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[bookmark: _Toc225689824]Abstract
Dementia is a progressive neurological disorder, which frequently occurs in combination with other mental health issues, including depression and anxiety, which have a profound effect on the quality of life and outcomes of care. This dissertation is a critical assessment of the role that integrated mental health interventions play in the health and social care provisions of people living with dementia, especially the role of person-centred practice and interprofessional collaboration in terms of national policy frameworks. In this regard, the research will determine the level to which integrated approaches affect service delivery and take into account challenges and opportunities that are raised.
The secondary qualitative research design was implemented, which took the method of a systematic literature review. Academic databases (Publmed, CINAHL and ScienceDirect) were searched alongside policy repositories (NICE, NHS England and the World Health Organisation). The sources were selected based on a set of specified inclusion and exclusion criteria, which included sources published in 2016-2025. To analyze data, the thematic analysis was used, which enabled determining the key patterns throughout the literature.
Three themes were identified including interprofessional collaboration in integrated dementia and mental health care; barriers and facilitators to person-centred care delivery; and how national and international policy frameworks affect integrated practice. The results show that continuity of care, psychological support, and service coordination is better with effective interprofessional working. Nevertheless, certain unresolved obstacles to integrated care are workforce shortages, service fragmentation, and ineffective policy implementation. National frameworks, including NHS Long Term Plan and NICE NG97, were identified to offer good strategic guidance, yet it is still a challenge to see that such policy is translated into a consistent frontline practice.
The dissertation finds that although integrated mental health interventions have greatly enhanced the outcome of dementia care, more funding is needed in workforce development and community based services and a strong policy monitoring mechanism. It is suggested to improve interprofessional education and training, expand integrated services within the community, and enhance the process of policy implementation to achieve more accountability in future practice.
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[bookmark: _Toc216081219][bookmark: _Toc225689826]1.1 Introduction
Dementia is a progressive degenerative disorder of the nervous system that is marked by deterioration of the memory, cognitive abilities, emotional stability and day-to-day performance. It impacts about 944,000 individuals in the UK, and the number will go past one million by 2030 because of an ageing demographic (Alzheimer’s Society, 2023). The cognitive impairment and physical health needs have been the previous priorities in dementia care, yet it is becoming increasingly clear that individuals with dementia also have co-existent mental health problems that are commonly depression, anxiety and behavioural symptoms, further complicating care needs and worsening the quality of life (Aunsmo et al., 2024). Mental health conditions may arise due to the diagnosis, the development of dementia, or occurrence due to the biological changes in the brain, and untreated, are linked to more rapid functional loss and high hospitalisation (Tetsuka, 2021).
Mental health interventions are becoming widely accepted as the necessary element of dementia care. These are referred to as coordinated measures that cater to the psychological, social, and emotional needs and cognitive deterioration, involving the medical expert of mental health, social care and primary care services in dementia care (Jones et al., 2022). The NHS Long Term Plan (2019) and NICE Dementia Guidelines (2022) policies respect the importance of multidisciplinary, person-centre care to enhance outcomes. Nevertheless, service fragmenting, the lack of workforce training, and the use of guidelines are still difficult (Martin et al., 2020). In this chapter, the reader gets into the context of dementia and mental health integration, essential definitions, rationale of the study, and the research aim and objectives.

