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Age Inequalities and Health Inequalities Among Older People in the United Kingdom
Introduction
This report examines health inequalities affecting older people in the United Kingdom, defined as adults aged 65 and over, a group that numbered around 12 million in 2023 and is expected to grow as life expectancy increases (Office for National Statistics, 2023). Older people are at increased risk due to declining income, chronic illness and disability, reduced mobility, and pressure on health and social care systems (Centre for Ageing Better, 2025). The Marmot Review highlights how inequalities in income, housing and social participation contribute to poorer health outcomes in later life, particularly among disadvantaged groups (Marmot et al., 2010). Berkman and Kawachi (2014) argue that a social epidemiological approach moves beyond biological explanations of ageing by examining how unequal distributions of resources, social position and life-course exposures influence health outcomes. The report explores three health and three social inequalities before discussing national responses and Age UK’s role.
Contextual Background and Underlying Factors
1. Higher Rates of Dementia
Alzheimer’s Society (2025) highlights that dementia is strongly age-related, affecting approximately 982,000 people in the UK, with prevalence projected to rise to 1.4 million by 2040 as population ageing continues. Prevalence increases significantly with age, affecting around 1 in 14 people over 65 and 1 in 6 people over 80 (Wilkinson et al., 2020). Despite this burden, only around two-thirds of people living with dementia in England have a formal diagnosis, meaning many older adults may experience delayed access to treatment, social care support and advance care planning opportunities (NHS England, 2025). Improving diagnosis pathways and post-diagnostic support is therefore essential to reducing this inequality. However, diagnosis alone cannot eliminate disparities, as outcomes are also shaped by wider social determinants, including socioeconomic status, availability of services, quality of care and access to informal support networks.
2. Cold-Related Illness and Excess Winter Mortality
Cold-related illness and excess winter mortality represent preventable inequalities driven by both biological vulnerability and wider social determinants. Older people are particularly vulnerable due to reduced physiological resilience, higher prevalence of chronic conditions and greater exposure to fuel poverty and poor housing conditions. Cold homes increase risks of respiratory illness and worsen cardiovascular disease, which are common causes of morbidity in later life (Age UK, 2025a). From a social epidemiological perspective, these outcomes are not simply consequences of ageing but reflect wider inequalities in income, housing quality and access to resources. Addressing this requires upstream interventions, including improving home energy efficiency, providing targeted financial support and identifying vulnerable households through community-based services.
3. Poorer Access to NHS Treatment
Older people are the heaviest users of the NHS, yet report some of the poorest experiences of access: 28% of people aged 65 and over said in 2025 that they waited too long for a GP appointment, and NHS dental registration among those over 75 falls to roughly a third of the rate seen in middle age (Steele, 2009). Barriers include the shift to online booking systems that exclude digitally excluded older patients, reduced GP home-visiting, and long waits for procedures such as cataract surgery (The King’s Fund,2024). Solutions include protecting non-digital booking routes, expanding integrated neighbourhood teams, and investing in primary care capacity for long-term condition management.
4. Social Isolation and Loneliness
An estimated 940,000 to 1.4 million people aged 65 and over in the UK report being often lonely, and more than 2 million people over 75 in England live alone (Age UK, 2025b; NHS, 2024). Loneliness is linked to a 40% higher risk of dementia and mortality effects comparable to smoking or obesity (Sutin et al., 2018). Community-based interventions such as social prescribing and befriending schemes have shown promise in reducing isolation and improving social connection among older adults.
5. Pensioner Poverty
Around 1.9 to 2.1 million pensioners in the UK live in relative poverty after housing costs, roughly 17-18% of the group, rising to 21% among those aged 85 and over and 23% among single older women (Joseph Rowntree Foundation, 2025).Poverty is driven by inadequate income, rising living costs and low uptake of available financial support. An estimated £2.1 billion in Pension Credit goes unclaimed every year (Joseph Rowntree Foundation, 2025). Raising awareness of entitlements, automatic enrolment in benefits, and protecting the value of the state pension are central to reducing this inequality.
