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Abstract 

We are living longer than ever before and according to current predictions this trend is set to 

continue. The socio-economic impact of population aging is predicted to triple by 2050 and if 

we are to tackle this emerging problem, action must be taken promptly. Late life depression 

(LLD) plays a pivotal role in aging and the aggravation of commonly encountered age-related 

challenges, including; loneliness, physical disability and Alzheimer’s disease. We will evaluate 

epidemiologic studies that address correlation between depression and aforementioned areas 

and determine whether there is evidence of potential causality that may be informative in 

establishing new, world-leading policies in UK elderly care. Importantly, none of the 

interactions presents themselves in one single direction. However, generally speaking, 

loneliness and physical disability tend to precede depression whereas the interaction with 

Alzheimer’s disease appears to be more bidirectional in nature. Therefore, we suggest that 

creating an environment in which elderly are more frequently exposed to social interaction 

may form a feasible starting point. This will not only prevent loneliness but also encourage 

more physical activity which may lead to a general healthier population with a reduced risk 

for developing age-related disorders such as Alzheimer’s disease. This approach may be 

complemented by active screening programmes for LLD so potential health issues following 

from LLD can be prevented early-on in the disease course. 
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1. Introduction 

 

Depression in elderly populations is a significant issue, presenting a set of unique challenges for 

screening, diagnosis and treatment. The prevalence of mental and neurological disorders among older 

adults exceeds 20 per cent, accounting for 6.6 per cent of all disability-adjusted life years (DALYs) in 

this age group1,2. Additionally, the global population is ageing rapidly. The number of people over the 

age of 60 is expected to increase from 900 million to 2 billion people by 20501. As such, the burden of 

mental illness in elderly groups is projected to rise dramatically over the coming decades. While close 

to 10% of the world population is affected by mental health disorders, accounting for 30% of the global 

non-fatal disease burden, governments allocate an average of only 3% of healthcare budgets on mental 

health on average.3 Although, mental health is the single largest category of healthcare expenditure in 

the UK, a large chunk of this is made up of dementia care4. 

Despite high levels of depression, older adults are underdiagnosed, undertreated and less likely to 

receive specialised mental health care than their younger counterparts5-7. Depression in older adults 

frequently co-exists with physical conditions such as cardiovascular disease, and neurodegenerative 

conditions such as dementia8. Late life depression (LLD) has a bidirectional relationship with co-morbid 

physical illness. That is, older adults with physical conditions tend to have higher rates of depression, 

while depression can negatively influence outcomes of physical illness, such as hypertension, diabetes 

or lung disease1,7,9-11. In addition to creating a reduction in overall functioning, depression in the elderly 

increases the perception of poor health and increases utilisation of medical services and health care 

costs1,10,12. The close relationship between depression, dementia and physical illness makes 

epidemiological investigation challenging, and may mask the clinical presentation of depression6,8. 

Consequently, mental health illnesses are often under-recognised by health-care professionals and older 

people themselves1.  

The loss of ability to live independently affects many older adults and is often a consequence of 

impaired mobility, chronic pain, disability or other mental or physical problems requiring long-term 

care1. Additionally, older people are more likely to experience significant life events such as 

bereavement or decline in socioeconomic status with retirement. The combination of these factors can 

lead to social isolation, and therefore loneliness and psychological distress. In some studies, prevalence 

and incidence of depression in the elderly is particularly high in medical settings, including residential 

care or nursing homes5,8. This may relate to both the higher rates of physical health conditions in these 

settings, as well as loss of high quality social and/or community interactions. 

The relationship between loneliness, social isolation, and depression is of major importance in the 

UK, with increasing numbers of older adults living alone or otherwise lacking regular social 

interaction13. Overall, depression has been consistently associated with loneliness and social isolation 

in older adults, while sustained social engagement may be protective14-17. 

