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Abstract

Objective: to assess whether incident mobility disability and neighbourhood deptivation in older people are associated
independent of the effects of individual socio-economic status, health behaviours and health status.

Methods: prospective cohort study with a 2-year follow-up.

Setting: the English Longitudinal Study of Ageing (ELSA), a national probability sample of non-institutionalised older
people.

Participants: 4,148 participants aged 60 years and over.

Measurements: exposure was a census-based index of neighbourhood deprivation [the Index of Multiple Deprivation
(IMD)]; outcomes were measured and self-reported incident mobility difficulties.

Results: neighbourhood deprivation had a statistically significant effect on physical function following adjustment for
individual socio-economic factors, health behaviours and health status. Compared to those living in the least deprived 20%
of neighbourhoods, those in the most deprived neighbourhoods had a risk ratio (RR) of incident self-reported mobility
difficulties of 1.75 (95% CI 1.14-2.70) and RR of incident-impaired gait speed of 1.63 (95% CI 1.01-2.62). In adjusted
models, 4.0 per 100 (95% CI 3.0—5.4) older adults in neighbourhoods in the least deprived 20% had incident mobility
difficulties over a 2-year period, whereas 13.6 per 100 (95% CI 10.5—17.4) older adults had incident mobility difficulties in
neighbourhoods in the most deprived 20%.

Conclusions: older people living in deprived neighbourhoods are significantly more likely to experience incident mobility
difficulties than those in less-deprived neighbourhoods. The mechanisms underlying this relationship are unclear and research
to identify mechanisms and appropriate interventions is needed.
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Introduction

Living in a deprived neighbourhood is associated with
undesirable health outcomes including poor cardiovascular
health [1], higher rates of mortality [2] and depression [3],and
higher levels of risky health behaviours [4]. The mechanisms
by which neighbourhood qualities impact health outcomes
of individuals are unclear and suggested mechanisms include
built environment [5], level of access to healthcare and other
resources [6], and having neighbours who are themselves
disadvantaged [7].

Older people may be at a heightened risk of
neighbourhood effects [8]. Mental health [9, 10], cognitive
function [11, 12] and self-reported physical function [13—15]

have been found to be poorer among older people in
deprived urban neighbourhoods. To our knowledge the
relationship between neighbourhood characteristics and
objective measures of impaired mobility in older people
has not been examined.

Impaired mobility is predictive of nursing home entry and
mortality [10], and assessing physical performance can help
identify those with pre-clinical limitations who are at higher
risk for developing further disability [17]. Mobility disability,
by which we mean problems with walking or climbing a single
set of stairs, often occurs eatly in the disablement process, is
a basic everyday function common to most cultures, and has
a negative impact on the quality of life [18, 19]. Assessing
both self-reported and measured difficulties allows us to
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combine an objective measute of poor performance with an
indication of how everyday mobility is affected [20].

This topic is important for two reasons: the significance
of good mobility to older people’s health and well-being,
and understanding the ways in which older people’s physical
and social environments impact their functioning, which
enables us to improve and maintain those environments.
In this study, we examined the relationship between
neighbourhood deprivation and incident self-reported and
measured mobility difficulties in a nationally representative
cohort of community-dwelling older people in England.
Our hypothesis was that neighbourhood socio-economic
deprivation is associated with incident mobility disability
independent of the effect of individual socio-economic
circumstances and health behaviours.

Methods

We used data from the English Longitudinal Study of Ageing
(ELSA), a nationally representative cohort study of older
adults (aged 50 years and over) in England. The baseline wave
of ELSA was drawn from households participating in the
Health Survey for England (HSE), an annual government-
funded cross-sectional health survey, in 1998, 1999 and
2001. Households were included in ELSA if one or more
individuals living there were aged 50 years or over. There
were 19,924 individuals in households that responded to
HSE who would have been aged 50 years by the time the
ELSA sample was taken in 2002, although not all these
individuals participated in HSE. A total of 2,596 of these
older individuals died or were ineligible for follow-up; of
the remainder, 11,392 (65.7%) became ELSA participants.
Analyses of socio-demographic characteristics against census
results indicated that the ELSA sample remained population
representative [21].

The gait speed test (desctribed below) was administered to
those aged 60 years and over. A total of 4,148 individuals aged
60 years and over who were alive and responded in 2004,
and had complete data for our exposures and outcomes
of interest, were included in our analyses. This study was
conducted using fully anonymised publicly available datasets
and therefore no additional ethical clearance was necessary.

