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Foreword

Kim Johnson,
MP for Liverpool
Riverside

It is an honour to welcome Woman of the North:
Minority Ethnic Women in the North and recognise
the important contribution this report makes to
understanding and addressing inequalities that too
often remain overlooked.

As the first Black MP to represent a Liverpool
constituency, and as a Black, working-class woman
born and raised in the city, | know both the barriers
that can shape women'’s lives and the strength,
leadership and solidarity that exists within our
communities.

My own experience of working with community
organisations has reinforced for me the importance
of listening to people with lived experience. Too
often, decisions are made about communities without
properly listening to the people who know those
communities best.

That is why this report matters.

It shines a light on the persistent inequalities
experienced by minority ethnic women across the
North, while equally recognising their leadership,
expertise and lived experience. Minority ethnic
women contribute to their families, workplaces and
communities every day and are often at the forefront
of driving positive change. Their voices, experiences
and knowledge must be central to the decisions that
affect their lives.

The evidence presented in this report shows

that inequalities are constant, interconnected

and experienced across the life course. Health,
employment, poverty, caring responsibilities and
access to services cannot be understood in isolation.
Racial discrimination remains a significant driver of
poor health and economic outcomes, yet its impact
is too often unacknowledged within policy and
public debate. My own personal experiences mean |
know only too well the impact of deeply entrenched
institutional racism.

If we are serious about tackling inequality in all its
forms, we must first ensure that minority ethnic
women are visible in our evidence, our policies

and our decision-making. Too commonly, their
experiences are missing from the data collected
and the conversations that are had about improving
outcomes. Better representation in data matters, but
so does meaningful engagement. Listening must go
beyond consultation; it must lead to progress.

This is particularly essential when we consider
women’s health. Recent Women’s Health Strategies
have rightly sought to centre women’s voices and
improve health outcomes. However, significant
ethnic inequalities remain, including in maternal
health outcomes, and the concerns of minority ethnic
women have often been overlooked. We must ensure
that attention is matched by action, with services and
policies shaped by the experiences of the women
they are intended to support.

The report also highlights the many barriers minority

ethnic women face in accessing and progressing
in employment. A lack of appropriate employment
support, alongside cultural norms and gender role
expectations, can influence participation in the
labour market and limit opportunities. Addressing
these challenges requires tailored and long-term
approaches that recognise the realities of women’s
lives.

The expertise, leadership and commitment found
within the voluntary, community and social enterprise
(VCSE) sector are among our greatest strengths.
Across the North, community and voluntary
organisations play a vital role in providing culturally
informed, accessible and trusted support. Many are
deeply embedded within their communities, giving
them an invaluable understanding of local needs
and enabling them to help women navigate services,
access opportunities and have their voices heard.

Sustained funding for these organisations is
essential, enabling them to continue acting as
trusted intermediaries and providing advice. They
cannot continue providing this vital work on the
basis of inadequate funding and uncertainty. If
we value the trusted relationships they have built
with communities, we must provide the long-term
investment and support needed to sustain them.
The North has proud traditions of solidarity and
collective action. Those strengths are reflected
throughout this report and in the work of
organisations rooted in, and led by, minority ethnic
communities. They demonstrate what can be
achieved when communities are empowered to
shape solutions for themselves.

But we must be clear: community organisations
cannot tackle structural inequalities alone. Lasting
change requires continued investment, genuine
partnership and shared responsibility. Short-term
funding and isolated interventions will not address
inequalities that have been allowed to develop over
decades.

The challenges highlighted in the report show that
success will depend on whether minority ethnic
women themselves are at the heart of shaping
solutions. This report challenges us not only to
understand inequality, but to act on it. The evidence
is clear, the voices are clear, and the need for change
is clear.

As a proud Scouser and someone who has spent
much of my life campaigning for equality and social
justice, | understand how communities have the
power to demand change. If we are serious about
building a fairer North, minority ethnic women cannot
remain on the margins of policy, data or decision-
making. Their experiences, expertise and leadership
must be at the centre.

The challenge now is to match that community
strength with political will, sustained investment and
meaningful action. That is how we build a stronger
North for every woman going forward.



Introduction

This report came about following the original 2024 Woman of the North report and a conversation during a summit on the report. At the summit,
Pat Poinen, Chair of the North East of England African & Caribbean Association (NEEA&CA), challenged the panel and Executive Director of
Health Equity North, Hannah Davies on the limited focus about minoritised ethnic women from the report.

This was acknowledged by Hannah Davies, and Health Equity North responded by engaging a cohort of academics across the North and
beyond, to focus on issues surrounding the experiences of these women. This response recognised the importance of addressing the omission
and ensuring that the experiences, contributions and inequalities experienced by minoritised ethnic women were more fully represented. A mix
of qualitative and quantitative research has been used by over 50 report authors, predominantly minoritised ethnic women and mostly based in
the North of England.
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Executive summary

60 SECOND SUMMARY

Minority ethnic women in the North of England experience
significant health inequalities, yet their experiences often
remain hidden and overlooked. Research shows how

racial discrimination is a key driver of poor health and

economic outcomes, compounded by regional inequalities,
underinvestment and a fundamental lack of understanding of the
challenges minority ethnic women face. Fragmented data and
limited research, which tends to put groups together into broad
categories, prevent us from fully understanding the scale of
inequalities or how ethnicity, gender and place interact to shape
women’s lives.

These inequalities affect women across the life course — from
maternity care and mental health to employment, housing,
gender-based violence and involvement in the justice system.
Large gaps persist that negatively affect lives of minority ethnic
women and it’s clear that meaningful action is needed to reduce
these gaps.

However, work happening across the North shows the strength
of northern spirit and community. This report contains examples
of voluntary, community and social enterprise organisations
that are working alongside women and communities to tackle

Key findings

inequalities, providing trusted support where statutory services
can struggle to reach people. The work of these organisations,
and the outcomes of their work, shows what is possible when
communities are trusted and empowered to develop their own
solutions.

These organisations play a vital role in tackling health
inequalities, but they cannot address systemic inequalities

alone. To maximise their impact, they need sustainable funding,
meaningful opportunities to shape decision-making across
government, and stronger frameworks for partnership with the
NHS. The Government’s 10 Year Health Plan focuses on bringing
services to the community, but first trust and understanding must
be cultivated in order for this to succeed, particularly in minority
ethnic groups.

Engagement, collaboration and evidence are key to reducing the
health inequalities experienced by minority ethnic women, and
this can only be achieved with long-term, sustained policy action.
We need concerted action across government, combined and
local authorities, and health services — recognising that improving
health outcomes for minority ethnic women is essential to
building a healthier, fairer and more prosperous North.

Individuals from Pakistani, Bangladeshi and Black ethnicity were more
likely to be living in the 10% most deprived neighbourhoods compared to
individuals of White British background. Black people also are 2.5 times
more likely to experience food insecurity than White people.

General health and life expectancy

Minority ethnic women in the North of England report
substantially lower levels of good health than those in
the South and London

77.4%

Almost 1in 5 (18.1%) minority
ethnic women in the North have
a long-lasting limiting illness,
compared to 14.2% in the South and
15.8% in London. These conditions
include cardiovascular disease,
stroke, renal disease, some cancers,
and poorer mental health outcomes.

compared to
88.5% and 82.9%,
respectively.

Mental health

There are significant ethnic
inequalities in severe mental
iliness including Schizophrenia,
with minority ethnic women being
2-6 times more likely than White
women to be diagnosed with
nonaffective psychosis.

Minority ethnic women, particularly
those of Black ethnicity tend to
experience more severe treatment
pathways for mental health and
higher rates of detention under the
Mental Health Act.




Employment and economic activity

Minority ethnic women
in the North of England
face worse labour
market outcomes than
women elsewhere,
despite more than

initiatives over the
last decade to boost
economic activity in
these groups.

Economic inactivity is significantly
higher among minority ethnic
groups in the North, particularly
among Asian women: 44% of
Asian women in the North
West and 41% in Yorkshire

and Humber are economically
inactive, compared with 25% of
White women in both regions.

In the North West, 36% of Black
women are also economically
inactive, compared with 25% of
White women.

Children in care and child welfare

Black and Asian children enter care
later than White children,
at age 7 compared to age 5, and are
less likely to have received a child
protection plan beforehand.

Black children are
more likely than
White children to be
investigated by the
police. Adultification
also contributes

to Black children

in particular being

on average

Once in care, Black and Asian children
are less likely to be placed for adoption
or receive a Special Guardianship Order.
16.5% of White children and 15.6% of
Mixed ethnicity children are placed on
adoption orders, compared to 5.8% of
Black children and 4.7% of Asian children.

viewed as more
responsible and
culpable for their
actions than their
White peers.

Ageing populations

Older minority ethnic people
are

times more likely to
experience loneliness than
their White British peers.

of minority ethnic women
report having experienced
online abuse, and technology
is increasingly documented as
a coercive tool deployed within
honour-based or community-
monitoring contexts.

Minority ethnic women in
the North face a double
disadvantage from
dgender-based violence: they
experience domestic abuse
and other forms of violence,
while facing greater barriers
to disclosure and accessing
support.

of women with mixed ethnicity
experience domestic violence
- the highest of any group and
higher than White women (5.0%)

Maternal and
neonatal health

Stillbirth rates are substantially higher
for Black women than for White
women in several regions. In the
North East and Yorkshire, the highest
stillbirth rates were recorded among
women from other ethnic groups (9.2
per 1,000) and those whose ethnicity
was not stated (9.7 per 1,000),
highlighting significant gaps in the
data available to understand ethnic
inequalities in the North.

Black babies in the North face
substantially higher neonatal mortality
than White babies. In the North West,
neonatal unit mortality was

29.9 per 1,000 babies
admitted among
babies born to Black

women,

compared with 18.4 per 1,000 among
babies born to White women - around
1.6 times higher. In the North East and
Yorkshire, the gap was even greater:
compared with 17.0 per 1,000 for babies
born to White women - almost

twice as high.

32.6 per 1,000
for babies born
to Black women

Women in the criminal
justice system

Women from minority ethnic
groups are more likely to

be arrested, serve longer
sentences and receive
disparate treatment in
Magistrates’ Court decisions
including pleas and remand
decisions, compared to
White people.




Key findings

Poverty and food insecurity

General health and life expectancy @

Women from Pakistani, Bangladeshi and Black
ethnicity were more likely to be living in the 10% most
deprived neighbourhoods compared to individuals of
White British background

Black and Asian people are twice as likely to be in
poverty than White people, with over three times as
many experiencing persistent poverty

Black people are 2.5 times more likely to experience
food insecurity than White people

Minority ethnic women in the North of England report
substantially lower levels of good health than those
in the South and London — 77.4%, compared to
88.5% and 82.9%, respectively.

Minority ethnic women have higher mortality rates
from cardiovascular diseases (CVD), diabetes and
hypertension. CVD risk is highest in Pakistani women
followed by Bangladeshi and Indian women. Women
from minority ethnic groups are more likely to have
cancer diagnosed at a late stage. Women from
African, Caribbean and Asian ethnicity have higher
odds of being diagnosed late with breast cancer and
ovarian cancer.

Bangladeshi and Pakistani women are almost four
times more likely to suffer from asthma than White
women.

The risk of obesity-related non-communicable
diseases among Bangladeshi women was three
times higher for women living in the North than those
living in London.

Almost 1in 5 (18.1%) minority ethnic women in the
North have a long-lasting limiting illness, compared
t0 14.2% in the South and 15.8% in London. These
conditions include cardiovascular disease, stroke,
renal disease, some cancers, and poorer mental
health outcomes

Minority ethnic women in the North have reported

a higher prevalence of obesity (64.5%) than those

in the South (43.3%) and London (53%) — despite
participating in higher levels of physical activity. This
prevalence is also much higher than the prevalence
among White women in the North (58.2%).

Women aged 55 and over from 15 of 17 minority
ethnic groups surveyed (88.2%) experience poorer

®

health-related quality of life than White British
women.

Data shows that, despite the health challenges and
barriers minority ethnic women face, they have
higher life expectancy levels than White people
(831 years). For Asian women, life expectancy is
86.9 years, 87.3 years for Bangladeshi women, 88.9
years for Black African women, 84.6 years for Black
Caribbean and 86.9 years for other minority ethnic
groups.

Roma people in England are estimated to have life
expectancy up to 10 years lower than non-Roma
populations, with Roma women experiencing
particularly poor health — yet reliable, gender
disaggregated data on Roma health is limited.

@

Mental health

There are significant ethnic inequalities in severe
mental illness including Schizophrenia, with
minority ethnic women 2—6 times more likely than
White women to be diagnosed with non-affective
psychosis.

Minority ethnic women, particularly those of Black
ethnicity tend to experience more severe treatment
pathways for mental health and higher rates of
detention under the Mental Health Act.

Significant ethnic inequalities persist in access to

and treatment for mental health problems, with
barriers including limited trust, culturally insensitive
services and delayed diagnosis. Evidence shows that
culturally competent training for health staff can help
improve engagement and build trust with minority
ethnic women and their families.

Employment and economic activity @

Minority ethnic women in the North face a significant
employment disadvantage - employment among
Asian women is as low as 42% in Yorkshire and
Humber and around 49% in the North West, while
only 56% of Black women in the North West are
employed, compared with 64% of Asian women and
67.4% of Black women across the rest of England.

In Yorkshire and Humber, more than 14% of Asian
women are unemployed, compared with just 2.5% of
White women.

Minority ethnic women in the North of England



face worse labour market outcomes than women
elsewhere, despite more than 70 initiatives over
the last decade to boost economic activity in these
groups.

« In every region of England, unemployment among
Asian women was higher than among White
women except the East of England, where Asian
unemployment was 1.8% compared with 2.1% among
White women.

. Economic inactivity is significantly higher among
minority ethnic groups in the North, particularly
among Asian people: 44% of Asian people in the
North West and 41% in Yorkshire and Humber are
economically inactive, compared with 25% of White
people in both regions. In the North West, 36%
of Black people are also economically inactive,
compared with 25% of White people.

« Lack of employment support, cultural norms and
gender role expectations can influence minority
ethnic women’s labour market participation.
Community and voluntary organisations play a
crucial role in improving their skills for employability
and sustained funding should be provided to these
organisations to act as intermediaries, offering
advice, signposting, and tailored employment
support.

Maternal and neonatal health

-« Women and their babies from minority ethnic groups
experience significantly higher rates of stillbirth,
infant mortality and neonatal unit mortality than White
women, and these inequalities are most pronounced
in the North of England, with the risk increased for
those in the most deprived areas.

« Stillbirth rates are substantially higher for Black
women than for White women in several regions. In
the North East and Yorkshire, the highest stillbirth
rates were recorded among women from other
ethnic groups (9.2 per 1,000) and those whose
ethnicity was not stated (9.7 per 1,000), highlighting
significant gaps in the data available to understand
ethnic inequalities in the North.

. Black babies in the North face substantially higher
neonatal mortality than White babies. In the North
West, neonatal unit mortality was 29.9 per 1,000
babies admitted among babies born to Black
women, compared with 18.4 per 1,000 among babies
born to White women - around 1.6 times higher. In
the North East and Yorkshire, the gap was even
greater: 32.6 per 1,000 for babies born to Black
women compared with 17.0 per 1,000 for babies born
to White women - almost twice as high.

« Pregnant women from minority ethnic groups are
more likely to have an overweight BMI, while a family
history of diabetes was reported by 41% of Asian
mothers and 25.5% of Black mothers, compared with
18.0% of White mothers.

« Research shows that Black, Asian and
Mixed-ethnicity mothers were more likely to live

in the 40% of areas with the highest levels of

deprivation.

» Despite the emphasis by 2022 and 2026 Women’s
Health Strategy to listen to women’s voice
and improve health outcomes for them, ethnic
inequalities in maternal outcomes still exist and
minority ethnic women’s voices have often been
ignored.

Listening to women’s voices and
improving maternity care

« Minority ethnic women from the North shared
that specific barriers including financial hardship,
transport difficulties and communication challenges
significantly limit their access to care. Women
commonly experienced racialisation, financial
hardship, poor communication, and navigating
technology, and the lack of engagement with cultural
practices.

@ «  Community networks and continuity of midwifery

care were valued by women as protective factors,
while stigma and a fear of being a ‘burden’ could
prevent them from raising mental health concerns.
Women reported that comprehensive, family-centred
perinatal mental health assessments with longer-
term follow-up, alongside systemic changes to
ensure equitable access to maternity services, is key
to meaningful support.

Children in care and child welfare @

- Black and Asian children enter care later than White
children, on average at age 7 compared to age 5,
and are less likely to have received a child protection
plan beforehand. This suggests that risk and
vulnerability are being identified too late for many
minority ethnic children.

- Once in care, Black and Asian children are less
likely to be placed for adoption or receive a Special
Guardianship Order. 16.5% of White children and
15.6% of Mixed ethnicity children are placed on
adoption orders, compared to 5.8% of Black children
and 4.7% of Asian children. Nationally, Black children
wait longer for adoption — an average of 10 months
longer than White children.



10

- Evidence suggests that professionals are more
likely to report Black children to children’s services
compared to White children, and Black children in
families with lower socio-economic status were more
likely than their White peers with a similar
socio-economic status to be subject to reports.

- Black children are more likely than White children
to be investigated by the police. Adultification also
contributes to Black children in particular being
viewed as more responsible and culpable for their
actions than their White peers.

« Older minority ethnic people are 3.81times more
likely to experience loneliness than their White British
peers.

Ageing populations

« Older minority ethnic women in the North East are
largely invisible in the data: a study of 14 women from
African, Caribbean and South Asian communities
highlights a major evidence gap in understanding
how ethnicity, gender and place shape ageing.

. Compared with the South, women valued the North’s
affordability, natural environment and slower pace of
life, but also highlighted its relative lack of diversity,
fewer cultural opportunities and lower levels of
investment. Research shows that strong bonds
within ethnic and religious communities provided
support, but fear, exclusion and limited wider social
integration could deepen isolation.

Gender based abuse and violence

« Minority ethnic women in the North face a double
disadvantage from gender-based violence: they
experience domestic abuse and other forms of
violence, while facing greater barriers to disclosure
and accessing support. 71% of women with mixed
ethnicity experience domestic violence - the highest
of any group and higher than White women (5.0%)

« Research shows minority ethnic women face more
barriers to disclosing abuse, including language
barriers, fear of stigma and dishonour, immigration
insecurity, poverty, housing insecurity and concerns
about children being removed.

« Minority ethnic women are also disproportionately
affected by forms of abuse including coercive
control, economic and immigration-related abuse,
sexual violence, forced marriage, so-called
honour-based abuse, FGM and technology-facilitated
abuse.

45% of minority ethnic women report having
experienced online abuse, and technology is
increasingly documented as a coercive tool
deployed within honour-based or community-
monitoring contexts.

Women in the criminal justice system @

« Women from minority ethnic groups are more likely

to be arrested, serve longer sentences and receive

disparate treatment in Magistrates’ Court decisions

including pleas and remand decisions, compared to
White women.

Across the North, whilst the majority of the female
prison population (which makes up just 4% of

the overall prison population) are White, other
ethnic groups continue to be disproportionately
represented compared to the general population.



Key recommendations

The following recommendations require a coordinated minority ethnic women alone. Success will depend

response across national government, regional on shared accountability, sustained investment,
leaders, and the NHS. The NHS 10 Year Health strengthened community engagement, and

Plan emphasises shifting the focus from treatment partnership working at every level, with government
to prevention, moving care from hospitals to local setting the policy and funding framework, regional
communities, and improving the use of digital systems driving local implementation, and NHS
technologies. The Women’s Health Strategy aims organisations embedding equitable and culturally

to reduce inequalities and listen to women’s voices competent care in practice. Together, these actions

to shape care. However, no single organisation can can help deliver meaningful and lasting improvements

address the deep-rooted inequalities experienced by in health outcomes for minority ethnic women.

01 Make minority ethnic women visible in the data
Government, the NHS and other public services should improve the quality, consistency and availability of ethnicity-
disaggregated data, so that inequalities affecting minority ethnic women can be properly identified and addressed.
Particular attention should be given to consistent ethnicity recording including sub-group categories within Asian
or African ethnicities and smaller ethnic groups, including Roma women, whose experiences can be hidden within
broad ethnic categories. This can provide crucial insight for targeted strategies in achieving the shift from analogue
to digital records.

02 Put lived experience at the heart of decision-making
Minority ethnic women should be meaningfully involved in the design, delivery and evaluation of policies, research
and services that affect them. Co-production should take place from the outset, rather than women being consulted
only after decisions have been made.

o 3 Make health and care services culturally competent and anti-racist
Health and care organisations should embed culturally competent, anti-racist and intersectional practice throughout
services, with clear accountability for delivering change. This should include appropriate training for healthcare
and other frontline professionals, action to address structural racism and stronger expectations around culturally
responsive care. This is an important component for improving patient-provider relationships and trust building.

o 4 Remove barriers for minority ethnic women accessing healthcare
The NHS and other public services should identify and remove the practical, financial, linguistic, cultural and digital
barriers that prevent minority ethnic women from accessing timely and appropriate care. This should include
access to professional interpreting, culturally appropriate information, affordable transport, non-digital routes
into services and appropriate support for women experiencing financial or immigration-related barriers. Services
should actively engage women who are not currently accessing care, working with trusted community and faith
organisations where appropriate.

05 Invest in targeted prevention and early intervention
Health inequalities should be tackled earlier through prevention and targeted health promotion designed
around the needs of different minority ethnic communities. This should include culturally adapted approaches
to cardiovascular disease, diabetes and respiratory disease, alongside targeted action to improve uptake of
screening, NHS Health Checks and the NHS Diabetes Prevention Programme. National and local health campaigns
should be developed with minority ethnic women and community organisations to ensure that information is
accessible, trusted and relevant in order to shift from treatment to prevention.

Deliver equitable, continuous maternity and perinatal care

os Maternity services should take positive action to reduce ethnic inequalities in maternal, pregnancy and infant
outcomes, with continuity, cultural competence and women'’s voices at the centre of care. This should include
listening to women'’s experiences, increasing access to midwifery continuity of care for minority ethnic and
disadvantaged women, tackling structural racism through appropriate training and resourcing, and removing
financial, transport and language barriers.

Transform mental health support for minority ethnic women

07 Mental health services should transform provision to provide culturally sensitive, anti-racist and community-based
support that reflects the different experiences and needs of minority ethnic women. This should include consistent
collection of ethnicity and gender data, culturally adapted pathways into care, improved communication between
services and stronger integration between NHS, social care and voluntary community and social enterprise (VCSE)
organisations. Community-led organisations should be recognised as trusted access points and supported through
sustainable funding, rather than being expected to fill gaps in statutory provision without adequate resources.
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o 8 Fund community-led and ‘by and for’ services for the long-term
Government, NHS bodies and local authorities should recognise community and voluntary organisations as
essential partners in reducing health inequalities and provide them with sustainable, long-term funding. Funding
and commissioning processes should be accessible to smaller, community-rooted organisations, with longer
funding cycles and appropriate ring-fenced budgets.

09 Tackle poverty and the wider determinants of health
Action to reduce health inequalities must extend beyond healthcare to address the socioeconomic conditions that
shape women’s health and opportunities. This should include action on poverty, employment, insecure and informal
work, childcare, housing, transport and immigration-related barriers. Employment support should be designed with
minority ethnic women and recognise caring responsibilities, community circumstances and existing informal work,
while providing routes into secure employment for women who want to make that transition.

Policy and services should recognise that some minority ethnic women experience multiple and intersecting

forms of disadvantage and therefore require more targeted support. Targeted approaches should recognise the
specific circumstances of different communities rather than treating minority ethnic women as a single group.
Roma women, for example, should be recognised as a distinct population in data and policy, with their communities
involved directly in shaping solutions.

1 o Target support at women experiencing multiple disadvantage

i sy




Chapter 1.

Understanding inequalities affecting
minority ethnic women in the North and

the broader context

Authors Nasima Akhter, Oluwaseun B Esan, Jordan Mullard, Audrey Verma, Arpana Verma

Ethnic inequalities and the northern context

Northern women from minority ethnic groups are simultaneously
affected by both ethnic inequalities and regional deprivation. Our
Woman of the North report highlighted that women in the North of
England face some of the most entrenched health and economic
inequalities in the country.! They experience lower healthy life
expectancy, higher rates of chronic illness, poorer mental health, and
a disproportionate burden of unpaid care — providing £10 billion of
unpaid care annually. Since the publication of that report, the situation
has worsened. Within this context, this report outlines the
wide-ranging inequalities facing minority ethnic women, and how
recent changes for the worse have amplified these inequalities. (See
Box 1.1 for the explanation of terminology adopted in this report).

New ONS data (2022-2024) shows that healthy life expectancy for
women has fallen in every region of England except London, reaching
its lowest level since the time series began in 2011-2013.2 Women in
the North East (56.9 years), North West (59.2 years), and Yorkshire
and Humber (61.0 years) now have the lowest healthy life expectancy

in the country, widening the North—South divide and reinforcing

the urgency of targeted policy action. In addition, although the 21%
poverty rate in the UK in 2023/24 appears unchanged (same as in
2010/1, or 2022/2023), nearly half of those (6.8 million people) now
experience very deep poverty and it varies sharply by ethnicity and
religion.? * Such widespread poverty has harmful impacts on people’s
health, relationships and life chances.* Between 2021 and 2023, 14.2
million people in the UK faced relative poverty after accounting for
housing costs.5¢ The distribution of income is unequal (Figure 1.1):
The northern regions and the Midlands have a higher percentage of
individuals living in relative low-income households than the south
(excluding London, which has the highest percentage once housing
costs are considered).

