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Age and Health Inequalities 
Health Inequalities Among Older Adults Aged 65 Years and Over
Introduction
Health inequalities are unfair and avoidable differences in health outcomes, access to healthcare and opportunities to live a healthy life between different population groups (NHS England, 2026). People aged 65 years and over are particularly vulnerable because ageing is often associated with long-term conditions, reduced mobility, bereavement, retirement and greater reliance on health and social care. However, age alone does not determine poor health. Poverty, housing, social isolation and unequal access to services can create substantial differences in how people experience later life. In England and Wales, only 57.7% of people aged 65 and over reported good or very good health in 2021, while 12.8% reported bad or very bad health (ONS, 2023). This report examines three health inequalities mental illness, access to healthcare and mortality alongside three important social issues: social isolation and loneliness, poverty and housing (House of Commons Library, 2025).
Background and Underlying Health Factors
1. Mental Health Problems
Poor physical health, financial insecurity and social isolation can contribute to poorer mental wellbeing among older adults, particularly those experiencing socioeconomic disadvantage (OHID, 2022). Mental health problems are an important concern among older adults, particularly depression and anxiety. Although some surveys show lower overall rates of depression among older adults than younger groups, mental illness in later life can be associated with bereavement, chronic illness, pain, disability, reduced independence and loneliness. ONS data found that approximately 8% of people aged 70 and over experienced moderate to severe depressive symptoms in 2022 (ONS, 2022).
A significant inequality concerns access to treatment. Among people with a probable common mental disorder, only 4.5% of those aged 65 and over accessed NHS psychological therapy services, compared with 13.6% of those aged 18–24 in an ONS analysis. This suggests that mental health needs among older people may not always translate into appropriate service use.
Barriers can include stigma surrounding mental illness, symptoms being incorrectly viewed as a normal part of ageing, physical disability and difficulties accessing services. Older adults experiencing poverty or social isolation may face additional risks. Improving early identification, access to psychological therapy, social prescribing, and community mental health support could reduce these inequalities and improve quality of life (ONS, 2022).
2. Cardiovascular diseases 
Cardiovascular disease (CVD) is a major cause of illness and mortality among people aged 65 years and over and includes conditions such as coronary heart disease, stroke and heart failure. Age-related changes in the heart and blood arteries, together with risk factors such as high blood pressure, high cholesterol, diabetes, smoking, obesity, and physical inactivity, raise the risk of CVD (NHS, 2024). In England, 137,572 people died from cardiovascular disease in 2024; as only 37,723 of these deaths occurred in people under 75, the figures indicate that many CVD deaths occurred among those aged 75 and over (British Heart Foundation, 2026). But not everyone experiences cardiovascular disease in the same way. Due to disparities in income, living circumstances, lifestyle hazards, and access to preventive healthcare, residents in England's most impoverished districts have a higher chance of developing and dying from cardiovascular disease (CVD) than residents of more affluent places (OHID, 2022).
CVD can have a major negative impact on an older adult's quality of life by causing decreased mobility, impairment, hospitalisation, and loss of independence. Early detection and treatment of high blood pressure and cholesterol, quitting smoking, maintaining a healthy diet, engaging in sufficient physical activity, and improving access to preventive services can all help lessen these disparities. To reduce preventable cardiovascular disparities and promote healthier ageing, it is especially crucial to focus preventive efforts on older persons residing in underprivileged communities (NHS England, 2019).
3. Type 2 Diabetes 
One significant health disparity that affects older persons, especially those who reside in neighbourhoods with low socioeconomic status, is type 2 diabetes. Type 2 diabetes is not fairly distributed throughout the population, even though its risk rises with age. Due to disparities in income, access to nutritious food, opportunities for physical activity, and preventive healthcare, people who live in impoverished areas and some minority ethnic communities are more likely to develop type 2 diabetes and experience its complications (Diabetes UK, 2024; OHID, 2023). Older adults carry a particularly high burden of type 2 diabetes; ONS analysis found that people aged 65 years and over were more likely to have type 2 diabetes than younger adults, while 27% of those aged 75+ who had the condition were estimated to be undiagnosed (ONS, 2024)
Because older persons may also have diminished mobility, several chronic diseases, and financial challenges, these disparities may worsen as they age. Diabetes that is poorly managed raises the risk of renal disease, cardiovascular disease, diabetic neuropathy, and vision loss, all of which can result in impairment and loss of independence (NICE, 2022). Therefore, promoting individual lifestyle modifications is not enough to reduce inequality. Improved outcomes for older persons require targeted diabetes screening, easily available primary care, culturally relevant health education, assistance with healthy eating, and better access to prevention and treatment in underprivileged communities (NHS England, 2019).

