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Social class, dementia and the fourth age

lan Rees Jones

Wales Institute of Social and Economic Research, Data and Methods, Cardiff University,
Cardiff, UK

Abstract Research addressing social class and dementia has largely focused on
measures of socioeconomic status as causal risk factors for dementia and in
observed differences in diagnosis, treatment and care. This large body of
work has produced important insights but also contains numerous problems
and weaknesses. Research needs to take account of the ways in which
ageing and social class have been transformed in tandem with the economic,
social and cultural coordinates of late modernity. These changes have
particular consequences for individual identities and social relations. With
this in mind this article adopts a critical gaze on research that considers
interactions between dementia and social class in three key areas: (i)
epidemiological approaches to inequalities in risk (ii) the role of social class
in diagnosis and treatment and (iii) class in the framing of care and access to
care. Following this, the article considers studies of dementia and social class
that focus on lay understandings and biographical accounts. Sociological
insights in this field come from the view that dementia and social class are
embedded in social relations. Thus, forms of distinction based on class
relations may still play an important role in the lived experience of
dementia.

Keywords: dementia, Alzheimer’s, social class, inequalities, social inequalities in health
status, ageing

Introduction

The only known images of Auguste are a series of four asylum photographs taken around
1902, the most well known being sepia stained which makes Auguste appear to be dirty
and her features somewhat swarthy, with a sorrowful expression and dressed in the
asylum nightshirt she is denied the more modest attire for a lady of the time.

(Page and Fletcher 2006: 579)
It is now over a hundred years since Alois Alzheimer described Auguste D, a middle-aged
woman, whose symptoms included depression, hallucinations and loss of memory. In their
review of the case, Page and Fletcher (2006) argue that the medical asylum regime under
which she was treated did little to maintain her sense of self. They picture her as a voiceless
victim whose biography is ignored and erased by medical concerns; a criticism that
resonates with contemporary critiques of biomedical approaches to dementia (Kitwood and
Benson 1995). In response, they attempt to reconsider the person behind the illness and
situate Auguste D as a 51-year-old, working-class Protestant woman who grew up in the
class-driven hierarchical society that, by the time of her death in the opening years of the
20" century, was a fully formed Imperial Germany. While their ability to reconstruct her
social background and everyday life is constrained by the records available, their work is an



important reminder of the need to situate the lives of people suffering from dementia today
within their social context and their own biographies.

The experience of dementia is not a universal process and different sociocultural
understandings and conceptualisations have a profound influence over responses to the
symptoms of dementia in different places and at different times. For example, some have
argued that the western emphasis on cognitive skills and capacities leads to particular
understandings of and responses to dementia that may foster stigma and fear among those
who suffer from the illness (Cipriani and Borin 2015). Dementia attacks our memory and
thus our capacity to maintain and build social relations. This suggests that the social and
cultural background to our relationships may be an important prism for understanding the
lived experience of dementia. There is now a strong body of research showing that social
interaction (measured by contacts, participation and networks) is associated with the
incidence of dementia in the general population at a level that is on par with education,
physical inactivity and depression in later life (Kuiper et al. 2015). Research addressing social
class and dementia has largely focused on occupational class and other measures of
socioeconomic status (SES) as risk factors for dementia; or as potential explanatory factors
for observed differences in diagnosis, access to treatment and care and individual
understandings of disease and illness. This large and diverse body of work has produced
important insights but also contains numerous problems and weaknesses. Research needs to
be placed in the context of the radical social transformations that have occurred over the
last 40 years or more (Archer 2007, 2010). It is also important to view class in terms of
personal trajectories and biographies. While discourses of class may not be explicit,
everyday accounts of ‘ordinariness’ can still reveal the ways in which inequalities and
suffering are legitimised and naturalised (Crompton 2006, Skeggs 2011, Skeggs and Loveday
2012). As both ageing and social class have been transformed in tandem with the economic,
social and cultural coordinates of late modernity, there are important questions to ask of
how practices of distinction are enacted and where inequalities can take root in later life
(Jones and Higgs 2013). These changes have particular consequences for individual identities
and social relations and consequently impinge on social understandings and individual
experiences of dementia. In particular, changes in lay normative responses to both class and
dementia will affect how and under what circumstances people value each other (Sayer
2002, 2005).

