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[bookmark: _Toc214238914]Task 1
Health Inequalities among People Experiencing Homelessness in England: A Social Epidemiological Analysis
[bookmark: _Toc214238915]Introduction
People experiencing homelessness in England face some of the starkest and most avoidable health inequalities in the country. Their health is shaped much more by poverty, insecure housing, discrimination and exclusion from routine healthcare than by individual lifestyle choices (Marmot, 2010; Wells, 2024). Studies show substantially higher rates of preventable illness and premature mortality compared with the general population, with levels of frailty and multi-morbidity more typical of people decades older (Aldridge et al., 2018; Crisis, 2018).
Social epidemiology helps to explain these patterns by focusing on how power, resources and social conditions become embedded in bodies across the life course (Marmot, 2010; Wilkinson and Pickett, 2010). Homelessness is both a cause and consequence of poor health, operating through material deprivation, chronic stress, stigma and reduced access to protective services (Wells, 2024).
[bookmark: _Toc214238916]Disease and illness inequalities
[bookmark: _Toc214238917]Multi-morbidity and premature mortality
Population-based analyses show that people experiencing homelessness have mortality rates several times higher than housed populations, with deaths often occurring in middle age rather than older age (Aldridge et al., 2018; Crisis, 2018). Common causes include cardiovascular disease, liver disease, accidental injury and drug-related deaths.
Many homeless adults live with multiple long-term conditions, such as chronic respiratory disease, musculoskeletal problems and epilepsy, combined with mental ill-health and substance dependence (Homeless Link, 2024; Wells, 2024). This “tri-morbidity” creates complex clinical needs and heavy reliance on emergency and acute hospital care. These patterns reflect cumulative exposure to disadvantage, not just individual behaviour (Marmot, 2010).
[bookmark: _Toc214238918]Mental health, substance use and self-harm
Homeless populations have very high levels of depression, anxiety, post-traumatic stress disorder and psychosis. Homeless Health Needs Audits show that most respondents report at least one mental health problem, with many reporting histories of self-harm or suicide attempts (Homeless Link, 2015; Homeless Link, 2024).
Alcohol dependence and high-risk drug use, including heroin and crack cocaine, are common, and drug-related deaths contribute substantially to excess mortality (Aldridge et al., 2018). Criminalisation and stigma can push people away from services and into more dangerous patterns of use. From a social epidemiology perspective, these difficulties are seen as responses to trauma, instability and social exclusion, rather than just individual failings (Marmot, 2010; Wilkinson and Pickett, 2010).
[bookmark: _Toc214238919]Infectious disease and long-term conditions
Overcrowded shelters, rough sleeping and poor nutrition increase the risk of respiratory infections, skin infections and tuberculosis. National guidance recognises people experiencing homelessness as a key risk group for tuberculosis and blood-borne viruses (UK Health Security Agency, 2025).
Homeless adults also develop long-term conditions such as diabetes and chronic obstructive pulmonary disease earlier than the general population, but often access care late and inconsistently (Aldridge et al., 2018; Wells, 2024). Unstable accommodation, lack of refrigeration, and loss or theft of medicines make self-management and adherence difficult.
[bookmark: _Toc214238920]Summary of health inequality indicators
Table 1. Key health inequality indicators among people experiencing homelessness in England
	Indicator
	Homeless population (typical pattern)
	General population (typical pattern)
	Interpretation

	All-cause mortality
	2–5 times higher (Aldridge et al., 2018; Crisis, 2018)
	Baseline
	Extreme, preventable inequality

	Average age at death
	40s–50s (Aldridge et al., 2018)
	Late 70s
	Life-course damage from long-term disadvantage

	Multi-morbidity
	Conditions seen 20–30 years earlier (Wells, 2024)
	Mainly in older adults
	Early onset of complex conditions

	Mental health problems
	Majority report ≥1 condition (Homeless Link, 2024)
	Much lower prevalence
	High exposure to trauma and stress

	Harmful alcohol / drugs
	Very high; drug-related deaths common (Aldridge et al., 2018)
	Lower prevalence
	Substance use as coping and driver of harm

