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Introduction 
Tuberculosis is a disease caused by bacterial and mostly affects the lungs. It is curable and 
preventable. (Sally et al, 2018) 

Mycobacterium tuberculosis (M.TB), which causes tuberculosis (TB), most frequently affects 
the lungs. Inhaling infected particles discharged by close contacts results in M.TB infection. 
Latent M.TB infection, or LTBI, is a situation in which M.TB growth is successfully contained 
despite the fact that only 10% of persons who are infected have active disease. Along with 
site-specific symptoms, active TB illness causes systemic symptoms such as fever, weakness, 
and weight loss. The most typical signs of active pulmonary TB illness include a chronic cough 
that occasionally produces blood and chest pain. Extrapulmonary tuberculosis (TB) develops 
when the infection travels outside the lungs, which occurs in 15–25% of active cases and 
typically in immunosuppressed people. (Sally et al, 2018) 

Depending on the site of infection, which might include lymph nodes, pleura, and osteoarticular 
sites, extrapulmonary TB symptoms can vary significantly. For HIV-negative people, the 10-
year case fatality rate of active illness ranges from 54 to 86% if left untreated.  Asymptomatic 
LTBI typically has a lifetime reactivation risk of 5–10%. 2. While clinically suspected TB 
disease is assessed using a chest radiograph and diagnostic microbiology for acid-fast bacilli, 
LTBI may be identified using cutaneous tuberculin skin testing (TST) or interferon-release 
assays (IGRA). There are effective antibiotic treatments available, but they need lengthy and 
difficult regimens. Additionally, the prevalence of both extensively and multi-drug-resistant 
tuberculosis (XDR-TB) is rising. 

exposure in the place of origin has a significant influence, such a mindset conceals the 
combination of circumstances that make migrants and ethnic minorities more susceptible to 
the development of active TB disease from latent infection. The unequal burden of TB on some 
communities is rarely the consequence of a single clear reason because TB is a complicated 
disease. Particularly given that their relative importance varies between and within these 
groups, it is challenging to separate socioeconomic disadvantage from migrant/ethnic cultural 
identity in analyses of how reactivation of latent infection, as well as transmission, contribute 
to TB incidence in migrant and ethnic minority populations. However, it is evident that each 
component, from the biological to the social, has a function to play and should be taken into 
account in plans to address this discrepancy. (Sally et al, 2018) 

We go over the biological, social, and cultural aspects of pathogen exposure risk, susceptibility 
to infection or the onset of an active illness, and accessibility to care.  

Background 
More than one-third of the world's population is afflicted with tuberculosis (TB), which is 
brought on by infection with Mycobacterium tuberculosis. In 2013, there were about 9 million 
new cases of TB and 1.5 million fatalities. An illness that, in the vast majority of cases, spreads 
predominantly through the air, making it impossible to contract it without coming into contact 
with the causative agent. Within the last decade or two, this disease was well under control, 
but it is suddenly resurfacing and posing a threat to people all around the world, particularly in 
sub-Saharan Africa. There is little question that the detrimental effects of globalization, 
particularly in the emergence of extensively drug-resistant TB (XDR-TB) and multidrug-
resistant TB (MDR-TB), play a significant role. (Jalal-Eddeen and Haruna, 2015) 

Additionally, the globalization-related factors of a sizable number of HIV-positive susceptible 
hosts, low TB treatment success rates, and rising levels of poverty among the populace all 



contribute to the resurgence of TB as well as the development of MDR-TB and XDR-TB. 
Collaboration amongst different nations would be extremely helpful in halting the spread of 
MDR-TB and XDR-TB. This is made possible by enacting significant measures like placing 
well-equipped infection control units at the points of entry of various nations, training medical 
professionals and TB specialists, supplying efficient TB control programs, improving the TB 
surveillance system, empowering economically resource-poor communities, restructuring 
health reforms, and stepping up public awareness campaigns. 