[bookmark: _Toc216081220][bookmark: _Toc225689827]1.2 Definitions and Terminology 
Dementia is defined as a range of progressive disorders such as Alzheimer disease and vascular dementia, which are the decline in memory, communication, reasoning and functional abilities (National Institute for Health and Care Excellence, 2022). It is not a normal aspect of ageing and it has a great influence on independence and quality of life.
Integrated mental health interventions entail concerted efforts that help in meeting emotional, psychological and behavioural requirements and the cognitive dementia related impairment. They can be psychological treatments, behavioural therapies, pharmacological assistance and shared care planning between professionals (Reynolds et al., 2022).
Person-centred care (PCC) is a style that puts more emphasis on dignity, preferences and individuality of the dementia patient instead of only concentrating on the symptoms of the disease. It enhances independence, significant involvement and respectful interaction (Berkovic et al., 2024). The given approach is the core of the dementia care policy and is consistent with the theory of personhood offered by Kitwood.
Dementia comorbid mental health conditions usually involve depression, anxiety and behavioural and psychological symptoms of dementia (BPSD). The conditions may aggravate cognitive impairment, elevate hospitalisation and lower the quality of life (Yan et al., 2024).
Interprofessional care can also be defined as the collaboration of various healthcare professionals such as nurses, psychiatrists, psychologists, social workers and occupational therapists to deliver a comprehensive care (Khemai et al., 2024). This cooperation facilitates combined care routes, particularly in complicated instances of dementia.
Acronyms used in this dissertation include:
· NHS: National Health Service
· NICE: National Institute for Health and Care Excellence
· PCC: Person-Centred Care
· BPSD: Behavioural and Psychological Symptoms of Dementia
· WHO: World Health Organisation
These definitions provide clarity for concepts frequently referenced throughout the dissertation.

[bookmark: _Toc216081221][bookmark: _Toc225689828]1.3 Rationale for Research 
The current rise in dementia has become a major challenge to the health and social care systems in the UK and other parts of the world. Cognitive decline is not the only condition linked with dementia since researchers note that depression and anxiety are the conditions that occur in high rates among people with dementia, and up to 40 percent of adults with this condition have depressive symptoms (Choi et al., 2025). Untreated mental health problems may hasten the course of functional impairments, cause behavioural problems and amplify the impact of caring on families and professionals (Nakanishi et al., 2023). In spite of this, mental health support is not a priority in dementia care, which results in a divided services and lack of fulfilling psychological needs.
The policy frameworks, including the NHS Long Term Plan (2019) and People at the Heart of Care White Paper (Department of Health and Social Care, 2021) recommend integration of mental health and dementia and social care services. Nonetheless, it has been indicated that there are inconsistencies in implementation, little training of the workforce as well as miscommunication among professionals (Higgins et al., 2024). The WHO (2021) also proposes the use of integrated dementia care models internationally to take care of psychological wellbeing. Nevertheless, there are gaps in the practice of integrating approaches, which are demonstrated in the research, specifically in the UK, where the coordination between the primary care, mental health services and social care are limited (Jones et al., 2022).
Although considerable resources have been invested in policy and the increasing acknowledgement that the needs of individuals with dementia are complex and dynamic, the current availability of mental health interventions has not always supported the requirements of those with dementia (NICE, 2018; World Health Organisation, 2021). The system of health and social care still displays discontinuities in service provision, namely, in the access, quality, and continuity of the assistance (Alzheimer’s Disease International, 2024; NHS, 2023). Practically, structures and processes tend to be limited by organisational silos, manpower, lack of specialist training, and interprofessional collaboration (Glasby and Dickinson, 2008; Brooker and Latham, 2016). Because of this, individuals with dementia often receive inadequate mental health care, lack of a well-organised care pathway, and are not fully involved with the process of making decisions (Rahman et al., 2018; Alzheimer’s Society, 2025). All these challenges point to a continuing gap between policy hopes and practice, and therefore there is a need to critically explore integrated mental health interventions within modern dementia care (Care Quality Commission, 2023; World Health Organisation, 2021).
The significance of this research lies in the fact that it investigates the existence of mental health intervention in enhancing person-centred dementia care, improving outcomes and in accordance with national policy goals. It will also determine the barriers and opportunity to enhance practice within the health and social care setting.
Therefore, this dissertation adopts a secondary qualitative research approach, using a systematic literature search and thematic analysis to explore integrated mental health interventions in dementia care.