Measures of neighbourhood deprivation

The Index of Multiple Deprivation (IMD) 2004 is a
measure based on distinct dimensions of deprivation that
can be measured at the small-area level. Seven dimensions
are included: income deprivation; employment deprivation;
health deprivation; education, skills and training deprivation;
barriers to housing and services; living environment
deprivation and crime. IMD 2004 has been used to examine
the association between socio-economic deprivation and a
range of health and health service outcomes [12, 22—24].
Using information from the 2001 UK census, the UK
Office for National Statistics (ONS) calculated IMD scores
at the super output area (SOA) level [25]. These areas contain
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a minimum of 1,000 individuals and a mean of 1,500
individuals. There are 34,378 SOAs in England [26]. Because
IMD scores at the SOA level are potentially disclosive, IMD
information in ELSA is only available divided by quintiles. In
this study IMD divided by quintiles was used to represent the
level of socio-economic deptivation of the neighbourhoods
in which study participants lived.

Outcome measures

Self-reported mobility difficulties

Atboth Wave 1 and Wave 2, participants were asked whether
they experienced difficulties, because of a health problem,
with walking 100 yards or with climbing one flight of stairs
without resting. Participants were asked to exclude any
difficulties that they expected to last less than 3 months. We
classified incident mobility difficulty as reporting difficulties
with either of these activities at Wave 2 among those who
reported no difficulties with them at Wave 1.

Measured gait speed

A gait speed test was performed as part of the main ELSA
interview at both Wave 1 and Wave 2. Participants were
excluded if they refused to attempt the test; if they or the
interviewer felt that attempting the test would be unsafe; or
if questions wete being answered on their behalf by someone
else (a proxy interview). The test involved timing how long it
took to walk a distance of 8 feet. Participants began with both
feet together at the beginning of the course. The interviewer
started timing as soon as a participant placed either foot
down on the floor across the start line. They were asked to
walk (not race) to the other end of the course at their usual
speed, just as if they were walking down the street to the
shops, and to walk all the way past the other end of the tape
before stopping. Timing was stopped when either foot was
placed down on the floor across the finish line. Participants
were then asked to repeat the test by lining up their feet and
walking back along the course, all the way past the other end.

We used the mean of the two recorded times. Those
who had a gait speed of 0.4 m/s or slower, or who were
unable to walk alone, were categorised as having impaired
gait speed. A 0.4-m/s threshold is conventionally used in this
8-foot test and is intended to represent the speed at which
individuals may need to be able to walk, for example, to
cross the street in the time allowed to cross signals [18, 27].
Participants who did not have impaired gait speed at Wave 1
but who had impaired gait speed at Wave 2 were classified
as having incident-impaired gait speed.

Adjustment for potential confounders

We entered potential confounders into our model in three
stages. All models were adjusted for age and gender. In Model
1 we adjusted for rurality, classed using census information
as rural, small town or urban fringe (<10,000 inhabitants),
or urban, and for population density of the area divided by
quintiles. We also adjusted for the length of time for which
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participants reported having lived in their current location,
which would be significant if those in neighbourhoods in
socio-economic decline live there because they lack the health
or economic resources to leave [28].

In Model 2 we adjusted for individual- and household-
level socio-economic factors:

e Age of completion of full-time school education: having
left school at age 14 or younger, age 15, age 16 or at age
17 or older.

e Houschold wealth, including total financial, physical and
housing wealth, but not pension wealth, divided by
quintiles.

In Model 3, we added the following health status and
health behaviours known to be associated with physical
function:

@ Number of co-morbidities [29], that is having been told
by a doctor that they have the following conditions:
diabetes, cancer, psychological or emotional problems,
arthritis, stroke, high blood pressure, chronic lung disease,
congestive heart failure, categorised by number 0, 1, 2, 3
or more.

e® Smoking status [30]: never having smoked cigarettes,
having quit smoking, being a current smoker.

e Body mass index (BMI) [31]; height and weight were
measured by a research nurse at ELSA baseline, and we
calculated BMI as weight in kilograms divided by height
in metres squared. BMI was categorised as: 25 or below,
25+ to 30, 30+ to 35 and 35+.

e Sclf-reported level of physical activity [32], categorised in
four levels as: none; engaging at least once a week in
sports or activities that are mildly energetic; moderately
energetic; and vigorous.

