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[bookmark: _Toc15301]TASK 1
[bookmark: _Toc15302]SOCIAL EPIDEMIOLOGICAL ANALYSIS 
[bookmark: _Toc15303]GENDER AND HEALTH INEQUALITY IN THE UK 
 
[bookmark: _Toc15304]INTRODUCTION 
Gender- based health inequalities are systemic disparities in health outcomes, healthcare access, and treatment associated with gender((Bambra, Albani and Franklin, 2021). In the UK, women experience substantial health inequalities, despite living longer than men. Women outlive men by approximately four years, but spend a greater proportion of their lives in poor health (Allel et al., 2021; Di Lego, Nepomuceno and Turra, 2025). The UK possess the largest female health gap among all G20 countries and ranks 12th globally for gender health disparity (Benenden Health, 2024; Jeffrey, 2025). These inequalities reflect biological sex differences, gender roles, systemic biases within medical research, and socio-economic factors (Cooper and Tabana, 2021; Goberna-Tricas, 2024). 
[bookmark: _Toc15305]
CONTEXTUAL BACKGROUND AND UNDERLYING FACTORS 
[bookmark: _Toc15306]Higher rates of CVD mortality among women 
Cardiovascular disease (CVD) remains the leading cause of morbidity and mortality among women in the UK, yet women are systematically underdiagnosed and undertreated compared to men (Tayal et al., 2024). Women constitute less than 30% of participants in cardiovascular clinical trials, participants, limiting applicability to female patients (Bosomworth and Khan, 2023). Psychosocial risk factors and socioeconomic deprivation also affect women’s cardiovascular health, and significant regional variations in age-standardised mortality rates persist even within the NHS (Tayal et al., 2024). Women with CVD symptoms are more likely to experience diagnostic delays, with a typical symptom presentation frequently misattributed to non-cardiac causes. Solutions include developing sex-specific guidance, increasing female research representation, and clinical training reduce these inequalities (Bosomworth and Khan, 2023; Kunadian et al., 2025). 
[bookmark: _Toc15307] Higher Prevalence of Mental illness among women 
Women in the UK experience higher prevalence of common mental health problems (CMHPs) than men, with gender disparities evident across 11 of 20 industries (Chen and Wang, 2023). In some sectors, women are over 6 times more likely to screen positive for mental health difficulties, with the widest disparity found in arts, entertainment, and recreation (adjusted OR= 
6.19) (Chen and Wang, 2023). The COVIS-19 pandemic exacerbated these inequalities, for mothers managing domestic work, home schooling, and employment (Ellison, 2023; Chen, 2024). Intimated partner violence (IPV) further compounds the mental health burden, with anxiety and major depressive disorder among the leading causes of IPV- attributed disability- adjusted life years among women (Lancet, 2026). Solutions include expanding women’s health hubs, integrated mental support into routine care, and implementing workplace reforms that address the gendered distribution of unpaid care work (Jeffrey, 2025).  
[bookmark: _Toc15308]Increasing Maternal Mortality rates among women  
Maternal mortality has increase in the UK. MBRRACE-UK reported 53% increase in maternal deaths during 2020-2022 compared to the previous three-year reporting period, reaching 13.56/100,000 maternities (MBRRACE-UK, 2024). Black women are 4 times more likely to die during pregnancy and childbirth, demonstrating the intersection of gender and racial inequality (The Women's Organisation, 2026). Maternal mortality rate in 2022-2024 was 20% higher than in 2009- 2011 (MBRRACE-UK, 2024). Solutions include addressing structural racism, improving postnatal competent care (Connolly and Regan, 2022). 
[bookmark: _Toc15309]Domestic Violence and Abuse Against Women  
Domestic abuse disproportionately affects women in the UK. In the year ending March 2025, an estimated 2.2 million females (9.1%) experienced domestic abuse compared to 1.5 million males (6.5%) (ONS, 2025). One in four women will experience domestic abuse during their lifetime, while one in three pregnant women experiences escalation or onset of abuse during pregnancy (NCDV, 2022). Consequences extend beyond physical injury to mental health disorders, substance misuse, and chronic disease (Lancet, 2026). Investment in refuges, specialist services, and trauma-informed healthcare provision is required alongside implementation of domestic abuse act 2021.  
[bookmark: _Toc15310]Gender pay gap and economic disadvantage 
Economic inequality fundamentally undermines women’s health by restricting access to resources, services, and decision-making power. The UK gender pay gap was 7.7% among full time employees in 2024 (Statista, 2025). Menopause costs the UK economy approximately £10 billion annually, with one in ten women leave employment due to symptoms (The Women's Organisation, 2026). Women take on average nine days of annual leave to manage health concerns, and more than a third experience workplace anxiety related to their health (Benenden Health, 2024). Solutions include mandating workplace menopause policies, enforcing flexible working arrangements, and implementing targeted financial support for women with chronic health conditions that reduce economic participation. 
[bookmark: _Toc15311]Gender bias in medical research and healthcare access 
Male-centred medical research has contributed to diagnostic and treatment biases against women. Research on erectile dysfunction (affecting 19% of men) is conducted five times more frequently than research on premenstrual syndrome despite the later affecting 90% of women (The Women's Organisation, 2026). Women with endometriosis take an average of 8years to receive a diagnosis while 80% of women report that medical professionals have not listened to or believed them (The Women's Organisation, 2026, Benenden Health, 2024). Sex and gender- disaggregated reporting, women’s health hubs and gender-awareness training could improve healthcare responsiveness (Goberna-Tricas, 2024; Jeffrey, 2025). 
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Fig 1 illustrates the key gender health inequality statistics (2024-2025) Benenden Health (2024); MBRRACE-UK (2024); ONS (2025); The Women's Organisation (2026). 
 
