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

Introduction

The United Kingdom had around 12.7 million people who were older than 65 years in 2023. This number is about 19% of the entire population and is expected to grow by about 24% in 2042 (ONS, 2023). Health inequality is defined as systematic and avoidable differences in health outcomes arising from social conditions, rather than biological ageing (WHO, 2023a). Marmot et al. (2010) showed a clear relationship between social class and health status in Britain. Marmot et al. (2020) concluded a decade later that the gap had widened, with more deprived people aged 65+ suffering from greater avoidable ill health than a decade prior.

Contextual Background and Underlying Factors
The following six sections examine key health and social inequalities affecting older adults in the UK.
1.  Higher Rates of Dementia
There are approximately 940000 dementia patients in the UK. 1 out of 6 people who are around 80 years have dementia, whereas the number will reach 139 million by 2025 across the world (Alzheimer's Research UK 2023, WHO 2021). This is not simply an inevitable consequence of ageing.  The 40% of dementia risks are linked to 12 modifiable risks reported by Livingston et al. (2020), especially if they're found more in poorer communities. NICE (2018) suggests that we can treat dementia in 90% of cases as a first - line treatment in the form of cognitive stimulation therapy (CST), yet poorer elderly adults tend to be diagnosed late, thus having lost their chance at having received timely intervention. 

2.  Cardiovascular Disease
CVD is the principal reason for 24% of all deaths in the UK. PHE (2021) and BHF (2023) reported that Hospital admissions for heart failure are more than ten times higher in those aged 75 and over than in those aged 45 to 54 in 2020. Townsend and colleagues (2022) discovered that the odds of death from coronary heart disease for adults in deprived neighbourhoods are 2.4 times higher compared to those living in affluent districts. Cardiac rehabilitation can reduce deaths from CVD by up to 26%; however, in deprived communities, fewer people access such services owing to transport issues, a lack of awareness and having too many things to do. NHS Health Checks should be provided proactively; there should be access to an increased number of cardiac rehabilitation classes and better prescriptions of statins (Anderson et al. 2016).

3.  Depression and Anxiety
Depression has become the most concerning area. The study shows that about 1.4 million adults aged 50 live with depression in England. The figure rises above 40% for those in care homes. The RCPsych (2018) said there is still a systemic age bias in referrals to psychological therapy services. However, according to Layard and Clark (2014), the quickest, cheapest response is to expand the Improving Access to Psychological Therapies (IAPT) services. For others, the roots of late life depression are rooted more firmly in loss, bereavement and the sense of being isolated or no longer having any purpose in life and suggest these problems are not solely medical and require community responses, alongside medical ones, to tackle them. Routinely screening older people during their annual GP reviews, as recommended in the NICE guidelines for depression in older people (NICE, 2016), is a sensible and relatively inexpensive initial step.

4.  Social Isolation and Loneliness
Over 2 million people age 75+ live alone in England, and 1.4 million feel chronically lonely (Campaign to End Loneliness, 2023). Holt - Lunstad et al. (2015) estimated the impact of loneliness and social isolation as having a 26% higher risk of premature death than smoking. Victor and Bowling (2012) discovered that, independent of the actual social situation, both loneliness and objective isolation predict depression and cognitive decline. Cacioppo and Hawkley (2010) suggest that the perceived feeling of loneliness (social isolation and lack of connection) is the most damaging driver. Social prescribing has been piloted as an initiative that connects older people with various community groups and befriending services to address the isolation they face.

5.  Poverty and Financial Insecurity
DWP (2023) reported that about 2.1 million people above 65 years old live under poverty, meanwhile JRF (2023) stated that 880000 people are eligible for household but do not receive their pension credit allowance. Marmot et al. (2020) highlight inequalities that accumulated over a working lifetime, especially the accumulation of disadvantages such as low pay, taking breaks to care for family members or insecure work among women and people from minority ethnic groups, the social care White Paper proposes to cap lifetime care costs at £86,000. Critics claim this threshold is too high to adequately shield people living on modest incomes and those with high costs, stating that any effective solution requires extensive Pension Credit campaigning, automating benefits.

6.  Housing and Cold Homes
More than four million English homes are now not deemed to have a Decent Home. Of these, a number far greater than that of older households will have at least one over-75 homeowner and renter (DHLUC, 2022). Both studies conclude there are at least 40 excess deaths per 100 people a year from cold homes alone, and Liddell & Morris (2010) showed it is an independent predictor of respiratory diseases, cardiovascular diseases and poorer mental health. The ONS (2023) figures show there are typically well over 10,000 a year. Most occur among people aged 75 and older. For some assistance, older people with an income of at least one of these seven factors are offered support by Age UK's Warm Homes Discount scheme. Age UK (2023) said that because only 2% of households qualified, and mostly among retired people.