[bookmark: _Toc216081222][bookmark: _Toc225689829]1.4 Aim and Objectives
Research Aim
To critically explore how integrated mental health interventions influence dementia care in health and social care settings, focusing on person-centred care, service delivery challenges and alignment with national policies.
Research Objectives
Objective 1: To examine the relationship between co-existing mental health conditions (e.g., depression, anxiety) and dementia progression in older adults.
Objective 2: To evaluate how healthcare professionals and interprofessional teams implement integrated approaches for individuals with dementia and mental health needs.
Objective 3: To identify barriers and opportunities for improving person-centred dementia care in health and social care settings.
Objective 4: To analyse how national frameworks and policies (e.g., NICE Dementia Guidelines, NHS Long Term Plan) influence integrated mental health and dementia care and provide recommendations for best practice.

[bookmark: _Toc216081223][bookmark: _Toc225689830]1.5 Conclusion 
The chapter has presented the rising demand of integrated mental health intervention in dementia care and the rising burden of comorbid mental health conditions on dementia patients. Definitions of key terms were made to have a clear picture of core concepts. The study was supported by the evidence of disjointed services, policy demands, and unmet psychological needs in dementia care, justifying the study. The aim and objectives of the research were stated to provide the path of the dissertation. The second chapter will offer the background and setting of the study where the historical evolution of dementia care, theoretical frameworks, international outlook and UK policy background will be examined.


[bookmark: _Toc216081224][bookmark: _Toc225689831]CHAPTER 2 -  Background Information and Analysis 
[bookmark: _Toc216081225][bookmark: _Toc225689832]2.1 Introduction 
The chapter will offer the background of the research that will be required to contextualise the research in the context of history, theory and policy. It expands on Chapter 1 to discuss how dementia care has been changing; how mental health has become part of dementia services as well as national and international frameworks that guide current practice. These contexts serve as the key to how integrated mental health interventions can affect the care provided to persons with dementia and service delivery. The chapter starts with a description of the historical process of changes in the field of dementia care and the transition to holistic, person-centred approaches. It goes further to cover theoretical models that support the concept of dementia and mental health integration including the personhood theory of Kitwood and the biopsychosocial model. This is then succeeded by a discussion of foreign strategies and domestic policies in UK, such as NICE guidelines and NHS Long Term plan. 

[bookmark: _Toc216081226][bookmark: _Toc225689833]2.2 Historical Background 
Traditionally, professional care of dementia was institutionalised and medicalised with a focus on the management of symptoms, instead of the psychological or social wellbeing. In the first part of the 20th century and in the middle part of the last century, dementia patients were often admitted to long-stay hospitals or psychiatric asylum, in which they were subjected to task-focused care that was not designed with them in mind (Royal College of Psychiatrists, 2018). With time, the growing criticism of institutional care and the growing advocacy contributed to the replacement of community-based care by institutional care and the dementia condition being viewed as an important health concern instead of a psychiatric condition (Martin et al., 2020).
This was a significant shift with the emergence of person-centred care (PCC) in the 1990s, with Tom Kitwood making person-centred care a key focus, emphasising dignity, emotional wellbeing and relationships as the primary focus, and not the cognitive decline. This practice was the basis of dementia care that considers the identity of the person, the history and preferences instead of paying attention only to the biomedical deficits (Berkovic et al., 2024). Person-centred care was integrated into UK dementia strategies as well as international guidelines and it has made its mark on existing practice.
The inclusion of mental health in the dementia care became important as in the studies, depression and anxiety alongside the behavioural and psychological symptoms of dementia (BPSD) were very high and closely correlated with worse outcomes. Research proved that an untreated depression might hasten cognitive impairment and make care dependency (Tetsuka, 2021). This notwithstanding, mental health needs were traditionally neglected which resulted to disjointed services and low quality of life.
The policy developments further influenced dementia care. Early diagnosis, integrated care and better post-diagnostic support of dementia were considered priorities in the NHS Long Term Plan (2019). In the same vein, NICE Dementia Guideline NG97 (2022) suggested individual care planning, non-pharmacological care and integration of mental health and dementia care. Such policies stimulated the multi-disciplinary cooperation, but it has yet to be implemented uniformly in all regions (Jones et al., 2022).
The COVID-19 pandemic also created more issues causing vulnerabilities in dementia care systems. Physical loneliness, broken services and diminished access to mental health care augmented psychological suffering to individuals with dementia and their carers (Giebel et al., 2020). Lockdowns and reduced social interaction increased the prevalence of anxiety and depression and worsening of functionality (Nakanishi et al., 2023). This revealed a structural failure in the unification of the mental health and dementia care and justified the necessity of strong, person-centred and psychological based services.

