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[bookmark: _Toc225106689]Introduction
Ethnicity refers to groups sharing common cultural traditions, ancestry, language, or national background. In the UK, ethnic minority groups include South Asian, Black African, Black Caribbean, Chinese, and others. The population has become more diverse, with ethnic minorities making up 18.3% in England and Wales in 2021, up from 14% in 2011 (Office for National Statistics, 2023). Health inequalities are avoidable differences in health outcomes, with ethnic minority groups often experiencing poorer health due to social and economic disadvantages (Marmot, 2024). These inequalities are linked to factors such as income, housing, education, and access to healthcare. People in deprived areas are almost twice as likely to report poor health, while issues like discrimination and limited access to services further increase long-term health disparities (The King’s Fund, 2023).
[bookmark: _Toc225106690]Disease Condition 1: Higher Rates of Type 2 Diabetes
One key example of health inequality is the higher prevalence of type 2 diabetes among ethnic minority groups. In the UK, South Asian individuals are 2–4 times more likely to develop the condition, while Black African and Caribbean groups are about twice as likely (Diabetes UK, 2024). It also develops earlier in South Asian populations, increasing the risk of complications such as cardiovascular disease and kidney problems (NHS England, 2023). Around 90% of diabetes cases in the UK are type 2, with higher rates in deprived and diverse communities. These inequalities are largely influenced by social factors, including limited access to healthy food, safe spaces for physical activity, and early screening services (Patel et al., 2024).
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(Pham et al., 2019)
[bookmark: _Toc225106691]Disease Condition 2: Cardiovascular Disease and Chronic Illness
Cardiovascular disease (CVD) remains a leading cause of mortality in the UK, accounting for approximately 160,000 deaths annually (British Heart Foundation, 2024). However, the burden of CVD is not equally distributed across the population. South Asian individuals have up to a 50% higher risk of developing coronary heart disease compared with the general population (BHF, 2024). Hypertension and diabetes, which are key risk factors for cardiovascular disease, are also more prevalent among Black African and Caribbean populations. For example, around 40% of Black adults are affected by high blood pressure compared with approximately 30% of the wider UK population (NHS Digital, 2024). These disparities contribute significantly to increased rates of stroke and heart disease. Differences in healthcare access and utilisation further contribute to inequalities. Some ethnic minority groups experience delays in diagnosis and treatment, which can worsen outcomes and increase the risk of complications. Socioeconomic factors, including income and education, also play a major role in shaping cardiovascular risk (Marmot, 2024; Sapey et al., 2023).
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(BHF, 2024; NHS Digital, 2024)
[bookmark: _Toc225106692]Disease Condition 3: Mental Health Inequalities
Mental health outcomes vary significantly across ethnic groups in the UK. Black individuals are more than four times as likely to be detained under the Mental Health Act compared with White individuals (NHS Digital, 2024). People from ethnic minority backgrounds are also more likely to experience severe mental health conditions but are less likely to access early intervention services (NHS England, 2023). Several factors contribute to these inequalities, including stigma surrounding mental health, cultural beliefs, and experiences of racism and discrimination. These factors can prevent individuals from seeking help at an early stage, leading to more severe illness and crisis-level interventions (Marmot, 2024). Improving culturally sensitive mental health services and increasing awareness within communities are essential steps in addressing these disparities. Community-based approaches and improved representation within healthcare services can also help build trust and improve access (Public Health England, 2023).
[bookmark: _Toc225106693]Social Issues 1: Socioeconomic Disadvantage
Socioeconomic inequality is a major driver of health disparities in the UK. Around 39% of individuals from Bangladeshi backgrounds and 38% from Pakistani backgrounds live in relative poverty, compared with 18% of the White population (Joseph Rowntree Foundation, 2024). Employment inequality also contributes to poor health outcomes. Ethnic minority groups are more likely to work in low-paid, insecure or high-risk jobs, which can lead to financial instability and increased stress (Office for National Statistics, 2023). These conditions are associated with higher rates of both physical and mental health problems. People living in deprived areas are also more likely to develop multiple long-term conditions, further widening health inequalities. Addressing these disparities requires broader social and economic policies aimed at reducing poverty and improving living conditions (Kayani et al., 2024; Marmot, 2024).
