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 i. ‘A timely book focusing on health inequities and the importance of taking action to support marginalised and vulnerable communities. The authors expertly articulate key issues in a critical and insightful manner. This is a must-read book for anyone who is interested in developing a greater understanding about the intersections of health, race, inequity, and outcomes’.

– Professor Marcia Wilson, Pro Vice-Chancellor, Birmingham City University




‘This book provides a timely and essential introduction into race and health in the UK, with vitally important case studies. A supportive handbook for those seeking to understand health equity’.

– Dr Annabel Sowemimo, Author of Divided: Racism, Medicine and Why We Need to Decolonise Healthcare, Community Sexual & Reproductive Health Consultant, Harold Moody Scholar at King’s College London




‘Etti and Botticello’s edited volume is a perceptive inquiry into the underpinnings of racial inequity in health in the UK. The authors seamlessly integrate evidence, lived experience and policy insights to create a powerful narrative that exposes systemic gaps, while offering credible paths forward. This book presents invaluable learning and belongs on the desk of healthcare professionals, policymakers, educators, and anyone committed to building fairer, healthier communities in the UK’.

– Professor Habib Naqvi, Chief Executive, NHS Race and Health Observatory




‘This important volume is based on five important truths: “Race” is not biology. “Racial”/ethnic differences in health outcomes are not normal. There is a system of structuring opportunity and assigning value based on “race” which is foundational to the history and wealth of the United Kingdom. That system, racism, continues to manifest in our structures, policies, practices, norms, and values today. Racism saps the strength of our whole society. Congratulations, Drs. Etti and Botticello, on convening this urgent conversation and issuing this call for urgent action within the health sector’.

– Professor Camara Phyllis Jones, Past President, American Public Health Association, Visiting Professor, King’s College London
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 iii. 
Understanding Race and Health Inequity in the UK

This timely volume addresses the interpersonal, institutional, and structural factors underpinning inequities in healthcare access, experiences, and outcomes among racialised communities living in the United Kingdom (UK) today.

Bringing together researchers from the UK and Ireland, ranging from established scholars and early-career researchers to those working at the interface of research and community health, this volume assembles their trailblazing work to examine the complex relationship between race, racism, and health. Organised according to the following six themes: Questioning, Research and Data, Maternal Health, Mis/Trust in Services, Chronic Conditions and the Social Determinants of Health, and Beyond Resilience, the chapters uncover how racially unjust systems and practices generate unequal outcomes, while outlining the urgent changes needed to redress these systemic inequities. By examining how racial inequities are produced, sustained, and compounded across key domains of society, healthcare, and health research, the volume offers a critical guide for understanding and, more importantly, addressing racial and ethnic inequities in health in the UK.

This unique and important book is essential reading for educators, students, and policy makers within public health, medical education, public policy, and beyond.

Melanie Etti, Medical Doctor and NIHR Academic Clinical Fellow, University of Oxford, UK.

Julie Botticello, Senior Lecturer and Course Leader, MSc Public Health, University of East London, UK.
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 xxiii. 
Preface

In 2021, we met through a mentorship programme for early-career, female, global health professionals sponsored by the University of Global Health Equity, Rwanda. Paired in this supportive relationship, we began speaking regularly over the two years of the programme, most often from two countries (Britain and America) and only recently, from just one, Britain. Despite our shifting locations, we shared a passion for making racial inequity in healthcare opportunities, experiences, and outcomes in the UK visible and for demonstrating what work still needs to be done for its eradication.

For Melanie, her journey towards editing this volume began with the internal work she undertook to unlearn so many of the mistruths that she encountered throughout her medical education. This epistemic awakening fuelled her pursuit of a deeper understanding of the factors that underpin the health inequities that affect racialised communities in the UK. This book is the book she needed while she was at medical school.

For Julie, the need for this book arose in the context of teaching public health undergraduates amid the realisation that there were limited options for core texts that addressed race, ethnicity, and health inequalities in Britain. Drawing on texts that addressed race, ethnicity, and public health in the USA, she supplemented these with key authors, articles, and policies that addressed the same in the British context. While offering an international perspective, the lack of a dedicated volume precluded drawing deeper conclusions about the UK.

