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EXECUTIVE SUMMARY

The likelihood of having good physical and mental health in later life in England 
is not evenly distributed across the population and there is a social class gradient 
in life expectancy, and disability free life expectancy. This report focuses on 
inequalities in the experience and prevalence of poor mental health, cognitive 
impairment and dementia. 

Sixty thousand people die each 
year from symptoms directly 
attributable to dementia, and 25% 
of older people are diagnosed 
with depression, rising to 40% 
in residential care homes. Lower 
socioeconomic groups have higher 
incidence of poor mental health 
and are more likely to have earlier 
onset of dementia than higher 
socioeconomic groups. The social 
determinants of these health 
outcomes are more likely to be 
experienced by people in lower 
socioeconomic groups, some BAME 
groups and for women. 

The risks and likelihood of 
experiencing poor mental health, 
mild cognitive impairment and 
dementia are influenced by factors 
across the life course. In earlier 
life, poor educational attainment, 
unemployment, or poor quality 
employment, poor quality housing 
conditions and neighbourhood 
deprivation increase the risk of 
developing these health outcomes. 
Poor mental health, mild cognitive 
impairment and dementia are 
also profoundly influenced by 
experiences in later life. Significantly 
– and the focus of this report – 
social isolation, lack of mental 
stimulation and physical activity, 
before and after retirement, and 
in later old age, exacerbate risks 
of poor mental health, cognitive 
impairment and dementia. 

Each year, 60,000 older people die 
from effects directly attributable 
to dementia. Postponing the onset 
of dementia by five years would 
decrease the number of deaths by 
half; 30,000 per year. The financial 
cost of caring for people with 
dementia is over £26 billion per 
year, including healthcare, social 
care and unpaid care from family 
members, more than the cost of 
cancer or heart disease. Therefore, 
delaying the onset of dementia 
would result in significant cost 
savings as well as considerable 
benefits to health and wellbeing.

Older people from lower 
socioeconomic backgrounds are 
also more likely to experience 
cognitive dysfunction at earlier 
stages of cognitive decline and 
cognitive impairment, and will have 
fewer resources to cope with the 
symptoms than their counterparts 
from higher socioeconomic groups. 

This report examines the effect of 
social isolation, physical inactivity 
and a lack of mental stimulation 
in later life on inequalities in poor 
mental health, dementia and 
cognitive decline. People from 
lower socioeconomic groups 
are more likely to live, work and 
age in physical and economic 
environments that do not support 
social connectedness, physical 
activity or mental stimulation. The 

report provides clear evidence that 
this can increase the risk of poor 
mental health, cognitive impairment 
and dementia in later life. 

This report will: 

1.  Provide an overview of 
inequalities in poor mental 
health, cognitive impairment 
and dementia, and their social 
determinants across the life 
course.

2.  Describe how social isolation, 
loneliness and a lack of mental 
stimulation and physical 
exercise can impact on mental 
health, cognitive impairment 
and dementia.

3.  Present evidence of the 
ameliorating effects of social 
connectedness, physical 
exercise and mental stimulation 
on poor mental health, 
cognitive impairment and 
dementia in older age.

4.  Provide an overview of the 
effects of health and social care 
interventions on mental health, 
cognitive impairment and 
dementia. 

5.  Make proposals for policies at a 
national level and interventions 
at a local level to achieve better 
health and reduced health 
inequalities for older people. 
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Specifically, this report aims to:

•  Provide evidence to help 
prioritise and support national 
government cross-departmental 
action on reducing inequalities 
in the health and wellbeing of 
older people.

•  Provide proposals for action 
based on the best available 
evidence, appropriate to 
national and local policy and 
service priorities, to address 
significant drivers of health 
inequalities, specifically social 
isolation and loneliness, physical 
activity and mental stimulation.

Policy has mostly focused on 
the diagnosis and treatment of 
mild cognitive impairment (MCI) 
and dementia, and experience 
of loneliness and depression has 
often been seen as an inevitable 
part of ageing. However, there is 
increasing recognition, reflected in 
some policies, of the importance of 
preventative measures to reduce the 
growing numbers of older people 
with poor mental health, MCI and 
dementia. So far, this has largely 
focused on individual lifestyle factors 
and health outcome risks. However, 
without addressing key drivers 
such as poverty, social exclusion, 
low levels of mental stimulation 
and physical activity, numbers of 
people with poor mental health, 
cognitive impairment and dementia 
will continue to rise and inequalities 
persist and potentially worsen.

Health and social care services 
will be under increasing strain due 
to rising numbers of older people 
with poor mental health, MCI 
and dementia. This is particularly 
significant for older people in lower 
socioeconomic groups, who are 
more at risk of experiencing the 
drivers of poor mental health, MCI 
and dementia over the life course 
and in older age, and will likely lack 
the social and economic resources 
to secure appropriate care. 

Adequately funded, preventative 
interventions, addressing the 
social determinants of poor mental 
health, MCI and dementia, will 
ensure better health outcomes 
across all socioeconomic groups 
and reduce costs. Poor mental 
health, MCI and dementia are inter-
related so action to address one 
issue is likely to have a positive 
impact on another as well as 
bringing a range of other desirable 
impacts. 

The proposals in this report will 
likely reduce incidence of poor 
mental health, MCI and dementia 
by addressing powerful drivers 
which perpetuate inequalities in 
these conditions and, in so doing, 
will save money as well as improve 
health. In Chapter 6 we make such 
proposals. 

The financial case for action

In 2015 the financial cost of caring 
for people with dementia was 
over £26 billion. [1] This figure 
includes healthcare costs, publicly 
and privately funded social care, 
unpaid care, and other dementia 
care costs. Adequately investing 
in initiatives which improve the 
economic, social and physical 
environments in which older 
people live has the potential 
to prevent poor mental health 
and delay the onset of MCI and 
dementia.

Postponing the onset of dementia 
by up to two years could decrease 
the number of deaths by around 
12,000 per year and represents 
a potential saving of £52 billion 
and could significantly reduce the 
number of deaths attributed to 
dementia every year. 

Approximately £3 billion is 
spent on the treatment of poor 
mental health for older people 
in the UK each year. Services are 
underfunded when compared 
with investment in physical health 
for older people, which is around 
two fifths of the NHS total spend 
(£46.5 billion). [2] 

Prevention

Current preventive strategies for 
poor mental health, cognitive 
impairment and dementia 
are focused on encouraging 
individuals to make lifestyle 
changes, or on developing medical 
interventions that can prevent or 
delay the progress of cognitive 
decline and dementia. National and 
local government can also ensure 
further supportive action on the 
main social drivers of poor mental 
health, cognitive decline and 
dementia to reduce the prevalence 
and cost of care and treatment. 

Government policy, including 
The Prime Minister’s Challenge 
on Dementia, urgently needs to 
give greater focus to the social 
determinants of MCI and dementia, 
drawing on key literature such 
as the Blackfriars Consensus. 
[3] Published in 2014 by the UK 
Health Forum and Public Health 
England, the Consensus advocates 
for strategies which address the 
drivers for social isolation, physical 
inactivity and lack of mental 
stimulation and therefore reduce 
the inequalities in prevalence 
of poor mental health, MCI and 
dementia. These strategies include 
‘improved workplace health 
in mid-life; supporting social 
interactions and lifelong learning 
and stimulation in later life; and 
supportive care from services and 
from carers/families’. 
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Box 1. Life course determinants for poor mental  
health, mild cognitive impairment and dementia 
in later life

•  The cumulative experience of the social determinants of health 
throughout the life course impact on health inequalities in older 
age, including increasing the risk of poor mental health, mild 
cognitive impairment (MCI) and dementia. 

•  Compared with people from higher socioeconomic groups, lower 
socioeconomic groups are more likely to experience physical, 
social and economic environments, and adverse childhood 
experiences, that result in these inequalities, and will have fewer 
resources to cope when experiencing poor health outcomes in 
later life. 

•  Cognitive reserve – the skills, abilities and knowledge that 
increases the resilience and adaptability of the brain and its 
functioning – is built throughout the life course., A high level of 
cognitive reserve increases brain efficiency and flexibility and 
reduces the risk of MCI and dementia in later life. 

•  Lower educational attainment, and a history of poor quality, 
manual employment or unemployment results in fewer 
opportunities to build the skills, abilities and knowledge, or 
cognitive reserve, needed to lower the risk and impact of poor 
mental health, mild cognitive impairment and dementia in later life. 

•  Unemployment also increases the risk of various poor 
health outcomes, including poor mental health,. Poor quality 
employment is linked to job strain and more sedentary lives, 
which are linked to poor mental health. 

•  Unemployment and poor quality, sporadic employment reduce 
lifetime income, increasing the risk of poverty in older age, 
increasing the risks of poor mental health, and earlier onset 
cognitive impairment and dementia. 

•  Manual and low paid groups have less access to ongoing 
professional, educational opportunities than groups employed 
in non-manual, higher paid professions reducing their likelihood 
of building later life skills and abilities, or cognitive reserve, and 
potential for ongoing employment in later life.  

•  Homes in poor condition are more likely to experience fuel 
poverty, and cold homes have been independently linked to poor 
mental health, and increase the risk of respiratory problems in 
children and adults, also affecting school attendance, academic 
achievement and lifetime employment chances. 

Key messages
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Box 2. Later life social determinants 
of poor mental health, mild cognitive 
impairment and dementia 

•  Social isolation and loneliness, lack of mental 
stimulation, and physical inactivity in later life 
increase the risk of poor mental health, including 
depression, and the risk of mild cognitive 
impairment and dementia. These later life 
circumstances can also increase the risk that 
cognitive decline will occur at a faster rate, and 
that mild cognitive impairment and dementia will 
start at an earlier age. 

•  Depression has also been shown to increase the 
risk of converting MCI to dementia. 

•  One million older people report not having 
spoken to another person in over a month 
and around 25% of older people living in the 
community have a mental illness that requires 
intervention. This figure increases to 40% in 
residential care settings. Two per cent of older 
people have a major depressive disorder; 11% 
have a minor depressive disorder. These figures 
are likely to be an underestimation as depression 
in older age is often under- or misdiagnosed. 

•  Social isolation, and in particular loneliness, can 
be one of the most powerful drivers for common 
mental disorders (CMDs) including depression, 
anxiety and stress and are independently linked 
to cognitive impairment and dementia. 

•  Older people identified as being lonely are 1.63 
times more likely to be diagnosed with clinical 
dementia than those who are not lonely and 
older people with weak social ties have a 50% 
higher risk of mortality, comparable to the risks 
caused by smoking or obesity.

•  There are clear socioeconomic inequalities related 
to risks of becoming socially isolated in older age. 
Poverty is one of the most significant drivers for 
social isolation and loneliness, and is linked to lower 
educational attainment, a history of poor quality 
employment or unemployment, poor quality 
housing, and low retirement income and pensions. 

•  Care-givers are vulnerable to social isolation 
and loneliness. Loss of earnings and poverty, 
restrictions on leisure time, and the disability and 
symptoms of care recipients contribute to carers’ 
social isolation and risk of depression, putting them 
at an increased risk of depression and dementia. 

•  People who are socially disconnected have a 
reduced ability to self-regulate and are less likely 
to take part in healthy behaviours. They will also 
lack the social, emotional and practical support 
needed to cope with the symptoms of poor 
mental health, MCI and dementia. 

•  Older people with a history of social isolation, 
poverty and living in areas of deprivation have 
limited access to mental stimulation and there 
is a social gradient experienced in the access 
to and ability to use stimulating resources, 
including education courses, leisure activities, 
civic engagement and ongoing, good quality 
employment. 

•  Large proportions of older people are not 
engaged in learning activities and only 16% 
of people between 65 and 75 years think of 
themselves as learners. Only 7% of people over 
the age of 75 are likely to take part in learning. 

•  Disadvantaged older people are more likely than 
non-disadvantaged to depend on government 
funded education programmes and as such 
are more likely to be excluded from education 
when government policies gear funding towards 
employment-focused training and education. 

•  Physical exercise in mid and later life helps to 
prevent poor mental health, improves cognitive 
functioning, and can ameliorate the symptoms 
and impact of cognitive impairment and 
dementia as exercise is associated with increased 
brain capacity. Older people who are physically fit 
score more highly on cognitive ability testing. 

•  Older people with a history of social isolation, 
poverty and living in areas of deprivation have 
limited access to physical exercise.

•  Lack of access to green space is associated with 
physical inactivity. Green spaces are distributed 
unevenly across the UK, with five times more 
green space found in the most affluent areas 
than in the least affluent.

•  People with the lowest household income have a 
30% chance of not engaging in physical activity, 
compared to a 10% chance for those people in 
the highest quintiles. Twenty per cent of people 
living in the most deprived areas do not take 
part in physical activity. 

•  Health outcomes such as diabetes, cardiovascular 
problems, obesity and poor mental health are 
more likely to be found in areas of deprivation 
with limited access to good quality green space, 
and increase the risk of MCI and dementia. 
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Box 3. Improving mental health, delaying onset 
of cognitive decline and dementia, and reducing 
inequalities 

•  Cognitive reserve is not static, and can be built on even in later 
life. This is especially important for people who have not had the 
opportunity to build cognitive reserve during their younger life. 
Mental stimulation in later life can protect against and ameliorate 
the symptoms of cognitive impairment and dementia and has 
the potential to replace lost cognitive function or delay cognitive 
ageing by up to 1.75 years.

•  Depression is a ‘modifiable risk factor’ for the conversion of MCI 
to dementia. Preventing depression through action on the social 
determinants that are linked to poor mental health, and ensuring 
access to appropriate treatment when depression occurs, will 
contribute to reducing the risk of dementia.

•  Social connectedness in mid and later life, helps to prevent poor 
mental health, improves cognitive functioning, is associated with 
reduced incidence of dementia and can ameliorate the symptoms 
and impact of cognitive impairment and dementia. 

•  Social connectedness in later life increases social, emotional and 
practical support, which is needed to cope with the symptoms of 
poor mental health, MCI and dementia and can help to prevent 
more rapid deterioration. 

•  Action can be taken in both mid and later life to prevent social 
isolation in older age, promote improved cognitive function 
and mental health. This includes enabling people to prepare 
financially for later life through good quality employment during 
working life, provision of part-time employment opportunities 
for retirement age, volunteering opportunities and access to 
educational courses and social activities, raising awareness of 
the impact of loneliness among older people, and developing 
and maintaining homes, neighbourhoods and interventions that 
facilitate social connectedness.

•  Physical exercise has been found to be protective against both 
prevalent and incident depression, even when adjusting for age, 
gender, smoking, ethnicity, financial strain, chronic conditions, 
disability, body mass index, alcohol consumption and social 
relations. Access to green space and physical exercise can also 
prolong years of living independently, reduce the risk of disability, 
and impact on the general quality of life of older people.
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Box 4. UK Policy and Practice

•  The Blackfriars Consensus highlights the importance of creating the social, environmental and economic 
circumstances that promote brain health and enable people to live healthier lives and reduce their risk 
of developing dementia. 

•  Much of current health policy focuses on diagnosis and treatment of poor mental health, cognitive 
impairment and dementia without recognising that addressing the wider social determinants of health 
inequalities in older age would make a significant contribution to preventing poor mental health, 
decreasing the risk, delaying onset, and limiting the impact of cognitive impairment and dementia. 

•  The Government strategy paper No Health Without Mental Health,[4] and its companion paper Delivering 
Mental Health Outcomes for all Ages [5] does explicitly identify some of the social determinants of 
poor mental health such as isolation, caring responsibilities, economic deprivation and lack of access to 
education. However, subsequent documents, such as the Mental Health Dashboard, [6]highlight increasing 
levels of absolute low income but fail to measure access to education or support for carers. 

•  Government policy focusing on improving access to mental health treatment, and improving services 
has failed to address unhelpful service divisions that result in older people denied access to services for 
younger age groups, or do not provide services which cater for older people with poor mental health 
and other physical co-morbidities. 

•  The Prime Minister’s Challenge on Dementia 2020 focuses on improving diagnosis and treatment of 
dementia, and preventative action focuses predominantly on encouraging individuals to make lifestyle 
choices which reduce the risk of MCI and dementia, including staying socially connected, physically fit, 
and mentally stimulated. 

•  Proposed policies to increase the state pension age between 2026 and 2028 will impact hardest on 
people on low income, in manual trades and without a private pension, affecting income levels, quality 
of life and the financial resources to remain or become social connected. Low interest rates on savings 
continue to undermine pension increases for those who have been able to save. 

•  Current funding cuts to local authorities will directly affect their ability to develop and maintain local 
areas and neighbourhood services to standards that enable older people to remain physically active and 
social connected. Areas of deprivation are likely to be hardest hit. 

•  Government education policy focuses predominantly on preparing students for the labour market, 
and has resulted in a lack of government funding for life long learning opportunities for older people. 
Older people living in deprived areas may experience difficulties accessing the educational or mentally 
stimulating activities appropriate to their needs. 

•  Under-funded, poorly coordinated and disjointed service provision for MCI and dementia in later life can 
create inequities in provision of, and access to, care for the elderly. This will affect people with lower social 
and economic resources to a greater degree, as they are more reliant on Government funded services. 

•  The Care Act and the introduction of Personal Budgets have improved health and social care provision 
for some older people and their carers. However, budget cuts and the separation of health and social 
care in the UK continue to result in a significant number of older people not receiving the most 
appropriate care for their needs and people with dementia are among groups who are not receiving the 
potential benefits from Personal Budgets.

•  Residential care homes require better service design, adequate funding, and training of staff to ensure 
that older people from lower socioeconomic groups do not receive poor quality care. 
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Box 5. Recommendations 

•  Investing in initiatives which improve the economic, social and physical environments in which older 
people live can prevent poor mental health, and have the potential to delay the onset of MCI and 
dementia by up to 1.75 years, representing a saving of £45.5 billion. 

•  Upstream interventions which focus on creating the social, financial and physical environments which 
enable older people will make a significant contribution to preventing poor mental health, and to 
decreasing the risk, delaying onset and limiting the impact of, cognitive impairment and dementia.

•  Strategies to prevent the rising number of older people experiencing poor mental health, MCI and 
dementia can focus on three key stages in later life: pre-retirement working life, post retirement, and 
later old age. 

•  The Department of Health, Public Health England and other government departments such as the 
Department for Work and Pensions can work with employers, trade unions and other local government 
agencies to ensure people pre retirement are enabled to prepare financially and psychologically for 
retirement, embedding healthy living practices, such as active travel and social connectedness, into 
working life. Employers can play an important role in promoting and supporting an open attitude to 
lifelong learning across the social gradient, providing information and opportunities for training and 
further education, particularly in the years running up to retirement. 

•  Statutory and voluntary sector education and training providers can support post retirement and later 
old age mental stimulation through ensuring activities and courses are relevant and accessible to older 
people, particularly those with caring responsibilities or in residential care homes.

•  Local authorities, town planners, and housing and care providers can incorporate age-friendly 
considerations into their local planning, development and decision-making. The planning, development 
and maintenance of neighbourhoods and towns should be appropriate to the needs of older people 
post retirement and in later old age, enabling them to become or remain socially connected, mentally 
stimulated and physically active, through well maintained, walkable streets and green spaces with 
communal areas, adequate seating and toilet facilities, and transport links. 

•  GPs and older-age service providers can prioritise identifying and treating later life depression, and 
facilitate social connectedness, and physical and mental activity in later life. Social prescribing, or the 
referral of older people to services that will address the social determinants of health is important. 

•  A wide range of successful interventions combating isolation and loneliness in older people exist. More 
action is needed across government departments at a policy level to highlight the social determinants 
and impacts of social isolation and loneliness. 

•  Initiatives that attempt to promote physical activity without taking account of the physical environment 
in which people live are likely to experience difficulties in engaging older people. 

•  Several initiatives, such as the introduction of free ‘green gyms’ in parks and outdoor leisure spaces, 
and mentoring projects, have supported older people to be socially connected and remain active and 
mentally stimulated in older life. However, lack of public transport, deteriorating and under-maintained 
streets, public toilets, seating areas and green spaces, prevent older people from remaining physically 
active and socially connected.
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PRE-RETIREMENT WORKING LIFE 

The department for work and pensions, department of health and 
public health england should: 

•  Raise awareness among employers regarding the risks of poor 
mental health, MCI and dementia and the impact of social isolation, 
physical inactivity and lack of mental stimulation, disseminating best 
practice initiatives and encouraging healthy working practices. 

•  Raise awareness in other government departments about the impact 
of low paid, insecure, working conditions on the ability to save 
adequately for retirement and subsequent risks of older age poor 
mental health, MCI, dementia, and costs of health and social care. 

•  Work with employers to ensure a variety of appropriate, flexible 
retirement and part-time employment options are available to 
older people and that the extension of working lives supports 
good health rather than increasing the risk of poor mental health, 
MCI and dementia. 

The department of health and public health england should:

•  Work with local authorities to encourage active travel to and from 
work by providing safe cycle paths, developing and maintaining 
green spaces and ensuring adequate public transport. 

The department of health, public health england, trade unions and 
employers should:

•  Promote safe working practices, good mental and cognitive health, and 
supported returns to work by disseminating information about good 
working practices and adequate training and support for employers. 

The department of health, public health england and the 
department for business, innovation and skills should: 

•  Work collaboratively with trade unions and employers, ensuring 
low-skilled, manual workers are mentally stimulated and physically 
active throughout their working live and promoting lifelong 
learning through to retirement. 

The department for work and pensions, department of health, 
public health england and the department for business, innovation 
and skills should:

•  Utilise current research, such as the Foresight series of evidence 
reviews on the future of ageing, and address the gap in basic skills 
experienced by those in manual trades, fostering a disposition to 
engage in learning, and promoting the diversification of skills in 
the older age workforce. 

RETIREMENT AND EARLY 
OLDER AGE 

The department of health and public 
health england should: 

•  Work collaboratively with other 
government departments, town 
planning, housing providers and 
other agencies to highlight the 
risks and costs of widening health 
inequalities in poor mental health, 
MCI and dementia if basic needs 
of older people are not met. This 
includes facilitating adequate living 
conditions and standards of living. 

•  Develop and disseminate training 
for town planners, architects, 
local housing authorities and 
other agencies to ensure local 
environments, housing and 
services are accessible to older 
people, promoting social inclusion 
through well designed communal 
spaces and services, and enabling 
physical activity through access to 
green spaces and increasing the 
‘walkability’ of streets and town 
centres. 

•  Prioritise social isolation and 
loneliness as a key driver for poor 
mental health, MCI and dementia, 
and work collaboratively with local 
authorities, Health and Wellbeing 
Boards and initiatives such as the 
Campaign to End Loneliness to 
address the social determinants 
of social isolation and loneliness in 
older age. 

•  Work closely with local authorities, 
developing initiatives that improve 
and maintain local environments 
and green spaces, and work 
proactively to encourage older 
people to use them, improving 
their mental and cognitive health. 

Action is needed during three specific stages in older age: pre-retirement working life, 
retirement and early old age, and later life. 
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•  Work with the Department 
for Business, Innovation 
and Skills to highlight the 
links between cognitive 
health, mental wellbeing and 
mental stimulation, and the 
lack of opportunity for, and 
engagement in, continuing 
learning for older people in 
lower socioeconomic groups. 