Along with economic deprivation, a report for the year ending March
2025 showed that over the last 12 months there was an increase

in race hate crime (6%) and religious hate crime (3%), though other
hate crimes declined (sexual orientation: 2%, disability: 8%, and
transgender: 11%). The increase in racial tension is marked for northern

Figure 14. Regional distribution of percentage of individuals living in relative low-
income (before and after housing cost), average: 2021/2022 to 2023/20243
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regions, specifically observed in towns and cities with economic loss,
likely to be linked with long-term disinvestment in the North.®

While existing evidence reaffirms the pattern of persistent ethnic
inequalities and their social determinants, understanding the context
of health of minority ethnic women in the North deserves special
attention.>®° Minority ethnic groups commonly experience precarious
employment, persistent poverty and high food insecurity (Figure

1.2). Various groups continue to face disproportionate risk in specific
areas, with some experiencing multiple axes of disadvantage (Figure
1.3). These varied experiences highlight the critical need to avoid

a reductionist approach in describing vastly varied and numerous
minority ethnic groups.

“The government wants to ensure that whoever you are,
wherever you come from, Britain is a country that will respect
your contribution and give you a fair chance to get on in life. No-
one deserves to be held back at work because of their ethnicity
or disability. Everyone should be able to expect fair pay and
progression opportunities for their hard work”.

Seema Malhotra MP, Former Minister for Equalities, 25 March
2026

What we know about inequalities facing minority ethnic groups
Health inequalities, though considered unfair and avoidable, remain
challenging issues for the NHS and the UK government. Women

from minority ethnic groups face inequalities in access to health

care, care experiences, and outcomes. Generally, compared to White
ethnic women, the rates of obesity, diabetes, and cardiovascular
disease are much higher among women of South Asian and Black
ethnic background.®" Despite a disproportionately higher burden,
minority ethnic women also experience poorer access to treatment for
depression and anxiety disorders.? Black women were nearly three
times more likely to die during pregnancy, and this gap continues

to widen.® While deprivation significantly increases such risk, ethnic
inequalities in maternal mortality exist irrespective of social or
economic status, indicating the influence of racial biases and systemic

issues.® Undocumented migrant women in England face even more
challenges accessing maternity services

To give a specific example, stark inequalities were reported in the UK
experience of the COVID-19 pandemic and response to it. Although
initially COVID-19 infection or mortality was not expected to have
differential racial patterning as the government stated, ‘we are all in
this together’, it exposed and exacerbated existing social and health
inequalities. It turns out that the experience and exposure were
unequal, with the pandemic disproportionately impacting the lives

of disadvantaged communities and deprived neighbourhoods.> '
The risk of infection and associated mortality was significantly higher
among Bangladeshi, Pakistani, and Black Caribbean men.” ' Ethnic
inequalities were also observed for COVID-19 related short- and
long-term physical and mental health impacts.®?° Recent research
noted that pandemic-related economic consequences, such as loss
of income and increased poverty, were higher among those with
protected characteristics.> '

Despite the lack of disaggregated regional level health outcomes
data for women from minority ethnic background, we are aware that
place amplifies ethnic inequalities.2?' Mirza and Warwick (2024) have
emphasised that race and ethnic inequalities are complex, and that a
holistic investigation needs to not just assess the impact of area level
deprivation but also inspect the inequalities seen between and within
ethnic groups (Figure 1.3).22 We have seen that health risks, such as
risk of obesity-related non-communicable diseases vary between
Bangladeshis in the North and South and between genders and
generations, with the risk being three times higher among women
living in the North compared to women living in London.? This
reiterates the importance of applying the intersectionality framework
to examine multiple axes of deprivation simultaneously, enabling

a more nuanced interpretation of social injustice.?* Since ethnicity,
gender, and place interact to form distinctive and compounded
forms of inequities, without tackling the structural issues shaping the
inequalities all positive efforts would merely reflect hope rather than
substance.®

Figure 1.2. Prevalence of poverty, persistent poverty (all, children), persistent low income, and food insecurity by broad ethnic categories®®°
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Our work was inspired by several connected ideas and conceptual
frameworks. Dahlgren & Whitehead’s (1991) ‘Social Determinants of
Health model’,?® grounds our starting premise that health inequalities
arise from a combination of social and environmental factors, not from
individual factors alone. The intersectionality framework then lets us
examine how region, gender and ethnicity interact to affect the lives
of minority ethnic women, their access to healthcare, and their health
outcomes.?’” However, ethnic inequalities are more complex than a
simple interaction of place and gender, and few frameworks focus
explicitly on ethnicity. The modified Diderichsen framework addresses
this gap, explaining how social and political structures stratify society
and create differential exposures, vulnerabilities, and health outcomes
among ethnic groups.?® We also show how culture shapes gender
roles and influences health — through personal beliefs, behaviours,
relationships, and healthcare interactions?® — while political and
economic structures shape these factors across different ethnicities,
genders, and social positions. Each of our chapters includes

policy recommendations, as differences in political and economic
arrangements partly explain why health inequalities vary across
populations and places.*°

Key ongoing initiatives aiming to reduce inequalities

The UK government has launched several positive initiatives to tackle

inequalities. These include the:

B 2022 Women’s Health Strategy for England and the renewed
2026 strategy aspiring to address ethnic inequalities in access to
services, outcomes and risk factors®32

B 2025 NHS 10 Year Health Plan, “Fit for the Future” proposing a
shift for NHS services to emphasise community-based approaches,
introducing “neighbourhood health services”, and emphasising
prevention rather than cure®

B NHS Core20PLUS5 framework specifically focusing on addressing
the needs of the 20% most deprived areas (core20), and people
from minority ethnic groups (PLUS component)**

B 2026 enforcement of mandatory reporting of ethnicity and
disability pay gaps®®

Despite these efforts, we know that ethnic inequalities and the health
of minority ethnic women in the North of England are shaped by a

complex web of factors, including place characteristics,
socio-economic context, structural racism, ethnic variation in biological
make up that leads to higher risk of non-communicable diseases in
particular groups, limited awareness and conceptualisation of mental
health, and attitudes and norms relating to patriarchy and culture and
their influence on gender roles.

What this report adds

Our previous report noted a significant variation in physical health by
gender (women having poorer physical health), region (the North-
South gap), and ethnicity, with much worse health status for women
from Pakistani, Bangladeshi and other Black or Asian ethnic groups,
compared with White women.! Health outcomes of minority ethnic
women are shaped not only by the regional inequalities, but also

by racialised barriers in employment, healthcare access, and social
support, as well as limited options for culturally sensitive approaches
to health care.®

Building on the picture laid out in the Woman of the North report,

we need to focus on the factors underlying inequalities faced by
minority ethnic women. We must extend the narrative to include their
experiences and the current evidence on the long-standing and
entrenched inequalities they often face in more acute and complex
ways. This approach supports embracing diversity and having mutual
respect for differences — core British values.

The scope of our work is to some extent limited by data availability,
particularly as this report focuses on comparing the health and wider
determinants of health of minority ethnic women in the North with
those of women from majority ethnic groups and from other regions
of England. Quantitative data may sometimes lack the power to
disaggregate findings by detailed categories of ethnicity for a specific
time point, by region, and thus to examine how ethnicity and gender
interact to influence findings. Here, we draw on both quantitative
and qualitative evidence, integrating lived experience, testimonials,
and perspectives from a wide range of stakeholders — including
community-based organisations — to build a fuller picture of the
landscape and of ongoing efforts to reduce the inequalities minority
ethnic women face. Effective, accountable policy responses depend

Figure 1.3. Prevalence of persistent poverty (all, children), unemployment (men, women), and food insecurity by broad ethnic categories®¢°
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on this kind of awareness: awareness of inequalities themselves,
and of the different experiences that underlie them. Equally, it must
recognise the positive contributions, leadership, and resilience of
minority ethnic women, and the community organisations supporting
them, contributions that are too often overlooked.3®

We present data and contextual information on variation in physical
and mental health (chapters 2 and 3), then follow a life course
approach to cover outcomes and experiences of maternity, pregnancy
and early infant health (chapters 4-5); regional and ethnic variation

in employment (chapter 6); ageing (chapter 7); and children in

care (chapter 8). This is followed by discussion of vulnerable and
multiply marginalised groups: those experiencing gender-based
violence (chapter 9); those who are justice-involved (chapter 10); and
Roma women (chapter 11). We examine the role of community-led
organisations, showcasing examples of their positive contributions
(chapter 12) and conclude by illustrating how data limits our
exploration of ethnic inequalities and recommend ways for improving
ethnicity recording across systems to allow data synchronisation and
investigation of ethnic inequalities (chapter 13).

Altogether, this report aims to holistically present ethnic inequalities
and the context behind them, and calls for actions leading to the
changes needed to close these gaps and deliver more equitable
health and social outcomes for minority ethnic women.

Box 1.41. Terminology used in this report

The terminologies used to describe minority ethnic groups are
historically and politically situated. In addition to debates around
the use of race vs ethnicity which we outline, there are also debates
around the collective terms used, for example BME (Black, Minority
Ethnic), BAME (Black, Asian and Minority Ethnic), Global Majority,
People of Colour etc, all of which signify attempts to find a workable
language that either depoliticises race (for the purposes of policy or
common expression) or reclaims the politicisation of race by those
on the receiving end of racism who want the legacies of oppression
to be better understood. None of these phrases or acronyms are
adequate in every context. Suffice to say, the terms used matter,
and they have ramifications for the communities that sit under
them. Given the complexity, nuances, and variable exposure to
underlying factors shaping inequalities, it is also clear that in the
current context we cannot simply apply a reductionist approach to
describe vastly varied and numerous minority ethnic groups. Using
a collective term such as BME/BAME (Black, Asian and Minority
Ethnic group) that homogenises different ethnicities within a broad
umbrella term has this effect.” 8 This is illustrated very clearly in
Figure 1.3.

The 2021 Commission on Race and Ethnic Disparities proposed
changes to reflect inclusivity, build trust and avoid racism.*® They
recommended a focus on understanding inequalities across
ethnic groups and that aggregate terms like BAME should be
dropped. The NHS has also discarded terminology such as BAME
and advocates for promoting ‘ethnicity’ as a self-defined form of
identity.*°

“ .the term ‘ethnic group’ cannot be used solely in relation
to those peoples from the ex-colonies of the Caribbean, the
Indian subcontinent, continental Africa, and Hong Kong. ...
Nevertheless, everyone has an ethnicity, whatever colour,
creed or nationality.”

Mirza and Warwick (2024)%?

In this report, we chose to use the term ‘minority ethnic women’
to describe the group that is the focus of this report, and we
did so after careful consideration of the legacies of terminology

and language that has been used to describe our communities.
Although ‘ethnic minority’ and ‘minority ethnic groups’ are used
interchangeably, some felt that the term ethnic minority implies
that only minority groups come from an ethnic background. We
acknowledge that everyone has ethnicity. While some constitute
a small portion of the whole population in the UK, they may be
considered a global majority. Between the 2011 and 2021 census,
the percentage of the White population has decreased by 4.3
percentage points (86.0% to 81.7%), with an accompanying
increase in ethnic diversity among the 10.9 million minority ethnic
populations and those classed as mixed race or ‘other’.* Whether
this is a true increase or simply that people are more comfortable
disclosing their ethnicity is hard to quantify.

The ONS ran detailed consultations on the way it collects data
on ethnicity ahead of the 2021 census, which may have impacted
these figures.*? Race has no biological or scientific basis and

is widely recognised as a social construct used to justify racial
subordination and hierarchy based on skin colour.3” ¢ Whilst
ethnicity is a highly complex phenomenon related to culture,
ideology, faith and nationality, it is commonly expressed as a self-
defined concept of belonging which lets people describe their
identity and their belonging to particular groups.*

“People want to categorise me and they want to put me in a
space, and they have not asked me how [ identify. They have
not asked me what my ethnicity is... We do not want to be
categorised. Ask us how we identify. Ask what our ethnicity
is... You see race is a social construct, it’s an ideal that we
created and gave power to and reinforced through actions
and behaviours but it’s not biological... You see the fluidity of
race is not real, we are all ethnic and the sooner that we learn
that and we understand and respect one another for that the
better off that will be.”

Tammy Hodo (2019), President of All Things Diverse LLC.*



Chapter 2.

General health and wellbeing of minority
ethnic women in the North

Authors Omotayo Joan Olajide, Fiona Igwe and Faraz Ahmed

Summary

B Minority ethnic women in the North of England experience
greater socio-economic deprivation than those in the South.
We see a distinct pattern of health disadvantage, with higher
prevalence of limiting long-term iliness, cardiovascular disease,
diabetes and asthma than their counterparts in the South,
reflecting the compounding effects of ethnicity, deprivation and
place.

B | ate-stage cancer diagnosis is a particular concern, with
Caribbean, African and Asian women significantly more
likely than White British women to be diagnosed with breast,
ovarian, uterine and lung cancer at a late stage. This pattern is
consistent with lower screening uptake in some minority ethnic
groups.

B Available data mask important variation within and between
minority ethnic groups, as analysis has had to rely on broad
‘White’ and ‘non-White’ categories due to small sample
sizes, making it impossible to identify the specific needs of,
for example, Bangladeshi or Pakistani women in the North
separately.

Context

Women from minority ethnic backgrounds in England constitute

a substantial share of the population (5.6 million).** Although
regional data is not often disaggregated by sex, ethnicity and
deprivation, available evidence on minority ethnic people living in
the North suggests that they are more likely to live in areas of high
socioeconomic deprivation, and to experience variation in access to
healthcare services, poor housing and environmental conditions that
negatively impact general health and wellbeing.

This chapter provides an overview of the health status, some of the
clinical risk factors associated with nhon-communicable diseases and
challenges with access to public health preventive services for these
groups of women. It highlights the need for health care systems and
policies that can facilitate accurate identification of health needs
combined with prompt responses to promote equity, improve health
outcomes and narrow the longstanding North-South health gap for
minority ethnic women.

The health of minority ethnic women — overview

Here we outline the evidence on the variation in health of minority
ethnic women at a national level, before discussing the regional
evidence in a later section.

Life expectancy and mortality

The Office for National Statistics (ONS) analysis of life expectancy

in England and Wales from 2011 to 2014 shows that women from

all minority ethnic groups have higher life expectancy at birth than
the 83.1 years for women from the White and Mixed ethnic groups
(Table 2.1).%¢ In particular, women from the Black African group had a
statistically significant higher life expectancy than most groups (88.9
years). This pattern is largely mirrored in recent age-standardised

Figure 24 Age standardised mortality rates for deaths from all
causes, England:21 March 2021 to 31 January 2023. Source: Public
Health Data Asset from the Office for National Statistics, 2024%’

All cause mortality by ethnic group (Female)
Age-standardised rate and 95% confidence limits per 100,000 person years
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Table 24 Life expectancy at birth by sex and ethnic
group:England and Wales, 2011 to 2014. Source: Office for
National Statistics, 2021.4

Ethnic group Females Males Sex gap (years)
Asian other 86.9 84.5 2.4
Bangladeshi 873 811 6.2
Black African 88.9 83.8 5.
Black Caribbean 84.6 80.7 89
Black other 86.8 82.0 4.8
Indian 85.4 823 31
Mixed 831 79.3 3.8
Other 86.9 84.0 2.9
Pakistani 84.8 823 25
White 831 797 34
Ethnic group gap (years) 5.8 5%)

mortality rate data, which shows the highest mortality rate (per
100,000) among women who are White (885), with Mixed ethnic
groups having the third highest rate (809) (Figure 2.1). These data
show women who are Bangladeshi have the second highest age-
standardised mortality rate (836.2).

The patterns in life expectancy and age-standardised mortality rate
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Figure 2.2. Age-standardised mortality rates for deaths from
diabetes, England: 21 March 2021 to 31 January 2023.%
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Figure 2.3. Adjusted hazard ratios for CVD incidence among women
by ethnicity; White women are the reference with a value of 1.
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Figure 2.4. Age-standardised rates of asthma-related
outcomes among females by ethnic group, England.®’

Asthma by ethnic group (Female)
Age-standardised rate and 95% confidence limits per 100,000 person years
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are at first glance at odds with data showing poorer health outcomes
for minority ethnic women. However, this highlights the need for
more disaggregated data. Overall rates are likely to be affected by
the ‘healthy migrant effect’ in which healthier migrants are more
likely to migrate but this wanes over time because of environmental
and lifestyle changes." This may be the case for the Black African
minority ethnic group which has a higher proportion of first-generation
migrants than the Bangladeshi ethnic group.” However, this does
not account for socioeconomic status, health-related behaviours —
with smoking and drinking prevalence lower in many minority ethnic
groups compared to White groups — or condition-specific mortality.

Causes of mortality and morbidity among minority ethnic groups
Factors contributing to mortality vary by ethnicity. Out of all ethnic
groups, those of Bangladeshi and Pakistani ethnicity had the highest
age-standardised mortality rates for diabetes, chronic kidney disease,
ischaemic heart disease, hypertension, stroke, myocardial infarction,
asthma, pneumonia, and COVID-19. Those of Black Caribbean
ethnicity had the highest age-standardised mortality rates for blood
cancer and prostate cancer.*” The situation is complex as minority
ethnic groups have disproportionately higher rates of cardiovascular
multimorbidity — including diabetes, hypertension, heart attack

or stroke. Compared to those of White ethnicity, those of South

Asian and Black Caribbean ethnicity have more than three and two
times higher cardiovascular multimorbidity, respectively.*® Below

we describe the variation in conditions that are highly prevalent for
minority ethnic women.

Diabetes

The ONS report on mortality involving common physical health
conditions from 2021 — 2023 shows a striking difference in age-
standardised mortality rates from diabetes between women from
different ethnic groups. Diabetes mortality rate was the lowest
amongst White women (76.3), and highest amongst Bangladeshi
(368.9), Pakistani (286.0) and Black Caribbean women (211.1). See
Figure 2.2.

Cardiovascular disease

The Commission on Race and Ethnic Disparities report, 2021 indicated
that CVD risk is generally higher in women than men from minority
ethnic groups, except in the Black African group. Across the minority
ethnic groups, CVD risk is highest in Pakistani women followed by
Bangladeshi and Indian women (Figure 2.3), with implications of
strong ethnic and socioeconomic inequalities, particularly in Pakistani
women.

Cancer

Whilst the incidence rates for most cancer sites were higher in White
groups compared with other ethnic groups,*® there is evidence that
women from minority ethnic groups are more likely to have their
cancer diagnosed at a late stage. The retrospective secondary data
analysis by Fry et al., 2023,%° using data from NHS Digital’s National
Cancer Registration and Analysis Service and Hospital Episode
Statistics records from 2012 to 2016, found that Caribbean and
African women were significantly more likely to be diagnosed with
late-stage breast (OR 1.27, 95% CI 112 to 1.43); OR 1.71, 95% Cl 1.51 to
1.95), respectively), ovarian (OR 1.48, 95% CI 1.02 to 2.14); OR 1.85,
95% Cl1.26 to 2.71) and uterine cancer (OR 217, 95% CI 1.74 to 2.71);
OR 219, 95% CI 1.61to 2.97), compared with White British women.
Asian women had increased odds of late-stage breast (OR 112, 95%
Cl1.03 to 1.22) and ovarian cancer (OR 1.21, 95% CI 1.02 to 1.44) while
Caribbean women had increased odds of late-stage non-small cell
lung cancer (OR 1.62, 95% CI 1.20 to 2.19)). These data are consistent
with reports on uptake of routine mammographic screening — offered
every three years to women aged 50-70 years. Evans (2018)
highlighted that screening uptake is likely to be considerably lower in
Asian women, particularly women of Pakistani or Bangladeshi origin in
the UK.

Initiatives that focus on increasing screening uptake among



minority ethnic women should thus be designed to encourage early
presentation with symptoms. Lower uptake is not confined to breast
screening: participation in the cervical and colorectal cancer screening
programmes is also lower among women from minority ethnic groups
in England, and South Asian women are particularly affected.

Asthma

Asthma is a common chronic respiratory condition that contributes
significantly to morbidity among women in England and demonstrates
notable inequalities across population groups. Age-standardised rates
per 100,000 person years of asthma-related outcomes among females
in England by ethnicity show clear variation across ethnic groups
(Figure 2.4), with the highest rates observed among Bangladeshi (43.1)
and Pakistani (41.3) populations. Indian women also show elevated
rates (22.5), while Mixed (15.6) and Other ethnic groups (15.2) report
comparatively lower levels. The lowest recorded rates are observed
among White British (10.5), White Other (8.8), Black Caribbean (11.9),
and Black African women (11.6).4

These findings highlight marked ethnic inequalities in asthma-related
outcomes among women in England. Higher rates among South Asian
populations, particularly Bangladeshi and Pakistani groups, may reflect
a combination of increased exposure to environmental risk factors,
socioeconomic disadvantage, and structural inequalities in access to
healthcare

Regional analysis

Population

Health inequalities are shaped by place, gender, ethnicity and
socioeconomic deprivation — and these factors are deeply
interrelated. Here we show the regional distribution in the population
of minority ethnic groups across England, focusing on women.

There is a clear variation in the proportion of minority ethnic groups
across regions in England (Figure 2.5). ONS census population
estimates (2021)%2 for females show that the Asian, Asian British or
Asian Welsh ethnic category accounts for the largest proportion

of minority ethnic groups across all regions, with the highest
concentration in London — more than double the proportion for
England as a whole (20% vs 9.6% respectively). Among the northern
regions, Yorkshire and The Humber (8.8%) and the North West (8.3%)
have a higher proportion of this group than the South East (71%) and

East of England (6.4%), while the North East (3.6%) also has a higher
proportion than the South West (2.9%). For the Black, Black British,
Black Welsh, Caribbean or African ethnic category, London has by

far the highest proportion (14.3%), followed by the West Midlands,
which also has a notably high proportion (4.6%) compared with other
regions. This patterning reflects historical migration patterns as well
as the Immigration and Asylum Act of 1999, with asylum seekers and
refugees dispersed to other regions of England to reduce pressure on
London and the South East.

Whilst areas of high socioeconomic deprivation can be found across
England, at a regional level, the North West, North East and Yorkshire
and the Humber have a higher concentration of areas classified with
the highest indices of multiple deprivation (IMD)®2. There is also a
clear North-South divide in women’s health.2%* Women in the North
East, North West, and Yorkshire and The Humber have the lowest

life expectancy and healthy life expectancy across England, with the
North East performing worst. Across the northern regions, average
female life expectancy in 2022-2024 was 81.9 years of which 23 - 25
years was in poor health, compared with 84.3 years in the South, with
20 — 22 years spent in poor health.

Ethnic variation in self-assessed general health and
non-communicable diseases risk factors

We used the latest available 2022 data from the Health Survey for
England (HSE),*® which is a cross-sectional survey undertaken by
around 8,000 adults annually to monitor trends in health conditions
and health behaviours of adults and children in England. We used this
data to examine self-reported health status and identify key long-term
conditions and behavioural risk factors linked to health outcomes:
overweight/obesity, physical activity, hypertension, diabetes. Although
responses may be influenced by factors such as culture, environment
and people’s expectations, the data is valuable in estimating variation
in health outcomes and their determinants, which can provide useful
information for policy development.

Due to inadequate representation of individual ethnic groups in this
dataset, we could only categorise ethnicity into two broad groups:
White women and non-White minority ethnic women (combining
Asian, Black, Mixed/multiple ethnic and other ethnic background).
Although this was not a preferred approach, we felt it would provide
some broad-brush indication of difference between White and non-

Figure 2.5. ONS 2021 census population proportion by ethnicity for North and South regions®?
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White women, which would then require further investigation. For
regional focus, we present results for the northern regions combined
(North West, North East and Yorkshire and Humber), compared with
the South of England (South East, South West and East of England)
to enable some useful regional and ethnic comparisons. London
was separated out from the southern region analysis because it is

a demographic outlier, and its inclusion could mask intraregional
variation. Due to small sample sizes, results presented should be
interpreted cautiously.

Self-assessed general health

Descriptive analysis of the data revealed a broadly similar self-
reported health metric between White and non-White groups in the
North. However, a higher proportion of non-White females in the North
were experiencing poor health (6%) and were living with limiting long-
term illness (18.1%) when compared to the South (Figures 2.6 and 2.7).

Non-communicable disease (NCD) risk factors

The results of a high-level analysis of key clinical risk factors and
chronic health conditions among minority ethnic women in North and
South England using HSE 2022 data are shown in Figure 2.8. These
included prevalence of obesity/overweight, participation in
moderate/vigorous intensity physical activity for at least 30 minutes
per week, hypertension and diabetes (including undiagnosed cases
identified via HbA1c >48mmol/mol in blood samples). These conditions
are collectively associated with increased risk of cardiovascular
disease, stroke, renal disease, some cancers, and poorer mental
health outcomes. Data on cigarette smoking and alcohol consumption
was incomplete across ethnic and regional categories and were
therefore excluded from the analysis.

Across all four conditions, the North showed higher prevalence among
non-White women relative to the South, though the picture varied by
condition. For hypertension and diabetes, prevalence among non-
White women in the North was broadly similar to White women in the
same region (hypertension: 4% vs 4.4%; diabetes: 10.5% vs 10.6%), but
notably higher than non-White women in the South (hypertension:
2.3%; diabetes: 7.4%). Obesity showed a clearer ethnic gap within the
North, with non-White women reporting higher prevalence (64.5%)
than White women (58.2%). However, non-White women in the North
reported higher participation in physical activity than White women, a
counterintuitive finding given the elevated rates of obesity in the same
group, highlighting the complexity of the relationship between self-
reported activity levels and health outcomes.

