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Executive summary

e This review considers evidence on the patterning, prevention and mitigation of inequalities
in life expectancy and healthy life expectancy, with a focus on later life.

e The primary focus is on socio-economic inequalities, for which there is a reasonable level
of evidence, with briefer descriptions of inequalities in relation to ethnicity, gender and
place.

e There is clear evidence of large inequalities in health and well-being in later life, which
relate to dimensions of socio-economic position, ethnicity, gender and area.

e For example, the wealth differences in levels of frailty are stark. The trajectory of frailty for
an individual in the richest tertile at age 80+ years is comparable to that for a 70-74 year
old in the poorest tertile. Wealth-related inequalities in levels of frailty widened between
2002 and 2010. Among the poorest tertile more recent cohorts appear to have higher
levels of frailty compared to earlier cohorts, while this is not the case for the wealthiest
tertile. A key driver of this wealth-related cohort difference is the slower estimated growth
rate of frailty for those in the richest tertile compared to the poorest tertile, a finding that is
statistically significant.

e Similarly, in the age group 61-70, 34% of White English people report fair or bad health,
compared with 63—69% of Indian, Pakistani and Caribbean people and 86% of
Bangladeshi people.

e Women have a higher life expectancy than men. However, most of this higher life
expectancy is a consequence of higher life expectancy spent with some disability.

e Area inequalities might impact particularly on older people, because of greater
attachments to their neighbourhood that stem from living in an area longer, spending more
time day-to-day within their neighbourhood and making more use of local services. After
taking account of individual level characteristics (including education and wealth), average
level of deprivation in the area relates to the health of older people. For example, an
increase in area deprivation score of one standard deviation of the distribution results in an
increase in the odds of depression of almost 10%.

e All of these dimensions of inequality merit thorough further investigation of their extent,
changes over time, and causal processes and mechanisms in order to inform careful
policy development and the evaluation of interventions.

e Despite the evidence on inequalities in health in later life, both specific interventions and
broader policy work in relation to health inequalities have failed to consider older people
and relevant processes operating in later life.

e ltis likely that policies to address inequalities in health will ignore processes related to later
life and will have minimal impact on existing inequalities among older people if they are
based on evidence and recommendations that focus on other, younger, segments of the
population.

e There is a small body of existing evidence suggesting that some health improvements in
later life could be achieved from interventions focused on promoting valued social roles



and broader social inclusion, physical activity and exercise, falls prevention programmes,
and housing quality, particularly heating. However, there is insufficient evidence to assess
whether, if appropriately targeted, such interventions would reduce inequalities in health in
later life.

The limited range of interventions listed in the previous point reflects both a lack of more
broadly focused interventions and a general lack of published evidence on interventions in
later life.

There may be value in interrogating existing (and future) data arising from evaluations of
interventions for evidence on their impact on inequalities among older people, and perhaps
doing this particularly for those interventions that are more complex, more ambitious and
more wide-ranging, such as New Deal for Communities and the GoWell programmes.

It is likely that progress in developing an evidence base can also be made by focusing on
events/transitions that are particularly relevant for older people, including retirement, death
of spouse and close friends, and the onset of iliness and disability. How life is lived leading
up to, through and beyond these transitions will depend on access to and mobilisation of
resources that allow the development and maintenance of social connections, networks
and rewarding and valued roles, and facilitate the protection of standards of living.

Unequal access to such resources has important implications for health and well-being
inequalities in later life. It is here that it is important to have a focus on social and
economic structures, those that shape how transitions are experienced and provide (or
not) resources to manage transitions and consequent states.

Relevant social and economic structures include welfare, tax and pension reform, as well
as area-related factors such as housing, green spaces and the provision of spaces for
social and cultural engagement. Perhaps disappointing in this context is that where
significant reform is occurring, such as in the case of pensions, little consideration is given
to the question of impact on economic inequality. The ongoing policy work in relation to
ageing populations could be used as an opportunity to include a focus on reducing
inequalities.

An additional issue with the existing body of evidence is that where health is considered it
largely focuses on specific indicators of health, disease, mortality and health behaviours.
These various dimensions should be brought together. This would allow an assessment of
the impact on both improvements in life expectancy per se, and how far this is a
consequence of additional years spent in good health in contrast to greater periods with
illness and/or disability.

There is also value in considering inequalities in well-being, an outcome that is particularly
useful in later life, when levels of morbidity are high and there are inequalities in the
distribution of morbidity. It may be that inequalities in the resources available to cope with
chronic iliness or disability lead to different well-being outcomes in later life. So, an
important question is whether interventions can be developed to reduce inequalities in
levels of well-being, as well as inequalities in health or life expectancy.



|l. Introduction

This Evidence Review is a contribution to the Foresight Future of an Ageing Population project,
which considers evidence in relation to the challenges and opportunities of an ageing society in
order to inform policy development. Central to such challenges is the development and
promotion of opportunities for those in later life to participate more fully in society. In this
context, there is an obvious relevance of health as a resource, at both an individual and a
societal level, for productive and rewarding participation. A focus on health, however, requires a
shift from an interest in life expectancy to an interest in healthy life expectancy — not just how
long people live, but also how long they remain healthy. Also relevant is how health, life
expectancy and healthy life expectancy vary across the population and the implications of this
for inequalities in the opportunity for productive and rewarding participation in society. A policy
focus on promoting participation in society in later life should also pay attention to addressing
inequalities in health.

This review is concerned with considering evidence on the patterning of, and prevention and
mitigation of, inequalities in life expectancy and healthy life expectancy. After briefly discussing
relevant health-related concepts, the review will go on to describe the patterning of inequalities
in health in later life. The primary focus will be on socio-economic inequalities, for which there is
a reasonable level of evidence, with briefer descriptions of inequalities in relation to ethnicity,
gender and place. These descriptions are briefer mainly because of the extremely limited level
of evidence for these domains on later life — including in relation to gender — and in part
because these dimensions of inequality would merit a full review in their own right and one that
involved the generation of necessary evidence.

The review then goes on to discuss causal mechanisms, summarising the framework offered by
the most recent UK review of inequalities in health, Fair Society, Healthy Lives (The Marmot
Review, 2011), and noting that the focus of that review is almost exclusively on interventions in
early life, with almost no discussion of later life. It then goes on to develop a conceptual,
although empirically informed, model that offers opportunities for interventions in later life.

Following this, a summary is provided of the extremely limited evidence on the effectiveness of
interventions to address inequalities in health in later life. Both individually focused and
population focused interventions are considered but, as noted, in all cases there are very few
examples and very limited evidence.

The review concludes with a summary of evidence, a reconsideration of how we might
conceptualise healthy life expectancy in the context of a policy focus on well-being, and points
to the need to generate new evidence and to consider and develop both macro-social
interventions and interventions focused on events and experiences occurring in later life.



2. Health, life expectancy and well-being

The focus of much research and policy work on health inequalities has been on mortality or
morbidity, rather than the combination. While this captures important inequalities, mortality
measures fail to capture differentials in the extent of morbidity in the lead-up to mortality, and
morbidity measures are typically treated cross-sectionally, so inequalities in duration and
consequence of morbidity are not examined. In addition, such approaches do not capture
inequalities in the experience of good health and well-being.

Approaches to measuring healthy life expectancy address one dimension of this problem by
providing us with an estimate of future years spent illness-free that can be used alongside the
more traditional measure of life expectancy. However, in the context of the broad conception of
health developed by the World Health Organization, i.e. both “a state of complete physical,
mental and social well-being and not merely the absence of disease or infirmity” (Ustiin and
Jakob, 2005), there is also value in considering well-being, because this allows us to
acknowledge the possibility that a happy and rewarding life can be lived even when
experiencing illness and disability, and to consider how such broader inequalities might be
addressed.

The following review will, where evidence is available, cover inequalities in relation to health,
mortality and healthy life expectancy. The question of well-being will be revisited in the
Conclusions and recommendations section.



