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TASK 1: Ethnicity and health inequality in the United Kingdom: a social epidemiological perspective

Introduction
Ethnicity is commonly understood as a set of shared cultural, social, and ancestral characteristics, including language, religion, and heritage. Within the United Kingdom, ethnic minority groups—particularly Black African, Black Caribbean, Pakistani and Bangladeshi populations—continue to experience significant and persistent health inequalities. These inequalities are typically defined as systematic, avoidable, and unjust differences in health outcomes between population groups (Marmot et al., 2020).
Importantly, these disparities cannot be explained solely by biological variation. Instead, a substantial body of evidence suggests that they are shaped by broader social determinants, including socioeconomic disadvantage, housing conditions, access to healthcare and experiences of racism (Nazroo, 2003; Kapadia et al., 2022). From a social epidemiological perspective, this highlights how health is socially patterned and reflects wider structural inequalities.
An intersectional lens is also useful here, as ethnicity often interacts with other dimensions such as class, gender and migration status, further compounding disadvantage (Viruell-Fuentes et al., 2012). As a result, ethnic minority groups in the UK are more likely to experience earlier onset of disease, poorer health outcomes, and barriers to accessing appropriate care. This makes ethnicity a critical axis through which health inequalities can be understood.









Contextual background and underlying factors
Higher rates of type 2 diabetes
One of the most well-documented examples of ethnic health inequality in the UK is type 2 diabetes. South Asian populations are reported to be up to six times more likely to develop the condition compared to the White British population, with onset occurring 10–12 years earlier (Goff, 2019). Similarly, Black African, and Caribbean groups also experience elevated prevalence (Public Health England, 2017).
While genetic predisposition is often cited, it would be overly simplistic to attribute this disparity to biology alone. Social and environmental factors play a crucial role. Higher levels of deprivation, limited access to healthy food environments and reduced engagement with preventative healthcare services all contribute to increased risk. In addition, standard BMI thresholds may underestimate risk in South Asian populations, potentially delaying diagnosis.
This suggests that current prevention strategies are not sufficiently tailored to high-risk groups. A more effective response would involve earlier screening, culturally appropriate interventions and improved community-based prevention programmes.
Cardiovascular disease and hypertension
Ethnic differences are also evident in cardiovascular disease (CVD). South Asian populations have around a 50% higher risk of coronary heart disease, whereas Black populations are more likely to experience hypertension and stroke (Bhopal, 2014; Gill et al., 2007).
Although lifestyle factors such as diet and physical activity are relevant, focusing solely on individual behaviour risks overlooking the broader structural context. Chronic stress associated with racism and socioeconomic disadvantage has been shown to contribute to hypertension and cardiovascular risk (Marmot et al., 2020). Furthermore, there is evidence that existing risk assessment tools may not adequately capture risk in ethnic minority populations.
This raises concerns about whether current healthcare systems are sufficiently responsive to diverse population needs. Addressing this inequality will require not only improved clinical management but also more inclusive risk assessment models and targeted prevention strategies.
Severe mental illness and detention rates
Mental health inequalities present a particularly stark example of systemic disparity. In England, Black individuals are more than three times as likely to be detained under the Mental Health Act compared to their White counterparts (NHS Digital, 2023).
Crucially, this cannot be fully explained by differences in the prevalence of mental illness. Instead, it reflects deeper structural issues, including institutional racism, delayed access to care and lower levels of trust in mental health services (Bhui et al., 2018). Many individuals from ethnic minority backgrounds enter the system at crisis point, which increases the likelihood of compulsory detention.
This highlights a significant limitation in current service provision. Efforts to reduce inequality must therefore focus on early intervention, community-based support and rebuilding trust between services and ethnic minority communities.

Poverty and socioeconomic disadvantage
Socioeconomic disadvantage remains one of the most important drivers of ethnic health inequality. Data indicate that approximately 48% of children in Pakistani and Bangladeshi households live in low-income households, compared with 18% of White British children (Department for Work and Pensions, 2023).
The implications of this are far-reaching. Poverty is associated with poorer nutrition, insecure employment, increased stress, and reduced access to healthcare. Over time, these factors accumulate and contribute to poorer health outcomes across the life course (Marmot et al., 2020).
This suggests that health inequalities cannot be addressed through healthcare interventions alone. Broader social and economic policies aimed at reducing poverty are essential if meaningful progress is to be made.





