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Task 1: Social Epidemiological Analysis
Ethnicity and Health Inequality in England: Unequal Risks Across Minority Ethnic Communities
Introduction
Ethnicity is a socially constructed identity that can be associated with a set of cultural practices, language, religion, national background and/or ancestry. The term “minority ethnic communities” is used with caution because it is a term for a very diverse group of communities, not one specific community. Avoidable health inequality is when health differences in exposure, access, experience and outcomes are patterned by ethnicity. These variations are not sufficiently understood on a biological basis. These are the multiple factors of deprivation, racism, insecure jobs, living conditions, migration background, language, unequal treatment in services and so on that intersect (Kapadia et al., 2022). In this section, disease-related and social inequalities are explored.
Higher maternal mortality
Maternal mortality is a big ethnic imbalance. The maternal mortality rates in 2022–2024 were almost three times as high for Black women as for White women, and also high for Asian women (National Perinatal Epidemiology Unit, 2026). If there is a lack of recognition of deterioration, a lack of continuity of care, deprivation, communication breakdown and discrimination, these can all act together and interact, leaving a persistent disparity. It should not be presented as a "cultural deficit. This involves continuity of maternity carers, professional interpretation and improved responses to reported symptoms, ethnicity-sensitive risk review and accountability. Ethnic categories should be used in surveillance as broad categories can mask risks.
Disproportionate type 2 diabetes and cardiovascular disease
More prevalent and perhaps at an earlier age in South Asian and Black people, type 2 diabetes and cardiovascular disease are. South Asian, Black, Chinese and Arab groups have lower BMI thresholds for equivalent diabetes risk as compared to White groups, meaning traditional BMI classifications underestimate diabetes risk in these groups (Caleyachetty et al., 2021). Food affordability, neighbourhood design, shift work, chronic stress and access to preventive care all play a role in shaping risk, along with biological susceptibility. Assessment, community screening, specific dietary support and reduced BMI thresholds can enhance detection. Interventions should not stereotype diets and focus on conditions that curtail healthy eating.
Mental ill health and compulsory detention
Coercive mental healthcare is an expression of ethnic inequality. Black people were over four times more likely than White British people to be detained under the Mental Health Act in 2024/25 (Mental Health Act detention rate: 262 per 100,000, compared with 66 per 100,000) and more than eight times as likely as White people to be issued a community treatment order (Care Quality Commission, 2026). Factors that are identified as explanations for this include delays in accessing care, mistrust, crisis pathways, clinician bias and lack of culturally responsive care (Bignall et al., 2020). Equitable responses include earlier community support and peer advocacy and implementation of the Patient and Carer Race Equality Framework. Patient experience, length of stay, detention and pathway should be monitored.
Poverty and persistent low income
There is unequal exposure to ill health due to income inequality. The proportion with low income after housing costs was higher than in Bangladeshi-headed (53%) and Pakistani-headed (47%) households than in White British households (18%) in the three years to March 2024 (Department for Work and Pensions, 2025a). Households in Bangladesh, Black African and Pakistani households are also more likely to be living in deep poverty (Department for Work and Pensions, 2025b). Poverty has a significant impact on nutrition, heating, transport, stress, and being able to make appointments or take unpaid leave. 
Overcrowded and insecure housing
Ethnic neighbourhood typology of housing. The proportion of households with overcrowding is higher for households from ethnic minority backgrounds than for White British households, with 25% of Arab households being overcrowded, 18% of Bangladeshi households being overcrowded, and 16% of households in the Black African ethnic group being overcrowded (Cabinet Office, 2025). Overcrowding can lead to an increased risk of infection, sleep disruption, reduced privacy, increased distress, and make it more difficult to manage diseases at home. The gap does not diminish as homelessness and poor temporary accommodation are not detected in surveys. Authorities need to increase affordable housing, standards and link households to support. 
Unequal access, discrimination and mistrust in healthcare
Having access to NHS care does not mean that access is equal or experience is equal. Language barriers, interpreting and limited cultural responsiveness and discrimination are all reported as barriers identified in reviews (Kapadia et al., 2022, NHS Race and Health Observatory, 2025a). Telephone-first and digital systems can be useful to patients but are not helpful to those who are not fluent in English, do not have access to reliable internet or are not confident in using digital devices. Negative experiences can erode trust and may cause delays in seeking assistance, and this may appear to be non-compliance. 
National responses to reduce ethnic health inequalities
The Core20PLUS5 approach by NHS England is based on the idea that the majority of health systems working in integrated care should focus on five priorities, including the most deprived 20% of the population and the five ‘PLUS' groups, which include minority communities (NHS England, 2025a). The strength of connecting ethnicity with deprivation; however, the impact is dependent on the quality of data, leadership and resources. The NHS Race and Health Observatory is an organisation that produces evidence and acts as a catalyst for tackling inequities in health and healthcare (NHS Race and Health Observatory, 2025b). The Equality Act 2010 is used as a basis to promote equality (Equality Act 2010). These responses must be disaggregated, involve communities and action to address inequalities.