Following on from the above, this article adopts a critical gaze on research that considers
interactions between dementia and social class in three key areas: (i) epidemiological
approaches to inequalities in risk; (ii) the role of social class in diagnosis and treatment; and
(iii) class in the framing of care and access to care. In doing so the article will argue that in
addition to existing conceptual and empirical problems associated with social class in the
field of ageing research there are specific issues that relate to dementia research in each of
the above areas. One way of addressing these problems is to give greater weight to the
changes that have occurred in recent years to normative accounts of class and of ageing.
Dementia and class are embedded in social relations and, with this in mind, the article then
turns to studies of dementia and social class that focus on lay understandings and
biographical accounts of dementia.

Epidemiological approaches to inequalities in risk

The term ‘dementia’ describes a clinical syndrome that covers a range of difficulties in
memory, language and behaviour that lead to impairment. Within this is a range of sub-
types, with Alzheimer’s disease being the most common, followed by vascular dementia,
mixed dementia and dementia with Lewy bodies. But the science of dementia remains open
to disagreement (Innes 2009) and this has implications for diagnosis (Robinson et al. 2015)
and estimates of prevalence (Matthews et al. 2013). Bearing this in mind, studies have



shown there is a higher risk of Alzheimer’s disease and dementia in those with lower SESin a
range of settings and countries, including Mexican Americans (Al Hazzouri et al. 2011), and
older people in Italy (Marengoni et al. 2011) and Israel (Goldbourt et al. 2007). The evidence,
however, is equivocal. For example, a study in a Canadian inner city setting found age and
comorbidity were more strongly correlated with a diagnosis of dementia than SES (Fischer et
al. 2009) and a study of Catholic clergy in the USA found that early life SES was related to
cognition in later life but not to the risk of Alzheimer’s disease (Wilson et al. 2005). One of
the key problems here is that SES tends to be an umbrella term for a wide range of
indicators, from occupational class, subjective measures of status and hierarchy, to
measures of income and wealth at different points in time. Thus, some studies that have
examined SES and dementia have concluded there is an inverse association between income
and risk of dementia (Yaffe et al. 2013), while others have concluded that there is no such
association (Kim et al. 2012) and yet others suggest the association is confounded by
education (Chen et al. 2012, Karp et al. 2004). These latter studies also indicate that the
educational or cognitive capacities effect appears to hold in different cultures and national
contexts while the socioeconomic effect may vary cross-culturally. Moreover, studies that
focus on income as a measure of SES face the issue of income levels fluctuating over the life
course with subsequent fluctuations in the association (Anttila et al. 2002).

Life-course epidemiology has started to address the extent to which the socioeconomic
environment in childhood and early adulthood may influence the risk of dementia in later
life (Norton et al. 2011, 2014, Tschanz et al. 2013). For example, a meta-analysis of 11
prospective cohort studies in the UK based on over 86,000 men and women (Russ et al.
2013) found that women who left full-time education early had an increased risk of
dementia death. However, this relationship was not apparent for men and indeed,
occupational social class was not statistically significantly associated with dementia death in
either men or women. An analysis of UK data indicates that, while there appears to be an
association with years spent in education, there was no link between social class and
dementia (Yip et al. 2006). Such studies have also focused on the relationship between
cerebrovascular disease and dementia, drawing on evidence linking social class and
educational level with cerebrovascular disease through behavioural pathways and making
further links to the lowering of dementia risk. An analysis of UK cognitive function and
ageing studies (CFAS)" data, however, found that, while there were significant differences in
risk, the absolute differences based on class and education were small (Brayne et al. 2006).