Given the significant burden of LLD, in terms of both morbidity and financial costs, there is an 

urgent need to address this issue. The unique challenges presented by LLD also offer a number of 

potential avenues for intervention, by tailoring treatments to the specific needs of the elderly. This paper 

will further examine key elements of LLD and its relationships with social isolation, physical 

impairment and dementia in the form of Alzheimer’s disease. Additionally, we seek to identify feasible 

avenues for efficacious and cost-effective interventions, at both individual and population-wide levels. 
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2. Loneliness and social isolation in old age 

 
There are important differences between loneliness and social isolation, and the difference could 

be said to be psychological18. Social isolation refers to the objective number and frequency of social 

interactions, including a small social network, lack of social relationships, low levels of participation in 

social or community activities18, living alone, and/or lacking availability of social support from others19. 

Loneliness is the subjective experience of the objective social engagement19, such that living alone or 

having few social contacts does not automatically create a sense of perceived loneliness without the 

psychological impact16. This difference is important in deciphering the causal pathways through which 

depression can result from social isolation or loneliness.  

2.1 Loneliness, social isolation, and the elderly 

Loneliness and social isolation are becoming important problems in the UK. Factors such as 

divorce and the migration of relatives and friends have become more common, and rising life 

expectancy is increasing rates of disability, increasing the likelihood of reduced social networks and 

contact.  Indeed, an estimated 2 million people in England over the age of 75 live alone, and more than 

1 million reported going for over a month without speaking to a friend, neighbour, or family member20. 

In addition, almost a quarter of people aged over 65 do not go out socially at least once a month20. An 

ONS UK survey found that social isolation can lead to feelings of loneliness, which become 

increasingly common with age: over a third of those aged over 52 expressed feeling lonely some of the 

time or often, and this rose to over 45% for those aged over 8021. Other studies have since supplemented 

the evidence of an increased risk of loneliness with older age22. 

There are several risk factors that can increase the vulnerability of the elderly to loneliness, 

including living alone or in a residential home, bereavement and widowhood, an inability or lack of 

opportunity, and/or poor health and functional status16,18,22. For instance, poor health has been associated 

with lower participation in organised social activity for nursing home residents23, and reduced social 

activity combined with functional impairments in older adults was associated with higher levels of 

depressive symptoms24. In particular, a meta-analysis conducted by Cole et al. found that bereavement 

was the most significant risk factor for depression in adults aged over 50, more than tripling the risk of 

depression, even compared to prior depressive symptoms25. Such adverse life events can also increase 

the need for social support, causing the personal impact of social isolation to be greater compared to 

younger groups experiencing the same level of social engagement but without these other risk factors19. 

Importantly, in addition to functional disability, loneliness was identified as a risk factor with the most 

potential for improvement in depressive outcomes amongst elderly groups26. 

2.2 Social isolation, loneliness, and depression. 

Social isolation is known to have a link with the occurrence of depression in the elderly15,27, 

with a health risk comparable to factors such as smoking and obesity28. Conversely, social contact 

appears to have a key protective role against risk factors for depression by encouraging positive self-

perception and a greater sense of control and independence29.  

However, when social isolation and subjective loneliness are analysed as independent variables, 

the relationship between objective social disconnectedness and poor mental health is primarily mediated 

through subjective loneliness16,19. Furthermore, relationships with friends and community members 

seem to be more important in determining perceived loneliness than interactions with family, since they 

represented greater choice and autonomy over social engagement. Since older age tends to be associated 

with loss of friendship and community networks, advancing age can confer a particular risk of 
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loneliness. Importantly, subjective feelings of loneliness was identified as one of the three main risk 

factors for the development of depression in older adults across one three year study30, and had a 

significant positive correlation with the level of self-reported depressive symptoms in a cross-sectional 

study16. These relationships may start at younger ages: in the US, subjective reports of poor social 

support and quality of social relationships was associated with up to double the risk of depression 

between the lowest and highest quality levels across a wide range of ages, and continued to be a 

predictor of future risk up to 10 years later 31. The study accounted for numerous potential confounders, 

providing evidence for a potential causal relationship31.  

2.3 Feedback cycles 

Social isolation and loneliness may represent both a causal factor and an outcome of depression, 

leading to feedback loops. Individuals suffering from depression, compared to non-depressed 

individuals, tend to exhibit social skill deficits and are more likely to perceive negative outcomes from 

social activities and follow up social engagement with a series of self-critical though processes24. This 

can lead to a decline in the frequency of active social engagement, further reducing opportunities for 

positive social interactions and maintaining and intensifying depressive symptoms24. Amongst elderly 

groups in particular, functional and cognitive limitations may create perceived threats to personal and 

social competence. This may lead to the formation of both physical and mental barriers to social 

engagement and increased reason to engage in negative cognitions that can increase vulnerability to 

depression24. 

