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Task 1: Social Epidemiological Analysis
Title: Age and Health Inequality: Examining Disparities Among Older Adults in the UK

Introduction
This report examines older adults aged 65 and over as a group at heightened risk of health inequalities in the United Kingdom. The ONS (2023) estimates that 19% of the UK population — approximately 12.7 million people — are aged 65 or above, projected to reach 24% by 2042. The WHO (2023a) defines health inequality as systematic, avoidable differences in health outcomes linked to social conditions rather than biological inevitability. The Marmot Review (2010) demonstrated a clear inverse gradient between socioeconomic position and health, and its 2020 update confirmed that inequalities had widened since 2010, with the most deprived older adults bearing a disproportionate burden (Marmot et al., 2020).

Contextual Background and Underlying Factors
The following six subsections examine the key health and social inequalities facing older adults in the UK, supported by epidemiological evidence, critical perspectives, and proposed solutions.

1.  Higher Rates of Dementia
Alzheimer's Research UK (2023) estimates 944,000 people in the UK are living with dementia — 1 in 6 aged 80 and above — while the WHO (2021) projects global cases will reach 139 million by 2050. Livingston et al. (2020) identified twelve modifiable risk factors accounting for 40% of dementia cases, clustered disproportionately in deprived communities, making dementia inequality both preventable and unjust. NICE (2018) recommends cognitive stimulation therapy as a first-line non-pharmacological treatment, though access remains inequitable, with older adults in deprived areas facing longer diagnostic delays.

2.  Cardiovascular Disease
CVD accounts for approximately 25% of all UK deaths, with heart failure hospitalisation rates more than ten times higher in those aged 75 and over than in those aged 45 to 54 (PHE, 2021; BHF, 2023). Townsend et al. (2022) found that older adults in the most deprived areas are 2.4 times more likely to die from CHD than affluent peers. Anderson et al. (2016) demonstrated that cardiac rehabilitation reduces CVD mortality by up to 26%, yet uptake remains inequitably low, reflecting both access barriers and a failure to prioritise prevention in older deprived populations.

3.  Depression and Anxiety
Age UK (2023) estimates 1.4 million older people in England live with depression; rates exceed 40% in care home settings (Blazer, 2020). The RCPsych (2018) documented systematic age discrimination in psychological therapy referrals. Two contrasting perspectives inform responses: Layard and Clark (2014) advocate IAPT expansion as cost-effective; others emphasise community befriending to address social roots of late-life depression. Both acknowledge that clinical and social interventions are complementary rather than competing. Routine mental health screening within annual GP reviews represents a practical, low-cost first step.

4.  Social Isolation and Loneliness
Over two million people aged 75 and above live alone in England, with 1.4 million experiencing chronic loneliness (Campaign to End Loneliness, 2023). Holt-Lunstad et al. (2015) found loneliness increases premature mortality risk by 26%. Victor and Bowling (2012) showed that both objective isolation and subjective loneliness independently predict cognitive decline and depression, while Cacioppo and Hawkley (2010) argue perceived isolation is the key pathological driver. Social prescribing addresses both dimensions simultaneously.

5.  Poverty and Financial Insecurity
The JRF (2023) reports 2.1 million people aged 65 and over live in poverty. The DWP (2023) estimates 880,000 eligible households do not claim Pension Credit — over £2.5 billion unclaimed annually. Marmot et al. (2020) locate pension poverty in structural labour market inequalities accumulated over lifetimes, particularly affecting women and minority ethnic groups. The DHSC (2021) social care White Paper proposed a care cost cap, though critics argue the threshold remains too high to protect the most financially vulnerable.

6.  Housing and Cold Homes
The DHLUC (2022) reports that 4.3 million English homes fail the Decent Homes Standard, with older adults disproportionately affected. Liddell and Morris (2010) demonstrated in a systematic review that cold housing independently predicts elevated rates of respiratory disease, CVD, and mental ill health in older adults. The ONS (2023) records several thousand excess winter deaths annually in England, predominantly in people aged 75 and above. Government responses — including the Warm Homes Discount — have been criticised by Age UK (2023) as insufficient in reach, particularly for private renters.

