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[bookmark: _Toc237612390]Task 1: Social Epidemiological Analysis 
[bookmark: _Toc237612391]Disability and Health Inequality in the United Kingdom: A Social Epidemiological Analysis 
[bookmark: _Toc237612392]Introduction
The target group is disabled people living in the United Kingdom. Under the Equality Act 2010, a person is disabled if they have a physical or mental impairment with a substantial and long-term negative effect on normal day-to-day activities (UK Government, 2010). Disability is common: one in four people in the UK was disabled in 2024/25 (Department for Work and Pensions, 2026). Disability does not inevitably cause poor health. Inequalities arise when impairment interacts with inaccessible services, discrimination, poverty, unemployment, unsuitable housing and restricted social participation. WHO (2022) describes many of these differences as avoidable, unfair and unjust. Social epidemiology is therefore useful because it examines how social conditions shape patterns of health and disease. Health inequality refers to systematic differences in health between population groups; the key concern is whether those differences are avoidable and socially produced. This perspective prevents disability from being treated only as an individual medical problem and instead highlights the role of environments, institutions and unequal access to resources. 
[bookmark: _Toc237612393]Higher Rates of Depression and Anxiety 
Mental ill-health is a major inequality. ONS found that 35% of disabled adults experienced some form of depression compared with 7% of non-disabled adults (ONS, 2022a). Chronic pain, discrimination, social exclusion, insecure income and barriers to work can all contribute. Some mental health conditions are themselves disabling, so the relationship is bidirectional rather than simply causal. Inequality can be reduced through accessible psychological therapies, reasonable adjustments, flexible appointments and action on poverty and discrimination. 


Figure 1: Prevalence of depression among disabled and non-disabled adults (ONS, 2022a).
[bookmark: _Toc237612394]Higher Rates of Chronic Physical Illness 
Disabled people also experience a greater burden of secondary and chronic physical illness. WHO (2023) reports up to twice the risk of conditions including asthma, diabetes, stroke and obesity. One pathway is unequal opportunity for health-promoting activity: 43% of disabled people are physically inactive compared with 23% of non-disabled people (Sport England, 2026). Inaccessible facilities, transport, cost and pain can restrict participation. Inclusive physical-activity programmes, accessible preventive services, screening and support for self-management can reduce this inequality. 


Figure 2: Physical inactivity among disabled and non-disabled people (WHO, 2023).
[bookmark: _Toc237612395]Premature Mortality 
Premature mortality is one of the clearest health inequalities. WHO (2022) reports that some disabled people die up to 20 years earlier than people without disabilities. In England, LeDeR continues to identify preventable or treatable causes contributing to early deaths among people with learning disabilities (NHS England, 2025a). Diagnostic overshadowing, delayed recognition of illness, communication barriers and failure to make reasonable adjustments can contribute. Earlier investigation, annual health checks, accessible communication and better staff training are therefore important. 
[bookmark: _Toc237612396]Social Isolation and Loneliness 
Disabled people experience substantially higher loneliness. In England, 15.1% of disabled people reported feeling lonely “often or always” compared with 3.6% of non-disabled people (ONS, 2022b). Inaccessible transport, public spaces, communication barriers, unemployment and stigma can reduce social contact. Loneliness can worsen mental wellbeing and reduce participation. Accessible transport, inclusive community activities, peer support and digital inclusion can help address this social inequality. 

