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TASK 1: Critical Analysis of Ethnic Health Inequalities: A Social
Epidemiological Examination of South Asian Communities in the
United Kingdom™

1. Introduction: Framing the Crisis

1.1 Defining the Crisis: South Asian Health Inequalities as Structural

Indicators

Health inequalities are preventable, systematic, and unreasonable disparities in health
outcomes between population groups that are intergenerational and spatially patterned
(Marmot, 2020). In the United Kingdom, these inequalities are particularly pronounced along
ethnic lines. South Asian populations—including people of Indian, Pakistani, Bangladeshi, and

Sri Lankan descent—experience some of the most persistent and severe health disadvantages.

South Asian groups constitute approximately 8.3% of the UK population (Office for National
Statistics, 2021) and represent one of the fastest-growing demographic groups. Despite this,
they carry a disproportionately high burden of chronic disease, experience higher levels of
premature mortality, and face persistent exclusion within healthcare systems. These patterns
are not statistical anomalies but reflect long-standing structural inequalities embedded within
social, economic, and healthcare systems. Historical legacies, socioeconomic policy decisions,
and institutional practices have systematically disadvantaged these populations across the life
course, signalling structural dysfunction rather than individual failure.

1.2 Beyond Statistics: From Descriptive Disparities to Critical Analysis

This report moves beyond descriptive epidemiology, which merely documents disparities, to
adopt a critical social epidemiological approach that interrogates why inequalities persist
despite decades of policy attention and the presence of a universal healthcare system. Drawing
on intersectional and structural determinant frameworks (Crenshaw, 1989; Krieger, 2012), the
analysis explores how ethnicity intersects with socioeconomic position, migration history, and

gender to produce embodied disadvantage.

Focusing on four major health domains—Type 2 diabetes, cardiovascular disease, mental
health, and healthcare access—the report integrates quantitative and qualitative perspectives.
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It demonstrates how apparently neutral healthcare systems reproduce inequality through
cultural, linguistic, and institutional exclusion. Addressing ethnic health inequalities is
therefore not solely a moral or social justice imperative but also a strategic investment in the
future health and economic sustainability of the nation.

Structural & Historical
Context

Colonial legacies,
immigration policies

Critical Determinants

Economic Exclusion
50% poverty in Bangladeshi
households JRF, 2023

Y

Linguistic Barriers
22% limited English
proficiency Parveen et al.,
2018

\ 4

Environmental Injustice
Overcrowding, pollution,
food deserts

A

Healthcare Discrimination
32% report unfair
treatment Salway et al.,
2016

Biomedical Reductionism
Individualizing structural
issues

Health Inequalities
2-4x higher diabetes, 50%
higher CVD

Figure 1. Conceptual Framework of Health Inequalities and Determinants,

*Figure 1. Critical determinants pathway showing structural factors become biologically
embedded. This model challenges individual-behavioral explanations by foregrounding

systemic factors (Krieger, 2012).*
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2. Contextual Background: The Social Determinants Matrix
2.1 Economic Determinants: Poverty Concentration as Structural Violence

South Asian communities experience disproportionately high levels of poverty. Approximately
50% of Bangladeshi households and 46% of Pakistani households live in poverty, compared
with 20% of White British households (Joseph Rowntree Foundation, 2023). This
concentration of economic disadvantage exemplifies what Farmer (2005) describes as
structural violence—social arrangements that systematically place particular populations at

risk through unequal distribution of resources.
2.2 Cultural and Linguistic Barriers: Epistemic Exclusion in Healthcare

Language barriers significantly contribute to healthcare exclusion. Around 22% of Bangladeshi
adults and 18% of Pakistani adults report low English proficiency (Parveen et al., 2018).
Trivedi (2022) conceptualises this as epistemic exclusion, whereby non-English health
knowledge and communication practices are marginalised within biomedical systems,

undermining informed consent, patient safety, and quality of care.
2.3 Environmental Injustice: The Geography of Health Disadvantage

