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[bookmark: _Toc236924011]Task 1: Social Epidemiological Analysis of Gender Inequalities in Health among Women in England
[bookmark: _Toc236924012]1.1 Introduction
Gender inequalities contribute significantly to a wide range of health issues and remain an important public health concern within the healthcare sector in England. Gender is recognised as one of the key social determinants of health, as it influences individuals' opportunities, life experiences, and access to appropriate health services. Although women generally have a longer life expectancy than men, they are more likely to spend a greater proportion of their lives living with poor health, disability, and deteriorating mental health.
[bookmark: _Toc236924013]1.2 Background and factors influencing the context
[bookmark: _Toc236924014]1.2.1 Health Issues
1.2.1.1 Depression 
Depression is one of the most prevalent mental health conditions in England, affecting women almost twice as frequently as men across all age groups. The UK's Office for National Statistics (ONS) and NHS England attribute this gender inequality to a combination of biological, psychological, and social factors (Khan et al., 2025). Women are more susceptible to depressive disorders due to hormonal changes associated with menstruation, pregnancy, childbirth, and menopause. However, biological factors alone do not fully explain this disparity. Social determinants, including gender discrimination, caregiving responsibilities, financial insecurity, and exposure to domestic abuse, also contribute significantly to the higher prevalence of depression among women (Chen et al., 2024). Trauma-informed and gender-sensitive psychological services, including NHS Talking Therapies, play an important role in improving access to mental health support and reducing gender-related inequalities in mental healthcare.
1.2.1.2 Osteoporosis 
Osteoporosis is a significant which can be a sensitive public health problem and is also seen more frequently in the women in England, especially after their menopause (Bearman. and Ajjawi, 2025). The diseases are defined as a decrease in their bone density and their loss of bone tissue respectively, which raises the likelihood of their bone fractures, disability and also diminished quality of life. Women are at higher risk compared to men, they also tend to develop a lower peak bone mass and their rapid drop in their oestrogen levels at the time of their menopause causes an increase in the level of their bone loss. 
[image: ]
Figure 1: Barriers to Women in Accessing Healthcare in the UK
(Source: Jeffrey, 2025)
1.2.1.3 Overweight and Obesity in Children. 
Cardiovascular disease (CVD) remains one of the leading causes of mortality among women in England, despite historically being regarded as a disease that primarily affects men. This misconception has contributed to inequalities in diagnosis, treatment, and clinical outcomes, as both patients and healthcare professionals may underestimate cardiovascular risk in women (Rather and Mahalik, 2025). Unlike men, women frequently present with atypical symptoms, including fatigue, breathlessness, nausea, dizziness, indigestion, and pain in the jaw, neck, or back, rather than the classic symptom of severe chest pain. These differences in symptom presentation can result in delayed recognition, misdiagnosis, and delayed treatment, ultimately contributing to poorer health outcomes and reinforcing gender inequalities in cardiovascular care.
[bookmark: _Toc236924015]1.2.2 Social Issues
1.2.2.1 Domestic Abuse 
Domestic abuse is a significant social issue that contributes substantially to health inequalities experienced by women in England. It may involve abuse perpetrated by current or former partners or family members and can include physical, emotional, psychological, sexual, or financial abuse. Women are more adversely affected, and their impact also goes beyond their bodily injuries (Simon and Hasan, 2025). They may suffer from their chronic pain, major gastrointestinal disorders, reproductive health issues, different types of STDs and long-term disability. The psychological effects are also significant such as an increased in risk of their depression, anxiety, post-traumatic stress disorder (PTSD), self-harm, substance misuse and suicidal behaviour which are a sensitive topic. These adverse health outcomes demonstrate how domestic abuse represents both a social and public health issue, requiring coordinated healthcare and safeguarding interventions.
1.2.2.2 Employment Inequality 
In England, many women face inequalities in employment, which have a significant impact on their health and overall wellbeing (Li et al., 2025). Despite progress in the labour market, women remain underrepresented in senior positions, overrepresented in lower-paid occupations, and continue to experience discrimination in the workplace. Limited opportunities for career progression, equal pay, and flexible working arrangements mean that women are more likely to work in part-time, temporary, or low-paying positions. These employment inequalities may contribute to financial insecurity, increased stress, and poorer physical and mental health outcomes.
1.2.2.3 Access to Healthcare 
There are major gender differences in the health inequalities in England, and which access to health care is a key driver. Women have also access to the healthcare through the NHS, but many are still having to face challenges in accessing timely and their appropriate healthcare services (Hamid and Akram, 2025). Delayed diagnosis also plays another significant concern. Frequently their underdiagnosed and misdiagnosed conditions that can primarily occur in women like endometriosis, polycystic ovary syndrome (PCOS), and their menopause related disorders which result in their extended pain, diminished quality of life and their poor health outcomes. 
[bookmark: _Toc236924016]1.3 National response to reduce health inequalities 
The UK Government has introduced several national initiatives to reduce gender health inequalities and improve health outcomes for women in England. The Women's Health Strategy for England is the first national strategy specifically focused on improving women's health across the life course (Batheja et al., 2025). It aims to improve access to healthcare services, reduce diagnostic delays for conditions such as endometriosis and menopause-related disorders, enhance maternity care, and increase research into women's health. In addition, the NHS Long Term Plan supports earlier diagnosis, improved mental health services, and better access to community healthcare, helping to reduce health inequalities experienced by women. Together, these initiatives demonstrate the government's commitment to improving equitable healthcare and addressing longstanding gender disparities.
[bookmark: _Toc236924017]1.4 Organisation Supporting Women 
Women's Aid is one of the UK's foremost and common charities for women and the children who have suffered domestic abuse (Golinelli et al., 2025). The organisation was founded in 1974 in order to support survivors, which raise the awareness and shape the government policies to protect women. Women Aid offers a wide variety of services, including confidential helplines, different emergency refuge accommodation, planning their safety, legal representation, counselling their emotional support (womensaid.org.uk, 2025). 
[bookmark: _Toc236924018]1.5 Conclusion 
There are a lot of disparities in the health and the wellbeing between the men and women in England. Osteoporosis is more frequent in women; depression is more common in women. Cardiovascular disease has historically been underdiagnosed in women, often resulting in delayed diagnosis and poorer health outcomes.