The need for culturally tailored interventions for maximised
effectiveness

Contributing factors to ethnic inequalities in diabetes and CVD
incidence and mortality are fundamentally complex as there is

an interplay of factors to consider. These comprise deprivation,
behavioural/lifestyle factors, access to healthcare service, genetic,
environmental, psychosocial, and cultural factors.>® These chronic
conditions are further aggravated by economic crisis and social
inequalities implying a dire need for appropriately adapted
preventative interventions that target specific barriers that may be
faced by minority ethnic women and which impact on their health and
wellbeing. Global and national guidance recognise the importance of
preventing chronic diseases and recommend limiting energy intake
from total fats; increasing intake of fruit and vegetables, whole grains
and nuts; and limiting simple sugars and salt. The importance of
physical activity is also recognised.

Patel et al. acknowledged the role of lifestyle changes through
effective lifestyle interventions which can be maximised in minority
ethnic groups by engaging with women from minority ethnic groups
to identify and understand the barriers and facilitators to healthy
lifestyle changes.®” These would be particularly helpful in addressing
the higher likelihood of cardiovascular disease in non-White women
in the North observed in our analysis. However, addressing these
inequalities requires integrated and culturally adapted strategies that

Figure 2.6. HSE 2022 Self assessed general health (females)
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Box 2:1. Black African and Caribbean Women’s
experience of breast cancer survivorship and
structural inequality

Author Omolade Allen, Senior Lecturer in Global Health
Research at the University of Manchester

Findings from an NIHR-funded project led by Dr Omolade
Allen on the role of mosques and churches in the experience
of Black African and Caribbean women living with and beyond
breast cancer in Greater Manchester illustrate how structural
inequalities continue after treatment ends.

Women reported receiving excellent care through their GPs and
the Breast Cancer Care Pathway. However, they also described
anxiety, panic attacks, fear of recurrence, financial strain,
immigration status uncertainty, disruption to employment, and
concern about the impact of illness on family members.

For some women, their churches and mosques became

an important source of support during this period. These
organisations provided prayer, pastoral care, visits, meal
preparation, transport to appointments, and opportunities to
speak with others who had experienced breast cancer. Peer
relationships within faith communities were particularly valuable,
with survivors acting as informal “buddy navigators” who helped
women interpret medical information, manage fear, and feel
less alone. This reflects the tenets of Social Support Theory,*®
which emphasises the importance of emotional, informational,
and practical support, and of Social Capital Theory,*°® which
highlights the value of trust, networks, and reciprocity in
accessing resources.

However, this support was not universal. Women who had
weaker connections to faith communities, were newer
members, or experienced stigma around cancer often received
less support. The protective role of faith-based organisations,
therefore, depended heavily on the strength of existing social
ties and the inclusiveness of the group.®'

iy

Recommendations

1. Preventative interventions for diabetes, cardiovascular
disease and respiratory conditions should be culturally
adapted and co-designed with minority ethnic women to
identify and address the specific barriers they face.

2. Targeted campaigns should be developed to increase
uptake of cancer screening programmes among minority
ethnic women, including reinforcing that mammograms
are performed by female staff, raising awareness of NHS
interpretation and translation services, and involving
community members in developing accessible information
materials.

3. Uptake of NHS Health Checks and the NHS Diabetes
Prevention Programme among minority ethnic women should
be monitored and actively promoted, with targeted outreach
to reduce the risk of cardiovascular disease and diabetes
going undetected in this group.

4. Active participation by minority ethnic women in national
health surveys and research should be encouraged and
facilitated, to address the substantial gaps in sample sizes
that currently limit the ability to analyse health data by region,
ethnicity and gender simultaneously.

5. Disaggregated health data by region, gender and ethnicity
should be made more readily available to enable accurate
assessment of health needs, support evidence-informed
planning and improve the commissioning of targeted services
for minority ethnic women in the North.
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Chapter 3.

Women from minority ethnic groups and

mental health

Authors Jordan Mullard, Ghazala Mir, Amina Razak, Ola Demkowicz, Nasima Akhter, Donna Franklin

Summary

B The North of England reports higher rates of mental ill-health
than many southern areas, particularly among women.

B There are ethnic variations in prevalence of severe mental
health conditions and mixed evidence for variation in
common mental health conditions, but data quality and ethnic
categorisation hinder deeper exploration of these inequalities.

B Targeted intersectional research by ethnicity, gender and place
is needed to understand the important differences, experiences
and needs of various ethnic populations.

B Racial discrimination is a key cause of poor mental health
outcomes for minority ethnic women. Other factors are
deprivation, social and cultural stigma, lack of awareness of
mental health issues and difficulties navigating treatment
pathways.

B Significant ethnic inequalities exist in the receipt of treatment
for mental health problems. Barriers to accessing mental health
care, together with late diagnosis, delay treatment for people
from minority ethnic groups.

B Minority ethnic groups, particularly those of Black ethnicity, tend
to experience more severe treatment pathways and higher rates
of detention under the Mental Health Act, alongside additional
stressors including racialised violence and hate crime.

B \oluntary, community, and social enterprise (VCSE)
organisations play a critical role in developing and providing
culturally sensitive mental health care for minority ethnic
women, despite remaining chronically underfunded and under
pressure from increasing demands.

B Data on the mental health of minority ethnic women in the
North remains limited, making it difficult to understand the
important differences, experiences and needs of various ethnic
populations: targeted intersectional research by ethnicity,
gender and place is needed.

B Culturally adapted mental health interventions are more
effective than standard approaches for women from minority
ethnic communities and can be delivered by both mainstream
and voluntary sector services.

Context

The social, economic and environmental determinants of health are
well established and documented. The NHS 10 Year Health Plan’s
proposed shift towards community mental health provision reflects a
growing recognition that mental health and wellbeing are shaped
and determined by wider societal and structural conditions.>

To support the gradual movement of care from hospitals into
communities the NHS is piloting six neighbourhood mental health
hubs bringing together integrated crisis care, home treatment, early
intervention, rehabilitation, community, and inpatient care. Of these,
three are in the North of England in recognition of higher need.®

52 These regional inequalities reflect how ethnicity, gender, and
social determinants of health, such as employment and deprivation
intersect.®

The scale of the problem

Nationally, women are more likely than men to have a common
mental health condition, such as depression, generalised anxiety
disorder, panic disorder, phobias and obsessive compulsive disorder.
The nationally representative NHS Digital Adult Psychiatric Morbidity
Survey covering 2023/24 found that 24.2% of women and 15.4%

of men were identified with a common mental health condition

in the past week.®® Specific conditions that were more common

in women than men were generalised anxiety disorder (8.9% in
women compared with 5.7% in men) and depression (4.5% in women
compared with 3.1% in men).

Mental health by region

From a regional perspective (Figure 3.1a), the survey found that the
North East had a much higher prevalence of common mental health
conditions compared to the South East or South West (24.6% vs. 16.3%
and 18.7%, respectively).® It also found that the lifetime prevalence of
suicidal thoughts among women living in the North East (31.7%) was
the highest of any English region, above both the range for other
regions (22.9%- 31.2%) and the England average (25.9%) (Figure 3.1b).
Similarly, when the prevalence of lifetime suicide attempts for women
was compared across regions, it was second highest in the North East.
The likelihood of having a common mental health condition is also
associated with deprivation: those living in the most deprived areas

of England are more than twice as likely to be in contact with mental
health services as those in the least deprived areas.®*

The COVID-19 pandemic caused an increase in mental health
challenges for many, however a larger deterioration in mental health
(assessed by General Health Questionnaire — GHQ12 scores) was
seen for those living in the North.®®> Between 2019 and September
2021, the decline in average GHQ12 scores was larger for northern
regions (average decline in the North: 0.5 points; the rest of England:
0.3 points).

Mental health and ethnicity

The COVID-19 pandemic also had a greater deteriorating impact on
mental health of minority ethnic women. Minority ethnic women living
in the North faced heightened mental health challenges throughout
the pandemic, and their mental health scores were on average

4% lower than those of minority ethnic women living in the rest of
England.%®

Findings on the prevalence of common mental health conditions

in different minority ethnic groups are mixed. We note that small
sample size and limited geographical representation make it difficult
to analyse such differences adequately. The NHS Digital Adult
Psychiatric Morbidity Survey covering 2023/24 found no statistically
significant ethnic variation in prevalence of common mental health
conditions in women (Figure 3.2).%% In contrast, the 2007 Adult
Psychiatric Morbidity Survey reported that, after standardising for age,
South Asian women had significantly higher prevalence of common
mental health conditions compared with White women (a grouping



comprising White British and White other categories).®® Another study
found that in women aged 55-74 years, the prevalence of common
mental health conditions was significantly higher among Indian and
Pakistani women, lower among Bangladeshi women, and did not
vary significantly for Black Caribbean women compared with White
women.®’

When both sexes are considered, Ahmad et al.%® observed that
differences in prevalence of common mental health disorders were
attenuated when demographic and socioeconomic factors were
accounted for. A study attempting to decompose gender and ethnic
inequalities suggests that the impact of socioeconomic conditions
may vary for minority ethnic women and that they may also have
higher socioeconomic adversity.*® When assessed using the SF-12
Mental component summary (SF-12 MCS), an indicator of general
psychological functional wellbeing, this study found that minority
ethnic women had a significantly lower (1.83 units lower) mental health
score than White women. Using the GHQ-12 score — an indicator of
psychological distress, with higher score indicating higher distress

— the score for minority ethnic women was 0.81 points higher than
for White women. The gap in mental health was explained by age,
home ownership, marital status, and neighbourhood cohesion, with
neighbourhood cohesion and experience of discrimination having a
larger influence. The role of education was less a protective factor
for functional wellbeing, but it reduced distress better. The role of
home ownership was opposite, home ownership protected functional
wellbeing but had a less prominent role in reducing distress (GHQ-
12). Neighbourhood cohesion also showed a large protective role for
reducing distress.

In relation to severe mental health conditions, the Adult mental health
and wellbeing profile (April 2026)7° observed that the prevalence of
severe mental health conditions and Schizophrenia was particularly
high for those of Black ethnicity, though a breakdown by sex was not
available in this report (Figure 3.3). Higher ethnic density may act as

a protective factor to reduce the risk of early death among ethnic
minority people with severe mental illness. A study by Munshi et al
reported that in areas with more people from the same ethnic minority
group, people with severe mental iliness had a lower risk of death
compared with White British people with severe mental illness.” This
may be because higher ethnic density can provide greater social
support, reduce loneliness, and encourage healthier behaviours. A
systematic review by Halvorsrud et al also reported significant ethnic
inequalities, as well as data disaggregated by sex.’? Compared to
White women, minority ethnic women had significantly higher relative
risk of being diagnosed with psychoses, for both affective psychoses
(occurring with mood disturbances such as depression) and non-
affective psychoses (occurring independently of mood disturbance).
Black African women had the highest risk of being diagnosed, with
significant differences also found for Black Caribbean, Mixed, White
other and South Asian women compared to White women (Table 3.1).
However, data were not available to examine how ethnicity and region
intersect in this context.

Access to mental health care for minority ethnic groups

Studies have consistently reported a delay in access to treatment by
minority ethnic groups, attributed to a range of factors including the
lack of acceptance and conceptualisation of mental health among
these groups. Stepanova et al.® highlighted that minority ethnic men
and women tend to access mental health support when the condition
has deteriorated, with a cultural lack of conceptualisation of mental
health often causing prolonged suffering in silence. Cultural stigma,
fear of discrimination, lack of information on how to seek support

or limited availability of culturally sensitive support, and preference
for community-initiated support act as barriers in seeking mental
health care. Many are also uncomfortable seeking support from

a provider from the same ethnic background fearing a breach of
confidentiality, and because mental health is not widely recognised by
the community.

Figure 34a. Percentage of adults identified with a common mental
health condition in the past week by region;
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Figure 34b. Percentage of women with suicidal thoughts and
suicide attempts over their lifetime by region
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Figure 3.2. Percentage of women identified with a common
mental health condition (CMHC) in the past week by ethnicity
(source: The Adult Psychiatric Morbidity Survey covering
2023/24).53
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Figure 3.4 shows that in 2014, receipt of treatment for men and
women was significantly lower among Black, Asian, and ‘White Other’
ethnicities, compared to the White British group.%® This finding was
consistent across two models, the first adjusted for age, gender,

and interaction of ethnicity and survey year, the second additionally
adjusted for socio-demographic factors (marital status, education,
tenure, social class, and survey year), indicating that treatment
inequalities were not explained by socioeconomic differences. This
analysis was not done separately for women.

The intersections of race, ethnicity, religion and culture
Identity-based discrimination is increasingly recognised as a major
driver of mental health inequality,’>7® with minority ethnic communities
often experiencing more severe pathways into care, psychiatric
diagnoses and treatment. For example, those from minority ethnic
groups and migrants are more likely to access mental health services
through compulsory admission to hospital under the Mental Health
Act,® with individuals from African and Caribbean heritages being
disproportionately diagnosed with high rates of schizophrenia and
subjected to compulsory hospitalisation.®°

Racial discrimination experienced by women as a determinant of
mental health is far reaching and exacerbated by threats of racialised
violence. In 2023-24, police recorded over 140,000 hate crimes in
England and Wales, with 42% involving violence. Nearly one in six
people from minority ethnic communities reported experiencing
racist physical assault.®' The 2024 far-right riots targeting asylum
seekers and refugees further increased emotional strain among
racially minoritised communities and many women bore the brunt of
that strain with self-imposed curfews and concern over the welfare of
children.®2

Data capture on ethnicity and gender in the North of England remains
limited, making it difficult to assess the mental health experiences of
minority ethnic women accurately. Racial discrimination, language
barriers, economic inequality, lack of knowledge of services, and
mistrust of services continue to shape poor access to care across a
range of mental health conditions.®°83 Cultural stigma, experience of
service use, acculturation, and gendered aspects of mental health
influenced by prevailing patriarchal culture for minority ethnic group
can also shape their help-seeking behaviour.®* People from minority
ethnic groups also reported that limited understanding of religious

Table 34. Ethnic variation in women being diagnosed with non-
affective and affective psychoses’

Relative risk

for diagnosis of
affective psychoses
(95% Confidence
intervals)

Relative risk of
diagnosis of
non-affective
psychoses (95%
Confidence intervals)

Ethnicity

White women
(reference group)

Black African 576 (3.59 — 9.25) 4.90 (1.81-13.27)
Black Caribbean 4.57 (2.99 - 6.99) 2.29 (0.90 - 5.80)
South Asian 2.41(1.63 - 3.58) 1.50 (0.20 — 11.07)
White others 2.81(2.01-3.94) 1.40 (0.91-214)
Mixed 4.08 (1.57 - 10.63) 3.39 (1.29 — 9.49)

or cultural views of mental health among health professionals acts
as a barrier to using available mental health services. A 2024 study
gathering perspectives of minority ethnic women service users
suggested that awareness of cultural differences among service
providers, reduced waiting times, an ethnically diverse workforce,
flexible service offerings, and provision of outreach services can
improve service experience for this group. There were mixed views
regarding ethnic or cultural matching as a patient-provider equity
strategy, but those with negative experience with males preferred
engaging with a female therapist.?

The role of the voluntary, community, and social enterprise sector
in mental health support

The VCSE sector has long been addressing discrimination and its
impacts on mental wellbeing. With an established presence, they

can be a vehicle to reach proactively into communities to promote
awareness of mental health issues and dispel stigma. However, this
work remains underfunded. Rising demands, funding pressures and
changing policy priorities have reduced the sector’s capacity despite
its importance for marginalised communities.*

VCSE organisations often provide more culturally trusted support than
mainstream services for minority ethnic communities, with particular
strengths including the ability to incorporate cultural and linguistic
expressions and experiences of mental health, and to handle fears

Figure 3.3. Percentage of severe mental illnesses by condition groups* by ethnicity

(source: Adult mental health and wellbeing profile: April 2026 update).
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of racism and discrimination.®°8%¢ |n addition, these community
organisations are often first responders to these experiences and how
they are made sense of, handling fears regarding perceived racism
and discrimination.®®® VCSE organisations frequently provide peer
support, safe women-only spaces and informal wellbeing activities
that mainstream services are less likely to offer.88°° Culture plays a key
role in enhancing utilisation of mental health services among minority
ethnic groups in the UK, and tailored service with circumstantial
understanding of culture can thus be beneficial.®® For example,
research on culturally adapted therapy for Muslims with depression,
who have the worst access to services and treatment outcomes of all
minority faith groups,? showed that religion was an important resource
for health for many Muslims and should be accepted as a legitimate
value framework. Collaboration between primary care and VCSE
organisations improved antiracist practice in primary care as well as
engagement and outcomes in both sectors for service users, most

of whom were women. VCSE staff achieved outcomes comparable

to NHS therapists when provided with adequate supervision and
resources. However, current national performance measures do not
adequately support this type of partnership working.”” 788791

Refugees and asylum seekers often experience intersecting trauma
before and after migration, alongside housing insecurity, poverty,
isolation and discrimination.®> Women may additionally face
gender-based violence, language barriers and poorer physical health.
This group may face additional challenges in accessing services

due to their experience of complex trauma, further aggravated

by language barriers and limited availability of interpreters,

health professionals not being fully aware of regulations and

service entitlements for this group, and the overall hostile political
environment.®? The U-CARE project aims to understand what aspects
of asylum seeker and refugee peer support delivered by VCSE
organisations work to prevent mental health problems.®® Provisional
findings from U-CARE suggest that, for some, women-only spaces
can reduce exclusion through shared lived experience. These spaces
provide access to support and guidance, enable self-expression, and
strengthen confidence, belonging and resilience. Female
sanctuary-seeking research participants, VCSE leads and Local
Authority representatives suggest that mixed-gender groups may
have the potential to reproduce existing gender hierarchies which
restrict female engagement and equal participation. However, funding
instability threatens continued access to these culturally sensitive
forms of support.&°

A race equity and accountability framework for mental health
Responding to the longstanding challenges of mental health service
provision experienced by minority ethnic communities in the UK,

the recently launched Patient and Carer Race Equality Framework
(PCREF)?* attempts to improve the access and experience of racialised
and minority populations within the mental health statutory services.
As NHS England’s first race equity and accountability framework,
PCREF is an anti-racist organisational competence requirement that
mandates for a seismic shift for demonstrable race equality and
collaboration between services and voluntary and community (VCSE)
organisations who are often the forefront responders to mental health
crises in the community. Launched nationally in November 2023
across all mental health trusts in England, and made mandatory from
April 2025, PCREF is now a statutory requirement of Care Quality
Commission (CQC) inspection criteria. Through the implementation of
its three-parts components : representative leadership; organisational
competence and the creation of feedback accountability mechanisms,
the framework seeks to strengthen inclusion and partnership working.

It is now a requirement for all mental health trusts to produce and
operationalise a PCREF Plan, and to plan and develop actions in
collaboration with communities served. Through such efforts, trusts
are expected to forge towards stronger relationships with the
populations that they serve. With gradual implementation, PCREF
aims to challenge the historical mistrust that has existed between
communities and mental health providers, which can then improve

Figure 3.4. Treatment inequalities by ethnicity, represented by
the Odds ratio where 1= same as White British women and <1
indicates lower receipt of treatment.’*
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local capacity for knowledge-informed pathways and help-seeking
behaviour, and the sharing of culturally appropriate information aiding
better mental health outcomes.

As a PCREF early adopter, the Sheffield Health Partnership Trust
has collaborated with the Sheffield Pakistani Muslim community to
develop a community-based mental health reintegration project called
‘The Being There Project’. Through embedding cultural knowledge
within clinical teams via advocacy workers, they provide a culturally-
appropriate wrap-around discharge and re-integration service for
those leaving statutory care to receive care at the community level.
Prioritising the cultural needs of often underserved Muslim families,
the women involved are supported and empowered to navigate the
cultural dynamics and emotional challenges that often impact the
transition of care from in-patient back into the community.

Recommendations

1. Ethnicity and gender data need to be collected consistently
across mental health services and national databases to
enable better monitoring of inequalities and inform targeted
action.

N

Culturally sensitive and anti-racist pathways into better mental
health care need to be developed and incorporated as part
of routine care. Community level awareness raising sessions
and outreach through safe spaces, such as women’s groups,
are needed to address stigma, fear, and such barriers to
seeking care.

w

Healthcare providers must now include cultural competency
training as part of their service development and provide
Patient and Carer Race Equality Framework plans. We must
ensure that these plans are effectively implemented to
improve patient-provider communication and experiences
and thereby improve uptake and adherence to mental health
treatment among minority ethnic populations.

4. NHS, social care, and VCSE services should be formally
integrated to reduce fragmentation and improve access for
minority ethnic women.

VCSE organisations should be recognised and resourced as
important access points for communities, acknowledging the
cultural knowledge and trusted role they provide in delivering
safer mental health care.

6. Sustainable, long-term funding models for community-led
mental health provision that influences mainstream care
should be established, protecting and promoting services that

are disproportionately relied upon by minority ethnic women.
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Chapter 4.

Centring women’s experiences of
maternity care in the North of England to

address inequalities

Authors Judith Rankin, Maria Raisa Jessica Aquino, Kerry Brennan-Tovey, Ania Couchinho, Nicola Heslehurst, Gina Nguyen, Caitlin Thompson

Summary

B |istening to women'’s voices is essential to understanding and
addressing inequalities in maternity care. Although this principle
is widely acknowledged and prioritised in the Women’s Health
Strategy, it is rarely acted upon meaningfully.

B Women from minoritised ethnicities in the North of England
report experiences of racialisation within maternity services,
where care is shaped by assumptions rather than their
individual needs — insights that would be missed without
actively seeking their perspectives.

B Practical barriers including financial hardship, transport
difficulties and communication challenges significantly limit
access to care, and women themselves are best placed to
identify the solutions needed.

B Community networks and continuity of midwifery care were
consistently valued by women as protective factors that formal
services should seek to replicate and support, rather than allow
to decline.

B Systemic change across institutional, professional and individual
levels is needed to ensure equitable access to maternity
services. Co-production with women from minority ethnic
communities must be central to designing that change.

Background

Regional inequalities in maternal health are extensive and persistent,
with mothers living in the North having worse outcomes than those
living elsewhere in England. The North East of England has a higher
prevalence of maternal obesity, preconception diabetes and history
of gestational hypertension, compared to those in England (overall).
These factors are all associated with poorer outcomes.

MBRRACE-UK: Mothers and Babies: Reducing Risk through Audits
and Confidential Enquiries across the UK — set up to investigate the
deaths of women and babies during or shortly after pregnancy — also
consistently reports poorer maternal and infant outcomes for women
from minoritised ethnicities.®®®” The scale and wider determinants of
inequalities in pregnancy and early infant outcomes are discussed

in detail in Chapter 5. Here we focus on listening to women’s
experiences of maternity and perinatal care to inform the changes
needed.

The 2022 Women’s Health Strategy for England aimed to improve
how the health and care system listens to women’s voices and

to improve health outcomes for women and girls.*' This has been
reinforced in the 2026 renewed strategy.®? Here, we center women’s
voices by presenting data from three qualitative studies exploring
experiences of maternity care within the North of England, as

case studies. Data were collected via one-to-one semi-structured
interviews, audio-recorded and transcribed. For this chapter, we
undertook a secondary analysis of the interviews with women from
minority ethnic groups.

Case study 4.1. Black women living in the North’s
experiences of maternity care

Two participants described how they approached maternity
care with anticipatory vigilance, informed by previous
experiences of racialisation across predominantly White
institutional settings. They felt that clinical encounters were
shaped by racialised assumptions around Black women’s
physiology, risk, and capabilities, which constrained autonomy
and limited meaningful consent. “Strength” was internally
mobilised as a culturally grounded resource for resilience

and self-advocacy; externally, within care practices, it was
assumed to justify minimisation of need. Place-based dynamics
were found to be important: where communities were small,
more fragmented and isolating experiences were reported;

in locations with denser communities, networks functioned

as protective infrastructures, offsetting gaps in formal care.
Participants commented on the dismissal or absence of
engagement with cultural practices which, combined with
age, migrant status, and racial identity, led them to interpret
their care as shaped by racism. This was more pronounced in
northern settings, where “buffering factors” such as greater
diversity, cultural familiarity and pluralism, representation, and
relational forms of care, were less commonly experienced.




Case study 4.2. Supporting Engagement with and
Access to Maternity Services (SEAMS)

Interviews were conducted with ten women living on low
income and from minoritised ethnicities living in Newcastle to
explore barriers to accessing maternity care, as part of a larger
study.®® Women reported having to budget income to afford the
essentials, while also planning for additional
pregnancy-related costs including travel to appointments.
Women with no recourse to public funds faced additional
financial barriers. Travel difficulties were also identified:

the financial burden and time needed for public transport

left women reporting walking to appointments, and in one
case, fainting on her way to an appointment. Some VCSE
organisations provided free transport vouchers for women to
assist them with attending appointments.

Some women reported not being provided with an initial
booking appointment, while others reported waiting for
extended periods at their appointment and subsequently feeling
rushed during appointments by healthcare professionals.
Women faced additional barriers with communication where
English was not their first language. Some reported having had
little experience with interpreters during appointments, while
others reported not trusting interpreters.