3.The extent of health inequality in later life

How the relevant dimensions of inequality might be categorised and described depends, of
course, on the purpose. In this context the focus might be on describing inequality,
understanding the complex and multidimensional causal processes that lead to observed
inequalities, and designing and implementing policy. The next section will consider causal
processes, and a later section will consider interventions, so here the focus will be on illustrating
the dimensions of inequality in health that have been described in the literature. The report
focuses on four dimensions of inequality (socio-economic, ethnic, gender and geographical
area) with, for reasons explained earlier, the greatest emphasis being on socio-economic
inequalities.

3.1 Socio-economic inequalities

Socio-economic inequalities in health have been systematically studied in the UK and
elsewhere. Over the past 40 years there have been three major national inquiries in the UK —
the most recent being the Fair Society, Healthy Lives review of inequalities in health led by
Professor Sir Michael Marmot (The Marmot Review, 2011) — as well as many smaller reviews.
In the UK literature, socio-economic inequalities are typically described in relation to
occupational class and unemployment, with implicit reference to processes related to social
class. Such a focus has also led to a history of focusing primarily on men during working life,
although this is now changing. Such inequalities have also been described in relation to
education (with an implicit focus on the significance of early life) and income (with an implicit
focus on material conditions). Within this large literature, and consequent inquiries, there has
been limited focus on describing inequalities in later life in the UK. More recently this also has
changed, however, and with this change has come the recognition that none of the factors of
occupational class, income or education adequately captures the current economic position of
those heading towards, or who are beyond, retirement age and that we should make greater
use of measures of wealth to reflect economic inequalities in later life. In addition to current
economic position, wealth also has the advantage of reflecting lifetime resources and elements
of social standing.

There is now strong evidence on the relationship between socio-economic position and health
in later life. Cross-sectional descriptions of the population aged 65 years and older show the
inverse relationship between both wealth and occupational class and a range of markers of
health (physical, psychological and overall frailty) (see, for example, Marmot et al., 2003; Banks
et al., 2006; Nazroo et al., 2008). Although the strength of this relationship diminishes with age,
this appears to be largely a consequence of higher mortality rates among the most vulnerable in
lower socio-economic groups, with consequent reduced socio-economic differences among
survivors (McMunn et al., 2009). Indeed, longitudinal evidence examining onset of illness and
mortality among older people who were initially healthy shows marked increases in estimates of
socio-economic inequalities, when mortality is considered as an outcome alongside morbidity
(McMunn et al., 2009).

A concern related to these marked socio-economic inequalities is the important question of
whether we are seeing improvements in levels of health alongside the well-documented
increases in life expectancy. Recent evidence suggests that this is not the case. At best, at a
given age in later life, more recent cohorts have the same levels of frailty as earlier cohorts
(Marshall et al., 2015). Alongside this, there is evidence that for the poorer segments of the
population levels of frailty are higher at a given age for younger cohorts than for older cohorts,



suggesting an expansion, rather than compression, of morbidity for those who are poorer
(Marshall et al., 2015).

This is illustrated in Figure 1. Here, each line represents the change in the mean level of frailty
for a 5-year cohort over an 8-year period, from 2002 until 2010 — a frailty trajectory. The
analysis uses a measure of frailty known as the Frailty Index, which sums the number of
symptoms a person has from among a large pre-specified list (Marshall et al., 2015). Frailty is
argued to be a non-specific state reflecting age-related declines in multiple systems, which
provides an indication of an individual’'s capacity for independent living and of the risk of
suffering a future adverse event, such as falling, institutionalisation and death.

The analysis presented in Figure 1 is stratified by wealth (those in the richest tertile of the
population being compared with those in the poorest tertile). As each line covers an 8-year
period, the analysis allows levels of frailty at a given age to be compared across age cohorts
(the point of overlap between lines). The wealth differences in levels of frailty are stark; the
trajectory of frailty for an individual in the richest tertile at age 80+ is comparable to that for a
70-74 year old in the poorest tertile. The figure also suggests that inequalities in levels of frailty
widened between 2002 and 2010, the gap between the frailty trajectories for the wealthiest and
least wealthy categories being wider at younger compared with older ages. Perhaps more
troubling is that among the poorest tertile, at particular overlapping ages, more recent cohorts
appear to have higher levels of frailty compared to earlier cohorts. Take, for example, levels of
frailty between the ages of 75 and 80 for the two cohorts that cross this age range. For the
wealthiest there is little difference in frailty across cohorts. A key driver of this wealth-specific
cohort difference is the slower estimated growth rate of frailty for those in the richest tertile
compared to the poorest tertile, a finding that is statistically significant.

This phenomenon, that inequalities in health in later life appear to be increasing across cohorts
and that healthy life expectancy might be worsening for poorer segments of the population, is a
cause for concern. The reasons behind these changes are not clear. They could be a
consequence of widening social inequalities, or a reflection of the success of medicine, with
those in ill health living longer than they used to, or a consequence of higher levels of iliness as
a result of higher levels of obesity. They do, however, point to the need for thorough
investigation, careful policy development and evaluation of interventions.
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Figure 1: Growth in levels of frailty over an 8-year period stratified by age cohort and wealth
(Marshall et al., 2015; data from English Longitudinal Study of Ageing)



3.2 Ethnic inequalities

In the UK there has been extensive work describing ethnic inequalities in health for the
population as a whole, but very little work describing ethnic inequalities in later life. One of the
few examples of quantitative work that is focused on older people is summarised in Figure 2,
which illustrates the importance of this dimension of inequality. The figure shows for each ethnic
category the proportion within each age group who report their health as fair or bad rather than
good or excellent. It clearly indicates that the level of ethnic inequality increases dramatically
across these age groups, resulting in substantial inequalities among those in later life. For
example, the health (according to this measure) of White English people aged 61-70 is
equivalent to that for Caribbean people in their late 40s/early 50s, Indian people in their early
40s, Pakistani people in their late 30s and Bangladeshi people in their late 20s/early 30s.
Looking at the figure in another way indicates that in the age group 61-70, 34% of White
English people report fair or bad health, compared with 63-69% of Indian, Pakistani and
Caribbean people and 86% of Bangladeshi people.
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Figure 2: Patterning of ethnic inequalities in reported fair or bad health by age
(adapted from Nazroo, 2006; data from Health Survey for England)

Such findings raise questions as to the drivers of ethnic inequalities in health and how these
relate to this age patterning of inequalities. There is a large and robust body of evidence that
points to the importance of social and economic inequalities in shaping the ethnic patterning of
health, not just in the UK but also internationally (Nazroo, 2001, 2003; Nazroo and Williams,
2005). This evidence shows how closely related are experiences of poverty, unemployment and
poor health, with health differences substantially reduced in statistical models when adjustments
are made for differences in economic position. There is also a growing body of research that
shows the significance of racism and discrimination to the life chances of ethnic minority people
and that these experiences directly impact on health (Nazroo, 2003). Given this, it is not
surprising that the pattern of inequalities in health shown in Figure 2 is also present for income
inequalities (Nazroo, 2006), estimates of pension income (an indicator of accumulated wealth)
provided by the Pensions Policy Institute (2003) and broader estimates of economic well-being
in later life (Bajekal et al., 2004).
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In terms of the patterning of ethnic inequalities in health by age, however, there are many
potential explanations that are consistent with the likelihood that social and economic
inequalities are key drivers. The age-related patterns could be a consequence of: (i) a
differential experience of the ageing process as a result of differences across ethnic groups in
the accumulation of exposures to social and economic risk over time; (ii) the generation-specific
impact of migration on health (for example, the impact of pre-migration circumstances, or the
process of migration and post-migration circumstances); or (iii) contextual/period effects that
vary across both age cohorts and first and subsequent generations of migrants (such as
economic opportunities, transformations in identities, and acceptance into and participation in
social and civic life). Of these potential explanations, the very limited evidence that we have
suggests that the accumulation of disadvantage across the life course is most important
(Nazroo, 2006), with differences in the circumstances between age cohorts playing a smaller
role, one that potentially operates in both directions. So, while we have some reduction in social
inequalities for younger cohorts, these effects have been counteracted by reductions in
protective health behaviours (Smith et al., 2009). While we have seen improvements in some
markers of socio-economic position, such as education (Lymperopoulou and Parameshwaran,
2015), these have not translated into improvements in other markers of socio-economic
position, such as employment (Kapadia et al., 2015).

