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[bookmark: _Toc237865934]Introduction
Age and health inequalities are referred to as systematic differences in health outcomes, access to quality and healthcare of life experienced by people across different age groups. This analysis is going to focus on older adults aged 65 years and above, who may be particularly vulnerable to health inequalities. Aging is sometimes associated with higher rates of chronic illness, disability, reduced mobility and increased reliance on health and social care services. Nevertheless, these risks can be added to by social determinants such as social isolation, low income, inappropriate housing and unequal access to health care. Understanding these inequalities is essential to promote healthy aging and fair healthcare delivery.
[bookmark: _Toc237865935]Contextual background and underlying factor
3 diseases
Disease 1: Heart disease
Cardiovascular disease (CVD) including coronary heart disease and stroke represents a major health challenge in later life. The British Heart Foundation’s 2025 statistics demonstrate the large UK burden of heart and circulatory diseases (bhf.org.uk, 2026). Age-related physiological changes are superimposed on cumulative exposure to hypertension, smoking, poor diet and physical inactivity. However, the socioeconomic context is also relevant as disadvantaged older people may experience higher levels of risk factors and barriers to preventive health care. Therefore, the inequality is not simply explained by chronological age. Prevention requires accessible blood-pressure and cholesterol monitoring, smoking cessation, physical activity support and timely primary-care management, with greater attention given to socioeconomically disadvantaged communities.
[image: ]
Figure 1: Percentage of adults NOT meeting 5-a-day fruit
(Source: bhf.org.uk, 2026)
Disease 2: Dementia 
Dementia produces a particularly clear age-related inequality. Around one million people in the UK live with dementia, while approximately one in 14 people over 65 and one in six over 80 have the condition (alzheimers.org.uk, 2026). Increasing age is therefore an important risk factor, although dementia should not be considered an inevitable consequence of ageing. Inequalities can also emerge through differences in diagnosis, socioeconomic circumstances and access to specialist support. A late diagnosis may mean people don’t get the right treatment and care planning. Earlier assessment, improved access to memory services, dementia-friendly communities and support for carers can reduce these disadvantages.
Disease 3: Mental Ill-Health 
Poor mental health is another significant issue among older adults and depression and anxiety may be connected with bereavement, chronic disease, loss of independence, retirement and decreased social interaction. These factors can accumulate, meaning socially disadvantaged older adults may experience several risks simultaneously. Mental illness can also be overlooked where symptoms such as withdrawal or low mood are incorrectly attributed to normal ageing (Reynolds et al. 2022). This creates inequality because unmet mental-health needs can reduce quality of life and worsen management of existing physical conditions. Solutions include routine mental-health assessment within primary care, access to psychological therapies, social prescribing and closer integration of mental-health, primary-care and community services. 
3 social issues
Social issue 1: Social Isolation and Loneliness
Social isolation is a significant social determinant of health and almost one million people aged 65 and above in the UK often experience loneliness. Bereavement, mobility problems, living alone and declining social networks can maximise vulnerability. Digital exclusion may intensify the problem as healthcare information and social activities increasingly move online (Mubarak and Suomi, 2022). Loneliness is a common experience and can affect mental wellbeing and lead to poorer health in general. Community activities, befriending programs, social prescribing, accessible transport and digital-skills support can all help to reinforce social participation while retaining face-to-face services for those unable to use digital technologies.
Social Issue 2: Poverty and Economic Insecurity 
Older people may be financially disadvantaged and unable to afford nutritious food, heating, transport and social participation. Information from DWP shows that only 62% of people entitled to Pension Credit received it in 2023-24, falling to 60% among people aged 75 and above (gov.uk, 2026). This means that the current level of financial support is not reaching all eligible older persons. Financial hardship can subsequently translate into poorer health through material deprivation. Maximising Pension Credit awareness, simplifying claims and providing accessible benefits advice could improve financial security and reduce associated health inequalities.
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Figure 2: Take-up range (caseload) of PC, FYE 2013 to FYE 2024
(Source: gov.uk, 2026)
Social issue 3: Poor and Unsuitable Housing