Women required input and assistance from healthcare
professionals to use and troubleshoot the app that gives women
real-time access to their maternity records. Some women
reported that the app never worked for them. However, for
those where the app worked, women reported the benefits the
app provided them, such as the ability to book appointments
and receive reminders of upcoming appointments.

Figure 44. Schematic summarising the experiences of women from minority ethnic groups living in the North when accessing maternity services

“So, that’s like, £8 per week, Yeah, so, it’s times four,

so, pretty much, yeah, on the average, maybe £50. in the case of who you are, your status. Whether it is a Black woman or is a young girl
Yeah” or is an old woman or White, they should treat everybody with respect and dignity and
(Black African, first-time mother, 33) not go with the subjective view.”

Case study 4.3. Evaluation of a public health
prevention programme in maternity in the North
East and North Cumbria

Seven women aged 28-36 from different minoritised ethnicities

who had given birth between 2021 and 2024 shared their
experiences of accessing care.®® This evaluation focused on
weight management, perinatal mental health, and postnatal
contraception. Continuity of midwifery care was valued by
women, as trust and rapport facilitated discussions about
perinatal mental health.

Women, however, reported feeling an expectation to raise
mental health concerns themselves, and often refrained from
doing so due to feeling like a ‘burden’. This impaired access
to appropriate treatment and support. Women highlighted
needing a family-centred, comprehensive perinatal mental
health assessment, including long-term follow-up, especially
for those with longstanding mental health diagnoses. The
accessibility of diverse community social groups for pregnant
and postpartum women was important for mental health

and offered safe spaces for peers to discuss concerns and
exchange advice.

Regarding postnatal contraception, participants felt that
conversations needed to be tailored around family planning
whilst respecting individuals’ cultural context (e.g., religion,
prior knowledge). Women felt that partners needed to be
involved in conversations throughout the perinatal period. For
weight management, women reported wanting information
on accessible, free exercise groups/classes in the community.
Weight was generally seen as a sensitive topic best managed
through non-judgemental conversation.

“Show respect and don’t disrespect people because of their background. Background

(Black African Cameroonian, migrant mother, 45)

“Because my sister Structural Cultural “...I'm just speaking
works within the NHS, | e travel difficulties ¢ strength seen as less need from a South Asian
was very much aware of * difficulty booking ¢ lack of engagement with background, I'm
the trear:/mem of Black appointments cultural practices thinking about for mums
people, and other e structural racism ¢ conversations between in my cult...ethnicity,
people of colour, within * BadgerNotes is healthcare professional and culture who maybe
the NHS, and especially beneficial to women women need to be tailored don’t speak English
in maternity care. ACCESS to cultural context as their first language.
I w n high al For them, they’re
thir?gssothat%hei/?:a? Communi TO CARE . clueless, theyyhave
say to me and try and 3 ° | :I 7 ol ek @f Individual no knowledge...I don’t
induce me to do certain IEelELe el [RIelk @ ¢ financial barriers for those think they have any
social support .
things.” o it who have no recourse to knowledge about things
(Black Caribbean Verse communty public funds like the coil or, | don't
i e gt ’ GrOUIES &I ISR « communication barriers for
first-time mother, 40) « VCSE support is RS s e know, you kn.ow when
ficial U 9 you can get like the
bene first language injections, IUD injections
and things like that”.
(33-year-old,
Bangladeshi Mum
“Because sometimes even you know like after one year you go of two)

back to work, if you’re working you go back to work, then that in
itself is another struggle, it’s another life hurdle, managing work

life with your baby and your routines. And | feel that’s when we...
maternity in some ways, it’s lonely, definitely it’s lonely if you don’t
have your mum, friends or a support network around you, it can feel
like you’re all on your own, you do need a support network there”.
(33-year-old Bangladeshi Mum of two)

“I hoped that I'd receive something,
but, yeah, I'm aware that it is
because of my visa, but, actually, |
received this baby box.”

(South East Asian, first-time
mother, 27)
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Discussion

Understanding and addressing the drivers of maternity inequalities

is essential to breaking the cycle of inequality and to understanding
why women from some groups do not access services. By presenting
qualitative data from three case studies, we have centred women’s
voices and highlighted barriers and facilitators to accessing maternity
care from their perspectives. The importance of listening to women’s

Box 441. Healthcare providers’ perspective — Dr
Nicola Tempest MBChB PhD MRCOG:; Senior
Lecturer, Subspecialist in Reproductive Medicine
and Consultant Gynaecologist, University of
Liverpool and Liverpool Women’s Hospital.

voices has often been highlighted, but is also often ignored. The
findings presented in this chapter highlight common experiences,

including: experiences of racialisation, the lack of engagement with

cultural practices, the value of community, financial hardship, poor
communication, and navigating technology (Figure 4.1, including

“From a consultant gynaecologist perspective, | see the barriers
to timely care in sexual and reproductive health services
created through the intersection of socioeconomic inequalities
with ethnicity, migration status, language, and digital exclusion.
Women with heavy menstrual bleeding, fibroids, endometriosis,

illustrative quotes). To ensure equitable access to maternity services,
changes are needed to address intersecting and complex challenges
at the institutional, professional and individual levels so that women

can more easily access services and that their experience when they

recurrent miscarriage, infertility, or menopause symptoms
often present later, after years of unmanaged symptoms.
Delayed diagnosis of endometriosis remains a national
challenge, but may be amplified where women struggle to

do is optimal.

Recommendations

1. Further research is needed to capture women’s experiences
of all aspects of maternity care (preconception through to

postnatal) and these voices should be heard and acted upon.

All statutory organisations should collect data on ethnicity
using standardised ethnic group categories and make these
data accessible to researchers.

3. Continuous cultural competency training should be offered
to professionals working within maternity services so that an
understanding and appreciation of the practices and values

of people from different cultural backgrounds is achieved.

4. The NHS should fully support women to harness the digital
shift in maternity care so they have access to, and are
competent in, using maternity apps.

The government should give its full and forthright support
to the Renewed Women’s Health Strategy and enact the
recommendations made in it.

advocate for themselves, cannot access transport, or prioritise
family responsibilities over personal healthcare!® In some
minority ethnic communities, menstruation, fertility, and pelvic
pain remain culturally sensitive topics, leading to silence or
normalisation of suffering.

“Fertility care is an increasingly important area of inequality.
Access to NHS-funded IVF remains variable across England,
with some regions reducing the number of funded cycles or
applying restrictive eligibility criteria. This creates a postcode
lottery in which women and couples in poorer communities,
who are least able to self-fund treatment, are disproportionately
disadvantaged. Those with financial means may pursue private
treatment, while others remain involuntarily childless. Infertility
is associated with significant psychological distress, relationship
strain, reduced quality of life, and long-term consequences

for mental wellbeing®" A fair Women’s Health Strategy should
recognise fertility treatment as essential healthcare rather than
optional care, and inequitable access risks widening existing
North—South health divides.

“Language and cultural barriers are significant. Interpreting
services are often reactive rather than proactive. In my view,
women should be offered the opportunity to meet or speak
with an interpreter before an appointment, allowing explanation
of terminology, confidentiality, and process. This could reduce
anxiety and increase disclosure of sensitive symptoms. Female
interpreters should be routinely available for gynaecology,
miscarriage, fertility, and sexual health consultations, as male
interpreters may be unacceptable or inhibit discussion for some
women.

“There is also a growing role for trusted public education.
Many women obtain information through social media before
they ever contact official services. However, misinformation

is rife. Health professionals should engage more actively with
evidence-based digital education using accessible language
and culturally competent messaging. Clinician-led platforms,
podcasts, and community-facing media, such as our podcast
Between2Ovaries, can help normalise conversations around
miscarriage, fibroids, painful periods, infertility, and menopause
while signposting women to care. Clinicians need support and
training to provide this highly sought-after information.

“Improving outcomes for women in the North requires services
designed around real lives, real barriers, and fair access to
reproductive choices.”



Chapter 5.

Pregnancy outcomes and early infant

health

Authors Samira Saberian, Natalie Gallagher and Oluwaseun B Esan

Summary

B Women and their babies from minority ethnic groups
experience significantly higher rates of stillbirth, infant mortality
and neonatal unit mortality than White women, and these
inequalities are most pronounced in the North of England.

B Critical gaps in data collection by ethnicity and region limit the
ability to monitor and address these inequalities effectively.

B Structural racism, inadequate anti-racist training, and inequities
in care delivery contribute to poorer outcomes.

B Barriers to accessing timely and appropriate care, including
language, staffing shortfalls, and lack of cultural competency,
remain significant, particularly in northern networks.

Context

There are stark socioeconomic inequalities in pregnancy and early
child health outcomes in the UK. Women and their babies living in
the most deprived areas are at increased risk of stillbirth, neonatal
and infant mortality. Data from MBRRACE-UK show that in 2024,
stillbirth rates were higher in the most deprived compared to the least
deprived areas (4.16 vs 2.19 per 1,000 births), whilst neonatal mortality
rates were nearly double in the most deprived compared to the least
deprived areas (2.14 vs 118 per 1,000 live births).®” Similarly, women
from minority ethnic groups are at a higher risk of maternal mortality,
stillbirth and in-unit neonatal mortality.°2

Stillbirth rates for babies born to women of Black and Asian ethnicity
have been continuously higher year on year between 2019 and 2023
compared to babies born to women of White ethnicity.®” A study
based on MBRRACE-UK data reported that if the rate of stillbirth for
babies of other ethnicity were the same as those for White ethnicity
there would have been 1,869 fewer stillbirths over the 6 years from
2014 to 2019: a 12% reduction in stillbirths®® In the latest
MBRRACE-UK report on maternal deaths, the risk of maternal death
was 2.27 times higher for women of Black ethnicity compared to
women of White ethnicity between 2021 and 2023 (Relative risk; 95%
Confidence interval [CI] 1.44-3.45).%¢ Understanding the

intersectional effects of these socioeconomic and ethnic inequalities
is critical to ensuring that every woman has the best pregnancy
outcomes.

What does the latest data tell us about the North-South divide in
pregnancy and infant outcomes in women from minority ethnic
groups?

There are important gaps in the data available over the pregnancy
and the perinatal period. We are unable to examine inequalities in
losses in the first and second trimester, despite calls for improvement
in data capture and the high proportion of pregnancies that are lost

in the first trimester/®* There is also a lack of available aggregated
data by ethnicity and region. We present findings from the Office for
National Statistics (ONS), which is the only open-source data available
by region and ethnicity for infant outcomes between 2007 and 2019.°®
Subsequent ONS publications on infant outcomes only include a
regional breakdown without ethnicity.

Stillbirths

Regardless of region, women from Asian and Black ethnic groups had
high rates of stillbirth. There were 9.4 stillbirths per 1,000 live births
for women of Black ethnicity in the East of England (95% CI 8.3-10.7)
and 6.8 stillbirths per 1,000 live births for women of Asian ethnicity in
the Midlands (95% Cl 6.4-7.2). For women of White ethnicity in these
regions, the stillbirth rate was 3.8 per 1,000 live births (95% ClI 3.7-3.9)
in East of England and 4.1 per 1,000 live births (95% Cl 4.0-4.2) in the
Midlands. Interestingly in the North East and Yorkshire, women who
identified as being from another ethnic group or did not state their
ethnic group had the highest rate of stillbirths (9.2 stillbirths per 1,000
live births [95% CI 8.0-10.6] for other ethnic group and 9.7 stillbirths per
live 1,000 births [95% CI 8.5-10.9] for the ‘not stated’ group).

Figure 54. Heatmaps of stillbirth rates by region per ethnic group,
2007-2019. Data source: Office for National Statistics.*®
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Infant mortality

Infants born to women from minority ethnic backgrounds had higher
mortality rates than those born to White women across all regions.
These rates were elevated further in Northern regions for women

of Asian ethnicity (6.5 [95% Cl 6.1-7.0] and 7.3 [95% Cl 6.8-7.8] infant
deaths per 1,000 live births in the North West, and North East and
Yorkshire respectively), but less pronounced for other minority ethnic
groups. For women of White ethnicity infant mortality rates were 3.7
(95% Cl 3.6-3.9) and 3.6 (95% Cl 3.4-3.7) per 1,000 live births in the
North West, and North East and Yorkshire.
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Neonatal unit mortality

Neonatal in-unit mortality also showed variation by ethnicity and
region. For babies admitted to NHS neonatal units for neonatal care
in England between 2012 and 2022, rates of in-unit mortality were
higher in those admitted (defined as first admission) to neonatal
networks across the North, and were the highest for babies born

to women of Black and Asian ethnicity. In the North West, rates of
in-unit mortality were 28.5 (95% Cl 24.9-32.5) and 29.9 per 1,000
babies (95% Cl 23.5-37.5) admitted for babies born to women of
Asian and Black ethnicity, respectively. In the North East and Yorkshire
(combination of neonatal networks), rates of in-unit mortality were
30.0 (95% Cl 26.1-34.3) and 32.6 per 1,000 babies (95% Cl 24.9-42.0)
admitted for babies born to women of Asian and Black ethnicity,
respectively. For babies born to women of White ethnicity, rates of in-
unit mortality in the North West were 18.4 per 1,000 (95% Cl 17.2-19.6)
babies and 17.0 per 1,000 babies (95% Cl 16.0-18.1) admitted in the
North East and Yorkshire.

The wider determinants of inequalities in perinatal outcomes
Racism

Addressing ethnic inequalities in perinatal outcomes requires
acknowledging the role of structural racism within the healthcare
system. There is a lack of national anti-racist policies and implemented
training around caring for a population of different skin colour and
tones. New infographics on understanding how to recognise jaundice
in babies of different skin tones were introduced by the NHS Race
and Health Observatory in 20257 As of 2025, all maternity services
in England are using diverse skin tone mannequins.

NHS England has also funded some simulators in Black and Brown
skin tones*® However, the neonatal resuscitation mannequins
representing darker skin tones were comparatively limited in
functionality and did not meet the same technical standard as the
models routinely used in practice. Progress in this specific area is
being made with increased ethnically diverse neonatal mannequins
expected to be available this year. The recently launched Nursing and
Midwifery Council anti-racism principles will now ensure anti-racism
healthcare education is consistent across all institutions of the four
constituent countries of the UK.*®

Figure 5.2. Heatmaps of infant mortality rates by region per ethnic

group, 2007-2019. Data source: Office for National Statistics'™®
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Other policy initiatives include the need to prioritise women from
minority ethnic backgrounds and those living in deprivation through
Midwifery continuity of care models."® These care models have been
shown to provide culturally appropriate and individual-level antenatal
care, improving engagement and reducing the rate of caesarean
section However, a policy report in 2023 highlighted a decline in
women from minority ethnic and deprived backgrounds receiving
continuity of care™

Intersectionality of ethnicity and deprivation

Intersectionality describes the cumulative disadvantage that

may be generated for individuals with social identities that may
overlap.™ For example, individuals from Pakistani, Bangladeshi

and Black ethnicity were more likely to be living in the 10% most
deprived neighbourhoods compared to individuals of White British
background.*® As a result, the disadvantages experienced by many
minority ethnic women in England are interlinked, thus exacerbating
inequalities™

These inequalities are further compounded by geographical location.
For example, the proportion of minority ethnic groups living in
deprived areas in the Midlands was much higher than that of White
ethnic groups, in the South the difference in the proportion living

in deprived neighbourhoods between ethnic groups was less."™®
Large inequalities in adverse outcomes such as stillbirths and
preterm birth were found in Black and South Asian women in the
most socioeconomically deprived areas in England,™ highlighting
how ethnicity and deprivation interact to exacerbate risk of adverse
perinatal outcomes.

Access to care and staffing

Women from minority ethnic groups may experience adversity and
issues in accessing timely and appropriate care throughout their
pregnancy and during the postnatal period. They are more likely to
experience delayed access to antenatal care such as having their
booking appointment after 10 weeks."” Contributing factors include
language barriers, lack of access to qualified interpreters, cultural
differences and mistrust of health care professionals. The use of
informal interpreters, such as male family members, may result in

Figure 5.3. Heatmaps of neonatal unit mortality rates by region per
maternal ethnic group, 2012-2022. Data source: National Neonatal
Research Database'®®
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important information being missed and not communicated."®

Differences in care provision have also been identified. Recent studies
showed lower performance levels for key neonatal care optimisation
measures in babies born to women from Black ethnicity. This included
delayed cord clamping,™ and lack of parental inclusion on consultant
ward rounds.?° Reports from the National Neonatal Audit Programme
(NNAP) indicated regional variations of key optimisation measures

for preterm infants. The proportion of administrations of antenatal
steroids to eligible mothers in 2024 was lower than the average for
northern and Yorkshire Humber Networks. However, for the North
West Neonatal Operational Delivery Network, this was higher than
average. The proportion of shifts with sufficient nursing staff also
varies greatly amongst networks in different regions. In the North
West, the proportion of shifts sufficiently staffed was lower than the
national average of 81.5%."

Clustering of maternal risk factors and comorbidities

In addition, higher prevalence of certain maternal comorbidities,
complex social factors, and congenital anomalies in women from
minority ethnic groups' may further contribute to adverse outcomes,
particularly where these intersect with deprivation and inequitable
access"to care. Data from a recent cohort study (SHAPES) of 1,425
pregnant women living in the North East (2022-2024)%' found that
mothers from minority ethnic groups (Black, Asian, Mixed) were more
likely to be living in the two most deprived quintiles. In addition,
fewer Black (18.0%) and Asian (26.7%) mothers reported taking folic
acid supplements prior to pregnancy compared with White mothers
(34.2%), and were more likely than White mothers to be living with

an overweight BMI. Family history of diabetes was higher for Asian
(41.0%), Black (25.5%) and Mixed or other ethnic groups (23.3%) than
White mothers (18.0%). All of these factors are known to influence
pregnancy and infant outcomes. Gaps in the management of
comorbidities and social factors disproportionately affect minority
ethnic groups and may contribute to inequalities in perinatal
outcomes.

g

Recommendations

1.

w

»

Socioeconomic conditions before and during pregnancy
should be addressed through targeted policy interventions
to reduce the structural disadvantages faced by women from
minority ethnic backgrounds.

Uptake of midwifery continuity of care should be increased,
with priority given to women from minority ethnic and
deprived backgrounds.

Maternity services should commit to addressing structural
racism through dedicated resourcing and mandatory anti-
racist training for all healthcare professionals.

Interventions to improve maternity outcomes for women from
minority ethnic backgrounds should be co-produced with
those communities to ensure they are culturally appropriate
and effective.

Statutory organisations and NHS providers should identify
and remove barriers to equitable and timely access to
maternity care, including those related to language, finances,
and transport.

Holistic, person-centred approaches should be adopted
for women with complex social needs and comorbidities,
recognising the compounding effects of ethnicity and
deprivation.

Ethnicity data should be collected consistently by region
and made available in publicly accessible datasets to enable
better monitoring of inequalities.

The drivers of ethnic inequalities in preterm optimisation
measures should be identified and targeted quality
improvement interventions delivered to reduce disparities in
neonatal care.
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Chapter 6.

Regional ethnic inequalities in

employment status

Authors Heather Brown, Koser Khan, Omotayo Joan Olajide, Luke Munford

Summary

B Minority ethnic women in the North of England face worse
labour market outcomes than both White women and minority
ethnic women elsewhere, despite more than 70 initiatives over
the last decade to boost economic activity in these groups.

B Publicly available data enable regional comparison of
employment, unemployment and economic inactivity for the
broad categories of Asian and White women, however there is
insufficient data for a full comparison with Black women, or to
break down findings by specific ethnic groups.

B |nformal and exploitative forms of work remain largely invisible
in official labour market data, meaning current measures likely
underestimate the economic activity of minority ethnic women
and mask the true extent of workplace inequality.

Context

In 2017, the independent McGregor-Smith Review™? highlighted the
disparities that minority ethnic groups faced in the labour market.
Using data from between 2001-2011, the report clearly showed
regional inequalities in unemployment by ethnicity. The highest rates
of ethnic inequalities in unemployment were found in

B |London (9% for minority ethnic groups compared to 4% for the
majority ethnic group)

B the West Midlands (11% for minority ethnic groups compared to 5%
for the majority ethnic group)

B the North West (9% for minority ethnic groups compared to 5% for
majority ethnic groups).

However, this analysis was not separated by gender, which may mask
additional inequalities.

Since the McGregor-Smith Review'?? we have had the Covid-19
pandemic and the cost-of-living crisis, both of which have long-lasting
negative impacts — particularly for those already facing disadvantages
and living in deprived areas. We know that there are rising levels of
economic inactivity, that there are still strong regional inequalities
between the North and the rest of England in employment,
unemployment and economic inactivity (see Box 6.1 for definitions of
these terms). For example, the North East has the highest share of
economically inactive 16-64 year olds, with 15% of this population not
participating in the labour market. However, since these shocks to the
labour market — which began at the start of the decade — there has
been little exploration of if and how they have impacted on labour
market participation of minority ethnic women. We address this gap,
evaluating regional inequalities in labour market status by gender and
ethnicity.

Research Question

What is the distribution of employment rates, unemployment rates and
economic inactivity rates by ethnic group and geographical area for
women in the UK?

Methods

We used data from the Annual Population Survey ethnicity facts and
figures from January 2022 to December 2022 — the most recent
publicly available dataset.®> We categorised ethnicity according to the
Office for National Statistics (ONS) five high-level ethnic groups: 1)
White; 2) Asian/Asian British; 3) Black/Black British/Caribbean/African;
4) Mixed/Multiple ethnic groups; and 5) Other ethnic Groups. This
means that some ethnic groups within these classifications such as
Indian, Pakistani and Bangladeshi are combined. In addition, because
of the small number of individuals, we do not report the regional
labour market status for women of Mixed/Multiple and Other ethnic
groups. Our analysis is thus restricted to the three combined ethnicity
categories of: 1) Asian/Asian British; 2) Black/Black British/Caribbean/
African; and 3) White. For categorisation by region, we used the ONS
definition of the nine Government Office Regions of England: 1) East
Midlands; 2) East of England; 3) West Midlands; 4) London; 5) South
East; 6) South West; 7) Yorkshire and Humber; 8) North West; and 9)
North East. For some regions (South West, Yorkshire and The Humber,
and North East), even with the aggregation of the data some ethnicity
categories cannot be reported due to insufficient numbers. We report
a descriptive analysis in which we present the mean percentage of
women of the three ethnic groups for each of the three employment
outcomes by region in England.

Results

Across all regions of England, the employment rate for Black and
Asian women is lower than for White women (Figure 6.1). Similarly,
the employment rate for minority ethnic women living in the North of
England is lower than that for the rest of England. Asian women living
in Yorkshire and Humber have the lowest employment rate at 42%,
whilst approximately 49% of Asian women and 56% of Black women
living in the North West are employed. This compares to an average

Figure 64. Employment rate by ethnicity for women by region
(Data from January to December 2022)°
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employment rate across the rest of England of 64% for Asian women
and 67.4% for Black women.

The regional pattern in women’s unemployment rate by ethnic
group is more complex (Figure 6.2). Yorkshire and Humber had the
highest rate of unemployment for Asian women, at just over 14%,
compared with approximately 2.5% for White women. The North
West had unemployment rates of approximately 6% for Asian and
Black women, which is higher than White women at approximately
3%. Unemployment rates for Asian women were lowest in the

East of England at just under 2%, followed by the South East at
2.5%. Except for the East of England, in all regions where data is
available unemployment for Asian women was higher than that of
White women. As for unemployment, there is variation in economic
inactivity rates by both ethnicity and geography. Across all regions,
Asian women have the highest rates of economic inactivity, with 41%
of those living in Yorkshire and Humber and 44% in the North West
economically inactive (Figure 6.3). Black women living in the North
West had economic inactivity rates of 36% which is similar to that in
the West Midlands but higher than the rate in England overall.

Discussion

Summary of Findings

Descriptive analysis using data from the Annual Population Survey
shows that geographical and ethnic variations in employment status
persist after the Covid-19 pandemic. Minority ethnic women living in
the North of England are more likely to be economically inactive or
unemployed than either their White counterparts or women living in
other parts of England.

Limitations

We are unable to demonstrate differences amongst specific Asian
and Black ethnic groups due to the lack of data. However, it is well
documented that variations exist within these groups, particularly for
Pakistani and Bangladeshi populations who consistently show higher
rates of unemployment compared to their White counterparts.*

124125 This indicates that Pakistani and Bangladeshi women may

face multiple disadvantages in the labour market that warrant

further exploration.?* Future data collection must capture ethnicity
adequately.

Implications for Policy and Practice

Over the past ten years the UK government has enacted many
initiatives aiming to improve fairness in the workplace and boost
employment of minority ethnic groups. Yet inequalities remain, raising
the question of why these policy initiatives are not working. One key
consideration is whether the interventions consider cultural norms in
relation to employment interventions, particularly for minority ethnic
women. Evidence indicates that some groups are less active in the
labour market than others, and that cultural practices can influence
participation. For example, Pakistani and Bangladeshi women are
more likely to live with a partner and have dependent children, which
may impact employment opportunities and access to suitable work.??
There is also evidence to suggest that women from minority ethnic
communities may participate in unregulated forms of work such as
homeworking and informal workplaces/organisations defined as
‘sweatshops’.2226 Such labour market participation, which in many
cases is exploitative, compounds inequalities faced by minority
ethnic women. Employment strategies need to look beyond narrow
measures of labour participation to protect against exploitation and
support more secure work routes for affected minority ethnic women.

Box 6. Definitions used in this chapter

Employment: in full or part-time work; Unemployment: not in work
and actively looking for work; Economic inactivity: not actively
looking for work including homemaking or long-term sickness or
disability.