[bookmark: _Toc15312]NATIONAL RESPONSE TO REDUCE HEALTH INEQUALITIES IN WOMEN  
First Women’s health strategy for England, initially published in 2022 and renewed in April 2026, represents a 10- year framework for improving women’s health and healthcare (DHSC, 2022; DHSC, 2026). The strategy commits to expanding women’s health hubs, improving access to contraception, and addressing the gender data gap in medical research.  
Second, the domestic abuse act 2021 represents landmark legislation that created a legal framework recognising domestic abuse as a public health issue. The act established a statutory definition of domestic abuse that includes economic abuse and recognises children as victims in their own right (Home Office, 2022). Together, these policy interventions signal a national recognition that gender health inequalities require systemic, legislative, and cultural change.  
 
[bookmark: _Toc15313]ORGANISATIONS THAT SUPPORT THE CHOSEN GROUP  
The Fawcett society campaigns for gender equality and women’s rights. It raises awareness through research on the gender pay gap, menopause rights and race-gender health intersections (Fawcett Society, 2024). Their goals include legal and policy change that removes structural barriers to women’s health and economic equality, producing authoritative research on the scale of gender-based inequalities, and campaigning for equitable treatment commitment to translating research evidence into actionable public health recommendations that address both the symptoms and root causes of gender health inequality (Benenden Health, 2024). 
 
[bookmark: _Toc15314]CONCLUSION 
This analysis demonstrates that women in the UK experience interconnected inequalities involving cardiovascular diseases, rising mental health burden, maternal mortality, and social injustices including domestic violence and economic violence and disadvantage. These disparities are compounded by systemic gender bias in medical research and healthcare delivery that leaves women chronically misunderstood, mistreated, and misdiagnosed. National policy responses, notably the women’s health strategy for England and the domestic act 2021, represent important steps forward but must be accompanied by sustained investment, cultural change within healthcare, and intersectional approaches that acknowledge the compounding effects of race and deprivation. Gender health equity therefore requires healthcare reform alongside wider social and economic change.  
 
 	 
[bookmark: _Toc15315]TASK 2 
[bookmark: _Toc15316]EPIDEMIOLOGICAL ANALYSIS BREAST CANCER IN WOMEN IN THE LONDON BOROUGH OF TOWER 
[bookmark: _Toc15317]HAMLETS: AN EPIDEMIOLOGICAL REPORT 
 