Statistical analysis

Logistic regression was used to estimate the effects of
neighbourhood deprivation level on physical functioning.
Because the primary sampling unit in ELSA is the household,
cluster cotrection was used to take into account the
anticipated similarity between individuals living in the same
household. Analyses were weighted for non-response and
conducted using Stata SE Version 9.2 (StataCorp PL, College
Station, Texas).

Results

Baseline characteristics of participants, and percentages
of participants in each category free from self-reported
mobility difficulties and measured gait speed impairment,
are summarised in Table 1. Participants free from baseline
mobility difficulties, both self-reported and measured, were
more likely to be men, better educated, wealthy, with fewer
co-morbidities, with low BMI, physically active and living in
less-deprived neighbourhoods.

Neighbourhood deprivation and mobility disability

250
—&— Self-reported mobility
difficulties

200 —{1— Impaired gaitspeed

150

Incidence per 1000
@

—@—

-
—@—
{1

—@—
—

«3/70,
-3/-0,
4//)

Level of neighbourhood deprivation

Figure |. Rate of incident mobility difficulties after 2-year
follow-up in relation to baseline level of neighbourhood
deprivation (bars show 95% confidence intervals). Note: Self-
reported mobility difficulties = difficulties with one or both
of walking 100 yards or climbing one flight of stairs without
resting. Impaired gait speed = measured gait speed of 0.4 m/s
or less.

Figure 1 shows the relationship between incident mobility
difficulties and level of neighbourhood deprivation. For both
self-reported mobility difficulties and impaired gait speed
there is a monotonic increase in the incidence rate associated
with increasing neighbourhood deprivation (P for trend
<0.001). For impaired gait speed, the incidence rate in the
least deprived neighbourhoods is 59.2 per 1,000 (95% CI
42.7-75.8), and in the most deprived neighbourhoods it is
149.4 per 1,000 (95% CI 117.7—-181.1). For self-reported
mobility difficulties, the mean incidence in the least deprived
neighbourhoods is 80.3 per 1,000 (95% CI 61.6—98.9), and
in the most deprived neighbourhoods it is 195.0 per 1,000
(95% C1 156.7-233.3).

Table 2 shows the outcomes of analyses in which the
relationship between level of neighbourhood deprivation
and incident self-reported mobility difficulties is adjusted for
three different sets of potential confounders. Table 3 shows
the same thing for incident-impaired gait speed. In each table
there is a marked relationship between level of deprivation
and our outcome of interest in Model 1, which is attenuated
but remains significant when socio-economic variables are
added (Model 2), and attenuated further, but still significant,
when health and health behaviours are added (Model 3). For
self-reported difficulties the relative risk ratio (RR) of a poor
outcome in the most deprived areas compared to the least
deprived is 1.75 (95% CI 1.14-2.70), and for impaired gait
speed the RR is 1.63 (95% CI 1.01-2.62). A test for trend in
these fully adjusted models was significant for both outcomes
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Table |. Baseline characteristics of participants

No baseline self-reported No baseline gait

All mobility difficulties speed impairment
n=4148 (% withno  » = 3525 (% with no n=3974
(%o of total) difficulty) P-value impairment) P-value

Age 60—064 1073 (25.9) 959 (89.4)  0.000 1051 (98.0) 0.000
65-069 1086 (26.2) 963 (88.7) 1063 (97.9)
70-74 902 (21.8) 744 (82.5) 861 (95.5)
75-79 582 (14.0) 479 (82.3) 551 (94.7)
80+ 505 (12.2) 380 (75.3) 448 (88.7)

Mean length of residence (years) 24.1 24.2 24.1

Gender Men 1847 (44.5) 1619 (87.7)  0.000 1797 97.3)  0.000
Women 2301 (55.5) 1906 (82.8) 2177 (94.6)

Area type Rural 571 (13.8) 495 (86.7)  0.409 561 (98.3) 0.005
Small town 96 (2.3) 424 (85.5) 470 (94.8)
Urban 3081 (74.3) 2606 (84.6) 2943 (95.5)

Education (age of 14 or younger 1310 (31.6) 1021 (77.9)  0.000 1210 (92.4) 0.000
completion of schooling) 15 1312 (31.6) 1107 (84.4) 1268 (96.7)
16 666 (16.1) 601 (90.2) 651 (97.8)
17 ot older 860 (20.7) 796 (92.6) 845 (98.3)

Wealth Highest 20% 871 (21.0) 809 (92.9)  0.000 856 (98.3) 0.000
2 889 (21.4) 798 (89.8) 869 (97.8)
3 889 (21.4) 768 (86.4) 859 (96.0)
4 791 (19.1) 648 (81.9) 745 (94.2)
Lowest 20% 708 (17.1) 502 (70.9) 645 (91.1)