Housing inequality and overcrowding
Housing conditions are another key determinant of health. According to the Office for National Statistics (2023), around 18% of Bangladeshi households experience overcrowding, compared to just 2% of White British households. Overcrowded housing is linked to increased transmission of infectious diseases, poorer mental health, and difficulties in managing long-term conditions. It also reflects structural inequalities in income and access to housing. This reinforces the idea that health inequalities are deeply embedded within wider social systems. Addressing housing inequality is therefore a critical component of public health strategy.

Barriers to healthcare access
Despite the NHS being founded on principles of universal access, inequalities in healthcare access persist. Ethnic minority groups often face barriers such as language differences, cultural misunderstandings, and experiences of discrimination (Kapadia et al., 2022). These barriers can result in delayed diagnosis, lower uptake of screening programmes and poorer patient experiences (Public Health England, 2017). In some cases, mistrust of healthcare services may also reduce engagement. This highlights the need for a more culturally competent healthcare system. Improving interpreter services, increasing workforce diversity, and embedding anti-racist practice within healthcare are important steps towards reducing these barriers.

National response to reduce health inequalities
In recent years, there has been increasing recognition of ethnic health inequalities within UK policy. The Core20PLUS5 framework represents a key initiative, targeting the most deprived populations and prioritising ethnic minority groups in areas such as maternity care, chronic disease, and mental health (NHS England, 2022).Similarly, the Patient and Carer Race Equality Framework (PCREF) aim to address racial inequalities within mental health services by improving accountability and patient experience (NHS England, 2023).The Maternity Disparities Taskforce also reflects growing concern, particularly given that Black women are four times more likely to die during pregnancy and childbirth compared to White women (MBRRACE-UK, 2023).

Organisations that support the chosen group
The Race Equality Foundation plays a significant role in addressing ethnic inequalities in health and social care. Its work extends beyond service delivery to include research, policy influence, and advocacy. The organisation aims to improve the quality of services for ethnic minority communities by promoting evidence-based practice and raising awareness of the social determinants of health (Race Equality Foundation, 2023). It also works closely with policymakers and practitioners to influence service design. This broader approach is particularly important, as it recognises that health inequalities are rooted in systemic issues rather than individual behaviour alone.

Conclusion
Ethnic health inequalities in the UK are shaped by a complex interplay of social, economic, and structural factors. This analysis has demonstrated clear disparities in chronic disease prevalence, mental health outcomes and key determinants such as poverty, housing, and access to healthcare.
These inequalities are not inevitable but are produced through systemic disadvantage and structural racism. While policy initiatives such as Core20PLUS5 and PCREF represent positive steps, they must be supported by wider social and economic reforms.
Ultimately, achieving health equity requires a sustained commitment to addressing the root causes of inequality and adopting a truly comprehensive approach to public health.
          









Task 2: Epidemiological Analytical Report
Title: An epidemiological analysis of Type 2 Diabetes among South Asian adults in the United Kingdom

Introduction 
Type 2 diabetes mellitus is a chronic, non-communicable metabolic disorder characterised by insulin resistance and impaired insulin secretion, resulting in elevated blood glucose levels (WHO, 2023). Common symptoms include excessive thirst, frequent urination, fatigue, blurred vision, and slow wound healing. However, many individuals remain asymptomatic in the initial stages, which can delay diagnosis.
Globally, type 2 diabetes represents a major public health concern, affecting approximately 537 million adults worldwide, with projections rising to 643 million by 2030 (International Diabetes Federation, 2021). In the United Kingdom, over 4.3 million people are living with diabetes, with around 90% of cases being type 2 diabetes (Diabetes UK, 2023). Notably, South Asian populations in the UK experience disproportionately higher prevalence and earlier onset compared to the White population (Goff, 2019).
The consequences of type 2 diabetes extend beyond physical health, including increased risk of cardiovascular disease, kidney failure, and reduced quality of life. Socially, it contributes to economic burden through healthcare costs and loss of productivity, while culturally, dietary practices may influence disease management.
The aim of this analytical report is to examine the epidemiological processes involved in identifying, assessing, and managing type 2 diabetes among South Asian adults in the UK.








