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[bookmark: _Toc233382132]Definition and focus of Alzheimer’s disease
According to the World Health Organization (WHO), Alzheimer’s disease is a gradual neurodegenerative disorder that is marked by the gradual decline in cognitive functions, such as memory, thinking, language, and problem-solving skills (World Health Organization, 2025). Alzheimer’s disease is the chosen long-term condition for this information booklet. According to the National Health Service (NHS), the most prevalent cause of dementia in the UK is Alzheimer’s disease, which influences memory, thinking, communication, behaviour and the ability to cope with daily life (National Health Service, 2024b). Dementia is not a normal part of ageing, although the risk increases with age.
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Figure 1: Brain changes associated with Alzheimer’s disease. Sources: Knopman et al. (2021) and National Institute on Aging (2023).
Alzheimer’s disease is typically progressive, and can be linked to the progressive destruction of brain cells. Evaluation is also essential since depression, delirium, medicines, vascular disease, sensory impairment or mixed dementia pathology can also contribute to memory changes (Knopman et al., 2021; National Institute on Aging, 2023). 
[bookmark: _Toc233382133]Prevalence of Alzheimer’s disease
The worldwide burden is huge. According to WHO, it is estimated that 57 million individuals have dementia around the world in 2021, and nearly 10 million new cases occur each year (WHO, 2025). Alzheimer’s disease is estimated to account for 60 to 70% of dementia, implying that it is a significant contributor to the international health, social and family care requirements (WHO, 2025). Alzheimer’s Disease International (2024) also demonstrates that stigma and lack of understanding are also significant obstacles since most individuals still view dementia as an inevitable ageing process.
The UK has a huge burden as well. According to Dementia Statistics Hub (2024), in 2024, it is estimated there were approximately 982,000 individuals living with dementia in the UK, and will increase to an estimate of 1.4 million by 2040. According to the Office for National Statistics (ONS), England and Wales experienced 68,273 deaths in 2024 due to dementia and Alzheimer’s disease, which was the most common cause of death and accounted for 12.1% of all registered deaths (Office for National Statistics, 2025). In February 2026, the 510,339 individuals with dementia were recorded by NHS Digital in England and the proportion among individuals aged 65 and above diagnosed at 66.1% (NHS Digital, 2026).
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Figure 2: Key statistics for dementia and Alzheimer’s disease. Sources: WHO (2025), Dementia Statistics Hub (2024), NHS Digital (2026), ONS (2025) and Alzheimer’s Society (2024a).

These are critical figures that need to be interpreted. Better detected findings can be captured as higher rates, and under-detected need amongst those with symptoms who lack access to care and therefore cannot get an assessment, language support or specialist aid. According to Alzheimer’s Society (2024a), in 2024, dementia cost the UK approximately £42 billion and it could increase to approximately £90 billion by the year 2040. 
[bookmark: _Toc233382134]Symptoms and signs of Alzheimer’s disease
Symptoms at the early stage can be described as a recent loss of memory, repetition of questions, inability to find words, forgetting the whereabouts of certain objects, loss of confidence in decision-making and withdrawal to older activities. According to the National Institute for Health and Care Excellence (NICE), further symptoms would manifest themselves later, such as not knowing what time it is or where to be, agitation, sleep disruption, hallucinations, appetite loss, problems with swallowing, loss of control, continence, and increasing reliance on others (NHS, 2024b; NICE, 2018). An acute alteration is to be considered differently than a slow one as per the delirium, infection, pain, dehydration/side effects of medicines need acute evaluation (Friis et al., 2016; NICE, 2018).
[bookmark: _Toc233382135]Risk factors of Alzheimer’s disease
The aetiology of Alzheimer’s disease is a multi-factorial one. Increasing age, family history, genetic susceptibility apolipoprotein E epsilon 4 (APOE-e4), are non-modifiable factors that may manifest themselves earlier in life due to rare inherited forms (Knopman et al., 2021; National Institute on Aging, 2023). All these are predisposing factors but not entirely determinant on whether an individual will develop Alzheimer’s disease and hence deterministic language will not be appropriate when informing risk to service users and families.
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Figure 3: Non-modifiable risk factors. Sources: Knopman et al. (2021), National Institute on Aging (2023) and Livingston et al. (2024).

The modifiable risk variables relate Alzheimer’s disease with the broader public health practice. The 2024 Lancet Commission establishes 14 potentially modifiable dementia risk factors and approximates about 45 percent of dementia would either be delayed or avert provided this risk factors were meticulously managed throughout the life span (Livingston et al., 2024). They contain lowered education, hearing damage, high levels of low-density lipoprotein (LDL) cholesterol, depression, brain injury, lack of physical activity, diabetes, smoking, high blood pressure, obesity, detrimental alcoholic beverage consumption, social segregation, air pollutants and unchecked vision loss. Mid- life interventions, like blood pressure control, exercise, smoking cessation and sensory impairment support are also stressed by the National Institute for Health and Care Excellence (NICE) (NICE, 2015).
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Figure 4: Modifiable dementia risk factors across the life course. Sources: Livingston et al. (2024), NICE (2015) and WHO (2019).

