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Mental health is an important 
component of the general 
health status and well-being, 

affecting willpower and agency, the 
ability to function in daily life, and over-
all life satisfaction. Mental health prob-
lems occur more frequently in younger 
years (adolescence) and again in old age  
(WHO 2017; Laidra 2016). 
 There are various reasons for in-
creased mental health issues later in life. 
The life course approach offers the most 
comprehensive framework, linking a per-
son’s life events to age-specific chang-
es and temporal and social dimensions  
(Elder et al. 2003). This means that some 
life events are more likely at a certain age 
and will affect mental health through 
their timing and order of occurrence. 
Ageing or getting older is not necessarily 
a depressing process in and of itself. Ac-
cording to the life course approach, the 
health of individuals is affected by their 
life experiences. The accumulation of 

negative, unfavourable or what are per-
ceived as unusual conditions or events 
can lead to poorer health. 

 There are various life course mech-
anisms that affect health (Pearlin et al. 
2005). First, the ways in which people 
assume social roles and achieve status 
throughout life may be different de-
pending on their family background and 
childhood home conditions, as well as 
the neighbourhood they inhabit or grew 
up in. These past factors can affect health 
by limiting access to necessary informa-
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a certain age and will affect mental 
health through their timing and 
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tion and resources. The accumulation of 
constant or repeated difficulties in key 
areas of life such as family or work can 
also have a negative impact on health. 
Persisting economic vulnerability or re-
peated threats to identity may affect 
health. Early traumatic experiences are 
another aspect that may lead to chronic 
stress and tension. Secondary stressors 
resulting from trauma and the increased 
likelihood of their post-traumatic occur-
rence may affect mental health in later 
life, mostly indirectly. Deviations from 
social norms in the timing and sequence 
of important life events may also create 
tensions by impacting access to certain 
opportunities in life (e.g. education or the 
labour market). Disruptions to the regu-
lar course of life, such as breakups, job 
loss or unexpected caregiving respon-
sibilities, can have a greater impact on 
those who lack the necessary resources 
to cope with new situations.
 The life course approach helps to ex-
plain inequalities in health. People who 
experience more vulnerability early in life 
(or even before birth) are subject to the 
accumulation of social and economic 
risk factors during their subsequent lives, 
which in turn magnifies health inequali-
ties. Therefore, in addition to preventive 
measures that stress the role of individ-
ual responsibility and personal choice, 
social and economic adjustments on a 
national and community level also play 
an important role in improving health.

 This article provides an overview of 
the association between lifestyle and 
mental health in people aged 65 and  
older by examining changes and dif-
ferences in mental health in old age 
through lifestyle factors. For this, we will 
be relying on data from the SHARE (Sur-
vey of Health, Ageing and Retirement in 
Europe) longitudinal survey. This survey 
collects data on individual ageing, health 
and exiting the labour market in Europe-
an countries. 
 

Life course and lifestyle

Approaching health from a life 
course perspective makes it pos-
sible to evaluate and understand 

how experiences from various life stages  
as well as different historical periods im-
pact later life. Many stressful early life 
experiences or events can affect health 
later in life. Relevant stressors that oc-
cur during sensitive or critical life pe-
riods can affect biological stress regu-
lation mechanisms, the functioning of 
the nervous system or the expression 
of genetic predispositions as a reaction 
(WHO 2014). Lifestyle may also change 
in different periods of life in response to 
the surrounding social environment and 
the needs and opportunities of the indi- 
vidual. The lifestyle aspects we will con-
sider more closely include diet, physical 
activity, sleep patterns, smoking and al-
cohol consumption, as previous research 
has identified these as key factors for 
mental health.

The life course approach helps to 
explain inequalities in health. People 
who experience more vulnerability 
early in life (or even before birth) are 
subject to the accumulation of social 
and economic risk factors during 
their subsequent lives, which in turn 
magnifies health inequalities.