•  Promote the use of 
interventions that encourage 
the engagement of lower 
socioeconomic groups in 
lifelong learning including 
funding third sector learning 
initiatives, utilising agencies 
who are already engaged with 
underserved groups, adapting 
the provision of education to 
the needs of a diverse and 
older cohort, and providing 
specialised later life education 
advisors. 

LATER LIFE 

The department of health and public health england should: 

•  Work to raise awareness of the prevalence and risks of poor mental 
health in later life, its links with the conversion of MCI to dementia, 
and to challenge the acceptance of depression and poor mental 
health as inevitable parts of ageing, supporting GPs and other NHS 
staff to enquire about, identify and address the causes of poor mental 
health in later life through referrals to appropriate services. 

•  Work closely with the Dementia Platform UK and other national 
healthy ageing research initiatives, highlighting the impact of social 
determinants of poor mental health, MCI and dementia, and ensuring 
that cost-effective interventions are developed through current 
research strategies alongside medical interventions for prevention and 
treatment. 

•  Ring-fence funding for carer breaks and support, older age housing 
and care settings, and improvements to local environments, to ensure 
dedicated funding to interventions that support older people and 
enable them to flourish. 

Public Health England can provide impetus and guidance to local 
agencies to set up strategic partnerships between the Environment 
Agency, local authorities, education providers, the voluntary sector, 
Health and Wellbeing Boards and NHS Trusts to facilitate better 
town planning, service design and delivery and social connectedness. 
Collaborative strategies developed by local and national government 
departments, third sector agencies, the private sector, trade unions and 
other local service agencies will promote the best health outcomes. 
Government policy that tackles the social determinants of cognitive 
impairment, dementia and poor mental health at a whole-population 
level, but targets the most resources at areas with the most need, will 
enable the greatest reduction in health inequalities found in poor mental 
health, cognitive impairment and dementia. 
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INTRODUCTION

There are multiple factors across the life course that increase the risk of poor 
mental health, mild cognitive impairment (MCI) and dementia in older age and 
result in inequalities in the prevalence and experience of these conditions. Policies 
and interventions that enable social connectedness, mental stimulation and 
physical activity in later life have the potential to prevent, delay and ameliorate the 
symptoms of these conditions. 

Environments that enable older 
people to remain physically active, 
mentally stimulated and socially 
connected will make a significant 
contribution to reducing the 
inequalities experienced in poor 
mental health, MCI and dementia, 
and the financial and human 
cost that these health outcomes 
incur. Currently the combined 
expenditure on care for poor 
mental health and dementia in 
later life is over £30 billion per year, 
including £26 billion on the care 
of dementia and £6 billion on the 
treatment of poor mental health. 
Delaying the onset of dementia by 
up to two years could represent a 
saving of £52 billion per year. 

This report will: 

1.  Provide an overview of 
inequalities in poor mental 
health, cognitive impairment 
and dementia, and their social 
determinants across the life 
course.

2.  Describe how social isolation, 
loneliness and a lack of mental 
stimulation and physical 
exercise can impact on mental 
health, cognitive impairment 
and dementia.

3.  Present evidence of the 
ameliorating effects of social 
connectedness, physical 
exercise and mental stimulation 
on poor mental health, 
cognitive impairment and 
dementia in older age.

4.  Provide an overview of the 
effects of health and social care 
interventions on mental health, 
cognitive impairment and 
dementia. 

5.  Make proposals for policies at a 
national level and interventions 
at a local level to achieve better 
health and reduced health 
inequalities for older people. 

AIMS

Specifically, this report aims to:

•  Provide evidence to help 
prioritise and support national 
government cross-departmental 
action on reducing inequalities 
in the health and wellbeing of 
older people.

•  Provide proposals for action 
based on the best available 
evidence, appropriate to 
national and local policy and 
service priorities, to address 
significant drivers of health 
inequalities, specifically social 
isolation and loneliness, physical 
activity and mental stimulation.

The report contains two 
Appendices: 

1.  Methodology for conducting 
the research

2.  Key literature to support the 
report and its findings 

For the purposes of this report, 
‘older people’ refers to those aged 
over 65, or as otherwise stated. 

POOR MENTAL HEALTH: 
DEFINITION AND 
PREVALENCE

Mental health, or ‘good’ mental 
health, is defined by the World 
Health Organisation (WHO) as 
‘a state of wellbeing in which 
every individual realises his or her 
own potential, can cope with the 
normal stresses of life, can work 
productively and fruitfully, and is 
able to make a contribution to her 
or his community’. [7] There are 
many people who do not reach 
the threshold for a diagnosis of a 
mental disorder but who, under 
the WHO’s definition, have poor 
mental health. Mental illness, or 
common mental disorders (CMDs), 
include depressive and anxiety 
disorders. [8] 

People over the age of 65 account 
for 35% of people with mental 
health problems in the UK. Around 
25% of older people living in the 
community have a mental health 
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illness that requires intervention. 
[4] Two per cent of older people 
have a major depressive disorder; 
11% have a minor depressive 
disorder. [4] Later life experiences 
such as the death of a spouse, 
retirement, poor physical health, 
loss of status, discrimination, 
caring, lower income, lack of 
physical and mental stimulation, 
and isolation increase the risk of 
poor mental health in later life. 
Dementia and living in residential 
care settings are two important 
risk factors for depression and 
mental ill health in older age, with 
25% of people with dementia 
and 40% of older people living 
in residential care settings 
experiencing depression. [9, 10] Up 
to 30% of residents in residential 
care settings experience anxiety. 
[10] It is thought that these figures 
are an underestimation. [4]

The incidence of poor mental 
health shows a marked rise in 
late old age: 40% of people 
over the age of 85 experience 
depression. [11] Depression is 
two to three times more likely to 
be found in people with chronic 
physical health symptoms such 
as diabetes, angina and chronic 
musculoskeletal disorders than in 
those without such problems. [12] 
The symptoms of depression have 
also been shown to increase the 
risk of converting MCI symptoms 
into dementia. [13] 

COGNITIVE IMPAIRMENT AND 
DEMENTIA: DEFINITION AND 
PREVALENCE

Each year, 60,000 older people 
die from symptoms directly 
attributable to dementia. 
Postponing the onset of dementia 
by five years would decrease the 
number of deaths by 30,000 per 
year. The financial cost of caring 
for people with dementia is over 
£26 billion per year, including 
healthcare, social care and unpaid 
care from family members. [1] This 
is more than the cost of cancer 
or heart disease. [14] Two-thirds 
of people living with dementia 
live in the community, while the 
remaining third live in residential 
care settings. Eighty per cent of 
care home residents have some 
form of dementia, or severe 
memory problems. [15] 

Mild cognitive impairment (MCI) 
describes a set of symptoms that 
involves various problems with 
cognitive functioning including 
memory loss, and problems with 
language, attention and problem-
solving. Mild forms of cognitive 
impairment in which the symptoms 
are not severe and remain 
relatively static over time can be a 
normal part of the ageing process. 
MCI can also be associated with 
depression, anxiety, stress, physical 
illness or taking some medications. 
However, MCI can develop into 
dementia, including Alzheimer’s 
disease, vascular dementia, fronto-
temporal dementia, and dementia 
with Lewy bodies, all of which are 
progressive, with people living 
for up to 12 years after initial 
diagnosis. [16, 17] Around 10 to 15% 
of people who experience MCI with 
memory loss will go on to develop 
dementia, most often Alzheimer’s 
disease. [18] 

Cognitive impairment is thought 
to occur along a continuum and 
there is not a clear demarcation 
between age related ‘normal’ and 
mild cognitive impairment, and 
the onset of dementia. This lack 
of delineation has led to a lack 
of standardisation of methods 
in research, and can hinder the 
review and comparison of research 
studies. [19] 

Alzheimer’s disease is one of the 
most common forms of dementia 
and is caused by a build-up of 
proteins in the brain, creating 
‘plaques’ and ‘tangles’, leading 
to the loss of brain tissue. People 
with Alzheimer’s disease also 
experience a shortage of specific 
chemicals in the brain, resulting in 
ineffective transmission of signals. 
Over time symptoms such as 
memory loss, language difficulties 
and difficulties with daily tasks 
such as cooking become more 
severe. People diagnosed with 
Alzheimer’s disease live, on 
average, around 8–10 years after 
initial diagnosis. [20]

Although there are cases of early 
onset dementia in people below 
the age of 65, the majority of 
cases are in older people. After the 
age of 65 the risk of developing 
dementia doubles every five 
years. Dementia affects people 
over the age of 80 and women 
disproportionately. It is estimated 
that 850,000 people in the UK 
have dementia, which is expected 
to rise to one million by 2025 due 
to the UK’s ageing population. 
Only 62% of people living with 
dementia in the UK have been 
diagnosed. [21] Some areas of the 
UK, such as Northern Ireland, show 
much higher rates of diagnosis. 
This has an impact on rates of 
referrals to relevant support and 
care, for example memory clinics 
or carer support agencies. [22] 
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PART 1: 

INEQUALITIES 
IN HEALTH AND 
WELLBEING AMONG 
OLDER PEOPLE:

THE SOCIAL 
DETERMINANTS 
THROUGHOUT LIFE
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INEQUALITIES IN MENTAL HEALTH,  
COGNITIVE IMPAIRMENT AND DEMENTIA 
AND THEIR DETERMINANTS 

Key Messages 

•  The cumulative experience of social, physical and economic 
circumstances throughout life impact on health inequalities in older  
age, including poor mental health, cognitive impairment and dementia. 

•  Compared with people from higher socioeconomic groups, people 
from lower socioeconomic groups are more likely to experience 
health-harming social, physical and economic environments which 
lead to health inequalities. 

•  Health outcomes such as diabetes, cardiovascular problems, poor 
mental health and obesity are more likely to be found in areas of 
deprivation than in better-off areas, and increase the risk of MCI  
and dementia. 

•  Unemployment and poor quality employment have been linked to 
various poor health outcomes. Unemployment is linked to health-
harming behaviours such as smoking and excess alcohol intake. Poor 
quality employment is linked to job strain and more sedentary lives, 
which are linked to diabetes and cardiovascular disease respectively. 

•  Unemployment and poor quality, sporadic employment reduce 
lifetime income, increasing the risk of poverty in older age and 
reducing the likelihood that working life will be extended. 

•  Homes in poor condition are more likely to experience fuel poverty,  
and cold homes have been independently linked to poor mental health.

•  Depression, more likely in lower socioeconomic cohorts, has been 
found to increase the risk of converting MCI to dementia. 

•  Cognitive reserve – the ability to build skills, abilities and 
knowledge to improve life chances – is built throughout the life 
course, starting with maternal and foetal health, developing 
in early childhood and school life, and maintained throughout 
working life. High levels of cognitive reserve increase brain 
efficiency and flexibility and reduce the risk of MCI and dementia. 

•  A high level of educational attainment, particularly when 
‘leveraged’ into occupations that involve dealing with high levels 
of complex data, is a key determinant for lowering the risk of 
developing cognitive impairment and dementia.

•  People from lower socioeconomic groups, with lower 
educational attainment, and with a history of unemployment or 
poor quality, manual employment, have fewer opportunities to 
build cognitive reserve. 

1
chapter
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1.1 INEQUALITIES IN LIMITING, 
LONG-STANDING ILLNESS, 
DISABILITY AND MORTALITY 

Social and environmental factors 
influence the experience of ageing, 
alongside physiological factors. 
People in lower socioeconomic 
positions have a much higher risk 
of long-standing illness, disability, 
and shorter life expectancy than 
their counterparts in higher 
positions, as detailed in Figures 
1 and 2. For example, men and 
women living in Blackpool, the 
most deprived area of England, 
will live around 16.5 and 11.6 fewer 
years respectively in good health 
than men and women living in 
Wokingham, the least deprived 
area in England. [23] 

Figure 1. Male healthy life expectancy at local authority level, by 
Index of Multiple Deprivation, 2010–12 and 2011–13 [23]

Figure 2. Female healthy life expectancy at local authority level, by 
Index of Multiple Deprivation, 2010–12 and 2011–13 [23]

Social, economic and physical conditions, experienced throughout the life course, also Influence the risk of 
poor mental health. Higher levels of psychotic disorders are found in the lowest quintile of household income, 
and common mental disorders such as anxiety and depression are twice as likely to be found in the lowest 20% 
of the population for income [24], as shown in Figure 3. 

Figure 3. Rates 
of common 
mental health 
disorders across 
the life course
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Social determinants, including income, levels of education and access to good quality employment, also 
influence the rates of cognitive decline, and increase the risk and worsen the symptoms and experience of 
cognitive impairment and dementia. [25]
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1.2 PRENATAL AND EARLY CHILDHOOD DRIVERS FOR POOR MENTAL HEALTH, COGNITIVE 
IMPAIRMENT AND DEMENTIA 

Maternal health, including nutrition and the prevalence of smoking, substance misuse and stress during 
pregnancy, is linked to birth weight. The in utero environment of the womb impacts on the health of the baby 
in adult life. [24] Low birth weight impacts on infant brain development, as do adverse experiences in the first 
year of life. 

Figure 4 depicts rates of poor social and emotional adjustment in children, according to their father’s social 
class at birth. Recent research has shown that maternal depression and economic deprivation can diminish 
cognitive and emotional development in children, together and separately. [26] It has also been demonstrated 
that incidence of health-harming behaviours, low educational attainment, low income, and limited resources of 
parents, all of which are socially graded, affect social, emotional and physical resilience of children in their early 
years, continuing into adulthood and later life. 

Figure 4. Rates of poor social/emotional adjustments at ages 7, 11 and 16 by father’s social class at birth, 
Child Development Study 

Social class 1/11 = Professional / managerial occupations 

Social class 11NM = Skilled non-manual occupations 

Social class 111M = Skilled manual occupations

Social class 1V/V = Partly skilled / unskilled occupations

 

Family structure, income, and home and community environments also impact on children’s longer-term health 
and mental wellbeing. Children from deprived households whose mothers worked but were poorly educated 
are more likely to have mental health problems as adolescents [27] that can continue into adult and later life.

Conversely, breast feeding, good maternal mental health and educational attainment, stable households, 
adequate family income and decent, and damp-free homes are all protective factors against low cognitive 
function in children. These conditions increase the likelihood that children will be socially, emotionally and 
psychologically school-ready, [24, 27] and able to build the skills, abilities and knowledge, known as cognitive 
reserve (see Section 1.3a), to improve life chances over the life course. 
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1.3 SCHOOL AND HOME 
LIFE DRIVERS FOR POOR 
MENTAL HEALTH, COGNITIVE 
IMPAIRMENT AND DEMENTIA 

Children living in cold homes 
are more than twice as likely to 
develop a variety of cardiovascular 
and respiratory illnesses as those 
not living in cold homes. [28] Poor 
housing conditions in childhood 
are also linked to a range of 
other health problems including 
depression, slower physical growth 
and slower cognitive development. 
[29] A quarter of adolescents 
growing up in cold housing are 
at risk of various mental health 
problems. [28] Growing up in 
poor or overcrowded housing also 
impacts on a child’s ability to reach 
his or her full educational potential 
and has lasting, life-changing 
effects. [30] 

Adverse childhood experiences 
(ACEs) between age 5 and 18 
years, such as sexual or emotional 
abuse, neglect, parental substance 
misuse, or living in care, increase 
the risk of negative health 
outcomes including poor mental 
health throughout the life course, 
including in older age. ACEs are 
linked to high cortisol (stress 
hormone) levels, which can lead 
to increased sensitivity to external 
stressors when older. [31]

A recent review (2012) examining 
the impact of childhood trauma 
on mental and physical health in 
later life (in adults aged 50 and 
over) found that experience of 
childhood trauma was significantly 
associated with poor mental health 
in later life. [32] The Royal College 
of Psychiatrists notes that, ‘the 
majority of mental illness have 
childhood antecedents’. [33] 

Studies have shown that more 
than half of children who have 
experienced adverse childhood 
conditions do not graduate from 
high school. [34] Furthermore, 
children who have been neglected 
have lower grades in reading and 
maths, and those who have been 
abused have lower grades and 
lower attendance. [35] [36] [37] 
The interrelationship between 
adverse childhood conditions, 
lower socioeconomic position of 
parents, and the attainment of 
learning and life skills, can result 
in lower cognitive functioning and 
less cognitive reserve to draw 
upon. [24] [31]

Cognitive scores also affect mental 
health, with higher cognitive 
functioning linked to higher 
socioeconomic position, which 
protects against psychological 
distress in later life. [24] A 
longitudinal study investigating 
how lifetime cumulative adversity 
and depression moderated age-
related health markers such as 
physical, mental and cognitive 
health, found that age-related 
decline in physical, mental 
and cognitive health was most 
pronounced in those participants 
who had a history of depression 
and lifetime adversity. Specifically, 
the study found that high levels of 
lifetime adversity resulted in higher 
levels of age-related cognitive 
decline, or ‘a stronger age effect 
on […] decrease in cognitive 
functioning’. [38]

Additionally, higher educational 
attainment and higher cognitive 
scores are associated with less 
risky health behaviours, better 
health outcomes, and longer life 
expectancy, [24] with less limiting 
long-term illness in older age. 
Higher cognitive development 
in childhood, maintained and 
expanded into adulthood, provides 
a greater cognitive reserve on 
which to draw in later life. 

1.3A COGNITIVE RESERVE 

The cognitive reserve hypothesis 
suggests that older people with 
a wide range of skills, abilities, 
and knowledge, gained through 
higher levels of education and 
good quality and stimulating 
employment and environments, 
are able to continue to function 
well despite brain damage 
experienced through cognitive 
impairment and dementia. [39] 
Various studies have found that 
higher educational attainment 
enables people to cope better with 
the onset of MCI and dementia, 
should it occur. [40] [41] Those 
with higher educational attainment 
are able to call on a wider range 
of strategies and problem-solving 
to mitigate the symptoms of 
the disease. The symptoms of 
cognitive impairment or dementia 
also impact on individuals with 
higher cognitive functioning at a 
later stage. [39]

More recent research has found 
that individuals who have achieved 
higher grades in school have a 
lower risk of developing dementia. 
This is particularly true for those 
who go on to occupations that 
involve dealing with high levels 
of complex data, although not 
for occupations with high levels 
of complexity concerning people 
or things. Children who have 
lower school grades may have 
‘lower brain network efficiency 
or flexibility’, leaving them 
more ‘vulnerable to dementia 
pathology’. [25] Therefore a high 
level of educational attainment, 
particularly when ‘leveraged’ 
into occupations of high data 
complexity, is a key determinant 
of lowering the risk of developing 
cognitive impairment and 
dementia. [42] 
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1.4 EMPLOYMENT, INCOME 
AND HOUSING DRIVERS FOR 
MENTAL HEALTH, COGNITIVE 
IMPAIRMENT AND DEMENTIA 

1.4A EMPLOYMENT AND 
INCOME

As noted in Section 1.3a, cognitive 
reserve gained in childhood can be 
built on and maintained through 
complex occupational activities. 
Conversely, low quality, manual 
occupations are not protective 
against cognitive impairment 
and dementia, and, alongside 
sporadic employment and 
unemployment, can have other 
negative mental and physical 
health outcomes. For example, 
unemployment increases the risk 
of health-harming behaviours 
such as smoking, greater alcohol 
consumption, inactivity and poor 
living standards, all of which are 
associated with poor mental and 
physical health outcomes. [43] 

Poor work conditions, including 
exposure to hazards and the 
physical impact of manual labour, 
inconsistent work, or long-term 
unemployment, can cause poor 
mental health and musculoskeletal 
problems, increased rates of long-
term illness, increased medication 
use, and lower recovery from 
illness. [24] Poor quality work, and 
unemployment, have also been 
linked to suicide and other causes of 
early death such as cardiovascular 
disease. For example, the Korean 
Community Health Survey found 
that unstable work is associated 
with a 1.5 times higher risk of suicide 
attempts in Korea. [44] A report 
analysing the mortality data from 
the World Health Organisation’s 
European Detailed Mortality 
Database found in 2015 that adults 
who experience job strain are 
more likely to have diabetes, to 
smoke and to lead more sedentary 
lives, leading to increased risk of 
cardiovascular disease. [45] [46] 

The experience of multiple, and/or 
long-term illnesses may also prevent 
return to the labour market. For 
those people working in manual 
employment, the likelihood of 
extending retirement age is low 
and there are fewer years to build 
material reserves and therefore 
more risk of older age poverty. 
There is also less likelihood of 
belonging to professional groups or 
social clubs during employment and 
after retirement, reducing the social 
capital available in older age. [47] 

The experience of poor quality 
employment, unemployment and 
manual labour can limit future 
employment opportunities, reduce 
lifetime income and standards 
of living in later life, and increase 
risks of poverty-related poor 
physical and mental health in 
older age. These experiences also 
reduce the social, emotional and 
financial capital needed to cope 
with life-changing events in older 
age such as bereavement and 
retirement and undermine, rather 
than support, the accumulation of 
cognitive reserves.

1.4B HOUSING 

Research conducted by the 
National Centre for Social 
Research concluded that living 
in a cold home is a predictor 
of poor mental and physical 
health, independent of other 
predictors such as education or 
income. Furthermore, mould in 
the home, using less fuel due 
to poverty, and fuel debt were 
all indicators for experiencing 
common mental disorders (CMDs). 
[48] Low income, debt, unstable 
employment and poverty prevent 
people from accessing adequate, 
affordable housing. Thirty-eight 
per cent of people in the private 
rented sector and 43% of people 
in the social rented sector in the 
UK are living on a low income once 
housing costs have been paid. [49] 

People on low incomes or living in 
homes in poor condition are more 
likely to experience fuel poverty 
and cold homes. [28]

1.5 INEQUALITIES IN HEALTH 
BEHAVIOURS INCREASING 
THE RISK OF POOR MENTAL 
HEALTH, COGNITIVE 
IMPAIRMENT AND DEMENTIA 

There is a social class gradient in 
harmful health behaviours, with 
greater incidence of smoking, 
excessive drinking and other 
substance misuse, overeating and 
inactivity found in more deprived 
areas in the UK. [24] Unhealthy 
behaviours also tend to cluster lower 
down the social class gradient. Those 
in lower socioeconomic positions 
are more likely to participate in three 
or four concurrent health-harming 
behaviours. [50] 

Although participating in three or 
four of these concurrent health-
harming behaviours declined from 
33% of the English population in 
2003 to 25% in 2008, this decline 
has mainly been experienced in 
cohorts from higher socioeconomic 
positions. [50] Evidence from 
2013 showed that people with no 
qualifications were five times more 
likely than those with qualifications 
to engage in four health-harming 
behaviours. [50] Health-harming 
behaviours throughout the life 
course, and in older age, are 
associated with poor mental health 
and increased risk of cognitive 
impairment and dementia. 

1.5A SMOKING

Figures for 2010/2011 show that 1.5 
million admissions to hospital in 
the UK were caused by smoking-
related disease, and an estimated 
18% of all deaths in the UK were 
related to smoking. [51] In general 
men and women working in 
manual trades, from Irish and Black 
Caribbean ethnic groups, and from 
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the North of England, have higher 
prevalence of smoking than those 
not in these groups. 