Table 1 provides a structured summary of all six inequality areas, with supporting evidence and proposed solutions.

	Inequality Area
	Key Evidence
	Proposed Solutions

	Dementia
	944,000 UK cases; 1 in 6 aged 80+
(Alzheimer's Research UK, 2023; WHO, 2021)
	Cognitive stimulation therapy; memory
clinics; dementia-friendly communities
(NICE, 2018; Livingston et al., 2020)

	CVD
	25% of UK deaths; admissions 10×
higher in 75+ (PHE, 2021; BHF, 2023)
	NHS Health Check; cardiac rehab;
equitable prescribing
(Anderson et al., 2016)

	Depression / anxiety
	1.4 million in England; 40%+ in care
homes (Age UK, 2023; Blazer, 2020)
	IAPT expansion; GP screening;
befriending (RCPsych, 2018;
Layard and Clark, 2014)

	Social isolation
	1.4 million chronically lonely; 26%
higher mortality (Holt-Lunstad et al., 2015)
	Social prescribing; digital inclusion
(Victor and Bowling, 2012;
Cacioppo and Hawkley, 2010)

	Poverty
	2.1 million aged 65+ in poverty;
880,000 Pension Credit unclaimed
(JRF, 2023; DWP, 2023)
	Pension Credit outreach; care cost
reform (DHSC, 2021;
Marmot et al., 2020)

	Cold homes
	4.3 million homes fail Decent Homes
Standard (DHLUC, 2022)
	Warm Homes Discount; retrofitting;
fuel poverty schemes
(Liddell and Morris, 2010)


Table 1: Summary of Key Health and Social Inequalities Facing Older Adults in the UK

National Response to Health Inequalities in Older Adults
The NHS Long Term Plan (NHS England, 2019) commits to personalised care for older adults, expanded social prescribing, and integration of health and social care through Integrated Care Systems, with explicit targets to reduce premature CVD and respiratory mortality. NHS England's Ageing Well Programme operationalises this through frailty risk stratification and proactive community-based care — a shift from reactive hospital-centred treatment advocated by Marmot (2010).

Voluntary Sector Response: Age UK
Age UK is the UK's largest charity for people in later life, supporting over six million people annually through information and advice on entitlements including Pension Credit and Attendance Allowance (Age UK, 2023). Its befriending services address loneliness, and its annual health briefings inform national policy. The Personalised Integrated Care programme, delivered with NHS England, has demonstrated that proactive community support reduces emergency hospital admissions — a practical model for voluntary and statutory sector partnership.

Conclusion
Older adults in the UK face substantial and intersecting health inequalities in dementia, CVD, mental health, social isolation, poverty, and housing. These are structurally produced — the accumulated product of lifelong disadvantage — not biologically inevitable. The NHS Long Term Plan, the Ageing Well Programme, and organisations such as Age UK provide complementary responses, but sustained, cross-governmental action on the social determinants of health remains essential.


Task 2: Epidemiological Analysis — Cardiovascular Disease in Tower Hamlets, London

Introduction: Definition, Prevalence and Significance
Cardiovascular disease (CVD) encompasses coronary heart disease (CHD), heart failure, stroke, and peripheral arterial disease. Globally, the WHO (2023b) estimates CVD causes 17.9 million deaths per year — 32% of all global mortality — making it the world's leading cause of death. In the UK, the BHF (2023) reports approximately 160,000 CVD deaths annually and estimates that 7.6 million people are living with a heart or circulatory condition, at a cost to the economy of approximately £19 billion per year.
Tower Hamlets, an inner-London borough, has been selected as the defined population. With approximately 310,000 residents (ONS, 2021) ranked in the most deprived decile on the Index of Multiple Deprivation (IMD, 2019), approximately 32% of Bangladeshi heritage, and high rates of poverty and overcrowded housing, the borough presents a convergence of CVD risk factors. Nazroo (2003) argues that ethnic health inequalities must be understood through structural disadvantage — including discrimination, poor housing, and labour market exclusion — making Tower Hamlets an instructive focus for epidemiological analysis.