Policymakers and international partner organizations must increase their collaborations and 
strengthen all necessary measures to stop the spread of this deadly but entirely curable 
disease, whose treatment is, in terms of economics, cost-effective. Given the fact that 
globalization plays a significant role in the spread of MDR tuberculosis. 

Aims and Objectives 
To identify the prevalence of Tuberculosis within the ethnic minorities in the UK and to 
understand the sociological context of the development and use of epidemiological categories 
that specify ethnic groups and migration-related characteristics of populations in HIV/AIDS 
and TB health reporting. The current analysis compares the categories used in TB health 
reporting in the UK with a sole emphasis on tuberculosis (TB). The following inquiries are 
investigated: 

1. How is public health knowledge about immigrants and TB produced, stabilized, and altered, 
and with what categories and classifications? 

2. In what specific sociohistorical circumstances are the epidemiological classifications 
constructed? 

3. How do categorization techniques demonstrate the impacts of power, such as through 
influencing meaning patterns (referred to as "interpretive frames") and guiding the public? 

Overall, to examine factors for the increase in Tuberculosis in the United Kingdom 

Methodology 
In this report, I have used PubMed, Google scholar, government websites, and my general 
knowledge to put the finding from the articles together to get a clear understanding of why 
Tuberculosis is common among the ethnic minorities in the United Kingdom. Other relevant 
websites were also visited to sources for information. 

Literature Review 
Increasing prevalence of tuberculosis in England and Wales: a study of the potential 
reasons, studied national statistics to determine whether socioeconomically disadvantaged 
areas saw a greater increase. The least underprivileged localities in England and Wales’s 
403 local authorities were ranked and divided into tenths. The poorest 10% of the minority 
group has a 35% increase in TB cases. (Bhatti et al., 1995) 

Penelope and Hella. (2021) Immigration, racial minorities, and infectious illness discourse: 50 
years of tuberculosis reporting in the UK to comprehend changes in the categories used in the 
context of their larger socio-historical setting. Over 500 health reports, interviews, field notes, 
and other pertinent documents pertaining to TB and HIV health reporting in Germany and the 
UK are included in the data corpus. Through the importation and spread of TB, immigrants 
and members of ethnic minorities were both "a risk" to the general public's health and they are 



at increased risk of contracting the illness, a construction that highlighted vulnerability and 
explicitly recognized the social and economic factors influencing it. 

Sarah et al (2006) Tuberculosis in London: a decade and a half of no decline. This study was 
conducted to determine the root cause of tuberculosis among London's ethnic minority. 
Comparing and analyzing data from the national tuberculosis surveys from 1993 and 1998, 
the improved tuberculosis surveillance from 1999 to 2003, and tuberculosis notifications. Black 
Africans have the highest incidence (283/100 000), compared to Pakistanis, Indians, and white 
people (141, 141, and 8/100 000, respectively), who make up about 86% of the population.  

In the UK, people with chronic kidney disease from ethnic minorities frequently have 
tuberculosis, and there is a significant amount of medication resistance. The goal was to 
determine how TB infections among ethnic minorities were impacted by chronic renal 
impairment. From 1994 to 2010, the place of origin and amount of time spent in the UK were 
examined for 40 CKD patients. prior to getting TB. HIV status, vitamin D levels, and resistant 
patterns were examined. The majority of CKD patients with TB were from non-UK-born ethnic 
minorities. The majority had spent five years in the UK, indicating that CKD is a significant 
enough risk factor and that the time of residence in the UK was not a factor in the development 
of TB. (Peter, 2006) 

Results 
According to Bhatti et al (1995), between 1988 and 1992, there was a 12% increase in 
tuberculosis notifications in England and Wales. The poorest 10% of the population saw a 35% 
increase, the next two 10%, and the remaining 70% saw no change. The rise had a similar 
impact on Hackney's historically high-risk and low-risk ethnic groups. From 1986–8 (78 cases) 
to 1991–3 (123), the incidence climbed by 58% in "low risk" European and West Indian 
communities, but by 41% in those from the Indian subcontinent (from 51 cases to 72). Less 
than half of the overall increase in tuberculosis was caused by newly arrived immigrants, 
specifically, refugees (11% of the population of Hackney) and Africans (6%) and the proportion 
of such people was significantly higher than in most socioeconomically deprived communities. 