This highlights the key role of health promotion strategies in breaking these cycles. For 

example, focusing on increasing motivation and ability for social interaction amongst those already 

exhibiting depressive symptoms, and in targeting resources towards prevention for elderly groups in 

general to avoid the onset of these feedback cycles. 

2.4 Community and residential care homes 

The relationship between social isolation, loneliness, and depression is relevant in both 

communities and health settings. In particular although admission to a residential home can result in a 

greater frequency of objective social contact for an elderly individual, it can lead to low quality of 

engagements. In one study, admission to a nursing home led to self-reported contact with friends and 

family being reduced by around half, and signified a loss of proximity to social networks, local 

communities, and previous engagement in community or social activities32. This was linked to a 

reduction in an individual’s sense of control and autonomy, creating risk factors for depression32. 

Indeed, depression amongst nursing home residents in the Netherlands was found to be particularly 

high33, demonstrating that a high frequency of low quality social contact alone cannot ameliorate the 

risk factors for depression in older age. Structural issues such as a high turnover of staff, and reliance 

on casually or temporally employed staff, can reduce the extent to which residents are able to form 

meaningful relationships with staff, whilst interactions between staff and residents tend to be 

predominantly task-orientated in nature34. Indeed, relationships with care workers can be central in the 

quality of life for elderly people34. 

2.5 Policy and health promotion implications 

It is likely that there are substantial population-level benefits to recognising the critical role that 

social relationships and networks can play in the medical care of relationships, and thus, health services 

needs to also provide resources that enable individuals to improve the objective and perceived quality 

of social relationships32. Furthermore, social connectedness within social and community activities may 

play a role in preventative healthcare, since it can buffer the impact of stress and adverse life events19, 

and other risk factors of depression33 in both objective and subjective measures. This can also improve 

general quality of life, since individuals with lower perceived loneliness tend to also have more active 
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coping strategies, greater self-esteem, and a greater sense of control34. This might include inquiring 

about perceived social relationships as part of appointments, services, or treatments for other conditions, 

as a key indicator for potential risk of depression in patients32, and thus a means of targeting preventative 

resources. Overall, since loneliness is such a complex subjective experience, often with complex causes, 

interventions must take into account such situational and individual factors21. 

The presence of many risk factors for loneliness specific to old age highlights potential avenues 

for intervention that are tailored to the specific needs of the elderly. Over half of older adults with 

depression experience their first onset in later life35, and in one community-based study, the increase in 

depressive symptoms with advancing age amongst those aged 75 and over was primarily attributable to 

age-related changes in risk factors. Therefore, there needs to be more focus on prevention efforts at 

these older ages. Indeed, evidence suggests that when evidence-based psychological therapies are 

combined with treatments that use community resources to address the practical problems faced by 

elderly individuals, there is a greater positive impact on depressive outcomes compared to using either 

approach in isolation36. 

A more generalized strategy may include forms of psycho-, cognitive, and behavioural therapy 

that tackle emotional and cognitive perceptions about social and inter-personal relationships; these are 

effective in targeting behavioural and social engagement problems31, as well as acute and long-term 

depression37, particularly in patients experiencing high levels of loneliness38. This can be tailored to 

elderly groups. In particular, since these programmes cannot physically prevent many risk factors 

arising in older age, they may benefit from enabling older adults to better adapt to common lifestyle 

changes. Accessibility of treatment is also important24, and requires a consideration of treatment within 

the home and accessing those with physical disability or cognitive impairment, often the most at risk 

individuals18. Furthermore, these programmes also need to be supplemented with those that increase 

the opportunity and accessibility of social engagement amongst elderly communities, as well as 

combating common stereotypes about ageing and social engagement24. 

