. Local
context is clearly important in understanding the impact
of service availability. While most hospices (77.1%) serve
mixed deprivation areas, more operate in affluent areas
(15.7%) than in deprived areas (7.1%) [55]. Some regions
in England have a higher proportion than others of
socially deprived areas over 30 min drive from a hospice
inpatient unit, indicating that the relationship between
area deprivation and geographic accessibility is not con-
sistent throughout the country [51, 62].

Regional differences are also evident in the length of
time between referral to hospices and death. The time
spent under hospice care in the Midlands or South of
England is longer on average than in the North of Eng-
land — a more disadvantaged region on average [37].

Where inequities in access do exist, they are unlikely
to only result from differences in service availability: a
study of a single hospice at home service delivered to two
socioeconomically distinct areas found increasing area
deprivation was associated with lower referral rates [63],
suggesting that availability could not fully explain inequi-
ties in referrals in that instance.

Receiving care

Receiving care from generalist palliative and end-of-life care
providers

The use of hospital or primary care services does not nec-
essarily mean an individual has received generalist pal-
liative care. However, these services have the capacity to
provide generalist palliative care, making it appropriate
to consider the association between socioeconomic posi-
tion and receipt of these services. Using hospital services,
particularly emergency care, at the end of life is consist-
ently associated with socioeconomic disadvantage [8, 15,
58]. The evidence regarding primary care referrers was
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more mixed, with one study finding that both patients
with financial difficulties and those who paid for health
services were more likely to be frequent attenders of GP
services in the last year of life [47]. A study of a hospi-
tal at home service for people in the last 2 weeks of life
found that patients tended to live in less deprived areas,
although there were no statistically significant differences
in referrals by social class [46]; a third older, smaller study
also found no social class differences in the use of GP ser-
vices or in nurse visits towards the end of life [41].

Receiving care from specialist palliative care providers

There was an overall trend for findings to suggest no
evidence of differences in receipt of specialist palliative
care between socioeconomic groups, although this may
depend on a number of factors [7, 8, 35, 36, 39, 41, 42,
44, 64]. For example, there was a slight trend for findings
based on survey data to suggest no evidence of a differ-
ence in receipt of specialist palliative care between socio-
economic groups [7, 35, 36, 39, 64]. A similar pattern was
found for findings based on individual measures of socio-
economic position [35, 36, 42, 64], and from studies using
national representative samples [7, 35, 36, 41, 64].

In contrast, findings based on routinely collected data
[37, 44, 63] or which used local data [38, 44, 63] tended
to report socioeconomic inequities in receipt of specialist
palliative care.

Discussion

This aims in this review were to understand the extent to
which socioeconomic position influences access to pallia-
tive and end-of-life care in the UK and explore how fac-
tors relating to socioeconomic position influence access
to this care. An additional aim was to explore the useful-
ness of the candidacy model for understanding socioeco-
nomic inequities in access to palliative and end-of-life
care.

This study reiterates the finding that socioeconomi-
cally disadvantaged populations are more likely to
receive hospital-based care at the end of life, and that
there is a lack of evidence regarding access to and use
of services that might be providing generalist palliative
care in the community [7, 10]. The review findings did
not suggest a consistent or clear narrative regarding
the relationship between socioeconomic position and
receipt of specialist palliative care in the UK, with many
studies finding no evidence of differences in receipt
of care between socioeconomic groups. Finding an
absence of evidence does not preclude there being soci-
oeconomic inequities in access to palliative care in the
UK. However, it indicates there is currently very poor
understanding within the UK of the extent to which
these exist. While it is possible to draw on evidence
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from the United States, Canada, and Australia, which
suggests an overall trend towards individual socioeco-
nomic disadvantage being associated with lower odds
of using specialist palliative care [10], further research
in UK should look to clarify where and when inequities
in receipt of care occur.

Ascertaining whether differences or similarities in
receipt of palliative care are inequitable or equita-
ble requires better understanding of the relationship
between socioeconomic position and need for pallia-
tive care, particularly population level need. This issue
has been identified in earlier studies and was reiterated
again in the findings from this review [10, 13]. Build-
ing on this evidence base, the findings from this review
point towards specific evidence gaps within the UK con-
text concerning the relationship between socioeconomic
position, how need - or ‘candidacy’ - for palliative care is
assessed, and the organisation of care.

Ideally, need for palliative care is determined by assess-
ing a range of different patient characteristics, such as
physical or emotional symptoms, spiritual distress, pref-
erences, and prognosis [65]. In practice, other factors
relating to healthcare professionals and local context are
also often taken into account [66, 67]. While acknowl-
edging the challenges of defining need for palliative care,
without a clear conception of need, it is difficult to con-
clude whether access to care is inequitable [68]. Given
that pressures on healthcare services are often greater
in more socioeconomically disadvantaged areas [69, 70],
understanding whether external service pressures are
considered an appropriate indicator of ‘need’ for care,
and how this influences access to palliative care, may be
critical in understanding why and when socioeconomic
inequities arise. Despite this, few studies in this review
explored how patients and professionals assess need in
the context of socioeconomic disadvantage, or the rela-
tionship between this and organisational context.