Social Issues Affecting Older Adults
1. Social Isolation and Loneliness
Social isolation and loneliness are significant problems affecting older adults. Retirement, bereavement, reduced mobility, poor health and living alone can reduce opportunities for social interaction. ONS evidence also shows that older people living alone can experience poorer health outcomes than those living with others (ONS, 2023).
Persistent loneliness can negatively affect mental wellbeing, independence and quality of life and may interact with other health and social inequalities. Older adults living in deprived or poorly connected communities may face additional barriers, including inadequate public transport and digital exclusion.
Solutions include befriending services, community groups, social prescribing and digital inclusion programmes. Local health, social care and voluntary organisations should work collaboratively to identify socially isolated older adults and connect them with appropriate community support (House of Commons Library, 2023).
2. Poverty
Poverty is an important social determinant of health among older adults. Age UK reports that approximately 1.9 million pensioners in the UK, around 16%, are living in relative income poverty after housing costs (Age UK, 2025). Certain groups, including renters, single older adults, disabled people, carers and some ethnic minority communities, are at particularly high risk. Living on a low income can force older people to make difficult decisions between essential needs such as food, heating and other household costs. Financial difficulties can also restrict participation in social activities and contribute to loneliness and poorer mental health. Older adults with disabilities or care needs may face additional expenses, further increasing inequality.
Reducing pensioner poverty requires ensuring that older adults receive the financial support to which they are entitled. Improved awareness and uptake of Pension Credit and other benefits, alongside accessible financial advice and targeted support with essential living costs, can help reduce financial hardship and its impact on health (OHID, 2022).
3. Housing Issues
Safe and suitable housing is essential for maintaining health and independence in later life. However, the English Housing Survey 2024–2025 found that approximately 1.5 million people aged 65 and over lived in non-decent homes, representing around 15% of this age group. Approximately 889,000 lived in properties containing a serious Category 1 hazard, while 339,000 lived in homes affected by damp (MHCLG, 2026).
Inequalities are particularly evident among older private renters: 27% of private renters aged 65 and over lived in non-decent homes (MHCLG, 2026). Poor housing can worsen existing health conditions and make it more difficult for older adults to remain safe and independent. Cold or damp homes may also contribute to poorer physical and mental wellbeing.
Solutions include improving housing standards, providing home adaptations, heating and energy-efficiency support, and ensuring older adults can access appropriate housing advice. Closer collaboration between housing, health and social care services is necessary because housing conditions can directly influence health outcomes.
National Response to Reduce Health Inequalities
NHS Long Term Plan
The NHS Long Term Plan introduced a greater emphasis on prevention, personalised care and reducing health inequalities (NHS England, 2019). For older adults, its emphasis on integrated, community-based care is important, as many people aged 65 and over have multiple health and social care needs. Greater coordination among primary care, hospitals, community services, and social care can support earlier intervention and help older people maintain their independence.
However, providing national policy does not automatically eliminate inequality. Differences in local service capacity, workforce availability and socioeconomic circumstances mean that older people can continue to experience different levels of access and outcomes. Effective implementation, therefore, requires that resources be targeted according to population need.
Core20PLUS5
A second important national response is NHS England's Core20PLUS5 approach, which was developed specifically to reduce healthcare inequalities. The Core20 identifies the most deprived 20% of England's population, while PLUS identifies other population groups experiencing poorer access to healthcare or poorer healthcare outcomes. The approach then targets priority clinical areas where inequalities require accelerated improvement (NHS England, 2023).
This approach is relevant to older adults because deprivation can interact with ageing, long-term illness, poor housing and barriers to accessing services. Core20PLUS5 encourages healthcare systems to use population data to identify groups experiencing the poorest outcomes and target interventions accordingly. Its focus on areas including severe mental illness and hypertension is particularly relevant because effective prevention and management can reduce avoidable ill health. Nevertheless, its success depends on effective local implementation, adequate resources and collaboration across health and social care.
Organisation Supporting Older Adults: Age UK
Age UK is a major charity supporting older people across the UK. Its role extends beyond providing individual support; it also works to raise awareness of poverty, loneliness, inadequate social care and other inequalities affecting older people. The organisation campaigns for changes in policy and legislation and works to ensure that older people's experiences are represented in national decision-making (Age UK, 2026).