Lifestyle may change in diffe-
rent periods of life in response 
to the surrounding social 
environment and the needs 
and opportunities of the 
individual.
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 Changes in diet can be viewed from 
a life course perspective. First, certain 
food-related attitudes and strategies de-
velop at an early age and remain fairly  
stable throughout life (Devine 2005). 
Second, food choices and eating behav-
iours can change as a result of pivotal 
life events – for example, when people 
are suddenly faced with the need to 
take better care of their own health or 
that of loved ones, to improve self-effi-
cacy through dietary choices, or to re-
define themselves through food. Third, 
food choice is closely connected with the 
meaning attributed to and the norms 
associated with food, which may differ 
or change with social positioning, for 
example, reflecting social class, ethnic 
group, gender or generation. These links 
can manifest themselves in dietary hab-
its, the role of food quality, access to dif-
ferent nutrients, and the availability of 
free time to prepare meals. Eating habits 
can also change across generations. For 
example, people born in the early 20th 
century grew up in an environment with 
fewer or different dietary guidelines than 
later generations. If the habits typical of 
a generation are sufficiently widespread 
or long-lasting, they can be reflected in 
population-level health indicators.
 Physical activity can be understood 
as either a (health) behaviour or a habit:  
the former emphasises its cognitive, 
emotional and operational component, 
while the latter is an automatic and often 
subconscious activity (Hirvensalo and 
Lintunen 2011). From a life course per-
spective, it has been found that physical 

activity in childhood and adolescence 
predicts physical activity in adulthood, 
although many other factors influence 
adult physical activity in addition to child-
hood conditions. This association may 
function through motivation and the ac-
cumulation of experience. However, the 
relationship between physical activity in 
childhood and old age is already weaker, 
probably due to the long intervals that 
separate these life periods. Neverthe-
less, patterns of physical activity adopted  
early on in life can also influence physical 
activity in later life – for example, through 
the early acquisition of skills. A change in 
physical activity is also more likely when 
assuming new social roles (Hirvensalo 
and Lintunen 2011). Retirement has been 
associated with a decrease in physical 
activity, linked with, for example, the end 
of daily commuting. On the other hand, 
former sedentary workers have been 
found to become more physically active 
in this life stage.
 While sleep provides relief from the 
problems of everyday life, the quality of 
sleep can similarly vary among people 
with different backgrounds and coping 
strategies. In general, sleep disorders are 
more common in people with a poorer 
socioeconomic situation. The reasons in-
clude structural disadvantages, related  
psychological stress, lifestyle factors, and 
less knowledge about better sleep hy-
giene (van de Straat et al. 2020). In gen-
eral, middle-aged and older women 
experience more sleep disorders than 
men of the same age. While men’s sleep 
disorders are only associated with their 
current socioeconomic status, women’s 
sleep disorders are associated with both 
their current socioeconomic conditions 
and those of their childhood. Therefore, 
growing up in poorer socioeconomic 
conditions affects the quality of sleep 
in older women, even if their socioeco- 
nomic situation improves later in life  
(van de Straat et al. 2020). Here, we should 
not forget that changes in sleep patterns 
and poor quality of sleep are also frequent 
symptoms of mental health problems.

While sleep provides relief 
from the problems of every-
day life, changes in sleep 
patterns and poor quality of 
sleep are frequent symptoms 
of mental health problems.
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 Smoking and alcohol use are reflec-
tions of stress- or tension-responsive be-
haviour that can harm one’s health when 
done excessively, leading to addiction 
and mental health problems. In the older 
population, the abuse of tobacco and al-
cohol has generally been more common 
among men, with a greater effect on 
their morbidity and mortality. Because 
in Estonia, the life expectancy of men is 
significantly shorter than that of women, 
this effect on health outcomes may not 
be reflected in surveys, as respondents 
generally include healthier people and 
those who have survived longer. 

Depressiveness  
in older age

Our analysis is based on data from 
the 2013 Estonian SHARE survey, 
which asked the respondents 

detailed questions about their childhood 
conditions, enabling us to consider vari-
ous life course conditions. The data con-
sists of answers given by people aged 
65 and older who were interviewed in 
2011 and again in 2013. We analysed the 
changes that had taken place in the re-
spondents’ mental health in that period. 
The final Estonian sample included 2,026 
individuals aged 65 and older (684 men 
and 1,342 women). 
 We mainly looked at the EURO-D 
depressiveness scale, which has been 
internationally developed, allows for 
comparisons and has been validated for 
the middle-aged and older population 
(Guerra et al. 2015). This scale measures 
the presence of 12 symptoms (including 
low mood, pessimism, suicidal thoughts, 
guilt, sleep disturbance, loss of interest, 
irritability, change in appetite, fatigue, 
poor concentration, lack of enjoyment 
and tearfulness) during the previous four 
weeks; the individual scores are summed 
to form a composite score, with higher 
values indicating depressiveness (score 
value over 3). The self-reported results 