Relatively fewer older people 
smoke. Thirteen per cent of people 
over the age of 60 smoked in 2014 
compared with 20% of the whole 
population. [52] [51] However, 
smoking by older people decreased 
by only 1% between 2005 and 2012, 
compared with a 3% decline in the 
general population. [52] People 
who carry on smoking into later life 
can expect to lose at least 10 years’ 
life expectancy. [51] Older smokers 
are likely to have been smoking for 
a long period of time and have a 
greater risk of experiencing poor 
health outcomes than younger 
people who smoke. 

People with mental health 
problems such as depression 
are twice as likely to smoke as 
those without, and find it more 
difficult to stop smoking due to 
the increased feelings of anxiety 
and irritability experienced during 
nicotine withdrawal. [53] Smoking 
also increases the risk of dementia 
due to harmful effects on the 
blood vessels of the brain. [54]

1.5B ALCOHOL

Problematic drinking, such as 
binge drinking and alcohol 
dependence, is more prevalent, as 
are hospital admissions for alcohol-
specific illnesses, in areas of lower 
socioeconomic status. [24] For 
example, the prevalence of binge 
drinking (drinking more than double 
the lower risk guidelines for alcohol 
in one session [55]) is higher in 
the North of England, with around 
one-third of drinkers who drank in 
the week before interview in the 
North of England having binged, 
compared with less than one 
quarter in other regions. [56] 

An estimated 1.4 million people 
over the age of 65 drink above 
recommended limits. [1] Safe 
limits of alcohol intake currently 
recommended in the UK are 
based on younger adults. 
Levels of hazardous drinking 
among older people have been 
increasing. In 2010, one in five 
older men and one in 10 older 
women were drinking at harmful 
levels, an increase of 40% and 
100% respectively since 1990. 
Alcohol misuse can be harder to 
diagnose in older people, and can 
be misdiagnosed as dementia 
and/or general cognitive decline 
and impairment. An estimated 
60% of older people admitted to 
hospital could be undiagnosed 
‘problematic’ drinkers. [57] 

Life events in later years such as 
the death of a spouse, loneliness 
and isolation, and physical illness 
(in particular physical pain), 
can increase levels of alcohol 
consumption. Balance deteriorates 
with age, and the risk of trips and 
falls can increase with relatively 
small amounts of alcohol, and 
depressive symptoms can become 
worse when specific antidepressants 
are consumed with alcohol. [58] 
Alcohol also affects the chemistry 
of the brain, increasing the risk of 
depression. [59]

Drinking excessively, over long 
periods of time, can significantly 
increase the risks of dementia, 
particular Alzheimer’s disease and 
vascular dementia. [60]

1.5C DRUG USE

Older age groups have the 
largest number of people using 
prescription and over-the-counter 
medication [61] and there has been 
an increase in the number of older 
people with substance misuse and 
dependency problems. [62] Deaths 

related to drug use are more likely 
to be found in older than younger 
people, and there are high rates 
of co-morbidity with mental ill 
health. Older people experience 
higher rates of poor mental health 
and cognitive disorders than 
younger people, sometimes leading 
to complex behaviours around 
substance use, with both intentional 
and unintentional misuse of over-
the-counter drugs. Older women 
have particular problems with 
addiction and misuse of over-the-
counter medications. [61] There 
is some evidence that long-term 
use of certain drugs, such as 
benzodiazepines, contributes to 
the causal pathway that leads 
to the development of cognitive 
impairment. [63] 

1.5D PHYSICAL INACTIVITY 

Households with the lowest 
incomes have a 30% chance of not 
partaking in any physical activity, 
whilst those in the highest quintiles 
have a 10% chance. , As explored 
in more depth in Chapter 4, lack of 
physical activity can increase the 
risk of poor cognitive functioning 
in older age. [64] 

Physical activity decreases with 
age and it is estimated that 70% 
of men and 80% of women aged 
75 and over are physically inactive, 
while around 57% of men and 67% 
of women over 55 do not engage 
in the recommended amount of 
physical exercise each week. [65] 
Cost, health problems and lack 
of opportunity all act as barriers 
to older people being physically 
active, in addition to a lack of 
awareness or understanding 
of what constitutes physical 
activity. [65] It is estimated that a 
physically inactive person spends 
37% more time in hospital, and 
visits their GP 5.5 more times, than 
an active person. [64] 

1 Current government guidelines state that there are no safe levels of alcohol consumption. Men and women are advised to drink no more than 14 units of alcohol per 
week, the equivalent of six pints of 4% lager, or six glasses of 13% wine.
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Physical activity throughout 
the life course is important for 
physical and mental health. 
Effects of physical activity include 
reduced depression and anxiety 
and reduced risk of cognitive 
impairment and dementia. [66] 
[67] Physical activity is also 
linked to ‘enhanced mood states’ 
and improved ‘self esteem’. [68] 
Lack of access to green space is 
associated with physical inactivity 
and green spaces are unevenly 
distributed across the UK, with 
five times more green space being 
found in the most affluent areas. 
‘Income related health inequality 
is less pronounced where people 
have access to green space.’ [66] 

1.5E OBESITY

Life-course risk factors such as 
having an obese parent, not being 
breastfed, and low childhood 
physical activity double the risk of 
adult obesity. [69] Obesity for both 
men and women is significantly 
higher in manual occupation 
groups than non-manual groups. 
Obesity is also associated with 
lower educational attainment rates. 
[70] Obesity levels peak between 
ages 45 and 74. Of men over the 
age of 60, 37.1% are classified as 
obese and 78.4% as overweight. 
[71] For women, the rates are 33.6% 
and 68.6% respectively. Obesity 
has a range of negative health 
outcomes including coronary heart 
disease, diabetes, hypertension, 
sleep apnoea, increased cholesterol 
and lower life expectancy. 

There is a relationship between 
obesity and poor mental health. 
Depression, low self-esteem, and 
poor body image are linked to 
weight stigma, although this varies 
across cultural and ethnic groups. 
[72] Obesity for older people also 
results in other co-morbidities. 
For example, it can increase the 
risk of osteoarthritis, or aggravate 

pre-existing osteoarthritis, by increasing the demand on ageing and 
damaged joints, [73] resulting in reduced physical activity and worse 
mental health. Obesity in older people can also increase difficulties 
in carrying out daily living tasks , which can affect quality of life, [74] 
further exacerbating poor mental health. Obesity also increases the risk 
of stroke, cardiovascular disease, heart disease, high blood pressure, and 
type-2 diabetes, which in turn increase the risk of developing dementia. 

1.5F MALNUTRITION OR UNDER NUTRITION 

Around one in ten older adults in the UK is undernourished (2), meaning they 
do not have enough food to remain healthy, and 93% of older people who 
are malnourished, meaning they either have too much unhealthy food, or are 
not getting enough nutrients from the food they eat, live in the community 
rather than in care settings. [75] It is estimated that one in three older 
people admitted to hospital or a care setting is malnourished or at risk of 
malnourishment. Reduced mobility, long-term health conditions (including 
dementia and cognitive impairment), alcohol or drug abuse and poverty are 
all risks for malnourishment in older people. Living alone and social isolation 
are also key risk indicators for being under nourished. There is conflicting 
research evidence about the link between consumption of certain vitamins 
and minerals and the slowing or reversal of cognitive decline and dementia. 
[76] Approaches to the prevention, delay and amelioration of cognitive 
impairment and dementia have shown the importance of nutrition to the 
general health and wellbeing of older people, and the link between improved 
nutrition and an individual’s ability to adequately manage the conditions. 
Additionally, good nutrition in early life leads to healthy brain development, 
and as such has the potential to contribute to cognitive reserve in later life, 
potentially delaying the onset of symptoms of cognitive impairment and 
dementia. [77] A healthy diet across the life course, including in later life, is 
also thought to lower the risk of cognitive impairment and dementia. [78] 

Figure 5. Prevalence of obesity in adults (aged 16 and over) by 
equivalised household income quintile, 2006–2010

Source: Public Health England at www.noo.org.uk/uploads/doc/vid_16966_
AdultSocioeconSep2012.pdf
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2 NICE (the National Institute for Health and Care Excellence) defines malnutrition as either: 1) a body mass index of less than 18.5, or 2) unintentional weight loss 
greater than 10% within the last 3–6 months, or 3) body mass index below 20 and unintended weight loss greater than 5% with the last 3–6 months. 
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1.6 ETHNICITY AND 
INEQUALITIES IN MENTAL 
HEALTH, COGNITIVE 
IMPAIRMENT AND DEMENTIA

Black, Asian and minority ethnic 
(BAME) groups are more likely 
to be diagnosed with a mental 
health problem, more likely to 
be admitted to hospital with a 
mental health diagnosis, and more 
likely to have poor outcomes 
following treatment than the 
white British majority. Experience 
of racism, exclusion and poverty 
are significant drivers for the 
poor mental health outcomes of 
BAME groups; in addition, some 
mental health services fail to adapt 
services to meet needs. [79] 

BAME groups are projected to 
experience a seven-fold rise in 
the prevalence of dementia as the 
population ages, in comparison 
to a two-fold rise in the rest of 
population across the UK as a 
whole. People from Black, Asian 
and minority ethnic groups are 
living longer, and the number of 
people over 80 is expected to 
almost triple. However, within 
these groups there is also higher 
incidence of risk factors such as 
high blood pressure, diabetes, 
stroke and heart disease [80] 
and a greater risk of experiencing 
poor health associated with 
socioeconomic circumstances 
throughout life and in older age, 
increasing the risks of cognitive 
impairment and dementia. 

1.7 GENDER AND 
INEQUALITIES IN MENTAL 
HEALTH, COGNITIVE 
IMPAIRMENT AND DEMENTIA 

Women make up two thirds of all 
people currently with dementia 
(3) [15], and although some 
studies have linked the increased 
risk of women developing 
dementia to high levels of 

some types of oestrogen [81], 
women’s longer life expectancy 
and other gender-specific social 
determinants clearly increase 
the risk of cognitive impairment 
and dementia (examined in more 
depth in Section 2.5c). Gender is 
also an important risk factor for 
experiencing poor mental health. 
One in four women will access 
support for depression at some 
point in their life, compared with 
one in 10 men over age 18 [9]. 
Although there is under-diagnosis 
of depression in men, in later 
life women are more likely than 
men to experience the death of 
a spouse, move into residential 
care, or experience physical ill 
health, due to their longer life 
expectancy, and the report has 
shown that depression can be 
a risk indicator for converting 
cognitive impairment to dementia. 
However, depression linked to 
physical illness is an issue which 
appears to affect older men more 
than women. [4]

1.8 LEARNING DISABILITIES 
AND PREVALENCE OF 
DEMENTIA 

People with learning disabilities, 
and in particular those with Down’s 
syndrome, are at greater risk of 
developing dementia, are likely 
to develop the condition at an 
earlier age, may show different 
early signals of the disease, 
and can have a faster rate of 
progression. Alzheimer’s disease 
is the most common form of 
dementia experienced by people 
with Down’s syndrome, and one in 
three develops dementia between 
the ages of 50 and 60 years old. 
Although the cause of this higher 
rate of incidence is not yet fully 
known, research has shown that 
the protein that causes brain 
cell damage is produced from 
a gene on chromosome 21. An 
extra copy of this chromosome 

is found in people with Down’s 
syndrome. People with other forms 
of learning disability are three to 
four times more likely to develop 
Alzheimer’s as the rest of the UK 
population. [82] 

1.9 CARERS AND HEALTH 
INEQUALITIES 

There are around three million 
carers over the age of 50 in the 
UK, and half of these are over age 
65. Analysis of UK Census data 
(2011) on carers reports that at 
least one-third of these carers 
provided more than 50 hours of 
care per week and over 75% had 
some form of health concern 
themselves, with more than a 
quarter of older carers rating 
their health as ‘not good’. [83] 
A report written by the Princess 
Royal Trust for Carers found that 
more than a third of carers do 
not get any respite breaks away 
from their caring duties and 
that the pressures, concerns and 
responsibilities of caring result in 
at least a third of carers reporting 
that they have cancelled treatment 
or an operation for an existing 
health concern of their own. [83] 
Half of carers surveyed said that 
their health had deteriorated in 
the last year, 70% stated that 
their physical and psychological 
health had worsened since taking 
on their caring role and over 75% 
stated that their mental health had 
deteriorated. [84] Depression and 
social isolation are two particular 
and common issues for carers, 
with at least eight out of 10 carers 
reporting feeling isolated and 
alone, which in turn leads to higher 
risk of MCI and dementia. [84]

3 Some studies have researched the role of specific types of oestrogen in increasing the risk of cognitive impairment and dementia in post-menopausal women, although 
trials have experienced methodological problems and remain inconclusive.
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PART 1. SUMMARY 

Part 1 has described social, economic and physical environments across the life 
course, including older age, and how these impact on the prevalence of poor 
mental health, rates of progression of cognitive decline, and the ability of older 
people to cope with the dysfunctional symptoms of dementia. 

The circumstances in which people are born, grow, live, work and age impact on the ability to accumulate 
‘reserves’ across the life course, which in turn impact on mental and physical health in later life. Although 
various contributing factors, such as housing, education and employment, and risk indicators such as 
gender and ethnicity, have been reviewed separately, it is the cumulative experience of all of these factors, 
often experienced simultaneously, which helps explain patterns, risks and prevalence of poor mental health, 
cognitive decline, impairment and dementia. 

Part 2 examines the social determinants specifically related to later life that impact and potentially widen 
inequalities in mental health, cognitive impairment and dementia. There is particular focus on social 
connectedness, mental stimulation and physical inactivity. 
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PART 2: 

SOCIAL DETERMINANTS 
OF SOCIAL ISOLATION, 
MENTAL STIMULATION 
AND PHYSICAL 
INACTIVITY IMPACTING 
ON INEQUALITIES 
IN MENTAL HEALTH, 
COGNITIVE IMPAIRMENT 
AND DEMENTIA IN 
OLDER AGE 
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This section of the report comprises the bulk of new analysis and evidence – both in the analysis of key social 
determinants at older age and the focus on mental health and cognitive impairment and dementia. Evidence 
shows clearly that levels of social isolation (Chapter 2), levels of physical and mental stimulation (Chapter 3) 
and access to appropriate health and social care (Chapter 4) all impact on the likelihood of poor mental health 
and rate of cognitive decline and dementia. This section describes inequalities in experience of these key drivers 
among older people.

While there is clear evidence to support a focus on social and economic factors in mental health, cognitive 
impairment and dementia, this is not widely drawn on or developed in most relevant policies or interventions. 
The evidence described in this chapter is intended to inform policy recommendations which are aimed at 
mitigating the incidence and effects of these key drivers among older people.

Figure 6 demonstrates the interlinked relationships between social, economic and physical factors, and poor 
mental health, cognitive impairment and dementia. Social determinants such as poor quality employment, 
social exclusion and lack of access to health and social care can create ‘causal pathways’ such as loneliness, 
physical inactivity, or lack of cognitive reserve, which lead to inequalities in the incidence of poor mental 
health, cognitive impairment and dementia. 

Figure 6. Relationships between social, economic and environmental factors, and poor mental health, 
cognitive impairment and dementia 
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SOCIAL CONNECTEDNESS IN LATER LIFE 
AND ITS IMPACT ON MENTAL HEALTH, 
COGNITIVE DECLINE AND DEMENTIA 

Social connectedness is 
an important determinant 
of good mental and 
physical health at all ages. 
Key life events in older 
age, such as bereavement, 
or experiences of age 
discrimination, can make 
the impact of social 
disconnectedness more 
acute. Indeed, key life 
events and transitions in 
older life, such as taking 
on caring roles, the 
death of a spouse and 
retirement, often result in 
loss of social connections. 
[85] Social connectedness 
is also affected by levels 
of income, housing 
conditions, transport 
systems, built and natural 
environments, social 
cohesion and community 
functioning. 

2
chapter

Key Messages 

•  Socioeconomic factors, such as poverty and poor housing, increase 
the risks of becoming socially isolated in older age.

•  Social isolation, and in particular loneliness, can cause mental health 
disorders and symptoms including depression, anxiety and stress.

•  Social isolation is a predictor for cognitive impairment and 
increases the risk of dementia, even when controlling for 
symptoms of depression. 

•  Older people with weak social ties have a 50% higher risk of mortality. 
One million older people report not speaking to anyone in over a month. 

•  Poverty is one of the most significant drivers for social isolation 
and loneliness and is linked to lower educational attainment, a 
history of poor quality employment or unemployment, poor quality 
housing, and low retirement income and pensions. 

•  Care-givers are vulnerable to social isolation and loneliness. Loss of 
earnings and poverty, restrictions on leisure time, and the disability 
and symptoms of care recipients contribute to this. 

•  Social engagement in later life is protective against the onset of 
dementia and poor mental health. 

•  People who are socially connected have a better ability to self-
regulate and are more likely to take part in healthy behaviours.

•  Research has found that older people who were identified as being 
lonely were 1.63 times more likely to be diagnosed with clinical 
dementia as those who were not lonely.

•  Social connectedness in later life increases the social, emotional 
and practical support that is needed to cope with the symptoms of 
poor mental health, MCI and dementia. 

•  Social engagement facilitated through recreational and productive 
activities, and linking people to social ties and support, is found to 
have a strong association with reduced all-cause dementia.

This section looks at prevalence and distributions of social isolation, or 
social disconnectedness, among older people. It provides an overview of 
the factors in older age that are linked to social isolation and examines 
the impact that social disconnectedness and social isolation have on 
mental health, cognitive decline and dementia. 
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DEFINITION

A lack of social connectedness 
can lead to social isolation, an 
objective measure which reflects a 
lack of social ties or relationships. 
However, people who are socially 
isolated, or who have few social 
connections do not necessarily 
experience the subjective 
experience of social isolation: 
loneliness. Further, perceived 
social disconnectedness can be 
experienced even when there 
are social connections, but the 
quantity, quality or nature of these 
ties is perceived as inadequate, 
leading to feelings of loneliness. 
Social isolation can be measured 
through various indicators 
including social relationships, 
access to cultural and civic 
activities, and neighbourhood 
inclusion. [86] Loneliness can 
have multiple forms: it can be 
transient, situational or chronic, 
and therefore requires different 
interventions depending on which 
form is present. [87] 

2.1 PREVALENCE OF SOCIAL 
ISOLATION IN OLDER AGE

In 2014, one million older people in 
the UK reported not having spoken 
to anyone in over a month, and 
Age UK estimates that around five 
million older people regard their 
television or their pet to be their 
main form of company. Around 
600,000 older people leave their 
house less than once a week. [88] 
In 2006, around 1.2 million older 
people in England (7%) were 
found to be excluded, or lacking 
in participation and access, on 
three or more indicators such as 
goods and services, cultural and 
leisure activities, employment, 
and education. A further 13% were 
excluded on two indicators. [86] 
[89] 

2.2 SOCIAL ISOLATION, 
SOCIAL CONNECTEDNESS 
AND MENTAL HEALTH

A wide range of research details 
the association between social 
isolation and poor mental health, 
evidence describes how social 
isolation can be both a cause 
and result of poor mental health. 
An Australian study seeking 
to address this issue examined 
the mental health of individuals 
who had been geographically 
re-located due to external 
circumstances and experienced 
a break in familial or friendship 
ties. The study demonstrated 
that, ‘feelings of isolation have 
large negative consequences 
for psychological wellbeing, and 
that the effects are larger for 
women and older people’. [90] 
Other research has examined 
two main pathways relating to 
the relationship between social 
disconnectedness and common 
mental health disorders (CMDs) 
(for example, depression and 
anxiety). The ‘stress buffering 
model’ states that social 
connectedness can mitigate 
against CMDs. [85] The ‘main 
effect model’ proposes that 
participating in social networks 
and groups can provide a sense 
of purpose, belonging and self-
worth, which can lead to increased 
motivation and better mental 
health. [85] 

Social networks can provide 
emotional and psychological 
support (a ‘buffer’) [85] in times 
of unavoidable stress, such 
as the death of a spouse or 
financial hardship. People who 
believe that support is available 
in stressful situations are more 
likely to perceive the situation as 
less stressful, and cope better, 
physically and psychologically. 
[85] 

Other research has examined the 
association between actual social 
disconnectedness, perceived 
social disconnectedness (leading 
to loneliness) and poor mental 
health in older people. On 
the whole, belonging to and 
remaining actively engaged in 
social networks provides a sense 
of belonging and of having a role. 
[85][39]

Life course events, illnesses and 
transitions in older age can mean 
that older people need additional 
support to cope, and it is the 
perceived inadequate support, 
or lack of social connectedness, 
which leads to poor mental health. 
Those with actual and perceived 
high levels of social support have 
better coping mechanisms, greater 
self-esteem, and a greater sense 
of control. Studies have shown 
that even the possibility of future 
isolation and loneliness is enough 
to alter mood. [85] 

Lonely individuals are known to 
have a heightened sensitivity 
to negative social information, 
increased symptoms of anger, 
depression and anxiety and 
reduced ability to gain pleasure 
from positive social situations. 
Lonely people are more likely 
to avoid potentially unpleasant 
social situations, and to interpret 
situations as more threatening 
and anxiety making, perpetuating 
a downward spiral into isolation, 
and more acute loneliness. 
Interpreting social situations with 
heightened sensitivity to potential 
threats stimulates neurobiological 
mechanisms, including the 
hypothalamic pituitary adrenal 
(HPA) axis, making it difficult to 
control reactions to stress, mood 
and emotions and affecting sleep 
patterns. [91] Considering these 
findings it is possible to make a 
clear link between a lack of social 
interaction and support and higher 
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rates of depression. A 2010 meta-
analysis of 148 studies found 
a 50% higher risk of mortality 
among participants with weaker 
social relationships than those with 
stronger social relationships, a 
finding that was comparable with 
risk factors such as smoking and 
alcohol consumption and a greater 
influence on health than physical 
inactivity and obesity. [92] 

2.3 SOCIAL ISOLATION, 
SOCIAL CONNECTEDNESS 
AND COGNITIVE IMPAIRMENT 

An American study examining the 
impact of social disengagement 
on older people living in the 
community found that the 
likelihood of developing some form 
of cognitive impairment was ‘twice 
as great’ in those respondents 
who were predominantly socially 
disengaged, and this effect 
became more pronounced on 
those who had a consistent 
history of social disengagement. 
[93] Other studies, looking at the 
psychological risks associated 
with the role of care-givers, and 
particularly the role of care giving 
to a spouse with dementia, noted 
the decline in social interactions of 
carers. Care-givers experiencing 
social isolation have reduced 
opportunities for social interaction 
and intellectual stimulation. [94] 

Further research has examined 
the biological and neurological 
processes that occur in the brains 
of socially isolated individuals who 
feel lonely. Research suggests that 
loneliness can be a contributory 
factor and is associated with 
cognitive decline, accelerated 
cognitive decline and poor 
executive functioning. Although 
loneliness can be a consequence 
of cognitive decline, recent 
longitudinal studies have been able 
to identify the predictive nature of 
loneliness and cognitive decline. 
[95] 

Other studies have exclusively 
examined executive functioning, 
which determines ability to self-
regulate, for example, being 
able to control your attention, 
your emotional responses, 
your cognition and behaviour 
in line with social norms and 
expectations. The research 
demonstrated lower executive 
functioning, specifically around 
attentional regulation, the ability 
to choose what is ignored and 
what is focused on, in lonelier 
individuals. Lonelier individuals 
are therefore at a higher risk of a 
downward spiral in mental health, 
as their actions and reactions to 
social interaction begin to fall 
outside of social norms. [96] 
Social isolation and experiencing 
loneliness are also known to 
impair self-regulation, in particular 
behavioural self-regulation, which 
impacts on motivation to engage 
in physical exercise, and while 
social networks had a positive 
effect, group membership was not 
found to mediate the impact of 
loneliness on the propensity for 
physical exercise. [96] 