Figure 6.2. Unemployment rate by ethnicity for women by region
(Data from January to December 2022)°
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Figure 6.3. Economic inactivity rate by ethnicity for women by
region (Data from January to December 2022)°
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Recommendations
1. Employment initiatives should be co-designed with minority
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ethnic groups to be inclusive, recognising the role of caring
responsibilities, household structures, and community norms
in shaping employment decisions.

Definitions and measurement of labour market participation
should be broadened to capture the economic contributions
of women engaged in informal employment to prevent their
exploitation.

Policy initiatives should support transitions from informal
work into formal work for women who want to move into
this pathway. This may include tailored skills training and
recognition of prior learning in CVs.

. Along with improved coordination between employment and

childcare provision policy, affordable, culturally appropriate,
and flexible childcare services should be developed to
expand access to employment for minority ethnic women.
Community and voluntary organisations play a crucial role in
reaching women unable to access traditional employment
support. Sustained funding should be provided to these
organisations to act as intermediaries, offering advice,
signposting, and tailored employment support.
Ethnicity-disaggregated employment data should be
published more rapidly and at a finer geographic and
ethnic group level, to enable timely monitoring of regional
inequalities and more responsive policymaking.
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Chapter 7.

Ageing in the North: views from minority

ethnic women

Authors Sophia D. Amenyabh, Ellie Hayes, Audrey Verma

Summary

B This qualitative study of 14 older minority ethnic women living
in the North East contributes towards closing a recognised
evidence gap: the lack of disaggregated data on older adults
from minority ethnic groups at the geographic level.

B Women in our study describe ageing as a period of continued
agency and contribution, but encounter healthcare and public
services that treat older people as passive and dependent.

B Participants hold complex, multi-layered relationships with
the North East, valuing its affordability and pace of life
while navigating a lack of diversity and a sense of regional
underinvestment compared to the South.

B Women feel that community life has weakened over time,
shifting from open neighbourly interaction towards reliance on
organised groups; they have responded by actively building
their own networks of belonging.

B Racism persists but has become subtler and more structural,
and compounds with gender and age to produce specific
vulnerabilities around safety for older minority ethnic women.

Context

Where we live shapes our physical and social environments, and in
doing so profoundly influences our health and ageing. Addressing
place-based inequalities in healthy ageing is a key UK public health
priority.?”12¢ The recent Ageing in the North report demonstrated that
older adults in northern England are more likely to live shorter lives
and to be poorer, less healthy, less physically active, and more lonely
than their counterparts elsewhere in England.?® These disadvantages
are further compounded for people from underserved communities,
for example older adults from minority ethnic groups are 3.81times
more likely to experience loneliness than their White British peers*°
131 Research with adults aged 55 and older has similarly found that
health-related quality of life (HRQoL) was worse for men, for women,
or for both in 15 of 17 minority ethnic groups (88.2%) compared with
the White British ethnic group.®? A clear gap in the evidence base is
the lack of disaggregated data on older adults from minority ethnic
groups, particularly at the geographic level, owing to small sample
sizes and the systematic exclusion of older adults from research.*2
Addressing these gaps was identified as a key recommendation of the
Ageing in the North report.?®

In response, we conducted a qualitative photo elicitation study to
explore experiences of later life and understandings of ageing well
among women from minority ethnic communities living in the North
of England. Photo-elicitation is a qualitative research method that
incorporates photographs into interviews to stimulate culturally
relevant reflection and generate rich, narrative data.**%* By anchoring
the conversation in a visual medium, the technique bridges the gap
between conventional verbal questioning and lived experience. In
this study, purposively sampled participants recruited from African,
Caribbean and South Asian communities were invited to select
photographs that captured their experiences of ageing in the North
of England, either using existing images or taking new photographs

Table 74. Demographic characteristics of participants (n = 14)

Variable n (%), Mean (SD)

Sex

Female 14 (100%)
Age

Mean (SD), years 60.8 (13.)
Ethnicity

Bangladeshi 8 (571%)
Caribbean 4 (28.6%)
African 1(71%)
Other Asian 1(71%)
Marital Status

Married 11(78.6%)
Separated/Divorced 1(71%)
Widowed 1(71%)
Single 1(71%)
Education

No formal education 1(71%)
Compulsory schooling 4 (28.6%)
Vocational training 3 (21.4%)
Undergraduate degree 0 (0.0%)
Postgraduate degree 6 (42.9%)
Employment status

Employed full-time 3(21.4%)
Self-employed 1(71%)
Homemaker 3 (21.4%)
Retired 7 (50.0%)
Annual household income

Less than £20,000 6 (42.9%)
£20,000-£39,999 2 (14.3%)
£40,000-£59,999 3(21.4%)
£60,000-£80,000 0 (0.0%)
Above £80,000 0 (0.0%)
Prefer not to say /Not disclosed 3 (21.4%)
Faith/Religion

Christian 6 (42.9%)
Muslim 8 (571%)
Household composition

Living alone 2 (14.3%)
Living with partner only 2 (14.3%)
Living with partner and children 8 (571%)
Living with children only 1(71%)
Living with family, including 1(71%)
extended family members

Number of years lived in the UK

Mean (SD), years 36.9 (16.3)

Data expressed as mean (standard deviation) for continuous
variables and frequency (%) for categorical variables.
Percentages are rounded to one decimal place.



of their own. These images then served as a reflexive tool in semi-
structured interviews and focus groups, eliciting in-depth insights
into participants’ experiences of ageing in the region. All interviews
and focus groups were audio-recorded and transcribed verbatim.
Data, including photos and transcripts of semi-structured interviews,
were analysed using NVivo Pro 12.5 (QSR International, 2020), which
allowed the coding of both photos and text. Thematic analysis using
the process outlined in Braun and Clarke was conducted using

an inductive approach.”® Ethical approval was obtained from the
Northumbria University Research Ethics Committee (Ethics ID: 12587).

The study included 14 female participants with a mean age of 60.8
years (SD=13.1, range 43-83) (Table 7). The majority identified as
Bangladeshi (571%), followed by Caribbean (28.6%), African (71%) and
Other Asian (71%). Most were married (78.6%), living with a partner
and children (571%), and had resided in the UK for a mean of 36.9
years (SD=16.3). Educational attainment varied, with the largest group
holding postgraduate qualifications (42.9%). Half were retired (50.0%)
with household incomes below £20,000 per year (42.9%). Participants
identified as Muslim (571%) or Christian (42.9%).

Emerging themes from preliminary thematic analysis included: (i)
Place, identity and belonging; (i) Community, social cohesion and
isolation; (iii) Ageing, health and independence; and (iv) Identity,
diversity and cultural experience.

Place, identity and belonging

Participants viewed the North East with a complex mix of pride,
attachment, and critique. Compared with the South, they valued

its affordability, natural environment, and slower pace of life, an
appreciation that was more pronounced among older participants.

At the same time, they weighed these benefits against a relative

lack of diversity, fewer cultural opportunities, and a sense that the
region received less investment than the South. Many saw the loss

of industries such as shipyards, coal, and steel as having fractured
communities and cast a lasting economic and social shadow. For
many participants, identity and belonging operated on multiple levels.
Many expressed genuine rootedness in the region while maintaining
strong emotional connections to their countries of origin, meaning that
“home” rarely functioned as a singular or settled concept.

“This house represents... the wealth of the north... things you can get
from the North which you can’t get from anywhere else.” “| feel like
I've acquired a certain status for myself... | am entitled to this, and |
made it happen.” — participant quote

Community, social cohesion and isolation

Participants described a weakening of community life over time,
noting a shift away from open, neighbourly interaction towards more
insular family units and a growing reliance on organised groups

and associations to fill the gap. Participants actively constructed
community through joining groups, hosting gatherings, and cultivating
friendships that functioned as family. While strong bonds existed
within ethnic and religious communities, participants highlighted
limited wider social integration and reported that fear, exclusion, and
gatekeeping deepened isolation even where local networks existed.
Despite this, communities demonstrated clear resilience, developing
shared strategies for safety, mutual support and belonging, for
example going together to places in groups.

“we go out in groups... so we feel safe” — participant quote.

Ageing, health and independence

Participants framed ageing not as decline but as a stage that
demanded continued agency, meaningful contribution, and adapted
ways of living. They navigated physical limitations creatively through
garden design, walking, hosting, and daily routines and placed
strong emphasis on maintaining independence and self-worth.
However, participants identified healthcare systems as a significant
barrier, particularly for older adults from minority backgrounds who
encountered cultural incompetence, language and digital exclusion,

Figure 7A. Participants’ photos depicting life in the North of England

Figure 7.2. Participants’ photos illustrating
community and social cohesion

Figure 7.4. Participants’ images on identity, diversity and cultural
experience

35



36

and fragmented or inaccessible services.
“5-minute appointments... you can’t explain everything” “you need
more time... especially when you’re older” — quote from participant

Participants also expressed a broader concern that policy and
provision treated older people as passive and dependent, failing to
account for the diversity of their needs and experiences.

Identity, diversity and cultural experience

Participants described race, culture, and faith as shaping daily life in
later years in profound and often difficult ways. Limited ethnic diversity
across the North East meant minority individuals frequently navigated
spaces where they stood out. While overt racism shifted in form over
time, participants emphasised that it had not disappeared, becoming
subtler and more structural rather than less present. Participants
described compounded vulnerabilities where gender intersected with
ethnicity and religion, affecting their safety, mobility, and access to
services.

“older people... not able to run away... more vulnerable... we go out in
groups... so we feel safe” — quote from participant

At the same time, participants drew on faith and cultural practice as
important sources of meaning, community, and resilience. However,
many also described a sense of loss and adjustment, with religious
and cultural life feeling diminished compared to their countries of
origin.

Conclusions

This research highlights the complex and interconnected experiences
of older adults from minority ethnic communities living in the

North East. Participants demonstrated deep attachments to the
region while navigating significant structural inequalities rooted in
industrial decline, regional underinvestment, and persistent racial
exclusion. Community life, once characterised by openness and
collective solidarity, weakened over time, placing greater pressure

on individuals and voluntary organisations to construct and sustain
networks of belonging. Ageing was understood not as withdrawal but
as continued engagement, yet participants encountered healthcare
and public service systems ill-equipped to reflect this reality or to
meet the distinct needs of those from minority ethnic backgrounds.
Experiences of racism, gendered vulnerability, cultural invisibility,

and faith-based adjustment shaped daily life in ways that remained
largely unacknowledged by mainstream institutions. At the same
time, participants demonstrated remarkable resilience by actively
building community, maintaining identity, and drawing on faith and
culture as sources of strength. Taken together, these findings point to
the urgent need for policy that is place-sensitive, intersectional, and
genuinely responsive to the diversity of older adults living in the North
of England.

This work was funded by the Northumbria University Women’s Sport &
Wellbeing Interdisciplinary Research Theme.

Recommendations

Our Ageing in the North report issued broad-ranging
recommendations on the actions needed by government and
regional authorities to address persistent regional inequalities.
These highlight the need for sustained and targeted investment
in infrastructure, cultural provision, and economic opportunity
across the North, with place-based regeneration strategies that
attend to social and community recovery alongside economic
goals. Here we focus on recommendations arising directly from
this study.

1. Policy frameworks should reframe ageing as a period of
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active contribution, moving decisively away from deficit-
based models that position older people as passive
recipients of care.

Local authorities and commissioners should provide
sustained and ring-fenced funding for community
organisations serving older adults from minority ethnic
groups, whose role in reducing isolation and building social
cohesion is significant but frequently under-resourced.

Investment in accessible community spaces and cross-
community programmes should be prioritised, treating social
isolation as a structural issue requiring systemic responses.
Where communities have already developed strategies

for resilience and mutual support, policy should seek to
strengthen these existing capacities rather than replace them.

Health and social care providers should embed cultural
competency as a core requirement, ensuring access

to professional interpretation services and non-digital
alternatives for those excluded by online-only systems,

with commissioning frameworks requiring demonstrable
responsiveness to the needs of older adults from minority
backgrounds, including longer appointment times, culturally
appropriate care, and proactive outreach to those at risk of
disengagement.

Policy should adopt an explicitly intersectional approach

to equality, recognising that race, gender, religion, and age
interact to produce distinct and compounding experiences of
exclusion and vulnerability, particularly for older women from
minority ethnic backgrounds.

Local authorities should develop diversity and inclusion
strategies that move beyond surface-level representation to
actively create conditions in which minority communities feel
safe, valued, and able to participate fully in public life. Faith
organisations and cultural associations should be recognised
as significant community assets and supported through
funding, partnership, and meaningful involvement in the
design and delivery of public services.




Chapter 8.

Children in care: focus on minority ethnic

groups in the North

Authors Hayley Alderson, Ruth McGovern

Summary

B Children in the North are disproportionately represented in
the care system, with the North East having the highest rate in
England at 113 per 10,000 children, closely mirroring the region’s
higher levels of poverty and deprivation.

B Black and Asian children enter care later than White children,
on average at age 7 compared to age 5, and are less likely to
have received a child protection plan beforehand. This suggests
that risk and vulnerability are being identified too late for many
minority ethnic children.

B Once in care, Black and Asian children are less likely to be
placed for adoption or receive a Special Guardianship Order,
pointing to persistent inequalities in outcomes that extend
beyond the decision to intervene.

B Data on ethnicity within children’s social care in the North is
limited, and the region’s lower ethnic diversity means that issues
disproportionately affecting minority ethnic children can be
harder to detect. This means these children are at risk of being
overlooked in both practice and policy.

Context

Local authorities initiate public law proceedings when children are
judged to be at risk of significant harm. Entry into care is one of

the most serious state interventions in a child’s life and most often
involves a child being removed from their family home. These
decisions do not take place in a social vacuum. They are shaped by
poverty, place, and long standing structural inequalities.””

Ethnicity and inequality in the North

The North accounts for just over a quarter of England’s child
population but more than a third of all children in care. The North East
has the highest rates of children in care in the country, 113 per 10,000
compared with the national average of 70 per 10,000 children®®
These patterns closely mirror levels of poverty and deprivation, which
are substantially higher across many Northern communities and are
strongly associated with child welfare intervention.®

The North East is the least ethnically diverse region in England, with
over 90% of the population identifying as White.* Consequently,

most care proceedings in the North involve White children. However,
evidence consistently shows that children’s social care does not affect
all ethnic groups equally ™

When ethnicity is considered relative to local population
composition, children from Black, Asian and Mixed ethnic
backgrounds remain disproportionately involved in the family justice
system across all regions, including the North.*”'23 Thjs indicates
that ethnic disproportionality is not simply a feature of diverse urban
areas but is evident even in regions with smaller minority ethnic
populations. These patterns do not reflect differences in need alone
but point to unequal pathways into support, protection and state
intervention.

Pathways into care for children in the North

Black and Asian children tend to enter care later than their White
peers: on average at age 7, compared with age 5 for White and Mixed
ethnicity children** Over 37% of Black children and 40% of Asian
children became known to children’s social care aged older than 10
years, compared to less than 30% of White children.’ In the North,
this pattern raises particular concern given the high prevalence of
adolescent-onset harms, including criminal and sexual exploitation,
which are more common in areas experiencing high levels of
deprivation. The later identification of risk also suggests that harm
may be recognised too late for many minority ethnic children, despite
evidence that risks outside the home are more prevalent for Black and
Asian children who become looked after!®

Children from Black, Asian and minority ethnic communities frequently
experience racism, stereotyping and cultural misunderstanding, which
can influence their interaction with child welfare services. Structural
factors such as poverty, substance abuse, single-parent families and
maltreatment make Black families more vulnerable to child welfare
involvement® Evidence suggests that professionals are more likely
to report Black children to child welfare compared to White children™”
and Black children in families with lower socio-economic status were
more likely than their White peers with a similar socio-economic status
to be subject to reports.*® Additionally, Black children are more likely
than White children to be investigated following a referral by a law
enforcement agency® A recent scoping review identified that the
inequalities Black children experience in the child welfare system
begin at the referrals stage. Focusing on the reporting practices of
school personnel and police officers, the review identified several
factors that may influence referral decisions, including fear of liability,
lack of cultural sensitivity in beliefs around parenting and practices,
lack of culturally appropriate resources, racism and bias, poverty and
lack of diversity and training.®°

Further evidence from a systematic review found that racial
discrimination is a major contributor to the persistent over-
representation of Black children in out-of-home care*® Of

the 31 studies included in the systematic review, 27 reported
disproportionate representation of Black children within child welfare
systems. This disproportionality was evident across various stages of
intervention, including the investigation of reports, substantiation of
allegations, placements in out-of-home care, re-entry to foster care,
lower reunification rates and exits to permanency*® Additionally, child
welfare cases involving Black children considered fewer alternative
response paths resulting in Black children experiencing out-of-home
care more frequently than their White counterparts.*2''"52 These
experiences shape both how families are perceived and how risks are
interpreted by professionals.

Unequal preventative intervention before care proceedings
Children in the North also experience ethnic inequalities in support
prior to care entry. National data show that 65% of White children
and 62% of Mixed ethnicity children had previously been on a child
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protection plan, compared to 39% and 36% for Black and Asian
children respectively*® This suggests that some children are less
likely to receive any form of support from children’s social care

prior to being escalated in the care system compared to others’*
Under-resourced northern local authorities face high caseloads and
workforce pressures, further constraining preventative practice.
These pressures compound inequalities by reducing opportunities for
sustained early intervention.

Children from Black, Asian and Mixed ethnic backgrounds in the
North often experience a paradox of being both ‘hyper-visible’ and
overlooked. These children may be subject to increased surveillance
or punitive responses when displaying behaviours perceived as risky
or antisocial, while their vulnerability and need for protection are
minimised.®® Adultification contributes to Black children in particular
being viewed as more responsible and culpable for their actions
than their White peers.®*%* Adultification is ‘a form of bias that denies
children the right to be seen, valued and protected as children’’*®
Adultification bias is most likely experienced by Black children due
to race, ethnicity and racism acting as compounding factors. This can
hinder child protection responses and suppress professional curiosity,
and has been repeatedly identified in safeguarding and exploitation
contexts!%7 158

Care placements for children in the North

Once in care, ethnicity continues to shape children’s experiences and
outcomes. Regarding Adoption and Placement Orders, 16.5% of White
children and 15.6% of Mixed ethnicity children are placed on adoption
orders, compared to 5.8% of Black children and 4.7% of Asian
children*#5° Nationally, Black children wait longer for adoption — an
average of 30 months from entry into care, compared to 20 months
for White children®® This may be attributable to the fact that children
from minority ethnic groups have lower likelihood of identifying a
trusted adult compared with White children,® and that Black adults
are more likely than White adults to adopt a child of the same ethnicity
(63% v 50% respectively).s©

Special Guardianship Orders show similar disparities: 18% of White
children and 17% of Mixed ethnicity children receive these orders,
compared to 13% for Black children and 7% for Asian children** In
the North, these disparities intersect with placement shortages and

market pressures, increasing the likelihood of inappropriate residential
placements and instability.

Social Care Practitioners

Safeguarding reviews highlight gaps in social care practitioners’
understanding of how race, ethnicity and culture intersect with
poverty.52 Serious case reviews indicate that racism remains present
within social care settings, and that structural racism is embedded
within social work practice.®3%® These issues are magnified in
Northern regions where services face sustained financial pressure,
and families experience higher levels of socioeconomic hardship.

Discussion

Differences in outcomes by ethnicity within children’s social care
are often shaped by the interaction of ethnicity and poverty. Socio-
economic disadvantage, ethnicity and age all influence access to
early help, likelihood of child protection intervention and chances of
entering care.*® Without action to address poverty, structural racism
and regional inequality, the North will continue to experience high
rates of children in care and unequal outcomes for children.

Recommendations

4. Children’s social care practice across the North should
embed culturally safe, poverty-informed approaches
that recognise the compounding effects of ethnicity and
socioeconomic disadvantage on families’ pathways into the
care system.

N

Mandatory training on race, ethnicity, adultification bias and
structural racism should be provided to all children’s social
care practitioners, to reduce inequalities in how risk and
vulnerability are identified and responded to.

w

Northern local authorities should be supported to deliver
sustained early intervention and preventative family actions
with particular attention to closing the gap in child protection
planning rates for Black and Asian children before care
proceedings are initiated.

P

Regional placement sufficiency should be addressed to
reduce reliance on inappropriate residential placements,
with priority given to matching children from minority ethnic
backgrounds with culturally appropriate placements.



Chapter 9.

Gender-based violence

Authors Chinyere Ajayi, Michaela Rogers, Parveen Ali

Summary

B Gender-based violence is a public health crisis
disproportionately affecting women in the North. In the year
ending March 2025, 2.2 million women experienced domestic
abuse nationally, with 721% of all police-recorded victims being
female.

B Every northern police force except North Yorkshire exceeds the
national average of 21.8 domestic abuse incidents and crimes
per 1,000 population.

B Minority ethnic women face a double disadvantage: comparable
or higher actual rates of domestic abuse combined with far
greater barriers to disclosure and help-seeking. In South
Yorkshire, 70% of domestic abuse crimes closed due to
evidential difficulties do so because the victim does not support
police action, the highest rate in England and Wales. This is
not a measure of victim reluctance; it is a measure of systemic
failure.

B Gender-based violence extends far beyond domestic abuse.
Minority ethnic women are affected by sexual violence, honour-
based abuse, forced marriage, female genital mutilation and
technology-facilitated violence, shaped by intersecting factors
of gender, race, religion, immigration status and poverty.

Context

Gender-based violence is defined by the United Nations as any

act of violence directed against a person because of their gender.

It encompasses intimate partner violence, domestic abuse, sexual
violence, stalking, forced marriage, so-called honour-based abuse,
female genital mutilation, trafficking, religious and spiritual abuse,
and technology-facilitated abuse such as threatening to share
intimate images.®® All forms are rooted in gender inequality and the
exercise of power and control. Domestic abuse is the most common
manifestation of gender-based violence.

The Domestic Abuse Act 2021 defines domestic abuse as abusive
behaviour between people aged 16 and over who are, or have been,
intimate partners or family members, encompassing physical, sexual,
psychological, economic and coercive or controlling abuse® The
National Police Chiefs’ Council described violence against women
and girls as an ‘epidemic’ in 20248 The scale of this epidemic is
vast: in the year ending March 2025, 3.8 million people aged 16 and
over experienced domestic abuse in England and Wales, of whom 2.2
million were women. Police recorded 816,493 domestic abuse-related
crimes, with 72.1% of victims being female*® Women in the North of
England face the epidemic of violence at rates well above the national
average. The most recent data looking at gender-based violence
across police force areas (year ending March 2025) shows that North
Yorkshire is the only one of the northern forces whose records fall
below the national average of 21.8 recorded domestic abuse incidents
and crimes per 1,000 population.”®

The Government’s Violence Against Women and Girls (VAWG)
strategy,®® presented to Parliament in 2025, commits to halving this

violence within a decade. Given this national policy, this chapter
synthesises current evidence on the scale of different forms of
gender-based violence with a focus on the northern context

and minority ethnic groups where possible. Data availability for
disaggregated minority ethnic groups by region and sex for gender-
based violence prevents intersectional analysis.

Forms of Gender-Based Violence: Scale and Northern Context
Minority ethnic women may experience all forms of gender-

based violence. However, these women are specifically and
disproportionately affected by particular forms of violence that
mainstream data systems are ill-equipped to capture. The distinct
forms of gender-based violence are shaped by the intersection

of gender, race, religion, immigration status and structural
disadvantage.”""7* These intersecting drivers are compounded in
the North, where poverty, deprivation and housing insecurity create
conditions in which violence is more likely, less likely to be disclosed,
and less likely to be met with an adequate response. Here we
summarise each form with northern-specific evidence, updated from
the most recent available sources.

Domestic abuse

Domestic abuse rates in Northern England are markedly elevated
compared with the rest of England and Wales. The most recent data
looking at patterns across police force areas (year ending March
2025)"° shows Cleveland recording 33.9 domestic abuse incidents
and crimes per 1,000 population — the highest rate in England and
Wales. West Yorkshire, Humberside, Durham and Northumbria all

exceed 29 domestic abuse incidents and crimes per 1,000 population.

In Blackpool specifically, domestic abuse was a contributing factor in
18% of all recorded crime, with women comprising 73—75% of victims
and a reoffending rate of 29.3%.

The North West reports a domestic abuse prevalence of 9.7% against
a 7.8% national figure, while the North East recorded 87,566 domestic
abuse incidents in 2023-24. The Crime Survey for England and
Wales (CSEW) is considered by the Office for National Statistics a
more reliable source for measuring domestic abuse than police
recorded crime data, albeit with important limitations. The most
recent data (year ending March 2025)"® records lower apparent
prevalence of domestic abuse among Asian or Asian British women
(3.0%) and Black or Black British women (3.4%) compared to White
women (5.0%). Women with mixed ethnicity, by contrast, record 7.1%,
the highest of any group.”® This suggests that where barriers to
disclosure are partially overcome, the true burden becomes visible.”®
It also illustrates how population-based surveys like the CSEW

offer valuable insight into trends but are limited in illuminating the
complexities shaping minority ethnic women’s disclosure and help-
seeking. Large-scale data on experiences of specific minority ethnic
groups are extremely limited. Research conducted with Pakistani and
British South Asian women in Sheffield identifies coercive control,
economic abuse, immigration-related abuse, and sexual violence as
the predominant forms of abuse experienced by this group.”? The
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work also confirms that lower reported rates reflect lower disclosure,
not lower incidence, driven by structural and cultural barriers.””