Researchers have postulated a number of explanatory frameworks linking factors in the
early life with dementia in later life (Hogervorst and Clifford 2013). Links have been drawn
between low SES and harmful lifestyles across the life course with stress and a range of
chronic health problems in later life that are also related to dementia (McEwen et al. 2010).
Evidence for a link between smoking and risk of dementia in later life is strong (Zhong et al.
2015) and there may be cohort effects that are related to variations in declining smoking
patterns by social class. One pathway focuses on higher levels of 1Q in childhood ,providing
access to higher levels of social, cultural and economic capital in adulthood that protect
against illnesses, including dementia. The pathways are clearly complex and a focus on
lifestyles is overly simplistic. Parental social class, for example, may be viewed as important
because it may mean a healthier environment in childhood. Moreover, maternal health is
viewed by some as an important determinant of child health with concomitant effects in
mid-life. Risks are transferred across generations and there is an increasing focus on the role
of epigenetics in foetal and child development, influencing pathways to dementia in later
life.

As previously noted however, studies often suffer from problems of measurement,
confounding and reverse causality (Deaton 2013, Lynch et al. 2004). A key problem for
scholars studying dementia is that SES and education are interrelated, making it difficult to



untangle both their relative effects and causal properties. The association between income
and dementia in later life may reflect ‘hidden’ dementia in mid-life affecting individual
earning capacities (Anttila et al. 2002). Education may have an independent protective effect
against the development of dementia and in many studies what initially appear to be strong
class effects tend to disappear when a measure of educational status is introduced into
regression analyses (Staff et al. 2016). Karp et al. (2004) found that while low education
levels and low SES were individually associated with Alzheimer’s and dementia, only
education remained a risk factor when they were examined simultaneously. These authors
argue that the relationship between low education and increased risk of Alzheimer’s was not
mediated by SES and they concluded that early life factors may be particularly relevant in
developing a risk of dementia. So, while the relationship between low education levels and
high risk of dementia is well documented (Evans et al. 1997) the evidence remains unclear. A
recent review of studies examining the relationship between dementia and education found
lower educational levels to be associated with greater risk of dementia in many but not
across all studies and the relationship was more consistent in studies where the measure of
education level reflected cognitive capacity (Sharp and Gatz 2010, 2011). An analysis of CFAS
data (Muniz-Terrera et al. 2009) showed associations between a range of socio-demographic
variables and cognitive performance but education was not related to the rate of cognitive
decline (in this case measured by the mini-mental state examination [MMSE]?). Indeed,
higher levels of education were not found to protect against cognitive decline; though the
use of MMSE in diagnosis may lead to those with lower education being diagnosed earlier
with dementia. This is a controversial area but it has been established for some time now
that social and psychological factors contribute substantially to cognitive test scores and
thus assessment procedures in epidemiological surveys of dementia need to be treated with
caution (O’Connor et al. 1991).

The theory of cognitive reserve suggests that levels of intelligence and associated
educational or occupational attainments may lead to a ‘reserve’ of skill sets or repertoires
that may help prevent the onset of dementia and act as a buffer to help individuals with
dementia cope better with their symptoms (Meng and D’Arcy 2012, Stern, 2002, 2012,
Tucker and Stern 2011). In the preventative sense this is sometimes crassly referred to as a
‘use or lose it" model, where the brain is viewed as a muscle that, like any other muscle,
needs regular exercise. Within such a model education is seen as a strong predictor of a later
age at onset of dementia symptoms but a faster rate of decline once these are present
(Andel et al. 2006, Esiri and Chance 2012). Analysis of US data indicates that the main
determinant of ethnic and socioeconomic disparities in cognitive function in older Americans
is the level of peak cognitive performance achieved earlier in the life course (Karlamangla et
al. 2009). Nevertheless, occupational class may still be relevant because of the cognitive
requirements for different jobs, with some studies indicating that complexity of work tasks is
associated with better cognitive performance in later life, independent of age, schooling,
income and duration of occupation (Ribeiro et al. 2013). Complex tasks and work activities
have been identified as a source of cognitive reserve (Kroger et al. 2008), while the positive
protective effects of work settings has been identified both in terms of physical activity
(Rovio et al. 2007) and psychosocial benefits (Seidler et al. 2004). Other studies, however,
show no such protective effect from occupation-based SES (Helmer et al. 2001, Karp et al.
2004) and indeed, no evidence of SES in early life being associated with cognitive reserve
(Wilson et al. 2005).