Advice on risk reduction ought to be positive moderation, as opposed to accusatory. Income, education, housing, safe environments, social connection, access to healthcare and hearing or vision aid, are among the many risks influencing them. Hence, it is not a sole matter of prevention. It is a population-level obligation, as well, which involves the availability of services, dementia-friendly communities and policies to minimise inequalities (Livingston et al., 2024; WHO, 2019).
[bookmark: _Toc233382136]Impact of the condition
Physical impact on individuals
The physical impact of Alzheimer’s disease increases as cognition, judgement and executive function decline. Individuals can have difficulties with cooking, washing, dressing, walking safely, eating, drinking, taking medicines and identifying pain or sickness. Difficulty with memory and orientation may lead to increase the risk of missed appointment, dehydration, malnutrition, drug errors, and falls and unnecessary hospitalisation. According to NICE, specific attention to pain, sleep, mobility, nutrition, hydration, continence, oral health, sensory impairment, and medicines should be performed regularly (NICE, 2018).
Psychological impact on individuals
The psychological impact may include fear, grief, anger, embarrassment, anxiety, depression and loss of control. The psychological and behavioural symptoms Agitation, distress, apathy, wandering and sleep disruption must be interpreted with great caution due to possible underlying causes of the behaviour being unmet needs, pain, boredom, environmental stress, or communication problems and are not always deliberate. Kales, Gitlin and Lyketsos (2015) believe that an evaluation must find triggers and unmet demands prior to being dependent on the medication that sedates them. This is consistent with NICE recommendations that advise psychosocial and environmental interventions as the initial treatment options (NICE, 2018).
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Figure 5: Psychological and mental health impacts associated with Alzheimer’s disease. Sources: Kales, Gitlin and Lyketsos (2015) and NICE (2018).
Social impact on individuals
The social influence is great, as well. Alzheimer’s disease may decrease autonomy in work, driving, pursuits, friendships, community involvement and decision-making. The stigma might also postpone the help-seeking, as individuals are afraid of the judgement, the loss of autonomy or appearing to be a liability. The availability of transport, inclusive communication and voluntary sector support, and community friendliness toward dementia can assist in the process of keeping people connected with each other and can mitigate crisis-driven use of health and social care provision (Department of Health, 2015; Buckner et al., 2019; WHO, 2017).
Wider impact on families and carers
Experience of parallel long-term burden by families and carers is common. They can make appointments (or other arrangements), finances, medicines, meals, personal care, safety choices and emotional support. Brodaty and Donkin (2009) demonstrate that needs are relentless and fluctuate, and dementia caregiving is a burden. Pinquart and Sorensen (2003) reported that, poorer psychological and physical health were observed among carers than non-carers. Basic assessment of carers, training and respite are thus key to safe Alzheimer support as opposed to a family friendly add-on (Care Act 2014; NICE, 2018).
[bookmark: _Toc233382137]Treatment and support
Assessment and diagnosis through the National Health Service (NHS)
Evaluation typically starts with a general practitioner (GP) in the instances that memory, language, behaviour or daily functioning changes are chronic. The GP can also take a history of the individual and a close associate, do cognitive screening, view medicines, schedule a blood test and depressive and delirious illness and pain as well as dehydration or other reversible causes. In case of the suspected dementia, a memory assessment service may be referred to in order to evaluate the cognitive assessment in more detail, as well as brain imaging in case of necessity (NHS, 2024a; NICE, 2018). Diagnosis is important as it can be treated sooner, a good practical plan is created, social care filled and people who help carers can initiate treatment at an earlier stage (NHS, 2024b).
Evidence-based medicines and specialist treatment
Alzheimer’s disease has no regular treatment; however, some individuals can have the symptoms assuaged with drugs. NICE suggests the following acetylcholinesterase inhibitors like donepezil, rivastigmine and galantamine to treat mild to moderate Alzheimer’s disease and memantine may be used in moderate disease cases where the aforementioned medicines are not tolerated or severe Alzheimer’s disease (NICE, 2018). Medicines are also supposed to be reviewed regularly due to a shift in both their balance between beneficial and harmful effects with progressing the condition (NICE, 2018).
The evidence-based treatment should take into account the affordability, eligibility, and safety as well, which is demonstrated by new disease-modifying drugs. Lecanemab and donanemab were licensed by the Medicines and Healthcare products Regulatory Agency (MHRA). These are used as a selective intervention in early Alzheimer’s disease in adults but these drugs necessitate specialist evaluation and monitoring due to their potential harmfulness, such as amyloid-related imaging abnormalities (Medicines and Healthcare products Regulatory Agency, 2024a; Medicines and Healthcare products Regulatory Agency, 2024b). Decisions made by NICE appraisals thus play a significant role in access within the NHS in that a licensed treatment might not be regularly suggested to be funded by the NHS where the clinical benefit, cost effectiveness or service implication of the treatment is not deemed satisfactory (NICE, 2025a; NICE, 2025b).
Non-pharmacological support and long-term care
The importance of non-pharmacological support is equally important as the one of medication as Alzheimer’s disease concerns the entire person. Group cognitive stimulation therapy (CST) is an intervention that should be provided to individuals with mild to moderate dementia as it has the potential to help them with cognition, communication and quality of life (NICE, 2018; Spector et al., 2003; Woods et al., 2023). Other meaningful activities, communication aid, education and advance care planning of a carer can also be included in the practical support. This interdisciplinary stance outweighs an exclusive approach that is centred on medicines since it addresses the physical, psychological, social and family needs (NICE, 2018).
Care coordination and carer support
The coordination of long-term support is possible due to the alteration of Alzheimer’s disease as time progresses and often a combination of several services is offered. An effective plan must have an identified set of contacts, medicines, review dates, social care plans, roles of the carers, how they want to be approached in the future and who they prefer to ask in case of crisis. Families should also be given very specific advice of benefits, legal planning, driving, home safety and respite options. NICE encourages inclusion of the carers where necessary and Care Act 2014 promotes formal assessment of care needs and needs of the carers (Care Act 2014; NICE, 2018).
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Figure 6: Typical NHS assessment, treatment and support pathway. Sources: NHS (2024a), NHS (2024b), NICE (2018), Spector et al. (2003) and Woods et al. (2023).
[bookmark: _Toc233382138]Models
UK model: House of Care Model
The UK House of Care Model fits well in the case of Alzheimer’s disease as it conceptualises long-term condition care as a collaboration and not a collection of few individual meetings. According to the British Heart Foundation (BHF), the model facilitates a care and support planning model of individuals living with long-term conditions (British Heart Foundation, 2024). Its four key elements are engaged and informed people and carers, professionals committed to partnership working, organisational processes, and commissioning or provider support. All these factors provide a platform of a two-way discussion on what matters to the individual (Coulter et al., 2016; The Health Foundation, 2014).
The House of Care Model is applicable to Alzheimer’s disease as it is effective in correlating clinical review with individual aspirations, family roles, risk planning, and community resources. As an example, it is not enough to appoint and visit to check memory scores or medicines. It is also called to talk about the home safety, nutrition, mood, social, contact, carer stress, crisis, plans and end-of-life preferences when suitable. One of the constraints is that the model is time-based as it requires staff training and the availability of local services. 
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Figure 7: House of Care Model showing the four key elements for personalised long-term condition support. Sources: Coulter et al. (2016), British Heart Foundation (2024) and The Health Foundation (2014).