Housing conditions can further maximise inequality and Age UK reported that 75% of surveyed people aged 66 and above experienced homes that were colder than they wanted at least some of the time. Cold, damp or inaccessible housing can particularly affect older people with chronic illness or mobility limitations (ageuk.org.uk, 2026). Lower-income households may have fewer resources to heat, repair or adapt their properties. Housing adaptations, insulation improvements, energy assistance and falls-prevention assessments could therefore help older adults remain healthier and independent within their homes.
[bookmark: _Toc237865936]Explain the statistics you have found under each heading
NHS Healthy Ageing and Frailty Support
NHS England's healthy ageing and frailty approach represents one national response. It recognises poor nutrition, physical inactivity, falls, social isolation and other modifiable factors influencing older people's independence (england.nhs.uk, 2026). Preventive and personalised practices can search out risks before substantial deterioration occurs. Conversely, benefits depend upon accessible local services and sufficient healthcare capacity, meaning implementation differences can potentially maintain geographical inequalities.
Pension Credit
Pension Credit represents a second national response through providing additional financial support to eligible people over State Pension age. This can indirectly improve health by maximising people's ability to meet essential costs such as food and heating (gov.uk, 2026). Conversely, DWP proof of incomplete take-up reflects a significant limitation. Proactive identification of eligible households and accessible application support are therefore required if the policy is to decrease financial inequality effectively.
[bookmark: _Toc237865937]Organisation Supporting Older Adults: Age UK
Age UK is recognised to be a major charity seeking to improve later life and address disadvantages affecting older people. It also provides information and advice on benefits, housing, health and social care alongside community and loneliness support. Its wider role is to raise awareness, undertake research and campaign on issues such as pensioner poverty, loneliness and social-care provision (ageuk.org.uk, 2026). These activities can help to bring the experiences of older people into view in public policy. Nevertheless, charitable interventions are usually a supplement, rather than a substitute, for statutory healthcare, social-care and welfare provision, so structural inequalities will ultimately require ongoing government action.
[bookmark: _Toc237865938]Conclusion
From the above text, it can be concluded that age-related health inequality outcomes from interactions between disease and social disadvantage. Cardiovascular disease, dementia and mental ill-health represent significant health challenges, while loneliness, poverty and unsuitable housing can intensify poor outcomes. Therefore, decreasing these inequalities needs accessible preventive healthcare alongside financial, housing and social support. NHS initiatives, Pension Credit and Age UK's activities provide important responses, but coordinated action on the wider determinants of health remains necessary to achieve equitable healthy ageing. 
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[bookmark: _Toc237865940]Introduction
Dementia is an umbrella term and refers to diseases that cause a gradual decline in memory, thinking, behaviour and function. Alzheimer's disease accounts for about 60-70% of all dementias worldwide as the most common variety of dementia (Mayoclinic, 2026). Dementia primarily affects older people, though it does not always occur just because someone is old. In older people, dementia diminishes and impairs independence, dignity, communication, mobility and the ability to make many decisions about daily living. Long-term deprivation of care and support impacts families and informal carers emotionally, physically, socially and financially. 
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Figure 3: Key data facts in dementia
(Source: Nhs, 2026)
There was a heavy population burden of dementia and it has been observed that the number of people living with dementia worldwide in 2021 was around 57 million (WHO, 2026). Dementia is of continuing epidemiological importance, with almost 10 million new cases every year in the world (WHO, 2026). The WHO has estimated that dementia is now the seventh leading cause of death in the world. It is still a major source of disability and dependency for older people all over the world. It has been stated that the NHS had 513,135 patients who had been diagnosed with dementia in England in March, 2026 (NHS, 2026). Estimated cases showed a high number of diagnosed cases at 66.3% in individuals aged 65 years and older (Qin et al. 2025). This diagnostic deficit reflected a lack of recognition of dementia and ongoing issues in the diagnosis of dementia in the elderly. Thus, it is important to recognise that dementia can be a significant public health issue that needs to be detected, monitored, prevented, treated and supported.
[bookmark: _Toc237865941]Discussion
Public health measures