Age UK provides information and advice, benefits support, friendship and loneliness services and local community support. This is particularly important for vulnerable older adults who may struggle to navigate health, social care or welfare systems independently. Its work can therefore help address both the immediate consequences and wider determinants of health inequalities.
A major goal of Age UK is to ensure that older people can live with dignity, financial security, appropriate care and social connection. The organisation also produces research and policy evidence on issues such as pensioner poverty and housing. By combining practical support, research and national campaigning, Age UK plays an important role in challenging social injustice and improving the wellbeing of older people.
Conclusion
Older adults experience important inequalities in mental health, healthcare access and mortality, which are further influenced by social isolation, poverty and poor housing. Evidence demonstrates particularly substantial disparities associated with socioeconomic deprivation. Although national strategies such as the NHS Long Term Plan and Core20PLUS5, alongside organisations such as Age UK, aim to address these problems, inequalities remain. Continued investment in prevention, equitable access and integrated health, social and community care is essential to support healthier and more independent ageing (OHID, 2022; House of Commons Library, 2025).










Epidemiological Analysis of Dementia Among Adults Aged 65 Years and Over in the London Borough of Ealing

Introduction
Memory, thinking, speech, behaviour, and the capacity to do daily tasks can all be impacted by dementia, a degenerative disease marked by a decline in cognitive functioning (NICE, 2018). The most frequent cause is Alzheimer's disease, although other significant subcategories include vascular dementia, dementia with Lewy bodies, frontotemporal dementia, and mixed dementia (NHS, 2024; NICE, 2018). Because dementia is more common as people age and can result in disability, reliance on health and social services, a lower quality of life, and a great deal of strain on unpaid caretakers, it is a major public health concern. Globally, approximately 57 million people were living with dementia in 2021, with nearly 10 million new cases occurring each year (WHO, 2025). 
This epidemiological analysis focuses on residents of the London Borough of Ealing aged 65 or older. Ealing's population is well-suited to significant epidemiological investigation because it is both large and sufficiently diverse to be spatially manageable. Ealing's population increased by 8.5% from 2011 to 367,100 in the 2021 Census (ONS, 2023). The percentage of people aged 65–74 rose from 5.7% to 6.8% between 2011 and 2021, indicating that the local population is getting older (ONS, 2023). This review examines epidemiological methods for identifying dementia, identifying the most affected individuals, evaluating risk factors and disparities, guiding interventions, and assessing evidence constraints.
Epidemiological Identification of Dementia
Epidemiological surveillance identifies dementia prevalence, high-risk populations and trends to support effective service planning (WHO, 2025; OHID, 2026). Recorded dementia prevalence among adults aged 65+ was approximately 4.2% in 2024, while the estimated diagnosis rate was around 66.3% in 2026, indicating that some cases remain undiagnosed (OHID, 2026). In Ealing, the recorded prevalence should therefore be interpreted with caution, as lower rates may reflect underdiagnosis or inequalities in access to dementia services (NHS England, 2024; Pham et al., 2018). Ealing’s JSNA supports local needs assessment and commissioning, although its dementia-specific evidence should be supplemented with current national and local data (Ealing Council, 2026).
Who is Affected and Risk Factors
Adults 65 and older are a suitable cohort for investigation because age is the most significant non-modifiable risk factor for dementia. Even if age-specific rates stay constant, the number of individuals at risk may rise due to Ealing's ageing population (ONS, 2023).
Ealing has a wide range of ethnic backgrounds. According to Census 2021 data, roughly 43.2% of people identified as White, 30.3% as Asian, and 10.8% as Black (ONS, 2023). Because cultural attitudes, language, health literacy, and stigma may affect people's ability to identify symptoms and seek dementia services, this is an epidemiologically significant issue. Certain minority ethnic groups may have lower access to health and social care services, according to NICE (2018).
Additionally, dementia is linked to risk factors that may be modified, such as high blood pressure, diabetes, smoking, physical inactivity, obesity, hearing loss, and social isolation. These elements show that dementia is more than just an inevitable part of growing older. Vascular dementia is especially associated with cardiovascular risk (Livingston et al., 2024).
Epidemiological connections, however, need to be treated with caution. Over the course of a person's life, risk factors might interact with housing, healthcare access, education, and socioeconomic disadvantage. For instance, deprivation may limit possibilities for preventive healthcare while increasing exposure to cardiovascular disease, bad diet, and smoking. Therefore, both individual behaviour modification and population-level treatments addressing broader health variables are necessary for effective dementia prevention.