International model: Chronic Care Model
International Chronic Care Model has a broader perspective of the system in relation to the management of Alzheimer’s disease. Wagner et al. (2001) have suggested six core elements which include: community resources and policies, health system organisation, self-management support, delivery system design, decision support and clinical information system. Coleman et al. (2009) believe that this model assists services to shift reactive acute care to planned and proactive, and population-based long-term condition management.
The Chronic Care Model is applicable in Alzheimer’s disease in the sense that effective results demand trained workers, knowledgeable households, scheduled assessments, exchanged information and connections with the neighbourhood. The model is also faulty as this demonstrates that self-management will have to be adapted. Individuals with Alzheimer’s disease might require collective self-management via family, technology and expert assistance as opposed to self-management being imposed (Hellqvist, 2021; NICE, 2018). 
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Figure 8: Chronic Care Model showing the six core elements of planned long-term condition care. Sources: Wagner et al. (2001) and Coleman et al. (2009).
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National policy implementation and diagnosis targets
Dementia-friendly communities, research investment and improved support have been encouraged by national policy as well as earlier diagnosis and diagnosis. The Prime Minister’s Challenge on Dementia 2020 focused on raising awareness, diagnosing promptly, enhancing services and including communities (Department of Health, 2015). Dementia is also defined as a global health priority in the action plan by the WHO, in which there is a need to reduce risks, diagnose, care, support carers, research and information systems (WHO, 2017). In England, the NHS policy still monitors recovery at the end of the pandemic in diagnoses; however, the rates of recorded diagnoses are still almost at the national ambition and not at least higher than expected (NHS England, 2024; NHS Digital, 2026). This is that instead of gauging progress in terms of national strategies, access, waiting times, post-diagnosis and carer outcomes should be considered.
Local implementation through integrated care systems
The implementation in the region involves local authorities, memory service, local authorities working in collaboration with GP practices, social care service and voluntary organisations. This bill is significant since it imposes responsibilities on the local authorities with regards to needs assessment, carer assessment and safeguarding. The Mental Capacity Act 2005 also takes centre-stage since the professionals should assume the presence of capacity. All of these legal obligations directly apply to the Alzheimer’s disease since the concepts of capacity, risk and support needs vary with time changes (Mental Capacity Act 2005; Care Act 2014; NICE, 2018). Practically, implementation would be most effective with a linkage between memory assessment, primary care review, social care, safeguarding and voluntary sector advice and support to the carers as opposed to services being isolated and separate.
Equity, access and service gaps
A gap between local reality and the ambition of the nation is also a major policy problem. Individuals residing alone, minority ethnic groups, rural families, low-income families and individuals with sensory, digital or language constraints can experience a delayed diagnosis and poor post-diagnostic care. Measurable outcomes such as the waiting times in memory clinics, the number of carers who have undergone assessment, crisis management, preventing unnecessary hospitalisation, access to social care, the quality protection of life and palliative care must therefore be used to judge the local dementia strategies (Alzheimer’s Society, 2024b; NICE, 2018; WHO, 2017).