Key Determinants and Risk Factors
CVD risk in Tower Hamlets operates across biological, behavioural, and socioeconomic levels (Table 2). Biologically, type 2 diabetes prevalence is 8.6% — above the 6.6% national average (OHID, 2023) — a major independent CVD risk factor, partly attributable to elevated insulin resistance in the Bangladeshi population (Goff et al., 2019). Bhopal et al. (2002) demonstrated significantly higher CHD and stroke rates in UK South Asian adults compared to White European peers, even after adjusting for conventional risk factors. Behaviourally, smoking has historically exceeded London averages, physical inactivity is compounded by limited green space, and migration-related lifestyle disruption amplifies risk in South Asian communities (JSNA, 2022; Bhopal, 2019). Socioeconomically, the Whitehall II Study (Marmot et al., 1991) established the inverse social gradient in CHD mortality — reflected in Tower Hamlets' directly standardised CVD mortality rate of 89 per 100,000, against the London average of 74 per 100,000 (OHID, 2023).

Table 2 summarises CVD risk factors across three categories.

	Category
	Risk Factors in Tower Hamlets
	Underlying Drivers

	Biological
	Type 2 diabetes: 8.6% vs 6.6%
nationally (OHID, 2023);
hypertension; hypercholesterolaemia
	Elevated insulin resistance in
Bangladeshi adults (Goff et al., 2019;
Bhopal et al., 2002)

	Behavioural
	Smoking above London average;
physical inactivity; high-salt
diet (JSNA, 2022)
	Limited green space; cultural dietary
patterns; low preventive care
utilisation (Bhopal, 2019)

	Socioeconomic
	Most deprived decile (IMD, 2019);
poverty; overcrowded housing
(ONS, 2021)
	Inverse social gradient in CHD
mortality (Marmot et al., 1991);
language barriers (Nazroo, 2003)


Table 2: CVD Risk Factors in Tower Hamlets by Category. Sources: OHID (2023); Goff et al. (2019); Marmot et al. (1991); Bhopal (2019); Nazroo (2003)

Public Health Measures: Prevention, Protection and Health Promotion
Drawing on the three Ps framework, Tower Hamlets has implemented targeted CVD interventions. For prevention, an enhanced NHS Health Check programme — with proactive outreach to the Bangladeshi community — identifies adults at elevated cardiovascular risk and refers them to physical activity programmes and Stop Smoking London services. For protection, primary care networks have focused on improving prescribing of pharmacotherapies including statins, antihypertensives, and antiplatelet agents. Yusuf et al. (2004), in the INTERHEART study across 52 countries, demonstrated that nine modifiable risk factors account for over 90% of myocardial infarction risk — underlining the potential for pharmacological protection. For health promotion, the Social Prescribing Link Worker programme connects patients with non-clinical community assets, targeting the upstream social determinants identified by Marmot (2010).

Epidemiological Studies and Health Needs Assessment
The Tower Hamlets Joint Strategic Needs Assessment (JSNA, 2022) draws on the Quality and Outcomes Framework (QOF), Hospital Episode Statistics (HES), and the Public Health Outcomes Framework (PHOF) to characterise the CVD burden, identifying older Bangladeshi women as the subgroup at highest CVD risk relative to their measured risk factor burden — suggesting systematic underdiagnosis. Hippisley-Cox et al. (2017), validating the QRISK3 algorithm across over three million patient records, found it underestimates CVD risk in South Asian women. Sattar et al. (2019) and Bhopal et al. (2002) further established that atherogenic dyslipidaemia and elevated CHD risk in UK South Asian populations are inadequately captured by standard clinical measures. Diez-Roux (2002) cautions that ecological fallacy — attributing area-level patterns to individuals — is a key methodological risk; individual-level data from the Tower Hamlets Integrated GP Patient Record (IGPR) is essential for accurate risk stratification.