do not indicate medically diagnosed de-
pression, which means that the preva-
lence of self-reported depressiveness is 
significantly higher than the prevalence 
of depression. Nonetheless, the scale 
helps to estimate the number of people 
in need of some form of mental health 
(first) aid. Within this article, it is there-
fore more accurate to speak of ‘depres-
siveness’ or ‘depressive symptoms’.
 In general, the average number of 
depressive symptoms among people 
aged 65 or older was relatively high in 
Estonia compared to the other coun-
tries surveyed. In 2011, the prevalence of 
depressiveness in Estonian respondents 
was 40% (46% in women, 29% in men). By 
2013 it had somewhat decreased, settling 
at 38% (43% in women and 28% in men). 
Although women had more depressive 
symptoms than men in both Estonia and 
other countries, men had a worse posi-
tion than women in a European compar-
ison (Figure 2.4.1). Estonian men had an 
average of 2.5 depressive symptoms. This 
was one of the highest scores in 2013 and 
was matched only by men in Italy, France 
and Slovenia. However, Estonian women 
had an average of 3.4 symptoms (cross-
ing the threshold indicating depressive-
ness), slightly less than women in Spain 
and Italy and on par with French women.
 The average number of depressive 
symptoms increased with age in all the 
countries surveyed. For men aged 85 
years and older, there were no significant 
differences between countries in the 
number of symptoms. While Estonian 

The average number of dep-
ressive symptoms among 
people aged 65 or older was 
relatively high in Estonia com-
pared to the other countries 
surveyed.
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Figure 2.4.1. Mean number of depressive symptoms and confidence intervals  
(EURO-D, scale 1–12) among respondents aged 65 years and older, by gender 

SOURCE: figure by the authors, based on SHARE survey data from 2013

women crossed the threshold indicating 
depressiveness, or reached the average 
level of three symptoms, in their mid-
60s, Estonian men arrived at the same 
level only in their 80s (Figure 2.4.2).

Associations between  
lifestyle and mental health 

The main lifestyle factors we have 
considered are the frequency of 
consuming various nutrients, the 

frequency of moderate and intense phys-

ical activity, the presence of sleep disor-
ders, smoking (either currently or in the 
past) and the frequency of consuming 
large amounts of alcohol. The main socio-
demographic variables for which we ad-
just the results of our regression models 
are age, birth year, country of birth (born 
in Estonia or elsewhere), place of resi-
dence (rural or urban area), marital status 
(married/cohabiting, divorced/separated, 
single, widowed), number of children, 
number of years spent in education and 
employment status (at home / ill, retired, 
working). We also adjusted our models 

AVERAGE DEPRESSIVENESS (EURO-D)     ● Men     ● Women
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for previous depressive symptoms, which 
describe the health status (EURO-D  
in 2011), the level of health-related ac-
tivity limitations (severe, moderate, no 
limitations) and body mass index (BMI). 
Childhood home conditions were taken 
into account by adjusting the models for 
three variables, which describe the living 
conditions (the degree of crowding in 
the childhood home, i.e. the number of 
rooms per person), economic conditions 
(estimation of the economic situation of 
the childhood family) and the health sta-
tus (self-reported childhood health) ex-
perienced in childhood.
 The results of the final regression 
models adjusted for all variables on the 
relationship between lifestyle and men-

tal health in men and women are listed 
in Figure 2.4.3. Although the associations 
expressed in these figures were generally  
few or weak, they showed that depres-
sive symptoms were significantly more 
frequent in men and women who ex-
perienced sleep disorders or consumed 
alcohol either with unknown frequency 
or occasionally (1–3 times a month, com-
pared to not once during the past three 
months). Since sleep disorders are one of 
the main symptoms indicating depres-
siveness, it was to be expected that the 
adjusted variables in our analysis did not 
eliminate this association. The results for 
alcohol consumption may initially seem 
perplexing. However, they are explained 
by the fact that those who rarely or never 

Figure 2.4.2. Mean number of depressive symptoms and confidence intervals  
(EURO-D, scale 0–12) in Estonia, by birth year and gender