[bookmark: _Toc15318]INTRODUCTION 
Breast cancer is the most common cancer diagnosed in women globally, characterised by the uncontrolled proliferation of abnormal cells within breast tissue, primarily originating in the ducts or lobules (Katsura et al., 2022). The disease carriers substantial social, cultural and health consequences: it can profoundly affect the body image, intimate relationships, mental health, and economic productivity. Breast cancer costed the UK economy approximately £3.2 billion in 2025, with wellbeing costs estimated at £20.2 billion (Breast Cancer Now, 2025). Worldwide, there were an estimated 2.30million new cases and 764,000 deaths among females in 2023 (Lancet Oncology, 2026). In the UK, breast cancer accounts for 30% of all new female cancer cases, with approximately 56,400 women diagnosed annually at a European age-standardised incidence rate of 169.9/100,000 (Cancer Research UK, 2023). Crude prevalence in 2021 was 2.1% for UK females, and survival probability at one, five, and ten years was 95.1%, 80.2% and 68.4% respectively (Barclay et al., 2024). The London borough of tower hamlets, with its high levels of deprivation and ethically diverse population, provides an appropriate defined population for epidemiological analysis, as it presents both significant breast cancer burden and persistent health inequalities.  
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Fig 2 illustrates the breast cancer incidence rates of UK (European age-standardised rates per 100,000, females 2017-2019) (Cancer Research UK (2023). 
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[bookmark: _Toc15320]Public Health Measure: The 3p’s 
Method 
Public health approaches to breast cancer can be understood through the framework of the 3P’s: prevention, promotion and protection.  
Issue/Problem 
Breast cancer is associated with several modifiable factors, including overweight, obesity, physical inactivity, alcohol consumption and dietary patterns.  Evidence indicates that a proportion of breast cancers can be attributed to modifiable life styles factors (Goon, Kim and Giovannucci, 2021; Harvie, 2026). Another important problem is non-attendance for screening, particularly among groups experiencing socioeconomic or access barriers. 
Solution 
Prevention should focus on reducing exposure to modifiable risk factors through healthier lifestyles and appropriate public health interventions. Promotion should increase knowledge of breast cancer symptoms and encourage screening participation. Protection is provided through the NHS breast screening programme, which invites women aged 50-71 for mammographic screening every 3 years and has been estimated to prevent 1300 deaths from breast cancer annually (Breast Cancer Now, 2025; Dibden et al., 2026). 
 
[bookmark: _Toc15321]Key determinants and risk factors 
Method 
Epidemiological assessment requires identification of both non-modifiable and modifiable determinants. This allows populations at increased risk to be identified and provides a basis for developing targeted prevention strategies. 
Issue/Problem  
Sex and age, with 80% of occurrence in women over 50 (Breast Cancer Now, 2025). Genetic predisposition accounts for 5-10% of cases while physical inactivity, alcohol consumption, overweight, and dietary factors are modifiable risks (Stordal et al., 2024). Family history, BMI and previous breast surgery may also influence risk, although associations can very according to how cancer is detected (Barnes et al. 2024). In Tower Hamlets, these factors may intereact with socioeconomic circumstances and ethnicity. Risk cannot be solely understood thorugh individual behaviour Kelly et al., 2026). 
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Fig3 shows the modifiable risk factors for breast cancer in the UK: Population attributable risk (PAR) Goon, Kim and Giovannucci (2021). 

Solution  
An appropriate epidemiological response should therefore consider both individual and wider social determinants. Interventions should be adapted to the characteristics of groups experiencing greater risk or barriers rather than assuming that a single approach will be equally effective across the population. 
 
[bookmark: _Toc15322]Health needs assessment and identifying affected populations 
Method 
A health needs assessment should combine several sources of epidemiological information. Relevant sources include national disease registration data, cancer research UK information and GP- level information from the clinical practice research datalink (CPRD) (Gutacker et al., 2025). Evidence from the million women study and UK biobank can also be contribute information concerning risk-factor distribution and cancer incidence (Khan et al., 2025; Reeves et al., 2026). 
Issue/ Problem  
Health need is not equally distributed, Socioeconomic deprivation is associated with a greater burden of long-term conditions, while minority ethnic women may experience additional barriers to breast careening and may present later because of cultural or accessrelated factors (Gutacker et al., 2025; Adhav et al., 2024).  
Solution 
Using multiple datasets allows epidemiologists to identify groups that may be hidden within overall population statistics. Local demographic, socioeconomic and ethnic information should therefore be considered alongside disease and screening data when determining priorities for Tower Hamlets. 
 