Environmental inequities further compound health risks. Approximately 31% of Bangladeshi
households experience overcrowding compared with only 2% of White British households.
Ethnically diverse neighbourhoods are also characterised by limited green space and a high
density of fast-food outlets (Public Health England, 2020). These obesogenic environments, as
described by Swinburn et al. (2011), promote unhealthy default behaviours and increase

chronic disease risk.
2.4 Healthcare System Barriers: Institutional Racism in Clinical Encounters

Healthcare system barriers include reports of discrimination by 32% of South Asian patients,
limited cultural competence in service design, and inadequate interpreter provision (Salway et
al., 2016). These patterns reflect institutional racism—policies and practices that systematically

disadvantage ethnic minorities, often without explicit intent (Nazroo, 2022).
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3. Critical Analysis of Key Health Inequalities

3.1 Type 2 Diabetes: Social Activation of Biological Susceptibility

South Asian adults are two to four times more likely to develop Type 2 diabetes than their
White British counterparts, with onset occurring 5-10 years earlier (Diabetes UK, 2023). While
genetic susceptibility, such as TCF7L2 gene variants, exists, attributing inequality primarily to
genetics risks medicalising structural disadvantage. Rapid epidemiological shifts within a
single generation of migration demonstrate the role of environmental triggers, supporting the

concept of the environmentally induced “thrifty genotype” (Hales & Barker, 1992).
3.2 Cardiovascular Disease: Syndemic Interaction of Risk Factors

South Asians are approximately 50% more likely to die from cardiovascular disease. This
reflects a syndemic interaction between diabetes, central obesity, hypertension, and chronic
socioeconomic stress (Singer, 2009). Gendered norms further exacerbate risk, with South
Asian women experiencing diagnostic delays of up to 18 months due to caregiving expectations

and cultural beliefs (Zaman et al., 2017).
3.3 Mental Health: Diagnostic Violence in Cross-Cultural Psychiatry

Mental health inequalities remain largely hidden. South Asian populations report significantly
higher psychological distress yet are substantially less likely to access talking therapies (Mental
Health Foundation, 2020). This reflects Kleinman’s (1978) concept of category fallacy and
what Bracken et al. (2012) describe as diagnostic violence, where Western diagnostic

frameworks fail to capture culturally specific expressions of distress.
3.4 Healthcare Access: Linguistic Exclusion and Clinical Risk

Reliance on family interpreters due to inadequate professional language support compromises
confidentiality and clinical accuracy (Greenhalgh et al., 2015), falling below General Medical
Council (2020) standards. Time-limited consultations and culturally inappropriate screening

further reinforce structural barriers to equitable care.
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and screening programmes which would not be culturally accommodated.

Health Inequality Gradient: South Asian vs White British (Relative Risk)
16

Relative Risk
o]

Type 2 Diabetes CVD MortalityMental Health Service Use  Poverty Overcrowding

Figure 2: Comparative health and social indicators demonstrating multidimensional
inequality (Diabetes UK, 2023; British Heart Foundation, 2024; Mental Health Foundation,

2020). Overcrowding shows the most extreme disparity.

4. National Responses: The Implementation Gap

4.1 Policy—Practice Disconnect

While the Equality Act 2010 and NHS CORE20PLUS5 framework acknowledge inequality,
they suffer from a significant implementation gap (Bajpai, 2021). The Public Sector Equality
Duty often functions as bureaucratic compliance rather than a transformative mechanism
(Salway et al., 2016).

4.2 Strategic Limitations

CORE20PLUSS lacks binding targets and ring-fenced funding, allowing equity initiatives to

be deprioritised during financial constraints (NHS England, 2021). Consequently, only around
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15% of eligible South Asian individuals access the NHS Diabetes Prevention Programme
(Hanif et al., 2019).

5. Organisations Supporting South Asian Communities
5.1 Community-Led Innovation

The South Asian Health Foundation delivers culturally adapted diabetes education in eight
languages through mosques and community centres, exemplifying cultural brokerage in health
promotion (Khunti et al., 2019).

