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[bookmark: _Toc216900951]Introduction 
According to the definition of the World Health Organization, disability refers to long-term physical, mental, intellectual, or sensory impairments that when combined with barriers can act as barriers to full and effective interaction with the rest of society at an equal level. As per the UK statistics, every five adult have a disability and disabled person goes through health inequalities which are related to doubled socioeconomic disadvantage and discrimination, inaccessible services, and preventive and primary care differences (ONS, 2023; Health Foundation, 2023). These inequalities can be seen as increased prevalence of mental illness, chronic morbidity, and untimely death, all of which are indicators of social determinants of health as well as the failure of sensible adjustments made to health systems (NHS England, 2023; Equality Act, 2010).
[bookmark: _Toc216900952]Contextual background and underlying factor
Disease and illness rates 
Disabled adults have a much greater prevalence of reporting about depression and anxiety than non-disabled adults, which is associated with chronic pain, isolation, stigma, and economic stressors (ONS, 2023; Health Foundation, 2023). According to population surveys, the poorer assertion of good health of the disabled groups is habitually marked with enormous disparities on mental wellbeing pointers (ONS, 2023). It is evident that primary care barriers to talking therapies and reasonable adjustments are some of the factors that result in unmet need (NHS England, 2023).
Disabled populations have increased rates of obesity, diabetes and cardiovascular disease, caused by the lack of mobility, medication impacts, physical activity and physical activity opportunities and is increased by unequal access to screening and lifestyle-related services (WHO, 2011; UKHSA, 2023). The disabled adults have a lower probability of receiving regular preventive health services, including check-ups and cancer screening, which leads to subsequent diagnoses and poorer outcomes (NHS Digital, 2022; NHS England, 2023).
People with learning disabilities die prematurely based on these outcomes significantly more; life expectancy gaps determined in analyses have exceeded 10 years of the general population with avoidable deaths attributed to diagnostic overshadowing, communication problems, and inability to make reasonable adaptations (PHE, 2018; NHS England, 2023). The LeDeR reviews repeatedly discover that increased care escalation and insufficient monitoring are contributory factors (NHS England, 2023).
Social issues
The employment rate of disabled people is lower and they incur additional costs of disability which increases their risk of poverty (Scope, 2019; Scope, 2023). The average expenses of disabled households on scope are extra money each month that limits access to nutritious food, transport, available housing and health-enhancing opportunities (Scope, 2019; Scope, 2023). Poverty is an influential factor contributing to ill health outcomes throughout life (Health Foundation, 2023).
The discrimination and the negative attitude diminish educational, occupational, and civic engagement, making people more isolated and mentally ill (WHO, 2011; ONS, 2023). Stigma overlaps with the type of disability (e.g., mental, intellectual, sensory) and with gender, ethnicity, and age, which increases the disadvantage (UKHSA, 2023).
Physical barriers (inaccessible buildings/equipment), communication (the absence of interpreters or easy-read materials), and systemic (long waits, lack of flexibility in an appointment system) barriers are faced by disabled patients (NHS England, 2016; NHS England, 2023). Such access concerns help to reduce the use of prevention services and the quality of disease control (NHS Digital, 2022; PHE, 2018).
[bookmark: _Toc216900953]National Response to reduce health inequalities in your chosen group
There are policy frameworks and obligations in the UK to diminish inequalities about disability: 
· Equality Act 2010: Laws against discrimination and requires reasonable adjustments in all service including healthcare (Equality Act, 2010).
· NHS Accessible Information Standard (2016): Provides that providers should recognize and address the communication needs (e.g. BSL interpreters, easy-read) to provide equitable care (NHS England, 2016).
· Health inequalities responsibility and integrated care system (ICS): The Health and Care Act 2022 and the NHS guidance creates stronger organisational accountability in enhancing access, experience, and outcomes of underserved populations, such as disabled people (NHS England, 2023).
· LeDeR and regular health examinations: Initiatives to enhance the standard of care and decrease the premature death rate among individuals with learning disabilities by using system reviews and taking proactive primary care examinations (PHE, 2018; NHS England, 2023).
Although such measures are crucial, gaps in implementation persist, especially when it comes to reasonable adjustments, staff training, quality of data, and accountability, which hamper impact (UKHSA, 2023; Health Foundation, 2023).
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Scope (UK) 
Scope offers advice and advocacy, undertakes research on the additional cost of disability and leads a policy and practice campaign. The Disability Price Tag reports it releases into the national discourse on the issues of poverty and affordability and advocates more equitable markets and social security changes (Scope, 2019; Scope, 2023). The goals of Scope are to help decrease poverty, enhance accessibility, and change the attitude of the populace (Scope, 2023).
Mencap (learning disability) 
Mencap seeks to eradicate preventable deaths and health disparities of people with learning disabilities, offers advocacy and co-creates training on NHS staff on reasonable adjustments and communication (Mencap, 2023). Mencap aims to achieve the equitable access to preventative care and immediate treatment through the help of familial support and public campaigns (Mencap, 2023).
