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[bookmark: _Toc216018845]Task 1: Analysing Social Epidemiology
Title: “Age‑Related Health Inequalities among Older Adults in England: A Social Epidemiological Perspective”
[bookmark: _Toc216018846]1. Introduction
This report focuses on adults aged 65 and over living in England. Nearly 11 million people about 19% of the population are in this age group, and their numbers are rising rapidly (Age UK, 2024). Biological ageing interacts with poverty, poor housing, social isolation and unequal access to services, creating marked age‑related health inequalities in morbidity, mortality and quality of life.
[bookmark: _Toc216018847]2. Contextual Background and Underlying Factors
[bookmark: _Toc216018848]2.1 Diseases
Inequalities in Late‑Life Depression and Anxiety
The most prevalent mental issue in later life is depression. Age UK approximates that 22 percent of men and 28% women above the age of 65 years are affected by depression (Centre for Ageing Better, 2025). On low income, multimorbid and older adults who are bereaved and socially isolated are more likely to experience depression and anxiety. Cumulative life-course disadvantage, mental-health stigma, ageism in services, transport, online or offline and lengthy waits to talking therapy are underlying causes.
Solutions: These inequalities can be minimized by enhancing primary-care based screening of depression and anxiety in individuals aged 65+, enhancing referral to age-relevant psychological therapies, and incorporating mental health into chronic disease and frailty surveys (Brunner et al., 2018).
Dementia Prevalence and Diagnosis Gaps
In England, a primary-care population aged 65 and above made up approximately 483,000 people with a formal diagnosis of dementia, a prevalence rate of 4.2 (Conrad et al., 2024). In the UK alone there are about 982,000 individuals with dementia, which is expected to be 1.4 million by 2040 (Courea and Partington, 2024). Individuals living in more disadvantaged regions have lower chances of timely diagnosis, memory test or good quality care-home placements, and are prone to delays in accessing specialist support.
Solutions: The introduction of personalised care plans, carer support and dementia-friendly communities in high-deprivation regions will contribute to making sure that later-in-life cognitive disorders do not become unequal safety, autonomy and quality of life (Kraftman, Hardelid and Banks, 2021).
Cardiovascular Disease
In England, cardiovascular disease (CVD) is one of the causes of morbidity and early mortality, as well as a significant contributor to disparities in healthy life expectancy. The national data indicate that the under 75 mortalities due to CVD is four times less in the most deprived tenth of areas than it is in the least deprived (Kim et al., 2025).
Solutions: Primary care networks in deprived neighbourhoods can be strengthened to decrease inequalities by adding blood-pressure, cholesterol and atrial fibrillation case-finding with specific cessation of smoking and weight-management strategies.
[bookmark: _Toc216018849]2.2 Social Issues
Loneliness and Social Isolation
Lots of older adults in England live alone: in 2023 over 4.2 million people aged 65 and above, as well as more than 2 million people aged 75 and above, live alone (Muhammad Helmi Barghouth et al., 2024). Inequality patterns loneliness. It is prevalent among the lower income earners, the poor, poor housing and marginalised ethnic groups. Chronic loneliness has been closely linked to depression, impaired cognition, weakness, falls and increased mortality hence it is a significant social determinant of health (Schneider et al., 2022).
Solutions: Strategies to be used are social prescribing, befriending schemes, community connectors, and Age-friendly community activities which develop available and affordable local activities.
Pensioner Poverty
Although state pensions have a triple lock, older people have become poorer over the past few years. Pensions and Lifetime Savings Association statistics show that approximately 1.9 million pensioners 16% of older individuals can be found in relative poverty (Sinclair et al., 2021). The poverty of pensioners is not evenly spread. It is greater in single women, renters, minority ethnicities and those not having individual pensions or having gaps in employment records.
Solutions: The rapid boost in incomes of the poorest elderly by increasing uptake of Pension credit and housing benefits by engaging in outreach activities, making processes more user-friendly, and offering independent welfare advice can be achieved very rapidly (Kraftman, Hardelid and Banks, 2021).