5.2 Advocacy and Policy Influence

The Race Equality Foundation promotes co-production models that position community
members as equal partners in service design, influencing NHS guidance on inclusive

communication (King’s Fund, 2023).

6. Conclusion: Towards Transformative Equity

6.1 Structural Roots of Inequality

South Asian health inequalities arise from structural conditions rather than individual
behaviours or genetic destiny. Over-reliance on biomedical approaches risks structural
iatrogenesis—where healthcare systems inadvertently perpetuate harm by individualising

social problems (Metzl & Hansen, 2014).
6.2 Transformative Recommendations

1. Financial Accountability: Allocate 5% of Integrated Care System funding to
measurable reductions in ethnic health inequalities, supported by community oversight
(Bambra et al., 2020).

2. Cultural Safety Accreditation: Mandate cultural safety training, with minority patient

experience contributing 30% of quality ratings (Ramsden, 2002).
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3. Community-Led Surveillance: Fund participatory action research enabling

communities to collect and interpret their own health data (Smith, 2021).




TASK 2: Epidemiological Analysis of Type 2 Diabetes in

South Asian Adults, Tower Hamlets

1. Introduction: Diabetes as a Structural Indicator

1.1 The Syndemic Perspective: Diabetes as Structural Injustice

Tower Hamlets faces a pronounced burden of Type 2 Diabetes (T2D), with a prevalence of
9.5% compared to the national average of 6.9% (NHS Digital, 2023). This disparity does not
represent an isolated biomedical phenomenon but instead signals deeply embedded structural
inequities. The borough’s demographic profile—where approximately 34% of residents are of
Bangladeshi heritage—and its ranking as the third most deprived local authority in England
illustrate what Singer (2009) conceptualises as a syndemic. In this context, T2D interacts with
socioeconomic deprivation and systemic discrimination, collectively amplifying disease

burden and health inequities.
1.2 Beyond Biomedical Paradigms: Epidemiological Transition and Fundamental Causes

Historically, South Asian populations in both their countries of origin and the UK experienced
a disproportionate burden of communicable diseases such as tuberculosis and hepatitis, largely
driven by poverty, overcrowded housing, and limited access to early healthcare. However,
rapid epidemiological transition within a single generation of migration has shifted disease
patterns towards non-communicable diseases (NCDs), including diabetes, cardiovascular
disease, and mental health conditions. This transition has been accelerated by globalised

nutrition changes, urbanisation, and the westernisation of lifestyles (Popkin, 2006).

Type 2 diabetes should therefore be understood not merely as a biomedical outcome but as an
expression of what Link and Phelan (1995) describe as fundamental causes—structural
conditions such as inequality and racism that systematically shape access to health-protective

resources, regardless of the specific disease manifestation.
1.3 Tower Hamlets as a Microcosm of Concentrated Disadvantage

This epidemiological analysis focuses on South Asian adults aged 40 years and above living in

Tower Hamlets. It moves beyond conventional biomedical and behavioural explanations by
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examining how risk becomes biologically embedded through structural determinants, including
economic precarity, environmental injustice, linguistic exclusion, and institutional racism.
Positioning T2D within the broader communicable—non-communicable disease transition
highlights the necessity for public health responses that address underlying social and political—

economic drivers, rather than focusing solely on biological risk factors.

2. Global, National, and Local Prevalence: The Epidemiology of Inequality
2.1 Global Burden: Nutrition Transition as a Colonial Legacy

Globally, an estimated 537 million adults (10.5%) are living with diabetes, a figure projected
to rise to 783 million by 2045 (International Diabetes Federation, 2021). South Asia has
experienced the most rapid increase, with prevalence in countries such as Bangladesh reaching
14%. This accelerated transition, condensed into a single generation, reflects the global
nutrition transition towards highly processed, energy-dense Western diets (Popkin, 2006),

shaped by historical and economic forces.
2.2 National Disparities: Ethnic Patterning and Structural Determinants

In the UK, diabetes prevalence demonstrates stark ethnic patterning. South Asian populations
experience a prevalence of approximately 9.5%, representing a two- to four-fold increased risk
compared with White British populations (4.3%), while prevalence among Black Caribbean
groups is estimated at 7.4% (Diabetes UK, 2023). These disparities persist even after
adjustment for body mass index (BMI) and socioeconomic status, challenging individual-

behavioural explanations and underscoring the role of multilevel structural determinants.