[bookmark: _Toc225106694]Social issue 2: Housing and Environmental Inequalities
Housing conditions play a significant role in shaping health outcomes. Ethnic minority households are more likely to experience overcrowding, particularly among Bangladeshi and Black African communities (Office for National Statistics, 2023). Overcrowded housing increases the risk of infectious diseases and can negatively impact mental health. Poor housing quality, including damp and inadequate ventilation, is linked to respiratory conditions such as asthma. Children living in these environments are particularly vulnerable (UK Health Security Agency, 2023). Environmental factors also contribute to health inequalities. Ethnic minority populations are more likely to live in areas with higher levels of air pollution, increasing the risk of respiratory and cardiovascular diseases (World Health Organization, 2024). Improving housing conditions and reducing environmental risks are therefore essential for addressing health disparities (Shelter, 2024).
[bookmark: _Toc225106695]Social issue 3: Barriers to Healthcare Access
Although the NHS provides universal healthcare, ethnic minority populations still face barriers. Many report difficulties accessing GP services, and language barriers can hinder communication, leading to delayed diagnoses and poorer outcomes (NHS England, 2024; Office for National Statistics, 2023). For instance, minority patients are more often diagnosed with cancer at later stages, reducing survival (Cancer Research UK, 2023). Addressing these issues requires better interpreter services, culturally competent care, and community engagement (Race Equality Foundation, 2024).
[bookmark: _Toc225106696]National Response to Reduce Inequalities
The UK government and health organisations have introduced several initiatives to reduce ethnic health inequalities. The NHS Long Term Plan aims to improve early diagnosis and access to care, particularly for disadvantaged populations (NHS England, 2019). The Marmot Review emphasises the importance of addressing wider social determinants such as education, housing, and employment. It highlights that reducing health inequalities requires coordinated action across multiple sectors, not just healthcare (Marmot, 2024). Public health programmes have also contributed to improvements in health behaviours, such as reduced smoking rates, although disparities persist across different groups (Office for Health Improvement and Disparities, 2023).
[bookmark: _Toc225106697]Organisations Supporting Ethnic Minority Health
The Race Equality Foundation plays a key role in addressing ethnic health inequalities in the UK. It works to improve health and social care services through research, policy advocacy, and community engagement (Race Equality Foundation, 2026). The organisation highlights how structural factors, including racism and lack of culturally appropriate services, contribute to poor health outcomes. It also supports community-led initiatives aimed at improving awareness and access to healthcare services (Race Equality Foundation, 2025). By working with policymakers and healthcare providers, the organisation promotes more inclusive and equitable healthcare systems, helping to reduce long-term inequalities (Joseph Rowntree Foundation, 2026).
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(Race Equality Foundation, 2026)
[bookmark: _Toc225106698]Conclusion
Ethnicity remains a key determinant of health in the UK, with ethnic minority groups experiencing higher rates of conditions like type 2 diabetes and cardiovascular disease (Gov.uk, 2024). These inequalities are mainly driven by social factors such as poverty, housing, and access to healthcare rather than biology (The King’s Fund, 2023). Although some progress has been made, significant disparities remain. Addressing them requires better access to services, reduced structural inequalities, and culturally appropriate care, alongside wider social and economic improvements (Marmot, 2024).
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[bookmark: _Toc225106700]Task 2: Epidemiological Case Analysis Periodontal Disease in Ethnic Minority Populations
[bookmark: _Toc225106701]Introduction
Periodontal disease is a chronic inflammatory condition affecting the supporting structures of the teeth, including the gingiva, periodontal ligament and alveolar bone. It usually begins as gingivitis but can progress to irreversible periodontitis, leading to tooth loss and contributing to systemic conditions such as cardiovascular disease and diabetes (Chapple et al., 2024; WHO, 2023; Peres et al., 2022). Due to its high prevalence and long-term consequences, it is recognised as a major global public health issue (GBD Oral Disorders Collaborators, 2022)
Globally, periodontal disease affects around 20–50% of adults, with severe periodontitis impacting nearly one billion people (WHO, 2023; Kassebaum et al., 2022; Marcenes et al., 2022). In the UK, most adults show some signs of the disease, although severe forms affect a smaller proportion (NHS Digital, 2023). However, these statistics conceal important inequalities, as the burden is disproportionately higher among disadvantaged and ethnic minority populations (Watt et al., 2021; Sabbah et al., 2023).