[bookmark: _Toc216081227][bookmark: _Toc225689834]2.3 Theoretical Background 
Several theoretical perspectives have supported the incorporation of mental health interventions into dementia care, which are based on holistic, person-centred, and collaborative practices. These theories should be clearly understood to justify reasons why mental health should be considered as part of the dementia care models and how this will enhance the outcome of people, families and health professionals.
The Person-Centred Theory 
The  person-centred theory developed by Kitwood is one of the most prominent theories of dementia care that underlies Person-Centred Care (PCC). Kitwood contended that dementia must not be just interpreted as a state of cognitive loss but a state that is shaped by interactions, setting and emotional encounters. He highlighted that people with dementia are not incompetent and they should be treated with dignity, respect and empathy (Berkovic et al., 2024). The PCC methodology is patient-centric and person-oriented based on the preferences and life history, emotional needs and meaningful involvement instead of factors that are solely clinical. It is especially notable in people with depression, anxiety or behavioural distress, whose emotional wellbeing has a direct effect on the functioning of the mind and quality of life (Abbott et al., 2021).
Person-centred care in dementia care practice informs dementia care approaches in which dignity, autonomy, and active engagement of individuals and their carers in decision-making are dementia care strategies. Although this theoretical framework is mostly supported by policy and professional standards, its application in practice is uneven. There may be organisational barriers, risk-averse cultures and insufficient staff training around opportunities of meaningful engagement and the resultant care may be task-oriented as opposed to being truly individualised. This demonstrates a conflict between the theoretical concepts of person-centred care and the service delivery realities in pressured health and social care settings.
Biopsychosocial Model
Biopsychosocial Model, which initially was formulated by Engel, is another significant model that suggests that health depends on biological, psychological and social factors. This theory conflicts with the classical biomedical perspective by viewing that the results of dementia are influenced by the mental health status, social support and environmental conditions. As an illustration, the issue of depression and anxiety as psychological factors can have an accelerating effect on cognitive impairment, raise the degree of care dependence and diminish interest in activities of everyday life (Yan et al., 2024). The biopsychosocial model thus advocates combined interventions which incorporate counselling, behavioural and pharmacological therapies and social care support. This suggests that integration alone is insufficient unless accompanied by sustained investment in workforce development, clearer interprofessional accountability, and mechanisms that prioritise the lived experiences of people with dementia and their carers.
Practically, the biopsychosocial model provides the foundation of the designing of integrated care pathways in dementia through promotion of collaboration among mental health professionals, medical practitioners, and social care services. This model helps in holistic evaluation and treatment as it does not only deal with cognitive loss, but also emotional status, social interrelationships, and the environment. Nonetheless, it has been indicated that its practical implementation is frequently limited by the lack of resources, time constraints, and interprofessional working inconsistency. Consequently, the care delivery process might be largely biomedical with psychosocial needs being fulfilled in a disjointed or reactive fashion as opposed to proactive and coordinated response.
The Interprofessional Collaboration Theory
The Interprofessional Collaboration Theory also forms the core of integrated dementia and mental health care. This theory focuses on shared decision making, respect and communication between various professionals e.g. nurses, psychiatrists, occupational therapists, social workers and psychologists. Through efficient collaboration, duplication of care is minimised, there is enhanced coordination, and holistic assessments are achieved (Khemai et al., 2024). This is reflected in models like multidisciplinary memory clinics and community dementia teams, which involve mental health screening alongside mental health assessment and medication review and carer support (Lee et al., 2022). Nevertheless, communication barriers, lack of roles definitions and time constraints may serve as the obstacles to interprofessional practice.
Also, Relationship-Centred Care builds on the person-centred care approach by focusing on mutual relationship between people with dementia, their families and care providers. It acknowledges that emotional wellbeing is reliant on valuable relationships and social bonding. The strategy is particularly applicable when it comes to dealing with loneliness, anxiety and depression within dementia care environments (Higgins et al., 2024).
Despite the fact that multidisciplinary working allows the inclusion of various professionals in the care of those with dementia, it may not lead to actual incorporation of mental health services. More aligned with the theoretical models of integrated care are interprofessional working, where the goals are shared, the roles are overlapping, and decision-making is done collaboratively. However, the interprofessional collaboration practice is not always easy to attain as it is characterised by hierarchical structures, professional boundaries, and training and organisational culture differences.
Lastly, Strengths-Based Approaches to dementia care promotes emphasising on what people are able to do as opposed to what they are not. This helps to sustain mental health, lessen stigma and increase autonomy especially during early and middle phases of dementia (Jones et al., 2022).
In summary, these theoretical perspectives collectively justify why dementia care must move beyond a biomedical model to incorporate psychological, emotional and social dimensions. They support the integration of mental health interventions and interprofessional collaboration, ensuring care is compassionate, evidence-based and aligned with personhood and wellbeing.
 