Main Body 
Public health measures (Prevention, Protection and Promotion) 
[bookmark: _Int_Fz0Fklmz]Public health responses to type 2 diabetes in the UK are structured around the principles of prevention, protection, and promotion, although their effectiveness varies across population groups. Primary prevention is delivered through the NHS Diabetes Prevention Programme (NDPP), which targets individuals identified as elevated risk through HbA1c screening. Evidence suggests that the programme has achieved modest reductions in weight and HbA1c levels (Valabhji et al., 2020). However, uptake among South Asian populations has been inconsistent, raising concerns about cultural accessibility and engagement. Secondary prevention focuses on early detection through initiatives such as the NHS Health Check programme. While this provides an important mechanism for identifying undiagnosed cases, its reliance on attendance and awareness may disadvantage populations with lower health literacy or trust in healthcare systems. Health promotion strategies, including national campaigns such as “Better Health,” aim to influence behavioural change. However, these often adopt a universal approach, which may fail to account for cultural dietary practices within South Asian communities. Overall, while the UK has a comprehensive framework in place, there remains a gap between policy design and effective delivery within high-risk ethnic groups.
Key determinants and risk factors 
The development of type 2 diabetes among South Asian populations is shaped by a complex interaction of biological predisposition and social determinants. While genetic susceptibility contributes to increased insulin resistance, it is insufficient to explain the scale of observed inequalities. South Asians are known to develop diabetes at lower BMI levels due to higher visceral fat accumulation (Tillin et al., 2013). However, this biological explanation must be considered alongside environmental factors, including elevated levels of deprivation, limited access to healthy food options and reduced opportunities for physical activity. Dietary practices also play a role, particularly where traditional diets are high in refined carbohydrates and saturated fats. Nevertheless, it would be reductionist to attribute risk solely to cultural behaviour. Structural inequalities, including poverty and urban living conditions, significantly shape lifestyle choices.
Furthermore, psychosocial stress associated with migration and experiences of discrimination has been linked to increased metabolic risk (Marmot et al., 2020). This highlights the importance of adopting a broader social epidemiological perspective.
Population at risk (epidemiological studies) 
Epidemiological studies consistently identify South Asian adults in the UK as a high-risk population. For example, Tillin et al. (2013) found significantly higher incidence of type 2 diabetes among South Asian individuals compared to European populations. Similarly, research using primary care data indicates earlier onset and greater disease burden within this group (Pham et al., 2019).
Urban areas such as Birmingham, which have large South Asian populations, demonstrate particularly high prevalence rates. These findings highlight the importance of targeted interventions within specific communities to reduce disease burden.

Surveillance and monitoring systems 
Effective monitoring of type 2 diabetes relies on a combination of passive and active surveillance systems. In the UK, passive surveillance is primarily conducted through routine data collection in primary care, where diagnoses are recorded in electronic health records.
The Quality and Outcomes Framework (QOF) provide a structured system for monitoring clinical indicators, including HbA1c levels and treatment outcomes. In addition, the National Diabetes Audit (NDA) offers comprehensive data on disease prevalence, complications, and care quality (NHS Digital, 2022).
Active surveillance is supported through targeted screening initiatives, such as the NHS Health Check programme, which identifies individuals at risk of developing diabetes. Population-level surveillance is further enhanced by data collected by the Office for Health Improvement and Disparities (OHID), which tracks inequalities across different demographic groups.
Despite these robust systems, there are notable limitations. Underdiagnosis remains a concern, particularly among ethnic minority populations. Additionally, incomplete ethnicity recording can reduce the accuracy of epidemiological analyses, limiting the ability to design targeted interventions.



Public health impact and consequences 
The impact of type 2 diabetes extends beyond individual health outcomes and represents a significant burden on healthcare systems. In the short term, individuals may experience symptoms such as fatigue, hyperglycaemia, and increased susceptibility to infection. However, the long-term complications are more severe and include cardiovascular disease, renal failure, neuropathy, and vision loss (International Diabetes Federation, 2021).
South Asian populations are particularly affected due to earlier onset and longer disease duration, which increases the likelihood of complications. This contributes to higher rates of premature mortality and exacerbates existing health inequalities.
The economic burden is also substantial. Diabetes accounts for approximately 10% of NHS expenditure, due to the management of complications (Diabetes UK, 2023). This highlights the importance of early intervention and effective disease management.