The effects of periodontal disease extend beyond oral health. It can negatively impact confidence, communication and quality of life, while also increasing the risk of systemic illness. Ethnic minority populations often face additional barriers, including cultural beliefs, language differences and reduced access to dental services, which can worsen health outcomes (Watt et al., 2021).
This report focuses on Tower Hamlets, a London borough characterised by high deprivation and a diverse population, particularly within the Bangladeshi community. This context allows for a deeper understanding of how epidemiology can be used to explore and address oral health inequalities (OHID, 2023).
[bookmark: _Toc225106702]Public Health Measures: Prevention, Protection and Promotion
Public health responses to periodontal disease are commonly structured around three key functions: prevention, protection and promotion. While these approaches are well established, their effectiveness is often limited by structural inequalities and resource constraints (Watt et al., 2021; Sheiham and watt, 2022).
Prevention operates at three levels. Primary prevention includes oral hygiene instructions, fluoride use and smoking cessation to reduce disease onset. Secondary prevention focuses on early detection through routine dental check-ups, while tertiary prevention involves clinical management to prevent progression and complications (Peterson and Ogawa, 2022). Despite their importance, preventive services are less accessible to deprived and ethnic minority populations. Barriers such as cost, limited awareness and cultural perceptions reduce engagement with these services (Watt et al., 2021).
Protection involves regulatory and service-based measures, including NHS dental services and public health policies such as sugar reduction programmes. Although NHS services are available, access remains uneven. In Tower Hamlets, high demand and workforce shortages create delays, reducing the effectiveness of protective strategies. Furthermore, service distribution often does not match population needs, leading to geographical inequalities (BDA, 2023).
Promotion focuses on empowering individuals and communities to adopt healthier behaviours. Culturally tailored health promotion programmes, particularly those delivered in native languages, are more effective in engaging ethnic minority groups. However, generic approaches often fail to address cultural and linguistic differences, limiting their impact and sustainability (Watt et al., 2021; Guarnizo-Herreno et al., 2022).
Overall, while the three Ps framework is useful, its effectiveness is constrained by wider social determinants such as poverty, education and housing. This highlights the need for integrated and equity-focused strategies that go beyond individual behaviour change.
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(Lahore university of biological and applied sciences,2023)

[bookmark: _Toc225106703]Determinants and Risk Factors
Periodontal disease is influenced by a complex interaction of biological, behavioural and social determinants, which together shape disease risk and outcomes (Chapple et al., 2024).
Biological factors include age, genetic predisposition and systemic conditions such as diabetes. The relationship between diabetes and periodontal disease is bidirectional, meaning each condition worsens the other. Poor glycaemic control increases the severity of periodontal disease, while periodontal inflammation negatively affects diabetes management (Chapple et al., 2024).
Behavioural factors such as smoking, poor oral hygiene and irregular dental attendance are strongly linked to disease development. Smoking, in particular, increases disease severity, impairs immune response and reduces treatment success. Dietary habits, especially high sugar intake, also contribute indirectly by promoting plaque accumulation and inflammation (Watt et al., 2021).
However, behaviour alone does not explain the full picture. Social determinants, including income, education and ethnicity, play a critical role in shaping exposure to risk factors and access to care. Ethnic minority groups are more likely to experience socioeconomic disadvantage, which increases vulnerability to periodontal disease. Cultural beliefs and health literacy also influence oral health behaviours and attitudes towards seeking care (The King’s Fund, 2023).
Environmental factors further contribute to disease patterns. In Tower Hamlets, high population density and service pressures limit access to dental care. Language barriers and unfamiliarity with the healthcare system may discourage individuals from seeking treatment, reinforcing inequalities (OHID, 2023).
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(Kiroku n.d.)

[bookmark: _Toc225106704]Epidemiological Studies and Health Needs Assessment
Epidemiological research uses different study designs to understand periodontal disease patterns and determinants (NHS Digital, 2023).
Cross-sectional studies, such as the Adult Oral Health Survey, provide useful data on prevalence and distribution. However, they cannot establish causation and may underestimate disease burden due to non-attendance bias. Individuals who do not attend dental services are often those at highest risk, leading to underrepresentation (NHS Digital, 2023).
Cohort studies provide insights into disease progression over time but require significant resources and long follow-up periods. Case-control studies are useful for identifying associations but may be affected by recall bias and challenges in selecting appropriate controls.