Health conditions None 1254 (30.2) 1199 (95.6) 0.000 1238 (98.7) 0.000
One 1606 (38.7) 1401 (87.2) 1545 (96.2)
Two 942 (22.7) 725 (77.0) 883 (93.7)
Three 346 (8.3) 200 (57.8) 308 (89.0)

Smoking Never smoked 1503 (36.2) 1319 (87.8)  0.000 1443 (96.0) 0.769
Ex-smoker 2071 (49.9) 1737 (83.9) 1984 (95.8)
Current smoker 574 (13.8) 469 (81.7) 547 (95.3)

Body Mass Index (BMI) <25 1167 (28.1) 1048 (89.8) 0.000 1133 (97.1) 0.000
25 to <30 1956 (47.2) 1693 (86.6) 1885 (96.4)
30 to <35 789 (19.0) 639 (81.0) 749 (94.9)
35+ 236 (5.7) 145 (61.4) 207 (87.7)

Level of physical activity None 324 (7.8) 180 (55.6)  0.000 269 (83.0) 0.000
Mild 605 (14.0) 405 (67.0) 547 (90.4)
Moderate 2139 (51.6) 1914 (89.5) 2091 (97.8)
Vigorous 1080 (26.0) 1026 (95.0) 1067 (98.8)

Neighbourhood deptivation — Least deprived 979 (23.6) 882 (90.1)  0.000 954 (97.5) 0.000
2 1004 (24.2) 882 (87.9) 982 (97.8)
3 868 (20.9) 743 (85.6) 828 (95.4)
4 731 (17.6) 587 (80.3) 696 (95.2)
Most deprived 566 (13.0) 431 (76.2) 514 (90.8)

Note: Self-reported mobility difficulties = difficulties with one or both of walking 100 yards or climbing one flight of stairs without

resting.
Gait speed impairment = measured gait speed of 0.4 m/s or less.
P-values are from Pearson’s chi-squared test for independence

(RR 1.13, 95% CI 1.02—1.26 for self-reported difficulties,
RR 1.12, 95% CI 1.02—1.25 for impaired gait speed).

Based on Model 3, for self-reported outcomes, 4.0 per
100 (95% CI 3.0—5.4) older adults in neighbourhoods in the
least deprived 20% had incident mobility difficulties over a 2-
year petiod, whereas 13.6 per 100 (95% CI 10.5-17.4) older
adults had incident mobility difficulties in neighbourhoods
in the most deprived 20%. For measured outcomes, 2.0 per
100 (95% CI 1.4-2.9) older adults in neighbourhoods in the
least deprived 20% had incident mobility difficulties over a
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2-year period, whereas 7.3 per 100 (95% CI 5.4-9.8) older
adults had incident mobility difficulties in neighbourhoods
in the most deprived 20%.

Similar trends wete apparent when we analysed men and
women separately (results not shown). The effect on impaired
gait speed was more marked in men and the effect on self-
reported mobility difficulties was more matrked in women,
but interaction terms were not statistically significant. In
order to provide more precise estimates we present only the
combined results here.
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Table 2. Relative risk ratios of incident self-reported mobility difficulties after a 2-year follow-up

(n = 3525)
Model 1 Model 2 Model 3
RR 95% CI RR 95% CI RR 95% CI

Age 1.07 1.06, 1.09 1.07 1.05, 1.09 1.07 1.05, 1.09
Gender Female 144 115,179 145 116,181  1.39 1.09,1.78
Area type Rural — — —

Small town 155 094,256 135 081,223 118  0.71,1.97

Urban 1.23 0.77,1.97 1.12 0.70, 1.79 1.00 0.01, 1.01
Duration of residence (years) 1.00 099,101 100 099,101 100  0.99,1.01
Population density 1.00 089,112 1.00  0.89,1.12  1.01 0.89,1.14
Education (age of completion of schooling) 14 or younger — —