Fuel Poverty, Home Quality and Cold Homes
The High energy costs in comparison to income and energy-inefficient homes have become a significant cause of health inequalities. In 2023 the fuel poverty figure stood at 3.17 million households in England, and approximately 2.1 million trying to be vulnerable households (Muhammad Helmi Barghouth et al., 2024). Winter excess deaths, respiratory illness, falls, cardiovascular and aggravated arthritis and mental health are associated with poor housing and cold homes.
Solutions: Health-equity-based retrofit programmes which aim at low-income elderly homes and insulate them, upgrade their boilers and give them energy guidance can not only reduce emissions but also reduce health disparities (National Energy Action (NEA), 2024).
[bookmark: _Toc216018850]3. National Response to Reduce Health Inequalities in Older adults
Some of the national policies specifically focus on minimizing health inequalities against older individuals. The NHS Long Term Plan promises the service to an increased concerted and systematic process of bridging outcome disparities, with precise commitments in respect to ageing well, frailty, dementia and community-based support (NHS, 2022).
The Health and Care Act 2022 reinforces the legal responsibility on NHS England and Integrated Care Boards to lessen the inequalities in access as well as outcomes. These responsibilities form the basis of the Core20PLUS5 framework, which puts action in the 20% poorest quality neighbourhoods and locally determined high-risk groups, with frailty, dementia, falls and multiple long-term conditions being the priorities clinical areas of older people (NHS England, 2021).​
[bookmark: _Toc216018851]4. Organisations in Support of the Chosen Group
The age UK is the national charity that focuses its attention on the enhancement of lives of the older people in the UK and is in the forefront in addressing the inequalities that affect the health of the ageing population. Its strategic objectives are to alleviate poverty, loneliness and discrimination and all older people have access to good-quality health and social care (Office, 2025). The charity also undertakes campaigns and releases research such as its State of Ageing reports and loneliness and unmet care needs reports which demonstrate how disadvantaged older adults are disproportionately affected by deprivation, poor housing and isolation which impact on debates at the national policy level (NHS England, 2017).
[bookmark: _Toc216018852]5. Conclusion
Age‑related health inequalities in England arise from the interaction of biological ageing with entrenched social and economic disadvantage. Older adults in deprived, isolated or fuel‑poor circumstances face higher burdens of mental illness, dementia, CVD, loneliness and poverty. Sustained action across policy, services, housing and the voluntary sector is required to ensure a fairer, healthier later life for all.
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Title: “Type 2 Diabetes Among Elderly Individuals: A Public Health Concern in Tower Hamlets, London”
[bookmark: _Toc206719036][bookmark: _Toc216018854]Introduction
Insulin resistance and beta-cell dysfunction led to type 2 diabetes, which manifests as hyperglycemia. Beyond the health of people, entire families and communities are impacted by caring, diminished productivity, and economic hardship. The prevalence of diabetes is two to four times higher in African-Caribbean, Black African, and South Asian populations as compared to white cultures (Diabetes UK, 2023).  Powell (2023) reports that 4.6 million English citizens, or 7% of the total population, have been diagnosed with type 2 diabetes. Harrow (9.9%) and Hammersmith and Fulham (3.6%) have the greatest diabetes rates in London, with 6.7% of the population affected (Singh, 2025). Presence ranges from 22-33% in those aged 65 and over, however diagnostic criteria might differ. Because of its large population of older adults with increased diabetes risk factors, high levels of socioeconomic disadvantage, and ethnic diversity, Tower Hamlets is a suitable research region.