These organisations create awareness, produce evidence and hold institutions to account, adding to the role of statutory responsibilities and triggering practice change (Scope, 2023; Mencap, 2023).
[bookmark: _Toc216900955]Conclusion 
In the UK, disabled individuals experience institutionalized health disparities in the domains of mental health, chronic illness, and mortality with poverty, stigma, and recurring access to care being the major factors (ONS, 2023; Health Foundation, 2023). There are national frameworks that offer a base: The Equality Act, Accessible Information Standard, ICS duties, LeDeR, but the apparent lack of consistency in their implementation maintains certain gaps in the quality of preventive access and care (NHS England, 2016; PHE, 2018). The increased advocacy and practical support through charities such as Scope and Mencap improves sustained progress, however, the necessary outcome would be achieved through a solid enforcement of reasonable adjustment, increased data on disability in health services, inclusive care pathway design, and specific investments to address the socioeconomic drivers (UKHSA, 2023; WHO, 2011). Attaining equity requires that the disabled be held to account and co-produce at all levels of the public health policy and practice (NHS England, 2023).
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Diabetes mellitus type 2 (T2DM) is a significant non-communicable disease and health issue that affects the population around the world and the UK. It is characterised by insulin resistance and progressive beta - cell dysfunction, resulting in hyperglycemia and eventual complications of the condition in the long-term, such as cardiovascular disease, renal failure, and neuropathy. T2DM has a severe social, cultural, and health impact, such as decreased quality of life, elevated healthcare expenditure, and early death (Zhou et al., 2019). The International Diabetes Federation estimated that 537 million adults lived with diabetes in 2021, and the number will increase to 643 million estimated in 2030 because of diabetes spread globally (Cho et al., 2021). The prevalence rate in the UK has increased twofold over the last 20 years, and now about 4.9 million individuals are diagnosed with it, with high disparities based on the socioeconomic and ethnic backgrounds (Holman et al., 2020). In London, the prevalence rates in boroughs like Tower Hamlets and Newham are more than 8% (a national average is 6.9%), respectively (Public Health England, 2019). These statistics outline the gravity of the problem and the necessity of the specific epidemiological investigation.
[bookmark: _Toc216900958]3Ps and Public Health Measures
It is possible to develop a public health approach to type 2 diabetes using the three Ps prevention, protection, and promotion. Examples of preventive strategies include lifestyle therapies that are primarily based on nutrition, exercise, and reduction in obesity. Major lifestyle changes were found to reduce the cases by 58% in randomized control trials like the Diabetes Prevention Program (Noller et al., 2002). One of the prevention strategies is early detection, which is achieved by screening and risk stratification, particularly in high-risk groups. Community based education and empowerment are part of promotion to maintain behavior change. Efforts like the NHS Diabetes Prevention Program (NDPP) have been implemented in the London localities, yet they have not been assessed to indicate any significant differences in take-ups and retention, and minority ethnic communities have low engagement (Valbhaji et al., 2020).
[bookmark: _Toc216900959]Determinants and Risk factors 
There have always been epidemiological studies that specify obesity, sedentary behaviour, poor diet and genetic predisposition as the main risk factors of T2DM (Hu, 2011). Poverty, housing insecurity and food deserts are social determinants that worsen risk in London. Ethnic inequality is shocking: the populations of South Asian and Black African/Caribbean are two to four times more at risk than Whites (Tillin et al., 2012). These differences are partly attributed to genetic predisposition, although cultural eating habits, reduced physical activity, and structural disparity explain it. Risk is also further contributed by psychosocial stress and environmental exposures (Hackett et al., 2019). Therefore, determinants are multifactorial and they entail combined measures.
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The assessment of health needs across boroughs including Tower Hamlets shows that the prevalence of T2DM is high, and it concentrates in deprived wards with high ethnic minorities (Public Health England, 2019). Strong evidence of ethnic disparity in incidence and outcome is available through cohort studies like SABRE (Southall and Brent Revisited) (Tillin et al., 2012). These researches indicate that South Asians have earlier onset and more complications, which makes culturally oriented interventions necessary. Avoiding awareness and self-management is also the point in cross-sectional surveys, and disadvantaged populations have a lower health literacy level (Gao et al., 2019). Resource allocation and intervention design are therefore formulated with epidemiological evidence.
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Surveillance of T2DM is based on various surveillance systems. National Diabetes Audit (NDA) in the UK offers annual data regarding care process and outcomes, which allows benchmarking of regions (NHS Digital, 2020). Local Clinical Commissioning Groups (CCGs) make use of Quality and Outcomes Framework (QOF) indicators to keep track of primary care performance. Electronic health records can be used to conduct real-time surveillance, but the completeness and accuracy of data and codes continue to be an issue (Holman et al., 2020). Additional prevalence estimates are offered by surveys of population like Health Survey for England. In London boroughs, primary care, hospital, and community data needs to be integrated in order to monitor and evaluate.