[bookmark: _Toc15323]Monitoring and surveillance systems 
Method 
Continuous surveillance is necessary to monitor breast cancer incidence, screening participation, diagnosis and outcomes. The NHSBSP collects data on invitation, attendance, and screening outcomes for all 79 English breast screening centres (Brettschneider et al., 2023). Cancer registry data from the national; cancer analysis service provides incidence and survival statistics. The UKHSA surveillance systems monitor population-level health trends, while the WHO global health observatory and GBD study provide international comparative data (Lancet Oncology, 2026). At local level, public health fingertips can assist with monitoring indicators such as screening uptake, late-stage presentation and mortality. 
Issue/problem 
Surveillance does not automatically guarantee complete representation. Women who experience barriers to healthcare may be less likely to attend screening and therefore may be less visible within screening datasets. This creates a risk that observed patterns do not fully reflect tha needs of underserved populations 
Solution 
The use of multiple surveillance systems can strengthen the assessment by allowing local findings to be compared with national and international evidence. Monitoring should specifically access and outcomes between population groups. 
 
 
 
[bookmark: _Toc15324]Public health impact: short- and long-term consequences 
Method 
The impact of breast cancer should be assessed through physical, psychological, social and economic outcomes rather than incidence and mortality alone. 
Issue/problem 
Short term consequences include fatigue, lymphoedema, psychological distress and disruption to employment and family life (Breast Cancer Now, 2025). Longer-term include recurrence, treatment- related morbidity, and reduced quality of life. Women with metastatic breast cancer, may experience particularly physical and emotional effects. The economic burden also extends beyond healthcare expenditure through lost productivity, with projected costs projected to rise to £3.9 – 4.3 billion by 2050 (Breast Cancer Now, 2025).  
Solution 
Public health planning should therefore incorporate early diagnosis, appropriate treatment, psychological support and survivorship care. Measuring wider quality-of-life and socioeconomic consequences provides a more complete assessment of the disease burden. 
 
Health intervention programme and evaluation 
Method  
A proposed health intervention programme for tower hamlets, modelled on successful community-based approaches, would comprise 3 components: Targeted outreach, enhanced screening access, Risk-stratified screening. 
Issue/problem  
Some South Asian and Somali women may experience barriers to breast cancer awareness and screening. Conventional healthcare communication may therefore fail to reach women who could benefit from earlier detection.  
Solution 
Multilingual awareness activities could be delivered through trusted community settings such as hairdressing and beauty salons, faith centres, community organisations, drawing on the 
BELONG study approach (Adhav et al., 2024). Screening access could be improved through GP- linked telephone consultations, self- booking systems and mobile screening services, based on evidence from community interventions (Onyedum et al., 2025). Risk stratified screening using BC-predict could also be considered because of its reported costeffectiveness (French et al., 2025).  
 
[bookmark: _Toc15325]METHOD OF EVALUATION 
The intervention should be evaluated rather than assuming that implementation will be successful. A quasi-experimental design could compare screening uptake, stage at diagnosis and 5-year survival before and after implementation. Process evaluation should assess reach, acceptability and patient experience. Screening uptake, stage 1 diagnosis and patientreported experience could be used a key indicators.  
 
[bookmark: _Toc15326]STRENGTHS AND WEAKNESSES OF THE EPIDEMIOLOGICAL APPROACH 
This approach demonstrates several strengths. The availability of large-scale population based data sets, including CPRD and NHSBSP linked data, provides robust evidence on incidence, survival, and risk factor distributions (Barclay et al., 2024; Brettschneider et al., 2023). The 33-year follow-up data on screening effectiveness offer strong evidence for long term public health benefits, with attendance associated with a 33% reduction in breast cancer mortality (Dibden et al., 2026). However, significant weaknesses persist. The COVID-19 pandemic disrupted screening programmes and research activities, potentially biasing recent data on uptake and outcomes (French et al., 2025). Surveillance systems may underrepresent minority ethnic and socioeconomic groups, as women from these populations are less likely to attend screening (Onyedum et al., 2025). Overdiagnosis remains a recognised limitation of mammographic screening; Autier (2024) estimated that 18-19% of cancers diagnosed among women invited screening represent overdiagnosis. Furthermore, ecological and observational study designs cannot establish causation for risk factor associations, and the applicability of UK biobank data to Tower Hamlets is limited by the volunteer bias inherent in the cohort (Kelly et al., 2026). Finally, the proposed intervention programme requires formal evaluation through randomised or cluster-randomised trails before wide-scale implementation can be recommended with full epidemiological confidence. 
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