When an opportunity arose to propose this much-needed volume, Melanie and Julie excitedly accepted the challenge. Once our editors at Routledge reviewed and commissioned it, we sent out calls on public health, healthcare, race, and ethnicity distribution lists covering England, Northern Ireland, Scotland, Wales, and the Republic of Ireland, and directly asked leading authors to contribute to this important collection. Three years after the start of this project, and together with 31 dedicated authors, situated in England, Scotland, and Ireland, we now present to you the first edition of this  xxiv. UK-focused volume on race, racism, and health inequity. This book pulls together work from a number of contributors of colour and allies, ranging from established scholars, early-career researchers, and those working at the interface of research and community health, who have conducted trailblazing work examining the relationship between race, racism, and health from across the UK and Ireland.

With undergraduates in mind, each chapter not only details its case but also asks reflective questions after and provides a short list of important texts for further exploration. While being published marks an endpoint in this phase of the volume’s journey, its real work begins in earnest with you, the reader, and the actions you take in response to each author’s elaboration of the dire consequences of ethnic and racial health inequity and their recommendations for meaningful change.


Melanie Etti, Oxford

Julie Botticello, London
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Introduction
Understanding race and health inequity in the UK

Julie Botticello and Melanie Etti

DOI: 10.4324/9781003466093-1



A brief note about language.



Throughout this volume, the authors will use different terms to refer to people of ethnic minority heritage. We recognise the challenge in finding a unifying term that respectfully encompasses the varying racial and ethnic identities within these communities without inappropriately homogenising them. As highlighted by Meir (2020), race-related discourse should accurately represent the world and the communities living within it.



In this introduction, we use the term ‘racialised communities’ to refer to people of ethnic minority heritage when speaking generally. We chose this term in recognition of the fact that our racial identities are constructed within the context of the societies in which we live. Where we speak specifically about a particular racial or ethnic group, we refer to them directly by name. To this end, we follow APA guidelines (2024) and capitalise all racial and ethnic group names, i.e.: Black, White, African, Caribbean, Indian, etc.


__________

Persistent and avoidable health inequities exist between racialised communities and White populations in the United Kingdom (UK). Health inequities are defined by the World Health Organization (WHO, 2018) as ‘differences in health status or in the distribution of health resources between different population groups, arising from the social conditions in which people are born, grow, live, work and age’. Crucially, the term implies a moral and ethical dimension (Whitehead, 1992); it asserts that such inequalities are representative of social injustice, often occurring as a result of unjust public policies, unequal access, and unfair differences in opportunities.

Health inequities among different racial and ethnic groups in the UK are present across the life course and embedded within differential health outcomes. Only recently (Sowemimo, 2023; Liverpool, 2024; Marmot et al., 2024) have these inequities been addressed through sustained engagement with racism and its impact on health in the  2. UK. Dominant explanations for health inequalities have tended to prioritise frameworks such as ‘proportionate universalism’ (Marmot et al., 2010, p. 15), which examine the nexus between poverty, place, and social position to address population-level disadvantage. By demonstrating that health outcomes correlate with socioeconomic position, social gradient approaches have positively led the shift away from notions of personal responsibility to the social determinants of health (Marmot et al., 2010, 2020a): the social, educational, economic, and environmental landscape in which individual and collective decision-making occur. The application of proportionate universalism that does not adequately account for the effects of racism, however, risks obscuring the persistent inequities experienced by racialised communities through broader accounts of disadvantage, masking the specific effect that racism has on morbidity and mortality. Growing numbers of research studies demonstrate that there are consistent patterns of racial and ethnic health inequity in the UK (Byrne et al., 2020), and that this inequity is the culmination of multiple, compounding and intersecting systemic challenges (Mirza & Warwick, 2022). A specific focus on race, ethnicity, and health in the UK is needed to unmask the invisibility of racial and ethnic disparities and to centre health equity in political agendas.