A prospective study of over 45,944 Norwegian men who were over 30 years of age found
no association between mid-life income and dementia mortality risk but lower educational
attainment was significantly associated with dementia risk. These authors concluded that
their study supported the cognitive reserve hypothesis, emphasising that it was mental
activity and capacity, not access to material resources, that determined dementia risk



(Strand et al. 2015). Despite such findings, the cognitive reserve model does encounter
problems and criticisms in terms of the role of educational level in influencing the initial
diagnosis and in determining the rate of cognitive decline that might be attributed to
dementia. Education may have an independent protective effect through promoting
knowledge of healthier lifestyles and providing the basis for health-promoting activities
(Karp et al. 2004). At the same time, education may also promote cognitive resources
through access to a wider vocabulary and through coping styles that enable individuals to
solve problems.

A study of lifetime principal occupation and risk of Alzheimer’s disease (Qiu et al. 2003)
found that manual work appeared to increase the risk of dementia. While these researchers
argue that their findings are consistent with the theory of cognitive reserve they equally
accept that their results may be affected by a tendency for earlier diagnosis, at least of
clinical Alzheimer’s, among people with lower levels of education. Furthermore, they state
that a strong role for occupational status in developing forms of dementia cannot be
dismissed. There is some, disputed, evidence that the mechanisms for this may be found in
occupational exposure to bio-material hazards (Koeman et al. 2015, Santibanez et al. 2007);
for example, from exposure to electro-magnetic fields (Garcia et al. 2008, Qiu et al. 2004,
Vergara et al. 2013) and pesticides (Hayden et al. 2010) and from psycho-social stress at
work (Wang et al. 2012). Such studies are an indication of the continued need to take
account of those social, environmental and economic factors that are related to social class,
when we consider the aetiology of dementia. They also suggest that a political economy of
dementia can offer further insights into the social context of illness and provide further
qguestioning of what is taken for granted about causal accounts of dementia and its
treatments (Innes 2009). In this sense, it is important to examine the role of social class in
the diagnosis and care of people with dementia.

The role of social class in diagnosis and treatment

A number of studies have highlighted the potential role that different forms of social
location, including social status, class, ethnicity and educational background may have in
determining diagnosis and access to treatment and care for people with dementia. A recent
study of general practice (GP) patients in England (Connolly et al. 2011) found that fewer
than half of the expected numbers of patients with dementia were identified in the GP
dementia registers. This under-diagnosis of dementia appears to vary with practice
characteristics, indicators of socioeconomic deprivation for practice areas and between
administrative bodies responsible for commissioning health care. There is also evidence of
social determinants playing a role in the prescription of drugs. An analysis of CFAS data
(Matthews et al. 2007) indicated that the uptake of cholinesterase inhibitors was biased
towards individuals with more education and higher social class, though it should be noted
that this was in the early period of prescribing these drugs.

Prescription was also an issue in a study of people with dementia living independently
(Cooper et al. 2010), which found that owning ones’ own home was a strong predictor of
being prescribed drugs. The same study, however, did not find barriers to access to
treatment for socioeconomically disadvantaged people when controlling for dementia
severity. Inequalities in access to treatment and services may be more closely related to the
status of having a dementia diagnosis whatever one’s social background. For example, a
cross-sectional study of patients in British general practice found that people with dementia
were less likely than those without dementia to receive routine care measurements for
vascular diseases. Within the group who had dementia the most disadvantaged appeared to
be women, individuals living in care homes and those with fewer comorbid physical
conditions and medications (Connolly et al. 2013).