To illustrate this, befriending schemes have been found to be one of the most effective services 

for combating both social isolation and perceived loneliness, particularly in combination with other 

programmes20. Through these schemes, volunteers or employees visit elderly individuals within their 

homes or at community venues, provide social, emotional, and practical support. In another strategy, a 

10-year review of a telephone support programme for older adults found that suicide rates were lower 

than expected, suggesting a reduction in severe depression in relation to the programme39. In the US 

and Canada, ‘gatekeeper’ programmes have been effective – people such as postal or delivery workers 

were identified to be well placed at noticing older people at risk, who can then be linked with appropriate 

support services40. 

Interventions tailored to risk factors associated with admission to a residential care home might 

include the organisation of family-orientated events and activities within residential units, and 

encouraging engagement with the wider community. Given the importance of relationships between 

care workers and residents, residential units should place greater emphasis on communication skills and 

developing relational and meaningful interactions34. Residential care homes also require a shift to an 

emphasis placed on quality of life indicators over quality of care18. 

It is clear that older adults require greater provision and access to services, support, and 

opportunities that enable them to build and maintain positive and high quality social relationships. Since 

‘the magnitude of effect is sizeable, the prevalence of poor quality social relationships is high, and the 

population – level morbidity of major depressive disorder is among the highest of any condition31, these 
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factors represent important targets for health and public health officials. Services need to be high quality 

and sustainable since patchy and unreliable access to a service can have a particularly negative effect20. 

There is a growing need for health and social care public services to provide greater support in funding, 

providing, and implementing these services to the elderly, which often over-rely on the voluntary or 

third sector. This is particularly pertinent since preventative services have the potential to reduce the 

burden on more costly health and social care services. 

3. Interactions between late-life depression and comorbid medical conditions 

 

Comorbidity is defined as the presence of more than one distinct condition in an individual1, which 

tends to be the norm, rather than the exception in later life. This is a consequence of the various changes 

(physiological, psychological and social) associated with ageing, and is connected with worse health 

outcomes, more complex clinical management, and increased health care costs; it should thus represent 

a priority to healthcare professionals and policy makers alike41. In recent years, our understanding of 

the complex, bidirectional relationship between LLD and comorbid health conditions has become well-

established in the literature. However, we are yet to see a conversion of this knowledge into any 

significant widespread healthcare reforms, which have the potential to both greatly improve health 

outcomes in the elderly population and achieve substantial financial savings in the middle to long-term. 

This chapter will consider the interrelationships between LLD and other comorbid medical conditions, 

their burdens to healthcare and the economy, and some core concepts which should guide the next steps 

in their management. 

3.1 How do comorbid medical conditions influence depression in older adults? 

Historically, medical illness has tended to mask symptoms of depression in older adults; in the 

1970s and 80s healthcare professionals considered negative mood and other now widely accepted 

hallmarks of clinical depression as an inconsequential adjunct to other medical conditions42. This 

established a precedent for the under-diagnosis and under-treatment of depression in older adults42. 

Whilst the understanding of LLD as a significant public health burden gained tract towards the end of 

the last century, the complex and intertwined presentation of symptoms of LLD and comorbid medical 

conditions means depression in the elderly remains underdiagnosed and undertreated24. Under-

treatment of depression leads to a reduced quality of life, ability to self-care and social interaction, as 

well as increase health care use12,43,44. Consequently, there is an urgent need for more precise and 

thorough diagnostic procedures (focussing on differential symptomatic presentation) if we are to fully 

understand the true burden of LLD and better manage its consequences. 

Rates of depression are significantly higher in individuals with other medical conditions than 

those with no comorbidity24. In particular, stroke, chronic obstructive pulmonary disease (COPD), 

cardiac disease and diabetes are associated with particularly high incidences of depression45-47. For 

example, approximately 20-25% of patients with cardiac diseases also have a diagnosis of major 

depressive disorder (MDD), with a further 20-25% experiencing depressive symptoms but below the 

diagnosis threshold48. Comorbid depression in cardiovascular disease (CVD) is associated with higher 

rates of rehospitalisation, disability and mortality, and a slower recovery and increased healthcare 

costs49. The mechanisms underpinning the connection between heart disease and depression remain 

unclear; suggestions include shared genetic predispositions, poor adherence to treatment and lifestyle 