Race, like socioeconomic status and educational attainment, is a social determinant of health. Race is not biologically determined (Omi & Winant, 2014; Jones, 2000), nor is it a genetic marker for illness; rather, racism is a societal stance, where racialised communities have to confront and manage everyday acts of racial discrimination, whether interpersonal, institutional, or structural (Nazroo et al., 2020). While individuals are often classified into racial groups based on phenotypic traits (what they look like), these categories are socially constructed and bear no correlation to genetic differences between groups. In very few circumstances do biological differences correlate with racial phenotypes in accounting for differences in health outcomes. A prime example is that of sickle cell disease, which is more common among people of African heritage due to the protection that sickle cell trait offers against malaria. The increase in sickle cell disease among people living in Africa was, therefore, an evolutionary advantage driven by environmental pressures rather than an attributable characteristic linked to darker skin. Despite this, when examining differences in healthcare metrics between different races or ethnicities, a biological account risks diverting attention from the social, political and structural processes that reproduce health inequity (Bhopal, 2006).

The COVID-19 pandemic exemplified this, with differences in vitamin D levels being sought as an early explanation as to why members of racialised communities in the UK were dying from the disease at higher rates than their White counterparts (Mariño-Ramírez et al., 2021; cf. Nazroo, 2024). Similarly, physiological differences between Black people and other racial groups have been proposed as potential reasons for the reduced effectiveness of certain blood pressure medications among people of African and African-Caribbean heritage, leading to the continued recommendation of race-based treatment algorithms by the National Institute of Health and Care Excellence (NICE, 2019), despite their removal of from treatment guidelines produced by US and European societies. The continued use of self-ascribed race, a perilously heterogeneous metric, as the basis on which to draw firm scientific conclusions about biological differences sits uncomfortably at odds with our understanding of race as an inherently social construct.

 3. This book seeks to dismantle harmful and misguided narratives around the reasons for poorer health outcomes among racialised communities by examining the root causes of these differences in the context of British history and modern-day British society. Britain’s colonial history and its continued relationship with former colonies in the form of the Commonwealth are often neglected when discussing such issues. As Botticello (2020) substantiates, the historical subjugation of many members of racialised communities living in the UK today and their not-too-distant relatives serves as a persistent reminder of the cruelty of the British Empire and its aftermath, often manifesting as mistrust in the government and its institutions (Bryan et al., 2018), including the health-care system. From the colonial exploitation of the Indian subcontinent, to the division of Africa through linguistic and tribal lines, and the mistreatment of the Windrush generation who were invited to rebuild the nation after the Second World War, the legacies of these misdeeds remain alive to this day. Public trust is essential for health systems to function effectively (McKee et al., 2024), yet research has consistently shown low public trust in the healthcare system among racialised communities living in the UK (Kadambari & Vanderslott, 2021; Nagesh, 2023; NHS Race and Health Observatory, 2025). Evidence of this mistrust was particularly apparent during the COVID-19 pandemic, where racial and ethnic differences were seen in COVID-19 vaccine uptake, as well as among participants in COVID-19 research studies, despite the disproportionate impact of this disease among these groups (Paul et al., 2022; Etti et al., 2021).

Health equity is informed not only by who is affected by a disease but also by how diseases that disproportionately impact racialised communities are prioritised within healthcare provision, treatment options and research funding. Approximately 15,000 people live with sickle cell disease in the UK (Reynolds & Naqvi, 2025). Despite comparable numbers of people living with cystic fibrosis, which is also inherited but predominantly affects White populations, there remain measurable differences in provision. There are 75% fewer specialist nurses in sickle cell care, a limited pool of treatment options and less than half the amount of research funding awarded (NHS Race and Health Observatory, 2025). The lack of attention to sickle cell disease demonstrates clearly how situations of genetic inheritance translate into ethnic inequities through unfair resource allocation.