[bookmark: _Toc233382140]Recommendations
Person-centred care
The early recognition and timely diagnosis should be reinforced through services. The general public information must provide an explanation that if there exists a consistent fluctuation of memory, language, judging, mood, orientation or daily functions then this should be communicated to GP whereas the sudden cases of confusion should be regarded as an emergency since there is the possibility of delirium (NHS, 2024a; NICE, 2018). Following diagnosis, any individual must be provided with a written post-diagnostic support plan that encompasses diagnosis, medicines, non-pharmacological support, social care, carer roles, risk planning, crisis contacts and review dates. 
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Figure 9: Person-centred care and supported self-management strategies for Alzheimer’s disease. Sources: Kitwood (1997), Coulter et al. (2015), Hellqvist (2021), NICE (2018) and WHO (2019).
Culture, communication, health literacy and personal identity should also be covered by person-centred care. Individuals with Alzheimer’s disease might require information in straightforward language, written summaries, interpreters, visual cues and time to engage trusted family members or carers. The person-centred approach by Kitwood is applicable in that as it asks services to consider the history, relationships, preferences and strengths of the person and not just the cognitive decline (Kitwood, 1997; NICE, 2018). 
Supported self-management
Maintaining self-management should be on a practical and realistic level. Social routines encompass social groups and sleep routines are among the early-stage support, since labelled cupboards, calendars, medication aids, safe cooking routines, regular activity, healthy eating, social groups and sleep routines aid in the support. However, the self-management of Alzheimer’s disease should be collective other than subjective since there is gradual degrading memory and executive functioning. The support system usually involves families, technology and professionals, and thus services must involve teaching the carers how to promote independence without predisposing excessively or deprive the person of their dignity (Hellqvist, 2021; NICE, 2018; WHO, 2019).
End-of-life care and safeguarding
End-of-life care and protection must be brought up, prior to crisis. Advanced Alzheimer’s disease may involve severe communication difficulties, immobility, swallowing problems, infections, weight loss and increasing dependence. Comfort, dignity, pain management assessment, mouth care, nutrition conversation, support and preferences regarding place of care ought to be regarded as the focal points of care (NICE, 2018; Royal College of Psychiatrists, 2018). Early implementation of advance care planning is recommended when the individual can still contribute to the decision making that relates to enduring power of attorney, advance statements and preferred care settings (Mental Capacity Act 2005; Alzheimer’s Society, 2024b). 
[bookmark: _Toc233382141]Closing summary
Alzheimer’s disease is a long-term progressive condition, which has significant impacts on the cognition, independence in daily living, emotional health, family life system and the broader health and social care. Diagnosis and medicines are not enough to manage it effectively. It requires an early identification, evidence-based intervention, psychosocial intervention, carer evaluation and person-centred care planning, coordinated service, safeguarding and end-of-life planning. Although Alzheimer’s disease cannot be treated in the NHS at present, clear information and early support can minimise unnecessary suffering and enable people to remain dignified.
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NHS Dementia Assessment, Treatment and Support Pathway @ﬂﬂa

A holistic approach combining diagnosis, medicines, psychosocial support, social care, and carer involvement
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Figure 3. Sources: NHS (20242), NHS (2024b), NICE (2018), Spector et a. (2003) and Woods et al. (2023).
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House of Care Model: four key elements

The four elements support a two-way care and support planning conversation
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Outcome aim: coordinated, proactive and person-centred long-term care
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Each Alzheimer’s patient is unique, so

it's important to understand their

specific symptomes, abilities, and preterences.
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such as puzles, music, or light exercise.
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