Organisation supporting the group: Race Equality Foundation
The Race Equality Foundation is a charity that seeks to tackle racial inequality in health, housing and social care. It does publish evidence, is involved with projects and works with organisations to make policy and practice better (Race Equality Foundation, 2023; 2026). Links lived experience and research, addresses racism and gaps in data. Co-production reveals barriers that are not identified in the usual statistics. But charities cannot take the place of statutory responsibility; their evidence should inform the commissioning of accountable services; public agencies need to provide sufficient funding for equitable services on a national level.
Conclusion
Ethnic inequalities in health in England are manifested in clinical and social ways. Diabetes and compulsory mental health detention go hand in hand with unequal income, overcrowding and difficulty accessing care, along with maternal mortality. Broad categories are not uniform at the biological level, but that should not be an excuse not to do something. A response that is effective must be disaggregated, responsive, culturally safe and focus on community participation and action on poverty and discrimination. Improvement requires implementation, local need-led resource allocation, and transparency, while infrastructure is provided by programmes and charities.


Task 2: Epidemiological Analysis
Epidemiological Identification, Assessment and Management of Type 2 Diabetes among South Asian Adults in Birmingham
Introduction and severity of the public-health problem
Diabetes mellitus, type 2, is a metabolic disease characterised by hyperglycaemia, which is caused by insulin resistance and insulin deficiency. The uncontrolled disease leads to higher rates of cardiovascular disease, kidney failure, neuropathy, visual loss, lower limb amputation and premature death (World Health Organization, 2024). It also has an impact on employment, the role of family and mental wellbeing, and weight-centred messages can lead to stigma. In 2024, there were 589 million adults (aged 20 to 79) with diabetes globally, of which 43% were undiagnosed, and by 2050, it was estimated that there will be 853 million adults with diabetes (International Diabetes Federation, 2025). In England, 3,713,155 people were registered with type 2 diabetes in 2024/25, but only 58.2% were through all 8 of the recommended annual care processes (NHS England, 2026a). There was a 7.9% recorded prevalence of diabetes and almost 6 million UK residents who had diabetes, including undiagnosed (NHS England, 2026b; Diabetes UK, 2025). The scale and preventable complications and inequality justify targeted urgent regional action.
Defined population and health-needs assessment
The population is the South Asian population of people aged 25 and above living in Birmingham. The 2021 Census data shows Birmingham's population size of 1.145 million, with 31.0% identifying as Asian, Asian British or Asian Welsh (Office for National Statistics, 2022; 2023). The prevalence of diabetes was higher than the national prevalence at the time (9.1% compared to 7.8%) as reported in local profiles. Analysis of 108,514 Birmingham NHS Health Checks between 2018 and 2023 revealed that deprivation was a strong risk factor for diabetes and prediabetes, with a higher proportion of diabetes and prediabetes being attributable to deprivation in Asian ethnicity compared with other groups (Au-Yeung et al., 2024). A needs assessment should be a triangulation of GP registers, Health Checks, hospital admissions, deprivation, ethnicity, age and community consultation. 
Key determinants and risk factors
Biological, behavioural and structural factors influence risk. Visceral adiposity, lower lean mass and reduced beta-cell reserve may lead to the early onset of type 2 diabetes in South Asian populations at lower BMI (Caleyachetty et al., 2021; Muniyappa and Narayanappa, 2024). Family history, gestational diabetes, hypertension, inactivity, and energy-dense diets are important, but behaviour is a product of social context. Deprivation can limit safe activity space, healthy food, work and preventive appointments. Important aspects of the culture, as well as religious habits and family expectations, may have an impact on SELF MANAGEMENT, but they should be investigated and not stereotyped (Iqbal, 2023). Structured education participation may be hindered by language barriers and fatalistic beliefs, while it can be enabled by trusted champions and family support (Abu and Llahana, 2025). Risks for cardiometabolic disease may be heightened by air pollution, the quality of housing and stress. 
Epidemiological identification and assessment
Patterns in prevalence and incidence should be identified through descriptive epidemiology, by age, sex, ethnicity, deprivation quintile and ward; patterns of HbA1c control and complications; and clusters of low screening uptake. Age standardisation is needed because of variations in the age structures of populations. Association and interaction between ethnicity and deprivation can be tested through analytical studies. The health-check study in Birmingham gives evidence, but due to the retrospective study design, it does not confirm temporality and the participants may differ from those who did not attend (Au-Yeung et al., 2024). Evidence from prospective cohorts, such as SABRE, enhances long-term understanding of cardiometabolic differences, but some caution is needed with respect to historical cohorts, which may not represent migration and services (Jones et al., 2020). Relative risks are appropriate for cohort studies, and odds ratios are appropriate for logistic regression and case-control studies. 