An additional striking feature of the circumstances of ethnic minority people in the UK that is
worth considering in terms of health is their concentration in quite specific locations. These
locations are, as might be expected, primarily in areas that are rated very poorly according to
statistics such as the Index of Deprivation (Department for Communities and Local Government,
2011; Jivraj and Kahn, 2015). This has a negative impact on the health of ethnic minority
people. In direct contrast to such formal estimates of deprivation, however, older ethnic minority
people rate the areas in which they live more highly than do white people in terms of the
availability of amenities, and no worse in terms of crime and the physical environment (Bajekal
et al., 2004). Interestingly, in-depth interviews with older people suggest that this ‘mismatch’
between respondents’ reported experiences and formal assessments may be a consequence of
ethnic minority people settling in areas together and investing in developing the local
infrastructure (appropriate places of worship, shops, clubs, etc.) to meet their needs — thereby
both building community and generating community cohesion (Bécares and Nazroo, 2013).
Such communities have thus offered opportunities for older ethnic minority people to engage in
social and civic activities and to take up roles that they find rewarding, despite being more
deprived. There is also evidence suggesting that such ethnic concentration reduces the risk of
exposure to racism with consequent beneficial effects on health (Bécares et al., 2009).

Although the evidence summarised above helps to identify potentially important causal
mechanisms, it is by no means comprehensive. There would be great value in examining the
patterning of ethnic inequalities in health in later life more thoroughly, the drivers of this, and
how this is changing over time and across age cohorts. While such reviews of the evidence
exist in the USA (Anderson et al., 2004), there is nothing equivalent in the UK.

3.3 Gender inequalities

The focus of descriptive work on gender inequalities in health has been on the higher levels of
morbidity experienced by women, which contrast strikingly with their lower risks of mortality.
This contradiction is illustrated in Figure 3, which, for men and women and 5-year age bands
(from age 50), decomposes expected life expectancy into that which is disability-free (the dark
part of each bar) and that with disability (the pale part of each bar). The total height of each bar
is total life expectancy, of course, and Figure 3 clearly shows that for each age group women
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have a higher life expectancy than men. However, a comparison of the darker and paler part of
each bar shows that most of this higher life expectancy is a consequence of that spent with
some disability (the pale part of the bars compared with the dark part of the bars).
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Figure 3: Life expectancy with and without disability by gender and age
(adapted from Nazroo et al., 2008; data from English Longitudinal Study of Ageing)

This paradox and its persistence across age cohorts remain unexplained. It is reasonable to
postulate that gender is related to key determinants of life expectancy and morbidity, be they
considered from within a biological or socio-economic framework. There are, for example,
important (although changing), gender differences in educational levels, occupational types and
levels, pension wealth, domestic roles and health behaviours (Annandale and Hunt, 2000;
Arber, 2006). It is possible that men are more likely to be exposed to hazards that result in
mortality and women to hazards that result in morbidity. However, the role of these and other
potentially important factors in explaining gender inequalities in life expectancy and healthy life
expectancy, especially as they unfold in later life and change across age cohorts, are woefully
under-researched (Arber and Cooper, 2000; Arber et al., 2007). There is a clear need for more
thorough investigations of these issues.

3.4 Area-based inequalities

The focus on area-based, or geographical, inequality places an emphasis on the degree of
average difference in health and life expectancies across areas. A crucial question here is how
far the observed differences between areas might be a consequence of the characteristics of
the individuals who live in the area, or of the areas themselves, with a typical focus on socio-
economic characteristics at both levels.

A number of research papers have found an association between the physical and social
aspects of a neighbourhood in which an individual lives and the physical and mental health of
that individual (e.g. Duncan et al., 1995; Pickett and Pearl, 2001; Cummins et al., 2005; Diez
Roux and Mair, 2010). Older people are thought to be particularly susceptible to area influences
as a result of greater attachments to their neighbourhood that stem from living in an area longer,
spending more time day-to-day within their neighbourhood (especially if retired or less mobile)
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and making more use of local services compared with younger people (Bowling and Stafford,
2007; Beard et al., 2009; Stafford et al., 2011). Older people, however, have rarely been the
focus of the investigation of such effects.

One recent paper provides an examination of area effects for older people with a focus on
socio-economic conditions (Marshall et al., 2014). At a geographical scale of Middle Super
Output Area (with an average population of 7,200), this shows that after taking account of
individual level characteristics (including education and wealth), both average level of
deprivation in the area and the extent of inequality within the area relate to risk of depression.
For example, an increase in area deprivation score of one standard deviation of the distribution
results in an increase in the odds of depression of almost 10%. However, the odds of
depression are lower by around 20% in the most unequal area relative to the most equal area,
suggesting that heterogeneous areas (more unequal in this case) are more protective, perhaps
because of general benefits resulting from the presence of richer people in the area (Marshall et
al., 2014).

As well as a focus on the socio-economic characteristics of areas, and people, there is also a
concern that older people living in rural areas are particularly vulnerable. Here the focus is
largely around the risk of isolation, perhaps as a result of geography, and perhaps as a result of
children moving from rural areas, leaving their parents with less access to family supports
(Stockdale, 2011). Evidence suggests that insofar as this greater vulnerability exists it does not
play out in terms of health, perhaps because those in rural areas have on average better socio-
economic circumstances as a result of selective migration into rural areas at, or around,
retirement age (Stockdale, 2011). Indeed, there is also a concern about poorer older people
living in deprived urban areas that are not conducive to supporting their independence, as
picked up by the World Health Organization’s support for developments around ‘age-friendly
cities’, i.e. “supportive urban environments that encourage active ageing for a range of domains”
(World Health Organization, 2007).

As for gender and ethnicity, while there is extensive work on area-based inequalities at a
population level, there is very little exploring the patterning of such inequalities in later life and
how this might relate to mechanisms and point to opportunities for the development of
interventions.

3.5 Summary

The discussion of area-based inequality presented in Section 3.4 points to the interrelationships
between these descriptive dimensions of inequality — socio-economic, ethnic, gender and area.
For example, ethnic minority people are concentrated within particular places, which are often
more deprived than the average, have varying family forms and gender roles, and have on
average lower incomes, lower and more insecure occupational positions and lower levels of
pension wealth. This suggests that there is a need to consider intersecting drivers of inequality
in both research and policy work.
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4. Relevant causal mechanisms

The report Fair Society, Healthy Lives from the 2010 review of inequalities in health led by
Professor Sir Michael Marmot (The Marmot Review, 2011) emphasised a focus on the “causes
of the causes” of health and inequalities in health. The claim is that inequalities in the conditions
of daily life and the fundamental drivers that give rise to them (access to power, money and
resources) underpin the determinants of health. Although this is a rather non-specific, over-
arching claim about cause, the review builds on a substantial body of evidence that examines
the underlying specific mechanisms driving inequalities in health. A closer examination of the
review’s focus on six policy areas gives a clearer sense of which of these mechanisms it
considers to be important and worth considering in the development of policies targeting health
inequality. These are briefly described in the bullet points below.

e Economic circumstances and how these:

o shape maternal health and consequently child development, potentially through a
‘foetal programming’ mechanism that influences health into later life, and perhaps
through an impact on cognitive function that influences life chances;

o shape opportunities to make healthy purchases and the likelihood to engage in
unhealthy behaviours;

o influence housing quality (overcrowding, heating provision, damp, etc.); and
influence opportunities for social interaction and social status.

e Psychosocial stress, generated by economic, housing and employment conditions (and
probably other factors as well).

e Quality of employment, with an emphasis on insecure employment and working conditions.
This covers both psychosocial stress (generated by factors such as long or irregular
working hours, shift work, insecure employment, workplace conflict, discrimination, and
limited control over work activities) and material hazards (both summarised in the term
‘stress and danger’).

e Unemployment, with an emphasis on economic circumstances, stress, loss of a valued
role and lowered social integration, with all accumulating over time.

e Area deprivation and how this relates to social and environmental characteristics that
influence health, such as housing quality, crime rates, air quality, access to green spaces
and traffic hazards.

e Social participation, social inclusion, community cohesion and having a valued role. The
focus on valued roles includes employment and there is emphasis on how inequalities in
childhood might lead to inequalities in those skills that, as well as cognitive ability, enable
positive social engagements (application, self-regulation and empathy).

