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Ethnicity and health inequalities
[bookmark: _Toc233769994]Introduction
According to the Lewis et al., (2023), Ethnicity is described as the cultural, ethnic, linguistic, traditional and historical characteristics that are shared among specific population groups. Ethnic minority groups in the United Kingdom (UK) are Black African, Black Caribbean, Indian, Pakistani, Bangladeshi, Chinese, Mixed and other minority groups. Ajayi (2021) stated that, the situation of ethnic minority populations and relations with the White British population remains significantly worse than other health equality policies that were enacted to improve health for members of ethnic minority groups. Despite progress in health and equality policies, several ethnic minority groups suffer from severe inequalities regarding health relative to the White British population. 
The term health inequalities is a description of avoidable and unfair differences across certain aspects of health status and outcomes, healthcare utilization and access, and lifespan resulting from more broadly prevailing social determinants of health like poverty, education, employment, housing, discrimination and inequitable access to health care (Alvidrez et al., 2019). Ethnic minority communities are more likely to experience infectious diseases, chronic conditions, as well as poor mental health, due to these social and structural factors.

[bookmark: _Toc233769995]Contextual Background and Underlying Factors
[bookmark: _Toc233769996]Higher Rates of Infectious Diseases
This is one of the largest health disparities between ethnic minorities and the majority that is being experienced is the burden of infectious diseases. Several diseases like TB, hepatitis and HIV have been found on average to have substantial variation across ethnic groups in emergency hospital admissions, as shown by research. In the last year (2018), TB emergency hospital admission rates were 29 times higher in the Asian Other ethnic group, 27 times higher in Indian and 15 times higher in Black African ethnic groups than they were in the White British ethnic group (UKHSA 2025). In addition, emergency admissions for each of five ethnic minority groups were significantly higher for all of the infectious diseases.

[bookmark: _Toc233769997]Diabetes and Cardiovascular Disease
People from ethnic minority communities also have higher than average rates of long-term health conditions such as Type 2 diabetes and cardiovascular diseases. Major population subgroups within the South Asian population, such as Pakistani, Bangladeshi and Indian communities, have an earlier Type 2 diabetes onset and lower levels of BMI at which it develops than the White British population (Patel et al., 2022). However, in the same way, hypertension is more common in the Black African and Black Caribbean populations, putting them at greater risk of developing stroke, kidney problems and cardiovascular complications.
These differences are due to social differences and genetic susceptibility. Disease starts early and factors such as lower household income, limited physical activity, unhealthy food environments and health disparities in access to preventive healthcare play a major role in disease development. According to the research by Jiao (2024), Cultural ideas about food and disease also can affect health care use and disease management.

[bookmark: _Toc233769998]Mental Health Inequalities
Another important sub dimension of inequality involving many ethnic minority groups is mental health. Whilst mental health issues are a concern of people in all communities, there is evidence that some ethnic minority groups may report more mental health distress and have less access to mental health care (Bansal et al., 2022). There are large disparities in the representation of black communities in compulsory psychiatric hospitalisation (compulsory admission) under mental health act provisions and South Asian communities have lower use of mental health services despite high psychological need.
All of these form an inequality that is shaped by the experience of racism, discrimination, migration related stress, social exclusion, unemployment and financial insecurity. The stigma associated with mental illness can also prevent people from approaching health care providers for help, and a lack of cultural competency among health care providers can foster mistrust in treatment (Im and Tefera 2025).

[bookmark: _Toc233769999]Socioeconomic Disadvantage and Poverty
Ethnic inequalities in health in England are still largely explained by socioeconomic inequalities. Mirza and Warwick (2022) said that, average incomes of ethnic minorities are generally lower than for the White British, their unemployment rates and employment security are higher and there is also a higher level of financial hardship among the ethnic minorities compared with the White British population. Poor health is exacerbated by the economic disadvantage which restricts access to healthy food, low-quality housing, education, recreational opportunities, and health-care services (Odoms-Young et al., 2024).

