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Ethnicity and disparities of health in the UK: A Social Epidemiological analysis
Introduction

Health inequalities are systematic, avoidable, and unjust differences in health outcomes between different groups (The King’s Fund, 2023). Ethnicity is related to cultural, social and historical characteristics rather than biological differences and is a major determinant of health (ScotPHO, 2023). In the UK, ethnic minority groups (Black, Asian, and other minority groups) are at a higher risk of poorer health than White people. Social epidemiology shows that these disparities are the result of social structures of inequality (economic inequality, discrimination and access to resources) in society (World Health Organization, 2023). More and more research has begun to show structural racism as a root cause of these inequalities rather than individual behaviour (Kisa and Kisa, 2025). This report contends that ethnic health inequalities take place through the association of disease risk, social disadvantage, systemic barriers and policy implementation failures.

Contextual Background and Underlying Factors.
Cardiovascular
Cardiovascular (CVD) has been found to be more prevalent among South Asian groups in the UK (Public Health England, 2020) with up to 50% more cases of coronary heart disease than the general population. Although lifestyle factors are frequently blamed, these explanations tend to be too superficial. Socioeconomic problems are at the heart of this and ethnic minority groups are more likely to live in deprived areas where access to good food, safe environments and preventive healthcare is scarce (Barakat et al., 2023). Meanwhile, inequalities in early diagnosis are also linked to poorer outcomes. As to deal with inequality this is going to require targeted screening and tailored programs and interventions to help reduce deprivation and to make accessing healthy living environments more accessible.
Type 2 diabetes
Type 2 diabetes is up to six times more prevalent in South Asian populations than in White populations (Diabetes UK, 2023), and it usually develops earlier and has more severe complications. Although genetics are more frequently mentioned, social determinants such as deprivation, lack of access to health care, and poor health literacy play a role (Au-Yeung et al., 2024). These factors lead to delayed diagnosis and poor disease control. To reduce this inequality we need culturally appropriate health education, earlier screening programs and more access to preventative services tailored for ethnic minority communities.

Mental Health Inequalities.
Mental health conditions are a major long-term health inequality in the UK for ethnic minority groups. People from Black and minority ethnic (BME) communities are more likely to have a severe mental health problem and to not have access to appropriate support services (Bansal et al., 2022). Furthermore, ethnic minority patients are found to be overrepresented in compulsory psychiatric admissions and are more likely to be subjected to coercive treatment, pointing to systemic inequalities in mental health systems (Memon et al., 2016).
These disparities cannot simply be ascribed to individuals or their culture. Rather they are rooted in structural problems such as poverty, racism and lack of culturally appropriate services. There is evidence that stigma surrounding mental health, as well as distrust of the healthcare system, is a significant barrier for ethnic minority communities to seek help (NIHR, 2023). Language barriers and lack of culturally competent care also have a negative impact on access to services which contribute to delayed diagnosis and worse outcomes (Race Equality Foundation, 2022).
More bluntly, mental healthcare systems fail to meet the needs of diverse populations and tend to adopt standardised approaches that do not take cultural differences into account ( Mental Health, 2024). This is to say inequalities are not only a result of underutilisation but are embedded in the provision of healthcare. In order to combat these disparities we need systemic change— culturally tailored mental health services and community-based interventions, and a more diverse workforce. Mental health inequalities for ethnic minorities are not likely to remedy despite the efforts of policy to do so.

Socioeconomic inequality is one of the main drivers of ethnic health disparities that are present in the UK (Marmot, 2010), and 40% of ethnic minorities live in poverty whereas 19% of White people do not (Marmot, 2010). Poverty impedes access to basic resources such as fresh food, safe housing and health services. It also creates chronic stress and it negatively impacts health (Barakat et al., 2023). Structural factors like inequality in employment and education are also part of why. In order to address this we have to have comprehensive policies addressing income inequality and improving socioeconomic opportunities.