In Tower Hamlets, Health Needs Assessment (HNA) is essential for translating epidemiological data into practical action. HNA identifies population needs and helps prioritise interventions. Local data show high levels of untreated dental disease, low attendance and significant inequalities within the Bangladeshi community (OHID, 2023).
However, HNA is limited by gaps in ethnicity-specific data and potential underreporting. This reflects a broader limitation of epidemiology, where decisions rely on incomplete data. Improving data quality and ensuring better representation of minority groups is essential for effective planning (Watt et al., 2021).
[bookmark: _Toc225106705]Surveillance and Monitoring
Effective public health management relies on strong surveillance systems to monitor trends and evaluate interventions (Public Health England, 2022).
In the UK, periodontal disease is monitored through systems such as the Adult Oral Health Survey and NHS Dental Statistics. These use passive, active and sentinel surveillance approaches. Passive surveillance relies on routine clinical data, active surveillance involves targeted data collection, and sentinel systems monitor trends in selected populations (Public Health England, 2022).
Each approach has limitations. Passive surveillance may exclude individuals who do not access services, leading to underestimation. Active surveillance is more accurate but resource-intensive and infrequent (NHS Digital, 2023).
In Tower Hamlets, local data are important for identifying inequalities, but inconsistencies in data collection reduce reliability. Improved data integration, digital systems and standardisation are needed to strengthen monitoring.
[bookmark: _Toc225106706]Public Health Impact
Periodontal disease has significant impacts at individual, community and system levels (Chapple et al., 2024; Listl et al., 2023).
Clinically, it causes inflammation, bleeding and discomfort in the early stages, progressing to tooth loss and functional impairment. This affects nutrition, speech and overall quality of life (Newton and Bower, 2022). Its links with systemic diseases such as cardiovascular disease and diabetes further increase its public health importance (Chapple et al., 2024).
Economically, periodontal disease places a substantial burden on healthcare systems. In the UK, oral diseases cost billions annually, including treatment costs and productivity losses. Indirect impacts such as reduced employability further increase the burden (Public Health England, 2022).
Socially, the disease contributes to health inequalities, disproportionately affecting disadvantaged and ethnic minority populations. Poor oral health can lead to stigma, reduced confidence and limited social participation, reinforcing the social gradient in health (Watt et al., 2021; Locker, 2022).
[bookmark: _Toc225106707]Intervention Programme Design and Evaluation
Addressing periodontal disease in Tower Hamlets requires a targeted, evidence-based intervention programme (OHID, 2023).
The proposed Community-Based Periodontal Health Improvement Programme includes culturally tailored education, community screening through mobile clinics, behavioural support such as smoking cessation and improved access through flexible services (Watt et al., 2021).
This approach addresses key barriers and social determinants. Community engagement and culturally appropriate messaging can improve trust and participation. However, success depends on sustained funding, workforce capacity and long-term commitment (BDA, 2023).
Evaluation is essential. Process evaluation assesses implementation, outcome evaluation measures behavioural and clinical changes, and impact evaluation examines long-term improvements and reduced inequalities (Public Health England, 2022).
A key challenge is linking outcomes directly to interventions due to wider social influences. Mixed-method approaches combining quantitative and qualitative data are therefore important.
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(The Open University, n.d.)
[bookmark: _Toc225106708]Strengths and Weaknesses of Epidemiological Approach
Epidemiology provides a strong framework for understanding public health issues. It helps identify risk factors, measure disease burden and inform interventions (Watt et al., 2021).
However, limitations exist. Data may be affected by underreporting and bias, while observational studies limit causal conclusions. Traditional approaches may also overlook social and cultural influences (NHS Digital, 2023).
In periodontal disease, these limitations are significant due to the strong influence of social determinants. Integrating epidemiology with social science approaches is essential for developing effective and equitable solutions (The King’s Fund, 2023).
[bookmark: _Toc225106709]Conclusion
Periodontal disease is a major public health issue affecting both oral and general health, with a disproportionate impact on ethnic minority populations in Tower Hamlets due to wider inequalities (Watt et al., 2021; WHO, 2023). Epidemiological methods are vital for identifying patterns but are limited by data gaps and structural challenges. Addressing the disease requires a comprehensive approach that prioritises prevention, equitable access and culturally appropriate care. Strengthening surveillance and combining epidemiological evidence with community-based strategies can improve outcomes and reduce inequalities (Chapple et al., 2024).
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