	Use of ED services
	High and repeated use (Homeless Link, 2015; Wells, 2024)
	Occasional use
	Poor access to preventive and primary care

	GP registration
	Many unregistered or frequently changing (Homeless Link, 2015)
	Most stably registered
	System barriers reduce continuity of care


[bookmark: _Toc214238921]Social and structural inequalities
[bookmark: _Toc214238922]Poverty, housing and temporary accommodation
Homelessness is closely linked to poverty and a shortage of affordable housing. Families and single adults may live in hostels, bed and breakfasts or hotels, where overcrowding, damp, noise and lack of cooking facilities create major health risks (Marmot, 2010; Shelter, 2017; Wells, 2024). These environments disrupt sleep, diet and family life, and increase stress.
Such conditions are the result of policy decisions on welfare, housing supply and local authority funding (Marmot, 2010; The Health Foundation, 2025). Health services cannot fully compensate for the harm caused by insecure housing and destitution.
[bookmark: _Toc214238923]Barriers to primary care and continuity
People experiencing homelessness often report difficulties registering with a general practitioner, remembering appointments or navigating complex referral systems. Many rely on emergency departments as their main point of contact with the NHS (Homeless Link, 2015; Wells, 2024).
Barriers include identification requirements, rigid appointment systems and negative staff attitudes (Homeless Link, 2024). This undermines continuity of care, prevention and early intervention. National guidance states that people without fixed addresses are entitled to register with GP practices, but implementation is inconsistent (Public Health England, 2015; Faculty for Homeless and Inclusion Health, 2018).
[bookmark: _Toc214238924]Stigma, discrimination and exclusion
Qualitative work describes how homeless patients often feel judged or dismissed when seeking care. Stereotypes about substance use and “non-compliance” can lead to undertreatment and early discharge (Homeless Link, 2024; Wells, 2024).
Stigma acts as a social determinant of health by shaping clinical decisions, gatekeeping access and eroding trust (Marmot, 2010). It interacts with ethnicity, gender and migration status to create layered disadvantage. Organisational culture change and co-production with people with lived experience are needed to challenge these patterns (Faculty for Homeless and Inclusion Health, 2018; UK Health Security Agency, 2025).
[bookmark: _Toc214238925]Structural determinants overview
Table 2. Structural determinants shaping health among people experiencing homelessness
	Determinant
	Mechanism affecting health
	Example outcomes

	Poverty and debt
	Limits food, heating, transport, medicines
	Poor diet, cold homes, stress-related illness

	Insecure / temporary home
	Overcrowding, damp, noise, lack of facilities
	Respiratory disease, poor sleep, anxiety

	Rough sleeping
	Exposure to violence, cold, pollution
	Injuries, infections, trauma, early death

	Stigma and discrimination
	Deters care-seeking; shapes clinical decisions
	Undertreatment, mistrust, avoidance of care

	Barriers to primary care
	ID rules, inflexible appointments, complex systems
	Late presentation, ED reliance

	Policy and welfare cuts
	Reduced income and local authority budgets
	Evictions, increased homelessness


(Sources: Marmot, 2010; Shelter, 2017; Crisis, 2018; Wells, 2024; The Health Foundation, 2025.)


[bookmark: _Toc214238926]National and policy responses
Recent health inequality reports highlight people experiencing homelessness as a priority group for prevention and health protection (UK Health Security Agency, 2025; The Health Foundation, 2025). The Homeless Health Needs Audit toolkit supports local authorities to assess needs and plan services (Public Health England, 2015; Homeless Link, 2015).
The NHS Long Term Plan and inclusion health initiatives have encouraged specialist hospital teams and primary care models for homeless patients (NHS England, 2019; Pathway, 2025). Voluntary organisations also provide outreach, advocacy and specialist support, often filling gaps left by mainstream systems (Crisis, 2018; Shelter, 2017).
[bookmark: _Toc214238927]Task 1 conclusion
From a social epidemiology perspective, the extreme health inequalities faced by people experiencing homelessness are driven by structural conditions rather than individual choices (Marmot, 2010; Aldridge et al., 2018). Premature mortality, multi-morbidity, mental illness and infectious disease are closely tied to poverty, housing instability, stigma and exclusion from mainstream care (Wells, 2024; Homeless Link, 2024).
National frameworks and specialist inclusion health services represent progress, but sustainable improvement requires coordinated action on housing, welfare, primary care access and anti-stigma work, designed and evaluated with people who have lived experience (Faculty for Homeless and Inclusion Health, 2018; Pathway, 2025).