2.2 National Disparities: Ethnic Patterning Revealing Structural Determinants

The ethnic distribution in the prevalence of diabetes in the UK is harsh: the South Asians are
9.5% (2-4 times higher risk), the White British 4.3, the Black Caribbean 7.4% (Diabetes UK,
2023). The gradient remains even after adjusting it with BMI and socioeconomic variables,

undermining the explanations of individual-behavioral aspects and moving to the structural
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determinants which act at various levels.

dJiabetes Prevalence by Ethnicity in UK (2023)

13%

29%

South Asian : 9.5%
Black Caribbean : 7.4%
Mixed Ethnicity : 5.8%
White British : 4.3%
Other Groups : 6.2%

19% 22%

Figure 3: Ethnic disparities in diabetes prevalence reveal structural rather than biological
determinants. South Asian risk remains elevated even after controlling for BMI and

socioeconomic factors (Mathur et al., 2020).
2.3 Local Concentration: Spatial Inequality in Diabetes Burden

Tower Hamlets has concentrated burden: 9.5% total prevalence, 14.2% amongst South Asians
with onset at mean of 45 years (as compared with 55 in the rest of the country). Retinopathy
and CKD have complication rates 40 and 35 higher, respectively, proving what Dorling (2015)
refers to as the spatial injustice of health distribution, with place becoming the health outcome

fate.

3. Determinants and Risk Factors: Beyond Biomedical Models

3.1 Biological Determinants: Genetic Susceptibility in Social Context

Variants of TCF7L2 gene are found to be 1.5x more likely to cause diabetes in South Asians
(Sanghera et al., 2018), and metabolic phenotypes are more likely to have visceral adiposity at
lower BMI levels. Nevertheless, these biological influences demand social action such as
Krieger (2005) defines as embodiment of social situation using biological mechanisms such as

chronic stress and inflammation.
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3.2 Social Determinants Matrix: Beyond Individual Behavior Modification

Tower Hamlets exemplifies concentrated disadvantage across four domains:

1. Economic: It has child poverty rates of 57 percent, unemployment rates of 40 percent
in certain wards (Tower Hamlets Council, 2022).

2. Environmental: 25% overcrowding (3 x national average), 110 fast food outlets/km 2.

3. Nutritional: A fifth (23) of families go without meals a month because of the price.

4. Psychosocial: Discrimination and economic precarity stress, which is chronic.

3.3 Environmental Pressures: Obesogenic Environments as Policy Failure

The built environment is a failure of policy: less green space (14m 2 per person compared to
32m 2 in London), greater air pollution than the WHO recommends, and what Swinburn et al.
(2011) characterise as food swamps; the overproliferation of fast food which makes default

unhealthy choices and overwhelms the power of an individual.

4. Public Health Measures — The 3 Ps: Critical Evaluation

4.1 Prevention Gaps: Cultural Barriers in Primary Prevention

Only 15 percent of the eligible South Asians are covered by the NHS Diabetes Prevention
Programme because of language barriers and cultural irrelevance (Hanif et al., 2019). This is
what Greenhalgh et al. (2015) define as implementation failure, namely the failure of evidence-
based programmes to be effective in various contexts, in which they are applied and the

underlying assumption is that it is universal.
4.2 Protection Limitations: Late Diagnosis as System Failure

It shows that South Asians of HbAlc 75 mmol/mol vs 60 mmol/mol average on diagnosis
(underlying system delays in detection). Although screening practices are advised by NICE
(2022) at BMI >23 in South Asians, the application has low adherence, which represents
guideline-practice divergences with biased representation of minority populations.