[bookmark: _Toc233770000]Barriers to Healthcare Access
For ethnic minorities inequalities in access to health care services remain, even with access to the NHS. Hayanga et al., (2021) stated that, difficulties with language, in-depth understanding of health concepts, mixed cultural perceptions, discrimination, and decreased trust in health care facilities might postpone the diagnosis and treatment of disease. There may also be some migrant groups that are not aware of the health care system in the UK or are hesitant to use services because of immigration issues.
Late access usually leads to more advanced disease presentation, more admissions to emergency departments and to a decrease in health outcomes. These barriers play a part in the inequalities seen between infectious and chronic disease, between maternal health and mental health care (Vrtikapa et al., 2025).

[bookmark: _Toc233770001]Housing and Environmental Inequalities
The living conditions have a significant impact on health in the ethnic minority populations. Overcrowding, poor housing conditions, dampness, small windows and bad ventilation, and living in less-than-ideal neighbourhoods are common issues in many families' lives. The conditions associated with this increase exposure to respiratory infections, asthma, poor mental health and chronic stress (Miyasaka et al., 2018).
Risks in the environment such as air pollution, industrial emissions, and climate-related risks are also disproportionately affecting ethnic minority population groups. These inequities in the environment are associated with increased levels of respiratory disease and transmission of infectious disease (Cacciatore et al., 2025).

[bookmark: _Toc233770002]National Responses to Reduce Health Inequalities
There are a number of national strategies that the UK Government and NHS have created to tackle ethnic health inequalities. The NHS Long Term Plan is one of the key initiatives that focuses on the need to tackle inequalities in health outcomes, by providing better prevention, earlier diagnosis, and taking action to ensure that care is delivered in a fair and equitable way (Congdon, 2024). The plan aims to implement targeted screening programmes, culturally appropriate healthcare services, better maternity services for women of ethnic minority backgrounds and increase the amount of community partnership to enhance access to healthcare services.
On a national level another major response is the Office for Health Improvement and Disparities (OHID) which is responsible for spearheading national efforts to tackle avoidable health inequalities across England (Hayanga et al., 2023). It works to promote evidence-based public health interventions, to analyse population health indicators, and makes policy recommendations to tackle the broader determinants of health, including housing, education, employment and environment. 

[bookmark: _Toc233770003]Organisation Supporting Ethnic Minority Communities
The Race Equality Foundation is one of the organisations that can help to address issues of ethnic health inequalities. The charity aims to work towards equality within health and social care services across the UK for ethnic minority communities, thereby enhancing their lives. In addressing issues of discrimination, it is concerned with tackling the barriers to accessing healthcare, shaping public policies and providing support to evidence-based interventions that will make a meaningful impact on the structural inequalities (Bansal et al., 2022).

[bookmark: _Toc233770004]Epidemiological Analysis of Tuberculosis Among Ethnic Minority Communities in England
Tuberculosis (TB) is a curable and preventable disease, yet it continues to be one of the most important communicable diseases in the world (Stopforth et al., 2023). TB, which is caused by Mycobacterium tuberculosis, mainly affects the lungs, but can also be carried in the body, causing high morbidity and mortality if left untreated. It is spread through the air by the droplets exhaled from the diseased person's mouth, nose or eyes while speaking, coughing or sneezing (Stopforth et al., 2023). Tuberculosis (TB) has significantly decreased in the United Kingdom (UK) in the last few decades, but the disease still affects certain groups in society, including ethnic minorities residing in urban centres. Tuberculosis is thus a clinical and social public health problem since its distribution corresponds to general inequalties related to ethnicity, poverty, places of living (housing and migration), and health care.
Tuberculosis is one of the biggest causes of death due to infectious diseases worldwide. The World Health Organization (WHO) estimates that in 2023, some 10.8 million people developed TB and approximately 1.25 million individuals died from TB worldwide (Broadbent et al., 2024). Now the disease has emerged as a huge problem in LMICs and has become more common amongst migrants residing in high-income countries despite significant strides in diagnosis and management.
Within the UK TB incidence is relatively low, but is focused in high-risk groups. The vast bulk of TB cases notified in the UK are from England, and the highest notification rates are from London (Mannor & Malcoe, 2022). National surveillance shows that ethnic minority groups have significantly higher morbidity than the White British. A study of analysed the links between Census 2021 and NHS mortality data across 48.6 million (86.6% of England's usual resident population), revealing significant ethnic differences (UKHSA 2025). 
The Asian Other ethnic group had 29 times as many people admitted to hospital in an emergency for TB as White British people, Indian people had 27 times the rates of healthy White British people and Black African people had 15 times the rates of healthy White British people. These differences suggest that TB is not exclusively a disease of the lungs and irrelevant to social determinants of health, but rather a social determinant heightened TB disease. The high economic impact of preventable health inequalities has also been highlighted by the costs of inequalities estimated at £970m – £1.5bn to the NHS a year (UKHSA 2025).