AVERAGE DEPRESSIVENESS (EURO-D)     ● Men    ● Women

SOURCE: figure by the authors, based on SHARE survey data from 2013
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drink alcohol include more people with 
chronic health conditions or activity lim-
itations. Thus, their existing impaired 
health status is the underlying condition 
for their abstinence from alcohol as well 
as their poorer mental health (Abuladze 
et al. 2020).
 In the case of women, sociodemo-
graphic and economic variables (except 
marital status and number of children) 
explained some of the differences in 
depressive symptoms in sleep disor-
ders, alcohol consumption and mod-
erate physical activity; however, health 
variables explained the largest number 
of the differences (Table 2.4.1). This was 

most evident for moderate physical ac-
tivity, where significant differences in 
the odds of depressiveness disappeared 
(Model 6, Table 2.4.1). Of the childhood 

The presence of sleep disorders 
and differences in the frequency of 
alcohol consumption most clearly 
predicted depressiveness in older 
men and women in Estonia.

Model 
1

Model 
2

Model 
3

Model 
4

Model 
5

Model 
6

Model 
7

Model  
8

Model 
 9

Presence of sleep 
disorders 3.46*** 3.44*** 3.37*** 3.37*** 3.25*** 2.00*** 2.00*** 2.00*** 1.98***

Current smoker 1.33 1.42 1.41 1.46 1.48 1.21 1.21 1.22 1.28 

Former smoker 0.99 1.01 1.04 1.06 1.13 1.08 1.08 1.08 1.06

Alcohol: not specified 1.91*** 1.86*** 1.83*** 1.84*** 1.74*** 1.55** 1.55** 1.52** 1.51** 

Alcohol: 1–3 times 
a month / less often 1.96** 2.04** 1.98** 1.97** 2.04** 1.77* 1.76* 1.74* 1.73* 

Alcohol: 1–2 times 
a week 4.92 5.34 4.94 4.83 4.62 2.86 2.91 3.00 3.21 

Alcohol: 3–7 days 
a week 1.48 1.69 1.44 1.59 1.43 0.94 0.93 0.82 0.72 

Intense physical  
activity: less often 1.27 1.23 1.21 1.19 1.14 0.89 0.89 0.90 0.89 

Moderate physical 
activity: less often 1.63** 1.53** 1.55** 1.57** 1.51* 1.23 1.23 1.24 1.20

Legumes, eggs: 
less often 1.23 1.24 1.20 1.21 1.29 1.16 1.15 1.15 1.16 

Dairy products: 
less often 1.10 1.10 1.11 1.11 1.09 1.09 1.09 1.11 1.10 

Fish, chicken, meat 
products: less often 1.07 1.06 1.07 1.09 1.06 1.03 1.02 1.01 1.03 

Vegetables and fruits: 
less often 1.12 1.10 1.09 1.10 1.07 0.97 0.97 0.96 0.95

Table 2.4.1. Odds ratios for depressiveness in Estonian women aged 65 and older by 
lifestyle factor, after adjustment for different variables

SOURCE: table by the authors, based on SHARE survey data from 2013

NOTES: Statistical significance: *** p < 0.001; ** p < 0.01; *p < 0.05; p >= 0.05.

Reference groups: no sleep disorders; never smoked; no alcohol consumption in the past three months; daily intense physical activity; daily 
moderate physical activity; daily consumption of legumes, eggs, dairy products, fish, chicken, meat products and vegetables and fruits.

The order of adjustment for variables in the models: Model 1: lifestyle factors; Model 2: + age, birth cohort; Model 3: + national origin, place of re-
sidence; Model 4: + marital status, number of children; Model 5: + education, employment status: Model 6: + depressiveness, activity limitations, 
BMI; Model 7: + degree of crowdedness of childhood home; Model 8: + economic status in childhood; Model 9: + health status in childhood.
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NOTE: The models have been adjusted for sociodemographic, economic, health and childhood variables.

SOURCE: figure by the authors, based on SHARE survey data from 2013
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factors, the economic conditions and the  
self-assessment of childhood health ex-
plained some of the differences.
 Men who ate protein-rich foods less 
than three days a week had twice the 
odds of depressiveness as those with 
a daily protein intake (Table 2.4.2). After 
adjusting the model for health variables, 
however, the significance of this varia-
ble disappeared, indicating that health 

problems can affect the frequency of 
consuming the corresponding nutrients 
(Model 6, Table 2.4.2). However, when 
adjusted for childhood conditions, this 
variable once again assumed signifi-
cance, suggesting the presence of some 
adverse association with nutrient intake 
(Models 8 and 9, Table 2.4.2). 
 While health status best explained 
the differences in the odds of depressive-
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ness in both men and women, adjusting 
the model for childhood conditions de-
creased differences in the odds of de-
pressiveness only in women. Childhood 
conditions, especially economic status 
and self-reported health, explain differ-
ences in mental health among women. 
Thus, among women, the inequality ex-
perienced during childhood carries over 
into later life, amplifying somewhat the 
negative relationship between lifestyle 
and mental health in old age.