Figure 3: Loneliness among disabled and non-disabled people in England (ONS, 2022b)
[bookmark: _Toc237612397]Poverty and Unemployment 
Economic disadvantage is a major determinant of health. In quarter two of 2025, the disability employment rate was 52.8%, compared with 82.5% for non-disabled people (Department for Work and Pensions, 2025). Lower employment interacts with the extra costs of disability. Scope estimated in 2025 that disabled households required an additional £1,095 per month on average to achieve a similar living standard to non-disabled households (Scope, 2025). Financial strain can affect food, heating, transport and healthcare access. Workplace adjustments, accessible recruitment, flexible work, social security and Access to Work can reduce these pressures. 
[bookmark: _Toc237612398]Housing and Accessibility Issues 
Unsuitable housing can restrict independence and worsen health. A UK government evidence review found continuing barriers in the availability, suitability and affordability of housing for disabled people (UK Government, 2026). Homes without level access, adapted bathrooms or sufficient space can increase falls risk, pain and dependence on carers. Stronger accessible-housing standards, timely home adaptations, Disabled Facilities Grants and closer coordination between housing, health and social care are important solutions. 
[bookmark: _Toc237612399]National Responses to Reduce Health Inequalities 
The Equality Act 2010 is a central national response because it prohibits disability discrimination and requires reasonable adjustments where disabled people would otherwise be substantially disadvantaged (UK Government, 2010). In healthcare, NHS England’s Accessible Information Standard requires NHS and publicly funded adult social care services to identify, record, flag, share, meet and review disability-related information and communication needs (NHS England, 2025b). The Reasonable Adjustment Digital Flag is also being implemented so adjustments can follow patients across services. For people with learning disabilities, annual health checks provide targeted prevention; 79.9% of eligible people on GP learning-disability registers received one in 2024/25 (NHS England, 2025a). These policies are important, although effectiveness depends on consistent implementation. 
[bookmark: _Toc237612400]Organisation Supporting the Chosen Group: Scope 
Scope is a national disability equality charity providing advice, campaigning and research. It supports disabled people with information about rights, benefits, work and independent living, while also challenging structural discrimination. Its Disability Price Tag research quantifies the additional costs disabled households face and is used to influence policy and public debate (Scope, 2025). Scope’s wider goal is an equal future in which disabled people have the same opportunities as everyone else. Its combination of direct support, research and advocacy therefore addresses both individual need and wider social injustice. 
[bookmark: _Toc237612401]Conclusion 
Disabled people in the UK experience interconnected health and social inequalities. Higher depression, chronic illness and premature mortality are reinforced by loneliness, poverty, employment disadvantage and inaccessible housing. These patterns cannot be explained by impairment alone. Equality law, accessible NHS standards, reasonable adjustments and targeted health checks can reduce barriers, while Scope contributes through support, evidence and campaigning. Long-term improvement requires action on healthcare access and the wider social determinants of health. In practice, this means measuring outcomes by disability status, involving disabled people in service design, and ensuring that national rights translate into consistent local access. 
[bookmark: _Toc237612402]Task 2: Epidemiological Analysis 
[bookmark: _Toc237612403]Dementia in Wandsworth: Epidemiological Identification, Assessment and Management of a Major Public Health Problem 
[bookmark: _Toc237612404]Introduction
Dementia is a syndrome caused by diseases and injuries affecting the brain, producing progressive impairment in memory, thinking, behaviour and everyday functioning. Alzheimer disease accounts for about 60–70% of cases (World Health Organisation, 2026). Dementia can lead to loss of independence, communication difficulties, hospitalisation and increasing dependence on unpaid and formal care. Families may experience emotional distress, lost employment and financial pressure. In epidemiology, prevalence describes all existing cases in a population at a specified time, whereas incidence measures new cases developing over a period. Globally, around 57 million people were living with dementia in 2021, and nearly 10 million new cases occur each year (WHO, 2026). Because local dementia incidence is not routinely measured as completely as recorded diagnoses, prevalence and diagnosis-rate indicators are especially important for borough-level planning. In the UK, about 982,000 people are estimated to live with dementia, projected to rise to 1.4 million by 2040 (Alzheimer’s Society, 2024a). Dementia and Alzheimer’s disease remained the leading cause of death in England and Wales in 2025, with 72,272 registered deaths (ONS, 2026). 

