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[bookmark: _Toc216013397]Task 1: Social Epidemiological Analysis
Title: “Examining Health Inequalities among British Bangladeshi: A Social Epidemiological Perspective”
[bookmark: _Toc206785027][bookmark: _Toc216013398]Introduction
As a socially and healthily marginalised ethnic minority, British Bangladeshis are the intended recipients of this message. Among the country's populations, the 630,000 British Bangladeshis or 1.1% of the total experience among of the worst health outcomes (BME, 2024). This danger is amplified by high rates of poverty, unemployment, and cultural barriers. According to BME (2024), the ethnic unemployment rate in the UK was 9% in 2022 among Bangladeshi people.  Genetic, lifestyle, and social factors all contribute to the high prevalence of chronic diseases among Bangladeshis.
[bookmark: _Toc215749684][bookmark: _Toc216013399]Contextual Background and Underlying Factors
[bookmark: _Toc216013400]3 Diseases
Chronic Kidney Disease and Hypertension
Chronic kidney disease (CKD) is the result of diabetes and hypertension that are not properly treated.  Renal failure and chronic kidney disease are more common in Bangladeshi patients with hypertension and diabetes. Nearly one-third of people with Type 2 diabetes will develop kidney disease, according to NHS statistics, and diabetes is the leading cause of kidney failure in the elderly (NHS England, 2021). Hypertension is more common among South Asians.   Inadequate treatment of blood pressure and diabetes contribute to the prevalence of these diseases among Bangladeshis (Rahman, 2022). Tackling type 2 diabetes and hypertension with utmost seriousness is essential. Improving antihypertensive medication, providing culturally relevant dietary suggestions to reduce salt intake, and regularly assessing renal function in primary care are all crucial.
Increased Cardiovascular Disease (CVD) Rates
The British Heart disease is a major health concern for South Asians, including Bangladeshis.  Cardiovascular disease and stroke affect South Asians at a greater and, in many cases, younger age than Whites, according to research. Williams et al. (2019) found that even at lower body mass indexes, diabetic complications such as belly obesity and insulin resistance are more common among Bangladeshis. Inequality in cardiovascular disease is worse in Bangladesh because women are less active and males smoke more than other groups. To address this, public health initiatives have been developed, such as campaigns to reduce salt intake and smoking in South Asian populations, screening for hypertension in primary care offices, and exercise programs tailored to different cultures (Stopforth et al., 2021).
Significant Prevalence of Type 2 Diabetes
The prevalence of type 2 diabetes is much higher among British Bangladeshis than in the general population. White Britons have a sixfold lower risk of developing diabetes compared to South Asians, especially Bangladeshis. There are around 18,000 unrecognised instances of type 2 diabetes in the London borough of Tower Hamlets, where the Bangladeshi population is roughly 35% (Sharpe et al., 2024). The adult T2D diagnostic rate is 7%. The increased prevalence of type 2 diabetes may be attributed to a combination of factors, including a genetic predisposition, a carbohydrate-dominant diet, cultural norms that discourage physical activity, and abdominal obesity (almost half of Bangladeshi children are obese by the age of 11), according to Zhang et al. (2023). One of the factors is poverty. Alternatives include culturally tailored preventative programs like community-based nutrition and exercise classes and initiatives like the Diabetes Prevention Programme run by the National Health Service (NHS).
[bookmark: _Toc216013401][bookmark: _Toc206785030]3 Social issues 
Language, Cultural Obstacles, and Health Literacy
Language and culture are significant barriers. A significant number of senior Bangladeshis possess inadequate English proficiency, rendering health information difficult to comprehend and discouraging the use of services. Low health literacy, perhaps intensified by language challenges, might result in detrimental behaviours and reduced use of preventative treatments in these areas (Han et al., 2022). Bangladeshis participate in diabetes education and cancer screening at lower rates than the overall population. To address this issue, healthcare professionals must provide interpretation services, translated information, and culturally relevant guidance (Gkiouleka et al., 2023).
Overcrowding in Housing
Poor, overcrowded, or unhygienic housing is a reality for many households in Bangladesh.  According to Hayanga et al. (2023), among all ethnic groups, the percentage of homes with insufficient beds in Bangladesh is the highest at 18%. Household overcrowding in Tower Hamlets was about 16% in 2021, far higher than the national average (Hayanga et al., 2021).   Stress, insomnia, and contagious infections (TB, COVID) are all consequences of overcrowding. A healthy lifestyle is more challenging to achieve when there is no designated area for exercise or secure food storage.  A shortage of affordable housing is a root cause of many housing crises.