15 098  0.72,1.33 093  0.68,1.29

16 079 055114 084  057,1.23

17 or older 0.82 057,118  0.89  0.61,1.30
Wealth Highest 20% — — —

2 1.65  1.10,2.44  1.62 1.07, 2.47

3 2.09 138,316  1.92 1.25,2.93

4 1.73 1.12,2.68 1.55 0.99, 2.43

Lowest 20% 220 141,342  1.74 1.09, 2.77
Health conditions None —

One 1.87 1.36, 2.59

Two 2.66 1.89,3.75

Three or more 3.42 2.16, 5.41
Smoking Never smoked —

Ex-smoker 1.35 1.06, 1.84

Current smoker 2.08 1.44,2.99
Body mass index (BMI) <25 —

25 to <30 1.06  0.79,1.41

30 to <35 1.54 1.11, 2.14

35+ 2.57 1.59, 4.17
Level of physical activity None —

Mild 0.68 1.59, 1.07

Moderate 0.34 0.43,0.50

Vigorous 0.32 0.22,0.51
Neighbourhood deprivation Least deprived — — — —

2 1.16 0.81, 1.66 1.04  0.72,1.49 1.01 0.69, 1.48

3 145  1.01,2.09 121 083,176 115  0.78,1.70

4 159  1.09,232 127 085,191 119  0.78,1.81

Most deprived 2.80 1.91,4.10 2.04 1.35,3.09 1.75 1.14,2.70

Note: Self-reported mobility difficulties = self-reported difficulties with one or both of walking 100 yards or climbing one flight of stairs

without resting

Sensitivity analysis

We conducted sensitivity analyses to test the robustness of
our models. In particular, we wanted to assess the effects of
additional individual- and household-level socio-economic
variables. We added the following variables to our model:

e Income (including income from employment, self-
employment, private or state pension, benefits, assets
and other sources), divided by quintiles.

e Childhood socio-economic status has been shown to be
predictive of physical functioning in mid-life [33], and we
adjusted for patticipant’s self-reports of his/her fathet’s
or main carer’s occupation when the participant was
aged 14.

e Individual occupational social class, based on the UK
National Statistics Socio-economic Classification Analytic
Classes (NS-SECS).

e Occupational social class of spouse or partner in the same
household, also using the NS-SECS.

® Level of education of spouse or partner, categorised as
for the participant.

When we re-ran our models including these additional
variables there was little change in the overall shape of the
response.

A contributing factor to poor health in deprived
neighbourhoods may be that the better-off tend to leave
declining neighbourhoods [28]. We repeated our analyses
excluding individuals who reported having lived in their
current location for longer or shorter periods of time. Again,
this produced little change in the shape of the responses
observed.

We repeated our analyses to examine transitions in the
opposite direction, i.e. looking at those who reported mobility
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Table 3. Relative risk ratios of incident gait speed impairment after a 2-year follow-up (# = 3974)

Age
Gender Female
Area type Rural

Small town
Urban
Duration of residence (years)
Population density
Education (age of completion of schooling) 14 or younger
15
16
17 or older
Highest 20%
2
3
4
Lowest 20%
Health conditions None
One
Two

Wealth

Three or more
Never smoked
Ex-smoker

Smoking

Current smoker
Body mass index (BMI) <25
25 to <30
30 to <35
35+
Level of physical activity None
Mild
Moderate
Vigorous
Least deprived
2
3
4
Most deprived

Neighbourhood deprivation

Model 1 Model 2 Model 3
RR 95% CI RR 95% CI RR 95% CI
1.10 1.08,1.12 1.10 1.08,1.12 1.10 1.08,1.12

146  0.88,2.42 133 0.81,220 1.18 0.70, 1.99
1.58 1.01, 2.49 1.52 097,238 1.35 0.85, 2.16
1.00  0.99,1.00  1.00  0.99,1.00 1.00 0.99, 1.01
0.90  0.80,1.02 091 0.80,1.02  0.92 0.81, 1.04
1.10  0.81,1.49 1.11 0.81, 1.53
0.81 0.55,1.18  0.85 0.57,1.26
0.81 0.56,1.18  0.93 0.63, 1.36
1.38 091,210  1.38 0.90, 2.12
1.30  0.84,2.03 1.19 0.76, 1.86
2.05 1.33,3.16 1.85 1.19,2.88
238  1.52,372  1.84 1.15,2.94

1.57 1.10, 2.24
2.21 1.52,3.20
4.30 2.85,6.48

1.03 0.78, 1.35
1.39 0.96, 2.00

1.41 1.03, 1.94
1.59 1.10, 2.30
291 1.77,4.77

0.78 0.52,1.15
0.34 0.24, 0.50
0.28 0.17,0.44

1.56 1.07,2.27 142 0.98,2.07 1.43 0.97,2.11
2.11 1.43,3.09 1.71 1.15,2.56 1.73 1.14, 2.62
2.62  1.78,3.86 190  1.25,290  1.79 1.15,2.78
3.02 199,458  1.87 1.18,2.97 1.63 1.01, 2.62

Note: Gait speed impairment = measured gait speed of 0.4 m/s or less

problems at baseline but did not have them at follow-up,
ot had impaired gait speed at baseline but not at follow-up.
Six hundred and twenty-three individuals reported mobility
problems at baseline but not at follow-up, and 174 had
impaired gait speed at baseline but not at follow-up. For
both outcomes those who lived in deprived neighbourhoods
were less likely to show improvement at follow-up, although
the differences were not statistically significant. (Results of
all analyses available from authors on request.)