Before considering the role of class and socioeconomic context, however, we need to
recognise that the reasons for low levels of diagnosis are complex and traditional insights of
medical sociology on diagnosis and referral processes are pertinent here (Stimson and Webb
1975), as well as research indicating that class plays a key role in health-seeking behaviour
(Young 2004). In the case of dementia such processes may cut across traditional class
distinctions. It may be that subtle changes in memory, behaviour and cognitive abilities go
unnoticed or are dismissed as a normal part of growing old and that this is related to class
and occupational histories. Even where problems are noticed individuals may delay taking
action, may hide their problems or seek alternative advice to medical professionals. Where
medical advice is sought this may not lead directly to diagnosis. There may be an element of
professional avoidance of diagnosis for a variety of reasons including avoiding distress and
stigma. Delaying diagnosis may also be related to the wider context of health and social care
provision. Where there is a sense that service levels are low or inadequate, or there are long
waiting lists, this may influence professional responses and decisions that follow rationing
pathways of denial, delay, deflection, deterrence and dilution (Klein et al. 1996). In the UK
concerns have been raised about the impact of government cuts to social care budgets and
their potential consequences, in terms of inequalities in access to care and treatment
(qualitywatch.org.uk).

Overviews of research on health-seeking behaviour and dementia highlight a preference
for seeking help from close relatives in the first instance coupled with low levels of
knowledge and the presence of stigma and fear of diagnosis. But existing studies also appear
to lack theoretical and conceptual insights (Werner et al. 2014). Here it may be useful to
draw on understandings from related areas. We know, in the field of mental health services,
that talking therapies are underused by those in lower socioeconomic groups despite higher
rates of common mental health problems among such groups (Eaton and Muntaner 2010).
Furthermore, while there is evidence of an underuse of talking therapies, this is coupled
with a higher use of prescription medication (Anderson et al. 2009). While such patterns do
not directly translate to inequalities in access and use of dementia treatment and care it is
useful to reflect on attempts to explain difference in uptake of treatments in mental health.
These have a long legacy and in the past have tended to focus on working-class ‘mind sets’
as a problem; for example the expression of short-term preferences for immediate
treatment (orientation to the future) rather than the longer term perspectives of
therapeutic approaches (Hollingshead and Redlich 1958). Others have viewed the problem
in terms of low expectations of professional services among working-class groups (Lorion
1974). More recent research has focused on the dissonance between middle-class
therapeutic professionals and mental health users from working-class backgrounds (Sue and
Sue 2003). While it is important to avoid the trap of viewing working-class people as
stereotypically fatalistic (Bennett 2007, Bourdieu 1984), differences in linguistic expression
and in values may be important in terms of social class differences in speech systems.
Interestingly, Cicourel (2013) uses the term ‘reverse socialization’ to refer to how adult
capacities weaken over time leading to loss of sense of self, a sense of others and a decline
in routine practices. Cicourel argues that this is ‘differentiated’ and that caregivers
‘scaffolding practices’ (Vygotsky 1978) in socio-cultural interaction are designed to maintain
their own identity in response to the person with dementia. There is not enough research
into the ways in which class may influence the management of changes in behaviour
associated with dementia and how social relations are ‘maintained’ or ‘repaired.’ Such
research could provide important clues to class differences in diagnosis, health-seeking
behaviour, access and responses to treatment and care in the field of dementia.

Class in the framing of care and access to care



The lack of awareness of dementia has been seen, from a dominant biomedical perspective,
as a symptom reflecting underlying biological conditions. However, in a series of articles
Clare (2002, 2004, Clare et al. 2012) has argued that in early stage dementia expressions of
awareness or unawareness (anosognosia) are strongly related to socio-psychological factors.
Drawing on in-depth interviews, her work shows that this is not an either/or situation. While
cognitive impairment clearly affects awareness, there are also instances when individual
understandings are moulded by social and psychological factors. Here the context in which
individuals talk about their lives becomes important. The expression of attitudes and beliefs
may be related to a host of different factors including societal attitudes, avoidance of
stigma, individual coping styles, forms of denial, relationships with partners, health services
and health professionals and a host of other influences that in turn may be related to
aspects of social location, including class and SES.