 Therefore, the presence of sleep dis-
orders and differences in the frequency 
of alcohol consumption most clearly pre-
dicted depressiveness in older men and 
women in Estonia. In men, however, the 
role of a protein-rich diet in the onset of 
depressiveness was also found to be im-
portant. Other lifestyle factors, such as 
consumption of various nutrients, phys-
ical activity and smoking, were not good 
predictors of experiencing depressive-
ness in older age.

Model 
1

Model 
2

Model 
3

Model 
4

Model 
5

Model 
6

Model 
7

Model  
8

Model 
 9

Presence of sleep 
disorders 3.03*** 2.95*** 2.99*** 3.04*** 2.97*** 1.65* 1.65* 1.67* 1.68* 

Current smoker 1.30 1.43 1.47 1.47 1.44 1.23 1.23 1.34 1.34 

Former smoker 0.97 0.96 0.98 0.97 0.96 0.87 0.88 0.88 0.90 

Alcohol: not specified 1.98** 1.90** 1.92** 1.92** 1.89** 1.65* 1.71* 1.80* 1.80* 

Alcohol: 1–3 times 
a month / less often 1.86* 1.95* 1.95* 1.86* 1.86* 2.00* 1.94* 2.04* 2.10* 

Alcohol: 1–2 times 
a week 2.59 2.96 2.96 3.19* 3.23* 2.42 2.18 2.74 2.83 

Alcohol: 3–7 days 
a week 1.34 1.42 1.42 1.27 1.26 1.54 1.40 1.61 1.62 

Intense physical  
activity: less often 1.19 1.09 1.05 1.05 1.04 0.82 0.83 0.83 0.83 

Moderate physical 
activity: less often 1.67 1.71 1.70 1.69 1.72 1.45 1.46 1.39 1.37 

Legumes, eggs: 
less often 2.25* 2.30* 2.29* 2.37* 2.42* 2.03* 2.12* 2.34* 2.32* 

Dairy products: 
less often 0.77 0.78 0.78 0.80 0.81 0.79 0.79 0.83 0.82 

Fish, chicken, meat 
products: less often 1.45 1.46 1.44 1.44 1.42 1.34 1.36 1.55 1.52 

Vegetables and fruits: 
less often 1.11 1.13 1.16 1.16 1.17 1.17 1.20 1.04 1.05 

Table 2.4.2. Odds ratios for depressiveness in Estonian men aged 65 and older by 
lifestyle factor, after adjustment for different variables

SOURCE: table by the authors, based on SHARE survey data from 2013

NOTES: Statistical significance: *** p < 0.001; ** p < 0.01; *p < 0.05; p >= 0.05.

Reference groups: no sleep disorders; never smoked; no alcohol consumption in the last 3 months; daily intense physical activity; daily moder-
ate physical activity; daily consumption of legumes, eggs, dairy products, fish, chicken, meat products and vegetables and fruits.

The order of adjustment for variables in the models: Model 1: lifestyle factors; Model 2: + age, birth cohort; Model 3: + national origin, place of res-
idence; Model 4: + marital status, number of children; Model 5: + education, employment status: Model 6: + depressiveness, activity limitations, 
BMI; Model 7: + degree of crowdedness of childhood home; Model 8: + economic status in childhood; Model 9: + health status in childhood.
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Based on a self-reported indicator 
from 2013, the average number 
of depressive symptoms among 

people aged 65 and older in Estonia was 
relatively high compared to the rest of 
Europe. Men’s relative position was worse 
than in other countries, although women  
had a higher average number of depres-
sive symptoms than men. At an even  
older age – 85 years and older – men in all 
countries reported having similar depres-
sive tendencies, suggesting the workings 
of more universal factors contributing to 
depressiveness in men at this age. Just as 
depressiveness was generally more com-
mon among women than men, women 
also developed a depressive state more 
early in life: Estonian women reached the 
threshold indicating depressiveness in 
their 60s, whereas men only followed in 
their 80s.
 After adjustment for all variables, Es-
tonian men and women aged 65 and 
older were significantly more likely to 
experience depressiveness if they had 
sleep disorders or consumed alcohol in-
frequently (compared to non-drinkers). 
The relationship between sleep disorders 
and mental health is well-known: sleep 
disorders are considered one of the main 
symptoms of depression and depressive-
ness. However, our analysis indicated that 
the relationship between sleep disorders 
and depressiveness in older people can 