Surveillance and monitoring systems
There needs to be a surveillance system in place. Focusing on the Quality and Outcomes Framework registers, the National Diabetes Audit, Hospital Episode Statistics, prescribing, renal records, eye-screening records and mortality records should be used for passive surveillance. Sources include continuity and denominators, which are reliant on coding, full ethnicity recording and GP registration. The recommendation for active surveillance should also include the addition of Health Checks, HbA1c testing in community and faith settings, and follow-up of those with non-diabetic hyperglycaemia. There may be quicker information on uptake and outcomes from sentinel surveillance of practices and pharmacies in high-risk wards, but this is not necessarily representative. Syndromic surveillance of emergency presentations for hyperglycaemia and complications could be used to identify pressure, but is not a sensitive indicator of the incidence of the problem. A consistent NHS identifier and self-reported ethnicity would identify pathways from risk to diagnosis and complications. 
Public-health measures using prevention, protection and promotion
Prevention should also involve risk assessment from the age of 25, for South Asian adults, lower BMI thresholds, referral of adults to the NHS Diabetes Prevention Programme and the management of prediabetes. The programme has been shown to reduce progression; however, evaluations have found differences in the number of pupils referred, attending and represented in the programme (NHS England, 2025b; Valabhji et al., 2020; Hawkes et al., 2020; Whelan and Bell, 2022). Protection includes care processes, screening of the retina and feet, blood pressure and lipids, renal monitoring, safe prescribing and evidence-based treatment (National Institute for Health and Care Excellence, 2026). Promotion should continue to include community workers, bilingual diabetes education activities, food demonstrations, and family-based activities and partnerships with the faith community to raise diabetes awareness. Within the Ottawa Charter, personal skills, supportive environments, community action, reoriented services and healthy policy are supported (World Health Organization, 1986). While education can have a limited impact if transport, insecure employment, food prices, or digital exclusion hinder participation, digital delivery can increase choice but not diminish access inequalities (Marsden et al., 2023). It should be commissioning practical support alongside the information.
Proposed intervention: Birmingham South Asian Diabetes Equity Programme
This Birmingham South Asian Diabetes Equity Programme would run in high-prevalence wards for 18 months. The SMART goals are: To drive up risk assessment for eligible SA adults by 20%, refer 80% of the high-risk adults, achieve 60% attendance of the referred and improve mean HbA1c in those with poor control by 3 mmol/mol at 12 months. Risk lists would be created by general practices and screening and navigation would be provided by bilingual community health workers in mosques, temples, gurdwaras, community centres and pharmacies. Participants would select face-to-face, group, family or digital support but understand that digital programmes can extend reach but create exclusion (Ross et al., 2022). Sessions would be adapted to familiar foods, medication beliefs would be discussed, and women-only or flexible time sessions would be provided when requested. Feedback would be provided on missed care processes and unequal outcomes to practices. Culturally-tailored programs can have greater engagement and metabolic benefits, although effects are variable and there is limited long-term evidence (Farhat et al., 2024). Co-design is not a one-off consultation, but should be ongoing during implementation.
Evaluation of the proposed intervention
Evaluation needs to integrate process, impact, outcome and economic measures. Process indicators might be: reach by ward, age, sex, language and deprivation; referral completion; attendance; fidelity; waiting time; acceptability and withdrawal. At 3-6 months, impact measures would be diabetes knowledge, self-efficacy, diet, activity, weight, HbA1c. New diagnosis, progression from prediabetes, achievement of treatment targets and emergency admissions would be outcomes at 12 and 18 months. Cost-effectiveness would estimate cost per additional person screened, high-risk participant engaged and HbA1c improvement. Before/after evaluation is less credible than a stepped-wedge or matched-comparison design, but may be contaminated. It is important that multivariable analysis controls for baseline differences and reports differential effects, rather than an average. The interviews with the participants, non-participants and staff would create the explanation of the mechanisms and unintended consequences. The Medical Research Council (MRC) framework encourages focus on context, implementation and mechanisms in addition to effectiveness (Skivington et al., 2021).
Strengths, weaknesses and limitations
This approach is based on a local population, multiple surveillance sources, social determinants and relevant evidence. Disaggregated monitoring can be used to focus resources rather than on averages for a city. However, ethnicity may be missing or inconsistently recorded, denominator populations may vary, the lack of disease among undiagnosed individuals is not captured, and the Health Check attendees are self-selected. Ecological ward-level associations do not apply to individuals. HbA1c improvements could be due to a change in medication or due to return toward the mean, and comparison areas could have other initiatives. Cultural tailoring can increase relevance, but can also essentialise communities if people are just ticking off the boxes to participate. Missing data should be described, multiple imputation should be included where reasonable assumptions can be made, and results should be examined with alternative definitions of cases. 
Conclusion
Type 2 Diabetes in South Asian adults in Birmingham is a public health issue that is not equally distributed and influenced by metabolic susceptibility, deprivation, and environment and health services. Epidemiology is able to delineate affected groups and gaps in services, but causal claims should be subject to data limitations. A good response involves passive surveillance, active surveillance, sentinel surveillance, prevention, protection and promotion, and culturally responsive delivery, which includes the material barriers. The programme incorporates a primary-care identification element, community support, and mixed-method assessment. Priority should be given to uptake and change in HbA1c and reduction of inequalities and continued improvement over time locally as indicators of success.
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