National Response to Health Inequalities in Older Adults
The NHS Long Term Plan (NHS England, 2019) promises to advance personalised care, increase the reach of social prescribing and encourage better integration between health and social care through Integrated Care Systems to improve premature mortality from CVD and respiratory causes. The Ageing Well Programme translates this into practice, stratifying patients by frailty risk and providing them with tailored, proactive care within the community, exactly the "upstream" focus on social determinants of health championed by Marmot (2010) in preventing ill health in the first place. The Adult Social Care Reform White Paper (DHSC, 2021) addressed the inherent inequity of older people spending all their life savings to pay for care by proposing a cap on care costs to be paid over an individual's lifetime, along with increased funding for local authorities.

Voluntary Sector Response: Age UK
Age is the largest charity in the UK that help older people. They provide advice on benefits, pensions to more than six million people each year (Age UK, 2023). Their objectives are to reduce poverty, loneliness and poorer health, and pushing back against the ageism that fuels discrimination and inequality. The organisation has also published a lot of independent research, including fact sheets, for example, the yearly 'Later Life in the United Kingdom' fact sheet, used by many professionals within and outside of local government and the government itself. In terms of services, they have several befriending schemes, including phone friends, along with initiatives such as No Friends Nearby. Age UK, supported by NHS England, developed Personalised Integrated Care. Trials suggested that the outreach performed reduces the number of emergency admissions to the hospital.

Conclusion
Britain's older people are facing considerable, linked health problems concerning dementia, heart disease, mental wellbeing, social loneliness, destitution, as well as poor quality housing - all of which are products of their living environments, not ageing. NHS’s long-lasting mission aims to address disparities, politicians across Whitehall, not only in the NHS, must commit to a permanent effort to remove the gap in health.


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

Introduction: Definition, Prevalence and Significance
CVD disease includes coronary heart disease, heart failure, stroke, peripheral arterial disease, arrhythmias, and valve disease. CVD is the main Cause of death mortality and morbidity globally, resulting in about 17.9 million deaths per year across the world (WHO, 2023). In the UK, Heart disease and stroke kill approximately 400 people each day. There are more then 7.6 million currently living with heart or circulatory disease in the UK. The total cost of heart and circulatory disease is around £19 billion in 2023 (BHF, 2023). For this study, Tower Hamlets is chosen to be our case study population of this study as the population is 306,637. This local authority is home to 32% of Bangladeshi heritage individuals and is classified as the sixth - most deprived local authority in England (IMD, 2019). High rates of poverty and overcrowded housing contribute to the high burden of CVD risk factors that exist within the community. Health inequalities, while related to race, aren't only just explained on a racial basis but also linked to the structure and wider social conditions (Nazroo, 2003).

Key Determinants and Risk Factors
CVD risk can be altered by genetics, lifestyle behaviours and socioeconomic conditions. With an 8.6% prevalence of type 2 diabetes, which is above the UK average of 6.6% and higher among adults from Bangladesh, Tower Hamlets is prone to higher CVD rates (OHID, 2023; Goff et al., 2019). Bangladeshi, Indian and Pakistani people have CHD and stroke mortality twice as high as White Europeans (Bhopal et al., 2002). CVD risk is also amplified by high levels of smoking, physical inactivity and dietary changes observed among people when they relocate from overseas to the United Kingdom (Tower Hamlets Council, 2022; Bhopal, 2019). This is only more severely the situation due to a stark socioeconomic disparity in Tower Hamlets, with a CVD mortality rate of 89 people out of 100,000, which is higher than the London average of 74 per 100,000 people (OHID, 2023).

Public Health Measures: Prevention, Protection and Health Promotion
Using these three Ps, we developed targeted CVD interventions. Tower Hamlets has developed enhanced NHS Health Checks, where patients are proactively targeted through an engagement strategy that reached out to the Bangladeshi community. Primary care networks have also been set targets to boost the use of statins, blood pressure medication and blood thinners as prevention measures. Evidence from the INTERHEART study, which enrolled 52 countries, has revealed that nine changeable lifestyle factors were blamed for more than 90% of heart attacks (Yusuf et al., 2004). Finally, in terms of promotion, it developed the Social Prescribing Link Worker programme to help people connect to a range of community resources that address the root upstream social causes of ill health identified by (Marmot, 2010).