recommendation, and dysfunction in bodily systems thought to play a role in the pathologies of both 

depression and CVD46. The high incidence of CVD in the elderly population and its high rates of 

comorbid depression (both diagnosed and subthreshold) represents a significant public health burden; 

tackling this threat promises to improve both quality of life and healthcare expenditure. 
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As well as the putative biological factors linking medical conditions to the emergence of 

comorbid depression, experiences related to these conditions can precipitate a depressive reaction in 

patients50-52 . Such experiences include disability -and by extension, reduced social interaction-, chronic 

pain, sensory loss and the demands and stress associated with managing the condition). Furthermore, 

accompanying medications (including commonly prescribed agents such as β-blockers, calcium 

antagonists and benzodiazepines) used to treat comorbid conditions can contribute to the emergence of 

depression and complicate treatment of the latter24. 

3.2 How does depression influence comorbid medical conditions in older adults? 

Depression can worsen the prognosis of comorbid illnesses.  For example, appetite disturbance 

secondary to depression is a key cause of weight loss in older adults, contributing to failure to thrive8.  

Furthermore, depression can increase the severity of physical disability and the attendant reduction in 

motivation contributes to poor adherence to both drug regimens and rehabilitation programmes. These 

factors, alongside an accompanying increase in self-neglect and social isolation, establish a vicious 

cycle that ultimately leads to increased health costs24,53. 

Whilst we remain uncertain of the causal biological mechanisms responsible for some of the 

interrelationships between depression and comorbid medical conditions, their existence underscores the 

importance of adequate and timely treatment of depression to minimise adverse effects on these 

comorbid conditions. 

3.3 Policy and health promotion implications 

It is apparent from the evidence presented herein that the interaction between depression and 

comorbid medical illnesses in older adults is bidirectional and self-perpetuating, whereby physical 

illness increases susceptibility to depression, and depression worsens prognosis of the comorbid 

condition. 

Depression in older adults is distinct from depression in young adults with respect to various 

factors (aetiology, presentation, prognosis, protective factors, etc24) and the common occurrence of 

comorbid medical conditions is a key distinguishing factor. These differences emphasise the need for a 

bespoke approach to managing LLD. Whilst ‘across the board’ approaches to healthcare may appear 

superficially economical, carefully planned and specific approaches can often yield positive health and 

financial returns. 

Effective psychological and drug treatments exist for the treatment of depression in older adults, 

but in order to improve health incomes and cost savings, efforts must be made to 1) improve diagnosis 

of depression to prevent under-treatment and its consequences, and 2) integrate depression diagnostic 

screening and treatment into commonplace treatment of medical illness in older adults. 

In structuring a programme for diagnosing LLD in older patients with physical illnesses, we 

should look to analogous systems, such as ‘Depression Care for People with Cancer’ (DCPC). MDD is 

a common complication of cancer, yet its treatment remains inadequate because of difficulties in 1) 

identifying those patients suffering from comorbid depression and 2) ensuring these patients are treated 

effectively. The DCPC model involves a screening programme with a linked treatment programme and 

has been shown in several multi-centre randomised control trials to achieve better patient outcomes in 

a cost-effective manner. There is potential for the design of a similar model specific to the elderly, 

where older adults presenting with a physical illness deemed to be at significant risk of comorbid 

depression should undergo mandatory depression screening, with a subsequent accessible treatment link 

available as part of collaborative care delivery. A recent report from the Independent Cancer Taskforce 

(“Achieving World-Class Cancer Outcomes: a Strategy for England 2015-2020”) recommends an 
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integrated approach to comorbid MDD and cancer, illustrating the impressive policy tractability of this 

healthcare approach54. 

Momentum for the integration of physical and mental health services continues to grow, a 

consequence of an increasing understanding of the coexistence of mental and physical illness55 and of 

an ever-expanding body evidence demonstrating poorer patient outcomes and greater care costs when 

comorbid mental illnesses are concerned56. In early 2016, a King’s Fund report (“Bringing Together 

Physical and Mental Health: A New Frontier for Integrated Care” 57) discusses the case for integration 

of mental and physical health services, which had been championed previously by the NHS Five Year 

Forward View in 2014. Integration of different aspects of the NHS (for example, primary and secondary 

care) has been in the pipeline for a while, but this was the first time real impetus for integration between 

mental and physical health services had been put across. Emphasis is placed on the importance of 

tackling cultural mind-sets that reinforce division, the integration of organisational and payment 

services, and the need for strong leadership and willingness at both a clinical and board level58. The 

challenge is immense, but an innovative and engaged approach has the potential to finally offer an 

integrated NHS which is beneficial for health outcomes and the economy alike57.  