2.4 SOCIAL ISOLATION, 
SOCIAL CONNECTEDNESS 
AND DEMENTIA 

Research shows that depression, 
loneliness and social isolation can 
increase the risk of dementia, in 
addition all three factors can be a 
co-morbidity of the disease. [97] 
Although feelings of loneliness can 
be an early symptom of dementia, 
other research demonstrates that 
experience of loneliness can be 
a significant risk for developing 
dementia. In 2012, Barber et al 
conducted a review of various 
studies with 39,512 participants 
and examined the impact of 
a variety of protective and 
preventative interventions for 
dementia. They found that never 
being married, being widowed, 
or living alone showed a marked 

increase in the risk of developing 
dementia, which is likely to include 
MCI or decline. [98] 

A ten-year study based in 
Helsinki, Finland, beginning in 
1990 and working with 75–85 
year olds, found that loneliness 
independently predicted for 
cognitive decline. Another larger 
study based in the US, which 
collected data from 2000 to 2006 
found lower cognitive scores 
associated with loneliness, even 
when controlling for depressive 
symptoms. The study included 823 
participants who were clinically 
diagnosed free from dementia 
upon engagement, and assessed 
levels of cognition and brain 
function, social participation 
and loneliness at yearly intervals 
in addition to examining brain 
pathologies post mortem. This 
study demonstrated that loneliness 
was associated with an increased 
risk of developing late life 
dementia. [95] 

Conversely, social engagement 
facilitated through recreational 
and productive activities, 
linking people to social ties and 
support, is found to have a strong 
association with reduced all-
cause dementia. A review [99] 
found that, although life course 
social engagement is protective 
against the onset of dementia, 
later life engagement is ‘far from 
futile’. [100] More frequent social 
engagement (at least once a week) 
produces a greater benefit [101], 
with incremental health benefits 
and improved health outcomes 
associated with the frequency of 
social engagement. [102] Other 
research has found that older 
people who were identified as 
being lonely were 1.63 times more 
likely to be diagnosed with clinical 
dementia as those who were not 
lonely. The research proposed that 
it was the feelings of being lonely, 
as opposed to the incidence of 
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being alone, that predicted for the 
onset of dementia. [95, 97] 

The reviewed research 
clearly shows that social 
disconnectedness and feelings of 
loneliness are linked to mental ill 
health, cognitive impairment and 
dementia. The social determinants 
of social isolation and loneliness 
are complex and interlinked. 
Section 2.5 below details the 
prevalence of social isolation in 
older age, and then focuses on the 
following social determinants of 
social isolation: 

•  Income, wealth and living 
standards 

•  Household structure 

•  Access to community activities 

2.5 SOCIAL DETERMINANTS 
OF SOCIAL ISOLATION IN 
OLDER AGE

There are a number of key 
drivers which increase the risk 
of social isolation in older age, 
including income, wealth and 
living standards, household 
structure and access to community 
activities. Poverty experienced 
in older years results from both 
lifelong inadequate income, 
and from reduced income after 
retirement. However, other factors 
such as energy inefficient and 
poor housing, increasing energy 
and food bills, discrimination, 
and caring responsibilities and 
expenses, can reduce the financial 
and social capital needed to 
remain socially connected. 
Other factors such as changing 
household structures result in 
more older people living alone in 
later life. 

2.5A INCOME, WEALTH AND LIVING STANDARDS

Inadequate income and living standards are closely related to social 
disconnectedness and/or isolation in later life. [103] The Minimum 
Income for Healthy Living (MIHL), as set out in the Marmot Review, 
proposes ‘the level of income needed for adequate nutrition, physical 
activity, housing, social interactions, transport, medical care and 
hygiene’. [24] Older people living on low pensions and incomes can 
experience a gap between their financial resources and what is needed 
for healthy living. 

Participants in the Age UK study Living on a Low Income in Later Life 
found the experience of constant economising ‘emotionally draining’ and 
people responded by eliminating activities such as going out, socialising, 
holidays, and reduced their heating and energy use. [104] 

There are clear socioeconomic inequalities related to risks of becoming 
socially isolated in older age. Figure 7 shows that in the UK, individuals 
lacking social support are more likely to live in deprived areas: 45% of 
those living in the most deprived quintile of areas in England report 
that they lack social support, compared with 35% of people in the least 
deprived quintile. [24] 

Figure 7. Percentage of those lacking social support, by deprivation 
of residential area, 2005

Source: [24] Original data from the Health Survey for England [105]
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The English Longitudinal Study 
of Ageing (ELSA) found that 
experience of deprivation, poor 
health, and lack of education 
in adults predicted for a lack of 
engagement in civil participation, 
leisure activities and cultural 
engagement. [103] The links 
between poverty and social 
isolation are clear. [86] [106] 34% 
of older people live in non-decent 
homes, and those on low income 
are less likely to heat their homes 
adequately, and more likely to 
spend increasing time at home as 
trips and visits with friends and 
relatives become unaffordable. 
Conversely, evidence shows that 
residents were more likely to invite 
people into their homes after 
improvements to warmth and 
energy efficiency had been made. 
[107] [108] 

2.5B INEQUALITIES IN 
RETIREMENT INCOME AND 
PENSIONS 

Pensioner income and standards of 
living have, on average, improved 
over the past 15 years. Further, 
following abolition of the default 
retirement age in 2011 many older 
people have gained more freedom 
and choice regarding continuing 
employment after the age of 65. 
Staying in good quality work 
beyond the state pension age can 
have multiple benefits for mental 
and physical health, income and 
living standards. Those with higher 
pre-retirement incomes can expect 
just under 75% of their income in 
retirement. Those with incomes of 
less than £150 a week can expect a 
rise in income due to an increase in 
state benefits. [103] 

However, there are a significant 
number of people who leave 
employment before reaching state 
pension age. Physical and mental 
ill health, poor working conditions, 
redundancy, caring responsibilities 
and financial circumstances are all 

key indicators for unemployment 
and early retirement and are all 
socially graded. [109] There are 
also strong cultural expectations 
regarding rights to retirement 
and working past expected 
retirement age. Long periods 
of unemployment, or low paid, 
insecure roles result in reduced 
pension contributions and less 
income once retired. 

The Department for Work 
and Pensions’ research report 
Extending Working Lives 
reviews the ‘behaviour change 
interventions’ that are likely 
to encourage older people to 
work past state retirement age. 
Notably, the report highlights 
the importance of the ‘choice 
architecture’ encompassing the 
decision-making of older people 
approaching retirement. The 
approach, culture and choices 
created by employers were seen 
as crucial in ensuring older people 
had the opportunity to choose 
an extended working career that 
was flexible, age friendly, health 
promoting and paid a living wage. 
However, the report noted that 
there was a gap in the evidence 
relating to why the practices of 
employers do not change, and 
that there were obvious social 
differences in the availability 
of employment opportunities, 
flexible working, and capacity 
to work. For example, the short-
term contracts and self-employed 
status of many workers in the 
construction industry limit the 
extent to which employers can 
influence employees’ saving and 
working practices. [110] Similarly, 
the increasing prevalence of zero 
hours contracts, and in particular, 
the mismanagement of zero hours 
contracts, impact on employer–
employee relationships and the 
likelihood of employers creating 
opportunities where employees are 
able to save for their retirement. 
[111] 

A large proportion of pensioners 
who are entitled to benefits do not 
apply for or receive them, which 
contributes to at least one in five 
people over the age of 65 living 
in poverty. [86] [106] The number 
of older people not claiming 
Pension Credit who are entitled 
to it is estimated to be between 
1.21 and 1.58 million, resulting in a 
total amount of unclaimed Pension 
Credit of between £1.94 billion 
and £2.8 billion [112] with around 
a third of pensioners missing out 
on at least £50 per week. Factors 
such as lack of information, 
complicated application forms, 
systems and eligibility rules, 
and limited financial gains for 
some is exacerbated by the 
stigma that some pensioners feel 
associated with benefit uptake 
and contributes to the number of 
unclaimed benefits. Some older 
people are more at risk of living 
in poverty than others, including 
those who do not own their own 
home, single person households, 
some black and minority ethnic 
communities, people with a long-
term illness or disability (who are 
not receiving benefits), people 
over the age of 85, and those who 
do not have a private pension. 

2.5C INCOME AND GENDER 

The income of women in 
retirement is, on average, around 
57% of men’s. [86] Fewer women 
(60%) have pensions than men 
(80%). Only a third of women 
aged 60–64 years old compared 
with half of men of the same age 
continued to work part-time after 
state retirement age, providing the 
opportunity to make continued 
pension contributions, or to delay 
spending pension funds and 
savings. Employment rates further 
decline with age, with just 10% of 
men, and 5% of women continuing 
to work between the ages of 70 
and 74, as can be seen in Figures 
8 and 9. 
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Figure 8: Male 
employment rates 
between 2002–3 
and 2008–9 

 

There are a number of other factors that may influence gender difference in social isolation in older age. As 
women are more likely to live longer than men, with more limiting long-term illnesses, this will affect their 
ability to continue in employment. Single female pensioners are more likely to live in poverty than single male 
pensioners or pensioner couples and are more likely to reduce their fuel consumption because of low income, 
potentially exacerbating existing physical and mental health issues. [114] 

2.5D INCOME AND CARERS

One in six carers is an older person. [115] Caring responsibilities impact on carers’ income and resources: 
around 72% of carers have less income as a result of giving up work (one in five carers), reducing their working 
hours, or taking on more junior roles, resulting in the loss of pension contributions and subsequent loss of 
income in later life. Caring responsibilities can prevent people from dedicating time to leisure activities, 
engaging with part-time paid work and volunteering, and can incur costs such as buying in services, 
extra laundry, and heating the home for longer periods of time. [116] Lack of support and taking on sole 
responsibility for the care of another can result in carers experiencing poverty and debt. Those caring for 
more than 20 hours a week are more likely to live in poverty than the general population, and this likelihood 
increases with the increasing number of hours of care provided. [117] The impact of caring, particularly 
providing care for someone with dementia, is widely evidenced as contributing to the deterioration of both 
physical and mental health and the likelihood of developing depression. [118, 119] 

Figure 9: Female 
employment rates 
between 2002–3 
and 2008–9 

Source: [113] Financial circumstances, health and well-being of the older population in England, The 2008 English Longitudinal Study 
of Ageing (Wave 4)
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2.5E INCOME AND ETHNICITY 

Many older people from black, Asian and minority ethnic groups previously worked in manual or low skilled 
jobs, and their income and living standards in older age reflect the circumstances of employment in early 
life. Patterns of work, long-term unemployment and long-term illness prevented many BAME elders from 
contributing to private pensions, and consequently a large proportion rely on state pensions and benefits. 
Manual or unskilled jobs are also less likely to carry on after state pension age. On average, British Indians 
have the highest income of BAME pensioners (although lower than most white British pensioners), and Black 
Caribbean the lowest. Seventy per cent of BAME people live in deprived areas of the UK, compared with 40% 
of the white population. Older people from Black Caribbean, Somali and Pakistani communities are particularly 
vulnerable to poverty. [120] 

In 2004 Age UK conducted qualitative interviews with Black Caribbean, Indian and Pakistani communities 
regarding their experience of ageing in the UK. Figure 10 shows their experiences of factors affecting quality of 
life and social inclusion, in comparison with the UK white population. Scores below zero show a disadvantage 
compared with the white British population, while scores above zero indicate a more favourable position. 
Low income negatively affected ability to maintain contact with friends and family, and to meet religious and 
community responsibilities. [120] 

Figure 10: Differences in factors contributing to quality of life at older ages according to BAME group

 

Source: Age Concern: Growing Older Programme 2004 
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2.6 HOUSEHOLD STRUCTURE 
AND SOCIAL ISOLATION

The total number of people 
living alone in older age is set to 
increase due to the higher number 
of single person households. The 
divorce rate has nearly doubled 
in the last 50 years and single 
pensioners have less than half 
the earnings of those who are 
married or co-habiting and report 
higher levels of loneliness. [47] 
The quality of social relationships 
are important factors and 
negative social relationships have 
been linked to a greater risk of 
mortality. [92] Social isolation, 
and the subsequent increased risk 
of developing mental ill health, 
cognitive decline or dementia, 
may therefore still exist within 
cohabiting households. People 
living in abusive relationships, 
relationships that involve the care 
of people with dementia or other 
long-term illnesses or disabilities, 
experience poorer mental and 
physical health and multiple 
barriers to social connectedness. 
[86] 

Throughout the life course at every 
age there are higher numbers of 
men than women who have never 
married. However, once over the 
age of 65, twice as many women 
as men live alone and this rises 
to three times over the age of 
75. [121] It is important to note, 
however, that the proportion of 
men living alone is increasing. 
Older men who live alone are more 
likely to experience social isolation 
and loneliness than women and are 
less likely to admit or seek support 
around issues associated with 
loneliness or isolation. Sixty-three 
per cent of adults over the age 
of 52 who have been widowed, 
and 51% of the same age group 

who are separated or divorced, 
experience feeling lonely some of 
the time or often. [122] 

There are significant differences 
in household structure among 
different BAME groups. 
Bangladeshi and Pakistani older 
people are more likely to live in 
multi-generational households, 
while those from Indian 
communities are more likely to 
live either with their spouse, or 
with their spouse and children. 
Black Caribbean and Chinese 
elders are more likely to live alone. 
Research by Age UK has found, 
however, that elders from Black 
Caribbean communities show the 
least likelihood of experiencing 
loneliness and isolation from family 
and friends, while those from 
Somali and Pakistani communities 
are most likely to experience 
loneliness. [120] 

A third of people with dementia 
live alone and they are more likely 
to become socially isolated due 
to their symptoms, and lack of 
adequate care that would enable 
them to become more socially 
connected. Sixty-two per cent of 
people living alone with dementia 
experience loneliness, compared 
with 38% of those with dementia 
who live with one or more other 
people. One-third of people living 
with dementia have reported that 
they stop activities that they enjoy 
due to a lack of services, impacting 
on their quality of life. Living alone 
with dementia also exacerbates 
existing worries and concerns 
about other health issues, 
negatively impacting on mental 
health. [123] 

2.7 COMMUNITY ACTIVITIES 
AND SOCIAL ISOLATION 

Participation in community 
activities reduces with age, 
particularly among people over 
the age of 80. Seventy per cent 
of people between 25 and 64 
years old took part in at least two 
cultural or sporting activities over 
the course of a year, compared 
with 64% of those aged over 64 
years old, and 45.2% of those 
aged over 75. Only 18% of adults 
aged 65–74 years old attend adult 
education courses, compared with 
61% of 20–24 year olds, and 31% of 
55–64 year olds. [124] 

There is a variety of factors which 
prevent older people from taking 
part in community activities, 
increasing rates of social isolation. 
For example, there have been 
significant changes to the UK high 
street in the past two decades, 
resulting in fewer communal 
spaces. This is particularly the 
case in deprived areas, where 
public services may have been 
shut and commercial services 
close down in areas that are seen 
as unprofitable or unsustainable. 
Transport to shops and services 
can be costly, and there are often 
mobility restrictions. [125] Busy 
roads, traffic noise and high 
levels of pollution can deter older 
people from travelling and prevent 
participation. [47] 

Many services and activities, 
including advice and support, 
are now being delivered online, 
including further education 
courses, advice, the selling of 
goods and advertising cultural and 
leisure events. Over two thirds of 
all adults who have never used the 
Internet are over the age of 65, 
the majority of whom live alone. 
Online use is at its lowest in rural 
areas, areas with a high proportion 
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of widows or widowers, in BAME 
communities, areas of deprivation, 
and in areas with high numbers of 
people with disabilities. [126] 

Older people are more likely 
to feel a sense of attachment 
to their local community than 
younger people. However, place 
attachment is found to be lower 
in areas of deprivation. A high 
turnover of people in urban 
areas can undermine a sense of 
neighbourhood, trust and safety. A 
report by Help the Aged, published 
in 2008, found that 60% of older 
people in urban areas are worried 
about their homes being broken 
into, 58% are worried about being 
mugged and 26% are worried 
about being attacked because 
of their ethnicity or religion. 
[127] Forty-five per cent of older 
people are ‘very afraid’ to go out 
after dark. [125] In rural areas, 
although older people often feel 
safer than in urban areas, there is 
greater distance to be travelled 
to community activities, a greater 
reliance on cars, and fewer 
services and community activities, 
all factors which can contribute to 
isolation. [127] 

2.8 GENDER AND SOCIAL 
ISOLATION

Gender is an important factor in 
shaping the types of community 
activities undertaken, and at what 
level. Low levels of educational 
attainment and a lack of 
participation in the labour force 
predict for low levels of community 
participation, and several studies 
have noted the negative impact 
that care-giving responsibilities 
have on the time women allocate 
to activities outside the home. 
[128] In other studies women have 
also noted stress associated with 
managing both home and external 
responsibilities. Volunteering is 
often seen as a positive way in 
which both men and women can 
take a more active part in their 

community, and reduce their 
isolation. However, some studies 
have found that volunteering 
roles for women, particularly 
those related to health and social 
care, do not necessarily lead 
to extended social networks, 
or participating in community 
decision-making processes. [129] 

Further research has found that 
men and women experience social 
isolation differently. Although 
older women are more likely than 
older men to live alone in later life 
and have less financial resources 
(as explored in section 3.4b), older 
men are found to be slightly more 
socially isolated than women (14% 
compared with 11% respectively). 
Older men are less likely to engage 
with health services or projects 
which are specifically designed 
to combat isolation or loneliness, 
and experience greater difficulties 
in identifying their needs and 
responding to project marketing. 
They are also less likely to have 
regular contact with friends, 
children or other relatives. [130] 

2.9 ETHNICITY AND SOCIAL 
ISOLATION 

Language barriers, poor health and 
lack of awareness of opportunities 
to participate in community 
activities significantly contribute 
to the social isolation of some 
older immigrants. Somali women 
are particularly likely to have poor 
English language skills, with over 
half having no English skills at all, 
in comparison with 24% of Somali 
men. Support from voluntary 
sector organisations that provide 
social, emotional and practical 
support to access services is 
important. Communities that are 
small, widely dispersed, lacking 
in political or economic power, 
psychological confidence and 
strong cultural norms around wider 
familial networks of support can 
experience poor engagement in 
wider community activities. [131] 
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MENTAL STIMULATION AND PHYSICAL  
ACTIVITY AND THEIR IMPACTS ON MENTAL 
HEALTH, COGNITIVE IMPAIRMENT AND  
DEMENTIA IN OLDER AGE3

chapter

This chapter examines 
the interaction 
between mental 
stimulation and 
physical activity, and 
cognitive decline and 
dementia. Research 
suggests that mental 
stimulation and 
physical exercise can 
help to delay the 
onset of cognitive 
impairment and 
dementia and improve 
mental health. There 
are multiple social 
determinants which 
relate to levels of 
mental stimulation 
and physical activity 
for older people, and 
these will also be 
reviewed. 

Key Messages 

•  There is a social gradient experienced in the access to, and ability to use, 
stimulating resources, including education courses, leisure activities, civic 
engagement and ongoing, good quality employment. 

•  Large proportions of older people are not engaged in learning activities, and 
only 16% of people between 65 and 75 years think of themselves as learners. 
Only 7% of people over the age 75 are likely to take part in learning. 

•  Manual and low paid groups have less access to ongoing professional, 
educational opportunities. 

•  Disadvantaged older groups are more likely to depend on government 
funded education programmes and as such are more likely to be 
excluded from Government policies that gear funding towards 
employment-focused training and education. 

•  Mental stimulation even in later life can replace lost cognitive function 
or delay cognitive ageing by up to 1.75 years. 

•  Exercise is associated with increased brain capacity. Older people who 
are physically fit score more highly on cognitive ability testing. 

•  Access to physical activity and mental stimulation in later life can 
protect against and ameliorate the symptoms of cognitive impairment 
and dementia. Older people with a history of social isolation, poverty 
and living in areas of deprivation will have limited access to physical 
exercise and mental stimulation. 

•  People with the lowest household income are 30% more likely not to 
engage in any physical activity, compared to 10% in the highest quintile, 
and 20% of people living in the most deprived areas do not take part in 
physical activity. 

•  Lack of access to green space is associated with physical inactivity. Green 
spaces are unevenly distributed across the UK, with five times more green 
space being found in the most affluent areas.

•  Local authorities, responsible for the maintenance and development of 
the local environment, and experiencing cuts in funding, find it difficult to 
ensure local environments are age-friendly. 

•  Funding cuts impact on the ability of councils to maintain the built 
environment, and sustain local amenities, such as libraries, relied on 
by older people. This will likely lead to reduced mental stimulation and 
physical activity for older people. 
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3.1 MENTAL STIMULATION 
AND COGNITIVE DECLINE 
AND DEMENTIA 

In previous sections we have noted 
the cognitive reserve hypothesis 
describing how education, 
employment and the opportunity 
to build adequate life skills can 
provide older people with a larger 
and more versatile cognitive 
reserve with which to deal with 
cognitive decline and dementia. 
Functioning does not become 
impaired to the same degree in 
more educated individuals until 
later in the progression of decline 
and impairment because they have 
a wider range of functioning to 
draw on. 

Numerous studies have tried 
to establish whether mental 
stimulation in older age can delay 
the onset of cognitive impairment, 
or slow the progress of cognitive 
decline and dementia in older age. 
Two potential causes of cognitive 
impairment have been suggested 
by psychologists: firstly, that 
cognitive impairment is an aspect 
of ageing caused by the reduced 
capacity of working memory and 
executive function, and secondly, 
that cognitive impairment results 
from reduced mental stimulation 
and cognitive inactivity: the ‘use 
it or lose it’ hypothesis that views 
the brain as a muscle that has to 
be used if it is to remain in good 
condition. [132] Confounding 
variables, such as the impact of 
depression or stress and anxiety 
on working memory and cognitive 
function, make it difficult to 
accurately identify causal links 
between mental stimulation 
and cognitive impairment, as do 
‘endogeneity issues’, or reverse 
causation: is cognitive impairment 
a result of inactivity, or is inactivity 
a result of cognitive impairment? 
[133] 

However, recent research has 
found that mentally stimulating 
experiences have a physiological 
effect on the brain structure. 
Changes in the form and structure 
of the brain can occur when 
exposed to external stimuli, 
promoting learning, and can be 
clinically effective in replacing 
lost cognitive function caused by 
dementia, in particular Alzheimer’s 
disease. Cognitive functioning 
is not fixed and is influenced by 
education, employment, leisure 
activities and social networks, 
and memory and task strategies 
have proved successful with 
older people experiencing mild 
to moderate forms of dementia. 
[134] Further, Hultsch et al (1999) 
note that older people benefit 
from exposure to ‘performance 
enhancing environments’ and 
that these environments may be 
linked to either the reversal or the 
maintenance of cognitive function. 
[135] Performance enhancing 
environments can be defined as 
environments which are complex 
and with a variety of stimuli which 
require complex decision-making 
based on contradicting and 
unforeseen events or incidents. 