Economic Disadvantage and Unemployment
British Bangladeshis suffer economic inequality. Low household incomes and poverty characterise these places. Compared to 29% of White British homes, 18% of Bangladeshi households earn above £1,000 per week (Powell and Exworthy, 2023).  Pakistani/Bangladeshi unemployment was 9% in 2022, approximately three times White unemployment (Nazroo, 2024). Councils and community facilities provide free healthy meals and exercise. NHS and NGOs like Spitalfields GP provide free or low-cost health care to Bangladeshi communities.
[bookmark: _Toc206785031][bookmark: _Toc216013402]National Response to Reduce Health Inequalities
The UK government and NHS have implemented several measures to mitigate racial health inequalities. The NHS Long Term Plan (2019) recognised that South Asians face a six-fold increased risk of diabetes compared to Whites and committed to enhancing preventative programs (Farmaki et al., 2022). It pledged to increase NHS Diabetes Prevention Programme (DPP) referrals to 200,000 annually. Core20PLUS5 (NHS England) is an inequality-reduction initiative aimed at the most disadvantaged 20%, often including ethnic minorities, and five critical clinical domains. One of its five focusses is the identification and optimum treatment of hypertension cases. Core20PLUS5 provides funds for community screening to Bangladeshi individuals exhibiting elevated hypertension and stroke prevalence in underprivileged regions such as Tower Hamlets (NHS England, 2021). 
[bookmark: _Toc206785032][bookmark: _Toc216013403]Organisations Supporting the Bangladeshi Community
Local charities and groups tackle healthcare inequities. The UK charity Black and Ethnic Minority Diabetes Association (BEMDA) promotes diabetes awareness throughout Black and Asian populations (Cheshmehzangi, 2022). BEMDA provides multilingual education, support groups for South Asian patients, and culturally tailored nutrition suggestions. It trains "expert patients" to assist others in diabetes control and healthy living inside the NHS. BEMDA seeks to guarantee that no British Bangladeshi person affected by or at risk of diabetes is overlooked and receives suitable treatment. Community organisations include faith-based programs that encourage women's physical activity and Bangladeshi establishments providing health advice in Bengali, as shown in Tower Hamlets. The NHS and these organisations often provide local screening and support (Raleigh, 2023).
[bookmark: _Toc206785033][bookmark: _Toc216013404]Conclusion
British Bangladeshis have considerable health disparities. They are disproportionately affected by type 2 diabetes, cardiovascular disease, and renal failure due to a complex interaction of genetic and socioeconomic risk factors. Poverty, unemployment, overcrowding, and cultural barriers intensify health inequities. Each phase necessitates specific solutions.  The NHS is expanding diabetes and hypertension initiatives for disadvantaged BAME communities nationwide.

[bookmark: _Toc216013405]Task 2 Epidemiological Analysis
Title: HIV Among the Bangladeshi Community in London Borough
[bookmark: _Toc216013406]Introduction
HIV, a retrovirus, destroys CD4+ T lymphocytes and causes AIDS (acquired immunodeficiency syndrome) if left untreated. HIV is a clinical and social health issue for Bangladeshis in London, complicated by cultural norms of honour and shame, low sexual health literacy, and delayed healthcare-seeking.
Bangladesh has a Pattern III epidemic with a general HIV prevalence of less than 0.1%.  Bangladesh has about 11,000 HIV-positive people, according to UNAIDS (Dhairyawan et al., 2024). The number of new HIV diagnoses among Asian women in England rose 100% (from 22 to 44) in 2024, while Asian gay and bisexual men rose 6% (from 101 to 107) (GOV.UK, 2023). London is home to 39% of England's HIV-positive people, with 38,680 (95% CrI: 38,060–39,330) as of 2022 (Eade, 2024).

[bookmark: _Toc215749693][bookmark: _Toc216013408]2.1 Public Health Measures: The Three Ps Framework
Primary Prevention: Primary prevention focuses on the prevention of new infections by affecting risk factors of behaviour, structure, and biomedical. The culturally adapted interventions are better in the Bangladeshi population of London. Bilingual HIV education is provided by community organisations where peer educators are used and are also well-acquainted to the cultural environment (Graham, 2021).
Secondary Prevention: Secondary prevention focuses on early detection through testing and rapid treatment initiation (Hossain et al., 2022). The UK uses several surveillance systems to track diagnoses, including:
· HANDD, recording all new HIV diagnoses
· HARS, monitoring outpatient HIV care
· CD4 Surveillance, identifying late diagnosis patterns
· RITA, estimating recent infections
Tertiary Prevention: Tertiary prevention provides a way of assisting HIV-positive people to meet their medical, psychological, and social needs. London has specialist HIV clinics that provide integrated services such as sexual health, management of infectious diseases, mental health, and social assistance (Khan et al., 2021). However, Bangladeshi people usually experience isolation with a stigma, have no culturally sensitive mental health service, and cannot confide their status to their relatives easily.