This report focuses on adults aged 65+ in the London Borough of Wandsworth. Wandsworth had an estimated population of 331,456 in 2025; 6.7% were aged 66–79 and 2.6% were 80+ (Wandsworth Council, 2025). The local JSNA reports a dementia diagnosis rate of 78.1% among people aged 65+, representing 1,868 diagnosed residents in 2025 (Wandsworth Council, 2026a). Although this exceeds national performance, it also indicates that some residents with dementia remain undiagnosed. 
[bookmark: _Toc237612405]Determinants and Risk Factors 
Age is the strongest non-modifiable risk factor, although dementia is not an inevitable consequence of ageing. Genetic susceptibility also contributes. The 2024 Lancet Commission identified 14 potentially modifiable factors, including lower education, hearing loss, hypertension, smoking, obesity, depression, physical inactivity, diabetes, excessive alcohol, traumatic brain injury, air pollution, social isolation, untreated vision loss and high LDL cholesterol. Together they were estimated to account for around 45% of dementia cases globally (Livingston et al., 2024). These risks are socially patterned because income, housing, education and access to preventive care influence exposure and management. UK cohort evidence also supports a life-course approach; Whitehall II analyses linked poorer cardiovascular health and earlier multimorbidity with higher later dementia risk (Sabia et al., 2019; Ben Hassen et al., 2022). 
[bookmark: _Toc237612406]Health Needs Assessment and Identification of Those at Risk 
A health needs assessment combines epidemiological, service-use and community information to identify unmet need and priorities. In Wandsworth, highest-risk groups include older adults, especially the oldest residents, and people with cardiovascular disease, diabetes, hearing or vision loss, smoking history, social isolation or socioeconomic disadvantage. Wandsworth’s population aged 65+ is projected to increase by about 38% by 2039, increasing future dementia-related need (Wandsworth Council, 2024). 

The HNA should compare expected prevalence with recorded diagnoses, map variation by GP practice and neighbourhood, and examine age, sex, ethnicity, deprivation and access to memory assessment. Wandsworth’s 78.1% diagnosis rate is positive, but it does not establish whether diagnoses are timely or equitable. This distinction matters because the local NHS trust has reported demand and staffing pressures affecting six-week memory-service performance, including Wandsworth (South West London and St George’s Mental Health NHS Trust, 2025). 
[bookmark: _Toc237612407]Epidemiological Studies and Their Use 
Cohort studies are valuable because dementia risk factors may act decades before diagnosis. The London-based Whitehall II cohort has examined cardiovascular health, alcohol, multimorbidity and later dementia. Its strengths are temporality and long follow-up, but participants were civil servants and may not represent Wandsworth’s whole population. Cross-sectional studies and routine primary-care data estimate current prevalence and service need but cannot establish causation. Case-control studies can examine previous exposures efficiently but may suffer recall bias. For local planning, evidence should therefore be triangulated: longitudinal research helps explain risk while local routine data describe current burden. 
[bookmark: _Toc237612408]Public Health Measures Using the 3 Ps 
Health promotion should focus on brain health across the life course through smoking cessation, physical activity, healthy weight, reduced harmful alcohol use, social participation, hearing and vision support and management of hypertension, cholesterol and diabetes. Outreach should be proportionate to need so that residents with poorer access to preventive services are not missed. 

Disease prevention includes primary, secondary and tertiary prevention. Primary prevention reduces modifiable risks before dementia develops. Secondary prevention focuses on timely recognition and diagnosis. Wandsworth’s Memory Assessment Service provides specialist cognitive assessment, diagnosis, investigations and post-diagnostic support following referral (South West London and St George’s Mental Health NHS Trust, 2026). The borough’s 2026 Dementia Guide also identifies post-diagnostic support, including a Life after Diagnosis programme and dementia support services, showing how secondary prevention links with ongoing social and clinical care (Wandsworth Council, 2026b). Tertiary prevention seeks to reduce complications and maintain quality of life through appropriate medication, cognitive stimulation, falls prevention, carer support, advance care planning and coordinated social care, consistent with NICE NG97 (NICE, 2018). 