Sexual violence

Sexual violence shows a similar regional concentration: the North
East, and Yorkshire and the Humber rank among the regions with
the highest rates of police-recorded sexual offences in England

and Wales, with a recorded rate of 3.9 sexual offences per 1,000
population for both regions®® So-called honour-based abuse stands
out for its collective nature: victims are seven times more likely than
victims of other forms of abuse to face multiple perpetrators, and
extended family involvement is a well-documented feature of these
cases. Systemic police failures in responding to honour-based abuse
have been documented in Tees Valley.”* 78

Forced marriage

The Forced Marriage Unit supports 1,200-1,400 people per year
nationally, with women and girls accounting for 75% of cases.”
Victims are predominantly of South Asian and Middle Eastern
backgrounds. Spousal role expectations and family honour
dynamics are identified as structural conditions that enable forced
unions™

Female genital mutilation

Female genital mutilation shows pronounced geographic
concentration in the North. In Manchester the prevalence of female
genital mutilation is 12—16 per 1,000 women, while Sheffield’s
prevalence exceeds 7 per 1,000. In 2024-25, 1,680 women were
newly recorded on Northern England’s NHS FGM records, distributed
across Greater Manchester (500), Cheshire and Merseyside (395), and
the North East and North Cumbria (310). Northern England as a whole
accounts for 21.4% of all FGM attendances recorded in England.’®°

Technology-facilitated abuse

Technology-facilitated abuse is a rapidly growing concern, with
specialist referrals increasing by 205% between 2018 and 2024.
Some 45% of minority ethnic women report having experienced online
abuse, and technology is increasingly documented as a coercive tool
deployed within honour-based or community-monitoring contexts.”6 '
Taken together, these figures point to a consistent pattern: official
statistics are likely to understate the true scale of gender-based
violence among minority ethnic women across all forms of gender-
based violence given the structural and cultural barriers to disclosure
that recur throughout this evidence base.

Barriers to Disclosure and Help-Seeking
Minority ethnic women face intersecting barriers at individual,
community, structural and criminal justice levels (Table 9.1). Their

cumulative effect is prolonged abuse, delayed help-seeking, and
systematic underrepresentation in every data source used to plan
services.

Impacts

Gender-based violence has severe health consequences which
include mental health disorders, physical injury, chronic pain and
increased risk of suicide and homicide®® Domestic abuse has
profound personal and emotional impacts including loss of identity,
self-blame and denial, internalised shame, ongoing emotional and
psychological distress, worthlessness and conflicting loyalty between
personal safety and community belonging.”” In addition, domestic
abuse increases the risk of pre-term birth and low-weight birth.*”

A research study examining the associations between area-level
ethnic density and health for Pakistani and White British residents of
Bradford, England reported that higher ethnic density among Pakistani
women was linked to slightly lower birth weight, while no clear link
was found between ethnic density and birth outcomes among White
British women.®® Health consequences of female genital mutilation
include chronic pain, complications in childbirth, urological problems,
mental health difficulties and sexual dysfunction.®®'° Technology-
facilitated abuse causes significant psychological harm and, in the
context of minority ethnic women in the North, is frequently used to
enforce honour-based coercion: perpetrators threatening to share
intimate content within family or community networks '

Service Landscape: Fractured and Underfunded

The most effective models for minority ethnic survivors of gender-
based violence are ‘by and for’ services, designed and led by the
communities they serve. Despite this, 67% of Black and minoritised
survivors who want ‘by and for’ support cannot access it due to the
predominance of generic providers and chronic underfunding for ‘by
and for’ specialist services®'"? Specialist service provision for minority
ethnic survivors across northern England is even more fragmented
compared to London and the South-East of England, where nearly
half of all such specialised national organisations are concentrated.®
See Box 9.1 for the perspective from a specialist advisor. The scale of
unmet risk is evidenced by Multi-Agency Risk Assessment Conference
(MARAC) data. Humberside records 116 MARAC cases per 10,000
adult females and Greater Manchester records 98, compared with
the England and Wales average of 50.2. More strikingly, 52% of
Humberside’s MARAC reports discuss repeat cases.”® For minority
ethnic women, structural barriers to leaving, including visas with No
Recourse to Public Funds restrictions, community pressure and the
absence of specialist accommodation, make this cycle more likely.
This fragmentation or lack of specialist services results in data gaps
across all aspects of gender-based violence for northern minority
ethnic women.

Level Key barriers

Individual

Fear, shame, self-blame; language barriers; religion or prayer as a first resort before formal help-seeking; loyalty to

partner or family; community pressure not to report; fear of child removal.”2 7712

Community

Fear of dishonour (izzat); social ostracism; pressure from in-laws and extended family including active in-law

involvement in abuse; victim-blaming by community/religious leaders; misuse of religious norms to reinforce male

autho rity.173 174183

Structural

Visas with restrictions specifying No Recourse to Public Funds (NRPF); fear of deportation and immigration

enforcement; police stereotyping; lack of professional interpreting; low awareness of specialist services; racism from
mainstream services. Women with insecure immigration status are less likely to be protected by injunctions or arrests

than UK nationals .45

Criminal justice

Many minority ethnic women withdraw support for police action following initial reporting, in the face of the structural

and cultural pressures. In South Yorkshire, 70% of domestic abuse crimes closed due to evidential difficulties do so
because the victim does not support police action. This is the highest percentage of cases in England and Wales and
14 percentage points above the national average of 56%. Merseyside records 67%. These figures measure systemic

failure, not victim reluctance.”®



Recommendations

1. Northern police and crime commissioners, local authorities
and Combined Authorities should commission ethnicity-
disaggregated data on all forms of gender-based violence.
The ongoing data gaps must be addressed.

N

Mandatory training on the full spectrum of gender-based
violence should be introduced for all NHS professionals
across the North. Training must address how ethnicity,
immigration status, poverty, interpreting and extended family
dynamics intersect with this issue. Faith-based resources and
appropriate referral pathways to religious and community
leaders should be developed as part of every local gender-
based violence strategy.

w

Northern England Integrated Care Boards should ringfence
funding for ‘by and for’ gender-based violence services for
minority ethnic women.

4. To address victim withdrawal rates, specialist Independent
Domestic Violence Advisers with cultural competency in
working with minority ethnic and migrant women, should be
commissioned by Northern Police and Crime Commissioners,
local authorities and Combined Authorities with particular
attention to supporting victims through the criminal justice

process.

5. The No Recourse to Public Funds condition must be reformed
nationally. Northern local authorities and ICBs should develop
interim provisions so that migrant and asylum-seeking women
can access gender-based violence support regardless of
immigration status.

Box 9. Raising awareness of domestic violence/
abuse and honour-based violence/abuse in local
mosques

Author Ms Farheen Anwar, Independent Domestic Violence
Advisor and Independent Sexual Violence Advisor and Service
Manager at Independent Choices Greater Manchester

Over the past 25 years, through community-based work across
Greater Manchester, | have created a strong network of local
professionals and trusted relationships within Black Asian
Minority Ethnic Refugee communities. This foundation of trust
has been essential in enabling open conversations with mosque
staff/trustees and volunteers in addressing sensitive issues
such as domestic- and honour-based violence and abuse in the
communities.

During the COVID-19 pandemic, as incidents of domestic
violence and abuse began to rise and national awareness
campaigns were highlighted by the government, | utilised my
existing community connections to engage with local mosques
across Greater Manchester. | supported these efforts through
Facebook posts tailored for mosque audiences which included
signposting to local domestic violence and abuse agencies.

During the 16 days of activism against gender-based violence
from 25th November to 10th December 2020, | worked closely
with the local Imams, priests and community leaders to deliver
a coordinated domestic- and honour-based violence and
abuse social media campaign for Independent Choices Greater
Manchester. This initiative helped raise awareness within
marginalised communities that may otherwise face barriers to
accessing mainstream support and information.

Over the past year, | have been invited to deliver domestic- and
honour-based violence and abuse awareness training to mosque
staff, trustees, and women’s groups. These sessions focused

on understanding the definition of domestic- and honour-

based violence and abuse; the impact and barriers victims face;
responding to disclosures; and what options are available for
victims.

A significant milestone in this work has been training members
of the Sharia Council. Establishing trust and strengthening links
between the Sharia Council and voluntary support services has
been essential to safeguard victims. Many women experiencing
domestic- or honour-based violence and abuse who want to

end their marriage, may choose to apply for the Sharia divorce
(khula), which must be processed by the Sharia Council. This is
an Islamic divorce, which is important to a vast majority of Muslim
women. It is crucial that this pathway is informed, safe, and
connected to appropriate safeguarding measures, and through
building these relationships, | have helped ensure this is in place.

This work has also enhanced my own professional knowledge
and practice. Through closer collaboration with Imams and
community leaders, | have deepened my understanding of

the cultural and religious contexts that may influence victims’
experiences and decision-making. This enables me to provide
more informed, culturally sensitive support in my role within the
domestic abuse sector.

| am continuing to work with local mosques to deliver domestic-
and honour-based violence and abuse training. This ongoing
engagement reflects the commitment from mosques that are
deeply embedded and respected within their communities.
They are actively working to bridge gaps with statutory services,
helping to ensure that victims of domestic- and honour-based
violence and abuse safely access the support they need.

a4
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Chapter 10.

Multiply marginalised populations:
Women who are justice-involved

Authors Steph Scott, Sofia Buncy, and Michelle Addison

Summary

B Minority ethnic women are marginalised within an already-
marginalised population of women in the criminal justice
system, facing disproportionate rates of arrest, longer
sentences and disparate treatment in court decisions compared
with the ethnic majority.

B The health needs of minority ethnic women in the criminal
justice system are acute and interconnected, with high rates of
mental health problems, trauma, domestic abuse and substance
use compounded by systemic racism, language barriers,
immigration status and stigma within their own communities.

B Regional-level data on justice-involved individuals
disaggregated by both gender and ethnicity is absent, making it
impossible to fully assess the scale of inequality in the North for
these women.

Context

Minority ethnic women experience inequity at every stage of the
criminal justice system in England and Wales, exposing them to
significant harm, both as victims and defendants.®* They are more
likely to be arrested,*® serve longer sentences™ and receive disparate
treatment in Magistrates’ Court decisions including pleas and remand
decisions compared to White people.®¢ "7

These women acquire criminal records that last longer because
rehabilitation periods are contingent on length of sentence and type
of offence.®® A custodial sentence of between 1and 4 years will

mean that a conviction is not classed as spent until 4 years after the
completion of the sentence, which impacts a woman’s employment
opportunities and reintegration into the community*® Meanwhile,
migrant, Black and minoritised victim-survivors tend to be overlooked
on multiple fronts, including police neglect and inaction in rape
investigations, ineffective addressing of language needs, and a lack of
referral to specialist support services %20

Despite this, national data disaggregated by both gender and ethnicity
remains starkly inadequate, rendering it difficult to accurately identify
and address health and care disparities experienced by minority
ethnic women in the criminal justice system.®*™®° These limitations
are compounded further when trying to glean a regional picture of
what is impacting upon health, care and wellbeing specifically for
this population group in northern England. Females make up just

4% of the overall prison population and 12% of the population under
the supervision of probation nationally in England and Wales,?°? and
the most common indictable offence for women is shoplifting'*®
Across northern regions, whilst the majority of the prison population
are White, other ethnic groups continue to be disproportionately
represented compared to the general population.*®2% Thus at a
regional level data granular enough to meaningfully interpret remains
lacking.

Minority ethnic women in the criminal justice system
Justice-involved and minority ethnic women in England and Wales are

marginalised within an already-marginalised population. Many women
involved in the criminal justice system have experienced emotional,
physical and sexual abuse, as well as childhood trauma, poverty,
alcohol and substance use (in prison almost half request help with

a drug problem), and almost 74% report mental health problems.'*®

203 For minority ethnic women, this is exacerbated by systemic and
institutionalised racism, reduction in government budgets for specialist
intersectional support, language barriers, and acute stigma from their
own communities.?** Minority ethnic women in prison report direct
and indirect discrimination and unfair treatment, including increased
adjudications when alleged to have broken prison rules, reduced
access to employment within the prison, and fewer opportunities for
Release on Temporary Licence (ROTL). This discrimination occurs
against a backdrop of widespread racist language, name calling, racial
tropes and stereotyping by staff’®°204

In health, the wide-ranging inequalities in accessing care and in
outcomes experienced by minority ethnic women are compounded by
the prison environment.

NHS England’s review of women’s prisons in 2023 found that health
and social care services across the women’s estate are inconsistent
and not always gender-specific, trauma-informed or sensitive to
protected characteristics.?® In our experience, the prison environment
itself can reduce autonomy, privacy and the ability to seek timely

care. For pregnant women, this is particularly concerning because all
pregnancies in prison are widely recognised as high risk.

Policy and institutional inaction

Despite their clear needs, minority ethnic women who are justice-
involved are overlooked even within policy and practice ostensibly
designed to address racial inequality. This is illustrated by the Ministry
of Justice’s 2008 Race Review,?% which examined race across the
prison estate but scrutinised no female prisons. The gap was partially
addressed the following year, when HM Inspectorate of Prisons
published Race Relations in Prison: Responding to Women from Black
and Minority Ethnic Backgrounds.?®” The report acknowledged that
women racialised as non-White had been omitted from the 2008
review and documented racialised differences across a range of
areas including offence types, sentencing patterns, treatment by staff,
health needs, and family and housing needs. It also drew attention

to the particular vulnerability of foreign national prisoners, who

faced additional layers of marginalisation due to immigration status,
language barriers, and distance from family.

Similar patterns are evident beyond the prison estate. HM
Inspectorate of Probation’s 2021 thematic inspection examining quality
and effectiveness of probation services and the impact of delivery
models focused on recovery found, across 100 cases of racially
minoritised probation service users, a lack of effective work to address
legacies of institutionalised racism within Probation Services.2%¢ All
minority ethnic women interviewed for the inspection expressed a
preference for a non-White responsible officer, pointing to broader



failures to build trust and deliver culturally responsive supervision. A
subsequent thematic inspection in 2023 found that the quality of court
work and assessments was notably poorer for minority ethnic women,
that practitioners were not always aware of specialist support services
available to minority groups, and that few providers had arrangements
with specialist organisations to support women from minority ethnic
backgrounds.2%®

The lack of visibility for justice-involved minority ethnic women in
policy persists: the current Chief Medical Officer’s report on the health

Case study 104. ‘The Muslim Women in Prison
Project’ (Buncy, Bradley et al)

The Muslim Women in Prison Project at the Khidmat Centres,
Bradford, has firsthand experience of how some of the dynamics
set out in this report operate in practice. Our insights show that a
substantive number of our clients have had limited agency in the
community when accessing healthcare, often attending a GP or
hospital appointments with or through a family member, such as a
parent, husband or mother-in-law.

Subsequently, the expectation to seek healthcare alone within a
prison setting can impinge on confidence, self-esteem and the
ability to describe symptoms or request help independently. In
custody, some women have felt even less entitled to push for
better healthcare or challenge medical professionals. Shame and
stigma can also be significant, particularly where health issues

are intimate, reproductive, mental-health related or likely to attract
judgement within family, community networks or cultural networks.

Amal

Amal was 21 when she was first incarcerated, marking her initial
contact with the criminal justice system. Her offence was linked

to wider family circumstances, and she had reported domestic
violence and coercion during the lead-up, which went unaddressed
by statutory providers. Growing up, she came from a strict cultural
background, where her freedom and independence had been
limited, restricting her ability to access services or engage fully
within her local community.

At the point of imprisonment, Amal experienced significant shame
associated with her offence, alongside ongoing coercive control

Case study 10.2. ‘The OUTCOMES Project’
(*Alderson et al)

This case study is based on an N8 Policing Research Partnership-
funded study called OUTCOMES: ‘Understanding the impact of
Outcome 16 on racially minoritised women'’s participation in Domestic
Abuse investigations’?® The study was conducted with three police
forces in the North of England.

The study explored racially minoritised women’s experiences of
police responses to domestic abuse investigations. Three specialist
Voluntary, Community and Social Enterprise (VCSE) organisations
acted as gatekeepers to identify and recruit eligible participants.
The ethnicity of participants was as follows: Caribbean (n=5), British
Pakistani (n=5), Indian (n=2), Ukrainian (n=2), Kurdish (n=1), Rwandan
(n=1), Algerian (n=1) and 1 White British whose husband was racially
minoritised.

Findings demonstrate barriers such as non-recognition of domestic
abuse or coercive control and the inability of women to articulate
their experiences in the English language. Not being provided with
an interpreter by the police influenced the survivor’s ability to have a
voice within the criminal justice investigation. The quote below shows
a lack of support and provision by the police:

of people in prison and on probation says exceptionally little about
minority ethnic women. Similarly, the Women’s Health Strategy for
England does not address the needs and experiences of minority
ethnic women at all except in relation to maternal mortality.>?

Case studies of primary research in the North of England
Given the lack of granular intersectional data on justice involved
women, we present case studies of research projects with minority
ethnic women in the North of England to centre their voices and
experience of the criminal justice system.

and manipulation from within her family network. This intensified
her distress, particularly through continued contact with them,
which she found difficult to manage.

Amal began experiencing flashbacks related to the lead up and
circumstances of the offence and struggled to adjust to the prison
environment. She approached healthcare services, expressing
that she was struggling and felt close to depression. However, her
concerns were dismissed and she was told her feelings were a
normal part of adjusting to custody.

Unsupported, over time, Amal’'s mental health deteriorated and
she began experiencing intrusive and negative thoughts, including
thoughts of self-harm. Despite multiple attempts to seek support,
her needs were not adequately recognised nor was the extent of
pressure she faced from her family through phone calls and other
communication understood.

Unable to cope with both her circumstances and the ongoing
familial pressure, Amal began to self-harm in prison, something
deeply at odds with her faith and cultural values. She concealed this
for a period, but when she eventually disclosed it, the response was
limited to increased monitoring through regular welfare checks and
an Assessment, Care in Custody and Teamwork document opened
(suicide and self-harm prevention folder). Amal felt scrutinised
rather than supported both from a mental health and physical
perspective, as the underlying causes of her distress were not
addressed.

Her emotional state remained heightened for an extended period
despite requesting counselling support whilst in custody. Amal
spent the remainder of her 2.5-year sentence self-harming and not
being given the support she required.

“The first barrier is language. Because now | speak a little bit better
English, but at that time, even the police in their reports said that |
spoke poor language. | wasn’t able to express myself, | wasn’t able to
explain properly what was happening, because my vocabulary simply
wasn’t good enough. They didn’t provide an interpreter. They saw me
speaking like this, they never provided an interpreter” (survivor 1)

Survivors discussed how systemic factors such as precarious
immigration status influenced their decision making. Survivors felt
trapped in abusive relationships due to the perceived power that
perpetrators held. Perpetrators were described as weaponising their
knowledge of the policy landscape, convincing the survivor they
would receive a hostile response due to them being a migrant. Due to
survivors’ lack of knowledge about their rights, particularly for those
with precarious immigration status, they described being fearful of
being deported. This impacted on them through not reporting to the
police and/or withdrawing support for police action. Perpetrators
recognised these vulnerabilities and exerted control over survivors.

“I think initially what my husband was doing was he held my
documents, passport, everything. At the same time, he was kicking
me out of the house and he said that’s so | can leave without my stuff,
or just to kick me out really.... So, because of my visa — | was only on
spouse’s because | missed the date for the indefinite leave to remain

43



Figure 10.4. Artwork illustrating the themes from The OUTCOMES Project*.2°
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— he was basically threatening that | can go back to Russia without Five members of the research team discussed the themes from the

my son and never see him again” (Survivor 2) qualitative data with a live artist. Two police forces and two VCSE
organisations provided feedback and adaptations were made. The

Another factor reported was the lack of awareness of the rights/civil- live artwork provided a mechanism to display and share findings in an

criminal justice provisions that survivors were entitled to owing to alternative format to the written word (Figure 10.1).

their immigration status, particularly in the context of domestic abuse.

Survivors reported that the police failed to recognise the dynamics *Project team: Dr Hayley Alderson, Professor Ruth McGovern, Dr

of coercion/control to which they were subjected. There was a lack Kausiki Sarma, Dr Claire Smiles (Newcastle University), Dr William

of acknowledgement of the potential retribution that survivors might McGovern, Dr Nikki D’'Souza (Northumbria University) and Professor

experience, alongside an associated fear of escalated risk which Geetanjali Gangoli (Durham University).

subsequently led to not supporting police action.

This research suggests that, as first responders, police play a

central role in responding to domestic abuse and can affect the
entire investigation, described by Davies and Barlow as ‘high-stake
opportunities’?" Policing is further complicated in the case of racially
minoritised women, as it is acknowledged that particular forms

of domestic abuse (also gender-based violence) - such as forced
marriage, ‘honour’-based violence and female genital mutilation may
be more prevalent in racially minoritised communities in the UK.22 213
Research shows that racially minoritised men and women have been,
and continue to be, over-policed and under-protected.?*




Discussion

It is clear that minority ethnic women are subjected to oppressive
health and justice systems whose failures are structural, cumulative
and intersectional. Whilst the total population of women involved in
the criminal justice system in England and Wales is small, it is growing
— and the inequalities these women face are deepening rather than
narrowing.

Institutional responses have yet to meaningfully reckon with the
structural conditions that produce these inequalities. Healthcare

and justice systems have historically operated within a biomedical
model anchored in colonial knowledge production that obscures the
experiences of minority ethnic women, focusing on individual need
and presenting behaviour rather than the racism, poverty, trauma and
gendered violence that shape women’s lives before, during and after
contact with the criminal justice system. As the case studies in this
chapter illustrate, the consequences of this are tangible: women’s
distress goes unrecognised, disclosures are dismissed, and the
underlying causes of harm remain unaddressed.

Effective responses require health and social care providers to adopt
a culturally competent, trauma-informed and proactive approach.
Prison healthcare must recognise not only medical need, but also the
agency, dignity and voice of women who may have been repeatedly
unheard. Much of this will also include prison and healthcare
professionals working closely with specialist providers, who
understand the intricacy of such dynamics as well as the push and
pull factors informing access to healthcare for minority ethnic women.
Change requires authentic engagement with minority ethnic women
with lived experience of health and justice systems, not superficial
methods of involvement and co-production.

Recommendations

1

Linked, disaggregated data on the health and criminal justice
experiences of minority ethnic women should be collected
and published at national and regional levels, to enable
meaningful monitoring of inequalities and inform targeted
intervention.

The absence of data on the health experiences of minority
ethnic women in the criminal justice system should not

be interpreted as an absence of need; services should
proactively seek to understand why women are not coming
forward and address the barriers that prevent disclosure so
women feel confident, safe, believed or supported enough to
disclose their concerns.

Specialist intersectional provision for minority ethnic women
in the criminal justice system should be protected and
sustainably funded, reducing reliance on overstretched
voluntary and community organisations.

Minority ethnic women involved in the criminal justice system
should have proactive access to appropriate legal and
specialist services, rather than being required to identify and
source this support themselves.

Minority ethnic women with lived experience of health and
justice systems should be engaged in the design, delivery
and evaluation of services, with continuity of support
recognised as essential rather than optional.
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Chapter 11.

Multiply marginalised populations: Roma

Women

Authors Lois Orton and Olga Fuseini

Summary

B Roma women in Europe face some of the most severe
health inequalities of any group in this report, and in England
the overall Roma life expectancy is believed to be up to 10
years lower than majority populations — yet reliable, gender-
disaggregated data on Roma health is limited.

B Policy has consistently failed Roma, and particularly Roma
women, by overlooking the experiences of Roma people and
through the persistent conflation of Roma with Gypsy and
Traveller communities whose needs and circumstances only
partially overlap.

B | ocal needs assessments in Sheffield, Manchester and Leeds
point to consistent priorities — poverty, housing, language, trust
and lack of community services capacity - but these have rarely
been acted upon.

Context

‘Roma’ is a collective, largely political, term used to classify many
different populations with varied experiences and health status.
People defined as Roma often resist such classification due to well-
founded fears of prejudice and violence. Others have started to use
the moniker to show solidarity.?"®> Roma should not be confused with
Irish Travellers or English Romany Gypsies, who have different cultural
and historical origins — even if they are often linked in policy under
the construct Gypsy-Roma-Traveller (GRT). Roma people live all across
the world and are thought to form the largest racialised group in the
European region?® with the highest numbers in Central and Eastern
Europe and the Balkans.?” Most Roma living in the North of England
have relatively recently arrived from Central and Eastern Europe

and the Balkans — either as refugees or under pre-Brexit freedom of
movement. Despite common misconceptions, less than 20 percent
of Roma are believed to live an itinerant lifestyle — including seasonal
mobility across regional and national borders.?®21°

People seen to be Roma (or the previous pejorative ‘Gypsy’) have
faced generations of discrimination and persecution — including
enslavement, forced displacement, violence, cultural annihilation,
medical experimentation, eugenics and genocide.?? They face

one of the last remaining forms of acceptable racism, sometimes
referred to as ‘antigypsyism’.??' The effects of intergenerational
transmission of trauma are strongly felt,>?? and are arguably the most
significant influence on the lives of Roma people.?* The UK’s exit
from the European Union (EU) in January 2020 made the continuing
racialisation of Roma people hard to ignore. Popular media discourse
during the EU referendum campaign involved scapegoating and
demonisation of Roma people to help shape negative attitudes
towards Eastern European immigrants.??*

Although not always the case, Roma tend to experience higher

levels of poverty, poorer housing and lower access to education and
employment than majority populations.?2° 22> Roma women additionally
face various forms of gender-based discrimination and violence,
including forced sterilisation.??¢22 However, Roma are not victims, with

Figure 114. Still from the animation ‘Resisting Complicity with
Oppression of Roma People’ created from the text of a paper by Orton
et al. on the health and social inequalities experienced by European
Roma populations.z°
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Within this context, Roma women living in the North of England face

a unique combination of inequalities. There are very few policies
addressing their specific health and social needs, and Roma voices
are seldom heard in policy spheres nationally and globally. Although
data are limited, Roma people living in England tend to experience
around 10 years lower life expectancy than majority populations, with
Roma women experiencing particularly poor health. This chapter
provides a brief summary of a highly complex picture that has been
pieced together across disparate data sources. We draw on European
research; national data; local needs assessments from Sheffield,
Manchester and Leeds; and personal perspectives to describe the
experiences of Roma women in the North of England and what needs
to change.