This lack of provision maps onto the description articulated by American physician and epidemiologist, Professor Camara Phyllis Jones (2002), which elaborates how racial inequity in healthcare is produced: through differential access to healthcare, differential care provision, and through the differences in access to opportunities that underpin good health. Even within each of these three levels, there are a multitude of complex interactions between various factors that work synergistically to create the conditions within which these inequalities manifest. The United States (US) has developed a substantial body of scholarship spanning many decades (e.g. James et al., 1983; Geronimus, 1992, 2023; Ford et al., 2019; Jones, 2001, 2002, 2018; Smedley & Smedley, 2005; Smedley, 2019; Williams et al., 2003, 2019) explicitly examining racism as a determinant of health, although informed by different historical, political, and healthcare contexts. Given the persistence of genetic explanations of racial difference within British medical guidelines and that race continues to be conflated with biology, rather than a social construction yielding differential exposures to harm and neglect, it is important to attend to the British context specifically. The British context is underpinned by legacies of colonisation and decolonisation, inflexible systems and hostile  4. laws, such as the Immigration Act 2014 (Legislation.gov.uk), and a pervasive lack of cultural competency attending racially and ethnically diverse customs, languages and religions. The persistence of nativism (Sivanandan, 2006; Kollias, 2024), where Whiteness is equated with Britishness and minoritised communities are considered alien, further entrenches discrimination and mistrust.

The consequences of this disconnect between healthcare providers and recipients are evident in the data. Each year, disparate outcomes in a number of health metrics are published, with racialised communities in the UK often faring the worst. Black and Asian women are more likely to die during pregnancy, childbirth, and the postnatal period than White women [a finding that has been consistent since 2000 (Women and Equalities Committee, 2023)] and stillbirths remain higher among Black and Asian infants (Matthews et al., 2022). Black people living with asthma in the UK are most likely to be admitted to hospital with an exacerbation (Simms-Williams et al., 2024), yet are also more likely to live in an area of air pollution or in a home with damp or mould (Jefferies et al., 2025; GOV.UK, 2025). Black people are least likely to have their cancer diagnosed through national screening pathways (Martins et al., 2022), yet are more likely to die of breast and prostate cancer (Workman et al., 2023; Prostate Cancer UK, 2025). These metrics scream of a system that was never designed to serve these communities at risk. Even where treatment access is improved, outcomes remain disparate. Research by Raleigh (2025) found that while people of South Asian heritage with heart disease had higher rates of prescribing for blood pressure and cholesterol-lowering medications, they still had higher rates of mortality from heart attacks. Addressing these inequities, therefore, requires a holistic appreciation of the multiple interdependent contributing factors to better understand how they come together to produce these poor health outcomes. As stated within the WHO Constitution, health is not merely the absence of disease but a state of complete physical, mental, and social well-being (WHO, 2020). A just and equitable society would, therefore, acknowledge and address the varying physical, social, and psychological needs of those within it to mitigate against avoidable causes of ill health. These inequities represent systemic inadequacies and neglect in multiple societal domains, which will be explored throughout the course of this volume.

The relative lack of historical attention to racism and health inequity in the UK reflects the dominance of universalist frameworks (e.g. Marmot et al., 2010, 2020a), limited ethnicity data collection (Raleigh, 2008; Iqbal et al., 2012) with which to inform particularist approaches, and persistent, deep-seated mistrust of healthcare systems among racially minoritised groups and communities (Nagpaul & Naqvi, 2025). Thus, for the past few decades, the emerging articulation that systemic racism is driving health inequity in the UK finally landed in public consciousness with COVID-19, in which racialised inequities became undeniable.

Towards the elaboration of his framework of proportional universalism, over 20 years ago, Marmot (2004) proposed that persistent social gradients between groups supersede any individual action taken. Furthermore, in a high-income country, these hierarchical positionings more accurately predict poor health outcomes than poverty as a unique measure. Marmot consolidated this analysis in Fair Society, Healthy Lives (Marmot et al., 2010). In this ‘Marmot Review’, he amplified the link between the social gradient and health outcomes, with those positioned along the lowest ranks of society experiencing the worst outcomes.