A longitudinal study conducted by 
the Survey Research Centre at the 
University of Michigan examined 
the role of early retirement on 
cognition in later life and found 
that length of retirement had 
a small and mixed effect on 
cognitive functioning for white 
collar workers. [133] However, 
early retirement for blue collar 
workers appeared to have a 
positive link to increased cognitive 
functioning in later life. Cognitive 
abilities increased upon retirement 
possibly due to increased time to 
pursue more mentally stimulating 
activities. This indicates that 
it is not simply continuing to 
work after retirement age that 
is protective against cognitive 

decline and impairment, but also 
the nature and quality of the 
employment undertaken, and the 
nature and quality of the activities 
sought outside employment, that 
positively impact on cognitive 
functioning. [133] Other research, 
using data from The Survey of 
Health, Ageing and Retirement 
in Europe (SHARE) and Health 
and Retirement Study, supports 
this, finding that engaging in 
activities such as further education 
and training courses could 
compensate for professional 
inactivity. Continuing to work, 
or participating in voluntary or 
charity work, can delay cognitive 
ageing by 1.38 and 1.75 years 
respectively. [136] 

Memory and task strategies 
have proved successful with 
older people experiencing mild 
to moderate forms of dementia. 
[134] There is a lack of evidence 
on interventions with individuals 
experiencing more severe 
symptoms in the later stages 
of dementia. One intervention 
which has proved effective at 
improving the quality of life at all 
stages of dementia is music, and 
in particular music therapy. [137] 
[138] 

3.2 INEQUALITIES IN ACCESS 
TO MENTAL STIMULATION 

There is a social gradient in 
terms of access to, and the 
ability to utilise, stimulating 
resources such as educational 
resources, leisure activities, civic 
engagement opportunities and 
ongoing employment. NIACE, 
the National Voice For Lifelong 
Learning, reports concerns that a 
large proportion of older people 
are not engaged in learning. In 
its 2012 Adult Participation in 
Learning Survey it found that only 
16% of people between 65 and 75 
years old thought of themselves 
as learners. Only 7% of people 
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over the age of 75 stated they 
had any plans to take up some 
form of learning in the future, and 
60% of people over the age of 65 
stated that nothing would make 
the prospect of learning more 
attractive. [139] 

A further report by NIACE looking 
at the barriers to adult learning 
experienced by disadvantaged 
groups reported funding skewed 
towards higher educated 
groups, and a disparity in access 
to meaningful training and 
professional development between 
professional, manual and low paid 
groups of workers. The paper 
highlighted that disadvantaged 
groups are more dependent on 
government-funded training and 
education programmes than 
non-disadvantaged groups, and 
as such are more vulnerable to 
policies that have the potential to 
disadvantage them. For example, 
provision of education below Level 
2, for example, below GCSE level, 
is not funded for adults over the 
age of 23, and those who find it 
difficult to complete qualifications 
may be excluded from provision. 
All of these issues will have 
consequences for older adults, 
and in particular older adults from 
deprived areas. 

3.3 PHYSICAL ACTIVITY AND 
MENTAL HEALTH, COGNITIVE 
DECLINE AND DEMENTIA 

Physical activity is linked to 
improved health outcomes across 
all ages and is linked to reduced 
risk of coronary heart disease, 
obesity, diabetes and cancer, 
in addition to improved mental 
health. However, as described 
in Section 1.5, physical activity 
decreases with age. Around 
70% of men and 80% of women 
over the age of 75 are physically 
inactive. 

There is a wide range of research 
that demonstrates the positive 
impact of physical exercise on 
mental health. In a study of 1,947 
participants, examining results 
over the course of five years, it 
was found that physical exercise 
was protective against both 
prevalent and incident depression, 
even when adjusting for age, sex, 
smoking, ethnicity, financial strain, 
chronic conditions, disability, body 
mass index, alcohol consumption 
and social relations. [140] 

A systematic review of the effect 
of combining cognitive and 
physical exercise interventions 
with both cognitively impaired and 
healthy older adults found that, in 
the majority of studies, significant 
improvements in cognitive function 
were found in both cohorts. 
There is evidence showing that 
exercise has an association with 
an increase in brain capacity over 
the temporal, parietal and frontal 
cortices. [141] Some research has 
suggested that exercise must take 
place in cognitively challenging 
environments to ensure it has an 
effect on cognitive functioning, 
and other studies have found that 
it is the combination of exercise 
and an enriched environment that 
encourages more neurons, rather 
than enriched environments or 
exercise alone. [141] 

Studies have also found that 
moderately intense exercise, as 
opposed to low intensity, is needed 
to show marked improvement, and 
combining aerobic and strength 
training has a greater impact 
than a single form of exercise on 
cognitive functioning. Physical 
exercise carried out prior to 
cognitive activity and training has 
the greatest impact. It is important 
to note that studies have only 
included adults aged 61 to 82 years 
old (both healthy and cognitively 
impaired). Follow-up research 

should focus on cohorts of healthy 
older people and examine whether 
taking part in mentally stimulating 
activities prior to the onset of 
cognitive decline defers or reduces 
the impact of cognitive decline 
and dementia. [141] 

Other benefits can also be 
found from initiating exercise 
programmes for older people 
with dementia. These include 
reduced osteoporosis and 
fracture risk, reduced age-related 
sarcopenia (the gradual loss 
of muscle mass) and reduced 
anxiety and depression, in 
addition to improved behavioural 
management and reduced risk of 
trips and falls, lessening the risk of 
hospitalisation or moving to a care 
setting. [142] 

3.4 INEQUALITIES IN ACCESS 
TO PHYSICAL ACTIVITY 

There is a complex and interlinked 
set of circumstances which lead 
to older adults leading more 
sedentary lives. Declining physical 
and mental health and cognitive 
functioning, poor motivation, and 
a lack of knowledge of prospective 
benefits, in addition to a lack 
of support, cultural and gender 
norms, fear of crime, excess traffic 
and language and environmental 
barriers, all lead to low levels of 
physical activity in older people. 
[143] As noted in previous 
sections (1.5d), levels of physical 
activity and inactivity relate 
to socioeconomic position; for 
example, people with the lowest 
household income are 30% more 
likely not to engage in any physical 
activity and 20% of people living 
in the most deprived areas do not 
take part in physical activity. 

Evidence suggests that the effects 
of current local government 
budget restrictions are greater in 
poorer, deprived areas, and older 
people will be disproportionately 
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affected. [144] Lack of access to 
well-maintained green spaces, 
reductions in free swimming pool 
times, increases in fly tipping 
and litter, the re-location of 
councils services (for example 
housing) in inaccessible areas, 
closure of local libraries, and the 
general degradation of the built 
environment, are likely to affect 
the likelihood of older people 
leaving their home, walking to 
local services, and engaging in 
physical activity. [144] Reducing 
these barriers can significantly 
improve the likelihood of older 
people remaining active with 
resultant improvements in mental 
and physical stimulation, in mental 
health, rates of cognitive decline 
and dementia. 

Data gathered through the Monitor 
of Engagement with the Natural 
Environment Survey (2013) 
noted that BAME communities, 
deprived urban populations, lower 
socioeconomic groups, disabled 
groups and those aged 65 and 
over are all less likely than others 
to access green spaces, although 
the Adult Participation in Sport 
report (analysis of the Taking 
Part survey) 2011, published by 
the Department of Culture, Media 
and Sport, found that there was 
no significant difference when 
comparing white British and 
BAME communities’ participation 
in sporting and walking activities. 
[145] Although personal 
aspects influencing inactivity 
are important, research has also 
found that they are mediated 
through external influences, 
such as support (or lack of) from 
family, friends and healthcare 
professionals, in addition to 
institutional and wider community 
factors. Lack of appropriate 
transport and exclusion from 
group activities, even for short 
amounts of time, can also influence 
motivation and momentum. Caring 
duties, especially for women, 

interrupted or prevented older 
people from participating in formal 
groups with set times. Cultural 
festivals and practices such as 
Ramadan and fasting, and the 
absence of gender-specific classes, 
also interrupted or prevented 
participation. Conversely, the social 
element of classes, particularly for 
women, acted as an incentive for 
exercise. [143] 

Proximity and access to green 
spaces impact on the ability to 
engage in physical activity and 
they also provide a platform for 
social interaction, community 
cohesion, reducing social isolation 
and improving wellbeing. These 
factors are particularly important 
for reducing the risks and 
ameliorating the symptoms of 
poor mental health, cognitive 
decline and dementia. Studies have 
found that neighbourhoods with 
good quality amenities are linked 
to positive physical functioning 
and positive self-rated health. 
[66] Evidence also suggests that 
access to green space and physical 
exercise can prolong years of 
living independently, reduce the 
risk of disability, and impact on 
the general quality of life of older 
people. High quality green spaces 
can evoke memories, and provide 
opportunity for physical activities 
and social interaction at very 
little cost. [146] Gardening is one 
of the activities most frequently 
enjoyed by older people; contact 
with nature and caring for plants 
can provide a sense of purpose, 
in addition to reducing symptoms 
of dementia such as agitation 
and aggression and improving 
concentration and decision-
making. 

Older people living in care 
settings can lack the ability or 
resources to participate in physical 
activity and have a higher risk of 
encountering barriers to remaining 
physically active. Environments 

within institutions can promote 
dependency, and older adults 
are not always offered exercise. 
[147] However, research has found 
that combining exercise with 
other activities such as art, music 
and interaction with others is 
particularly effective in alleviating 
depressive symptoms in older 
residents living in care settings.
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UK POLICIES AND PRACTICES AND  
THEIR EFFECTS ON MENTAL HEALTH AND 
COGNITIVE IMPAIRMENT AND DEMENTIA 4

chapter

Key Messages 

•  The Government strategy paper No Health without Mental Health, and 
its companion paper, Delivering Mental Health Outcomes for All Ages, 
explicitly identify some of the social determinants of poor mental 
health such as absolute low income and lack of education. The Mental 
Health Dashboard’s most recent figures show that the number of 
households experiencing economic deprivation is increasing. Access 
to education is not monitored. 

•  Government policy focuses on improving access to mental health 
treatment, and on improving services. These are both important 
issues but there continue to be unhelpful service divisions resulting in 
older people being denied access to services for younger age groups, 
or to services which cater for older people with co-morbidities. 

•  Residential care homes require better service design, adequate funding, 
and training of staff to ensure that older people from lower socioeconomic 
groups do not receive ‘mediocre’ and ‘life-limiting’ care. 

•  The Prime Minister’s Challenge on Dementia 2020 focuses on 
improving diagnosis and treatment of dementia, and preventative 
action focuses predominantly on encouraging individuals to make 
lifestyle choices which reduce their risk of developing health 
outcomes that increase the risk of MCI and dementia. 

•  The Blackfriars Consensus highlights the importance of creating the 
social, economic and environmental contexts that enable people to live 
healthier lives and reduce their risk of developing dementia. 

•  Unhelpful divisions in health and social care can impact on the level and 
quality of care received by older people in the UK. Age discrimination, 
lack of appropriate training, under-funding, and low levels of mental and 
physical stimulation in care settings can lead to poorer mental health, 
cognitive decline and dementia in older people. 

•  The Care Act, and the introduction of Personal Budgets, have 
improved health and social care provision for some older people and 
their carers. However, budget cuts and the separation of health and 
social care in the UK continues to result in a significant number of 
older people not receiving the most appropriate care for their needs 
and people with dementia are among groups who are not receiving 
the potential benefits from Personal Budgets.

•  Acknowledging and addressing the wider social determinants of 
health inequalities in older age will make a significant contribution to 
preventing poor mental health, decreasing the risk, delaying onset, and 
limiting the impact of cognitive impairment and dementia. 

In the previous chapters 
we have focused on 
social isolation, social 
connectedness and 
mental and physical 
stimulation as key 
drivers of inequalities in 
mental health, rates of 
cognitive decline and 
dementia. However, it is 
important to also review 
the impact that health 
and social care policy 
and practice have on 
mental health, cognitive 
impairment and 
dementia in later life. 

The following chapters 
demonstrate that, while there 
has been significant progress in 
the policy and practice relating 
to the diagnosis and treatment 
of poor mental health, MCI 
and dementia, a lack of focus 
on the social determinants 
of these three conditions, in 
addition to a lack of adequate 
health and social care, are likely 
to be significant drivers for 
inequalities in all three health 
outcomes. Chapter 4 examines 
UK policy on addressing poor 
mental health and dementia in 
the UK, health and social care 
provision, community-based 
provision and current practice. 
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As the population ages, the 
distinction between the health 
and social care needs of older 
people decreases. However, while 
access to NHS healthcare is free, 
access to social care is means-
tested and limited. Funding for 
both systems is separate and 
comes from different sources, 
meaning that people become 
caught between health and social 
care systems and struggle to find 
adequately funded care. Health 
and social care systems are often 
poorly coordinated, which can lead 
to adverse circumstances such 
as delays in hospital discharge or 
readmissions to hospital which 
could have been prevented 
through appropriate social care. 
[148] [149] 

Figures released by Age UK 
estimate that between 2010 
and 2015, 2.43 million bed days, 
meaning the days when patients 
are confined to bed and stay the 
night in hospital, were lost, i.e. they 
were made unavailable, due to a 
lack of appropriate community 
social care. For older patients, 
negative experience in hospital can 
be life-changing, dehumanising 
and disempowering and, alongside 
a lack of continuity of care, can 
impact on mental health, cognitive 
impairment and dementia. [150]

Recent increases (2012/13) in 
demand for NHS care exceed the 
rate of increase in the number of 
people ageing. This means that 
the rise in admissions to hospital 
care cannot be attributable to the 
increase in an ageing population 
alone; many hospital admissions 
could have been prevented with 
more appropriate care provided 
in the community. The lack of 
effective working between primary 
care, secondary care and social 
care has been identified as one of 
the leading contributing factors 

to increased demand for hospital 
admission. [151] Notably, avoidable 
hospital admissions were 30% 
higher for care-setting residents 
with dementia than for those 
without. [151] 

4.1 MENTAL HEALTH POLICY 
AND PRACTICE IN THE UK 

As noted in Chapter 1, older 
people account for 35% of all 
people with poor mental health 
in the UK. Twenty-five per cent 
of older people living in the 
community have a mental health 
illness that will need some form 
of intervention. This figure rises to 
40% for older people living in care, 
although these figures are thought 
to underestimate the actual 
incidence of mental ill health in 
older age. 

4.1A MENTAL HEALTH POLICY

No Health Without Mental Health 
is the Government’s strategy 
paper, published in 2011, aiming to 
improve mental health outcomes 
nationally. In particular the paper 
sought to address the imbalance 
found in the emphasis given 
to physical health in strategy 
and policy, by investing up to 
£400 million over four years in 
treatment services, devolving 
strategic decision-making about 
services to local Health and 
Wellbeing Boards, and tackling 
inequalities in the prevalence and 
access of services among older 
people and for those with other 
protected characteristics. However, 
approximately £3 billion is spent 
on the treatment of older-age 
poor mental health in the UK each 
year. Services are underfunded 
when compared with investment 
in physical health for older people, 
which is around two-fifths of the 
NHS total spend at £46.5 billion. 
[2]

A ‘companion’ document, No 
Health Without Mental Health – 
Delivering Mental Health Outcomes 
for People of All Ages, was also 
released in 2011, highlighting 
the inequalities found in the 
prevalence of poor mental health, 
the social determinants of poor 
mental health, such as economic 
deprivation and isolation, and 
the need for proportionate 
universalism in the approach to 
addressing the root causes of poor 
mental health. The document also 
identifies the specific issues facing 
older people with poor mental 
health and proposes several 
strategies, including reducing 
social isolation, improving access 
to informal learning, improving 
heating in the home, improving 
physical activities, and improving 
support for carers. 

The Department of Health 
published a Mental Health 
Dashboard to demonstrate 
progress towards the specific 
objectives prioritised in the No 
Health Without Mental Health 
policy papers. Data from the 
Mental Health Dashboard 
showed that in some of the wider 
determinants of poor mental 
health, such as homelessness 
and absolute low income, 
improvements experienced in the 
years leading up to 2013 have now 
stalled. [6] Levels of satisfaction 
with community mental health 
services have started to decrease, 
and experience of discrimination 
has increased, while confidence 
to challenge this has decreased. 
Improved access to informal 
learning opportunities, support for 
carers, and access to education are 
not measured in the dashboard. 
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There has been a lack of focus 
on action to address and 
monitor progress against the 
social determinants of mental 
health, particularly for older 
people, including loneliness, poor 
housing, poor standards of living, 
discrimination, and lack of mental 
stimulation and community status. 
Policies such as the Mental Health 
Strategy 2011, and the Intervention 
Plan 2012, focus on access to 
treatment, and interventions by 
health and other services once 
a mental health issue has been 
identified. Social determinant 
approaches focus on the causes of 
the causes of poor mental health, 
cognitive decline and dementia, 
such as poverty, unemployment, 
poor housing conditions and social 
exclusion. [152] 

The Department of Health’s 
policy document Closing the Gap, 
published in February 2014, lists 
25 priorities for essential change 
in mental health provision which 
are intended to support the 
implementation of the objectives 
set out in the No Health Without 
Mental Health strategy document. 
Among other priorities for 
action, such as improving access 
to services, reducing waiting 
times, improving service quality, 
and challenging discrimination, 
Closing the Gap highlights the 
importance of links between good 
mental health and remaining in, 
or returning to, employment. 
This is one of the key mental 
health prevention strategies, 
alongside combating stigma and 
discrimination. However, there 
are few preventative strategies 
specific to older people, and the 
strategic emphasis appears to 
focus on ensuring older people 
gain better access to services. 
Although preventative strategies 
mention raising awareness 
of interventions that combat 
isolation, other preventative 
interventions specific to older 

people, such as access to learning 
opportunities, improved standards 
of living or improved access to 
physical activity, are missed. 

Closing the Gap introduces 
the Mental Health Intelligence 
Network, set up to gather national 
mental health information such 
as age and regional variation in 
prevalence, quality of services 
provided, and outcomes achieved. 
However, although this information 
is intended to be utilised by 
Health and Wellbeing Boards 
and Clinical Commissioning 
Groups to design and commission 
treatment services and other 
interventions, there do not appear 
to be any objectives detailing if 
or how the social determinants 
of mental health will be mapped, 
and how this information could 
be used to shape the design and 
implementation of interventions. 
Closing the Gap also proposes 
that those services which achieve 
the most recovery and best 
outcomes will receive the most 
funding. However, directing the 
most funding to services with the 
most successful outcomes risks 
overlooking under-funded areas 
with high need and low recovery 
outcomes – potentially worsening 
inequalities in outcomes.

4.1B HEALTH AND SOCIAL 
CARE FOR POOR MENTAL 
HEALTH 

Mental health services for older 
people are currently delivered 
through multiple settings including 
primary care settings such as GP 
surgeries, in their homes through 
community provision, in hospitals, 
care and nursing homes, and 
through voluntary sector services. 

There are some unhelpful service 
divisions in the provision of 
services for older people. For 
instance, older people already in 
receipt of mental health support 

before they reach 65 may find they 
no longer meet the age criteria 
for generic adult services, and are 
then moved to unfamiliar, age-
specific services, losing supportive 
and longstanding relationships, 
and as a result may drop out of 
services entirely. 

Mental health services designed 
specifically for older age groups 
may also have specific eligibility 
criteria for access, particularly 
around dementia, frailty and 
significant physical illness and 
end of life needs. Many older 
people experience depression and 
loneliness, but do not meet access 
criteria for dementia or frailty, and 
therefore will not be eligible for 
services. [153] In addition, dedicated 
mental health services may not 
address the specific, often physically 
co-morbid, mental health needs 
of older people. Mental health for 
older people requires a workforce 
with distinct competencies, with 
both clinical and service delivery 
expertise. Without specialist 
services to appropriately manage 
the transition of older people from 
generic to age-specific specialist 
services, the mental health 
inequalities of older people will 
likely be exacerbated. [153] Better 
research, diagnosis and intervention 
strategies specific to poor mental 
health in older age are required. 

The quality and levels of mental 
healthcare in residential care 
settings vary nationally and are 
dependent on the levels of support 
and training delivered to care staff, 
and the nature and quality of links 
that residential care settings have 
to other social and healthcare 
providers. Most residential care 
settings are small, independent or 
voluntary sector establishments, 
and the number provided by the 
NHS has reduced significantly 
in recent years. Experiencing 
depression doubles the likelihood of 
being admitted to a residential care 
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setting. However, it is important to 
note that there are difficulties with 
the tools used to assess depression 
in residential care settings, and there 
is potential for depression to be 
either over- or underdiagnosed in 
elderly care residents. Additionally, 
residential care settings often have a 
depressive effect on residents. [154] 

A report by the think tank 
Demos (2014) makes several 
recommendations for improving 
the structure and provision of care 
in residential settings. The report 
notes the ‘chronic underfunding’ 
experienced in residential care 
settings, and believes this leads to 
a two-tiered provision of care for 
the elderly, with people in lower 
socioeconomic groups receiving 
mediocre and life-limiting care. The 
report also urges the Government 
to recognise the importance that 
people attach to ‘home and social 
connectedness’, and advocates 
that the terms ‘care home’ and 
‘residential care’ are replaced with 
the term ‘housing with care’ in 
addition to changing legislation 
to ensure enough flexibility is 
available to inspect, provide and 
manage care settings appropriate 
to the needs of residents. [155]

4.2 DEMENTIA POLICY AND 
PRACTICE IN THE UK

4.2A DEMENTIA POLICY 

The Prime Minister’s Challenge on 
Dementia 2020 highlights progress 
and key areas for improvement 
in the prevalence, diagnosis and 
treatment of dementia in the 
UK, although the document is 
aspirational rather than mandating 
any action. [156] The strategy 
paperacknowledges that specific 
groups such as BAME groups, 
women, and those with disabilities 
– particularly learning disabilities, 
will be disproportionately affected 
by cognitive impairment and 
dementia, and that interventions 
will need to be appropriate to 

the individual needs of those 
groups. The paper also makes 
explicit reference to carers, and 
states that, ‘carers of people with 
dementia’ are ‘made aware of and 
offered the opportunity for respite, 
education, training, emotional and 
psychological support’. In July 
2015 a new carers strategy was 
announced, to examine what more 
can be done to support carers, and 
the financial and health impacts of 
caring. 

The Challenge on Dementia 
2020 also makes reference to a 
new ‘global consensus that risk 
reduction is a key means through 
which the global burden of 
dementia can be reduced’. Further, 
it acknowledges the initiatives 
of Public Health England which 
continue to develop the evidence 
base on risk reduction, particularly 
through the Blackfriars Consensus 
(2014), a statement issued by 
a number of policy makers and 
health practitioners, advocating 
addressing the economic and 
physical environments in which 
people live to aid prevention. It 
includes opportunities for action 
which will enable faster progress 
towards creating healthier 
communities and acknowledges 
the shift of power from central 
to local government which will 
better facilitate ‘place-based’ 
approaches, which harness 
the assets of communities and 
utilise volunteering to increase 
participation, health literacy, and 
address issues such as social 
isolation and loneliness to achieve 
better health outcomes. [157] 

Public Health England’s Guide to 
Community-Centred Approaches 
for Health and Wellbeing (2015) 
provides clear guidance for 
incorporating these approaches and 
advocates that these approaches 
should no longer be a ‘discretionary 
extra’. Place-based interventions 
have the scope to make meaningful 

differences to many of the social 
determinants of dementia, creating 
more cohesive and socially 
connected communities and 
addressing environmental drivers of 
poor health, including housing and 
education. 