London reported 3048 TB cases in 2003, accounting for 45% of the national total. This 
amounts to a prevalence of 41.3/100 000, which is five times greater than that of the rest of 
England and Wales. The prevalence of tuberculosis in some areas of London is nine times 
higher than the national average. Nearly half of those who have tuberculosis in London were 
born outside of the country, yet a third have been residents of the country for more than 10 
years. 86% of people identify as members of an ethnic minority, with black Africans having the 
highest incidence (283/100 000) compared to Pakistanis, Indians, and whites, who had 
incidences of 141, 141, and 8/100 000, respectively. In London, patients with tuberculosis 
come from almost one-third of the Indian subcontinent and one-third of Africa, respectively. 
Homeless people, inmates, hard drug, and alcohol users, as well as immunosuppressed 
people, are some specific categories who are impacted (Sarah et al) 

There were 15 Black Africans, 9 Asians, 7 White Britons, 6 Black Caribbeans, and 3 White 
Others among the ethnic groups (including eastern Europe). 27 patients (67.5%) were not 
born in the UK. 4 had spent about five years in the UK. Eleven patients had their vitamin D 
levels checked, and 10 of them had low levels (60 nmol/l). 5 patients tested positive for HIV 
(3 Black-African and 2 Black-Caribbean). Two of the five patients (12.5%) who exhibited 
treatment resistance were HIV + (3 Black African, 1 Black Caribbean, and 1 White Kosovo). 
(Paramita et al, 2011) 



40 CKD patients were analysed from 1994-2010 by country of origin and time spent in the UK. 
Before developing TB. Resistant patterns, vitamin D levels, and HIV status were checked. 
(Paramita et al., 2011) 

Discussion 
Keywords 

Migration, Ethnicity, Socioeconomic inequality, Vitamin D Levels, Cultural 
Beliefs, Barrier to Treatment. 

According to the literature review, the following are the common factors of the causes of 
tuberculosis among ethnic minorities in the United Kingdom: 

Vitamin D Levels: Low vitamin D levels are known to be linked to active TB, and before 
antibiotics were developed, direct vitamin D administration and sunlight exposure in sanatoria 
were common therapies. Despite the association is complex, there is increasing evidence now 
that TB and vitamin D insufficiency are related. The route of causality is unclear, however, a 
meta-analysis found a 70% chance that, if someone with TB disease were randomly selected 
from the public, they would have a lower serum vitamin D level than a healthy person. It has 
been shown that 1,25(OH)2D, the active form of vitamin D, increases the synthesis of 
cathelicidin LL-37 and the capacity of macrophages to phagocytose M.TB. an antimicrobial 
peptide that directs other immune cells to the infection site and has a direct bactericidal effect. 
There is proof that a decline in serum vitamin D impairs the immune system's response and 
may cause LTBI to reactivate. Lack of vitamin D may also increase the risk of extrapulmonary 
TB spread, which affects migrants and people from non-white ethnic groups more frequently. 
(Sally et al, 2018) 

Socioeconomic Inequality: Ethnic socio-economic disparities over the life course 
frequently result in health inequities since ethnicity is intertwined with the larger socioeconomic 
determinants of health. In the UK, there are significant economic disparities between racial 
and ethnic groups, with both Asian and black communities having lower employment 
probabilities than the population. Migrants and members of racial or ethnic minorities are more 
likely to experience problems with homelessness, substandard housing, and overcrowding in 
addition to economic issues including unemployment, low pay, and unfavourable working 
conditions. In 2015, foreigners made up 13% of the general population of the UK, but 20% of 
those were homeless. 16.1% of all households in England and Wales in 2011 had a Household 
Reference Person (HRP) that belonged to an ethnic minority, but 47.9% of crowded 
households. (Sally et al, 2018) 