These influences have a knock-on effect in terms of the uptake of dementia services and
may be reflected in the demographic patterning of patients and carers attending services
such as memory clinics (Bruce and Paterson 2000, Johnston et al. 2011). Research has
identified important disparities in uptake among black and minority ethnic populations
(Cooper et al. 2010, Mukadam et al. 2011a, 2011b) as well as communication issues
between professionals and patients (Bruce et al. 2002). The reasons for refusing or not
seeking services are clearly complex but one possible explanation, from a carers’
perspective, is that of ‘ambiguous gain’ or a mismatch between the logic of bureaucratic
systems and everyday domestic ‘lifeworlds’ (Lloyd and Stirling 2011). Once a person begins
to encounter a healthcare system as a person with dementia there may also be barriers and
obstacles that may or may not be related to socioeconomic and cultural factors.

Work by Peel and Harding (2014) offers a view of carers not, as is often assumed, as
individuals ‘failing’ to engage, but as individuals attempting to navigate a complex system
that is often more difficult and time consuming than the day to day caring work they
undertake. In their sample of middle-class and working-class carers they found that although
the carers diverged in terms of class background, funding status and location of care they
shared a central frustration with services, which they commonly referred to as ‘the system.’
While this suggests there may be systemic problems that cut across issues of class and class
identity, other researchers have identified forms of multiple disadvantage that impact on
the negotiation of pathways through mental health services for particular groups (Kovandzic
et al. 2011).

Work by Koehn et al. (2014) has drawn on the ‘candidacy’ framework (Dixon-Woods et al.
2006) to illustrate potential barriers to dementia diagnosis and to services. They found that
forms of social and cultural capital were important in conferring disadvantage on all people
with dementia as levels of social capital declined, but they also conferred a potential
advantage for some groups in terms of identifying a problem, having a diagnosis and
accessing services.

It is also important to acknowledge potential inequalities in access to research studies,
for example, ensuring diversity of recruitment onto drug trials (Cooper et al. 2010) and low
levels of participation among working-class groups in studies of social aspects of dementia
(Bunn et al. 2012). Further research is required to explore the possible mechanisms for
disadvantage, drawing on understandings from the general health inequalities literature
(Abel 2008, Abel and Frohlich 2012) of the ways in which different forms of capital (social
capital and cultural capital) interact with access to assets and resources to contribute to
disadvantage in accessing dementia services (Clare et al. 2014).

Dementia, class and social relations

Following critiques of biomedical approaches (Kitwood 1997, Sabat et al. 1999) dementia is
increasingly viewed as both a consequence of neuropathological processes and the social



relations that influence the way people are perceived and treated. MacRae (2008, 2011) has
shown the significance of social context and the ways in which positive social interactions
can help address the potentially negative impact of dementia and how access to economic
resources and educational capital may enable more privileged individuals to respond
positively to adversity. Responses to dementia may range from fear of a ‘social death’
(Sweeting and Gilhooly 1997) to its incorporation into ideas of normal ageing (Peel 2014).
Such responses are related to the biographies of individuals, their social context and
changing social norms. For Hulko (2009), expectations of ageing that develop through
socialisation (that forms and is formed by the habitus) play a key role in constructions of
dementia. Moreover, she suggests that memory loss is more difficult to cope with and adapt
by privileged groups, where memory and intellectual capacities are viewed as a key
component of their social status.

Despite the problems associated with class and dementia outlined earlier in this article,
therefore, class identities may have an important role to play in individual responses both to
the experience and the conceptualisation of dementia. Indeed, careful and detailed
observational research has illustrated the ways in which etiquette, manners and bodily
dispositions, derived from identity and class relations, reflect a habitus that is carried by
individuals through their lived experience of dementia (Kontos 2012). This body of work has
highlighted how signifiers of class and gender retrain their power and influence for the
person with dementia and their carers (Kontos and Martin 2013, Kontos et al. 2011).
Building on these insights, Twigg and Buse (2013) show how dementia disrupts the everyday
practices of dressing and washing and the everyday work of maintaining bodily appearance.
Such ‘disruptions’ can have different meanings for the person with dementia, their family,
their friends and professionals. Crucially, Twigg and Buse argue, forms of social location,
including gender and class, influence the different ways in which dress maintains and
disrupts embodied identity. In a similar vein, Peet has argued that individual and specific
responses to dementia are understood in the context of structures of social class and gender
that shape everyday meanings (Peet 2014).