A significant proportion of the 
‘key aspirations’ of the Prime 
Minister’s Challenge on Dementia 
2020 focus on research. There is a 
commitment to double the amount 
of funding available for dementia 
research by 2025, and £53 million 
has been invested through a 
public–private partnership for the 
work of the Dementia Platform 
UK (DPUK), to develop the 
infrastructure of dementia research 
in the UK, focusing on early 
detection, improved treatment 
and prevention. This work will 
draw together one of the largest 
population studies including 
up to two million participants. 
With access to such a large and 
wide-ranging data set, there is an 
opportunity to assess the ‘social 
patterning’ [158] of dementia and 
the socioeconomic, environmental 
and other social determinant 
drivers for the increased risk 
of cognitive impairment and 
dementia. This evidence can then 
be used to design appropriate 
preventative interventions around 
social connectedness, physical 
activity and mental stimulation. 
However, the focus of DPUK is 
predominantly on developing 
medical interventions for 
prevention and treatment. 

The Prime Minister’s Challenge 
on Dementia 2020 also focuses 
on ‘improving public awareness 
and understanding of the factors 
which increase the risk of 
developing dementia and how 
people can reduce their risk by 
living more healthily’. This will 
include a new healthy ageing 
campaign and resources such 
as personalised risk assessment 
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calculators facilitated through 
health checks. These initiatives will 
contribute to helping individuals 
recognise specific lifestyle risks 
and will raise awareness of lifestyle 
changes needed to reduce risk. 
However, there has been criticism 
of the health checks by leading 
medics who argue that a large 
proportion of people do not 
access health checks, in particular 
people affected by poverty and 
people from BAME communities. 
Additionally, there is little evidence 
that health checks have an impact 
on individual behaviour, and 
independent evaluations of specific 
aspects of the health checks, such 
as the identification of people at 
risk of developing type-2 diabetes, 
found that the assessments used 
failed to identify at least one-third 
of those at risk. [159]

Public Health England, as part 
of its five-year strategy, has also 
emphasised the need to tackle the 
risk, incidence and prevalence of 
dementia. The strategy proposes 
a new ‘healthy living marketing 
campaign’ aimed at 40–60 year 
olds and collaborative work with 
the Alzheimer’s Society and the 
Depression Alliance to prevent 
depression in older age. 

These strategies are important 
but do not address some of the 
key drivers of dementia and 
depression, such as poverty 
and deprivation and it is 
important that evaluations of 
these interventions identify the 
social patterning of outcomes, 
contextualise impact of 
interventions, and assess the 
appropriateness and methods 
of interventions for all cohorts. 
Unless interventions make an 
impact across the social gradient 
they will not contribute to 
reducing the gap between those 
most and least at risk of cognitive 
impairment and dementia. 

New opportunities identified 
by Public Health England in 
its 2014 priorities emphasised 
the need for ‘place-based’ 
approaches to achieve better 
health outcomes. [157] To 
ensure this is applicable to older 
people, local authorities should 
facilitate the involvement of older 
people, from all socioeconomic 
settings, in the design of 
interventions, particularly in 
environmental audits. Additionally, 
local authorities, Health and 
Wellbeing Boards and Clinical 
Commissioning Groups should 
apply a critical ‘healthy ageing’ 
lens to suggested approaches, 
querying how proposed initiatives 
that rely heavily on volunteering, 
and community assets, can be 
applied to areas of deprivation or 
to full-time carers for example, or 
how facilitating more choice and 
control over health services will 
work for older people with low 
levels of health literacy. 

Additionally, for ‘place-based’ 
approaches to create communities 
that are ‘building blocks for 
health’, [157] there needs to be 
effective collaborations between 
communities, public health, 
healthcare, employers, unions and 
central government departments 
such as the Department for Work 
and Pensions, to ensure that poor 
work and pay conditions are 
addressed. It is also important that 
Health and Wellbeing Boards and 
Clinical Commissioning Groups 
are made aware of the importance 
of ‘placed based’ interventions, 
and of how ‘social prescribing’ or 
the referring of older people to 
community services can address 
the root causes of depression or 
other risks for dementia. However, 
social prescribing only works if 
referral services are commissioned 
based on the needs of the local 
people and are adequately funded.

4.2B HEALTH AND SOCIAL 
CARE FOR DEMENTIA 

The Prime Minister’s Challenge 
on Dementia 2020 acknowledges 
the importance of adequate 
care for people diagnosed with 
dementia and aspires to ensure 
that ‘every person diagnosed with 
dementia’ will have ‘meaningful 
care following their diagnosis 
[…] in accordance with published 
National Institute for Health and 
Care Excellence (NICE) Quality 
Standards’. [160] £5.3 billion has 
been set aside for the Better 
Care Fund, aimed at providing 
more joined-up health and social 
care services, around a quarter 
of which is dedicated to the care 
and treatment of people with 
dementia. From that fund, £130 
million has been set aside for 
carer breaks; however, the money 
is not ring-fenced, and there is 
a danger that it will be spent 
elsewhere, given the spending cuts 
experienced by local councils in 
2015. [161] 

The Prime Minister’s Challenge on 
Dementia 2020 also acknowledges 
that more needs to be done to 
ensure the adequate training of 
both community and residential 
care staff, and to ensure that 
the caring profession is a career 
of choice, with at least a living 
wage and career progression 
opportunities. Currently, just over 
one-third of NHS staff have been 
trained with foundation level 
dementia training, and levels of 
training among social care staff 
remain low, at around 6–7%. 
Problems with inadequate wages, 
contracts and time allocated to 
provide care persist and often 
prevent paid carers from carrying 
out their tasks effectively and with 
meaningful human interaction. 
[155] [162]
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4.2C COMMUNITY 
INTERVENTIONS 

Cross-sector partnership working 
has been encouraged by the 
Prime Minister’s Challenge on 
Dementia 2020, and by previous 
policy documents, with the aim 
of developing and delivering 
dementia care and support, risk 
reduction and dementia-friendly 
communities. This has helped to 
galvanize joint working between 
multiple organisations such as the 
Alzheimer’s Society, NHS England 
and Public Health England. These 
initiatives may have an important 
role in managing some of the risks, 
and alleviating the symptoms of 
dementia. In the wider community, 
initiatives such as Dementia 
Friends, ‘dementia friendly’ 
community, and Intergenerational 
Schools Projects have raised 
public awareness and supported 
communities and businesses to 
become more dementia friendly, 
helping those with dementia 
diagnoses to remain engaged 
and included. However, these 
are downstream initiatives, on a 
relatively small scale, and although 
they contribute to reducing some 
of the stigma, discrimination and 
isolation experienced by people 
with dementia and their carers, 
they do not address some of the 
factors which increase risk of 
dementia, such as poor quality 
employment, poor housing, 
poverty, and neighbourhood 
degradation. 

4.2D THE CARE ACT

Some aspects of the Care Act 
(2014) came into force in April 
2015, including the right to request 
a Personal Budget, national 
eligibility criteria for receiving care, 
and the right to defer the sale of 
a home until after death. Local 
authorities are also obligated to put 

in place preventative measures and 
services which will delay or prevent 
an older person’s need for care in 
the future. In practice, this means 
that local authorities should, during 
interactions with an older person or 
their carer, identify ways in which 
their needs can be supported to 
reduce reliance on formal care. If 
this approach, along with other 
community-based services, is 
adequately funded and resourced, 
there is considerable potential to 
positively impact on the quality of 
life of older people. [163] 

4.2E PERSONAL BUDGETS 

Personal health budgets were 
first trialled in October 2014. 
[164] Older people receiving 
‘continuing care’ now have the 
option of a Personal Budget for 
their healthcare, in addition to a 
Personal Budget for their social 
care and support needs. This is 
intended to provide older people 
with more choice and control over 
their healthcare options. There 
are several ways of managing 
these budgets, including direct 
payments to the individual which 
are then used to procure services, 
often in the community. Various 
problems with the uptake of 
Personal Budgets have been 
highlighted such as reluctance to 
use them, fluctuating and often 
crisis needs of older people, 
limited public knowledge and 
lack of support for families and 
carers. However, 70% of older 
people surveyed reported positive 
outcomes from receiving Personal 
Budgets, including remaining 
independent and being treated 
with dignity and respect. Between 
50 and 59% reported positive 
impacts on their mental wellbeing, 
and older people who felt their 
views were fully incorporated 
into their care packages reported 
better outcomes. [165] 

Councils who reported positive 
outcomes noted that Personal 
Budgets, when managed well 
with enough time given to social 
workers to provide support, can 
improve quality of life through, 
for example, supporting people 
to employ carers from the 
same cultural background and 
who speak the same language. 
However, people with dementia 
are among groups who are not 
receiving the potential benefits 
from Personal Budgets. [166] 
The Alzheimer’s Society reports 
that there is a lack of appropriate 
support to enable people with 
dementia to access Personal 
Budgets, that local markets are 
not always equipped to provide 
the variety of services required, 
and that ‘substantial and critical 
eligibility criteria’ often mean that 
a number of older people are not 
eligible for social care services 
until they reach crisis point, at 
which point a Personal Budget is 
no longer appropriate. [167] 
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PART 2. SUMMARY 

Part 2 of this report has examined the relationship between social isolation and 
loneliness, physical exercise and mental stimulation, and the prevalence of poor 
mental health, MCI and dementia, demonstrating inequalities in these areas in later 
life can further widen health inequalities in these conditions. Further, government 
policy and health and social care provision also influence and can widen the 
unequal incidence and prevalence of poor mental health, MCI and dementia. Social 
isolation, and in particular feelings of loneliness, lack of mental stimulation and 
physical inactivity, are known to increase the risk of poor mental health, MCI and 
dementia and there are social determinants in later life that make social isolation, 
physical inactivity and lack of mental stimulation more likely for those in lower 
socioeconomic positions. [139] 

People from households with the lowest income are 30% less likely to take part in physical activity. [66] 
Women, people from BAME communities, carers, people with a history of unemployment or unstable, poorly 
paid employment, manual workers, and people living in areas of deprivation are at a greater risk of isolation, 
physical inactivity and lack of mental stimulation because of the environments and circumstances in which 
they live. Poverty and low income, living alone, caring responsibilities, living in poor housing conditions or 
degraded neighbourhoods, lack of access to green space and learning opportunities prevent older people from 
remaining socially connected, physically active and mentally stimulated in later life, increasing their risks of 
developing poor mental health, MCI and dementia. 

Similarly, poverty, lack of education, and a lack of social connectedness can result in a lack of resources and 
ability to cope with poor mental health, MCI and dementia, and a higher dependence on health and social 
care which is inadequately funded and characterised by unhelpful divisions. The Prime Minister’s Challenge 
on Dementia 2020 and the No Health Without Mental Health strategy paper both prioritise diagnosis and 
treatment, and although they acknowledge the need for preventative community-based interventions, there 
is insufficient focus on the social determinants of poor mental health, MCI and dementia. Preventative action 
to address the social determinants of poor mental health, MCI and dementia should be explicitly identified in 
government policy, and adequate funding provided to ensure it is achieved. 
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PART 3:

IMPROVING 
MENTAL HEALTH, 
DELAYING ONSET 
OF DEMENTIA AND 
COGNITIVE DECLINE 
AND REDUCING 
INEQUALITIES 
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INTERVENTIONS TO ADDRESS SOCIAL 
ISOLATION, PHYSICAL ACTIVITY AND 
MENTAL STIMULATION 5

chapter

Chapters 5 and 6 assess 
specific policy and 
interventions designed to 
address social isolation 
and social connectedness, 
income, wealth and 
living standards, physical 
activity, and mental 
stimulation. In chapter 
6 we suggest policy 
recommendations and 
provide example actions, 
to enable the Department 
of Health and other 
government departments, 
Public Health England 
and local agencies to 
take action on the social 
determinants of poor 
mental health, cognitive 
impairment and dementia. 

Key Messages 

•  There are a wide range of successful interventions combating 
isolation and loneliness in older people. More action is needed 
at national level to highlight the impact of social isolation and 
loneliness. 

•  Upstream interventions which focus on creating the social, 
financial and physical environments which enable older people to 
live active and productive lives will make a significant contribution 
to preventing poor mental health, decreasing the risk, delaying 
onset, and limiting the impact of cognitive impairment and 
dementia. 

•  Several initiatives, such as the introduction of free ‘green gyms’ in 
parks and outdoor leisure spaces, and mentoring projects, have 
supported older people to be socially connected and remain active 
in older life. However, lack of public transport, deteriorating and 
under-maintained streets, public toilets, seating areas and green 
spaces, prevent older people from remaining physically active and 
socially connected.

•  A lack of government funding has resulted in a limited range of 
learning opportunities for older people. Older people living in 
deprived areas may experience difficulties accessing educational 
or mentally stimulating activities appropriate to their needs and 
experience that could help prevent or delay poor mental health, 
MCI and dementia. 

•  Initiatives that attempt to promote physical activity without taking 
account of the physical environment in which people live are likely 
to experience difficulties in engaging older people. 
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5.1 SOCIAL ISOLATION AND 
SOCIAL CONNECTEDNESS 

Successive UK governments have 
introduced policy initiatives to 
combat social exclusion, isolation 
and loneliness, with a specific 
focus on people aged over 65. 
In 2010, the Government’s White 
Paper Healthy Lives, Healthy 
People specified actions for local 
and central government to work 
alongside businesses and voluntary 
groups to develop opportunities 
for older people to become more 
active in their communities. [168] 
Several high profile campaigns 
driven by voluntary sector 
organisations such as Age UK, and 
the Campaign to End Loneliness, 
have highlighted the prevalence 
and impact of loneliness in older 
age, and coordinated initiatives 
to promote social connectedness 
and combat isolation. Although 
programme evaluations have 
demonstrated that some initiatives 
such as LinkAge Plus have worked 
well to alleviate issues experienced 
by isolated older people, there is 
less evidence of initiatives that 
address some of the main drivers 
of social isolation such as the local 
environment, access to green 
spaces and poor housing. 

Interventions which are most likely 
to be successful are those that 
take account of the individual 
nature, circumstances and needs of 
older people, and the communities 
in which they live. For example, 
interventions which facilitate 
engagement, such as the provision 
of transport for geographically 
isolated individuals, interpreters 
for non-English speakers, or 
activities closer to, or in the home, 
for sensory impaired older people, 
are likely to have more success 
than generic activities specifically 
designed to combat loneliness. 

Evidence and practice from 
the United States shows that 
interventions aimed at a personal, 
group and institutional level, 
with coordination facilitated 
between all three, proved effective 
in combating isolation. [169] 
[170] However, without action 
to address wider issues such as 
access to green spaces, energy 
inefficient housing, and poverty 
and deprivation, an increased risk 
of developing mental ill health, 
cognitive impairment or dementia, 
at an earlier age and at a faster 
pace, will still exist for lower 
socioeconomic groups. 

Below are examples of initiatives 
(from the UK and Europe) 
which aim to combat isolation, 
increase participation and mental 
stimulation and improve social 
connectedness. Specialised group 
activities can be cost effective and 
can have high rates of success in 
combating loneliness. Community 
engagement, volunteering, 
intergenerational contact and 
friendship circles have been found 
to reduce loneliness in older 
people. [171] [172] It is noteworthy 
that the loss of a service, once 
embedded, has been found to 
have a worse impact than never 
receiving a service at all. Feelings 
of loss then accompany returned 
feelings of isolation and loneliness. 
Patchy or unreliable services have 
similar negative effects. [171]

Case Study 1: Active at 
60 programmes 

From March to December 2011 
the Department for Work and 
Pensions (DWP) funded grants 
for Active at 60 programmes, 
allocating funding based on 
indices of deprivation, number 
of pension-aged older adults 
and other factors to encourage 
recruitment of volunteers over 
the age of 60 to engage with 
other older adults. The aim was 
to facilitate social networks 
and support older people to 
become more active. [173] 
The Community Development 
Foundation provided £1 million 
to community organisations 
enabling older people to 
become involved in community 
volunteering. 

Ninety-one per cent of 
community organisations 
involved in the Active at 60 
initiative continued the role 
after the programme had 
finished. Eighty-one per cent 
of older people recruited 
planned to continue their role. 
Forty-one per cent of groups 
extended the variety of roles 
and activities they offered 
following the programme, 
providing a greater focus 
on roles and activities which 
would accommodate older 
people. Older participants 
who were interviewed 
stated that the initiative had 
improved their wellbeing 
and mental health. The 
programme acknowledged 
that providing encouragement 
and transport for older people 
was an essential part of their 
engagement. [174] 
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Case Study 2: LinkAge 
Plus 

In 2006 the Department for Work 
and Pensions released £10 million 
over two years to fund a number 
of LinkAge Plus pilot schemes 
to create strategic working links 
between local government, 
voluntary and community 
sector agencies to improve the 
collaboration of services for older 
people, ensuring they received 
support and advice from a single 
place. [175] 

The LinkAge Plus pilots 
ran from 2006 until 2008 
in Devon, Gateshead, 
Gloucestershire, Lancashire, 
Leeds, Nottinghamshire, Salford 
and Tower Hamlets. There 
was a clear focus on joining 
up and avoiding duplication 
and providing a single point of 
entry for a range of services. 
A government report on 
LinkAge Plus expenditure 
found that combining the 
costs and benefits of these 
services in LinkAge Plus areas 
with the holistic approach 
to service delivery increased 
the value to £2.65 per £1 
invested. Each LinkAge pilot 
utilised the funding differently 
depending on local need. The 
programme was designed, and 
in some instances, delivered, 
by older people and took a 
preventative approach to older 
people’s health and wellbeing. 
Evaluations have noted the 
particular benefit experienced 
by previously isolated black 
and minority ethnic community 
elders in boroughs such as 
Tower Hamlets who have 
accessed a range of activities 
through outreach workers. 
All LinkAge Plus programmes 
secured ongoing funding from 
a variety of sources including 
local authorities and Primary 
Care Trusts and continue to 
provide preventative services 
for better health outcomes for 
older people. [174] 

Case Study 3: The 
Campaign to End 
Loneliness 

The Campaign to End 
Loneliness is a network of 
national, regional and local 
organisations and individuals 
who implement research, policy 
and good practice through 
community action, with an aim 
of reducing loneliness for older 
people. Established in 2010 and 
launched in 2011, it consists of 
five lead partner organisations 
and 1,000 supporters. The 
campaign has been successful 
in raising awareness of 
the prevalence and health 
implications of loneliness 
in old age, and in building 
good relationships with key 
influencers in the Department 
of Health. Surveys have shown 
that awareness of the campaign 
among MPs is high. However, 
despite concerted efforts 
by the campaign, success in 
influencing service provision 
and funding has been limited. 
The campaign lobbied newly 
formed Health and Wellbeing 
Boards, encouraging them to 
measure levels of loneliness 
through their strategic 
assessment process, and to 
implement measures to combat 
loneliness experienced by 
older people through their joint 
health and wellbeing strategies. 
However, an evaluation carried 
out by the Charities Evaluation 
Service found that, out of 
128 Health and Wellbeing 
Boards, only 33 (rated as gold 
and silver in the report) had 
measurable data, actions and 
targets around combating 
loneliness in older people. [176]

Case Study 4: The 
European Innovation 
Partnership on Active 
and Healthy Ageing

The European Innovation 
Partnership on Active and 
Healthy Ageing is a pilot 
initiative which aims to 
address the needs of ageing 
populations, including tackling 
wider social determinants 
such as housing and the 
wider environment. The 
Partnership has an overarching 
aim of increasing lifespan 
by two years by 2020, to be 
realised through three main 
objectives: ‘enabling EU 
citizens to lead healthy, active 
and independent lives while 
ageing, improving sustainability 
and efficiency of social and 
healthcare systems, and 
boosting and improving the 
competiveness of the markets 
for innovative products and 
services’. It brings together 
key stakeholders including 
end users, public authorities 
and industry and provides 
a platform for numerous 
European countries to promote 
and share successful initiatives 
addressing both the health 
issues experienced by older 
people and their main drivers. 
For example, a Spanish project 
involves researching housing 
for elderly people that will 
extend active and independent 
living, improve social inclusion 
and participation. [177] The 
Partnership has also developed 
an Action Plan on ‘Prevention 
and early diagnosis of frailty 
and functional decline, both 
physical and cognitive, in older 
people’. The Action Plan aims 
to ‘shift the approach from 
reactive disease management 
to […] anticipatory care and 
management of functional 
decline’. [177]
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Case Study 5: The 
Retired and Senior 
Volunteer Programme 
(CSV Coventry) 

Community Service Volunteers 
(CSV) is the UK’s largest 
volunteering and training 
charity. Its Retired and Senior 
Volunteer Programme (RSVP) 
in Coventry ran a project 
designed to tackle social 
isolation and improve wellbeing 
among older people, funded 
by the Big Lottery Reaching 
Communities Programme. 
Volunteers attended training 
and disseminated information 
about the programme to other 
volunteers. The project found 
that older volunteers who took 
a lead on the project were more 
likely to stay engaged. 

One evaluation of the project 
found that: 

•  Two-thirds of respondents 
felt better about themselves 

•  Over half felt more positive 
about life 

•  Participants valued having 
somewhere to go, having 
a sense of purpose, and 
sharing skills 

•  Participants enjoyed keeping 
their brains active which 
improved mental wellbeing

•  89% of participants made 
new friends 

•  66% felt more involved in 
their community [178]

Case Study 6: Shared 
Lives 

There are 12,000 Shared Lives 
carers in the UK. They share 
their family and community life 
with someone who needs some 
support to live independently. 
Shared Lives carers support 
disabled adults, older people 
with dementia, people with 
mental health problems, care 
leavers, disabled children in 
transition to adulthood, and 
parents who have learning 
disabilities. Homeshare, 
a project run by Shared 
Lives, involves matching 
someone who needs some 
companionship or a little help 
to carry on living in their own 
home, with someone who is 
willing to give help and who 
needs accommodation. There 
are 118 Homeshare schemes in 
the UK. [179]

Case Study 7: Housing 
for Help Scheme, 
Austria 

The Housing for Help scheme 
in Austria was started in 1994 
and is funded and coordinated 
by a partnership between the 
student union of the University 
of Graz and an older people’s 
association. The scheme 
matches students looking for 
accommodation with older 
people who own large houses 
or flats and are in need of 
practical assistance. Students 
are housed for free in return for 
practical care and assistance. 
Intergenerational relationships 
are built and the scheme 
reduces social isolation and 
disconnectedness. [180] The 
project is particularly aimed 
at older people with health 
problems, who are socially 
isolated or have poor access to 
services, and the very old. 