Some of these might be called distal determinants, with proximal determinants being the more
current material circumstances and psychosocial stresses to which they relate. Also possibly
important is the influence of these determinants on health behaviours. The Marmot Review
does contain some reference to health behaviours, but largely in relation to how these are
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socially patterned, including by economic circumstances and stress from factors such as
unemployment.

As suggested by the discussion so far, the Marmot Review emphasised causal mechanisms
relating to early life, with some emphasis on working life and the neighbourhood environment. In
the discussion of social determinants, for example, the report does not consider later life at all.
This is reflected in the discussion of policy objectives and recommendations, which contains no
mention of later life (beyond reference to “flexibility in employment and retirement”). The lack of
a consideration of circumstances in later life is also present in the six policy recommendations
crystallised in the report.

e Give every child the best start in life.

e Enable all children, young people and adults to maximise their capabilities and have
control over their lives.

e Create fair employment and good work for all.
e Ensure a healthy standard of living for all.
e Create and develop healthy and sustainable places and communities.

e Strengthen the role and impact of ill-health prevention.

Considering how health (and socio-economic) inequalities are shaped through the life course,
the focus on early life is perhaps not unexpected. Successful interventions at this stage would
deal with early life determinants and, more indirectly, those acting at critical periods across the
life course, the accumulation of disadvantage, and adverse trajectories. This should serve to
minimise inequality in later life.

Nevertheless, a focus on later life might point to additional opportunities for intervention for
current adult and later life generations. For example, there is growing evidence on the possibility
that events and circumstances occurring at and after retirement might be relevant to both the
occurrence and maintenance of health inequalities in later life. Some of this relates to the
persistence of material inequalities into later life (such as levels of wealth, quality of housing,
etc.), some to differences in the ways in which transitions are experienced for different socio-
economic groups (for example, forced retirement versus voluntary retirement), and some to the
likelihood of a negative transition occurring (for example, the relative probability of a spouse
becoming seriously ill or dying). Much of this might be conceptualised in terms of the economic,
social and cultural resources that the older person has access to and how these relate to class
position, a model strongly related to that implied by the Marmot Review. The possible
mechanisms involved in this are summarised in the empirically based schematic presented in
Figure 4.

Figure 4 is a conceptual model that proposes (with empirical testing) the relationship between
resources in economic (wealth/pension, material circumstances, work and work quality), social
(social connections, social roles and participation) and cultural (cultural practice and health
behaviours) domains and inequalities in health, with social class and education proposed as
distal determinants and social status as a mediator. The colours of the arrows in the diagram
show the outcome of the empirical testing of this conceptual model using path analysis and
longitudinal data (McGovern and Nazroo, 2015). This shows the importance of material
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circumstances, employment quality, social and cultural participation, health behaviours, and the
interrelationships between these factors, on change in health, and that in some circumstances

these operate through perceived social status. Assuming we accept that such a diagrammatic

representation can capture relevant causal pathways, we can use it to point to opportunities for
intervention. Approaches to intervention, and evidence on the effectiveness of interventions, are
discussed in the next two sections.

Work and work
quality

Socialstatus

3

Class and
Education

Social connections

Social roles and
participation

Cultural practice

Health behaviours

Wealth/pension

Strong
Moderate
Weak

W

Material circumstances

Health and
wellbeing

Figure 4: Causal mechanisms associating class with health in later life

(adapted from McGovern and Nazroo, 2015; data from English Longitudinal Study of Ageing)
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5.Approaches to intervention

Before reviewing the effectiveness of specific interventions and the more general lessons that

might be drawn from such a review, it is worth providing a framework to categorise types of, or
approaches to, intervention. In the context of inequalities in later life it is worth considering six

dimensions that cut across each other.

e Area-based or individual focus.

e Complex interventions with a focus on a range of causal processes and outcomes, or
those with a focus on a specific outcome or process.

e Interventions targeted directly at health outcomes, those targeted at proximal determinants
(health behaviours) and those targeted at distal determinants (with a focus on changing
influencing contexts and social structures).

e A focus on the general population, or one or more vulnerable groups within the population
(including perhaps on a particular transition/event, such as retirement or widow(er)hood),
or on older people/later life.

e Afocus specifically to address inequalities, or a more general focus on improving health
per se.

e Short versus long duration interventions.

Although this classification is wide-ranging, it doesn’t specifically include healthy life
expectancy. This is largely because healthy life expectancy has not been an explicit focus of
interventions, even though most should have some implication for it. It is also worth highlighting
that many interventions are only evaluated within a short time frame, so little can be said about
longer-term impacts that may be more important, particularly in relation to healthy life
expectancy.

Most important, though, is to note that there is very little evidence of implementation or
evaluation of interventions in relation to later life. This is discussed further in the next section.
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6. Effectiveness of interventions

Although the previous section sets up the possibility of a wide range and variety of interventions
targeted at inequalities in later life, a literature review reveals a distinct lack of interventions with
such a focus. Of course, interventions without such a focus might well have an impact on
inequalities in later life, but not surprisingly outcomes for older people are not evaluated for such
interventions. There are, however, some interventions that are specifically targeted at
addressing social and, to a more limited degree, economic inequalities in later life. These are
the wider determinants of health inequalities, or the ‘causes of the causes’. This review
therefore begins with those. It then focuses on interventions targeted at vulnerable older people
and transitions occurring in later life, and then on interventions aimed at improving health
behaviours. Finally, it examines those that involve complex area-based interventions located in
deprived areas.

6.1 Interventions focused on social roles and social inequalities in
later life

Heaven et al. (2013) carried out a systematic review of interventions intended to promote
meaningful social roles over the transition into retirement. The review was quite wide-ranging,
defining social roles as “participatory activities related to a particular position in a social network,
which may provide a sense of purpose, worth, identity, or structure to life” (p. 224). Within this,
contributory activities such as grandparenting, volunteering and paid work were included, as
well as activities contributing to personal development, such as education and training.
Examples of specific interventions include: library work/reading with children (Glass et al., 2004;
Fujiwara et al., 2009); grandparenting roles, such as foster programmes (Gray and Kasteler,
1970); mentoring programmes (Stevens-Roseman, 2009); and volunteering (Crawford, 1976) or
volunteering/paid work programmes (Soumerai and Avorn, 1983).

Findings indicated that involvement in such activities increased access to social support,
increased levels of physical activity, decreased sedentary activities (such as TV watching) and
increased life satisfaction, cognitive function, self-assessed health and, in some cases, physical
health. It is worth noting that the number of studies with no, or an adverse, impact was very
small. However, it is clear that in some cases the interventions were not adequately
implemented, indicating the difficulty of efficient and effective designs (Kocken and Voorham,
1998). It is also worth noting that while the interventions examined in these studies did have
‘control’ groups, they did not include a strong element of randomisation. This means that those
in the intervention group may well have had different characteristics to those in the control
group that relate to both the intervention and the outcome. So biases resulting from selection
into the treatment group could not be ruled out.

A recent small study, based in the Philippines, evaluated the impact of “community-based third-
age learning programs” (covering ‘wellness’, physical activity and livelihood training) in an
experimental setting (but not a full randomised controlled trial - RCT) and identified
improvements in life satisfaction, self-esteem and depression in comparison with the control
group (Escolar Chua and de Guzman, 2014).