Policy concerning Roma people in England

Roma people are identified for protection under the Equality Act
2010. Despite this and a growing Roma civil society, Roma have until
recently faced very little attention in English health and social policy.
Before leaving the EU, the UK was required to produce a National
Roma Integration Strategy (NRIS). However, none of the policy
measures included were specific to Roma, instead referencing pre-
existing equalities and inclusion legislation. Once the UK left the EU
the NRIS disappeared and was not replaced with a domestic policy
commitment.

A common (but mostly ignored) concern flagged by Roma civil
society is that Roma have much in common with other migrant
groups (including language and immigration needs), but this is often
overshadowed by issues of planning and accommodation associated



with Gypsies and Travellers.?®' Over the years, various Ministerial
Working Groups and Inquiries have published commitments and
recommendations (often under the conflated GRT construct)
promoting cross-departmental working to tackle the complex and
intersecting inequalities experienced by Roma people. Most have yet
to be responded to or acted upon by the UK Government.

Most recently, ‘GRT’ have been named by National Health Service
(NHS) England as an ‘Inclusion Health Group’, meaning they are seen
to require special attention due to their additional health needs.
Roma are also included in the work of the cross-government Health
and Wellbeing Alliance. Together the Alliance has produced a ‘Roma
Health Guide’, that aims to inform frontline NHS staff to support Roma
access and engagement with services. See Orton (2026) for a more
complete overview.?3?

The health of Roma women and underlying factors

A growing body of research compares the health of Roma and
majority populations across Europe. These data, whilst pertaining to
other countries, are relevant to Roma people living in the UK, most
of whom have arrived within the last 10 to 20 years. These studies
suggest that, despite considerable heterogeneity of circumstances,
most Roma populations appear to suffer poorer health and wellbeing
relative to non-Roma — including higher rates of communicable and
non-communicable diseases, poorer self-rated child and maternal
health and higher mortality rates.?** Health indicators for Roma are
often worse than for other groups in similar socioeconomic positions
(e.g. as measured by social class®**) with Roma women experiencing
the worst health of all.??’ Reports suggest that gaps in morbidity and
mortality rates between Roma and non-Roma continue to widen

in most settings.?” This threatens people’s “Right to Health,” a key
component of the International Covenant on Economic, Social and
Cultural Rights.?%

In England, Roma life expectancy is reported to be up to 10 years
lower compared to non-Roma communities.?*® Unfortunately, census
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data on the health of people who identified themselves as Roma in
England and Wales are distorted by this lower age profile and do
not provide a reliable picture. Data disaggregated by gender are
not yet publicly available. Explanations for the poor health outcomes
that many Roma experience typically focus on a deficit ‘culture’ and
associated lifestyle and behaviour ‘choices’ %’

Such explanations ignore the subtle and complex, multi-dimensional
and interacting processes linking multiple oppressions (based

on racialised and gendered identities) and poverty with health
inequalities.?* Roma, and Roma women in particular, face adverse
differential treatment and experiences due to overlapping systems of
oppression that increase their exposure to risk factors for poor health
beyond those that can be explained by poverty.?*®

The underlying causal processes that shape Roma health inequality,
including the legacy of past and continuing structural violence,
social injustice and the intergenerational transmission of trauma,
are left largely unexplored. Further research and data are needed
to understand the wide-ranging psychological, social and economic
impacts of racism, sexism and poverty that are likely to have the
largest impact on the health of Roma women living in the North of
England.

Experiences from the North of England

Data from the North of England are patchy, with very little focus on
gendered experiences. Some local reports have been produced, but
rarely acted upon, and many focus downstream on health indicators
and service use, rather than the broader social, economic and political
drivers of health inequality.

In 2016, a 75-page Slovak Roma Health Needs Assessment (available
on request from Sheffield City Council) was published based on
extensive data generation in Sheffield. It concluded with eight
specific recommendations focusing on intersectoral working, data
requirements, specific health and housing concerns and ways of
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engaging better with Roma people (including language support
and mediation). In terms of Roma women, the report flagged high

teenage pregnancy rates and low access to antenatal care as being of

particular concern.

In 2024, Manchester City Council produced a Joint Strategic Needs
Assessment for Gypsy, Roma and Traveller Communities concluding
that health outcomes for Roma are heavily influenced by living and
working conditions, including education, employment and housing,
and problems in accessing services.?*®* Recommendations include a
focus on poverty and high unemployment as an underlying cause of
health inequality; closer working with the Voluntary, Community, and
Social Enterprise sector; better data collection; and inclusivity and
‘cultural awareness’ training for health staff.

In 2023, Leeds Health Observatory produced 16 recommendations
for improving the mental health and wellbeing of Roma people living
in the region.?*° These focused on Voluntary, Community, and Social
Enterprise involvement; community spaces for Roma; education

and employment support; improving housing standards; better data
gathering; building trust in services and addressing language barriers.
Taken together, these local assessments point to a consistent set

of themes — poverty, housing, data, language, trust and the need

for increased community organisation capacity — yet progress in
acting on their recommendations has been limited, and none has
systematically addressed the specific experiences of Roma women.

Box 111. Barbora’s Story

Context

Barbora’s story was developed by Barbora (not her real name)
with Roma VCSE staff who have worked directly with her over
several years. It was chosen to illustrate the complex drivers of
health and social inequality experienced by many Roma women
living in (the North of) England. Her story is accompanied by

an illustration produced by an independent artist based on the
written text.

Barbora’s Story

Barbora, who is Slovak Roma, has lived in South Yorkshire with
her husband, five children and three grandchildren for many
years. She speaks only limited English. She is well known to the
local Roma support charity, seeking help with many adverse
experiences. Shortly after recovering from surgery for breast
cancer, Barbora'’s children were removed from her care when it
was suspected there was an arranged marriage for one of her
daughters. Barbora co-operated with Social Care and eventually
managed to have her children returned on the condition they
do not leave the UK until they are 18 years old.

Recently, Barbora’s husband experienced a severe stroke,
leaving him temporarily unable to walk and seriously affecting
his speech. A misunderstanding led his care home to believe
he had discharged himself. Barbora was left to care for him

in a small terrace house in great need of repair and with an
inappropriate layout to safely accommodate his basic needs
(such as using the toilet).

Barbora struggles financially. She is able to claim benefits for
herself. However, her husband is still negotiating the complex
process of acquiring Settled Status. He cannot claim any
support for his care and is facing high NHS bills. Barbora
managed to arrange for him to return to Slovakia where he can
access the care that he requires but she is unable to join him
due to their children’s travel restrictions. Throughout all these
experiences, Barbora has struggled to access the support and
information she has required, causing her significant emotional
distress.

Box 11.2. Roma Health Stories

The Roma Health Stories project?*' conducted two-stage life
history interviews with 10 Czech and Slovak Roma women
living in Rotherham. Participants were identified to explore

a diversity of experiences. Interviews followed a loose topic
guide to explore people’s life stories in the order and manner
that they wished. The second interview followed up on themes
mentioned in the first interview, in particular probing in more
depth on health and wellbeing experiences. Most interviews
were conducted in Czech/Slovak in people’s homes. The
women who took part in these interviews were then invited

to produce ‘visual | poems’ to allow them to help shape the
interpretations of their health and wellbeing stories. For each
participant, the project team read through the transcripts
relating to the interviews and highlighted the use of the first
person ‘I’ and the seemingly associated text. I-phrases were
lifted out of the transcript and arranged into stanzas based on
different topics and voices. Once an I-Poem had been created
the participant checked and revised the content. They were
provided with arts materials and invited to rearrange the text
and to visually enhance the poem with illustrations, doodles,
etc, to depict important people and places referred to in the
poem. Here we show extracts from the visual | poems depicting
the experiences of Viktoria and Petra.

Recommendations

1. Data on the health of all Roma people should be presented
separately from that of Gypsy and Traveller communities to
better understand their unique experiences.

Policies to improve the health of Roma women should
address racism, poverty, sexism and the intersection of these
factors as the root cause of inequality, rather than focusing on
lifestyle or behaviour, which are more often consequences of
structural disadvantage than causes of it.

3. The considerable diversity of Roma identity and experience
across the North of England should be recognised in policy
design, avoiding the assumption that Roma communities are

homogeneous in their needs or circumstances.

4. Roma women, and Roma more generally, should be involved
in policy development from the outset, including in defining
and describing the problems that policy seeks to address,
rather than being consulted after decisions have been made.

Grassroots, community-led action within Roma communities
should be formally recognised and sustainably funded, rather
than left to operate without resources while statutory services
fail to meet need.




Chapter 12.

Holding the line: Minority ethnic women-
led organisations, community impact and

the limits of goodwiill

Authors Stephanie Ejegi-Memeh, Oluwaseun B Esan and Claire Hart

Summary

B Community-led organisations play a critical but undervalued
role in supporting minority ethnic women in the North, bridging
gaps left by statutory services through culturally responsive,
trust-based provision that mainstream systems consistently fail to
replicate.

B The needs met by community-led organisations are complex and
wide-ranging: spanning physical and mental health; gender-
based violence, housing insecurity, and employment status.
Many minority ethnic women experience multiple challenges
simultaneously, compounded by immigration status, language
barriers and socioeconomic deprivation.

B Community-led organisations achieve outcomes that go beyond
crisis response. Many women who first access services as users
become volunteers, facilitators and leaders — with many going
on to secure employment — demonstrating the transformative
potential of grassroots provision when properly supported.

B Chronic funding instability and grant processes which exclude
community organisations are the greatest threat to this sector.
Organisations are expected to compensate for statutory failures
and support those in crisis without equivalent resources or
recognition.

Context

Women face overlapping disadvantages across key areas such as
health, housing and occupation, and these issues are heightened for
women from minority ethnic groups. Statutory systems repeatedly fail
these women, often repeating or exacerbating structural inequalities
and reducing wellbeing, safety and ability to flourish.?4224 This often
leaves community organisations to bridge the gap between need
and provision.?** In doing so, these organisations prove that the
survival and flourishing of women from minority ethnic groups relies
not on top-down state benevolence, but on self-determined, radical
community solidarity.

In this chapter, we present two case studies and four personal
perspectives exploring grassroots service provision for women
from minority ethnic groups. These examples explore the power
and potential of organisations embedded within communities. They
showcase the added value of understanding lived experience,
embedding cultural understanding and developing lasting and
meaningful relationships that are built on trust.

Case study 121. Co-creating organisational responses to equity — perspectives from
organisations supporting minority ethnic women in the North of England

Authors Hoda Fatima Fallah, Miriam Ejim, Samantha Morgan, Nasima Akhter, Faye Ruddock, and Oluwaseun B Esan
University of Liverpool, Caribbean and African Health Network (CAHN), and Teesside University.

Approach

Voluntary, Community and Social Enterprise (VCSE) organisations play
a dominant role in supporting the needs of minority ethnic women
living in the North of England, although the contributions are often
unrecognised. When creating effective place-based policies, it is
crucial to recognise, understand and support the untold contributions
of these VCSE organisations by creating a mechanism for future
ongoing collaborations.

C.O.R.E. (Co-creating Organisational Responses to Equity) is a
participatory action research study conducted in partnership with

the Caribbean and African Health Network (CAHN), the University

of Liverpool and Teesside University. Here we report on a two-hour
online co-creation workshop aimed at understanding how community-
led organisations in the North of England support minority ethnic
women with their health, housing and employment challenges to
identify areas for policy improvement. Eight VCSE organisations from
Liverpool, Greater Manchester and Middlesbrough participated in the
workshop, which was facilitated using a trauma-informed approach
with CAHN peer researchers. Participants were active co-researchers,
not research subjects.

Findings

Participating organisations supported a wide range of women

from minority ethnic groups (>15), including African, Arab, Eritrean,
Ethiopian, Kurdish, Middle Eastern, South American, South Asian, and
Ukrainian. Three-quarters of the organisations had been operating for
over a decade.

The workshops revealed the profound unmet needs of minority ethnic
women in the North. Organisations described women presenting

with mental health difficulties rooted in trauma and domestic abuse,
maternity fears, safeguarding concerns and an inability to access
basic health services, including difficulty registering with a GP on
arrival. Being dismissed and encountering culturally inappropriate
care were recurring themes. These organisations respond by bringing
health professionals into community spaces, accompanying women
to appointments, adapting advice to culturally specific contexts and
building trust through lived experience. It is this trust, accumulated
over years, that enables them to reach women whom mainstream
services are failing.

Housing insecurity was identified as a critical and under-addressed
issue. This is particularly acute for women whose visas include the
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condition ‘No Recourse to Public Funds’. On health, participants spoke
with pride about NHS partnerships that brought health professionals
directly into their spaces, about cervical screening outreach, about
the Living Well Bus visiting their premises. On employment, the

most striking finding was the depth of transformation organisations
achieve with women who, having first accessed support, go on to
become volunteers, then facilitators, eventually leading their own
workshops and securing employment. Participants’ contributions

had been recognised through awards by their local councils, as well
as nominations for the King’s Award for Voluntary Service, but they
valued above all the opportunities for women who had once needed
support to lead the sessions themselves for other women. This circle
of empowerment was, for many, the clearest measure of their impact.

Yet these organisations are struggling. Every participant identified
funding as the dominant challenge: its absence, its instability and the
structural disadvantage faced in accessing funds by organisations
led by minority ethnic groups. Grant processes designed for larger
bodies systematically exclude community groups without dedicated
fundraising staff. Organisations are routinely expected to cover
out-of-hours crises and bridge statutory failures without adequate
resources. The need to demonstrate impact in ways funders
recognise — but lacking the resources to do so — compounds the
problem further.

What must change

The organisations that participated in C.O.R.E. are not filling gaps at
the margins of the system, they are holding communities together at
its centre. Policymakers seeking to reduce health inequalities in the

North of England should have effective mechanisms for implementing
place-based solutions with these organisations as equal partners. To
meet this need:

» Grant funding frameworks must be redesigned to be genuinely
accessible to small, community-rooted organisations — simplifying
processes, weighting lived-experience credibility, providing longer
funding cycles and ring-fencing commissioning budgets for VCSE
organisations working with underserved communities.

- Housing insecurity for women with No Recourse to Public Funds
must be treated as a health and equity priority.

« Local authorities and NHS Integrated Care Boards should
develop joint protocols for supporting these women and resource
community organisations as navigators within those pathways as a
planned and funded part of the system.

- Statutory services must stop treating community organisations as
a last resort and invest in them as infrastructure. Peer researcher
models, community health navigation roles and co-produced public
health initiatives should be funded as core provision, not as time-
limited projects that dissolve when the grant ends.
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Case study 12.2. Family dynamics and emotional wellbeing

Author Hawa Yatera

From January to June 2025, our organisation United Women
Affiliation delivered a community-led research project examining the
emotional wellbeing of underprivileged single mothers in Sheffield,
with a particular focus on refugees and asylum seekers from
Sub-Saharan Africa. This initiative marked a significant achievement in
our ongoing commitment to reducing health inequalities and ensuring
that underserved communities are meaningfully represented in
research and service design.

The project emerged in response to clear community need. Many
single mothers attending our organisational events were experiencing
profound emotional strain, social isolation, and barriers to essential
services, yet their experiences remained largely invisible within
mainstream support systems. Establishing this project required
building trust, developing culturally safe research environments,
and addressing practical barriers such as childcare, food insecurity,
and language challenges. Through strong partnerships and the
involvement of bilingual community researchers, we ensured that
participants felt respected, understood, and able to share their lived
experiences openly.

Using a community-based participatory approach we recruited
nineteen women for interviews. Six children (aged 10-15) shared

their stories under parental guidance, and two focus group
discussions (24 women) were conducted. Findings showed that

81% of underprivileged parents that participated in this study were
extremely isolated and felt lonely with few activities to engage with;
76% experienced poor emotional wellbeing and had never had access
to inclusive mental health services; 19% experienced high pressure

in parenting and had no time for self-recovery; 76% were still waiting
for therapeutic services for more than two years; and 90% were
economically inactive due to parental responsibilities and a lack of
skills for flexible jobs. Children felt pity and anger toward their mothers
when their needs went unmet and 24% of participants spent most of

the time in the house.

Participants were not simply respondents; they were co-creators

who shaped the direction and priorities of the research. Many
described this as the first time they felt genuinely heard. Alongside
data collection, we provided holistic support including interpretation,
advocacy, wellbeing sessions, and culturally appropriate food, helping
families navigate GP registration, mental health pathways, and
essential services.

The impact of this work has been substantial. The project reduced
social isolation, strengthened community connections, and improved
access to support. It also generated robust evidence highlighting
systemic barriers related to language, service accessibility, and

the emotional pressures of parenting in contexts of poverty and
displacement.

We are most proud that this project transformed research into
healing, creating safe spaces, strengthening confidence, and laying
the foundation for more culturally responsive services that reflect

the realities of the mothers we serve. It is a clear example of how
community-led research can both generate important data and have a
powerful impact on women’s lives.
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Perspective 121. The creation of the International Women in Sheffield Group

Author Livia Barreira

The year was 2016. A Brazilian woman in her early 30s had just
arrived in Sheffield, northern England. Like many other migrants

she was carrying a suitcase full of dreams and expectations. In that
initial moment, in a completely different environment, she felt excited
as a new chapter of her life was starting. However, as time passed
she realised that her journey in a new country would be much more
challenging than she thought. The reality is that it can be quite lonely
as a newcomer and making friends as an adult is really difficult.

Ten years later she is here writing this piece and sharing how she
found her path in the UK, despite all the difficulties. Let me properly
introduce myself. My name is Livia Barreira. | am originally from
Fortaleza, Brazil. During my time in Sheffield, | have been using my
communication and community engagement skills — alongside my
best Brazilian energy — to proudly create supportive, safe and joyful
spaces for women from our international community.

Writing my book “Living in Sheffield: Our Journeys as Migrant Women”

made me realise how many other migrant women also struggle to find
a community where they feel comfortable and genuinely supported.
After publishing the book, in 2023 | organised a coffee morning
focused on offering a safe, joyful experience. About 25 women turned
up to this event, and the International Women in Sheffield community
group was born. Since then, this group has grown organically and

in 2026 we are a meaningful community of nearly 350 women from
across the world, with respect as our key value. | completely believe
that when we are together we are much stronger, especially when we
face an increasingly hostile environment towards migrants. Building
meaningful connections with diverse communities creates not only a
safe space for us to connect and socialise, but it also contributes to
tackling stereotypes.

| am very proud of every single step | took to open up spaces for
other migrants, especially women from the Global South like me,
to feel encouraged and proud of who they are and their valuable
contributions.

Perspective 12.2. Positive Contributions to Women’s Lives — My journey to setting up

“Let Us Speak Out CIC”
Author Nwugo Ugada

Let Us Speak Out is a community-based initiative supporting Black
African women across issues relating to sexual wellbeing, mental
wellbeing, domestic and sexual violence, menopause, and other
interconnected health concerns. The initiative was developed
following my lived experiences of domestic and sexual violence
while growing up, and my master’s dissertation on the impact of
intimate partner sexual violence among Black African women. There
is increasing visibility of the extent and impact of domestic and sexual
violence and relationship breakdown within some Black African
communities in the United Kingdom. However, my work highlighted
research gaps and the need for culturally responsive approaches, as
well as the need for safe, accessible spaces where women can seek
support for their sexual and mental wellbeing without judgment or
shame.

Drawing on many years of practice and research-informed insight,
the work recognises the intersecting factors shaping women’s
experiences, including patriarchal social structures, cultural
expectations, and the taboo surrounding women speaking openly,
particularly in public, about domestic and sexual violence and mental
wellbeing within many African communities. These factors can affect

women’s psychological wellbeing, contributing to emotional distress,
anxiety, and reduced self-esteem, and may also impact reproductive
and sexual health through stress-related physical symptoms. Let Us
Speak Out adopts a holistic and culturally sensitive approach that
centres women’s lived experiences, promotes open dialogue, and
strengthens awareness of rights, choices, and available support.

A key contribution of this work has been building trust within
underserved communities. For example, one woman described
prolonged emotional distress linked to menopause and intimate
partner violence-related challenges. Still, she had not felt able to

seek help due to stigma and fear of not being understood. Through a
culturally attuned and non-judgemental space, she was able to access
support and begin rebuilding her wellbeing, alongside strengthening
her confidence to speak openly about her experiences.

Looking ahead, Let Us Speak Out aims to expand its reach through
education, advocacy, and collaboration. A central aim is to build
women’s confidence to speak out without fear of judgment, shame,
or isolation, and to support them in contributing to decision-making
regarding their sexual wellbeing within their relationships.

Perspective 12.3. Bridging Cultural Barriers in Women’s Healthcare Access: A Reflective

Perspective
Author Poppy Choudhury-Green

Women’s Community Boutique CIC is a community interest company
based in Sunderland, established to tackle poverty, isolation and
inequality among women in the North East through a unique blend of
sustainable fashion, practical support and skills building. We combine
a free shared wardrobe, food pantry and hygiene provision with a
bridal wear service that funds our work, alongside workshops in
upcycling, cookery, ESOL, digital literacy and dance. With no eligibility
criteria, we support whoever needs it, always ensuring women shape
that support themselves. Through this, we have helped women
facing domestic abuse, hardship, isolation and language barriers,
supported many into paid roles, education and self-employment, and
built a trusted, dignity-led space recognised across Sunderland. We
are now extending our reach through an online store, multilingual

materials and dedicated programmes for domestic abuse recovery
and women 45+, working towards becoming a leading North East hub
for sustainable fashion and community support.

Access to healthcare for minority ethnic women is often framed in
terms of service availability; however, my lived experience suggests
that access is more deeply shaped by confidence, cultural norms,
language, and trust. Drawing on both my personal background as a
British Bangladeshi woman and my work supporting women through
a community organisation, this reflection explores how women
understand and engage with healthcare, and how current approaches
can unintentionally reinforce barriers.
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From my experience, many minority ethnic women do not lack access
to services in a physical sense, but rather the confidence and agency
to use them. Language barriers, unfamiliarity with systems, and
cultural expectations around silence and endurance often prevent
women from articulating their needs. Health concerns are frequently
normalised or dismissed, particularly those relating to menstruation,
perimenopause, and reproductive health.

Cultural silence plays a significant role in shaping these experiences.
For example, during Ramadan, Muslim women who are menstruating
are exempt from fasting, yet many feel a sense of shame and may
hide the fact that they are eating. This reflects a broader discomfort
around discussing menstruation openly. In my own adolescence, |
fasted for the full month, which led to my menstrual cycle temporarily
stopping. This was not recognised as a health concern, as | lacked
awareness of its significance and did not discuss it. Similarly, my
mother experienced menstruation and menopause without ever
openly discussing discomfort, reinforcing a generational pattern of
silence.

Healthcare services often attempt to engage minority ethnic

women through culturally specific groups. While well-intentioned,
this approach can reinforce existing norms that discourage open
discussion. When women are surrounded by others who share the
same cultural beliefs, they may feel less able to raise concerns, as
these are often perceived as complaints rather than legitimate health
issues.

In contrast, my work has demonstrated the value of inclusive, mixed

Perspective 12.4. Nur Fitness

Author Shazia Noor https://www.nur-fitness.co.uk/

community spaces. Bringing together women of different ages,
ethnicities, and experiences creates opportunities for shared learning
and increased confidence. For instance, a young British South Asian
woman in our group once hesitantly raised concerns about a skin
condition. Other women, including a British White retired nurse,
recognised the symptoms and encouraged her to seek help from

a pharmacy. She did so immediately and accessed appropriate
treatment. This interaction was only possible because she felt safe
within a diverse group where knowledge and experiences were
shared openly.

Such examples highlight that healthcare access is not solely
dependent on professional intervention, but also on peer support

and trust. Women are more likely to seek help when they feel heard,
understood, and free from judgement. This suggests a need to rethink
current engagement models.

Building trust requires consistent, long-term presence within
communities. Healthcare professionals who engage regularly and
become familiar faces are more likely to be approached. While
this may present logistical challenges, it offers a more sustainable
approach to improving access.

In conclusion, improving healthcare access for minority ethnic
women requires moving beyond culturally segmented approaches
towards inclusive, community-based models. By creating safe spaces,
encouraging open dialogue, and building trust over time, healthcare
services can better support women to understand and advocate for
their health.

Nur Fitness is an award-winning community organisation, based in
Middlesbrough, dedicated to the health and empowerment of women
and families. They work with all women but specialise in working with
minority ethnic communities. They provide awareness, prevention
and management programs addressing areas of physical and mental
health, and employability and self-confidence courses.