Migration: Importantly, the majority of immigrant cases of active TB disease arise after 
arrival in the UK, rather than being transmitted across national boundaries.  This corroborates 
King's claim that "The greater risk of tuberculosis among immigrants relates as much to the 
difficulties they confront during and immediately after migration, as it does to their place of 
origin. To determine how much stress and difficult migration journeys affect particular migrant 
groups, more research is needed. The increased prevalence of active TB among migrants 
compared to ethnic minorities who were born in the UK and the general population is likely 
due in part to migration experiences, particularly for individuals who are marginalized or who 
are traveling illegally. 

Due to compromised immunity caused by challenges encountered during and immediately 
following migration, such as inadequate nutrition, concurrently bad health, social 
marginalization, and relocation stress, the active disease may progress more quickly. 



In terms of psychological repercussions, refugees and asylum seekers experience higher 
levels of worry than the overall population or other migrant groups, and they also tend to have 
worse mental health than forced migrants. In addition, survey data indicates that roughly 40% 
of Africans in the UK experience mental anguish as a result of immigration, placing them at a 
higher risk of mental illness than non-Africans. It has been proposed that the anxiety and 
despair brought on by migration may contribute to an increased risk of illness development, 
maybe through neuroendocrine pathways or a detrimental impact on the cell-mediated 
immune system. 

Cultural Beliefs: Cultural ideas, which frequently result from experiences in the nation of 
origin, impact how immigrants and members of ethnic minorities see tuberculosis (TB). Certain 
beliefs, such as false notions about the causes, transmission, and risks of TB, might be 
obstacles to receiving clinical treatment. According to Gerrish et al., TB is a condition that has 
both historical and cultural roots and is more than just a sickness that can be treated with 
antibiotic therapy. Numerous studies have found that immigrant groups have poor knowledge 
about LTBI, as well as widespread misconceptions about the causes of TB and its 
transmission. Numerous causes of the illness have been proposed, including the weather, 
poisoning, pneumonia, exposure to chemicals, and witchcraft. Several Somali women in a 
focus group thought that TB was retribution for their bad conduct in the past. (Sally, 2018) 

The high risk of TB in a migrant's place of origin may give them the false impression that they 
have "left behind" that risk and they may also believe that TB there is a separate, more severe 
disease. Due to inadequate healthcare systems in low-income nations, TB may occasionally 
be considered to be incurable. In addition, it's possible that immigrants favour conventional 
healthcare and healing methods over Western medicine when they first arrive, which makes 
them more likely to seek out conventional folk healers, self-diagnose, or self-medicate before 
visiting public healthcare facilities. Within these communities, the risk of TB transmission may 
be increased by cultural beliefs that result in delaying treatment requests and reducing 
adherence to prescribed regimens. 

The barrier to Treatment: Migrants would struggle to prove their "entitlement" to 
quality medical treatment. For instance, research conducted in the UK discovered that only 
32.5% of newly arrived immigrants who were required to register with a GP had actually done 
so, and the immigrant groups with the lowest percentage of registered immigrants were likely 
to have the largest need. This is in line with the Inverse Care Law, which states that those who 
are most in need of healthcare services are also the least able to receive them. According to 
a number of studies, immigrants have difficulty getting medical care for TB diagnosis or 
treatment. These include a lack of knowledge about the community's healthcare system, 
especially the availability of free services, communication difficulties, and concerns about 
privacy invasion brought on by the employment of interpreters. (Sally et al, 2018) 

Therefore, there are frequently racial, linguistic, and cultural hurdles to using these facilities 
efficiently and following treatment regimens, even in situations where there are minor 
geographic or economic barriers to accessing health services. Unsettlingly, institutional racism 
within the NHS may create additional barriers for immigrants and members of other racial or 
ethnic minorities to get healthcare. There is evidence that Trusts frequently fail to fulfill the 
requirements of black and ethnic minority communities when commissioning services, which 
may indicate a lack of diversity in the NHS senior workforce. (Sally et al, 2018) 



Recommendations 
It is important to inform patients who have tuberculosis. Bacteriological confirmation and 
drug susceptibility testing should always be sought after due to the increased prevalence of 
drug resistance. It is important to inform patients who have tuberculosis. Bacteriological 
confirmation and drug susceptibility testing should always be sought after due to the 
increased prevalence of drug resistance. 