[bookmark: _Toc216018855]Public Health Measures: The Three Ps Framework
Primary Prevention
Population-level interventions seek to prevent diabetes by addressing environmental and policy factors. This entails promoting physical activity via urban design and initiatives, improving access to nutritious meals, and implementing workplace wellness programs in Tower Hamlets. The NHS Diabetes Prevention Programme (NHS DPP) is a significant primary preventative initiative that provides intense behavioural treatment to persons with non-diabetic hyperglycemia (Schmittdiel et al., 2019). The NHS DPP offers a minimum of 13 sessions to groups of 15-20 individuals over a period of 9 months, focussing on weight reduction, food modification, and enhanced physical activity (NHS England, 2017). Data demonstrates significant reductions in the incidence of diabetes at both individual and community levels, and the program is cost-effective even over short durations (Diabetes UK, 2021).
Secondary Prevention
Individuals with prediabetes or diabetes who have already been diagnosed are the focus of the therapy strategies and approaches for early identification. Screening in high-risk populations, as well as routine screenings in primary care and the NHS Health Checks program for those aged 40–74, are all part of this initiative (NHS England, 2017). Because of the heightened risk among South Asians and African-Caribbean people, Tower Hamlets places a focus on secondary prevention via culturally appropriate screening methods.
Tertiary Prevention
Comprehensive care programs for the treatment of people with diabetes and avoidance of complications. Diabetic retinopathy, kidney disease, and foot problems are some of the complications that may develop from uncontrolled blood sugar, high blood pressure, and cholesterol (Kirkman, 2012).
[bookmark: _Toc216018856]Key Determinants and Risk Factors
Immutable Risk Factors
The most important factor that cannot be changed is age; the incidence rises until around the age of 65. There is a strong correlation between ethnicity and risk; specifically, white people have a 2-4 times lower risk than South Asian, African-Caribbean, and Black African populations (Penn et al., 2018). An individual's risk profile is greatly affected by their genetic predisposition and family history.
Alterable Risk Factors
Obesity is the primary modifiable risk factor, contributing for 80-85 percent of the risk for type 2 diabetes (Singh, 2025).  Other key modifiable variables include insufficient physical exercise, poor dietary habits, tobacco use, and alcohol misuse. Socioeconomic factors, including income, education, housing quality, and access to healthcare facilities, have a strong correlation with diabetes risk and results.
Ecological Determinants
Alterations in the constructed environment significantly influence diabetes risk due to the accessibility of dietary supplies, opportunities for physical exercise, and exposure to environmental stressors (Powell, 2023). The availability of green areas, the prevalence of fast-food establishments, and air pollution contribute to the elevated risk levels for the residents of Tower Hamlets.
[bookmark: _Toc216018857]Epidemiological Studies and Health Needs Assessment
Population Identification
A diagnosed diabetes estimate was used to target the adult population of Tower Hamlets, which has about 45,000 people aged 50 and above and a prevalence rate of 500 per 100,000, or around 3,500-4,500 persons (Sharpe et al., 2024). By combining information from community screenings, NHS Health Checks, and primary care records, population health management tools may identify high-risk patients. One important piece of epidemiological data is the English Longitudinal Study of Ageing (ELSA), which found that around one-third of the elderly population had prediabetes (Dahlberg et al., 2024). Although reversion to normal glycemia or progression to death is more common than development of diabetes, it is rare for prediabetes to advance to diabetes in elderly populations.
Framework for Assessing Health Needs
Tower Hamlets' comprehensive needs assessment makes use of demographic risk profiling, study of service utilisation, community engagement, and epidemiology of prevalence data. A greater frequency is expected in more disadvantaged neighbourhoods and in places with substantial populations of at-risk ethnic groups, according to the review (Bertolazzi et al., 2024), which acknowledges geographical variation throughout the borough.
[bookmark: _Toc216018858]Monitoring and Surveillance Systems
National System for Monitoring Public Spaces
Quality and outcomes frameworks (QOF) and primary care, the National Diabetes Audit, hospital episode data, mortality monitoring, and other mechanisms are some of the ways that the UK keeps tabs on diabetes (Age UK, 2024). These systems adhere to these goals in order to monitor healthcare use patterns, complication rates, treatment results, and prevalence.