6. Poor-Quality and Unsafe Housing
More than one in five older adults in England live in homes with serious problems such as damp, leaks or poor insulation, and older people account for 2.3 million of the 7.5 million people living in cold, damp or unsafe homes across the UK (Centre for Ageing Better, 2025; National Centre for Social Research, 2024). Older tenants with a health condition are up to three times more likely than outright owners to have multiple serious housing problems (Centre for Ageing Better, 2025). These inequalities reflect wider socioeconomic disadvantage and inadequate housing conditions. Policy solutions include disabled facilities grants, mandatory minimum energy-efficiency standards for rented homes, and expanded home-adaptation schemes.
National Response to Reduce Health Inequalities
Nationally, several strategies have been introduced to address health inequalities experienced by older adults. The UK Government’s loneliness strategy, A Connected Society (2018), was the first national strategy of its kind and recognised loneliness as a public health issue. It promoted community engagement and supported the expansion of social prescribing through the NHS Long Term Plan, enabling older adults to access voluntary and community-based support alongside traditional healthcare services (NHS England, 2019). In relation to financial inequality, the Department for Work and Pensions has introduced Pension Credit awareness initiatives to improve uptake of available financial support among older people experiencing poverty (Department for Work and Pensions, 2023). Although these policies demonstrate a shift towards addressing the wider social determinants of health, their effectiveness remains dependent on adequate funding, local implementation and accessibility for the most disadvantaged groups (Age UK, 2025a). 
However, policy effectiveness depends on whether interventions reach socially excluded older adults experiencing multiple disadvantages.
Organisations That Support Older People
Age UK is the UK's largest charity dedicated to older people and plays a wide-ranging role in both direct support and national advocacy. It provides practical services including a free advice line, befriending schemes to reduce loneliness, and support to claim benefits such as Pension Credit and Attendance Allowance (Age UK, 2025). Beyond service delivery, Age UK conducts and publishes research, such as its annual State of Health and Care of Older People report and its loneliness research programme, which it uses to lobby government for better-funded primary care, social care and welfare support. The organisation’s wider goal is to reduce inequalities in later life by influencing policy, improving access to services and ensuring older people’s voices are represented in national decision-making.
Conclusion
Older people in the UK face compounding health inequalities: higher rates of dementia, cold-related illness and poorer NHS access, alongside loneliness, pensioner poverty and unsafe housing. These issues are mutually reinforcing, as poverty drives cold, poor-quality housing, which in turn worsens physical health and isolation. National responses such as the loneliness strategy, social prescribing and Pension Credit campaigns represent meaningful progress, but coverage and funding remain inconsistent. Charities such as Age UK fill a vital gap by combining direct support with research-led campaigning. Addressing age inequalities therefore requires coordinated action across healthcare, social care, housing and welfare systems rather than focusing solely on individual health behaviours.

Epidemiological Analysis of Type 2 Diabetes Mellitus Inequalities in Birmingham: A Regional Public Health Report
Introduction
Definition:
Type 2 diabetes mellitus (T2DM) is a chronic metabolic condition in which the body becomes resistant to insulin or fails to produce enough of it, resulting in persistently raised blood glucose (National Institute for Health and Care Excellence [NICE], 2022). It accounts for approximately 90% of diabetes cases in the UK population (Diabetes UK, 2025a). Health consequences include microvascular complications such as retinopathy, neuropathy and nephropathy, and macrovascular complications including stroke, heart attack and peripheral vascular disease leading to amputation; diabetes contributes to over 184 amputations, 700 heart attacks and 1,010 strokes every week in the UK (Diabetes UK, 2025). Socially, T2DM is associated with reduced working capacity, dietary and lifestyle stigma, and psychological burden from lifelong self-management. It disproportionately affects South Asian and Black communities, where culturally shaped dietary practices, socioeconomic factors and differing health beliefs may influence engagement with lifestyle interventions (Goff, 2019). Economically, diabetes complications cost the NHS an estimated £10 billion annually, around 10% of the total NHS budget (Au-Yeung et al., 2024).