Preventing, managing and reducing dementia among adults aged 65 years and older is the main emphasis of public health measures. Prevention has encouraged the promotion of dementia risk-factor management, social inclusion, healthy diets, and physical activity (Tsai and Shen, 2022). Protection services have facilitated early identification, cognitive appraisals, medication reviews, and personalised care planning. Community awareness-raising efforts have prompted families to be more aware of signs and symptoms and seek prompt advice and professional assistance. Promotion has boosted cognition, independence, social participation and healthy ageing of older people. Multidisciplinary teams have organised primary, specialist, social and community based services. This has decreased unnecessary complications and helped to preserve wellbeing, independence and longevity.
Risk factors 
The most important non-modifiable risk factor for dementia in the elderly is age. The risk of dementia is also greatly influenced by family history or genetic predisposition in the very elderly (Chen et al. 2024). Cognitive impairment can also result from cardiovascular problems, such as high blood pressure, stroke, diabetes and high blood cholesterol. Inactivity leads to a decline in vascular health and raises the risk of cognitive decline. Excessive alcohol intake and smoking are well-recognised modifiable behavioural risk factors for dementia. A lack of engagement in society and restricted cognitive stimulation might make older people more vulnerable to dementia. In older adults, depression and hearing loss have also been linked to increased risk for dementia. Through the mechanisms of vascular and metabolic processes, obesity, inadequate nutrition and sleep disturbances can be contributing factors. 
Assessment of health needs
Epidemiological papers have revealed that prevalence rates of dementia significantly rise in people from the age of 65. The risk increases, especially for older persons aged 75 years and above, particularly those older than 85 years. Women are affected at a higher percentage as they live longer, they are more likely to have heart failure (Mehta et al. 2023). In ageing, those who have cardiovascular disease, diabetes, hypertension and obesity are at higher risk for developing dementia. Some older adults may be at higher risk because of factors such as social isolation, depression, hearing loss, and a low level of education. Among people aged 60 and above, the risk of developing dementia also varies according to their family history and genetic predisposition.
Older individuals who are experiencing declines in their cognitive function, limitations in their physical function and growing dependency should be detected through health needs assessments. The age, sex, ethnicity, socioeconomic factors and health issues that need to be addressed in the long term should be carefully considered (Ding et al. 2025). Those who live alone and have reduced social contact regularly should be a particular target of this. There could be a higher exposure to modifiable dementia risk factors in older populations in deprived communities. Barriers in diagnostic, treatment support and dementia related care services should also be identified via assessment. Prevention, early detection, individualised care, support for the caregiver and access equity must thus be emphasised for population level planning.
Main public health approaches
Nationwide, complementary monitoring, surveillance and information systems are used to monitor dementia in the adult population, including those persons over 65 years of age. By coding diagnoses and regular patient review, diagnosed prevalence is recorded in primary care records. The records help to estimate how common these conditions are in the population, and those who do not get diagnosed are not being picked up in routine surveillance. Hospital episode statistics identify older hospitalisation and dementia diagnosis, hospital admissions and complications and hospital healthcare utilisation (Tjin et al. 2026). However, hospital data potentially overestimate seriousness as only serious cases of dementia are likely to lead to hospital admission. Mortality rates due to dementia are quite underestimated due to coding practices. National registers and linked data enhance case ascertainment in various healthcare systems and groups of people.
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Figure 4: Data storage in healthcare sector
(Source: Barbieri et al. 2023)
Diagnosis rates, treatment, referrals, care planning and access are monitored by health services via a set of performance frameworks. These indicators show inequities in dementia service delivery, continuity of care and diagnosis. Use of electronic health records allows real-time monitoring and linkage of health and social health services (Barbieri et al. 2023). However, differences are only recorded when this has a big impact on the comparability between practices, regions and population groups. Diagnostic recognition is a crucial component of surveillance which is underestimated in underserved older communities. Prevalence is more robust than disease incidence since the onset of disease is still challenging. 
Public health impact
	Epidemiological dimension
	Short-term consequences
	Long-term consequences
	Public health effects