Intervention programme and evaluation 
A culturally tailored, community-based intervention programme is proposed to address the disproportionate burden of type 2 diabetes among South Asian adults in the UK. This intervention would adopt a multi-component approach, integrating behavioural, educational, and structural elements. Delivery would involve collaboration with community leaders, faith organisations (e.g. mosques, temples) and primary care providers to ensure cultural relevance and community trust.
The intervention would include culturally adapted dietary education, recognising traditional South Asian foods and cooking practices rather than imposing generic dietary advice. In addition, structured physical activity programmes—such as women-only exercise groups or community walking initiatives—would aim to address known barriers to participation, including cultural norms and gender roles. Evidence suggests that culturally adapted interventions are more effective in improving engagement and behavioural outcomes in ethnic minority populations (Bhui et al., 2018).
From an epidemiological perspective, robust evaluation is essential to determine effectiveness. Process evaluation would assess how the intervention is implemented, including recruitment strategies, participation rates, retention, and the extent to which the programme is delivered as intended (fidelity). This stage is particularly important given the risk of low engagement in underserved populations.
Impact evaluation would examine short-term changes in intermediate outcomes, such as increased physical activity levels, improved dietary behaviours and reductions in body weight or waist circumference. These indicators are important as they are linked to diabetes risk reduction.
Outcome evaluation would assess long-term effectiveness by measuring changes in incidence rates of type 2 diabetes, HbA1c levels and complication rates. This would require longitudinal data collection, potentially through linkage with primary care records and national datasets such as the National Diabetes Audit. In addition, economic evaluation (e.g. cost-effectiveness analysis) should be incorporated to assess whether the intervention provides value for money, particularly given the financial burden of diabetes on the NHS. This is crucial for informing scalability and policy implementation. However, several challenges must be considered. Sustaining long-term engagement may be difficult, particularly if interventions are not embedded within community structures. Furthermore, resource constraints and workforce capacity may limit scalability. Therefore, evaluation must also consider feasibility, acceptability and sustainability, not just clinical outcomes.














Strengths and weaknesses of the epidemiological approach 
Epidemiology provides a fundamental framework for understanding the distribution and determinants of type 2 diabetes within specific populations. One of its key strengths lies in its ability to identify high-risk groups, such as South Asian populations, through the analysis of incidence and prevalence data. This enables targeted interventions and supports evidence-based public health planning.
Furthermore, epidemiological studies—particularly cohort and cross-sectional studies—allow for the identification of associations between risk factors and disease outcomes. For example, large-scale studies such as UK Biobank have been instrumental in demonstrating the elevated risk of diabetes among South Asian populations. These insights are critical for informing prevention strategies and healthcare policy.
Another strength is the use of surveillance systems, such as the National Diabetes Audit, which provide continuous monitoring of disease trends and healthcare outcomes. This allows for evaluation of public health interventions over time and supports accountability within healthcare systems.
However, several limitations must be acknowledged. Epidemiological data often rely on routine health records, which may be affected by underdiagnosis or misclassification. In the context of ethnic inequalities, incomplete or inconsistent recording of ethnicity presents a significant limitation, as it reduces the accuracy of population-level analyses.
Additionally, epidemiology tends to prioritise quantitative data, which may overlook the lived experiences of individuals and the nuanced ways in which social determinants—such as racism, cultural beliefs, and migration history—affect health. As a result, purely epidemiological approaches may fail to capture the full complexity of health inequalities.
There is also a risk of ecological fallacy, where conclusions drawn at the population level may not accurately reflect individual experiences. For example, attributing higher diabetes risk solely to ethnicity may obscure the role of socioeconomic deprivation and structural inequalities. Despite these limitations, epidemiology remains an essential tool in public health. When combined with qualitative research and a broader social epidemiological perspective, it provides a powerful framework for understanding and addressing complex health issues such as type 2 diabetes.


Conclusion
In conclusion, this report has demonstrated that type 2 diabetes among South Asian adults in the United Kingdom represents a significant and growing public health challenge. The evidence presented highlights that the burden of disease is not evenly distributed but is instead shaped by a complex interaction of biological susceptibility, behavioural factors and, critically, wider social determinants such as deprivation, cultural context, and structural inequalities.
From an epidemiological perspective, the analysis has shown how the use of surveillance systems, population-level data and epidemiological studies enables the identification of high-risk groups and informs targeted public health interventions. However, it is also evident that epidemiology alone is insufficient to fully explain the persistence of inequalities, particularly where social and structural factors are not adequately captured within quantitative data.
While existing public health measures, including prevention programmes and national screening initiatives, provide a solid foundation for disease control, their effectiveness remains uneven across ethnic groups. This suggests that current approaches may not be sufficiently tailored to the needs of South Asian populations, particularly in relation to cultural relevance and accessibility.
The proposed community-based intervention highlights the importance of culturally adapted, locally delivered strategies that engage directly with affected populations. Importantly, the inclusion of robust evaluation methods—encompassing process, impact, outcome, and economic evaluation—ensures that such interventions can be assessed not only for effectiveness but also for sustainability and scalability.
Moving forward, a more integrated approach is required. This should combine epidemiological evidence with a stronger focus on social determinants, community engagement, and anti-inequality policy. Improving the quality of ethnicity data, enhancing culturally competent healthcare provision, and addressing wider socioeconomic inequalities should be prioritised.
Overall, reducing the burden of type 2 diabetes among South Asian populations will require sustained, multi-sectoral action that extends beyond healthcare systems and addresses the root causes of health inequality.
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