[bookmark: _Toc233770005]Public Health Measures for the Prevention, Protection and Promotion of Tuberculosis
It requires a multi-sectoral public health strategy for TB control which is based on prevention, protection and health promotion. Applying these approaches is very relevant for people from ethnic minority communities with increased risk of TB (Chavez-Rimache et al., 2023). Prevention involves infection prevention and the formation of on-going disease, protection involves limiting transmission, and health promotion involves raising awareness and utilization of health care resources.
Prevention will try to minimise the chances of a person getting infected with TB and the chances of them becoming infected and having the disease progress. Bacillus Calmette-Guérin (BCG) vaccination is recommended for persons who are considered to be at high risk, such as children who live in countries where TB is more common, and children with a family member who lives in such a country (Ahmed 2026). For vaccinations to be complemented by broad-based prevention, however, Education about TB transmission (who is at risk, who to see for healthcare, and the prompt-seeking of care messages!) can help to increase the understanding of how TB is transmitted, TB symptoms, and prompt-seeking of care messages (Moreno-Agostino et al., 2024). But social determinants, like overcrowded housing and poverty, which may contribute to increased exposure and vulnerability to TB, should also be addressed in the setting of prevention.
The main importance of protection is early detection of infectious cases, preventing onward transmission. The UK Health Security Agency (UKHSA) introduce contact tracing, which is used to identify individuals potentially exposed to infected cases of TB (UKHSA, 2025). Household, workplace, school and group or community contacts can be evaluated as needed to find more cases. Infectiousness and transmission can be curtailed with prompt diagnosis and prompt antimicrobial treatment. Infection prevention measures such as taking appropriate respiratory precautions and using isolation when clinically required will also be important in a clinical/hospital setting (Mannor and Malcoe, 2022).
Health promotion allows individual and community members the opportunity to enhance knowledge about TB and to interact with TB prevention and treatment services. Information should be culturally appropriate, readily available in relevant languages and through trusted community organisations as well as community centres. Community health workers (CHWs) can act as gatekeepers to access screening and treatment services and enhance awareness, trust and engagement in TB prevention programmes (Chau et al., 2023). In the case of communities that speak different languages, or communities which have different cultures this community-based approach can be especially useful.

[bookmark: _Toc233770006]Determinants and Risk Factors
The epidemiology of TB is complex and dynamic and it heavily depends on a range of social determinants of health as well as the biological susceptibility. Although infection results after exposure to Mycobacterium tuberculosis, socioeconomic and environmental factors are important in determining the progression of latent infection to active disease (Bansal et al., 2022).

[bookmark: _Toc233770007]Epidemiological Studies and Health Needs Assessment
Epidemiology gives evidence to inform population identification and informs resource allocation for people disproportionately affected with TB. Each year surveillance data shows that TB cases are always locally clustered within low-income inner-city areas and in particular in London, Birmingham, Manchester and Leicester, where there are a larger proportion of ethnic minority residents (Broadbent et al., 2024).