Healthcare access barriers to ethnic minority groups are language differences, cultural misunderstanding and lack of culturally appropriate services (World Health Organization, 2023). These barriers can cause delayed diagnosis and less use of preventative services. Despite legislation like the Data Protection Act 2018 to protect patients’ privacy and promote trust in healthcare systems, distrust remains a barrier for some communities. In this context we need to remember that legal protections aren’t sufficient without culturally competent service delivery. The solution for these inequalities is to improve communication, enhance language support and change the way healthcare systems work with the diverse population.

Structural racism is one of the main drivers of ethnic health inequalities including access to resources and experiences in health care systems (Dean and Thorpe, 2022; Kisa and Kisa, 2025). According to research, ethnic minority patients may be discriminated against in treatment and communication and have poorer outcomes (Hamed et al., 2022). For instance, Black women are almost four times as likely to die in childbirth than White women (MBRRACE-UK, 2023). Despite legislative protections such as the Equality Act 2010 which bans discrimination in healthcare, these inequalities persist and indicate a gap between policy and practice. Moreover, disparities in outcomes are of concern in relation to the Human Rights Act 1998, as far as a human being’s right to life and equitable access to care is concerned. These problems need to be addressed through systemic change, including anti-racism training, reform of policy and workforce diversity.
The COVID-19 pandemic further exposed these inequalities, with Black African people up to four times more likely to die than White British people (Public Health England, 2020; Mishra et al., 2021). This illustrates how structural racism and social disadvantage are factors that lead to unequal exposure to health risks.


National Response to reduce health inequalities.

Public Health England has played a major role in showing ethnic health disparities, particularly during the COVID-19 pandemic (Public Health England, 2020). But that approach has been criticised for characterising inequalities and glossing over the root causes.

The NHS Long Term Plan aims to reduce health inequalities through improved access to care and community-based services (NHS England, 2023). This is also in line with the legal duty set out in the Health and Social Care Act 2012 that the NHS must reduce disparities in access and outcomes. Yet the fact that there are still disparities as evidence suggests policy is not enough, without addressing larger structural drivers such as poverty and racism.

Organisations that Support Ethnic Minority Groups.

The Race Equality Foundation works to reduce inequalities through research, policy influence, and community engagement. The goal is to improve access to healthcare and reduce disparities faced by ethnic minority groups.

From a health policy perspective, the King’s Fund is very important in analysis of health inequalities and policy advice. It underlines social determinants and helps to improve equity in NHS.

Conclusion.

Ethnic health inequalities in the UK are a complex and persistent problem that is rooted in social, economic and structural factors. Poverty, discrimination and systemic barriers lead to lower rates of disease in ethnic minorities. While measures like the Equality Act 2010 and Health and Social Care Act 2012 are in place to address these inequalities, the persistence of such disparities are a barrier to achieving equity. A focus on health equity is needed in the context of the broader factors that affect health; socio-economic inequalities and structural racism. Without these changes, ethnic health inequalities will persist in society and we will not achieve equitable health.
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Task 2 Type 2 Diabetes in Tower Hamlets, London: Epidemiological analysis.

Introduction and background.

Type 2 diabetes mellitus (T2DM) is a chronic metabolic disorder characterized by insulin resistance and progressive β-cell dysfunction that causes long-term hyperglycaemia and vascular damage (World Health Organization, 2024). The condition is one of the most serious global public health challenges due to its high prevalence, preventability, and association with premature morbidity and mortality (International Diabetes Federation, 2024).

The global burden of diabetes has expanded considerably in recent decades due to demographic change, urbanisation and shifts in diet and physical activity (Magliano and Boyko, 2021). In 2024, 589 million adults were living with diabetes, and at 853 million by 2050 this is an alarming epidemic (International Diabetes Federation, 2024). But global statistics mask significant inequalities, with low- and middle-income countries experiencing the greatest growth because of the structural factors like poverty and food systems and the lack of healthcare (Hossain et al., 2024).