Other interventions have focused on environmental improvements, such as improving housing

guality and, in particular, heating. Platt et al. (2007) report on a trial-based evaluation of the
impact of the Scottish Executive Central Heating Programme, focused on providing central
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heating for older people (age 60 or older) living in privately rented accommodation, or anybody
living in social housing. Findings revealed a significant and meaningful impact on heart disease,
although smaller or no effects on other health outcomes. Another programme, based in
Bradford, set out to improve access to home repairs alongside providing health-related advice
and support for poor owner-occupiers (Allen, 2005). (Note that some younger people were
included in this intervention.) Although participants in the study felt very positive about the home
improvements that were delivered, overall there were neutral effects of this intervention on
health and well-being outcomes.

Allen (2005) also commented on the difficulties of implementing a complex, multi-agency
intervention. This is a general problem in a field where both the immediate focus of an
intervention is broad (such as volunteering), where several agencies are involved, and where
the relationship with the intended outcome could be mediated through a number of pathways.

6.2 Interventions focused on vulnerable older people and transitions
in later life

Reducing the risk of falls has been a primary focus of numerous interventions around the world.
This is in part because of the adverse consequences of a fall, in part because having a fall is
the best predictor of future falls, and in part because falling is indicative of physiological decline
and greater vulnerability. Many of these interventions have been evaluated, and some quite
robustly. Chang et al. (2004) provide a recent systematic review of the evaluation of such
interventions, including 40 trials. They identify quite large positive effects —a 12% reduction in
the risk of falling and a 20% reduction in the rate of falling. Multifactorial falls risk assessments
with tailored interventions and exercise programmes appeared to be particularly effective, while
environmental modification and education programmes did not appear to have beneficial
effects. More general conclusions are drawn from the earlier review reported by Frost et al.
(2010), who find that exercise promotion reduces the risk and rate of falling, that the type of
exercise being promoted is not important — although improving balance may be, and that
multifactorial assessments followed by targeted interventions may be particularly beneficial.

Frost et al. (2010) also review the more general impact of interventions designed to promote
physical exercise. They conclude that there is strong and consistent evidence on the positive
impact of such interventions on strength, balance, physical function and well-being, with some
suggestion that impacts operate at a physiological level (improvements in aerobic functioning).

Although there have been some interventions around frailty, there have been few studies
evaluating their impact — perhaps not surprising given that frailty is considered to occur close to
the end of life. Frost et al. (2010), in their review of interventions in primary care and community
settings, suggest some broad conclusions in relation to frailty. They identify the possibility of
small improvements from multidimensional interventions. In particular they recommend
comprehensive approaches using a range of interventions that address multi-morbidity, health
promotion, mental health and environmental issues, although also point out that evidence is not
conclusive. More specific interventions, such as those targeted at nutrition (reviewed in Daniels
et al., 2008), suggest no or minimal effects. One evaluation worth providing more detail on was
an RCT implemented for community residents aged 70 years or older in Australia who had
significant levels of frailty (Cameron et al., 2013). The intervention was a 12-month multifactorial
treatment programme that lowered levels of frailty by close to 15%, stabilised declines in
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mobility, but had no impact on the distal outcomes of mortality, hospital admissions and
admission to residential care (over the 12-month period).

There is little evidence on the impact of pre-retirement planning for those heading towards
retirement on social, health and well-being outcomes post-retirement, although what there is
suggests minimal impact (Yeung, 2013). Of course, longer-term retirement planning could well
be important for financial and well-being outcomes. A relatively recent review of broader
interventions to improve mental health around the retirement transition identified very little
evidence (Lancaster et al., 2011), although it is probably reasonable to say that, although the
complexity of the retirement transition is frequently noted, it is rarely addressed in empirical
investigations.

Nseir and Larkey (2013) reviewed studies focusing on interventions intended to minimise
grief/depression among surviving spouses aged 50 or older. Only seven such interventions
were identified and these were evaluated in nine studies. Although some interventions showed
no improvements for the treatment compared with control groups, studies that appeared to have
a more detailed counselling focus achieved positive outcomes.

6.3 Interventions targeted at health behaviours

Hobbs et al. (2013) conducted a systematic review of RCTs to promote physical activity among
those aged 55 to 70. Overall there was a positive impact on objective measures (pedometer
measures of step counts) and some effect on self-reported physical activity in the short term,
but not long term. Interventions seemed to be more effective if tailored to the individual and if
they were home-based. The study by McMurdo et al. (2010) is worth reporting in a little more
detail, because it trialled a complex behaviour change intervention (alongside the use of a
pedometer) involving goal setting, planning and self-monitoring of change — effectively a self-
monitored individualised activity plan. Findings demonstrated the positive effects of the complex
behaviour change intervention on physical activity compared with controls, although there were
no effects on assessments of physical and mental health.

Lara et al. (2014) conducted a systematic review of RCTs to improve diet for those aged 5470,
with a particular focus on uptake of the ‘Mediterranean diet’. On the whole interventions on diet
were successful in moderately increasing fruit and vegetable consumption (jointly by a little
under 100 g per day), with very small differences (in the hoped for direction) in fish and meat
consumption. Interventions that involved face-to-face and frequent contact appeared to be more
successful, suggesting the value of individually tailored interventions; however duration of
intervention did not seem to be important. These broadly neutral findings are reflected in
findings from reviews of interventions targeted at low socio-economic groups of all ages
(Everson-Hock et al., 2013) and in Frost et al.’s (2010) review of dietary/nutritional interventions
more broadly.
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6.4 Complex area-based interventions targeted at all residents

Two interventions targeted at deprived populations within deprived areas are worth highlighting
here — New Deal for Communities (NDC) (operating in 39 areas within England between 2001
and 2010) and GoWell (a 10-year programme running from 2005 to 2015 in 14 deprived areas
in Glasgow). Both programmes involve locally tailored multidimensional activities intended to
improve the built environment (housing and green spaces), employment opportunities,
education, health behaviours, and community and social engagement. It is worth noting that
neither of these interventions have a particular focus on older people, and neither report
findings with respect to older people.

For the NDC intervention, Lawless et al. (2010) identify some small improvements in general
health measures and health behaviours (smoking and exercise) in NDC areas compared with
both the national average and selected ‘comparator’ areas. Walthery et al. (2015) show no
difference between NDC areas and ‘comparator’ areas in overall effects, but suggest that there
are modest improvements in the level of inequality for mental health within NDC areas
compared with those within comparator areas. Stafford et al. (2014) compare change over a 6-
year period (2002—-2008) in a range of outcomes for NDC areas compared with the ‘comparator’
areas and areas across England stratified into low, medium and high deprivation. They show an
increase in inequality between non-NDC high and low deprivation areas for self-assessed
health and some socio-economic markers (employment, housing and education), but that this
growth in inequality is not shared when comparing NDC areas with non-NDC low deprivation
areas, suggesting the NDC intervention mitigated a growth in inequality.

The GoWell intervention is still under way, so it is premature to draw broader conclusions. But
initial findings suggest small, at best, improvements in health; however, comparisons are not
drawn with non-intervention areas (Egan et al., 2013).

The point on duration might be made also for the NDC intervention — this programme has only
recently finished and the effects of such complex interventions in complex contexts might take
some time to evolve. The evaluation of the effects of such interventions also faces a number of
additional issues. There is a difficulty, both theoretically and empirically, in dealing with
population change occurring over time within the area, particularly as population change may be
a direct consequence of the intervention. Also, when changes are identified, there is a difficulty
in identifying the relevant causal driver, because of the multidimensional and varied (across
time and sites of intervention) nature of a complex intervention developed in context. It could be
that it is the context-specific nature of the intervention that is important, or that a particular
dimension (such as housing improvements) is driving observed effects, or that effects emerge
from the general ethos of the intervention which might vary across contexts (for example a
focus on improving local environment versus a focus on economic development).