In terms of approaches to reaching women from minoritised ethnic
groups, from my experience the most effective ways are through
trusted and familiar environments. Faith-based settings such as
mosques, Quran classes, and women'’s gatherings in homes can work
well, as women already feel comfortable and safe in these spaces.
Similarly, local community groups and organisations, as well as
initiatives like NUR Fitness, are helpful because relationships and trust
are already established.

Informal, everyday spaces are also really important. Places like

local clothing shops and beauty salons often act as social hubs
where women speak openly and share information, so they can be
valuable for engagement. Word of mouth is particularly powerful
within our communities: once trust is built and women have a positive

experience, information spreads quickly through personal networks.

Social media is another useful route, especially platforms like TikTok,
where many women access information and learn about opportunities.
Schools are also a good point of contact, as they connect directly with
mothers and families and can help reach women who may not be
involved in other groups.

In terms of gender and cultural aspects, | think it's important to
recognise that in some communities, women are more likely to be
seen in caregiving roles only. They have a lot of pressure on them

and no time, which can affect capacity or confidence to get involved.
Some women may not feel comfortable speaking openly, especially

in mixed settings, so female-only spaces can really help. Family
dynamics can also play a part in whether women feel able to take part.
From what I've seen, women engage more when they feel at ease, not
judged, and when things are done in a more informal and respectful
way. Building that trust over time is key, as it helps reduce any feelings
of imbalance and allows women to feel more confident in sharing their
views.




Discussion

These studies showcase the undeniable power of grassroots
organisations to meet unmet needs in underserved groups. They
highlight the breadth of complex health and social care needs,

but they also highlight the untold contribution made by voluntary
agencies. By tapping into the knowledge and lived experience within
communities, agencies can both address gaps left by statutory
services and improve the suitability and effectiveness of what is
provided.?*® They are better able to build culturally responsive
services, to act as cultural brokers between communities and external
parties, and to respond more effectively to cultural and linguistic
barriers.?** To rely on the unpaid and underfunded labour of minority
ethnic women to fix statutory failures is not just unsustainable — it is
institutional exploitation. True equity requires shifting from a mindset
of piecemeal funding to a redistribution of power, recognising that
these women are not just service providers, but the architects of their
own liberation.

A key foundation for the success of community-led services is their
ability to build trust.?*® Trust can be hard to achieve within statutory
services due to limitations in their understanding of the needs of
minority ethnic women, and the focus on short-term provision.?*?

247 Trust is largely relational and develops over many years through
demonstrations of reliability and understanding. The development of
trust within community-led organisations such as these has allowed
them to create non-judgmental, trauma-informed spaces. Trust has
also supported them in meaningful co-production, which strengthens
mutual understanding and allows the agencies to respond more
accurately to the needs of their users.2¥

The case studies also showcase how women enter services requiring
help, then move into roles in facilitation or leadership. This captures
the transformative power of community engagement to support
personal development, harness unused knowledge and skills, and
unlock women'’s potential.?*¢ The case studies describe services which
help women to feel safe and supported, but to also experience joy,
moving beyond survival, to enable women to live well and flourish.24°

Finally, the value of voluntary organisations should be acknowledged
in the context of the challenges they face. They have stepped in to

address needs where statutory services fail, but they are not immune
to the pressures of meeting complex needs.?*® The backdrop of the
hostile environment for minority ethnic groups, the ongoing scrabble
for funding, and demands to provide services alongside existing
exclusionary systems all have the potential to undermine voluntary
organisations.?° If we continue to expect voluntary community-led
agencies to fill gaps that should be met by statutory organisations,
then we risk exploiting their energy and goodwill. If we wish to see
community-led organisations thrive, we need to employ the same
values they do: listening to understand; demonstrating respect for
women’s capabilities; celebrating achievements; and committing to
long-term support.24224 In a world that so often isolates individuals
and communities, these grassroots movements offer a masterclass
in solidarity. The achievements of community organisations led by
minority ethnic women prove that when these women are truly seen
and supported, they do not just endure, they lead, transform, and
thrive.

Recommendations

1.

3

Grant funding frameworks should be redesigned to

be genuinely accessible to small, community-rooted
organisations including simplified application processes,
longer funding cycles, and ring-fenced commissioning
budgets.

Statutory services should invest in VCSE organisations

as core infrastructure rather than a last resort, with peer
researcher models, community health navigation roles and
co-produced public health initiatives funded as sustained
provision rather than time-limited projects.

Faith communities and grassroots networks should be
recognised as important sources of support for minority
ethnic women, including those living with and beyond serious
illness, and should be engaged as partners in the design and
delivery of health and social care services.

The unpaid and underfunded labour of minority ethnic
women and the organisations they lead should be formally
recognised and adequately resourced, with commissioning
bodies committing to long-term partnerships built on respect,
trust and shared power.

53



54

Chapter 13.

The power of data to address health
inequalities faced by minority ethnic

groups

Authors Akansha Singh, Sophia D. Amenyah, Rizwana Lala, Nasima Akhter

Summary

B Reliable and complete ethnicity data are essential for identifying
and tackling inequalities faced by minority ethnic groups.
Significant gaps persist across health and administrative
datasets, with data quality varying substantially by source and
region. This undermines efforts to address the underlying causes
of health inequalities, limiting opportunities to address them
through policy change, improved service design and equitable
resource allocations.

B Critical gaps persist in the availability of data that allow
disaggregation of specific ethnic groups. Broad categorisation
such as ‘White’, ‘Asian, Black or Mixed’ does not capture the
variation in health outcomes or lived experiences of specific
ethnic groups. Gaps in disaggregated data also obscure and
limit analyses of intersecting inequalities — including economic,
gender, disability — experienced by different ethnic groups.

B Gaps and poor data quality have multiple complex causes
including outdated systems, inconsistent approaches across
organisations, culturally incongruent data collection tools,
inadequate staff training, and systemic barriers related to trust,
language and data governance — all of which disproportionately
affect minority ethnic groups.

B Current and historical NHS—Home Office data-sharing
arrangements, alongside concerns about third-party access to
NHS data, undermine trust among migrant and minority ethnic
groups. This can discourage engagement with health services
and disclosure of information, further contributing to gaps in
ethnicity recording and analysis of health data.

B Data and Al are central to the NHS 10 Year Health Plan. However,
significant under-representation of minority ethnic groups in
health and genomic datasets — often due to study design, or lack
of participation — creates risks that these technologies exclude
groups, and reproduce or amplify existing inequalities.

B There is a need to develop processes to integrate qualitative
data into quantitative data systems to fully understand lived
experiences of multiply marginalised groups such as minority
ethnic women in the North.

Context

We cannot effectively tackle health inequalities if we do not
understand the scale and types of inequalities experienced by
different groups and the social determinants of these inequalities. This
is particularly true for minority ethnic women in the North of England,
whose experiences sit at the intersection of gender, ethnicity, place
and socioeconomic disadvantage. Intersectionality — the recognition
that these factors overlap, interact and reinforce one another to shape
health outcomes in ways that cannot be understood by examining

any one alone — is therefore central to the aims of this report. Yet our
ability to apply an intersectional lens is fundamentally constrained by
the data available to us.

Reliable data on ethnicity is a prerequisite for adequate and accurate

assessment of health inequalities. Yet gaps in how ethnicity is
recorded across NHS and administrative datasets remain a significant
and largely unresolved problem.?%'252 These data gaps undermine
our capacity to identify where, when, for whom and to what extent to
intervene. They also limit our capacity to understand which factors,
such as socioeconomic deprivation or access to care, sit on the
pathway between ethnicity and poor health outcomes.

Critically, incomplete, incorrect or unrepresentative ethnicity records
also weaken cost-effectiveness analyses, since credible estimates

of the cost-effectiveness of an intervention for a minority ethnic
group require a sufficiently large and representative sample of that
population to appear in the data (National Institute for Health and
Care Excellence 2%3). Without improving the completeness of ethnicity
recording — and the consistency of how ethnicity is recorded between
different data sets to enable like-for-like analyses — we risk bias in
health data.?>* A critical limitation running throughout this report is the
difficulty or even impossibility of examining the intersecting effects of
gender, ethnicity and region due to lack of disaggregated data.

Due to the lack of datasets with adequate representation at ethnic
group level, there were instances when analyses have had to rely

on broad categories such as ‘White’ vs ‘Asian, Black or Mixed’
ethnicity, which masks the differences that exist within and between
ethnic groups, and also by region. Furthermore, this has prevented
intersectional analysis; this would require adequate ethnically
disaggregated regional within regions. As Krieger and Davey Smith
remind us, reducing health inequalities demands that we look beyond
individual-level risk factors to the structural conditions, including
discrimination, poverty, and exclusion, that data systems themselves
too often fail to capture.?® In this chapter we describe why data
quality matters, the state of the UK data landscape and what needs to
change.

Why the quality of ethnicity data matters

The consequences of poor ethnicity data quality are not abstract.
Minority ethnic groups already face poorer access to health care
services and worse outcomes than the White British population
across a range of conditions, and these inequalities are compounded
when gender, place and socioeconomic disadvantage intersect, as
this report consistently demonstrates. Underlying risk factors for
poor health — such as access to resources and healthcare, health
behaviours, cultural norms, gender roles and women’s empowerment
— tend to vary by ethnicity. Good quality data is therefore a
cornerstone for understanding and effectively addressing long-
standing ethnic inequalities in health.?56257

COVID-19 further revealed the depth of these health inequalities

with South Asian, Black and Mixed ethnic groups all facing higher
rates of infection and mortality than White ethnic groups.28 258260 The
stark inequalities in the UK are further emphasised by the higher
maternal mortality among Black women and minority ethnic women
from lower socioeconomic background,?' and lower access to mental



health services among minority ethnic groups.t® Addressing these
inequalities requires in-depth investigation and high-quality ethnicity
disaggregated data. These data are often inadequate — either

poorly recorded (Gypsy, Roma and Traveller and Jewish people not
separately recorded), completely absent or inconsistently recorded
between organisations?®? — in ways that prevent data harmonisation or
meaningful comparison of findings. This lack of harmonisation matters
because systems of marginalisation — including racism, sexism and
class exploitation — do not operate in isolation but act together to
create compounded disadvantage in healthcare access and health
outcomes. The effects of these limitations are seen throughout this
report: authors have often had to rely on broad ethnic categories —
grouping together, for example, ‘White’ and ‘Asian, Black, Mixed and
Other’ — and on analyses that can describe patterns by ethnicity or

by region, but not both together. The specific experiences of minority
ethnic women living in the North of England therefore remain only
partially visible in the evidence.

Without complete and reliable ethnicity data, assessment of
inequalities in access, experience, and outcomes across minority
ethnic groups is severely limited, as is appropriate risk stratification
and the delivery of equitable, personalised, and compassionate care.
This limits the NHS’s ability to design targeted interventions. Gaps

in ethnicity data also affect service planning, leading to inefficient
resource allocation, overlooked patient needs and misjudgement

of demand for healthcare services — ultimately resulting in

poorer outcomes and higher costs. In research and digital health,
unrepresentative data can weaken evidence and introduce bias

Table 134. Ethnicity categories across different data sources.

Data source

Primary purpose

(approx.)

Ethnicity categories

into technologies such as clinical algorithms. While improving data
collection is important, it is equally important to use available data
effectively, since even incomplete information can highlight potential
inequalities and guide further investigation into whether services are
meeting the needs of all populations.

Current ethnicity data landscape for England

Ethnicity data in England is extracted from various population surveys
and administrative datasets, each collected for different purposes
and using partially aligned classification systems,?? see Table 13.1.
The 2021 Census remains the gold standard for ethnicity assessment,
offering the most comprehensive and granular classification
alongside rich sociodemographic information.* It plays a critical role
in benchmarking and validating health datasets but is limited by its
decennial nature, the absence of clinical detail, and the exclusion of
undocumented populations — constraining its usefulness for real time
service planning and monitoring. Among administrative datasets,
GPES/GDPPR: General Practice Extraction Service (GPES) Data

for Pandemic Planning and Research (GDPPR) provides the most
complete and accurate routine source of ethnicity data for health
research and delivery, showing high agreement with Census 2021 for
many major ethnic groups. In contrast, ethnicity coding within hospital
datasets (HES: Hospital Episode Statistics, and SUS: Secondary

Uses Service) is less reliable (Table 13.1), with persistent problems
including incomplete recording, inconsistent use of categories, and
overreliance on residual codes such as “not stated” or “other”. These
issues disproportionately affect recording of minority ethnic groups
and vary systematically by region, age and care setting, complicating

Strengths for
ethnicity analysis

Key limitations

Census 202" Population ™8 high level
enumeration and groups with
planning detailed sub

categories

General Practice
Records (GPES /
GDPPR)

Hospital Episode
Statistics (HES)?%°

Secondary Uses
Service (SUS)?%®

Patient experience
surveys?®’

Primary care
delivery and
population health
management

Secondary care
activity and
outcomes

Commissioning,
payment, service
monitoring

Service experience
and satisfaction

NHS ethnicity
coding standard
(¥20+ categories)

NHS ethnicity
coding standard

NHS ethnicity
coding standard

Limited or

no ethnicity
disaggregated
reporting

Gold standard for
ethnicity measurement;
comprehensive

coverage; detailed socio
demographic context;
allows bench-marking and
validation of administrative
data

Highest completeness and
agreement with Census
2021 for many groups (e.g.
White British, South Asian,
Black African); suitable for
defining baseline ethnicity
for research and service
planning

Enables analysis of
hospital use, admissions
and outcomes by broad
ethnic group

Covers multiple care
settings (inpatient,
outpatient, emergency,
mental health, community
services)

Rich qualitative insight
into access, trust and
perceptions

Collected every 10 years;

no clinical detail; excludes
undocumented populations;
limited for monitoring short term
health trends

Excludes people not registered
with a GP (e.g. migrants, people
experiencing homelessness);
quality depends on practice
level recording

Lower accuracy than GP records;
poor re-cording for Mixed,
Traveller and smaller groups;
high use of residual categories
(“unknown”, “other”)

Inconsistent coding across
datasets and providers; reflects
access patterns as much as
need

Ethnicity not routinely used in
analysis; limited ability to assess
inequalities quantitatively
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attempts to assess inequalities along patient pathways.2%3 264 Although
patient experience surveys provide valuable qualitative insight into
trust, access and service acceptability, ethnicity is not routinely or
consistently incorporated in quantitative analyses of these aspects.

Ethnicity coding agreement between datasets even varies by region.
A 2024 study by the Office for National Statistics assessed agreement
between Census 2021 and health-related administrative datasets.?¢®
The report noted in regionally disaggregated data for the North

East that agreement between Hospital Episode Statistics recorded
ethnicity and Census derived category was very high for White British
(98%), and relatively strong for Bangladeshi (94%) and Pakistani (88%)
groups. However, agreement drops markedly for several groups: (e.g.,
Caribbean: 38%, Other Asian: 34%, Irish: 32%, Other mixed: 15%, and
Other Black: 9%). In linked GP practice administrative data
(GPES/GDPPR), ethnicity agreement in the North East exceeds 90% for
White British (99%), Bangladeshi (97%), Pakistani (94%), and Chinese
(93%) populations. Nevertheless, structural weaknesses persist for
smaller and marginalised groups even in this higher quality data
source. Agreement remains substantially lower for Caribbean (64%),
Irish (57%), Other White (36%), and White and Asian (51%) populations.

This evidence indicates that quantitative ethnicity disaggregated data
requires a consistent recording approach and should be triangulated
with qualitative evidence, particularly for racially minoritised
communities experiencing intersecting disadvantages related to
gender, deprivation or migration status.?®°

Reasons for gaps and poor-quality data

Gaps and poor data quality have multiple interrelated causes that
can be broadly categorised into systemic and operational. Systemic
causes — data exchange processes, data governance and Al usage
— require higher level policy changes which would be most effective
in addressing the underlying causes of gaps in data. Operational
causes — such as failing to capture data for specific populations and
how ethnicity is recorded, collected and interpreted in practice — can
be addressed through improving processes across organisations and
systems.

Systemic causes

Data exchange and transparency

The data exchange processes between the NHS and Home Office,
particularly in relation to immigration status and NHS charging,
alongside wider concerns about transparency about how personal
information may be used undermines trust amongst minority ethnic
groups. A recent 2025 engagement report by NHS England and
Department of Health and Social Care recorded lower levels of trust
in the NHS amongst migrants with particular concerns around data
sharing between multiple organisations.?’”° Evidence from Maternity
Action gives important insights into the lived experiences of minority
ethnic women affected by NHS charges including barriers to
accessing maternity care, fear of costs and debt, impact of immigration
outcomes through financial data sharing and wider mistrust in health
services.?”" Lack of clarity around data protection, together with
language barriers, can aggravate this mistrust further.

Data governance

There are further emerging concerns about the use of patient data
extending beyond current NHS—Home Office information-sharing
processes. Palantir, the lead provider of the NHS Federated Data
Platform, has faced significant scrutiny because of its wider role in
surveillance, policing and immigration enforcement, with concerns
about its involvement in NHS data systems raised in Parliament and
by civil society organisations including the NHS Race and Health
Observatory.?’2 In June 2026, the House of Commons Science,
Innovation and Technology Committee published “Rewiring the State”
and warned that the UK Government’s growing reliance on US tech
firm Palantir across health and defence creates an “unacceptable
point of weakness”.?” It also highlights concerns around public
trust, data governance and reliance on a single provider. These

concerns are especially significant for minority ethnic groups and
migrant communities who continue to experience disproportionate
surveillance and immigration enforcement. Perceptions that health
data could be accessed or used beyond healthcare undermine trust,
discourage engagement with services and reduce willingness to
disclose information.

Artificial Intelligence

The increasing use of Al in healthcare creates additional risks because
data used to develop and train systems do not adequately represent
minority ethnic groups. Al is a central component of the NHS 10 Year
Health Plan, including ambitions to expand Al-enabled personalised
medicine.®* However, the datasets underpinning these technologies
are highly unrepresentative. Evidence submitted to Parliament by the
NHS Race and Health Observatory highlights that 95% of the 500,000
participants in UK Biobank are White, while only 6.56% of participants
across 137 genomic studies reviewed were from minority ethnic
groups. This under-representation means that genomic and health
data may generate significant scientific and commercial value while
failing to adequately represent and serve the communities whose data
and health needs are being studied. It also risks producing Al and
genomic tools that are less accurate for minority ethnic populations,
potentially reproducing and amplifying existing health inequalities. As
Al becomes increasingly embedded within NHS services, improving
the representation and quality of ethnicity data and ensuring

that minority ethnic groups are meaningfully represented in the
development and benefits of these technologies is essential.?’?

Operational

Hidden populations

Data does not capture people who are excluded from services.
Routine NHS datasets are largely generated through contact with
health services. People who face the greatest barriers to accessing
care can therefore be missing or under-represented in the data.

This is particularly relevant for people experiencing homelessness,
vulnerable migrants, Gypsy, Roma and Traveller communities, people
experiencing domestic abuse and other inclusion-health groups. NHS
England acknowledges that these communities are often invisible in
health datasets, meaning their needs may be overlooked in service
planning and evaluation. This creates a cycle in which those least able
to access services are also least visible in the data used to design and
resource them.

Recording and coordination across systems

Several factors contribute to the poor recording of ethnicity

data. Overreliance on decades-old coding systems and a lack of
coordination within and between organisations — including the NHS,
Office for National Statistics, and Department for Work and Pensions
(DWP) — result in poor-quality data which cannot be compared across
sectors. Current challenges include the absence of ethnicity data

in essential data sources, such as death registrations, from which
mortality statistics are derived; poor coverage in primary care data;
outdated ethnicity codes used within the NHS compared with those
used in the 2011 and 2021 censuses; and systematic differences in
ethnicity coding between White and minority ethnic groups. The

lack of synchronicity between datasets in both frequency of data
collection and data coding prevents combination of available data
and holistic data analysis. Furthermore, poor design for data capture
limits the scope to reflect lived, fluid, and plural ethnic/racial identities
of people, e.g., one can be Arab, Black and British but cannot tick
multiple boxes. Existing systems that include the option ‘mixed’ may
not be adequate.”'?%” Systems need to include the functionality of
selecting more than one category due to the fluid and plural character
of ethnicity.

Data collection at point of contact

Ethnicity data quality is also shaped by how information is collected
in GP practices. Although ‘ethnicity’ can be self-reported based on an
individual’s own perceived belonging to an ethnic group and cultural
background,?* there are interpersonal barriers to data collection.



Lack of trust between patients and healthcare providers can lead to
reluctance to share ethnicity, especially for undocumented migrants
and asylum seekers. In addition, staff sometimes lack the confidence
and the training to ask patients to identify their ethnicity and record
the data.?’42?’> Improving ethnicity data recording and processing

is crucial to developing targeted policies aimed at reducing ethnic
inequalities.

Culturally incongruent tools and methods

Challenges surrounding the underrepresentation of ethnically

diverse populations in health research extend beyond a simple lack
of data. They also encompass fundamental shortcomings in the
methods and tools used to collect data, as well as in the approaches
taken to engage these communities meaningfully in the research
process. A fundamental concern is that many standardised data
collection tools were developed predominantly within Western,

White populations, making them culturally incongruent for individuals
from African, Caribbean, and South Asian communities.?’® This is the
case for several instruments used across clinical, epidemiological

and community-based research. For example, the Patient Health
Questionnaire-9 (PHQ-9), routinely used in UK primary care to screen
for depression, focuses on psychological and cognitive symptoms that
may not reflect how distress is experienced or expressed across all
cultures. Among South Asian patients in particular, depression is more
commonly described through somatic symptoms such as fatigue,
bodily pain, and headaches rather than low mood or loss of interest,
meaning the PHQ-9 may systematically under detect depression in
these groups.?”” 278

Cultural incongruence is also evident in non-clinical studies,
including nutritional or dietary assessment surveys. Food Frequency
Questionnaires (FFQs) capturing habitual dietary intake in large-scale
epidemiological studies have been predominantly developed and
validated in White European populations and are poorly suited to
assessing the diets of individuals from African, Caribbean, and South
Asian communities.?’°2%° This limitation is also pronounced in large
national studies such as the UK Biobank, whose dietary assessment
tool asks respondents to quantify vegetable consumption in discrete
units such as tablespoonfuls or heaped portions of individual
vegetables,?®' whereas dietary practices of some ethnic groups may
not be captured well by such a measure.

Overall, a well-thought-out approach and use of quantitative and
qualitative insight, as appropriate, is needed. Minority ethnic groups,
by definition, make up a much smaller proportion of the population
than the White ethnic group. When broken down by specific ethnic
backgrounds it can bring further challenges of representativeness,
data presentation or suppression issues, and limitation in quantitative
data analysis approaches. In the face of these issues, when data do
not allow further disaggregation, we can examine the differences
between White and non-White groups as an initial estimation.
However, it then requires careful interpretation of the data, and a
mixed methods approach could be useful to investigate an issue
further.

Discussion

Improving the quality and completeness of ethnicity data is not a
technical nicety; it is a prerequisite for equitable healthcare. As this
chapter has shown, current data systems are inadequate in multiple
respects: recording is inconsistent, coding is outdated, tools are
culturally incongruent, and the data that does exist cannot in many
cases readily be analysed by ethnicity, gender and region together.
The result is that the inequalities faced by minority ethnic women in
the North of England are almost certainly underestimated. Addressing
this requires action at every level — from national government
leadership on data standards, to frontline staff confidence in recording
ethnicity, to the redesign of data collection tools that better reflect

the diversity of the populations they serve. Without this, the ability to
identify need and target interventions will remain severely limited.

Recommendations

1.

2

3

4.

The UK Government should set clear, narrow limits on NHS
data sharing with other organisations, explicitly defining what
can and cannot be shared with government departments,
immigration authorities, private companies and technology
providers. They should ensure that data collected for
healthcare is never used in ways that could deter people from
accessing care, particularly immigration enforcement.

Accessible patient-facing materials should be developed

and shared, explaining why ethnicity data is collected and
how it is used to monitor progress on health inequalities and
design targeted services. This will encourage more patients
to self-report their ethnicity and improve the completeness of
ethnicity records.

Data-sharing arrangements should be reviewed on a
regular basis to assess their impact on trust, service access
and inequalities, with provision for arrangements being
suspended or amended where there is evidence of harm.

Al and third-party data platforms used within the NHS should
be subject to mandatory ethnic and intersectional bias
assessments before and after deployment, strict controls

on third-party access and commercialisation of NHS data,
transparent publication of how such platforms access and
process NHS data, and meaningful involvement of minoritised
communities in decisions about the use of their health and
genomic data.

The UK Government should take leadership on ethnicity
data quality by developing coordinated, updated guidance
on consistent approaches to data collection, coding and
reporting across health and administrative datasets, aligned
with emerging standards such as the Unified Information
Standard for Protected Characteristics, and should set clear
targets to reduce missing, unknown and residual ethnicity
codes.

NHS, ONS and other relevant organisations should work to
harmonise ethnicity data collection and coding so that data
can be reliably linked, compared and analysed across care
settings, datasets and over time.

Data collection tools and methods used in clinical and
research settings should be reviewed and updated to be
culturally appropriate and inclusive, ensuring they adequately
capture the experiences of minority ethnic communities.
Quantitative ethnicity data should be routinely complemented
with qualitative evidence and meaningful patient and public
involvement, particularly for communities experiencing
intersecting disadvantages related to gender, deprivation and
migration status.

The UK Government should continue to monitor ethnicity
data quality through clear indicators at provider, regional and
national level, including reductions in missing data, increases
in valid ethnicity recording and improved consistency across
datasets, with findings reported publicly as part of broader
equality, diversity and inclusion frameworks.
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