Incidence and Prevalence
Globally, the 11th IDF Diabetes Atlas estimates that 11.1% of adults aged 20-79 were living with diabetes in 2024 (589 million people, or 1 in 9 adults), a figure projected to reach 853 million by 2050, with 43% of cases currently undiagnosed (International Diabetes Federation [IDF], 2025). In the UK, diagnosed diabetes prevalence reached an all-time high of 4.6-4.8 million people in 2025, roughly 1 in 16 of the population, with a further 6.3 million people estimated to have prediabetes (Diabetes UK, 2025). Locally, Birmingham's prevalence is markedly higher than the England average: diagnosed diabetes among adults rose from 6.6% in 2009/10 to 9.1% in 2021/22, against a national range of 5.4-7.3% over the same period (Au-Yeung et al., 2024). This makes Birmingham, a diverse city of over 1.1 million people with high levels of deprivation and a large South Asian population, an appropriate and data-rich population at which to target this analysis (Office for National Statistics, 2023).
Determinants and Risk Factors
The principal modifiable risk factors for T2DM are overweight/obesity, physical inactivity and poor diet, while non-modifiable risk factors include age, family history and ethnicity (NICE, 2022). Evidence from Birmingham NHS Health Checks (2018-2023, n=108,514) found diabetes prevalence of 4.9% among Asian attendees compared with 1.5% among White attendees, with Asian ethnicity carrying more than five times the odds of diabetes (prevalence odds ratio 5.43) and Black ethnicity over three times the odds (POR 3.15), after adjusting for age, BMI, smoking and other factors (Au-Yeung et al., 2024). Socioeconomic deprivation compounded this risk: attributable fraction analysis estimated that 64% of diabetes cases in Birmingham could be attributed to deprivation, and the interaction between deprivation and ethnicity was particularly severe, with Asian attendees in the most deprived quintile facing over nine times the odds of diabetes compared with White attendees in the least deprived quintile (Au-Yeung et al., 2024).
Epidemiological Studies and Health Needs Assessment
Identifying individuals affected by, or at increased risk of, T2DM in Birmingham has relied on routinely collected NHS Health Check data. Since 2009, NHS Health Checks have screened adults aged 40–74 years without established cardiovascular disease to identify diabetes risk factors (Au-Yeung et al., 2024). This large observational dataset provides an important health needs assessment, demonstrating that diabetes risk is concentrated among deprived populations and areas with higher proportions of South Asian and Black communities, including East and North Birmingham. Supporting evidence from the E-ECHOES (Ethnic-Echocardiographic Heart of England Screening Study), involving over 5,000 South Asian and Black African-Caribbean adults recruited through Birmingham primary care, identified high cardiometabolic risk and reinforced ethnicity-sensitive case finding (Tillin et al., 2012). However, reliance on routine healthcare datasets may underestimate disease burden because individuals with limited healthcare engagement or access barriers are less likely to be identified. Therefore, combining epidemiological surveillance with Joint Strategic Needs Assessment data enables Birmingham City Council and its Integrated Care Board to target resources according to population need rather than applying a universal approach.
Surveillance and Monitoring Systems
Several surveillance systems monitor Type 2 diabetes mellitus (T2DM) across Birmingham and England. The National Diabetes Audit (NDA) provides population-level data from primary care records, measuring diabetes prevalence, care processes and treatment targets including glycaemic control, blood pressure and cholesterol management (NHS England, 2024). The Quality and Outcomes Framework (QOF) supports monitoring by incentivising practices to maintain accurate diabetes registers and record outcomes (NHS England, 2023). Nationally and internationally, the Office for Health Improvement and Disparities (OHID) Diabetes Profile and International Diabetes Federation Diabetes Atlas enable comparison of prevalence trends, complications and inequalities (OHID, 2024; IDF, 2025). However, these systems rely on diagnosed cases and healthcare engagement, meaning undiagnosed diabetes and underserved groups may remain underrepresented. Therefore, epidemiological data may underestimate the true burden of T2DM, particularly among disadvantaged communities.