Collaboration between countries would be extremely beneficial in halting the spread of MDR-
TB and XDR-TB. This is made possible by enacting significant measures such as establishing 
well-equipped infection control units at various countries' points of entry, training medical 
professionals and TB specialists, providing effective TB control programs, improving the TB 
surveillance system, empowering economically resource-poor communities, restructuring 
health reforms, and ramping up public awareness campaigns. 

All kinds of tuberculosis, with the exception of meningitis, should be treated with a six-month 
short-course regimen that includes four medications in the initial phase. Ethambutol, the fourth 
medication, may occasionally be omitted from the initial regimen. (Peter, 1998) 

Patient care should be managed by doctors with substantial experience in tuberculosis 
management and access to nurse specialists or health visitors with expertise in the disease. 
Advice is provided on how to handle unique circumstances, manage patient groups, avoid 
drug interactions, take extra measures, and screen patients prior to treatment. 

Primary care practitioners, in particular, have critical roles to play in tuberculosis prevention 
and control (TB). These responsibilities include rapid identification of suspect cases and 
referral to tertiary care, as well as patient support during lengthy treatment. (Gov. UK, 2021) 

Keep a constant eye out for TB symptoms and indicators among at-risk groups, such as 
immigrants to the UK (even decades after arrival) and their families, or other people with ties 
to endemic countries. 

Consider the possibility of TB in individuals who have just arrived in the UK from high-
incidence nations and arrange for TB screening where required. (Gov. UK, 2021) 

People who were not born in the UK had a higher prevalence of extra-pulmonary TB than 
those who were. It is critical to watch out for extra-pulmonary TB symptoms. 

Diabetes and other conditions that are more common in specific ethnic groups can increase 
the risk of TB. 

Patients who are at risk should be informed of the signs and symptoms of TB and urged to 
seek quick medical attention if they do so. (Gov. UK, 2021) 

Anyone with a TB diagnosis should be offered an HIV test.  

Conclusion 
It is a common misconception that immigrants 'import' the illness from abroad, explaining 
why their TB disease incidence is higher than that of the overall population. Differential 
pathogen exposure can be largely responsible for the greater incidence of TB among 
migrants and ethnic minorities due to both pre-migrations living in high-incidence countries 
and the maintenance of transnational relationships with the country of birth or ethnic origin. 
Posting this as the only reason, however, ignores the intricate web of factors that affect how 
susceptible certain migrant and ethnic groups are to infection and the emergence of active 
disease. genetic susceptibility, inadequate vitamin D caused by dietary and environmental 



factors, co-morbidities such as diabetes, HIV, chronic kidney disease, and socioeconomic 
factors. (Sally, 2018) 

Among them are genetic predisposition, vitamin D deficiency caused by environmental and 
nutritional factors, co-morbidities such as diabetes, HIV, chronic kidney disease, 
socioeconomic disadvantage, and factors related to the experience of migration itself. 
Furthermore, cultural disparities in treatment-seeking behaviours, stigmatization of patients, 
and barriers to healthcare access are among the challenges that some immigrant and ethnic 
groups face when seeking therapy. According to Offer et al., tuberculosis (TB) does not 
affect racial and ethnic minorities in a vacuum; rather, it occurs against the backdrop of a 
socioeconomic, political, and cultural environment that influences their knowledge, attitudes, 
and behaviours. Delays in identification and treatment increase the incidence and spread of 
these diseases.  

Tuberculosis was and still is higher within ethnic minority groups in the UK. Cases of 
Tuberculosis in ethnic minorities in the UK suggest that TB until now and the next century will 
be a problem. 
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