 5. Despite its comprehensiveness, the review was criticised for its silence on race or ethnicity (Salway et al., 2010). Latif (2010) describes this omission as an anti-climactic follow-on from an earlier report (Acheson, 1998) that advocated for specific provisioning for different racialised communities. Salway et al. (2010) underscore the neglect of ethnicity, stating that the Marmot Review (2010) failed to identify persistent systemic failures that structure and reproduce the hierarchies leading to inequitable experiences and health outcomes for racialised communities. These failures include poor communication, discriminatory behaviour, lack of cultural sensitivity, institutional mistrust, and lack of funding. Salway et al. (2010) further note that due to uneven ethnicity data collection across commissioning and provision services, understanding or meeting the needs of diverse racialised communities remained limited in scope. Notwithstanding calls to improve ethnic monitoring, progress was slow. A Race Disparity Audit, published by the Cabinet Office (Green, 2017), reported some comparative health statistics, but due to insufficient data, little of substance was reported. A decade after the original review, Marmot’s Health Equity in England (Marmot et al., 2020a) acknowledged that the intersection of socioeconomic status, ethnicity and racism amplified health inequity for racialised communities, yet it maintained the social gradient as central to its analysis.

It was not until Build Back Fairer (Marmot et al., 2020b), produced in the midst of the COVID-19 pandemic, that structural racism was identified as a prime determinant for its differential health outcomes (Marmot, 2022). Improved data collection during the pandemic revealed marked disparities in COVID-19 morbidity and mortality among racialised communities. While disproportionate exposure through high-risk occupations, multiple occupancy housing and underlying health conditions accounted for some of this risk, excess mortality among racialised communities persisted even after adjustment for these confounding factors.

Although not the origin, the COVID-19 pandemic served as a watershed moment in making these inequities in life chances publicly visible. Racialised communities have long faced earlier onset, higher rates and more aggressive progression of disease, coupled with poorer rates of survival (Razai et al., 2021a). The pandemic seared these long-standing inequities into everyday consciousness, confirming that while all were weathering the same storm, we were not in the same boat. Razai et al. (2021a) highlighted how inequities in employment, income, and housing intersect with failures in the healthcare system, producing compound disadvantage (Powers & Faden, 2008) through interpersonal, institutional, and structural racism. Razai et al. (2021a) argued that these dynamics operate through implicit bias, discriminatory institutional cultures, and policy environments that systematically expose racialised communities to harm.

In response to the disparities revealed by the COVID-19 pandemic, the Commission on Race and Ethnic Disparities (Sewell, 2021) aimed to reassess the position of racialised communities in the UK. Their report emphasised agency and resilience but was widely criticised (BMA, 2021; Razai et al., 2021b; Runnymede Trust, 2021) for downplaying the contribution of institutional and structural racism in the health and socioeconomic inequalities seen among these groups. An alternative response to the ethnic health inequities revealed by the pandemic was the formation of the NHS Race and Health Observatory by Lord Victor Adebowale CBE in 2021 to investigate the links between ethnicity and health inequality (Rao & Adebowale, 2020). Its Ethnic  6. Inequalities in Healthcare: A Rapid Evidence Review (Kapadia et al., 2022) identified structural, institutional and interpersonal racism as the underlying drivers of ethnic inequalities in access to, experiences of, and outcomes of healthcare. Critical findings include persistent failures in ethnicity data collection, inadequate interpretation services, a profound distrust in healthcare providers, and a lack of high-quality research on specific ethnicities. These challenges echo critiques made over a decade earlier. The King’s Fund (Morris & Robertson, 2024) subsequently emphasised the urgent need to ‘tackle racism and discrimination in the NHS and cultivate a culture of compassion’ among their seven priorities for the NHS in their new 10-year health plan. As highlighted by Etti et al. (2023), such a change will likely require reform at every level of the health system, from decolonising and democratising medical education to structural changes that enable equitable and representative leadership within the NHS.