In an attempt to capture the effects of different forms of social location, some writers in
the past have drawn on the idea of double or multiple jeopardy in relation to dementia
(Innes et al. 2004). More recently, researchers have drawn on the concept of
intersectionality where categories of social relations are understood in terms of interlocking
sets of power relations (Dressel et al. 1997, Vega 2012). Work in this field has attempted to
show how relationships between multiple dimensions and modalities of social relationships
and subject formations, including those of age, class, gender and ethnicity, contribute to
individual and group advantage and disadvantage. The concept has had an important
influence in recent years in the field of ageing (Calasanti 2004, 2010, Krekula 2007, Levy
1988). Indeed, some researchers have embraced this approach to argue that people ‘do age’
in the context of age-specific and gendered process that are shaped by class-based values,
ideals and practices (Pietila and Ojala 2011). However, while work of this nature contributes
to perspectives that emphasise the importance of social location and social context, there
are significant problems with the approach in terms of method and subjectivity. In
particular, researchers have criticised intersectionality in terms of how interactions are
judged and analysed and how decisions are made on priority and emphasis (McCall 2005,
Massey et al. 2014).

Conclusion

This article began with a description of Auguste D that tried to set what little we know of her
life in the context of a hierarchical imperial Germany as a means of highlighting the need to
situate the lives of people suffering from dementia in the present day within their own social
context and biographies. While research appears to show that education and cognitive



capacity play a key role in relation to class and the aetiology of dementia across the life-
course, there is some evidence from epidemiology, health research and sociology that
indicates that forms of distinction based on class may have a role to play in the diagnosis of
dementia, in access to treatment and care, and in the social relations that underpin the lived
experience of dementia. Sociological research in this area has explored the ways in which
individual and group responses to dementia develop in the context of the larger structural
processes that shape everyday meanings.

Much work remains to be done, therefore, and in particular work needs to focus on class
relations that are part of the lives of people with dementia and their carers in the context of
wider social change. We know, for example, that contemporary societies place a high value
on cognitive skills, intellectual capacities and associated forms of accreditation.
Consequently, the impact of dementia is likely to be devastating for individuals in terms of
the loss of status that might accompany a spoiled identity or the threat of a spoiled identity.
Such losses may be associated with educational status and aspects of social and cultural
capital that are strongly related to class.

Research on occupational and class differences in health can only get us so far in this
respect. If we are to understand the relationship between class identity and the impact of
dementia we need to explore lay normative responses to both class and dementia and start
to unpick how, and under what circumstances, people value themselves and others. In
relation to the themes addressed in this special issue, closer attention is needed to the way
that feelings of shame, embarrassment and contempt, as well as notions of compassion,
dignity and respect, are closely tied up with class relationships, if we are to better
understand the attitudes to frailty and cognitive decline that are part of the social imaginary
of the fourth age. In short, rather than seek to insert class into an aetiological model of
dementia, it may be more productive to bring to bear a class perspective on the social
relations that initiate, support and maintain the capacity of people to live well with
dementia.

Address for correspondence: lan Rees Jones, Wales Institute of Social and Economic
Research, Data and Methods, Cardiff University, 46 Park Place, Cardiff, CF10 3BB, UK
E-mail: JonesIR4@cardiff.ac.uk.

Notes

1. The CFAS studies are population based studies in the UK of individuals aged 65
years and over living in the community, including institutions.

2. The MMSE is a 30-point questionnaire that is used extensively in clinical and
research settings to measure cognitive impairment. It is recognised that
demographic factors may affect the score.
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