	Individual
	Cognitive decline, falls, anxiety, medication errors and reduced independence
	Disability, dependence, comorbidities and premature mortality
	Increased need for prevention, diagnosis and continuing care

	Family
	Caregiving stress, emotional burden and disrupted routines
	Financial pressure, burnout and prolonged informal caregiving
	Greater demand for carer support and community services

	Health services
	More consultations, assessments, hospital admissions and medication needs
	Long-term social care, specialist services and increased healthcare expenditure
	Sustained pressure on health and social-care capacity

	Society
	Reduced participation and increased care requirements
	Productivity losses, inequality and rising societal costs
	Greater economic burden and need for dementia-inclusive policies


Table 1: Impact on public health
(Source: Self-developed)
Dementia has a significant public health impact on people aged 65 years and over. Cognitive impairment in the short term leads to falls, medication errors, anxiety and healthcare utilisation. This places greater demands on diagnosis, treatment and community support services for the health services. In the longer term, gradually worsening disability will lead to dependency and death, unless there is a continuing input of social and health services (Kingston et al. 2022). Thus, epidemiological evidence suggests that integrated surveillance, early intervention and planning of resources should lead to a reduction of avoidable consequences as well as improvement of the quality of life.
Evaluation
	Intervention component
	Implementation
	Measurable outcomes
	Evaluation of effectiveness

	Early diagnosis and integrated support programme
	Community screening, GP referrals, memory clinics and personalised care plans (Disler et al. 2022)
	Earlier diagnosis, reduced hospital admissions, improved cognition and quality of life
	Compare baseline and six-month outcomes using validated cognitive and quality-of-life measures

	Carer education and support
	Training, support groups and respite services
	Reduced caregiver burden and improved confidence
	Pre and post intervention caregiver assessments

	Lifestyle and social activities
	Physical activity, cognitive stimulation and social programmes
	Improved functioning, mood and social engagement
	Monitor attendance, functional outcomes and participant feedback


Table 2: Health intervention program
The suggested programme incorporates early diagnosis as well as individualised care, lifestyle support and caregiver education. General practitioner (GP) recognises possible dementia and their referral for detailed dementia assessment in memory clinics (Ronner et al. 2025). Thereafter, a coordinated individualised care plan is put into action to care for the person medically, psychologically and socially. The programme offers suitable physical activity, cognitive stimulation and social interaction for community-dwelling older adults. Cognitive functioning, quality of life, hospitalisations and functional independence should be measured as outcomes.
Strengths and weaknesses of the epidemiological approach
An epidemiological approach has been used to identify dementia patterns in a systematic, population-level evidence-identification approach. It is useful for measuring the incidence and prevalence, which enables accurate assessment of the burden of dementia over time. The data on surveillance helps to identify inequality among demographic and socioeconomic population groups (Qi et al. 2023). Findings contribute to good resource planning and evidence-based dementia service planning. However, epidemiological data might underestimate the incidence of dementia as the diagnosis is inconsistent amongst older persons. Experiences, care, needs and personalities at the individual level do not necessarily reflect the population-level evidence. 
[bookmark: _Toc237865942]Conclusion
It has been concluded that dementia has developed into an important public health issue for adults aged 65 years and older. Epidemiological evidence has revealed that there are significant impacts on both individuals, families, health services and society as a whole. Monitoring has contributed to the knowledge of the burden of dementia, prevalence, inequalities and needs for services. Early diagnosis, personalised care, lifestyle support and caregiver education are thus all necessary to ensure appropriate intervention. Cognitive function, quality of life, independence and burden of the carer have been measured using evaluation tools. Epidemiological methods have overall strengthened dementia prevention, planning, intervention and long term public health care management.
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Recorded dementia diagnosis

513,135 patients had a recorded diagnosis of
dementia on 31 March 2026, an increase of 2,796
patients since 28 February 2026.