[bookmark: _Toc214238928]Task 2
[bookmark: _Toc214238929]Childhood Obesity in Birmingham: Public Health Measures and Epidemiological Approaches
[bookmark: _Toc214238930]Introduction and definition
Childhood obesity is a major risk factor for non-communicable diseases across the life course. It is usually defined using body mass index (BMI) centiles adjusted for age and sex, with obesity at or above the ninety-fifth centile of a reference population (World Health Organization, 2022; NHS Digital, 2024). Children living with obesity have increased risk of type 2 diabetes, hypertension, musculoskeletal problems and poorer mental health, as well as higher risk of obesity and cardiovascular disease in adulthood (World Health Organization, 2022; International Diabetes Federation, 2022).
[bookmark: _Toc214238931]Prevalence and incidence: global, national and local
Globally, the number of children and adolescents with overweight or obesity has risen sharply in recent decades, reflecting changes in food systems, urbanisation and marketing environments (World Health Organization, 2022; UNICEF and World Health Organization, 2024).
In England, the National Child Measurement Programme (NCMP) records obesity prevalence among Reception and Year 6 children. Recent data show that roughly one in ten Reception-aged children and more than one in five Year 6 children are living with obesity, with higher levels in more deprived areas (NHS Digital, 2024; Office for Health Improvement and Disparities, 2024).
Birmingham, a large, diverse and relatively deprived local authority, has persistently higher childhood obesity levels than the England average. Local profiles show that about one in four Year 6 children have obesity, with clear social gradients by neighbourhood deprivation (Mahmood et al., 2017; Birmingham City Council, 2023).
Table 3. Summary of childhood obesity prevalence (illustrative overview)
	Area / level
	Group
	Pattern of obesity prevalence

	Global
	Children and adolescents
	Rising sharply over recent decades

	England
	Reception
	Around 10%; higher in more deprived areas

	England
	Year 6
	Just over 20%; widening inequalities

	Birmingham
	Reception
	Above England average

	Birmingham
	Year 6
	Around 25%; highest in most deprived wards


(Sources: WHO, 2022; NHS Digital, 2024; OHID, 2024; Birmingham City Council, 2023.)
[bookmark: _Toc214238932]Determinants of childhood obesity in Birmingham
Childhood obesity in Birmingham is socially patterned rather than randomly distributed. Deprivation plays a major role. The city has high child poverty rates, and excess weight is far more common in the most deprived neighbourhoods (Birmingham City Council, 2023; Marmot, 2010).
The local food environment also matters. High densities of fast-food outlets near schools and shopping areas encourage frequent consumption of cheap, energy-dense foods (Royal Society for Public Health, 2025; Local Government Association, 2020). Opportunities for physical activity are constrained by busy roads, lack of green space, safety concerns and cost, particularly in low-income areas (Office for Health Improvement and Disparities, 2024; Birmingham City Council, 2023).
Birmingham’s diverse population includes groups with different cultural food practices and migration histories. Some ethnic minority groups have higher rates of overweight and obesity, often interacting with deprivation (Office for Health Improvement and Disparities, 2024; Commons Library, 2025). National and local policies on advertising, price promotions, planning and school food shape what is affordable and available for families (Public Health England, 2019; Department of Health and Social Care, 2020).
[bookmark: _Toc214238933]Public health measures using the three Ps
Table 4. Primary, secondary and tertiary prevention for childhood obesity in Birmingham
	Level of prevention
	Main settings
	Key actions / interventions

	Primary
	Schools and communities
	Healthy school meals, daily physical activity, food-growing projects, nutrition lessons

	Primary
	Planning and transport
	Limits on new fast-food outlets near schools, safe walking and cycling routes

