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improving effective care and prevention
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A growing aged population presents challenges for healthcare
professionals in terms of ensuring the right capacity and skills are
enshrined in training programmes, and that health services and
social care be organised and delivered in an age-appropriate
manner commensurate with need.1 The coexistence of mental and
physical illnesses, often with shared aetiologies or mutually reinfor-
cing pathophysiology, recommends better models of care that inte-
grate old age psychiatry, general medicine and neurology training
schemes and services.2

Depression in older age is associated with a higher mortality,
irrespective of country context.3 Briggs et al (pp. 230–236) suggest
that lower frontal lobe blood perfusion because of low blood pres-
sure is associated with depression in community resident older
people. Fancourt & Tymoszuk (pp. 225–229) approach the conun-
drum from quite a different perspective; they find that cultural
engagement, visiting museums for example, appears to protect
against depressive symptoms. Late-life depression shows high
rates of non-response to treatment. Sahaj Samadhi meditation was
expected to improve heart rate variability, a marker of cardiovascu-
lar health in late-life depression, in a trial run by Ionson et al
(pp. 218–224). They found that it had no effect on heart rate vari-
ability, but there was a reduction in depressive symptoms over
time. Depression is also a risk factor for self-harm and suicide,
but this is less researched in older populations who also have
other risk factors such as chronic pain and medical disabilities.
Troya et al (pp. 186–200) plead that we make use of the frequent
contact with health services to assess for self-harm, and that com-
munity-based models of research and prevention are also needed.

Population preventive models aim to stem the growing numbers
of older people living with dementia. The relationship between early
depressive and emotional symptoms and later dementia is the
subject of exciting but as yet equivocal implications for preven-
tion.4,5 Could population-based opportunities to improve depres-
sive symptoms also help reduce both depression and dementia
risk? For dementia, scientists still need a target stage, a coherent
model that can be applied at a population level, and appropriate

interventions that show promise.6,7 However, risk factors found at
the level of populations, for example, polygenic risk scores, do not
easily perform as screening criteria.8 Depressive symptoms may be a
useful marker for a critical period of intervention before the onset of
more significant cognitive impairment. The use of drug-based preven-
tion for dementia is also not currently supported by evidence.6,9

Dementia care is put under the microscope by Dooley et al
(pp. 213–217), who report that doctors, when offering diagnostic
information to patients with cognitive impairment, most often
make suggestions and assertions, and less often pronouncements
and offers of intervention. Despite this range, 80% of patients did
not clearly accept the advice, and were likely to resist suggestions.
The level of cognitive impairment in patients did not influence
the type of communication method chosen, and patient preferences
did not influence recommendations for use of medication. Delirium
is a common comorbidity found in dementia care, usually suggest-
ing more severe illness and poor physical health and a higher mor-
tality. Training staff to improve their knowledge of dementia and
delirium does not improve patient outcomes, although staff knowl-
edge appeared to improve a little (Abley et al, pp. 201–212)).
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