[bookmark: _Toc236924019]Task 2: Epidemiological Analysis of Chronic Obstructive Pulmonary Disease (COPD) in England
[bookmark: _Toc236924020]2.1 Introduction 
Chronic Obstructive Pulmonary Disease (COPD) is basically a long-term progressive condition of the lungs whereas the airflow is always seen to be blocked, making it harder to breathe. It is mostly composed of chronic bronchitis and the emphysema and is mostly preventable by limiting their exposure in order to the risk factors which are caused especially by consuming the tobacco smoke. COPD is majorly responsible for the deaths of 3.9 million people worldwide over the years, affecting around 392 million people (Campbell, 2025). The disease not only contributes to significant morbidity and mortality but also places considerable pressure on healthcare systems, emphasising the importance of effective prevention, early diagnosis, and evidence-based public health interventions.
[bookmark: _Toc236924021]2.2 Public Health Measures
[bookmark: _nwvs5sxdk4zf]Table 1: The 3 Ps of Public Health for COPD Prevention and Management in England
	Public Health Principle (3 Ps)
	COPD Interventions
	Purpose/Outcome

	Prevention
	Smoking cessation services (NHS Stop Smoking Services), tobacco taxation, smoke-free legislation, standardised cigarette packaging, workplace safety measures to minimise exposure to dust and chemicals, and initiatives to reduce indoor and outdoor air pollution.
	Helps minimize exposure to the main causes of the COPD, such as the tobacco smoke and their harmful pollutants by helping to prevent the COPD (Campbell, 2025).