Case Study 8: Buddy 
Care/Pink Buddies, 
Netherlands

Initially set up in 1984 by the 
Schorer Foundation, the aim of 
Pink Buddies was to address 
the isolation, loneliness and 
depression disproportionately 
experienced by older gay, 
lesbian and transgender men 
and women, acknowledging 
that many of them would have 
grown up during a time when 
homosexuality was overtly 
taboo. Volunteer buddies 
support older companions to 
develop a positive self identity 
in addition to providing social, 
emotional and practical 
support. This can include 
accompanying older people to 
hospital appointments, going 
for walks, and visiting them 
at home. The relationships 
traditionally last for between 
six months and one year. An 
evaluation of the project found 
that 80% of older people 
participating felt the project 
was of great value to them, 
and 74% stated that they 
felt less lonely. The project is 
funded through a variety of 
private funds, local authority 
grants and sponsors. [181]
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Case Study 9: 
Preventative home 
visits to older people 
in Denmark 

The programme of preventative 
home visits to older people in 
Denmark includes individualised 
health checks alongside other 
aspects of wellbeing and 
provides an opportunity to 
address individual needs that 
help older people to remain 
independent. Furthermore, it 
reaches older people who are 
not normally in contact with 
the health system. In Denmark’s 
largely decentralised health 
system, these home visits 
are the responsibility of local 
authorities. The relevant law 
was first enacted in 1995, and 
set out that ‘[t]he local council 
shall offer preventative home 
visits to all citizens having 
reached the age of 75 and 
living in the municipality’. 
Visits are mainly carried out by 
district nurses, but several other 
health professionals and social 
workers also have roles. 

Assessments have shown 
the positive effects of the 
preventative home visits on 
the functional health status 
of older people; a three-year 
prospective randomised 
controlled follow-up study 
showed that training of home 
visitors was associated with 
improved functional ability of 
older people. [182] 

5.2 INCOME, WEALTH AND 
LIVING STANDARDS FOR 
OLDER PEOPLE 

In the autumn of 2014 the 
Department for Work and Pensions 
announced that the basic State 
Pension would rise at double the 
rate of inflation. The ‘Triple Lock’ 
policy sees all pensioners receive 
a 2.5% increase from April 2015, 
an increase of £2.85 per week, and 
the implementation of a policy 
which guarantees that pensions 
will rise every year in line with 
either inflation, wages or prices, 
depending on which is highest. 
However, people on low income, 
in manual trades and without 
a private pension will be hit 
hardest by the proposed increase 
to the state pension age, rising 
to 67 between 2026 and 2028. 
Additionally, continued low interest 
rates on savings undermine 
pension increases for those who 
have been able to save. 

Although a large proportion of 
older people could benefit from 
flexible and sustained participation 
in the labour market, there 
are a relatively small number 
of employers addressing the 
employment and retention needs 
of older workers. Older workers are 
often perceived as being difficult 
to train, unable to adapt to modern 
technology, and overly cautious, 
with a lack of relevant skills and 
qualifications and a perceived lack 
of return on training investment. 
[183] 

Interventions incorporating 
building skills for later life, such 
as preventing the de-skilling of 
older workers, or addressing 
work-related health problems, 
should also support older people 
to overcome some of the social, 
practical and mental/physical 
health issues which prevent 
them from accessing appropriate 
employment. This should include 
special provision for workers 
who are most at risk of exclusion, 
including women who have 
few qualifications and limited 
work experience due to caring 
responsibilities, and workers who 
are unemployed due to work-
related health issues. [183] 

Further, poor quality employment 
can be a major cause of ill health. 
Increasing the state pension age 
without addressing older age 
discrimination and examining and 
implementing broader health, 
disability, caring and work-related 
policies will risk exacerbating 
existing work-related health issues 
or pushing older people into 
unsuitable, low paid work, leading 
to poverty and social exclusion. 
[183] Research by the Equality and 
Human Rights Commission in 2010 
found that a significant proportion 
of older workers were reluctant 
to approach their employer 
with health-related issues or to 
request more manageable working 
arrangements. [184] There are 
a wide range of interventions, 
examples of which are detailed 
below, which can mitigate some of 
these issues including job retention 
schemes which focus on early 
intervention, supporting uptake 
of benefits among carers, and 
improving working conditions for 
those in manual trades. 
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Case Study 10: 
European Foundation 
for the Improvement 
of Living and Working 
Conditions 

The European Foundation for 
the Improvement of Living and 
Working Conditions presented 
a variety of case studies 
looking at the inclusion of older 
workers, in particular those 
workers whose roles and daily 
duties were unsuitable to older 
age. Companies addressed 
this issue by reorganising 
the distribution of work and 
responsibilities, adapting 
working time schedules and 
providing training. 

Example – Realkredit 
Danmark: Recruitment of 
employees over 50

Realkredit Danmark is a large 
financial institution in Denmark. 
It has 1,200 employees and 
serves 60,000 customers. 
Previous solutions to an 
ageing workforce had relied on 
early retirement and making 
older employees redundant. 
Regulatory change, lowering 
of interest rates, and increased 
customer service needs 
led to new implementation 
policies. An initiative to 
recruit employees aged 50 
and over was introduced to 
fill a customer service need, 
including matching the age 
of customers to employees, 
drawing on previous experience 
and training, gaining local 
knowledge and experience and 
achieving greater stability in 
the workplace. 

A total of 1,400 applicants 
responded, with an age range 
of 48–59 years. The firm found 
that initial negative or moderate 
reactions to the employment of 
older staff soon changed once 
the competencies and problem-
solving ability of new recruits 
was shown. [185] 

Case study 11: Lloyds 
Bank 

Following the implementation 
of the Equality Act in 2010, 
Lloyds Bank implemented 
a new initiative intended to 
ensure the inclusion, retention 
and progression of workers 
with both minor and major 
disabilities. Lloyds Bank found 
that incorporating a personal 
development programme, 
including assertiveness training, 
supported employees to 
understand their disability and 
get the right support to ensure 
career progression. Employees 
are encouraged to volunteer 
for the programme, which 
is inclusive of those who are 
severely impaired and those 
with minor conditions who 
may not yet be covered by the 
Equality Act. No one is asked 
to prove their disability and 
Lloyds believes that working 
with employees with minor 
conditions at early stages 
prevents conditions from 
worsening. 

Lloyds recognises that there 
are issues with disclosure and 
identifying which employees 
require support. Despite this, 
around 19,500 employees have 
signed up for developmental 
support, around 20% of its 
overall workforce, and while 
Lloyds acknowledges that the 
programme is costly to run, 
it delivers robust business 
benefits for the bank. The 
programme enables the bank 
to retain talent, avoid wasting 
experience and spending 
money on recruitment and has 
become an essential part of its 
retention strategy. [186]

Case Study 12: Healthy 
Workplaces Project 

The Trades Union Congress 
(TUC) in the North of 
England has set up a 
Healthy Workplaces Project 
in partnership with around 
200 employers and the 
NHS. Ninety per cent of the 
employers and employees 
stated that the scheme helped 
organisations to initiate health 
and wellbeing programmes, 
with 40% of employers 
noting a fall in sickness 
absence, 90% reporting that 
their organisation was now 
a better place in which to 
work, and 50% reporting 
better relationships between 
management and staff. A 
key factor in ensuring the 
initiative was successful was 
the introduction of the North 
East Better Health at Work 
Award and the recruitment of 
workplace ‘health advocates’. 
[187] 

Initiatives to ensure the uptake 
of benefits at a local level are 
among the most effective 
in ensuring that pensioners 
entitled to Pension Credit, and 
other benefits, receive their 
full entitlement. Targeting 
information campaigns at 
those with the lowest uptake 
of benefits (for example, 
older people from BAME 
groups), using key trigger 
points for providing up to date 
information, and simplifying 
applications, have all improved 
uptake. Ease of access to 
advice and support services is 
fundamental. [188]
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5.3 PHYSICAL ACTIVITY

In February 2014 the Government 
announced its Moving More, Living 
More initiative to promote more 
physical activity across the UK 
and promised to recognise and 
tackle the barriers faced by people 
who are physically inactive. The 
initiative acknowledges that people 
over the age of 65 are the most 
inactive cohort in the UK, and 
that disability is one of the main 
barriers to engagement in physical 
activity. However, local authorities, 
responsible for the maintenance 
and development of the local 
environment, and experiencing cuts 
in funding, find it difficult to ensure 
local environments are age-friendly. 
Maintaining roads and pavements, 
supplying housing which is close 
to shops and amenities, ensuring 
bus stops have shelters and seats, 
and providing well maintained 
and accessible public toilets, all 
contribute to making local areas 
accessible for older people. 

Initiatives that attempt to promote 
physical activity without taking 
account of the physical and social 
environments in which people 
live are likely to experience 
difficulties in engaging older 
people. There is an increased 
risk of low participation and low 
rates of physical activity rates 
for older people in areas that 
have experienced closure of local 
amenities such as park services 
and funding cuts for maintenance 
of public spaces and support for 
older people. [189] 

Case Study 13: Hyde 
Park Senior Playground 

A ‘senior playground’ has been 
developed in London’s Hyde 
Park by the Knightsbridge 
Association and was opened in 
2010, financed by Westminster 
Council and the Royal Parks. 
Based on the UK’s first 
senior playground, opened 
in Blackley, Manchester, in 
2008, the playground aims to 
promote social engagement 
and is a free resource, making 
it accessible to older people 
on low incomes. The area 
provides physical exercise 
equipment including a cross 
trainer, body flexer and sit-up 
bench, enabling older people 
to take part in both aerobic and 
strength exercises. It is based 
in an area surrounded by trees, 
shrubs and flowers, providing 
a calm and tranquil area for 
exercise. [163]

Case Study 14: Activity 
Friends 

Activity Friends (also known 
as Senior Peer Mentoring) 
is modelled on an American 
programme designed to help 
people aged over 50 years old 
to achieve a healthier lifestyle 
by incorporating more physical 
activity into their lives. The 
schemes run in five areas of 
Nottinghamshire. People over 
50 years old are recruited and 
trained as ‘Activity Friends’ 
volunteers, who reach out 
to their peers in the local 
community to encourage and 
support them in participating 
in some form of physical 
activity. [190] Funding for each 
individual scheme is secured 
from a variety of sources. 
However, despite significant 
success of the programmes 
some have had to close due 
to a lack of ongoing funding. 
For example, Rushcliffe 
Activity Friends announced its 
closure in 2013 due to a lack of 
funding, despite noting a range 
of positive outcomes with 
both clients and volunteers, 
including improved dementia 
and depression symptoms, and 
physical health issues. [191] 
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Case Study 15: Belfast City Council 

Belfast City Council initially explored the potential of becoming an age-
friendly city through developing an All Party Reference Group on Older 
People. The Belfast Strategic Partnership (BSP) was formed after the Lord 
Mayor signed a declaration committing Belfast to the process of becoming 
age friendly, and worked closely with the Healthy Ageing Strategic 
Partnership which supported the BSP to consult widely with diverse 
representatives of older people in Belfast. This information was used in 
conjunction with statistical data gathered from the Northern Ireland Statistics 
and Research Agency and Neighbourhood Information Services to establish 
an evidence base for action, based on key themes and priorities for older 
people. Concerns were raised around issues such as maintenance of public 
toilets and pavements, outdoor seating, home heating and crime and safety. 

The Belfast Strategic Partnership developed the Draft Age Friendly Plan 
2014–17, which included: 

•  An arts festival for older people, working collaboratively with housing 
providers, developing age-friendly outdoor spaces, and providing a toolkit 
for business and organisation to promote intergenerational participation 
and inclusion.

•  A Lifelong Learning City Charter for Belfast through Belfast Strategic 
Partnership.

•  A toolkit to reduce the impact of poverty in Belfast focusing on 
benefits, nutrition and fuel poverty which was produced by Belfast 
Health Development Unit, Belfast City Council and the Public Health 
Agency to be promoted with older people. 

•  Initiatives to improve the income level of older people through Age NI 
Advice and Advocacy Service and the Make the Call Campaign through 
the Department of Social Development. 

•  Support for over-50s to get back into work.

•  Work with community and voluntary organisations to counteract social 
isolation and put people in touch with local support and services. 

•  Increasing older people’s usage of parks by improving the facilities 
management and activities available in their parks with Greater Belfast 
Seniors Forum and local areas forums to explain current provision/
options on housing and to discuss issues that will influence future 
planning and use of space. [192]

Case Study 16: Dementia Adventure 

The Dementia Adventure Trust is a registered charity dedicated to 
supporting people to live well with dementia through access to the 
outdoors and nature. The trust was funded by the Innovation, Excellence 
and Strategic Development Fund in 2013/14 to provide a range of activities 
for people experiencing dementia and their carers, including short breaks 
and holidays in green spaces, some of which are underwritten by the trust 
for those participants with limited means. It also provides training to other 
organisations about how to support people with dementia, and has been 
commissioned by Natural England to consult people with dementia and 
their carers about their engagement with natural space, with the aim of 
developing innovative interventions to improve engagement. The Dementia 
Adventure Trust also participates in research programmes. [193]

5.4 MENTAL STIMULATION 

Chapter 4 set out evidence 
describing the importance 
of cognitive reserve and the 
potential to increase cognitive 
reserve even in later life. Older 
people living in poverty, and 
with debilitating illness or 
caring responsibilities, will face 
multiple barriers to inclusion 
in education or other social or 
professional activities that are 
mentally stimulating. Public 
sector funding for education 
has focused much less on low-
level lifelong learning in recent 
years, and education policy 
has focused on ensuring the 
UK remains competitive in the 
global economy, resulting in 
a reduction of courses which 
may attract older learners 
with no qualifications. [194] 
As a result, informal learning 
for older learners is beginning 
to flourish, as can be seen in 
initiatives such as University 
of the Third Age (U3A) which 
has at least 670 active groups 
nationally and around 190,000 
older users. [195] These 
groups make an important 
contribution to engaging 
older learners in mentally 
stimulating activities and have 
the added value of promoting 
social connectedness. 

Evaluations of such 
programmes should assess 
how and if these types of 
volunteer-led interventions 
are taken up in more deprived 
areas. The Department 
of Health and other 
departments should advocate 
on behalf of older learners, 
highlighting the positive 
impact of mental stimulation 
on cognitive decline and 
dementia, and ensuring that 
both formal and informal 
educational providers meet 
the needs of older learners. 
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Case Study 17: The 
Centre for the Older 
People’s Agenda 

The Centre for the Older 
People’s Agenda was 
established by Queen Margaret 
University and the Royal Bank 
of Scotland. The partnership’s 
main aim is to improve 
the quality of life of older 
people through research and 
education programmes. The 
Centre recognised that older 
people are often excluded from 
learning, and further and higher 
education courses often do 
not reach out to older people. 
The Centre designed a series 
of courses aimed at older 
people, two of which enabled 
older people to develop skills 
to design and carry out their 
own research into their needs, 
and to develop confidence in 
speaking in different situations 
to ensure their opinions are 
heard at, for example, public 
meetings. The project’s 
evaluation found that older 
people gained confidence 
in expressing their opinions, 
increased their awareness of 
social and political issues, and 
were encouraged to continue 
participating in mentally 
stimulating activities. [196]

Case Study 18: Open 
Age 

Open Age is a charity led 
by users and supporting 
older people to develop and 
maintain physical and mental 
health through pursuing their 
interests. Over 200 mentally, 
physically and socially 
stimulating activities are 
delivered from Open Age hubs 
across London each week, 
run from a range of settings 
including community centres, 
sheltered housing, libraries, 
church halls and residential 
settings. Open Age runs the 
Link Up Project and is funded 
by the NHS and local councils. 
Project workers aim to identify 
and support older people 
who are most vulnerable 
to social isolation and non-
engagement in activities. 
Open Age workers offer a 
range of support including 
one-to-one confidence 
building, accompaniment to 
first sessions, home visits and 
meetings in the community, 
advice and links to transport 
options designed for older 
people with physical mobility 
issues. Activities have also 
been facilitated over the phone 
for those unable to leave their 
home, for example a telephone 
book club. [197]

Key Literature

Integration of health 
and social care: A 
review of literature and 
models. Implications 
for Scotland 
(Robertson, 2011) 

This review provides European 
examples of integrated health 
and social care models and 
analysis of factors which either 
impede successful integration 
or promote it. It is noteworthy 
that there is little evidence 
presented regarding the 
outcomes of patients using 
services within integrated 
health and care systems. This 
is not an oversight of the 
analysis, but rather due to 
a lack of data about patient 
outcomes. However, the 
review is able to present good 
examples of integrated health 
and social care working well 
to promote interdisciplinary 
training and practice, and the 
benefits of pooled budgets, 
alongside the opportunity to 
identify duplications in services 
and funding. For example, 
the rural Danish region of 
Skaevinge has provided 
integrated health and social 
care services to the elderly 
since the 1980s. 

The programme employs 
136 people encompassing 
13 different professions. A 
single point of entry provides 
services which have led to 
improvements to the health 
and wellbeing of older people 
in the area and reduced costs, 
despite an increase in the 
elderly population. Intermediate 
care has reduced hospital 
re-admissions by up to 40%. 
In addition, there have been 
no delayed discharges from 
hospital and no waiting times 
for accommodation. [198] 
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RECOMMENDATIONS 

As described in Chapter 5, current government strategy on cognitive impairment 
and dementia prioritises diagnosis and treatment, and prevention strategies focus on 
individual behaviours and medical interventions. However, the Department of Health is 
well placed to highlight the significant impact of social determinants – particularly those 
that reduce or obstruct social connectedness, physical activity and mental stimulation, 
on the risks of incidence and progression of poor mental health, cognitive impairment 
and dementia – and to take action to improve them. Delaying onset and progression has 
potentially significant implications for the need and cost of care interventions. 

Key Messages 

•  Investing in initiatives which improve the economic, social and 
physical environments in which older people live can prevent poor 
mental health, and has the potential to delay the onset of MCI and 
dementia by almost two years, representing a saving of £52 billion. 

•  Current government policy lacks a focus on the social determinants 
of poor mental health, MCI and dementia. Strategies to prevent the 
rising number of older people experiencing poor mental health, 
MCI and dementia can focus on three key stages in later life: pre-
retirement working life, post-retirement, and later old age. 

•  The Department of Health, Public Health England and other 
government departments such as the Department for Work and 
Pensions can work with employers, trade unions and other local 
government agencies to ensure people are enabled to prepare 
financially and psychologically for retirement, embedding healthy 
living practices, such as active travel and social connectedness, into 
working life. 

•  The Department of Health and Public Health England can work with 
local authorities, town planners, and housing and care providers to 
ensure they incorporate age-friendly considerations into their local 
planning, development and decision-making. 

•  The Department of Health and Public Health England can raise 
awareness around the social determinants of depression, MCI and 
dementia, and work with GPs and older age service providers to 
ensure they can identify and treat later life depression, and facilitate 
social connectedness and physical and mental activity in later life. 

6
chapter
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The recommendations in this 
section are organised around the 
key drivers we have identified 
throughout the report which 
impact on mental health, cognitive 
impairment and dementia. 
Overarching recommendations 
and specific interventions are 
suggested, at three key points 
during the later life course: pre-
retirement, post-retirement and 
later old age. 

The overarching policy 
interventions are: 

1. SOCIAL CONNECTEDNESS 

Social isolation should be 
prioritised by national and local 
government departments and 
authorities as it is a significant 
driver of poor mental health, 
cognitive decline and dementia, 
and action should focus on 
addressing the social determinants 
of isolation in older age and 
improving social connectedness. 

2. PHYSICAL ACTIVITY 

National and local government 
departments and local authorities 
should develop policies and 
action which focus on access to 
green spaces and improving and 
maintaining local environments 
to standards which enable and 
support older people to take part 
in physical activity. 

3. MENTAL STIMULATION 

Government and local authorities 
should prioritise action on the 
social determinants which prevent 
older people from accessing 
mentally stimulating activities and 
environments, including financial 
poverty, fuel poverty, social 
isolation and exclusion. 

For each driver, actions are 
recommended which can be 

initiated either independently, or 
in partnership, by local authorities, 
government departments and third 
sector agencies. 

6.1 SOCIAL CONNECTEDNESS 

6.1A PRE-RETIREMENT 

The Department of Health and 
Public Health England should 
collaborate with the Department 
for Work and Pensions, trade 
unions, and private sector 
organisations to ensure older 
workers are prepared financially 
and psychologically for their 
retirement. This includes healthy 
retirement and broader workplace 
schemes encouraging flexible 
retirement, social connectedness, 
the upskilling of older people in 
manual trades, and highlighting 
the risks of poor mental health 
and loneliness in relation to 
the development of cognitive 
impairment and dementia. 

The Department of Health and 
Public Health England should 
highlight the risks associated 
with low paid, poor quality 
employment, such as badly 
managed ‘zero hour contracts’, 
and the transient nature of 
various trades in industries 
such as construction, care and 
hospitality, and the barriers these 
conditions create to appropriate 
employer support around healthy 
working practices, financial and 
psychological preparation for 
retirement and good mental and 
physical health. 

The Department of Health, Public 
Health England, trade unions and 
employers should promote safe 
working practices, good mental 
health and supported returns 
to work, through disseminating 
good working practices and 
adequate training and support for 
employers. 

The Department for Work and 
Pensions, Department of Health 
and Public Health England 
should work with employers to 
ensure a variety of appropriate, 
flexible retirement and part-time 
employment options are available 
to older people and that an 
extended working life is a healthy 
choice rather than a determinant 
for poor mental health, MCI and 
dementia. 

6.1B POST-RETIREMENT 

The Department of Health and 
Public Health England should 
prioritise social isolation and 
loneliness as they are key drivers 
for poor mental health, MCI and 
dementia, and work collaboratively 
with local authorities, Health and 
Wellbeing Boards and initiatives 
such as the Campaign to End 
Loneliness to address the social 
determinants of social isolation 
and loneliness in older age. 

The Department of Health and 
Public Health England should 
develop and disseminate training 
to town planners, architects, 
local housing authorities and 
other agencies to ensure local 
environments, housing and 
services are accessible to older 
people. 

The Department of Health and 
Public Health England should 
encourage local authorities, 
services, Health and Wellbeing 
Boards and other community 
agencies to involve older 
communities in the planning and 
development of services, the local 
environment and community 
cohesion. 

6.1C LATER OLD AGE 

The Department of Health and 
Public Health England should 
work to raise awareness of the 
prevalence and risks of poor 
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mental health in late old age, in 
particular loneliness, its links with 
the conversion of MCI to dementia, 
and to challenge the acceptance 
of depression and poor mental 
health as being inevitable parts 
of ageing. They should support 
GPs, other NHS staff and third 
sector providers to enquire about, 
identify and address the causes 
of poor mental health through 
referrals to appropriate services. 

The Department of Health and 
Public Health England should 
work closely with the Dementia 
Platform UK and other national 
healthy ageing research initiatives, 
highlighting the impact of social 
determinants of poor mental 
health, MCI and dementia, 
in particular social isolation, 
and ensure that cost-effective 
interventions are sought through 
current research strategies 
alongside medical interventions for 
prevention and treatment. 

The Prime Minister’s Challenge on 
Dementia 2020 urgently needs 
to give greater focus to the social 
determinants of MCI and dementia 
to develop strategies which 
address the key drivers for social 
isolation, and therefore reduce 
the inequalities in and overall 
prevalence of MCI and dementia. 

Funding for carer breaks and 
support, older age housing and 
care settings, and improvements 
to local environments should 
be ring-fenced to ensure that 
allocated funding is dedicated to 
interventions which support older 
people and enable them to stay 
socially connected and to flourish. 

Public Health England can 
provide impetus and guidance 
to local agencies to set up 
strategic partnerships between 
the Environment Agency, local 
authorities, education providers, 
the voluntary sector, Health and 
Wellbeing Boards and NHS Trusts 

to facilitate better town planning, 
service design and delivery and 
social connectedness. 