[bookmark: _Toc216013409]2.2 Risk Factors Major HIV Transmission Among the Bangladeshi Population
The cause of HIV risks in Bangladeshi communities in London is based on a combination of many factors, all overlapping:
Sex behaviours and poor condom use: The use of condoms among people in South Asian cultures is low as regional statistics indicate that the prevalence of condoms is only about 34 percent. Poor sexual health literacy, gender expectations and stigma on sexual discourse are risk factors (Mallik et al., 2020). The heterosexual infections occur in men through extramarital sex, which is mostly not revealed by the men.
Occupational exposure and migration route: In Bangladesh, a huge percentage of HIV cases at 67% are attributed to migrant workers and their spouses (Mominur Rahman et al., 2021). The risk is more among workers who travel or live-in countries that have a higher prevalence rate, particularly in the Middle East or South Asia. 
Socioeconomic deprivation: In London, there is a high rate of poverty and overcrowding among the Bangladeshi communities in London. Poor health services are available, and with low income, insecure employment, and limited education, people will be more vulnerable to HIV and STIs.
[bookmark: _Toc216013410]2.3 Identification of Affected and At-Risk Populations
Affected Populations (Current HIV-Positive Individuals)
Of the 445 Asian HIV cases diagnosed in England between 2020 and 2022, 45.8% were late-stage. In 2020, a case-note review of HIV clinic patients in East London found that South Asian heterosexual men and women were more likely to be tested when symptomatic and to present outside of standard sexual health services (Sarwar et al., 2023). This suggests that many Bangladeshi individuals are diagnosed with advanced immunosuppression (CD4 count <350 cells/mm³) after clinical presentation (Matin et al., 2011).
Health Needs Assessment-Identified At-Risk Populations
Migrants and their partners: Bangladeshi workers in labour-intensive industries (hospitality, construction, care work) face occupational mobility, occasional separation from partners, and increased STI and HIV exposure at work and in high-prevalence regions. ​
15–49-year-old heterosexual men and women: This is epidemiologically vulnerable age group. New diagnoses increased 100% among Asian women between 2023 and 2024, suggesting vulnerability (Sharma, Lacombe‐Duncan and Sallabank, 2023).
Men who sex men (MSM) in Bangladesh: Asian GBMSM diagnoses increased 6% from 2023 to 2024, and qualitative evidence of discrimination, sexual risk-taking, and lower testing uptake suggests targeting this group.
[bookmark: _Toc216013411]2.4 Public Health Approaches and Monitoring Systems for Incidence
Monitoring and Surveillance Systems
The UK employs a multi-layered surveillance infrastructure enabling detection of HIV incidence in specific populations:
National systems:
HANDD (HIV & AIDS New Diagnoses Database): Clinicians and microbiologists provide HANDD with all new HIV diagnoses in England within one month of diagnosis, which includes demographic and clinical variables (age, ethnicity, probable route of exposure), as well as clinical variables (CD4 count at the time of diagnosis, viral load) (Siddique et al., 2025). 
HARS (HIV and AIDS Reporting System): Any outpatient HIV service provider will provide quarterly data through consultations with the patient, which includes patient demographics, CD4/viral load trends, antiretroviral therapy, and clinical outcomes. This allows measuring the cascade completion of care delivery and detecting of late presenters and treatment defaulters.
Local Authority Surveillance:
LASERs (Local Authority STI and HIV Epidemiology Reports): These reports, which are annually produced on each of the boroughs in London, detail the burden of STIs and HIV to allow commissioners to focus their services. Boroughs with the greatest number of Bangladeshi residents (Tower Hamlets: 32% Bangladeshi population; Newham: 18% Asian population) have Lasers to offer geographical resolution of the area pertinent to this community (SOAS, 2025).
ED opt-out testing: England Departments of health approved programmes offer opt-out HIV testing to all adults presenting to emergency departments since 2021, particularly in East London hospitals with high populations of Bangladeshi (Newham, Barking, Homerton).
Monitor Approach-Specific Pros and Cons
Recording ethnicity gaps: Bangladeshi denominators and incidence rates are inaccurate because 70% of GP-based testing and up to 9% of specialist services lack ethnic group information (UK, 2024).
Underascertainment in hard-to-reach populations: Undocumented migrants, sex workers, and MSM avoiding healthcare are invisible to surveillance systems, leaving a large undiagnosed prevalence.