6.5 Summary

This review points to the very limited evidence base that we have on interventions to reduce
inequalities in health in later life. Very few studies have been conducted, and only a handful of
these have an explicit focus on inequalities rather than health per se. Most of the studies that do
exist focus very much on interventions targeted at individuals, and mainly on behaviour change,
with very little focus on the environments that shape individual experiences. Also, the two
interventions that are targeted at environments (New Deal for Communities and GoWell) have a
focus on the neighbourhood rather than broader social and economic resources that influence
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opportunities at a neighbourhood level. This means that such an evidence base can provide
little insight for the development of interventions targeted at macro-social influences, such as
welfare, taxation and pension reform.
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7. Conclusions and recommmendations

This review shows clear evidence on the large inequalities in health in later life, across
dimensions of socio-economic position, ethnicity, gender and area. Some of these dimensions
have more limited evidence than others, but all would merit additional investigation of causal
processes and mechanisms.

Despite this evidence, both interventions and broader policy work (including the Marmot
Review, 2011) have ignored older people and relevant processes operating in later life. Insofar
as interventions focus on other segments of the population and draw on evidence and
recommendations provided by existing policy work, it is likely that they will ignore processes
related to later life and have minimal impact on existing inequalities among older people.

There are, nevertheless, some conclusions that can be drawn from the small body of existing
evidence. This evidence suggests that there is some success with interventions that are
focused on promoting valued social roles and broader social inclusion, physical activity and
exercise, falls prevention programmes more generally, and housing quality, particularly heating.
Although these seem to improve outcomes for those who receive the interventions, there is
insufficient evidence to assess whether, if appropriately targeted, such interventions would
reduce inequalities in health in later life. In addition, the limited range of interventions listed here
reflects both a lack of more broadly focused interventions and a general lack of published
evidence on adequately evaluated interventions. One possibility is that there may be value in
interrogating existing (and future) data arising from evaluations for evidence on the impact of
interventions on inequalities among older people, and perhaps doing this particularly for those
interventions that are more complex, more ambitious and more wide-ranging, such as New Deal
for Communities and the GoWell programmes.

It is likely that progress in developing an evidence base can also be made by focusing on
events/transitions that are particularly relevant for older people, including retirement, death of
spouse and close friends, and the onset of iliness and disability. How life is lived leading up to,
through and beyond these transitions will depend on access to and mobilisation of resources
that allow the development and maintenance of social connections, networks and rewarding
and valued roles, and facilitate the protection of standards of living. Unequal access to such
resources has important implications for health and well-being inequalities in later life. It is here
that it is important to have a focus on macro-social structures, those that shape how transitions
are experienced and provide (or not) resources to manage transitions and consequent states.

This is partially reflected in the conceptual model presented in Figure 4, which points to the role
of broader, macro, social and economic structures and inequalities in shaping people’s
experiences. A consideration of this suggests a need for policy development to focus on
addressing social and economic inequalities in later life, pointing to the need to focus on social
welfare, tax and pension reform, as well as considering area-related factors such as housing,
green spaces and the provision of spaces for social and cultural engagement. Perhaps
disappointing in this context is that where significant reform is occurring, such as in the case of
pensions, little consideration is given to the question of impact on economic inequality. The
ongoing policy work in relation to ageing populations could, rather, be used as an opportunity to
include a focus on reducing inequalities.

An additional issue with the existing body of evidence is that where health is considered it
largely focuses on specific indicators of health, disease, mortality and health behaviours. There
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is a clear need for evidence that brings these various dimensions together and allows an
examination of the impact of interventions on healthy life expectancy. This would allow an
assessment of impact on both improvements in life expectancy per se, and how far this is a
consequence of additional years spent in good health in contrast to greater periods with illness
and/or disability.

More broadly, there is also value in introducing well-being into the evidence base. Within the
policy field well-being has received increasing attention. On an international level, the
Organisation for Economic Co-operation and Development has included subjective well-being
measures in its statistics since the Declaration of Istanbul in 2007. Similarly, the EU
Commission and Eurostat have launched initiatives to capture subjective components of well-
being (Beyond GDP Conference in 2007). These developments on the international level led to
regional and national initiatives, including the 2009 French Commission on the Measurement of
Economic Performance and Social Progress and the more recent effort of the UK Office for
National Statistics to measure well-being.

Despite this progress in the policy field, well-being remains a contested concept. The classic
Greek hedonic school of thought framed well-being within the proposal that pleasure should be
maximised and suffering minimised, an argument also offered by utilitarians such as Bentham
and Mill. In contrast, Aristotle argued that human flourishing, or eudemonic well-being, flows
from the development of one’s capabilities, rather than from the simple fulfilment of basic needs.
This idea of well-being comes very close to Maslow’s hierarchy of needs.

In more empirically focused work, hedonic approaches emphasise the measurement of both
positive (happiness) and negative (sadness and depression) mood, and the more cognitive
dimension of life satisfaction (where the individual provides an evaluation of their life). While
eudemonic approaches attempt to assess positive functioning, personal development and
dimensions of self-actualisation, it is likely that there is value in considering each of these
dimensions, because they may well be influenced by different factors.

This general policy interest in well-being is relevant to later life, particularly in the context of a
time of life when levels of morbidity are high and there are inequalities in the distribution of
morbidity. So, an important additional question is whether interventions can be developed to
reduce inequalities in levels of well-being, as well as inequalities in health or life expectancy.
The issue here is whether extended life expectancy is paralleled with more years with high well-
being, regardless of whether additional years are healthy or not. It may be that inequalities in
the resources available to cope with chronic iliness or disability lead to different well-being
outcomes in later life. The concern is whether those with poor physical health are enabled to
spend their lives in ways that are enjoyable and rewarding.

24



References

Allen, T. (2005) Private sector housing improvement in the UK and the chronically ill:
Implications for collaborative working. Housing Studies 20(1), 63—80.

Anderson, N., Bulatao, R. and Cohen, B. (eds) (2004) Critical Perspectives on Racial and
Ethnic Differentials in Health in Late Life. National Academies Press: Washington, D.C.

Annandale, E. and Hunt, K. (2000) Gender inequalities in health: Research at the crossroads. In
Annandale, E. and Hunt, K. (eds) Gender Inequalities in Health. Open University Press:
Buckingham, pp. 1-35.

Arber, S. (2006) Gender and later life: Change, choice and constraints. In Vincent, J., Phillipson,
C. and Downs, M. (eds) The Futures of Old Age. Sage: London, pp. 54-61.

Arber, S. and Cooper, H. (2000) Gender and inequalities in health across the life course. In
Annandale, E. and Hunt, K. (eds) Gender Inequalities in Health. Open University Press:
Buckingham, pp. 123-149.

Arber, S., Andersson, L. and Hoff, A. (2007) Changing approaches to gender and ageing.
Current Sociology 55(3), 147-153.

Bajekal, M., Blane, D., Grewal, I., Karlsen, S. and Nazroo, J. (2004) Ethnic differences in
influences on quality of life at older ages: a quantitative analysis. Ageing and Society 24(5),
709-728.

Banks, J., Breeze, E., Lessof, C. and Nazroo, J. (2006) Retirement, Health and Relationships of
the Older Population in England: The 2004 English Longitudinal Study of Ageing. The Institute
for Fiscal Studies: London.

Beard, J. R., Blaney, S., Cerda, M., Frye, V., Lavasi, G., Ompad, D., Rundle, A., Vlahov, D.
(2009) Neighborhood characteristics and disability in older adults. Journals of Gerontology.
Series B, Psychological Sciences and Social Sciences 64(2), 252—-257.

Bécares, L. and Nazroo, J. (2013) Social capital, ethnic density and mental health among ethnic
minority people in England: A mixed-methods study. Ethnicity and Health 18(6), 544-562.

Bécares, L., Nazroo, J. and Stafford, M. (2009) The buffering effect of ethnic density on
experienced racism and health. Health and Place 15, 670-678.

Bowling, A. and Stafford, M. (2007) How do objective and subjective assessments of
neighbourhood influence social and physical functioning in older age? Findings from a British
survey of ageing. Social Science & Medicine 64(12), 2533-2549.