The Department of Health and 
Public Health England should 
ensure that funding is available to 
develop the physical environments 
of residential care settings and 
hospitals to ensure they maximise 
social connectedness, physical 
activity and mental stimulation and 
utilise the evidence of improved 
health outcomes to leverage 
funding for scaling up adaptations 
to the local environment. 

6.2 PHYSICAL ACTIVITY 

Interventions which focus solely 
on the individual taking up and 
maintaining exercise programmes 
without addressing age specific 
environmental and social barriers 
to physical exercise will have 
limited impact. Evidence clearly 
demonstrates that proximity to 
well maintained and safe green 
space results in physical and 
mental health benefits, and is 
associated with improved health 
outcomes. Notably, ‘income 
related inequality in health is 
less pronounced where people 
have access to green space’. [66] 
The National Planning Practice 
Guidance (2014) acknowledges 
that, ‘active and healthy lifestyles’ 
are made possible through ‘good 
urban design, good access to local 
services and facilities; green open 
space and safe places for […] food 
growing, and […] accessible by 
walking and cycling and public 
transport’ and is ‘adaptable to 
the needs of an increasingly 
elderly population and those with 
dementia and other sensory or 
mobility impairments’. [199] 

6.2A PRE-RETIREMENT

The Department of Health and 
Public Health England should work 
with local authorities to encourage 
active travel to and from work 
by providing safe cycle paths, 

developing and maintaining green 
spaces and ensuring adequate 
public transport. 

Employers can support and 
promote physical activity in the 
work place through awareness 
campaigns, providing adequate 
breaks, changing facilities and 
showers, promoting after work 
sporting clubs, and ensuring 
work-promoted physical activities 
are inclusive of older people with 
disabilities. 

The Department of Health and 
Public Health England can work 
with trade unions and the Health 
and Safety Executive to ensure 
that work place practices are 
appropriate to the physical needs 
of older people, preventing 
physical disabilities which lead to 
mobility restrictions and inactivity. 

6.2B POST-RETIREMENT 

The Department of Health and 
Public Health England should 
work collaboratively with other 
government departments, town 
planners, housing providers and 
other agencies to highlight the 
risks and costs of widening health 
inequalities in poor mental health, 
MCI and dementia if basic needs 
of older people are not met. This 
includes facilitating adequate 
standards of living to enable older 
people to make healthy choices 
regarding health behaviours, 
including becoming more 
physically active. 

The Department of Health, 
Public Health England and 
the Department for Business, 
Innovation and Skills should 
work collaboratively with trade 
unions and employers ensuring 
low skilled, manual workers 
remain mentally stimulated and 
healthy throughout their working 
lives, promoting lifelong learning 
through to retirement. 
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The Department for Work and 
Pensions, Department of Health 
and Public Health England and 
the Department of Innovation 
and Skills should utilise current 
research, such as the Foresight 
Future of Ageing series of 
evidence reviews, and address the 
gap in basic skills experienced by 
those in manual trades, fostering a 
disposition to engage in learning, 
and promoting the diversification 
of skills in the older age workforce. 

The Department of Health and 
Public Health England should 
work closely with local authorities, 
developing initiatives which 
improve and maintain local 
environments and green spaces 
and enable older people to take 
part in physical activity, improving 
their mental and cognitive health. 

6.2C LATER OLD AGE 

The Department of Health, 
Public Health England and the 
NHS should provide guidance 
and support to Health and 
Wellbeing Boards, the Department 
of Communities and Local 
Government, the Fire Service, and 
the Environment Agency to set up 
strategic partnerships and work 
collaboratively on town planning 
and maintenance, event planning, 
and the design of new and existing 
accessible green spaces. Bringing 
together information from Health 
and Wellbeing Boards, local 
councils and frontline services will 
help to identify which population 
groups are most vulnerable to 
inactivity and the barriers they 
face. 

The Department of Health and 
Public Health England should 
highlight the impact of budget 
cuts on the local environment and 
ensure that impact assessments 
include measuring reduced levels 
of physical activity in older people. 

6.3 MENTAL STIMULATION 

Policies which promote flexible, 
appropriate and mentally engaging 
employment opportunities for 
older people are important in 
supporting their ongoing cognitive 
function, as are policies which 
promote continued mental 
stimulation after retirement and 
into later old age. 

Policies must consider educational 
disengagement, or reluctance to 
engage in mentally stimulating 
activities, influenced by factors 
such as poor transport links, 
environments which create 
barriers to engaging in mentally 
stimulating activities, and lack 
of activities. Many of the actions 
to improve social connectedness 
and physical activity detailed 
above will impact positively on 
older people’s access to general 
mental stimulation through social 
interaction, in addition to specific 
interventions designed to improve 
cognitive functioning. 

6.3A PRE-RETIREMENT

The Department of Health and 
Public Health England should 
work collaboratively with trade 
unions, the Department for 
Business, Innovation and Skills, 
and employers to ensure older 
workers in low skilled, manual 
trades are encouraged and 
facilitated to engage with later 
life learning, increasing their skills 
and employment options and 
enabling them to remain mentally 
stimulated. The prevention of 
cognitive decline and dementia 
can be used to promote learning 
initiatives. 

6.3B POST-RETIREMENT 

The Department of Health and 
Public Health England should 
work with the Department for 
Business, Innovation and Skills 
to highlight the links between 
cognitive health, mental wellbeing 
and mental stimulation and the 
lack of engagement in ongoing 

learning from older people in lower 
socioeconomic groups. 

The Department of Health and 
Public Health England should 
promote the use of various 
interventions which encourage 
the engagement of lower 
socioeconomic groups in lifelong 
learning, including funding 
third sector learning initiatives, 
utilising agencies that are already 
engaged with ‘hard to reach’ 
groups, adapting the provision of 
education to the needs of a diverse 
and older cohort, and providing 
specialised later life education 
advisors. 

6.3C LATER OLD AGE

The Department of Health and 
Public Health England can 
highlight the lack of engagement 
of the very old in education, and 
how barriers such as the physical 
environment, appropriateness 
of courses, poverty and 
discrimination can prevent older 
age learning. 

The Department of Health and 
Public Health England should 
work collaboratively with the 
Department for Business, 
Innovation and Skills and the 
Department of Education to raise 
awareness and promote the health 
benefits of lifelong learning, in 
particular for cognitive functioning, 
and the delay or amelioration 
of cognitive impairment and 
dementia symptoms. 

The Department of Health and 
Public Health England can utilise 
evidence and evaluations of capital 
funding projects which adapt 
local environments, hospitals and 
care settings to maximise the 
mental stimulation and educational 
engagement of older people to 
leverage funds which will promote 
the mental stimulation of older 
people. 
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PART 3 SUMMARY 

More collaborative action is needed at a national level to support local 
interventions that address issues of social isolation, lack of access to learning 
opportunities, and physical inactivity in later life. Without greater and better 
focused action on social determinants, the higher risks of developing poor mental 
health, mild cognitive impairment or dementia and at an earlier age for lower 
socioeconomic groups will continue . Strategies for action can focus on three key 
stages of later life: pre-retirement, post-retirement and later old age. Strategies 
that help people prepare financially for later life through access to good quality 
employment, that integrate an ‘age-friendly and equity lens’ into local housing 
and planning, and that prioritise social connectedness and lifelong learning, will 
significantly contribute to addressing the social gradient found in the prevalence 
and experience of poor mental health, cognitive impairment and dementia. 
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CONCLUSION 

There is not an equal likelihood of having good physical and mental health in later 
life in England. Risks for poor physical health and poor mental health are higher 
for people in lower socioeconomic groups, some BAME groups and for women. 
The focus of this report is inequalities in poor mental health, cognitive impairment 
and dementia. Sixty thousand people die each year from symptoms directly 
attributable to dementia, and 25% of older people are diagnosed with depression, 
rising to 40% in residential care homes.

These health outcomes are partly 
influenced by factors earlier in 
life such as poor employment 
and educational attainment, 
poor quality housing and living 
in areas of deprivation. They 
are also profoundly influenced 
by experiences in later life. 
Significantly – and the focus 
of this report – social isolation, 
lack of mental stimulation and 
physical activity before and after 
retirement and in later old age 
exacerbate risks of poor mental 
health, cognitive impairment and 
dementia. 

In 2014, 1 million older people 
reported not speaking to anyone in 
over a month and the total number 
of older people living alone in 
older age is set to increase. At the 
same time levels of participation 
in social and cultural activities 
decrease with age, only 18% of 
adults aged 65–74 years old 
attend adult education courses, 
compared with 61% of 20–24 
year olds and 31% of 55–64 year 
olds, and in 2006 1.2 million older 
people were found to be excluded 
on multiple indicators. Further, 

older people living in households 
with the lowest incomes are 30% 
less likely to take part in physical 
activity. Social isolation, and low 
levels of mental stimulation and 
physical activity, drive poor mental 
health, cognitive impairment and 
dementia, and drive significant 
inequalities in these outcomes.

This report has examined the links 
between social isolation, loneliness, 
levels of physical exercise and 
mental stimulation in later life and 
the risk of cognitive impairment, 
dementia and poor mental health. 
It demonstrates that these increase 
the risk and worsen the symptoms 
of poor mental health, cognitive 
impairment and dementia. 
However, poor mental health is not 
an inevitable part of growing older, 
and it is possible to lower the risk, 
delay the onset and ameliorate the 
symptoms of cognitive impairment 
through action on the societal 
factors that drive social isolation, 
physical inactivity and a lack 
mental stimulation in older age. 
Yet there is insufficient awareness 
or action on those factors which 
contribute to such widespread 
prevalence and inequalities in risks.
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There is an economic, as well as a 
social justice case, for addressing 
the social factors driving 
poor mental health, cognitive 
impairment and dementia. Caring 
for people with dementia costs 
£26 billion per year in health and 
social care, and more in informal 
care from family members. 
Postponing the onset of dementia 
by just two years has the potential 
to save £52 billion. Developing 
policy and interventions which 
create the physical and economic 
environments that enable all 
older people to be active, socially 
connected and remain ‘producers, 
consumers and investors’ [200] 
in their own communities will 
drive economic development and 
save costs to the public purse. 
Preventative programmes which 
enable older people to fully 
contribute could result in a net 
economic contribution reaching 
£8 billion by 2030. [200] There is 
also a legal requirement to take 
action. Local authorities now 
have a legal obligation under the 
Health and Social Care Act 2012 to 
demonstrate they give ‘due regard 
to the reduction of inequalities’. 
[201] 

This report has set out a series of 
recommendations on the most 
effective ways of taking action 
to reduce inequalities in mental 
health, cognitive impairment and 
dementia. These are primarily 
focused on reducing social 
isolation, improving mental and 
physical activity and improving 
health and social care. Our 
recommendations relate to 
specific national and local 
organisations that have clear 
responsibilities to act including 
the Department of Health, 
Department of Communities and 
Local Government, Department 
for Work and Pensions and Public 
Health England. The report has 
also made recommendations 
for employers, planners, Clinical 
Commissioning Groups, Health and 
Wellbeing Boards, the Fire Service, 
the Environment Agency and trade 
unions. 

Currently and historically, 
Government policy places greater 
emphasis on diagnosis and 
access to treatment rather than 
addressing the main drivers for the 
inequalities found in poor mental 
health, cognitive impairment and 
dementia. Without focusing on 
the social factors which drive 
these conditions, the inequalities 
found in poor mental health and 
risks of cognitive impairment and 
dementia will not be addressed 
and the burden of ill health will 
continue to fall disproportionately 
– and unnecessarily – on the less 
advantaged.
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APPENDIX 1. METHODOLOGY

Assessment of the evidence base and recommendations were made through a 
combination of desk-based research and consultation with experts, policy-makers 
and practitioners. The desk-based research entailed a review of published and 
unpublished material, described in the table below, subject to review.

DESK-BASED RESEARCH: 
SOURCES

CONSULTATION

•  Fair Society, Healthy Lives [24] 
and background task group 
reports

•  WHO European Review and 
background paper on older people

•  Journal articles and other 
academic publications

•  Reports by non-governmental 
organisations including think tanks 
and charities

• Policy documents

•  Academic experts on health 
inequalities in older people 
and associated areas covered 
in the report

•  Charities/organisations for 
older people or associated with 
relevant social determinants of 
health, including AgeUK, BITC 
and Citizens Advice

•  Local and national 
government representatives 
from several departments

STAKEHOLDERS

AREA HEALTH AND 
CARE

WORK AND 
PENSIONS

SOCIAL ISOLATION 

Government 
department/ 
national body

Department of 
Health

Public Health 
England

NHS England

Department 
for Work and 
Pensions

Department for 
Communities and 
Local Government

Department of 
Transport

Local 
organisations/ 
workforces

Clinical 
Commissioning 
Groups

Local health and 
care services

Health and 
Wellbeing 
Boards

Social care

Local authority 
public health

Local authorities

SCOPE

In scope:

•  Assessment of health 
inequalities among older people 
and their social determinants 
over the life course. 

•  Contemporary social 
determinants impacting on 
health inequalities in older age, 
with a focus on mental health 
and cognitive impairment and 
dementia.

•  Focus on social isolation, mental 
stimulation and physical activity. 

•  The impact of health and social 
care interventions on social 
determinants of mental health 
and cognitive impairment and 
dementia.

•  Mitigating action on mental 
health and cognitive impairment 
and dementia for older people. 

Out of scope:

•  Policy recommendations and 
proposals for action throughout 
the life course.

•  Primary research, for example 
research which gathers and 
analyses data collected first 
hand from source. 

•  Systematic literature reviews. 

Further research will be 
recommended if there are clear 
evidence gaps.

 



67INEQUALITIES IN MENTAL HEALTH, COGNITIVE IMPAIRMENT AND DEMENTIA AMONG OLDER PEOPLE

APPENDIX 2. KEY LITERATURE 

Blackfriars Consensus on Promoting Brain Health: Reducing risks for dementia 
in the population (2014)

The UK Health Forum and Public Health England hosted a meeting of public health practitioners, 
researchers, policy-makers and voluntary and community representatives in January 2014, at which a 
consensus was agreed that prevention and risk reduction strategies for dementia should be included into 
current strategies for non-communicable diseases. Within this strategy there is an acknowledgement that 
‘protective factors also play a part’ in interventions to address risk factors including ‘social engagement’. 
Social isolation is named as a protective and risk factor that is ‘amenable to change’, and the Consensus 
argues that ‘targeted action’ on ‘upstream, social, economic and environmental factors’ can impact on the 
prevalence of dementia. [3] 

Age UK: Agenda for Later Life and Health (2015)

Age UK has released figures relating the funding reductions experienced by health and social care in 
the community to poorer outcomes. Since 2010/2011, 24.9% has been cut from social care budgets, 
while during 2009–2014 spending on GPs and hospital based doctors increased (by 19.9% and 41% 
respectively). [202] Age UK also reports that hospital re-admissions for older people increased from 
201,571 older people in 2010/11 to 204,709 older people in 2011/2012, as did delayed discharge, up by 
2%, due to a lack of social care provision (from 494,688 days in 2012/13 to 504,112 days in 2013/14). The 
number of people receiving social care at home decreased between 2011/12 and 2012/13 (from 414,780 to 
384,600). Reports of loneliness increased by 3%, up from 770,000 in 2013 to 1.06 million in 2014. [148]

Healthy Working Lives: Mentally Healthy Retirement – Guidance For Human 
Resources (HR) professionals and employers (2013) 

The Scottish Centre for Healthy Working Lives has produced guidance for employers which promotes a 
healthy approach to retirement. It includes various actions which promote a mentally healthy environment 
for older people and employees with imminent retirement plans. The guidance supports businesses to 
develop strategies, including training and raising mental health awareness among staff and managers, and 
to identify and reduce work-related stress. Employers and managers are encouraged to monitor equal 
opportunities data regarding pay, promotion and conditions according to age. The guidance also provides 
information around flexible retirement planning and advocates independent financial advice. [203]

Department for Work and Pensions: Age Positive (2013) Age Positive is a DWP initiative 
that provides advice and guidance for employers who wish to support, retain, retrain or promote the 
health of workers over the age of 50. The document provides clear guidance and information which 
discredits myths around older people in work, including mistaken beliefs that older employers take 
employment opportunities away from younger people, and that older people are harder to train or are 
unproductive. [204] 
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The Consumer Rights Act 2015, the Consumer Rights (Payment Surcharges) 
Regulation, and Addressing the Poverty Premium by Consumer Futures (2013)

The Consumer Futures report Addressing the Poverty Premium details the ‘poverty premium’ placed on low 
income households by utility companies such as water, telecommunications, light and heating. It calculates 
that customers who are seen as unprofitable are likely to pay at least 10p extra on every £1 spent, as providers 
neglect their needs. However, the Consumer Rights Act and the Consumer Rights (Payment Surcharges) 
Regulation state that ‘a trader must not charge consumers, in respect of the use of a given means of payment, 
fees that exceed the cost borne by the trader for the use of that means’. Additionally, the British Standard 
Institution voluntary standard BS 18477: 2010 Inclusive Service Provision can be used by regulators and policy-
makers to ensure that those who are most vulnerable to paying higher prices or are vulnerable due to their 
circumstances are better provided for within the sector and do not pay higher fuel, energy or communications 
bills. The Department of Health can work to ensure that poverty, and its impact on social isolation and social 
connectedness, and subsequent health inequalities, is highlighted within relevant departments to provide 
impetus to addressing the issue of fuel poverty experienced by older people. [205]

Joseph Rowntree Foundation: A Minimum Income Standard for the UK in 2014

This research publication examines what goods and services are needed to maintain an adequate level 
of living standard, and the gaps between current incomes and the income needed to secure appropriate 
goods and services. The report highlights the increase in cost of living and the concurrent decreasing value 
of wages and notes the changing needs of pensioners, including the needs for computers and Internet 
access. Needs for taxis has also increased due to worsening public transport links. [206]

World Health Organisation (WHO): Global Age Friendly Cities: A guide (2007)

The WHO has produced a guide to developing cities and environments that are ‘age friendly’. This includes 
guidance on outdoor spaces and buildings, transportation, housing, social participation, respect and social 
inclusion, civic participation and employment, and communication and information with the understanding 
that age-friendly cities promote active ageing and maximise opportunities for healthier lifestyles. For this view 
to become a reality it is recognised that cities need to adjust their structures and services to accommodate 
the needs of a diverse, ageing population and to work across sectors. The publication recommends a ‘bottom 
up participatory approach’ which includes the views of older people, their carers and their service providers. 
It identifies enabling aspects of cities, and barriers to inclusion, such as lack of access to green spaces, lack of 
seating and opportunities to rest, and inadequate pavements. Strategic partnerships between public health 
bodies, local council planning departments, and older-age third-sector service providers can ensure that the 
needs of older people are incorporated into town planning and maintenance. [207] 

Transport for London and Age UK: Older People’s Experience of Travel in 
London (June 2009) 

This report details the barriers older people face to accessing transport in London and the negative 
impact that this has on the participatory behaviours of older people, their emotional wellbeing and their 
levels of engagement in mentally stimulating activities. Local health departments should highlight the 
links between social determinants, such as access to appropriate transport and levels of engagement, and 
their impact on mental health, cognitive decline and dementia. [208]
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NIACE: Learning for Older People in Care Settings. A Guide for Learning 
Providers (2014)

This publication provides a clear case for why older people in care settings should be engaged in learning, 
a strategic approach for taking initiatives forward, and a number of case studies demonstrating the 
success of programmes in providing a wide range of activities, and improving the learning, engagement 
and quality of life of older age care residents. [209]

GLOSSARY

Cognitive decline 

Cognitive decline is the process of deterioration of cognitive functioning. Cognitive decline is thought to 
occur along a continuum, ranging from ‘normal’ ‘age related’ decline in cognitive functioning to faster decline 
associated with a pathological process of dementia. ‘Rates of cognitive decline’ describe the speed at which 
the process of cognitive decline is experienced. 

Cognitive functioning 

Cognitive functioning refers to the activities of the brain that enable knowledge including memory, language, 
attention, problem-solving and reasoning. 

Dementia

Dementia describes a set of symptoms which can include difficulties with problem-solving, language, thinking 
and memory loss and can affect daily living. Dementia can also be mood- or behaviour-altering. Dementia 
occurs as a result of damage to the brain either through diseases such as Alzheimer’s or through stroke. 
Different people will experience different symptoms, depending on which parts of the brain have been 
damaged and which type of dementia is diagnosed. Dementia is a progressive disease, which means that the 
symptoms worsen over time. Diseases that cause dementia include Alzheimer’s disease, Vascular dementia, 
dementia with Lewy Bodies and Frontotemporal dementia. 

Indices of Multiple Deprivation 

The English Indices of Multiple Deprivation calculate levels of deprivation in various small areas or 
neighbourhoods in England. The Indices are published by the Department of Communities and Local 
Government. 

Loneliness

Loneliness refers to the subjective experience of feeling that the quantity or quality of social relationships is 
inadequate, leading to feelings of sadness, anxiety and depression. 
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Mental health 

Mental health, or ‘good’ mental health, is defined by the World Health Organisation as ‘a state of well-being 
in which every individual realises his or her own potential, can cope with the normal stresses of life, can work 
productively and fruitfully, and is able to make a contribution to her or his community’. [7] There are many 
people who do not reach the threshold for a diagnosis of a mental disorder but whom, under the definition of 
the WHO, have poor mental health. Mental illness, or common mental disorders, include depressive and anxiety 
disorders. [8] 

Mild cognitive impairment (MCI)

Mild cognitive impairment describes a stage of cognitive decline which includes difficulties with memory, 
language, and day to day functioning, but is not severe enough to be diagnosed as dementia. Older people can 
experience MCI as a result of depression, anxiety or medication use. Other forms of MCI can be an indicator for 
later life dementia. Between 5 and 20% of people experiencing MCI will go on to develop dementia. [20, 78] 

Modifiable risk indicator 

A risk indicator in health is a condition which is known to increase the risk of developing a specific health 
outcome. A modifiable risk indicator is a condition which can be changed to reduce the risk. 

Prodromal 

Prodromal refers to the early symptoms of a disease or health condition. 

Social connectedness 

Social connectedness refers to the number, quality and frequency of connections a person has with family, 
friends, colleagues, acquaintances and their community. People who are socially connected will be engaged 
with a number of family and friends and their community, and will subjectively rate the nature and quality of 
their relationships as adequate to their needs. 

Social determinants

The social determinants of health are the conditions in which people are born, grow, work, live and age. This 
can include the conditions of housing, the local and wider environment, access to services and resources, in 
addition to social and economic policies, cultural and social norms, and political systems. 

Social gradient 

The social gradient in health means that inequalities in health outcomes are experienced by everyone, from the 
lowest quintile to the highest. People in the lowest quintile will experience worse health outcomes than people 
in the highest quintile because of their socioeconomic position and the circumstances in which they are born, 
grow, live, work and age. 

Social isolation 

Social isolation is experienced when an individual has an inadequate quality and quantity of social relations 
with other people at the different levels at which human interaction takes place (individual, group, community 
and the larger social environment). [210] 

Social patterning

Social patterning refers to recording and evaluating the changes in social circumstances in which people are 
born, live, work and age and how these changes impact on health outcomes.
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