More recent reports continue to underscore the persistence of these inequalities. In 2024, University College London’s (UCL’s) Institute of Health Equity found that structural racism was producing avoidable and unfair inequalities between different ethnic groups in London (Marmot et al., 2024). While welcoming the attention to one region, we noted in our response (Etti & Botticello, 2024) that a focus on London obscures additional challenges faced by racialised communities in other regions of the country. As the report affirms, the inequitable distribution of the conditions for good health is a profound injustice (Marmot et al., 2024). Extending this analysis nationally, the Health Foundation and Runnymede Trust’s How Racism Affects Health report (Walcott & Nightingale, 2025) underscores how interpersonal, institutional, and structural racism affect the wider determinants of health for UK-based racialised communities. The report documents entrenched inequalities in income, housing, employment, and environmental conditions, leading to compound disadvantage. Key findings include discriminatory hiring and progression processes favouring White workers, confinement of racially minoritised households to overcrowded and poor-quality housing, and reduced access to green spaces and clean air, culminating in inequitable life chances (Walcott & Nightingale, 2025). The King’s Fund has also been instrumental in linking poor health outcomes to social domains outside of healthcare, including the recently updated ‘What are health inequalities?’ authored by Jefferies and colleagues (2025), in which disparities in housing, green space access, and work stress were again cited as contributing towards health inequities among racialised communities. These indicators are mutually reinforcing: where one is paid less, then housing becomes less affordable, pushing racialised communities into unhealthy and overcrowded accommodation and their children into poverty. These inequities are not the result of individual failure but of the systemic and pervasive injustice in the distribution of freedom, opportunity, and resources for health. Reports produced by these organisations have consistently centred the need for policy reform to redress the social inequality that racialised communities inordinately experience in order to provide the conditions necessary for good health.

Grassroots organisations such as Five X More (https://fivexmore.org/), NAZ (https://www.naz.org.uk/) and Reproductive Justice Initiative (https://reprojusticeinitiative.org/work/) have also sounded the alarm about the chasm in healthcare outcomes that exists between White people and racialised communities in the UK. Such organisations have proved crucial in not only recognising but also responding to the health needs of marginalised members of these communities. Community health partnerships such  7. as the Caribbean and African Health Network (https://www.cahn.org.uk/), Community African Network (http://canafri.org.uk/), and the South Asian Health Foundation (https://www.sahf.org.uk/) provide tailored engagements for their communities of focus, including counselling, health information, and access to health services, to bridge the gap between these populations and the healthcare system. As stated by Mac-Donald et al. (2024), community-based action to address health inequalities is particularly effective when it is multicomponent, culturally concordant and tailored to the community’s needs. The sustained commitment of many of these organisations has also galvanised communities and leaders towards meaningful change. The inclusion of Five X More in the All Party Parliamentary Group on Black Maternal Health (House of Commons, 2026) is one example of just how impactful such organisations can be.

Overall, the trajectory of increasing public consciousness reflects a gradual recognition of racial inequity and systemic racism as central to health inequities in the UK. This volume builds on these foundational studies to examine how racial and ethnic inequities permeate health and sickness across the life course. Whether in maternal, neonatal, and child health; for those living with multiple and chronic health conditions; for those in need of timely and relevant mental healthcare; or within the research infrastructures underpinning healthcare and policy formulation, inequities are reproduced in a cyclical process of exclusion and invisibility. These are fundamental challenges which no one individual or community can resolve. The need for structural change is urgent.

The chapters in this volume respond to this challenge by uncovering how racially unjust systems and practices generate unequal outcomes, while outlining the changes needed to redress the systematic neglect of racialised communities in the UK. Accordingly, the volume is organised under the following six themes: Questioning, Research and Data, Maternal Health, Mis/Trust in Services, Chronic Conditions and the Social Determinants of Health, and Beyond Resilience. By examining how racial inequities are produced, sustained, and compounded across key domains of society, healthcare, and health research, this volume offers a critical guide for understanding and, more importantly, addressing racial and ethnic inequities in health in the UK.
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