Discussion

Community-dwelling older adults had a higher risk of
incident self-reported mobility difficulties and incident-
impaired gait speed if they lived in a neighbourhood with
higher levels of deprivation. This relationship was attenuated
but remained statistically significant when adjustment was
made for individual demographic and socio-economic
factors, health status and health behaviours.
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To our knowledge, no previous studies have assessed
the effects of neighbourhood deprivation on objectively
measured mobility difficulties. Our findings are in line with
studies that found higher levels of self-reported difficulties
with physical function in older people in more deprived
areas [12, 13]. This is the first study to use data from a
nationally representative survey to assess these outcomes.

We used an objective measure of neighbourhood
deprivation, the IMD (IMD 2004), calculated using national
census data. Intended to capture multiple aspects of
neighbourhood deprivation, IMD scores are calculated in
relation to neighbourhoods with a mean population of
1,500 individuals, areas smaller and more locally specific
than the 1990 US Census Tracts used in a previous
study [13]. One shortcoming with IMD scores is that,
because they summarise deptivation, we cannot assess
how specific aspects of deprivation are associated with
poor outcomes. Examining specific features of areas can
help to assess the relationship between neighbourhood
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deprivation and individual outcomes [34]. The strongest
association with poor outcomes in our analyses was with
number of co-morbidities, and it may be that some
residual effect of the severity of co-morbidities in people in
deprived neighbourhoods partially explains the differences
we observed.

These findings answer existing questions and raise new
ones. The mechanisms by which neighbourhood deprivation
affects health outcomes have been the subject of much
recent discussion [35—38]. The exposures used here do not
capture all possible variation in situation to which people are
exposed. The ‘lifespace’ of individuals is broader than the
areas they inhabit: people travel, work and live in areas that
go far beyond the neighbourhoods where they have their
homes, and simple measures of socio-economic status may
leave out important aspects of this. Ignoring this poses the
risk of falling into the Tocal trap’ [36] and potentially failing
to account for the full range of contexts to which individuals
are exposed. The IMD measure may also miss other factors
more likely to affect deprived neighbourhoods, such as air
quality and pollution levels [39]. Future research must look
more broadly, including into the realm of culture [40], if we
are to understand how living in deprived neighbourhoods
impacts individual health.

An important aspect of these findings is that they indicate
the importance of assessing relationships between health
in later life and the socio-economic factors associated with
neighbourhoods, as well as those associated with individuals
and houscholds. Previous analyses of socio-economic
influences on incident mobility problems have focussed
on individual or household differences, but we found that
the effects of neighbourhood deprivation were of similar size
to the effects of houschold wealth. One implication of our
findings may be that even if redistribution of socio-economic
resources across individuals was attempted, it might be
insufficient to level out differences in health. T'o achieve that,
direct intervention at the neighbourhood level—whether
through GP practices, local government or by engaging
communities in some other way—may be necessary.

Holding confounders constant, in neighbourhoods in the
least deprived 20%, approximately 4 in 100 older adults had
new self-reported mobility difficulties over a 2-year period,
whereas 14 of 100 older adults in neighbourhoods in the
most deprived 20% had new mobility difficulties. These
higher levels of incident disability undoubtedly bring with
them an increased burden of costs. These costs may be borne
by health setrvices [41] or informal carers [42], but are liable
to affect those least able to cope with them: the inhabitants
of, and health setvices in, the most deprived atreas.

Key points

e Living in a deprived neighbourhood is known to have
adverse effects on individual health and is associated with

self-reported mobility difficulties in older people.

Neighbourhood deprivation and mobility disability

® We found that in community-dwelling older people, both
measured and self-reported incident mobility disabilities
are associated with living in a deprived neighbourhood.

® These effects ate independent of the effects of individual
socio-economic circumstances and health behaviours.

® The policy implications of these findings relate to the need
for community-level interventions to address the effects
of both neighbourhood and individual socio-economic
inequalities upon health among older people.
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