Public Health Measures: Prevention, Protection and Promotion
Prevention in Birmingham centres on the Healthier You: NHS Diabetes Prevention Programme (NHS DPP), a lifestyle intervention for adults with non-diabetic hyperglycaemia, alongside NHS Health Checks to identify those at risk (Valabhji et al., 2020). However, uptake remains unequal due to socioeconomic barriers. Protection requires population-level approaches, including healthier food environments, regulation and targeted community support. The Fairer Futures Fund supports grassroots initiatives, including workshops by Communities Engage and Thrive, Saathi House and Witton Lodge Community Association, promoting diabetes prevention and self-management (Birmingham and Solihull Integrated Care System, 2025). However, behaviour change alone cannot overcome structural barriers such as poverty and food affordability. Promotion includes Diabetes UK and Birmingham City Council campaigns with culturally appropriate community and faith-based outreach targeting higher-risk South Asian and Black communities (Au-Yeung et al., 2024). Overall, the three Ps demonstrate the need to combine clinical prevention with community action and wider social determinant approaches.
Public Health Impact
In the short term, undiagnosed or poorly controlled diabetes increases acute hospital presentations, including diabetic ketoacidosis and hypoglycaemic emergencies, and places pressure on primary care capacity already strained by rising prevalence (Office for Health Improvement and Disparities, 2024). In the longer term, the disease drives premature mortality, with diabetes contributing to an estimated 7,000 excess deaths in the UK in 2022, and drives cumulative disability through microvascular and macrovascular complications, reducing healthy life expectancy disproportionately among deprived and minority ethnic populations in cities such as Birmingham (Au-Yeung et al., 2024). The wider health and social care system bears a substantial cost burden, estimated at around 10% of the total NHS budget, alongside indirect costs from lost productivity and informal care (Au-Yeung et al., 2024).
Designing and Evaluating an Intervention
Given the higher diabetes risk among deprived, South Asian and Black communities in Birmingham, a targeted intervention is proposed: culturally adapted NHS DPP delivery co-designed with local faith and community organisations, alongside proactive NHS Health Check invitations in high-risk wards identified by Au-Yeung et al. (2024). Evidence from NHS DPP evaluations suggests potential impact, with early programme data reporting mean weight loss of 3.3kg among completers, while the DIPLOMA evaluation found the programme effective and broadly cost-effective (Valabhji et al., 2020; Bower et al., 2025). However, digital inequalities affecting remote delivery highlight the need for accessible community-based approaches when implementing interventions in disadvantaged populations. Evaluation should assess short-term uptake, completion, HbA1c and weight changes, diabetes progression, and whether inequalities between deprived and minority communities reduce over time through linked NDA and local Health Check data.
Strengths and Weaknesses of the Epidemiological Approach
This analysis draws strength from using large, routinely collected, population-level datasets (NHS Health Checks, NDA, QOF) that allow robust identification of at-risk subgroups and continuous monitoring at low marginal cost. Triangulating local, national and global data strengthens interpretation and comparison. However, several weaknesses limit certainty. NHS Health Check attendance is voluntary and subject to selection bias, as those most at risk may be least likely to attend, potentially underestimating true prevalence (Au-Yeung et al., 2024). Diagnosed prevalence figures, whether from the NDA or QOF, systematically miss the substantial undiagnosed population, estimated at up to 1.3 million people nationally, meaning true need in Birmingham is likely higher than recorded (Diabetes UK, 2025). Cross-sectional analyses such as Au-Yeung et al. (2024) can identify association but not prove causation between deprivation, ethnicity and diabetes risk, and residual confounding from unmeasured factors such as diet quality or acculturation cannot be excluded. 
Conclusion
Type 2 diabetes represents a substantial and growing public health burden in Birmingham, driven by an interaction between socioeconomic deprivation and ethnicity that produces prevalence considerably above the national average. Robust surveillance through NHS Health Checks, the National Diabetes Audit and QOF has enabled precise identification of at-risk populations, supporting a case for culturally tailored, community-located prevention and early-detection interventions. While the epidemiological evidence base is strong, its reliance on routinely collected and voluntary-attendance data means true prevalence and need are likely underestimated, and rigorous local evaluation alongside national programmes remains essential to closing the inequality gap. Therefore, while epidemiological methods are essential for identifying patterns of disease distribution, reducing diabetes inequalities requires integration of population data with community knowledge and action on wider social determinants of health. 
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