[bookmark: _Toc233770008]Surveillance and Monitoring Systems
The surveillance of tuberculosis is the mainstay of good epidemiological control. Outbreak-level detection, monitoring intervention effectiveness and exploration of dynamic disease patterns over time within populations are facilitated by continuous monitoring (Broadbent et al., 2024).
The Enhanced Tuberculosis Surveillance (ETS) system is a surveillance system run by the UK Health Security Agency (UK HSA) that collects detailed information on patient demographics, ethnicity, geographical location, laboratory confirmation, treatment outcome and drug resistance (Moreno-Agostino et al., 2024). This provides a national database to monitor disease trends in real-time and make decisions about public health planning based on evidence.

[bookmark: _Toc233770009]Public Health Impact and Consequences
TB has both immediate and long-term impacts at the individual, family, health system and community level.
When untreated at the level of the individual, TB leaves him with a chronic cough, fever, loss of weight, fatigue, weakness in his body's breathing system, and even permanent lung damage or death in severe cases (Broadbent et al., 2024). Delayed diagnosis leads to more severe disease and prolongs infectiousness, leading to more spread in households/community.
The economic impact is no less profound. Treatment takes typically at least six months which causes being unemployed, impacts the income in the household and causes financial hardship for patients. Self-costs associated with hospitalisation, diagnosis, contact tracing, medication, and follow-up, are also substantial costs that healthcare systems bear. The cost of inequalities in infectious disease admissions to NHS estimated to be between £970 million to £1.5 billion each year, highlighting the significant economic cost of preventable inequalities (Moreno-Agostino et al., 2024).

[bookmark: _Toc233770010]Proposed Health Intervention Programme
To make an intervention programme effective, the epidemiological data is needed as well as the appropriate appraisal of the community through culturally sensitive approaches. Boroughs with higher ethnic minority concentrations and incidence rates should be targeted for a TB prevention strategy (Stopforth et al., 2023).
Community based screening clinics through health centres, mobile, within faith centres, schools and community centres would feature on the programme. Screening should target recent migrants from high-incidence countries, as well as screen people living with HIV and diabetes and people who are homeless or have no fixed abode, and their household contacts (Moreno-Agostino et al., 2024). 

[bookmark: _Toc233770011]Strengths and Weaknesses of the Epidemiological Approach
The epidemiology approach offers a number of useful advantages. By using population-based surveillance, accurate identification of high-risk communities can be made, and allocation of the limited resources of the public health system becomes efficient (Congdon, 2024). Lab, hospital, census and mortality data integration further supports disease surveillance and allows for the assessment of the efficacy of disease interventions over time (Bansal et al., 2022). Epidemiological evidence also favors targeted preventive measures, over popular measures, to enhance cost effectiveness.
Some of its drawbacks, however, still exist. The actual disease burden can be underestimated when individuals make decisions not to seek care for a healthcare reason or when individuals migrate without being registered for official tracking due to other systems not monitoring these cases. Consisted datasets are not always comparable due to differences in ethnos tings (Bansal et al., 2022). Identifying associations in observational epidemiological studies is not necessarily a sign of direct causality, since many social determinants are in play at the same time.

[bookmark: _Toc233770012]Conclusion
In conclusion, tuberculosis is still a serious public health issue although there has been a reduction in the numbers of cases in the UK. The spikes in minority communities; migration, deprivation, housing conditions, health inequalities and wider social determinants play a key role in driving the disease and not just a focus on biological susceptibility. There are significant ethnic inequalities in emergency TB admission with a 29-fold higher emergency TB admission rate in the Asian Other group, a 27-fold higher rate in Indian groups and a 15-fold higher rate in the Black African group than in the White British group. The continuous improvements of surveillance systems, health needs assessments, and epidemiological studies have helped public health managers to identify high-risk groups and target health promotion initiatives such as vaccination, contact tracing, screening, and culturally appropriate health promotion.
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