The findings from this review, and the theoretical
arguments proposed within the candidacy model of
access, position access as an interaction between peo-
ple and healthcare services that is contextualised by
how services are organised locally. This is important for
answering the question of ‘how’ different factors influ-
ence access to palliative and end-of-life care. On the
one hand, there was suggestion in this review of poten-
tial differences in information resources held by patient
and families, as well as in understanding of health and
healthcare at the end of life. This is similar to health lit-
eracy-related barriers to access identified in reviews of
international evidence on palliative care and socioeco-
nomic position [11]. However, there were also indica-
tions that professionals in socially deprived areas had
less time to talk or did not respond to requests for help.
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This calls for attention on the interaction between com-
munication, information, and service resourcing, and
its influence on inequities in access.

Local organisation of services is considered an impor-
tant influence on assessing candidacy for care among
socioeconomically disadvantaged groups [16, 27].
Most findings in this review relating to how services
are organised focused on geographical accessibility of
services. While compared to many other countries, the
UK has well-developed palliative care services [23], the
evidenced documented in this review suggests a poten-
tial regional bias in service availability favouring more
advantaged areas. However, beyond geographical avail-
ability, equitable access to palliative and end-of-life
care is likely to require changes to traditional models
of care, how services are delivered, and to inter-pro-
fessional working relationships [17, 71]. Future studies
would benefit from expanding on geographical acces-
sibility to consider how these other aspects to service
organisation may result in different patterns of access
for socioeconomic groups in UK settings. Popula-
tion health approaches to palliative care could be used
to identify population need and facilitate equitable
responses, considering the local population and organi-
sation context [17, 72, 73].

A further evidence gap in the UK concerns the role
of mistrust and stigmatisation in driving inequities in
access. Evidence from other countries of patient mis-
trust in services and the stigmatisation of patients from
disadvantaged backgrounds was not widely replicated in
studies included in this review [18, 74]. There is a need
in the UK to better understand how these issues may be
experienced by people who are disadvantaged not just in
their socioeconomic position but across multiple char-
acteristics, including age, ancestry, and gender. Of the
studies synthesised in this review, only one explicitly con-
sidered the relationship between socioeconomic position
and ancestry [57], but there was little evidence relating
to the intersection of gender and socioeconomic factors,
despite family caregiving in palliative care being highly
gendered [75]. Mistrust of services and stigma have been
documented in studies of palliative care access for people
experiencing homelessness in the UK [76]. Research with
homeless populations was not included in this review,
because the specific services (hostels, harm reduction
services) tailored to people experiencing homelessness
mean their experiences of accessing palliative care are
likely to be specific to that population group [77]. Addi-
tionally, several recent systematic reviews had already
been conducted for that topic [76—-78]. However, future
studies may want to explore whether mistrust of services
is an experience relevant to other populations experienc-
ing socioeconomic disadvantage in the UK.
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Assessing the candidacy model of access

The candidacy model provided a useful lens through
which to view the evidence, largely as it made clear the
gaps in evidence described above. In focusing on patient-
professional interactions, access is posited as a phenom-
enon generated through social interactions influenced by
context, rather than something that an individual does.
This focus on social interactions complements the phi-
losophy of palliative care, where compassion, communi-
cation and building trusting relationships are paramount
[79], justifying the use of the model in this review.

There were some limitations to using this model in
this review. The suggestion within the candidacy model
that access begins with a person identifying their own
need for care may be inappropriate within palliative care,
where referrals tend to be initiated by healthcare profes-
sional rather than by patients [65], although some clini-
cians are reluctant to do this [80—82]. The lack of focus on
the influence of structural factors on equitable access is a
further limitation of the model, and one already noted in
other research [27]. Future uses of candidacy within palli-
ative care may benefit from incorporating concepts from
other theories or models, including those that explicitly
reference high-level political, economic, and social struc-
tures underpinning socioeconomic inequities [17, 73].

Limitations

Any analysis of access to palliative care is substantially
hindered by the lack of accurate accounting for differ-
ences in need for palliative care, long identified as an
issue [10, 68]. The limited amount of evidence for some
of the seven original stages in the candidacy model meant
it was necessary to synthesise the data under broader
themes, although these still reflected the sentiments of
original model constructs. The long time span covered
in this review (1990 to 2020), and that most studies’ pri-
mary focus was not socioeconomic position, also made it
difficult to synthesise findings. As the evidence base for
this topic expands, future reviews could aim to synthesise
studies with a primary focus on socioeconomic factors,
in particular those using qualitative methods where hav-
ing rich and detailed data would strengthen the synthesis.

Implications

The findings of this review imply that attempts to
address inequities in access will require knowledge and
action across many different areas. For example, raising
awareness of palliative care amongst those experienc-
ing socioeconomic disadvantage is unlikely to be suf-
ficient to generate access, without understanding and
addressing barriers related to how services are organ-
ised or needs are identified. There are many evidence
gaps and areas of uncertainty within the UK context
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that further research could address, including which
service models are more effective are reaching socio-
economically disadvantaged populations, the influence
of socioeconomic factors on how needs are assessed, or
the extent to which mistrust of services and stigma is a
barrier to access.

Conclusion

There is a not a clear and consistent narrative in UK
literature regarding the relationship between socioeco-
nomic position and access to palliative and end-of-life
care. While there is some evidence indicating socio-
economic differences in informational resources to
help navigate the process of accessing care, there is less
understanding about which service models are effective
at reducing inequities, or how socioeconomic factors
affect how patients, families, and professionals assess
needs. The candidacy model of access is applicable to
palliative and end-of-life care although other concepts
may need to be incorporated to capture the full range
of factors influencing access to care for those experi-
encing socioeconomic disadvantage.
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