	Protection
	Influenza vaccination, pneumococcal vaccination, spirometry screening for high-risk individuals, early diagnosis in primary care, Clean Air Zones, and occupational health regulations (Li et al., 2024).
	Prevents respiratory infections, different environmental toxins, COPD exacerbations and their early detection of the respective diseases and different management.

	Promotion
	Pulmonary rehabilitation programmes, patient education on correct inhaler technique and self-management, advice on physical activity, healthy lifestyle education campaigns, and public awareness campaigns on COPD symptoms.
	Encourages healthy behaviours, improves disease self-management and quality of life, reduces hospital admissions, and promotes early help-seeking behaviour.


[bookmark: _80absxnjxjz1]
The public health response to COPD in England is commonly structured around the three core public health principles of prevention, protection, and promotion (the 3 Ps). These principles guide interventions aimed at reducing disease incidence, improving early detection, and enhancing long-term disease management.

Table 2: Summary of the 3 Ps
	P
	Focus
	Examples

	Prevention
	Prevent the development of COPD
	Reduction of air pollution, workplace protection, smoking cessation, tobacco control.

	Protection
	Protect individuals from disease progression and additional health risks
	Vaccination, spirometry screening, early diagnosis and Clean Air Zones.

	Promotion
	Promote health and support self-management
	Pulmonary rehabilitation, their health education, exercise, awareness of their campaigns such as "Stoptober".