Epidemiological Studies and Health Needs Assessment
Based on their analysis of QOF, HES and PHOF data, Tower Hamlets Joint Strategic Needs Assessment (Tower Hamlets Council, 2022) concluded that older Bangladeshi women were at higher risk than indicated by the scores computed by Tower Hamlets IGPR; they had higher observed rates of CVD than expected when taking account of the clinical indicators used in the computation of QRISK3. Such high levels of underdiagnosis reflect that standard clinical metrics fail to capture high rates of dyslipidaemia and CHD in South Asians (Bhopal et al., 2002; Sattar et al., 2019) and that QRISK3 tends to underestimate the CHD risk for these individuals (Hippisley - Cox et al., 2017). It is important, however, to acknowledge that ecological fallacy is an ever - present problem when using area - based risk factors, so individual - level data obtained from the Tower Hamlets IGPR is needed to assess an individual's CVD risk (Diez-Roux, 2002).
Monitoring and Surveillance
In Tower Hamlets, CVD surveillance draws from multiple linked systems. QOF provides annual practice - level data on CVD prevalence, high blood pressure and diabetes. The Public Health Outcomes Framework monitors borough - level CVD mortality trends over time, along with rates of smoking and emergency admissions. Hospital Episode Statistics are used to estimate the burden of CVD on acute care. Bottle et al. (2006) found that linkage of HES and primary care records leads to better identification of patients at higher risk for CVD than use of HES alone. An integrated GP Patient Record has been implemented in Tower Hamlets, which uses both the above HES data and patient - level data from the GP Patient Survey and analyses of deprivation published by Tower Hamlets Council (2022).
Public Health Impact: Short- and Long-Term Consequences
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Figure: Directly standardised CVD premature mortality rate per 100,0000 population deaths before 75 in Tower Hamlets.
Source: OHID Public Health Fingertips (2023)


The above figure demonstrates the scale of CVD discrepancies in Tower Hamlets. Tower Hamlets' premature CVD mortality rate of 89 per 100,000 is 31% above the England average of 68 per 100,000 (OHID, 2023). CVD events can lead to immediate events like emergency hospitalisation, permanent disability or an early death. As those who survive a CVD event often suffer from ongoing conditions like heart failure or atrial fibrillation and post stroke disabilities that can lead to long - term use of primary and community care. For example, depression is between two and three times more common in those with heart disease than in the general population, and this condition makes the outcomes of CVD worse (Lichtman et al., 2014). CVD disability also impacts participation in the workforce, and reliance on state benefits increases poverty, compounding health inequalities in the borough, which already lies in the worst 10% for multiple indicators of deprivation.

Proposed Intervention: Tower Hamlets Cardiovascular Health Equity Programme (THCHEP)
THCHEP is intended as an example of a new multi-component CVD prevention programme which operates under Marmot's (2010) guiding principle of proportionate universalism. It has three components. First, community-based CVD risk screening, which should include community workers (either from NHS community services, a third - sector provider or a partnership) measuring blood pressure, glucose and BMI in the setting of mosques and community centres. This would then result in a recommendation to patients that they see their primary care doctor for assessment of their cardiovascular disease risk. We know that South Asian women were effectively reached by a Culturally Sensitive Cardiac Prevention Programme which adopted this approach (Greenhalgh et al., 2011). Second, group lifestyle support which would focus on physical activity, diet and smoking cessation delivered in community languages by peers following the Diabetes Prevention Programme, which found a 58% reduction in incidence of diabetes (Knowler et al., 2002). Third, primary care data optimisation. Data from QOF and IGPR records would be used to find patients with unrecognised CVD risk factors before the patient develops disease. The evaluation will be conducted according to the RE - AIM framework (Glasgow et al., 1999). It will include both quantitative outcome measurements of changes in systolic blood pressure and emergency CVD admission rates. A qualitative process evaluation will be carried out to identify barriers and facilitators to implementation and sustainability. 

Strengths and Limitations of the Epidemiological Approach
Multiple diverse datasets will be used, including QOF, HES, PHOF and IGPR. By disaggregating by ethnicity and sex, there's less risk of hidden inequalities masked by population averages. But there's still an ecological fallacy danger to contend with, since, as has been written by Diez - Roux (2002), area trends may not always be valid at the level of the individual. While QOF has been known to underestimate CVD prevalence within areas of low GP registration, relying on mortality as the sole measure risks ignoring the burden of nonfatal cardiovascular disease, and interventions in the UK context may differ in a different country.




Conclusion
CVD remains a large, largely avoidable problem in Tower Hamlets. The local premature death rate is 31% higher than that of England, reflecting levels of structural deprivation, health inequalities faced by ethnic communities and the presence of major barriers to preventative care. THCHEP proposes a proportionate universalism - led approach based on the 'three Ps' (priority groups, primary prevention, promotion) and the Marmot principles (commission appropriate services which tackle inequalities in prevention, early detection, diagnosis, treatment and management, commissioning appropriate services that tackle inequalities, working together, commissioning appropriate services that ensure people aren't discriminated against). However, if we follow Marmot's consistent argument (2010, p.229), clinical programmes aren't sufficient to address the inequalities created by social determinants. A sustained reduction in CVD inequality in Tower Hamlets will require progress in tackling the poverty, poor housing and disadvantages in the labour market that underlie this poorer health.
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