4. Depression and Alzheimer’s disease 

  

            Alzheimer’s disease (AD) is an age associated form of dementia (the leading cause of death in 

England and Wales in 201559) that poses a rising threat to the aging world population60-62. Therefore, it 

is essential to give a more in-depth appreciation of AD and depression as comorbidities in old age.  

Dementia and depression are both heterogeneous in nature63,64, which means they often present 

themselves as syndromes rather than well-defined disorders65. Both syndromes share common features 

(even leading to occasional misdiagnoses of depression with cognitive impairment, termed 

pseudodementia66). This leads to exclusion of depressed patients in dementia studies and vice versa, 

resulting in a lack of co-occurrence studies67. Since AD is the predominant form of dementia in western 

societies, making up 50-70% of all cases64,68, we decided to focus on studies looking at Depression and 

Alzheimer’s disease to help reduce this heterogeneity. As pure AD makes up roughly 43% of all cases, 

and is only diagnosed with 100% certainty after death, it is likely that a number of AD studies have 

considered individuals with mixed dementia63,69. Furthermore, mainly early AD and prodromal mild 

cognitive impairment (MCI) are of interest as late stage AD is accompanied by generalized degeneration 

of the brain, making direction of a correlation impossible to determine.  

In contrast to dementia, the heterogeneity between depressive syndromes is hardly reduced in 

the same way since diagnoses are always made in a more subjective neuropsychological fashion and 

there are currently no accepted diagnostic biological markers to stratify subtypes of depression70. 

 
In looking for causality, it is important to distinguish three possibilities which are generally 

considered and are not necessarily mutually exclusive. Depression may be: 

 A consequence of the patient being diagnosed with AD and now has the prospect of severe 

cognitive decline 

 An early sign of AD onset and therefore a symptom of the actual disease 

 An independent risk factor for the development of AD 

All of these options will be considered individually. 
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4.1 Depression as consequence of psychological burden after Alzheimer’s disease diagnosis 

Although depression is a frequent comorbidity of AD, with an occurrence of 17-51%71-73, no 

systematic studies have focussed on the psychological burden of AD diagnosis for the patient and 

evidence tends to be anecdotal. AD is lethal in 100% of cases, with a median survival rate of 5 years74; 

in this respect, depressive rates may be expected to be close to those seen in other terminal illnesses like 

cancer, where the rate of depression lies between 4-17%75,76. However, this may not be completely 

translational, as the prospect of cognitive decline from a relatively healthy state of mind is a distinct 

characteristic. Furthermore, the fact that depression has been viewed as both a risk factor and early 

symptom of AD will always be a major confounder in providing answers to this question. 

4.2 Depression as a symptom of early Alzheimer’s disease  

The reason for viewing depression as a prodromal sign of AD77 comes mainly from the temporal 

overlap between LLD  (45-65 years of age) and the earliest clinical diagnosis of sporadic AD (>65 years 

of age) (for a comprehensive overview see Panza at al78). Strikingly, a study by Steffens et al.79 

demonstrated that the risk for AD declines when the interval between depression and disease onset 

widens above 2 years. Within these two years (a period where various early onset signs develop), the 

correlation between depression and AD onset is strikingly increased and is therefore suggestive of 

depression as a prodromal symptom of the disease.  

 

4.3 Depression as a risk factor for the development Alzheimer’s disease  

 Although there seems to be an increased risk of developing dementia when an individual has 

suffered from depressive episodes –independent of their genetic risk80-, there appears to be more to the 

story than just a one-way interaction.  