Health protection aims to prevent additional harm. People with dementia may be particularly vulnerable to infection, falls, medication errors, dehydration and safeguarding risks. Vaccination, infection prevention, medicines review, safe care environments and adult safeguarding are therefore essential components of dementia public health management. 
[bookmark: _Toc237612409]Monitoring and Surveillance 
Dementia surveillance should combine several systems. GP dementia registers and NHS primary-care datasets provide recorded diagnoses and diagnosis rates. OHID Fingertips and the Wandsworth JSNA enable comparison with London and England. Hospital Episode Statistics identify emergency admissions and inpatient use, while ONS death-registration data monitor mortality. Memory Assessment Service data can monitor referrals, waiting times and diagnostic activity, and local authority data can track social-care and carer-support demand.  (NHS England, 2005c)

Each source has limitations. Recorded diagnoses underestimate true prevalence when people remain undiagnosed. Hospital data measure service use rather than community burden, while death certification may omit or misclassify dementia. Changes in coding or population estimates can also create apparent trends. No single surveillance source should therefore be interpreted alone. 
[bookmark: _Toc237612410]Public Health Impact and Consequences 
In the short term, dementia increases GP consultations, memory-service referrals, medication reviews, hospital use and demand for carers and community services. Wandsworth’s emergency admission rate among people aged 65+ with dementia was 4,820.4 per 100,000 in 2019/20 (Wandsworth Council, 2026a). Long-term effects include progressive disability, loss of independence, safeguarding risk, residential or nursing care and death. Wandsworth’s mortality rate from dementia and Alzheimer’s disease was 108.6 per 100,000 in 2021–23 (Wandsworth Council, 2026a). Nationally, dementia was forecast to cost the UK £42 billion in 2024, much of it borne by individuals and unpaid carers (Alzheimer’s Society, 2024b). These data justify continued local service planning. 
[bookmark: _Toc237612411]Proposed Health Intervention Programme 
A 12-month “Wandsworth Brain Health and Timely Diagnosis Programme” could target residents aged 60+ in practices or neighbourhoods with lower diagnosis or preventive-service uptake. It would provide community education on symptoms and modifiable risks; targeted cardiovascular-risk review; hearing and vision signposting; cognitive case-finding for symptomatic people rather than population screening; streamlined GP referral to the Memory Assessment Service; culturally appropriate information; and navigation to post-diagnostic and carer support. Delivery through GPs, pharmacies, libraries, community organisations and voluntary groups could increase reach. 
[bookmark: _Toc237612412]Evaluation of the Intervention 
Evaluation should include process, outcome and equity indicators. Process measures would include attendance, cardiovascular reviews, referrals, assessment waiting times and uptake of post-diagnostic support. Outcomes would include improved dementia knowledge, earlier diagnosis, reduced inequalities in referral, fewer avoidable emergency admissions and improved patient or carer experience. Recorded prevalence may initially rise because better case-finding identifies previously undiagnosed cases, so this should not be misinterpreted as programme failure. A pre/post comparison with similar practices not initially receiving the enhanced programme would strengthen evaluation. 
[bookmark: _Toc237612413]Strengths and Weaknesses of the Epidemiological Approach 
A major strength is triangulation of international evidence, UK cohort research, local surveillance and service data. This supports risk identification, needs assessment and measurable evaluation at a scale relevant to commissioning. However, dementia has a long latent period, making causal interpretation difficult. Underdiagnosis biases prevalence estimates, risk-factor data in routine records may be incomplete, and people less connected to services may be underrepresented. Observational studies are vulnerable to confounding and reverse causation; reduced physical activity, for example, can be both a risk factor and an early consequence of disease. Results must therefore be interpreted cautiously and updated using multiple data sources. A further limitation is ecological inference: borough-level deprivation or ethnicity patterns cannot be assumed to describe the risk of every individual resident. Data quality audits and patient or carer feedback should therefore complement quantitative surveillance. 
[bookmark: _Toc237612414]Conclusion 
Dementia is a major and growing public health problem in Wandsworth. Epidemiology enables the borough to quantify burden, identify risk, assess unmet need, monitor services and evaluate interventions. Although Wandsworth’s diagnosis rate is comparatively high, population ageing, service pressures, emergency admissions and dementia-related mortality show continuing need. A life-course approach combining promotion, prevention, timely diagnosis, health protection and coordinated support, monitored through linked local data, offers the strongest basis for reducing future impact. 
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Adults experiencing some form of depression %	Disabled Adults	Non-Disabled Adults	35	7	
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