Surveillance reporting delay: 3–6 months after diagnosis, HANDD data are reported; real-time surveillance lags prevent rapid public health response to transmission clusters.
[bookmark: _Toc216013412]2.5 Public Health Impact: Short- and Long-Term Consequences
Short-Term Consequences (0–6 Months Post-Diagnosis)
This large rate of late diagnoses (54% in IPB group) causes extreme short-term morbidity (Yang et al., 2020). People with CD4 below 350 cells/mm 3 experience acute immunosuppression-related complications; opportunistic infections (Pneumocystis pneumonia, toxoplasmosis, tuberculosis), malignancies (Kaposi sarcoma, lymphomas), and cytomegalovirus disease. A significant number of them need admission to the emergency hospital, intensive care, and long-term hospitalization in order to perform a diagnostic work-up and initiate treatment.
The psychosocial effects are short term and devastating. According to Bangladeshi patients, disclosure related to distress in the family and community situations is reported to be very distressing; shame and honor issues restrict the aspect of seeking support especially among women and MSM (Dhairyawan et al., 2024).
Long-Term Consequences (>2 Years)
Continued stigma and social isolation: Cultural attitudes to HIV exist despite the medical control. Bangladeshi people discuss the existing discrimination in the community and religious circles, restricting the opportunities to marry, to be employed, and to take part in society (Eade, 2024).
Comorbidities: ARTI-related complications (lipodystrophy, renal dysfunction, bone disease) develop, and the Bangladesh patient can explain them by HIV and not comprehending ART side-effects, resulting in changes or discontinuation of treatment.
Mental health: Late diagnosis, social stigma, and disclosure stress lead to depression, anxiety and PTSD that have a long-term profile (Graham, 2021). These implications are compounded by the lack of access to culturally competent mental health services.
[bookmark: _Toc216013413]2.6 Design of Health Intervention Programme and Evaluation
A comprehensive programme should combine cultural sensitivity with evidence-based public health practice. Proposed components include:
1. Community-based primary prevention
· Bengali-language education delivered through mosques, community groups, women’s networks
· Peer educators trained from within the community
· Workplace-based outreach to migrant workers
2. Expanded testing and early detection
· Opt-out HIV testing integrated into GP clinics serving Bangladeshi populations (Hossain et al., 2022).
· Bengali-language awareness campaigns emphasising confidentiality and U=U
· Training for healthcare staff in culturally sensitive communication
3. Psychosocial and occupational support
· Bangladeshi-specific peer support groups
· Mental health services with cultural competence
· Employment and immigration support for affected migrant workers
Evaluation Approach
· Quantitative monitoring of HIV diagnoses, late diagnosis rates, viral suppression, and testing uptake.
· Qualitative interviews with affected individuals, community leaders, and service providers
· Cost-effectiveness analysis comparing programme costs with reductions in HIV incidence and hospitalisation
[bookmark: _Toc216013414]2.7 Strengths and Weaknesses of the Epidemiological Approach
Strengths of Current Epidemiological Surveillance
Complete national systems: The UK's multi-layered surveillance infrastructure (HANDD, HARS, RITA, CD4 scheme) collects individual-level data on almost all HIV cases for trend analysis and care quality monitoring (Khan et al., 2021).
Clinical care link: Integration with NHS data systems captures all HIV service users, providing real-time epidemiological intelligence
Trends over time: Since 1989, longitudinal surveillance has detected changing epidemiology, subpopulation risks, and intervention effectiveness. ​
Weaknesses and Limitations
Ethnic group: Bangladeshis are usually classified as "Asian" or "Indian/Pakistani/Bangladeshi," making it difficult to calculate Bangladeshi prevalence and incidence.
Hidden population underassurement: Undocumented migrants, sex workers, and men who have sex with men avoiding healthcare are unobserved.  HIV prevalence in Bangladesh is likely much higher than diagnosed cases, especially among migrant workers.
Incomplete ethnicity data: In 9–70% of records across testing venues, ethnicity data is missing, preventing denominator calculation for incidence and prevalence estimation (Mallik et al., 2020).
[bookmark: _Toc216013415]3. Conclusion
Migration patterns, cultural stigma, socioeconomic disadvantage, and limited sexual health services shape HIV in London's Bangladeshi communities. Although prevalence is low, late diagnosis and underuse of healthcare services increase public health impact. A culturally grounded, community-led intervention framework that integrates prevention, early detection, psychosocial support, and structural reform is essential. London can significantly reduce HIV inequalities for one of its most underserved ethnic minority groups with better surveillance, community partnerships, and health promotion.
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