In contrast, the UK is a high-income country with established healthcare infrastructure, yet still has a high diabetes burden where economic development is not enough to eradicate risk (Diabetes UK, 2025). More than 5.8 million people are living with diabetes in the UK, with around 1.3 million undiagnosed cases, and there are still gaps in detection (Diabetes UK, 2025). In fact, about 90% of cases are type 2 diabetes, which means that most of the burden is theoretically preventable (NICE, 2024).

At the local level Tower Hamlets is an important case study since it highlights key epidemiological risk factors such as deprivation, ethnic diversity and early onset of long-term conditions (Tower Hamlets Council, 2022). The borough is more prone to diabetes hospitalisation and mortality than London and England and this means local health inequalities have been highlighted (Tower Hamlets Council, 2022). This is a critical epidemiological insight: national averages obscure localized concentrations of disease burden so proper public health responses need to be geographically targeted rather than uniformly applied (Bambra, Smith and Pearce, 2015).



Determinants and distribution of disease

T2DM is highly influenced by social determinants making it an important example of a non-communicable disease that is rooted in structural inequality and not individual behavior alone (Hill, Wyatt and Peters, 2012). Obesity and physical inactivity are often depicted as the chief causes, but this is misleading as these behaviours are driven by socio-economic and environmental conditions (Bambra, Smith and Pearce, 2015).

Ethnicity is a major factor in Tower Hamlets, where a significant proportion of the population is of South Asian origin (Tower Hamlets Council, 2022). There is evidence that South Asian populations develop T2DM at younger ages and lower BMI thresholds and that the differences are linked to biological susceptibility and environmental exposure (Mathur et al., 2020). However, a biological explanation is not sufficient, as ethnic differences are also mediated by structural factors such as deprivation, access to culturally appropriate care and health literacy (Kayyali et al., 2019).

Socioeconomic deprivation is equally critical. The epidemiology of multimorbidity shows that in deprived areas people develop multiple chronic conditions earlier and suffer worse outcomes (Barnett et al., 2012). This is particularly true in Tower Hamlets where deprivation increases both the incidence and severity of T2DM (Tower Hamlets Council, 2022).

Crucial deprivation is not only about exposure to risk factors, it is about how it reduces the capacity for disease management (Bambra, Smith and Pearce, 2015). For example, poor people in deprived communities may have to deal with unstable housing, food insecurity, and competing financial pressures, all of which may lead to poor compliance with the treatment and lifestyle recommendations (Mayberry and Osborn, 2012).

Another important epidemiological trend is the change in T2DM onset that has a long term impact on health systems (Anson et al., 2025). We find that younger onset is associated with longer disease duration and increased lifetime risk of complications, suggesting that current prevention efforts may be insufficiently focused on younger populations (Anson et al., 2025).



Public health measures: Promotion, Prevention, Protection

Public health responses to T2DM can be analysed through the framework of promotion, prevention and protection (NICE, 2024).

Health promotion is based on behavioural change: diet, physical activity and smoking cessation (NICE, 2024). However, there is increasing recognition that traditional health promotion strategies may have limited effectiveness in deprived populations because they rely on individual agency without addressing structural barriers (Bambra, Smith and Pearce, 2015).

Prevention strategies in England are heavily influenced by the NHS Diabetes Prevention Programme (DPP). Valabhji et al. (2020) found that DPP participation led to reduced weight and HbA1c, implying that T2DM could be reduced. However, real-world studies show that effect sizes are smaller than in controlled trials, revealing the problematic implementation at scale (Ravindrarajah et al., 2023).

This is part of a larger critique of public health that interventions that are effective in ideal conditions may be less effective in real-world settings because of the uptake rate, adherence and context (Brunton, Soiland-Reyes and Wilson, 2022).

Protection is reducing complications through high-quality clinical management. NICE NG28 emphasises glycaemic control, cardiovascular risk management and monitoring of complications (NICE, 2024). However, achieving these standards consistently remains difficult, particularly in deprived populations (Tahir et al., 2025).