 

A meta-analysis conducted by A.F. Jorm77 of 5 studies in 2001 found that the relative risk for 

dementia (AD) onset is 2.01 or 1.87 dependent on the employed study design. These numbers were 

later replicated by Ownby et al.81. A much larger meta-analysis conducted in 2013 by Diniz et al.82 

made a considerably clearer distinction between dementia subtypes and found that people who suffered 

from late-age depression were 1.67 times more likely to develop AD than unaffected individuals. 

 

Interestingly, two studies by Alexopoulos et al.35 and Kral et al.83 showed independently that 

development of AD is most likely when a patient suffered from cognitive impairment during depressive 

episodes (in the form of previously mentioned pseudodementia). This indicates that a person may 

already have to be at an increased risk (by a potential third factor) to develop AD following a depressive 

episode. In this case depression in old age could be viewed as a red flag indicating that someone may 

need more rigorous monitoring for AD development. 

 

4.4 Policy and health promotion implications 

Although the exact mechanism by which depression may contribute to AD remains elusive, 

D.E. Barnes calculated the population attributable risk (PAR) and potential reduced number of AD 

cases by ameliorating the depressed state of AD diagnosed individuals84. She found that more than 10% 

of all AD cases were attributed to depression and that a reduction of LLD rates by 25% could lead to a 

reduction of more than 800,000 AD cases worldwide. 

 

Taken together, these data indicate that treating depression may have a significant impact not 

only on the well-being of the elderly, but that it may also ameliorate their risk of AD-related cognitive 

decline85. 
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5. Conclusion 

 

This review has highlighted the importance of a holistic approach to tackling depression in the 

elderly. The interactions between cognitive, physical, psychological, and social faculties in old age are 

highly complex and require further research to explore their complexities. However, acknowledging the 

interactions explored within the current evidence base can enable UK policies and approaches to have 

greater impact on tackling these issues.  

Figure 1 provides a summary of the reviewed interactions between aging and depression and 

highlights the interactions that are found at various levels. It highlights how various aspects of ageing 

can induce a vicious cycle for an individual and may affect faculties across many domains. 

 

Figure 1| Interactions between old age and depression. Although depression rarely appears to be a causal factor in age-

related disability, it has been well documented to trigger and/or aggravate age-related mental and physical decline. Therefore, 

depression is a central factor in the development of age related disorders and should be considered as a pivotal engagement 

point for shaping policy around elderly care. 

When directing policy, it is important to understand that there is no typical type of older person: 

many continue to live a socially active and engaging life, and the objective extent of their social activity 

is not uniformly related to their experiences of loneliness. Thus, in the full consideration of the mental 

health challenges faced by an ageing population, it is important to take a nuanced approach and consider 

the multitude of factors relevant at older age, both for physical and mental health. Despite the potential 

for higher initial costs, a tailored approach will result in a higher overall efficacy, thereby keeping 

people healthy and productive for longer. This sustainability is ultimately what is needed in a future 

where the amount of people over 65 estimated to be larger than people under 1686. 

This review proposes community-based schemes such as the befriending and gatekeeper examples 

explored in other areas in order to improve high quality social and community interactions to reduce 

risk of depression, as well as providing an environment where the elderly as less isolated and can be 

identified if at risk of both mental or physical conditions. This increased social control and identification 
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of risk factors amongst these groups is important in tackling the under-diagnosis and under-treatment 

of mental illness within these groups, improving reach of cognitive behavioural therapies and lifestyle 

changes. Organizing community based activities is also crucial in this plan of action, as it gives people 

an extra incentive to socialize within their community. Physical proximity is not to be underestimated 

in light of age-related immobility, therefore we propose that projects are funded locally and are 

budgeted by local councils. 

We further propose that the government should be stimulated to arrange active screening 

programmes comparable to the DCPC in cancer treatment. These preventive measures will allow 

society to tackle problems early on and estimated to reduce healthcare cost in the long-term. Integrated 

healthcare is pivotal in this matter as screening programmes for physical illness often neglect screening 

for commonly found mental comorbidities which have been well-documented in scientific literature. 

Finally, our research implies that in order for the UK to be the world-leading authority in dementia 

care - as was claimed early last year in the Prime Minister’s ‘Challenge on Dementia 2020’87 - it is 

essential that we tackle depression in the elderly, drawing on some of the policies suggested herein. 
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