Tower Hamlets local monitoring
Data from primary care databases, hospital records, the diabetic eye screening program, and community health surveys are all part of local monitoring (Quin et al., 2022). The NP-NCD principles guide national efforts to prevent and control non-communicable diseases, which in turn guide local monitoring efforts.
Revolutionising Technology
Patients with type 1 diabetes, type 2 diabetes managed with insulin, and those with intellectual difficulties, in particular, are now able to use flash glucose monitoring devices, according to NHS England (2017). Patients are better able to be monitored via clinical monitoring and by themselves as a result of these technological advancements.
[bookmark: _Toc216018859]Public Health Impact Assessment
Short-term Consequences
In the near future, we should expect to see more people participating in lifestyle modification programs, more healthcare expenditures associated with diagnostic testing, and higher healthcare expenses overall. Changes to primary care consultations, new drug regimens, and referrals to specialists account for the bulk of Tower Hamlets' anticipated short-term costs.
Long-term Consequences
Cardiovascular disease, retinopathy, nephropathy, and neuropathy are some of the long-term effects that might emerge. Medical expenses are expected to skyrocket in the next 10–20 years due in large part to the prevalence of diabetes-related comorbidities, according to economic models (Office, 2025). At the population level, we see a decline in job productivity, an increase in the workload for informal carers, and a general decline in domestic life quality.
Effect on Mortality
There has been an increase in the number of deaths caused by diabetes, and the rates, when adjusted for age, are consistently higher than in the past. According to Powell (2023), the illness is responsible for around 25,000 additional deaths annually in England, which highlights significant disparities in wealth and ethnicity.
[bookmark: _Toc216018860]Health Intervention Programme Design and Evaluation
Tower Hamlets' planned diabetes prevention and management programme has a comprehensive intervention framework that incorporates many therapies supported by evidence. Important parts consist of:
Public Health Initiatives: Community centres, religious groups, and businesses may all play a role in delivering culturally sensitive lifestyle interventions.
New Screening Methods: The use of culturally relevant communication materials in targeted screening programs for ethnic populations at high risk (Giebel et al., 2022).
Integrated Care: Diabetic care teams comprised of general practitioners, nurses with speciality training, nutritionists, and community health workers.
Digital Health Solutions: Technology-enabled monitoring, instructional materials, and peer support networks.
Criteria for Assessment
Clinical outcomes (HbA1c levels, weight reduction, blood pressure), participation rates, markers of behaviour modification, complication rates, and cost-effectiveness analyses are some of the process or outcome measurements used in program assessment (Singh, 2025). When feasible, the evaluation's design incorporates randomised controlled components; in such cases, comparison groups get standard therapy.
Key Performance Markers
Less diabetes cases, better glycaemic control in those who have it, fewer complications, and higher quality of life metrics are the key results (Sinclair et al., 2021). Low levels of community involvement, healthcare spending habits, and cost reductions are secondary factors.
[bookmark: _Toc216018861]Strengths and Weaknesses of Epidemiological Approach
Strengths:
In order to identify high-risk populations and focus treatments, a population-based approach is necessary (Zaidi et al., 2023).
A full capacity for surveillance is achieved via the integration of numerous data sources.
Choosing interventions based on evidence guarantees that programs work.
By involving the community, we can overcome social and cultural obstacles.
Program sustainability is supported by cost-effectiveness analysis.
Weaknesses and Limitations:
Prevalence estimates, especially in populations with a high concentration of ethnic minorities, may be impacted by data quality concerns (Zenebe et al., 2021).
Standards for diagnosis Case identification may become unreliable due to variances.
Bias in outcome evaluation may occur in longitudinal studies due to loss of follow-up.
There is a lack of data from randomised controlled trials for treatments at the community level.
Intervention intensity and length may be limited by available resources.
Possible selection bias in initiatives that encourage voluntary involvement.
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