	Secondary
	Schools / NCMP
	Routine height and weight measurement; feedback and signposting to support

	Secondary
	Primary care and community
	Brief interventions, family weight-management programmes

	Tertiary
	Specialist paediatric services
	Multidisciplinary obesity clinics, management of co-morbidities

	Tertiary
	Transition to adult services
	Structured transition for young people with severe obesity


Sources: Mahmood et al. (2017); NHS Digital (2024); OHID (2024); Birmingham City Council (2023); WHO (2022).
[bookmark: _Toc214238934]Primary prevention
Primary prevention focuses on creating healthier environments before obesity develops. In Birmingham, whole-systems approaches bring together local authority departments, schools, community organisations and businesses to address food, physical activity and transport (Mahmood et al., 2017; Public Health England, 2019).
School-based actions include improving nutritional standards for school meals, embedding daily physical activity and limiting unhealthy food marketing around school gates (Royal Society for Public Health, 2025; Department of Health and Social Care, 2020). Community interventions such as cooking skills programmes and community food projects aim to improve access to affordable healthy food in deprived areas (Local Government Association, 2020; Birmingham City Council, 2023).
[bookmark: _Toc214238935]Secondary prevention
Secondary prevention aims to detect and address excess weight early. The NCMP provides robust population data and individual feedback to parents, alongside signposting to support (NHS Digital, 2024; Office for Health Improvement and Disparities, 2024).
Family-based weight-management programmes, often delivered through leisure services or community providers, offer structured lifestyle support for children identified with overweight or obesity (Mahmood et al., 2017). Primary care teams can monitor growth trajectories and refer to specialist services when needed (Commons Library, 2025). Sensitive communication and non-stigmatising language are crucial to encourage engagement (Royal Society for Public Health, 2025).
[bookmark: _Toc214238936]Tertiary prevention and care management
Tertiary prevention focuses on children with established obesity and complications. In Birmingham this involves specialist paediatric obesity clinics providing multidisciplinary assessment and management, including dietitians, paediatricians, psychologists and physical activity specialists (Mahmood et al., 2017; Birmingham City Council, 2023).
Co-morbidities such as sleep apnoea, musculoskeletal pain and mental health problems require joined-up working with child and adolescent mental health services and schools (World Health Organization, 2022). Planning for transition into adult services is important for adolescents with severe obesity and metabolic complications (NHS England, 2019).
[bookmark: _Toc214238937]Health needs assessment, monitoring and evaluation
Childhood obesity is identified as a priority in Birmingham’s joint strategic needs assessment and child health profiles (Birmingham City Council, 2023; Office for Health Improvement and Disparities, 2023). Epidemiological analyses examine trends over time, inequalities by deprivation and ethnic group, and associations with other outcomes such as dental decay, school attendance and later morbidity (Office for Health Improvement and Disparities, 2024).
Surveillance relies on NCMP data, national public health profiles and local observatory systems to map small-area patterns (NHS Digital, 2024; Public Health England, 2019). These data guide targeting of interventions and help evaluate policies such as planning controls on fast-food outlets and advertising restrictions (The King’s Fund, 2020; Local Government Association, 2020).
Epidemiological approaches also allow equity-focused evaluation, testing whether interventions reduce absolute and relative inequalities between deprived and affluent areas (Marmot, 2010; The Health Foundation, 2025).
[bookmark: _Toc214238938]Task 2 conclusion
Childhood obesity in Birmingham is a complex public health problem shaped by deprivation, food environments, opportunities for physical activity and wider commercial forces (Marmot, 2010; World Health Organization, 2022). National measurement data show high and unequal prevalence, while local analyses identify particular wards and communities at greatest risk (Birmingham City Council, 2023; Office for Health Improvement and Disparities, 2024).
Primary, secondary and tertiary prevention need to operate together within a whole-systems, life-course approach, supported by robust monitoring and equity-focused evaluation (Public Health England, 2019; The Health Foundation, 2025). Reducing childhood obesity in Birmingham will require both family-level support and structural action on poverty, urban design and the local food system (Mahmood et al., 2017; Royal Society for Public Health, 2025).
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