4.3 Promotion Challenges: Individual Focus vs. Structural Change
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Existing health promotion presupposes the individual agency regardless of structural

limitations. This is what Frohlich and Potvin (2008) refer to as the risk factor approach-

individual behavioral factors are considered and the contextual risks in the environment that

influence the behavioral factors are ignored.

Effectiveness Score

100 -

90

80 4

70

60

50 4

40 -

30 4

20 4

10 +

3Ps Framework Effectiveness in Tower Hamlets (0-100 scale)

Prevention (NHS DPP) Protection (Screening) Promotion (Education) Structural Approaches

Figure 4: Discrepancy between current effectiveness (bars) and potential of structural

approaches (line). Structural interventions show largest implementation gap (Bajpai, 2021).

5. Epidemiological Studies & Health Needs Assessment: Methodological

Critique

5.1 Methodological Biases: Exclusion of Non-English Speakers in Research

The UK Biobank is also not representative of non-English speakers (15% vs 40% of Tower

Hamlets population), which causes sampling bias to generalize (Sudlow et al., 2015).

Randomized trials usually tend to avoid subjects with language barriers, and this leads to what
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Green and Glasgow (2006) refer to as the efficacy-effectiveness gap, or what works in the trial

does not work in the diverse population.
5.2 Data Limitations: Incomplete Ethnicity Recording Masking Inequalities

The completeness of ethnicity data is at 75 percent in primary care and 50 percent in secondary
care (Mathur et al., 2020), which we refer to as the inverse law of data: the patients with the
highest health requirements are the very ones with the worst data completeness, causing a
concealment of inequalities to the monitoring system and resource allocation based on

incomplete data..

5.3 Needs Assessment Critique: Professional vs. Community Perspectives

The standardized tools commonly used in traditional health needs assessment tend to overvalue
professional knowledge over that of communities, and therefore they could fail to capture
culturally-related issues. The participatory methods, propounded by Israel et al. (1998), place
communities as professionals in their own health- alters the locus of determination of need and

mode of solution development.

6. Surveillance & Monitoring Systems: Equity Analysis
6.1 Data Completeness Paradox: Inverse Relationship with Need

There are opposite relationships between data completeness and prevention relevance in the
surveillance systems. Though hospital admissions are 95 percent complete, it picks up disease
at the end-stage. The completeness of community screening data, which is most useful in the

context of prevention, is only 25% in high-need areas (Lewis et al., 2025).
6.2 System Limitations: Capturing Disease but Missing Determinants

The existing systems are efficient in tracking the prevalence rates of diabetes and its
complications, yet they do not include social determinants or lived experience. This is what
Smith (2021) calls epistemological limitation the measurement defines what gets addressed,
which results in the creation of cycles in which biomedical elements are the only ones

addressed.
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6.3 Community Surveillance: Alternative Models for Equity

Alternative models to the traditional power dynamics in knowledge production give
community-led surveillance, including participatory health surveys and community health
reports, where the communities are in control of data collection and its interpretation, and it is

relevant to the local contexts.

7. Public Health Impact: Beyond Clinical Metrics

7.1 Health Burden Quantification: Beyond Mortality to Quality of Life

South Asian men whose diabetes is diagnosed lose 8.2 years compared to 5.3 years in the White
British, and the quality-adjusted life years (QALYSs) lost is 12.3 per case in Tower Hamlets
against 8.7 nationally (Office for National Statistics, 2021). This shows unequal burden out of

sheer prevalence, in terms of quantity as well as quality of life.
7.2 Economic Costs: Inequality as Financial Drain on Systems

The direct NHS costs amount to 1,800 per person annually (50% above average), and the
indirect productivity costs of previous disability onset (Hex et al., 2012). The economic case
of equity is supported by the finding that every 1% of the deprivation is associated with 3% of
the increase in the cost of diabetes- reflecting the cost-saving, rather than the moral obligation

agenda.