Monitoring and Surveillance
CVD surveillance in Tower Hamlets relies on a multi-layered system. QOF provides annual practice-level data on CVD, hypertension, and diabetes prevalence. The PHOF, accessible through OHID's Public Health Fingertips platform, tracks borough-level CVD mortality, smoking, and emergency admissions over time. HES data capture the acute secondary care burden. Bottle et al. (2006) demonstrated that linkage of HES with primary care records significantly improves identification of high-risk patients — a method embedded in Tower Hamlets' IGPR system, supplemented by GP Patient Survey and deprivation analyses from the JSNA (2022).

Public Health Impact: Short- and Long-Term Consequences
Figure 1 illustrates the scale of CVD inequality: at 89 per 100,000, Tower Hamlets' premature CVD mortality rate is 31% above the England average of 68 per 100,000 (OHID, 2023), representing substantial avoidable loss of life in one of England's most deprived communities.

[image: ]
Figure 1: Directly Standardised CVD Premature Mortality Rate (per 100,000 population, deaths before age 75) — Tower Hamlets, London, and England. Source: OHID Public Health Fingertips (2023)

In the short term, acute CVD events cause emergency hospitalisations, disability, and premature death. In the longer term, CVD survivors develop chronic conditions — heart failure, atrial fibrillation, post-stroke disability — sustaining demand across primary and community care. Lichtman et al. (2014) found depression is two to three times more prevalent in people with CHD than in the general population, worsening prognosis. CVD-related disability also reduces workforce participation and increases welfare dependency, entrenching cycles of poverty and ill health in an already deprived borough.

Proposed Intervention: Tower Hamlets Cardiovascular Health Equity Programme (THCHEP)
THCHEP is a proposed multi-component CVD prevention programme grounded in Marmot's (2010) principle of proportionate universalism — universal services scaled in intensity to the degree of need. It comprises three components. First, community-based CVD risk screening delivered by community health workers (CHWs) from high-risk communities, conducting blood pressure, blood glucose, and BMI assessments in mosques and community centres, with immediate referral of high-risk individuals to primary care (Greenhalgh et al., 2011). Second, culturally adapted group lifestyle support — physical activity, diet, and smoking cessation — delivered in community languages by peer supporters, informed by the Diabetes Prevention Programme (Knowler et al., 2002), which demonstrated a 58% reduction in diabetes incidence. Third, primary care data optimisation using QOF and IGPR to identify patients with undiagnosed CVD risk factors for proactive outreach.
Evaluation will use the RE-AIM framework (Glasgow et al., 1999), combining quantitative outcome measures — including changes in systolic blood pressure and emergency CVD admission rates — with qualitative process evaluation and a matched comparator borough to strengthen causal inference.

Strengths and Limitations of the Epidemiological Approach
The approach draws on multiple complementary data sources (QOF, HES, PHOF, JSNA, IGPR) and disaggregates by ethnicity and sex — reducing the risk of inequalities being masked by averaged population data. However, Diez-Roux (2002) cautions that ecological fallacy remains a methodological risk. QOF data may underestimate CVD prevalence in populations with lower primary care registration. Mortality as a primary indicator may not reflect morbidity trends, and intervention evidence from other settings cannot be assumed to transfer without rigorous local evaluation.

Conclusion
This report has examined CVD as a major public health challenge in Tower Hamlets, where premature mortality is 31% above the England average. The epidemiological evidence points to a burden driven by structural socioeconomic disadvantage, ethnic health inequalities, and barriers to preventive care. The proposed THCHEP intervention, grounded in the three Ps and proportionate universalism, offers a contextually appropriate, evidence-based response. Ultimately, reducing CVD inequality requires sustained commitment to both targeted clinical interventions and the structural social determinants that generate inequalities.
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