Epidemiological Methods and Assessment
Several epidemiological methods are used to understand dementia. Descriptive epidemiology identifies patterns by age, sex, ethnicity and location, allowing comparisons between Ealing, London and England. Age-standardised rates are important because dementia risk increases with age, making crude comparisons potentially misleading. Cohort and case-control studies can identify associations between risk factors and dementia, although confounding may limit causal inference. Accurate diagnosis is also essential. NICE recommends assessment of cognitive, behavioural and psychological symptoms, physical examination and validated cognitive testing. Where reversible causes are excluded, but dementia remains suspected, referral to a specialist diagnostic service is recommended (NICE, 2018).

Management and Public Health Response
Interventions that lower the incidence of dementia and its consequences should be based on epidemiological evidence. Prevention at the population level should focus on potentially changeable variables like obesity, smoking, high blood pressure, physical inactivity, and social isolation. Treatments that focus on these variables may also reduce the risk of other chronic illnesses, including cardiovascular disease. Early diagnosis is also crucial because it enables patients and their families to obtain information, therapy, care planning and support. According to NICE (2018), memory services or comparable interdisciplinary dementia services should be available to individuals with dementia.
The type of dementia and each person's needs determine how it is managed. For those with mild-to-moderate dementia, NICE suggests cognitive rehabilitation or occupational therapy to support functional capacity and group cognitive stimulation therapy. For suitable people with mild-to-moderate Alzheimer's disease, therapies include donepezil, galantamine, and rivastigmine; under certain conditions, memantine may be administered for moderate or severe disease (NICE, 2018).
Epidemiological data within Ealing should show which communities have worse outcomes or lower diagnosis rates. Primary care, memory services, community organisations, and adult social care might then be used to target resources. The effectiveness of interventions can then be assessed by tracking outcomes like diagnostic rates, hospital admissions, and service utilisation.
Limitations, Bias and Epidemiological Challenges
The validity of dementia epidemiology is affected by several issues. Because regular healthcare data reflect diagnosed instances rather than all dementia patients, underdiagnosis is especially significant. The true burden may consequently be underestimated by recorded prevalence.
Additionally, persons who utilise healthcare services more frequently are more likely to be diagnosed, which could lead to ascertainment bias. On the other hand, people who suffer from social isolation, cultural shame, language problems, or limited access to healthcare could go unnoticed. In a diverse community like Ealing, this is especially important (NICE, 2018; Blakemore et al., 2018; Pham et al., 2018). Furthermore, UK evidence indicates differences in dementia incidence, age at diagnosis and survival between White, Black and South Asian populations (Mukadam et al., 2022).
Coding mistakes, missing data, and differences in recording amongst general practitioners' practices can all be found in routine datasets. Over time, shifts in clinical awareness and diagnostic standards may also lead to apparent increases in prevalence that do not reflect an increase in disease incidence.
The field of epidemiology itself has its limits. Although observational studies can identify correlations, they cannot always establish causality. Two significant issues are confounding and reverse causation. Reduced physical activity, for instance, may raise the risk of dementia, but early, undetected cognitive impairments may also make people less active.
These limitations highlight the need for epidemiologists to refrain from relying solely on a single signal. A more thorough evaluation of dementia in Ealing can be obtained by combining prevalence estimates, diagnosis rates, demographic data, mortality statistics, and healthcare utilisation (Sommerlad et al., 2019).
Recommendations
By merging data from OHID, NHS, ONS, and local authorities and tracking variations by age, sex, ethnicity, and deprivation, Ealing should continue to improve dementia surveillance. Underdiagnosis may be reduced by improving early detection in primary care and ensuring dementia services are culturally and linguistically appropriate.
To prevent cardiovascular disease, public health programs should also address modifiable risk factors by promoting smoking cessation, increasing physical activity, and reducing social isolation. To provide coordinated support and lessen inequality, cooperation across primary care, memory services, public health, social care, and volunteer organisations is crucial.
Conclusion
For the elderly population of Ealing, dementia is a significant public health concern. Epidemiological analysis enables the identification of illness trends, risk factors, disparities, and unmet diagnostic needs. However, estimates of illness burden may be impacted by confounding, underdiagnosis, ascertainment bias, and limitations in routine data. Therefore, strong surveillance, early and fair diagnosis, prevention of modifiable hazards, and integrated health and social care are necessary for effective management. Ealing may better allocate resources and enhance outcomes for individuals with dementia by identifying under-represented groups using epidemiological evidence.
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