[bookmark: _Toc216900962]Public Health Impact 
The acute effects of T2DM are high-level primary care use, higher expenses on drugs and high-level hospitalizations in cases of acute complications. The long-term effects are also high: cardiovascular disease, renal failure, blindness, and amputations cause disability and early death (Zhou et al., 2019). In the UK, the economic costs have been estimated to cost the UK 10 billion a year and this is 10 percent of the spending in the NHS (Hex et al., 2012). On a community level, T2DM increases the inequality of health to the disadvantage of deprived and minority groups. Family caregiving and low productivity are some of the burdens to the family. Therefore, the population health impact is multidimensional and falls under clinical, economic, and social realms.
[bookmark: _Toc216900963]Intervention Programme Design
The complex needs of developing a successful intervention programme to manage type 2 diabetes in a London borough include multi-level programme that incorporates the behaviour change of individuals, community mobilisation, and systems policy change. The results of two large randomised controlled trials indicate that dietary, physical and weight-loss lifestyle modification programmes have the potential to greatly decrease the occurrence of diabetes in high-risk groups (Knowler et al., 2002; Tuomilehto et al., 2001). But there is translation to real life world that requires cultural adaptation and long term interaction. To illustrate, culturally tailored interventions with South Asian communities in the UK demonstrated higher adherence and effectiveness levels than generic programmes, which makes the integration of cultural dietary habits and language assistance into an intervention more crucial (Gadzhanova et al., 2019). Mobile applications and telehealth are examples of digital interventions that can help increase accessibility and ensure continuous observation, especially among young people and individuals with mobility limitations (Hou et al., 2018). 
Innovations based on the incorporation of individualised risk assessment with the help of electronic health records can also be used to select high-risk people and provide them with intensive support (Holman et al., 2020). At community level, strengthening engagement and sustainability can be done through peer support groups, community health workers and faith based initiatives. It has been indicated that peer led interventions enhance self-management behaviours and lower HbA1c levels especially among the deprived populations (Bailey et al., 2016). Local health workers implemented in local organisations can overcome cultural and language barriers, build trust, and enhance the use of preventive services (Islam et al., 2014). 
Policy interventions are necessary at the system level in order to deal with structural determinants. Sedentary behaviour can be minimized by urban planning that encourages walking, access to green environments, and usage of safe spaces to engage in physical activities (Sallis et al., 2016). Dietary environments can be enhanced with food policy action through limiting fast-food stores around schools and subsidizing healthy food (Fraser et al., 2010). The sustainability strategy of diabetes prevention would involve the provision of incentives to encourage the detection and management of diabetes in primary care lines. Notably, interventions should be not only effective, but also equitable and able to minimize the disparities instead of enhancing them (Valabhji et al., 2020). The programme assessment must be based on the mixed-methods approach, which is a mixture of quantitative reduction of HbA1c, incidence, hospital admission and qualitative patient experience, cultural acceptability data. Process evaluation is important to know the obstacles to implementation like low recruitment or retention and outcome evaluation measures the clinical and behavioural outcomes. 
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Epidemiological approach gives a systematic evidence on incidence, prevalence, risk factors, and outcomes, which are used to allocate resources rationally and to design policies. It has strengths such as the utilization of large cohort studies, sound statistical analysis as well as the utilization of both biological and social determinants (Hu, 2011; Tillin et al., 2012). However, limitations exist. Observational research is prone to confounding and bias. The inaccuracy is decreased by data quality problems, including the records that are not fully finished in electronic health records (Holman et al., 2020). This can be a problem in generalisability where studies are conducted on certain ethnic groups or areas. In addition, epidemiology is, in many cases, able to establish relationships but not to comprehensively take into account lived experiences or structural determinants. In this way, it is necessary to complement the evidence provided by epidemiological investigations with qualitative studies and participatory strategies.
[bookmark: _Toc216900965]Conclusion 
Diabetes type 2 is a significant issue of the London boroughs with a high prevalence, ethnic differences, and severe social implications. Epidemiological analysis shows time-and-time-again the multifactorial determinants, such as obesity, poverty, and ethnicity and gives evidence of specific interventions. NDA and QOF are surveillance systems, which allow monitoring, however, quality of data and equity are areas of concern. The intervention needs to be culturally sensitive in terms of lifestyle programme, community mobilization, and systemic policy transformation to tackle food environments and physical activity opportunities. Although epidemiology has strong evidence, this does not rule out the need to incorporate qualitative and participatory methods. The T2DM issue in London boroughs requires a long-term commitment, intersectional cooperation, and equity-based approaches that would lead to the decrease of health disparities and enhance the overall outcomes.
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