Cameron, I. D., Fairhall, N., Langron, C., Lockwood, K., Monaghan, N., Aggar, C., Sherrington,

C., Lord, S. R. and Kurrle, S. E. (2013) A multifactorial interdisciplinary intervention reduces
frailty in older people: Randomized trial. BMC Medicine 11, 65.

25



Chang, J. T., Morton, S. C., Rubenstein, L. Z., Mojica, W. A., Maglione, M., Suttorp, M. J., Roth,
E. A. and Shekelle, P.G. (2004) Interventions for the prevention of falls in older adults:
Systematic review and meta-analysis of randomised clinical trials. BMJ 328, 680.

Crawford, R. D. (1976) A Study of the Psychological and Sociological Effects That Being a
Member of the Retired Senior Volunteer Program Has upon Persons Aged Sixty and Over in
Salt Lake County, Utah. Brigham Young University Press: Salt Lake City.

Cummins, S., Stafford, M., Macintyre, S., Marmot, M. and Ellaway, A. (2005) Neighbourhood
environment and its association with self rated health: evidence from Scotland and England.
Journal of Epidemiology and Community Health 59(3), 207-213.

Daniels, R., van Rossum, E., de Witte, L., Kempen, G. |. and van den Heuvel, W. (2008)
Interventions to prevent disability in frail community-dwelling elderly: A systematic review. BMC
Health Services Research 8, 278.

Department for Communities and Local Government (2011) The English Indices of Deprivation
2010. DCLG: London. Available at: www.gov.uk/government/statistics/english-indices-of-
deprivation-2010 (accessed 4 August 2015).

Diez Roux, A. V. and Mair, C. (2010) Neighborhoods and health. Annals of the New York
Academy of Sciences 1186, 125-145.

Duncan, C., Jones, K. and Moon, G. (1995) Psychiatric morbidity: A multilevel approach to
regional variations in the UK. Journal of Epidemiology and Community Health 49(3), 290-295.

Egan, M., Tannahill, C., Bond, L., Kearns, A. and Mason, P. (2013) Health Outcomes Over
Time: A Comparison Across the 2006, 2008 and 2011 GoWell community Surveys. GoWell:
Glasgow. Available at: www.gowellonline.com/assets/0000/0503/Health _outcomes over_time -

A_comparison_across_the 2006 2008 and 2011 GoWell community surveys.pdf
(accessed 15 July 2015).

Escolar Chua, R. L. and de Guzman, A. B. (2014) Effects of third age learning programs on the
life satisfaction, self-esteem, and depression level among a select group of community dwelling
Filipino elderly. Educational Gerontology 40, 77-90.

Everson-Hock, E. S., Johnson, M., Jones, R., Woods, H. B., Goyder, E., Payne, N. and Chilcott,
J. (2013) Community-based dietary and physical activity interventions in low socioeconomic
groups in the UK: A mixed methods systematic review. Preventive Medicine 56, 265-272.

Frost, H., Haw, S. and Frank, J. (2010) Promoting Health and Wellbeing in Later Life:
Interventions in Primary Care and Community Settings. Scottish Collaboration for Public Health
Research and Policy: Edinburgh. Available at: www.scphrp.ac.uk/wp-content/uploads/
2014/03/promoting _health_and wellbeing_in_later_life.pdf (accessed 15 July 2015).

Fujiwara, Y., Sakuma, N., Ohba, H., Nishi, M., Lee, S., Watanabe, N., Kousa, Y., Yoshida, H.,
Fukaya, T., Yajima, S., Amano, H., Kureta, Y., Ishii, K. and Uchida, H. (2009) REPRINTS:
Effects of an intergenerational health promotion program for older adults in Japan. Journal of
Intergenerational Relationships 7, 17-39.

26


https://www.gov.uk/government/statistics/english-indices-of-deprivation-2010
https://www.gov.uk/government/statistics/english-indices-of-deprivation-2010
http://www.gowellonline.com/assets/0000/0503/Health_outcomes_over_time_-_A_comparison_across_the_2006__2008_and_2011_GoWell_community_surveys.pdf
http://www.gowellonline.com/assets/0000/0503/Health_outcomes_over_time_-_A_comparison_across_the_2006__2008_and_2011_GoWell_community_surveys.pdf
http://www.scphrp.ac.uk/wp-content/uploads/%0b2014/03/promoting_health_and_wellbeing_in_later_life.pdf
http://www.scphrp.ac.uk/wp-content/uploads/%0b2014/03/promoting_health_and_wellbeing_in_later_life.pdf

Glass, T. A., Freedman, M., Carlson, M., Hill, J., Frick, K. D., lalongo, N., McGill, S., Rebok, G.
W., Seeman, T., Tielsch, J. M., Wasik, B. A., Zeger, S. and Fried, L. P. (2004) Experience
corps: Design of an intergenerational program to boost social capital and promote the health of
an aging society. Journal of Urban Health 81(1), 94-105.

Gray, R. M. and Kasteler, J. M. (1970) An evaluation of the effectiveness of a foster
grandparent project. Sociology & Social Research 54, 181-189.

Heaven, B., Brown, L., White, M., Errington, L., Mathers, J. C. and Moffatt, S. (2013) Supporting
well-being in retirement through meaningful social roles: Systematic review of intervention
studies. Milbank Quarterly 91(2), 222—-287.

Hobbs, N., Godfrey, A., Lara, J., Errington, L., Meyer, T. D., Rochester, L., White, M., Mathers,
J. C. and Sniehotta, F. F. (2013) Are behavioral interventions effective in increasing physical
activity at 12 to 36 months in adults aged 55 to 70 years? A systematic review and meta-
analysis. BMC Medicine 11, 75.

Jivraj, S. and Khan, O. (2015) How likely are ethnic minorities to live in deprived
neighbourhoods? In Jivraj, S. and Simpson, L. (eds) Ethnic Identity and Inequalities in Britain.
The Policy Press: Bristol.

Kapadia, D., Nazroo, J. and Clark, K. (2015) Have ethnic inequalities in the labour market
persisted? In Jivraj, S. and Simpson, L. (eds) Ethnic Identity and Inequalities in Britain. The
Policy Press: Bristol.

Kocken, P. L. and Voorham, A. J. J. (1998) Interest in participation in a peer-led senior health
education program. Patient Education and Counseling 34, 5-14.

Lancaster, R., Lawson, Y. and Pilkington, A. (2011) Mental Health in Later Life: A Review of
Effective Interventions to Support Mentally Healthy Retirement. NHS Health Scotland:
Edinburgh. Available at: www.healthscotland.com/uploads/documents/16226-
Mental%20Health%20in%20Later%20L ife%20review%200f%20support%20for%20MH%20retir
ement.pdf (accessed 15 July 2015).

Lara, J., Evans, E. J., O'Brien, N., Moynihan, P. J., Meyer, T. D., Adamson, A. J., Errington, L.,
Sniehotta, F. F., White, M. and Mathers, J. C. (2014) Effectiveness of dietary interventions
among adults of retirement age: A systematic review and meta-analysis of randomised
controlled trials. BMC Medicine 12, 60.

Lawless, P., Foden, M., Wilson, I. and Beatty, C. (2010) Understanding area-based
regeneration: The New Deal for Communities Programme in England. Urban Studies 47, 257—
275.

Lymperopoulou, K. and Parameshwaran, M. (2015) Is there an ethnic group educational gap?
In Jivraj, S. and Simpson, L. (eds) Ethnic Identity and Inequalities in Britain. The Policy Press:
Bristol.

Marmot, M., Banks, J., Blundell, R., Lessof, C. and Nazroo, J. (2003) Health, Wealth and

Lifestyles of the Older Population in England: The 2002 English Longitudinal Study of Ageing.
The Institute for Fiscal Studies: London.