Collectively, these public health measures demonstrate that effective COPD management requires a combination of preventive strategies, protective interventions, and health promotion initiatives to reduce disease burden and improve patient outcomes in England.
[bookmark: _nlcm0bncnfa3][bookmark: _Toc236924022]2.3 Determinants and Risk Factors
[bookmark: _p3o6y9xy10at]COPD is the result of a combination of their modifiable and their nonmodifiable determinants which affect a person's risk of developing COPD. The most important modifiable risk factor is basically cigarette smoking, which is responsible for most cases of COPD by leading to chronic inflammation and irreversible damage to the lungs (Semahegn et al., 2025). Second hand smoke, biomass fuel smoke, chemicals and occupational dust expose individuals to additional risk, especially in the industries such as the construction, mining, while farming and their manufacturing. Respiratory effects from the long-term exposure which cause outdoor air pollution, particularly the fine particles and their nitrogen dioxide from traffic and the industry, are their linked to a deterioration in lungs function and COPD development (Huang et al., 2024). Another important determinant is socioeconomic deprivation, as people living in deprived communities are more likely to smoke, experience poor housing conditions, and have limited access to healthcare services. Consequently, social and environmental factors contribute significantly to the unequal distribution of COPD across the population.
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Figure 2: Prevalence of Chronic Obstructive Pulmonary Disease in England (by region)
(Source: Wollast et al., 2025)
[bookmark: _Toc236924023]2.4 Epidemiological Studies and Health Needs Assessment
Epidemiological studies reveal that COPD is not equally distributed and that some groups of people are at a far more risk of developing the disease (Penedones et al., 2024). Highest prevalence in adults greater than age of 65 years, because of the effects of smoking and ageing on their lung function. The people who smoke or used to smoke are most likely to be the highest risk group, with most diagnosed cases of the COPD. Dust, chemical and the fume exposure from occupations like construction, mining, manufacturing and agriculture which are associated with the higher risk (Kayode et al., 2024). People living in socioeconomically deprived communities also experience a higher prevalence of COPD because of higher smoking rates, poor housing conditions, and greater exposure to environmental pollution. These findings highlight the need for targeted public health interventions, with the NHS and government prioritising early detection, smoking cessation services, and improved access to healthcare for high-risk populations.
[bookmark: _Toc236924024]2.5 Surveillance and Monitoring
Effective surveillance and monitoring are essential for understanding the burden of COPD, evaluating health service provision, and informing public health policy in England. The NHS routinely utilises data from primary care records, hospital services, and national clinical audits to monitor the health of people living with COPD. Information on COPD diagnosis, spirometry results, smoking status, prescribed medications, and annual COPD reviews is routinely recorded by GPs in electronic health records (Graul et al., 2024). These are the data feed into the Quality and Outcomes Framework (QOF) that assesses the quality of COPD management in primary care and in order to promotes the evidence-based practice. Hospital Episode which Statistics (HES) include data on the admissions and length of hospital stay and occurrence of the hospital admission and death of the following the admission for the COPD exacerbations which are there (Graul et al., 2024). These are the data that can be used by the healthcare organisations to detect trends, assess service performance and forecast healthcare resources. The National Asthma and COPD Audit Programme (NACAP) also evaluates the quality of care across various aspects of COPD management, including diagnosis, treatment, referral to pulmonary rehabilitation, discharge planning, and patient outcomes within NHS organisations. 
[bookmark: _Toc236924025]2.6 Public Health Impact
COPD is a condition with significant short term and long-term impacts on the individual, the family, health services and their different society circles. Patients have their ongoing shortness of breath, chronic cough, fatigue and frequent chest infections that may result in acute exacerbations requiring emergency department hospital admission (Li et al., 2024). These episodes may cost the healthcare system way more than the money, and are also linked to a greater risk of the complications and that of their early death. Patient’s confidence, independence and everyday functioning are also diminished by frequent exacerbations. In the long term which COPD is a chronic are disease that leads to irreversible lung damage the loss of physical function, disability and lower quality of life (Zhang et al., 2024). Patients may suffer from anxiety and depression from the frustrations of the condition and in severe cases of them require long term oxygen therapy or their palliative care. Overall, the long-term burden of COPD extends beyond the individual, affecting families, caregivers, and healthcare resources, thereby reinforcing the need for effective prevention and disease management strategies.
[bookmark: _Toc236924026]2.7 Health Intervention Programme
A COPD Prevention and Management Programme should aim to decrease the incidence of COPD, early detection, and which also enhance the quality of life for COPD patients in their community. The programme would focus on high-risk groups such as current as well as ex-smokers, adults over 40 years, people with dust & fume exposure at work and those in deprived communities (Bondonno et al., 2024). It needs to be delivered through general practitioners, community pharmacies, local government, and voluntary organisations. Key components of the programme would include free smoking cessation services, COPD risk assessments, spirometry screening for high-risk individuals, and education on the early signs and symptoms of COPD. These interventions would encourage earlier diagnosis, improve disease management, and reduce the long-term burden of COPD on individuals and healthcare services. 
[bookmark: _Toc236924027]2.8 Advantages and Disadvantages of Epidemiological Approach
Epidemiology is essential for understanding how COPD is distributed, its underlying causes, and its impact on the population. Its strengths include the ability to identify disease patterns, recognise high-risk groups, and determine modifiable risk factors such as smoking, occupational exposure, and air pollution. Epidemiological data are also used to inform evidence-based public health planning, including screening programmes, smoking cessation policies, vaccination strategies, and the effective allocation of healthcare resources (Li et al., 2024). Surveillance systems also help track trends in incidence, prevalence, mortality, and hospital admission rates over time, enabling policymakers to evaluate the effectiveness of public health interventions. However, epidemiological studies may be limited by underdiagnosis, incomplete reporting, and variations in data quality, which can affect the accuracy of disease estimates and public health planning.
[bookmark: _Toc236924028]2.9 Conclusion 
COPD is a large public health problem in England, it is leading to considerable morbidity, morbidity and that can cost of health care. Epidemiological evidence shows that smoking, work exposures, air pollution, age and genetics play a role in the development of different major disease and the most important and vital burden is the disadvantaged population. Effective surveillance systems enable healthcare professionals to monitor disease trends, evaluate public health interventions, and support evidence-based decision-making. Therefore, continued investment in prevention, early diagnosis, surveillance, and targeted public health interventions is essential to reduce the burden of COPD and improve health outcomes in England.
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