7.3 Social Consequences: Stigma and Disability as Secondary Burdens

The South Asian communities believe that diabetes is culturally-stigmatized and the
comorbidities such as retinopathy and neuropathy result in disability burden that

disproportionately impacts employment and social involvement of the already disadvantaged

groups creating cycles of exclusion (Bhui et al., 2015).
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8. Intervention Programme & Evaluation: Equity by Design

8.1 Theory of Change: From Individual to Structural Intervention

The "Tower Hamlets Diabetes Equity Initiative” is based on a theory of change that
acknowledges that culturally-adapted prevention and structural interventions within the food
environment can lead to 25% reduction in the incidence rates of diabetes among South Asian
adults, 5 years later, by intervening at the individual levels and on the environmental factors,

simultaneously.

8.2 Core Components: Cultural Adaptation as Non-Negotiable

1. Community Health Advocates: Home-based HbAlc testing and culturally-
appropriate education on 50 trained residents.

2. Food Environment Reform: The prohibition of opening new fast food restaurants
through zoning and tax subsidies on traditional food.

3. Clinical Pathway Enhancement: BMI automatic referrals 23kg/m 2 and ensures

professional interpreter services.
8.3 Equity-Focused Evaluation: Measuring Gap Reduction, Not Averages

The assessment shifts to the evaluation of decreased disparity of South Asian and White British
people (Braveman, 2014). The traditional clinical measures are not used alone and power shift
indicators and community-defined measures of success are used to make sure that what affected

communities value are the focus of interventions.

9. Strengths & Weaknesses of the Epidemiological Approach

9.1 Methodological Strengths: Quantification for Resource Allocation

Epidemiology has the power to accurately estimate the burden, stratify risks, and track trends,
which is required to allocate resources more precisely in resource-constrained systems
(Rothman et al., 2008). It offers strong arguments that deserve attention and funding of the

policy because it makes inequalities visible and measurable due to its quantitative rigor.

9.2 Epistemological Limitations: Reductionism and Categorical Violence
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There is a danger of the epidemiological approach having what Smith (2021) has called
epistemological violence, which consists of it turning intricate social suffering into statistical
variations that deny the experience of lived suffering. Ethnic classification is a way of
homogenizing different communities whereas biomedical framing is centered on disease,

rather than wellbeing and structural transformation.
9.3 Practical Constraints: Implementation Barriers in Real-World Settings

The obstacles to implementation in Tower Hamlets are 25% population mobility, 40% lack of
digital access and capacities in primary care services, which pose difficulties to implementation
due to the often unaccounted epidemiological models (Exworthy et al., 2002). Diabetes is
hardly ever a disease untouched by multimorbidity and it needs holistic approaches and not

disease-specific approaches which epidemiology is finding hard to embrace.
10. Conclusion: An Epidemiological Understanding to Structural Transformation.

This epidemiological discussion of Type 2 Diabetes among South Asian adults in Tower
Hamlets is an indication of a crisis that is not only a matter of genetic fate or personal decision
making, but a systematic functioning of structural determinants: concentrated deprivation,
obesogenic environments, linguistic marginalization and institutional discrimination. The
conventional surveillance and intervention paradigms are quantifying the disparity and tend to

recreate it because they fail to address these underlying factors and community voice.

It is necessary to change the direction towards political-economic intervention instead of
biomedical management. The suggested Tower Hamlets Diabetes Equity Initiative provides an
example of such a change that aims to address both clinical pathways and food environment
using community co-production. Its success, though, requires going out of pilot projects to
entrenched, responsible policy change - ring-fenced funding, required cultural safety and

community-based data sovereignty.

Finally, the decrease in disproportionate burden of T2D is not only a clinical or populace health
objective, but a social justice challenge. It requires that epidemiology should be decolonised,
that is, it should be turned into what it measures to become an agent of the structural

redistribution of power, resource and health
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redistribution of power, resource and health.
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*Figure 5: Surveillance system limitations creating cycles of invisible inequality. Data

completeness paradox leads to resource misallocation away from highest-need populations
(Mathur et al., 2020).*
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