be attributed mainly to health-related 
activity limitations and past depressive 
symptoms. The important role of activity  
limitations is consistent with the theo-
retical framework according to which 
the functioning of society (both social 
and institutional) does not meet people’s 
health needs (Verbrugge and Jette 1994). 
The relevance of past depressive symp-
toms, on the other hand, indicates the 
persistence of mental health problems 
that neither the healthcare sector nor 
the social environment have managed 
to prevent. Therefore, ways of improving 
mental health in older people should be 
based on a complex and comprehensive 
approach, taking into account the need 
to shape both the social and physical 
environment and advance general well- 
being. 
 Older people who abstain from alco-
hol often have pre-existing health con-
ditions (Abuladze et al. 2020). In women, 
health factors also accounted for differ-
ences in experiencing depressiveness in 
the case of moderate physical activity. 
Possibly in contrast to other life stag-
es and common recommendations, we 
found that physical activity in older age 
was highly dependent on existing health 
status. Various illnesses or health condi-
tions limit everyday activities, participa-
tion in society and the upkeep of men-
tal health. Therefore, by removing social 
and physical barriers that prevent people 
with various health conditions from par-
ticipating in social life (Verbrugge and 
Jette 1994), we could see the positive ef-
fects of physical activity on alleviating or 
preventing depressive symptoms in old-
er Estonian women.
 In men, too, the differences in de-
pressive symptoms were attributed to 
the characteristics of their current health 
status; however, it was primarily through 
the general quality of their diet. There-
fore, the influence of dietary choice on 
the onset of depressiveness was actual-

Ways of improving mental 
health in older people should 
be based on a complex and 
comprehensive approach, 
taking into account the need 
to shape both the social and 
physical environment and 
advance general well-being.

SUMMARY
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ised through recent activity limitations 
and the previous experience of depres-
siveness: in the presence of these health 
problems, men neglected to consume 
certain nutrients, which in turn possibly 
had an adverse effect on their mental 
health. It is interesting to note that unlike 
in women, in men childhood conditions 
did not account for the differences in de-
veloping depressive symptoms later in 
life.
 While experiences from the earlier 
stages of life were somewhat associated 
with mental health in older age, recent 
or current health status had the strong-
est influence on the association between 
lifestyle factors and mental health. The 
negative association that socioeconomic 
and health conditions in childhood had 
with sleep disorders – and thereby also 
with mental health – in old age was re-
duced by the socioeconomic conditions 
in later life. Yet the buffering was partial: 
the relationship between inequality ex-
perienced in childhood and health still 
carried over into the last decades of the 
life course. In line with previous findings, 
this was evident in women (van de Straat 
et al. 2020). 
 Although health-supporting habits 
and attitudes related to diet or physical 
activity may also persist from childhood 
(Hirvensalo and Lintunen 2011; Devine 
2005), this association did not clearly 
emerge among Estonia’s older people. 
By contrast, addressing more recent 
health-related activity limitations and 
mental health problems could improve 
physical activity in women and nutrition 
in men, thereby reducing depressive 
symptoms in older age. 
 Mental health outcomes in older age 
could be improved by removing social 
and physical barriers that restrict par-
ticipation in society, preventing and al-
leviating depressive symptoms in older 

people in a timely manner, and improv-
ing the childhood conditions of future 
generations. Even though depressive 
symptoms are more prevalent in old age 
than in adulthood, mitigating and pre-
venting them in Estonia should be done 
with more consideration of the socio- 
economic and health-related inequali-
ty among older people. This means that 
mental health monitoring and health 
services could better take into account 
the backgrounds of different birth gener-
ations, and people with a more vulnera-
ble life course could be targeted specif-
ically. ●

Various illnesses or health 
conditions limit older people 
in their everyday activities, 
participation in society and 
the upkeep of mental health.

Mental health outcomes in 
older age could be improved 
by removing social and physi-
cal barriers that restrict partic-
ipation in society, preventing 
and alleviating depressive 
symptoms in older people in a 
timely manner, and improving 
the childhood conditions of 
future generations.
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