27


http://www.healthscotland.com/uploads/documents/16226-Mental%20Health%20in%20Later%20Life%20review%20of%20support%20for%20MH%20retirement.pdf
http://www.healthscotland.com/uploads/documents/16226-Mental%20Health%20in%20Later%20Life%20review%20of%20support%20for%20MH%20retirement.pdf
http://www.healthscotland.com/uploads/documents/16226-Mental%20Health%20in%20Later%20Life%20review%20of%20support%20for%20MH%20retirement.pdf

Marshall, A., Jivraj, J., Nazroo, J., Tampubolon, G. and Vanhoutte, B. (2014) Does the level of
wealth inequality within an area influence the prevalence of depression amongst older people?
Health and Place 27, 194-204, doi: 10.1016/j.healthplace.2014.02.012

Marshall, A., Nazroo, J., Tampubolon, G. and Vanhoutte, B. (2015) Cohort differences in the
levels and trajectories of frailty among older people in England. Journal of Epidemiology and
Community Health 69, 316-321.

McGovern, P. and Nazroo, J. (2015) Patterns and causes of health inequalities in later life: A
Bourdieusian approach. Sociology of Health and lllness 37(1), 143-160.

McMunn, A., Nazroo, J. and Breeze, E. (2009) Inequalities in health at older ages: A
longitudinal investigation of onset of illness and survival effects in England. Age and Ageing 38,
181-187, doi: 10.1093/ageing/afn236.

McMurdo, M. E., Sugden, J., Argo, |, Boyle, P., Johnston, D. W., Sniehotta, F. F. and Donnan,
P. T. (2010) Do pedometers increase physical activity in sedentary older women? A randomized
controlled trial. Journal of the American Geriatrics Society 58(11), 2099-2106.

Nazroo, J. Y. (2001) Ethnicity, Class and Health. Policy Studies Institute: London.

Nazroo, J. Y. (2003) The structuring of ethnic inequalities in health: Economic position, racial
discrimination and racism. American Journal of Public Health 93(2), 277-284.

Nazroo, J. Y. (2006) Ethnicity and old age. In Vincent, J., Phillipson, C. and Downs, M. (eds)
The Futures of Old Age. Sage: London, pp. 62—72.

Nazroo, J. Y. and Williams, D. R. (2005) The social determination of ethnic/racial inequalities in
health. In Marmot, M. and Wilkinson, R. G. (eds) Social Determinants of Health (2nd edn).
Oxford University Press: Oxford, pp. 238—266.

Nazroo, J., Zaninotto, P. and Gjonca, E. (2008) Mortality and healthy life expectancy. In Banks,
J., Breeze, E., Lessof, C. and Nazroo, J. (eds) Living in the 21st Century: Older People in
England. The 2006 English Longitudinal Study of Ageing. The Institute for Fiscal Studies:
London, pp. 253-280.

Nseir, S. and Larkey, L. K. (2013) Interventions for spousal bereavement in the older adult: An
evidence review. Death Studies 37(6), 495-512.

Pensions Policy Institute (2003) The Under-pensioned: Ethnic Minorities. Pensions Policy
Institute: London.

Pickett, K. and Pearl, M. (2001) Multilevel analyses of neighbourhood socioeconomic context

and health outcomes: A critical review. Journal of Epidemiology and Community Health 55(2),
111-122.

28



Platt, S., Mitchell, R., Petticrew, M., Walker, J., Hopton, J., Martin, C., Corbett, J. and Hope, S.
(2007) The Scottish Executive Central Heating Programme: Assessing Impacts on Health.
Research Findings No. 239/2007. Social Research Development Department, Scottish
Executive: Edinburgh. Available at: www.sphsu.mrc.ac.uk/research-
programmes/ev/hrh/heat.html (accessed 3 August 2015).

Smith, N. R., Kelly, Y. J. and Nazroo, J. Y. (2009) Intergenerational continuities of ethnic
inequalities in general health in England. Journal of Epidemiology and Community Health 63,
253-258.

Soumerai, S. B. and Avorn, J. (1983) Perceived health, life satisfaction, and activity in urban
elderly: A controlled study of the impact of part-time work. Journal of Gerontology 38(3), 356—
362.

Stafford, M., McMunn, A. and De Vogli, R. (2011) Neighbourhood social environment and
depressive symptoms in midlife and beyond. Ageing and Society 31(6), 893-910.

Stafford, M., Badland, H., Nazroo, J., Halliday, E., Walthery, P., Povall, S., Dibben, C.,
Whitehead, M. and Popay, J. (2014) Evaluating the health inequalities impact of area-based
initiatives across the socioeconomic spectrum: A controlled intervention study of the New Deal
for Communities, 2002—-2008. Journal of Epidemiology and Community Health 68(10), 979-986,
doi: 10.1136/jech-2014-203902

Stevens-Roseman, E. S. (2009) Older mentors for newer workers: Impact of a worker-driven
intervention on later life satisfaction. Journal of Workplace Behavioral Health 24(4), 419-426.

Stockdale, A. (2011) A review of demographic ageing in the UK: Opportunities for rural
research. Population Space and Place 17, 204-221.

The Marmot Review (2011) Fair Society, Healthy Lives: Strategic Review of Health Inequalities
in England post-2010, University College London: London.

Ustiin, B. and Jakob, R. (2005) Re-defining ‘Health’. Bulletin of the World Health Organization
83, 802.

Walthery, P., Stafford, M., Nazroo, J., Whitehead, M., Dibben, C., Halliday, E., Povall, S. and
Popay, J. (2015) Health trajectories in regeneration areas in England: The impact of New Deal
for Communities intervention. Journal of Epidemiology & Community Health, doi: 10.1136/jech-
2014-204362.

World Health Organization (2007) Global Age-friendly Cities: A Guide. WHO: Geneva. Available
at: www.who.int/ageing/publications/Global _age friendly cities Guide English.pdf (accessed 4
August 2015).

Yeung, D. Y. (2013) Is pre-retirement planning always good? An exploratory study of retirement
adjustment among Hong Kong Chinese retirees. Aging & Mental Health 17(3), 386—393.

29


http://www.sphsu.mrc.ac.uk/research-programmes/ev/hrh/heat.html
http://www.sphsu.mrc.ac.uk/research-programmes/ev/hrh/heat.html
http://www.who.int/ageing/publications/Global_age_friendly_cities_Guide_English.pdf

OGL

© Crown copyright 2015

This publication is licensed under the terms of the Open Government Licence v3.0 except where otherwise stated.
To view this licence, visit nationalarchives.gov.uk/doc/open-government-licence/version/3 or write to the
Information Policy Team, The National Archives, Kew, London TW9 4DU, or

email: psi@nationalarchives.gsi.gov.uk.

Where we have identified any third party copyright information you will need to obtain permission from the copyright
holders concerned.

This publication available from www.gov.uk/go-science

Contacts us if you have any enquiries about this publication, including requests for alternative formats, at:

Government Office for Science

1 Victoria Street

London SW1H OET

Tel: 020 7215 5000

Email: contact@go-science.gsi.qgov.uk

GS/15/20


http://www.nationalarchives.gov.uk/doc/open-government-licence/version/3
mailto:psi@nationalarchives.gsi.gov.uk
https://www.gov.uk/go-science
mailto:contact@go-science.gsi.gov.uk

	Contents
	Executive summary
	1. Introduction
	2. Health, life expectancy and well-being
	3. The extent of health inequality in later life
	3.1 Socio-economic inequalities
	3.2 Ethnic inequalities
	3.3 Gender inequalities
	3.4 Area-based inequalities
	3.5 Summary

	4. Relevant causal mechanisms
	5. Approaches to intervention
	6. Effectiveness of interventions
	6.1 Interventions focused on social roles and social inequalities in later life
	6.2 Interventions focused on vulnerable older people and transitions in later life
	6.2.1 Falls, exercise and frailty
	6.2.2 Retirement transitions
	6.2.3 Bereavement

	6.3 Interventions targeted at health behaviours
	6.4 Complex area-based interventions targeted at all residents
	6.5 Summary

	7. Conclusions and recommendations
	References