From a critical perspective, this highlights a tension between clinical guidelines and health system capacity, where the presence of evidence-based recommendations does not guarantee equitable implementation (Bednarska, 2022).



Monitoring and Surveillance

The UK has a relatively advanced diabetes surveillance system, with GP records, the National Diabetes Audit (NDA) and OHID datasets (NHS Digital, 2025). These systems support monitoring prevalence, care processes and outcomes, which is evidence-based policy and resource allocation (Office for Health Improvement and Disparities, 2025).

But surveillance systems are not neutral. They are shaped by the healthcare access, diagnostic practices, and record collection of data, which can lead to systematic bias (Whyte et al., 2019). For example, populations with lower access to healthcare may be underdiagnosed and the true number of diabetes cases is likely to be underestimated (Diabetes UK, 2025).

This is particularly true in Tower Hamlets, where social and cultural barriers may influence healthcare use (Kayyali et al., 2019). Thus, epidemiological data should be evaluated critically and the prevalence measured is representative of the disease and system performance.



Public Health Impact

T2DM has many psychological, social and economic impacts (World Health Organisation, 2024). Arnold et al. (2022) found that microvascular and macrovascular complications significantly reduce quality of life, highlighting the multidimensional burden of the disease. Mental health is an important but often overlooked aspect. Roy and Lloyd (2012) found a strong association between diabetes and depression and say psychological factors play a significant role in disease outcomes.

From an economic perspective, diabetes is a huge burden on healthcare systems. Hex et al. (2012) stated that diabetes accounts for a significant proportion of NHS expenditure, particularly due to complications and hospital admissions.

At a local level, Tower Hamlets is affected by high prevalence and inequality, and is therefore likely to have a disproportionate burden on diabetes cost compared to population size (Tower Hamlets Council, 2022).



Intervention Design and Critical Evaluation

An effective intervention for Tower Hamlets must address both individual and structural determinants of health. This requires an evolution from passive behaviour to integrated, community-based and culturally tailored strategies (Ansari et al., 2021).

The Chronic Care Model is a good model for that, with an emphasis on proactive care, patient empowerment and coordinated healthcare delivery (Bodenheimer, Wagner and Grumbach, 2002). But its implementation in practice is often inconsistent, due to organisational and resource constraints (Ansari et al., 2021).

Structured education programs such as DESMOND have shown some effectiveness in promoting self-management and lifestyle behaviour (Davies et al., 2008). However, participation rates differ and benefits might not be equally shared across socioeconomic groups, which would raise concerns about equity (Brunton, Soiland-Reyes and Wilson, 2022).

Many interventions focus on individual behaviour and do not address the upstream determinants such as poverty, food systems and urban design (Bambra, Smith and Pearce, 2015). This suggests population-level interventions (notably changes in food systems and urban planning) are needed to see a meaningful reduction in incidence.


Strengths and Limitations of the Epidemiological Approach

The epidemiological approach provides a structured framework for understanding disease patterns, identifying risk factors, and informing interventions (Magliano and Boyko, 2021). It allows for comparison across populations and supports evidence-based decision-making.

However, it also has limitations. Epidemiological data mainly use observational studies, which cannot establish causality and may be affected by confounding factors (Whyte et al., 2019). Quantitative data may also fail to capture the lived experience of people with diabetes, particularly in diverse and deprived communities (Moore et al., 2023).

This shows the need to integrate epidemiological data with qualitative information to understand health and disease in an integrated way.





Conclusion

T2DM is a complex public health issue on a global, national and local scale. Global trends show increasing prevalence from structural change but in the UK, the inequalities persist despite advanced healthcare systems. Tower Hamlets illustrates the way that inequalities are concentrated at the local level and cause a disproportionately high number of diseases.

A first-class epidemiological analysis demonstrates that effective responses need to go beyond individual-level interventions to address structural determinants, improve equity in healthcare delivery, and critically evaluate existing policies. T2DM needs to be addressed in a coordinated, multi-level manner that integrates prevention, treatment and social policy to reduce disease burden and health inequalities.
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