[bookmark: _Toc216081228][bookmark: _Toc225689835]2.4 International Context 
It is a well acknowledged fact that dementia is a public health priority around the world and most countries have formulated national strategies in the effort to enhance diagnosis, care and support. There is however, a disparity in the degree of incorporation of mental health in the management of dementia across nations.
Dementia has been pointed out by the World Health Organisation (WHO) as a global health issue requiring the involvement of psychological wellbeing as well as cognitive decline in the response to the problem of the population by the authorities (World Health Organisation, 2021). The WHO recommends the member states to design dementia plans encompassing mental health examination, psychosocial intervention and caregiver support. Nevertheless, the implementation is fluctuating especially in the low and middle income nations which lack resources, workforce capacity and specialised training.
The United States has seen greater interest in mental health and dementia care integration with models like the Guiding an Improved Dementia Experience (GUIDE) Model, which was proposed by the Centres for Medicare and Medicaid Services in 2024. This model facilitates coordinated care that involves cognitive tests, behavioural health assistance, caregiver training and community-based care (Centres for Medicare & Medicaid Services, 2024). Moreover, US memory clinics on the one hand are becoming more interprofessional with psychiatric screening, counselling and social work services as part of the dementia care pathways (Aguirre et al., 2023). Nevertheless, disparities remain because of differences in insurance accessibility, rural access problems, and disjointed healthcare systems.
Most of the European countries have embraced national dementia strategies emphasising on person-centred care and interprofessional collaboration. European scoping review identified vast gaps in the provision of dementia services especially psychological support and community-based care despite policy undertakings (Martin et al., 2020). Other countries such as the Netherlands and Denmark are known to have the best models of dementia care that incorporates mental health, social care and primary care facilities in the community-based care facilities. These regimes focus on home-based care, specialist dementia nurses and early psychological intervention.
However, challenges remain across Europe in aligning policy with practice due to limited funding, workforce shortages and inconsistent application of guidelines at regional levels (Jones et al., 2022). Furthermore, the COVID-19 pandemic disrupted mental health services for people with dementia globally, increasing isolation, anxiety and depression among patients and carers (Nakanishi et al., 2023).

[bookmark: _Toc216081229][bookmark: _Toc225689836]2.5 National/Local UK Context 
Dementia care in the United Kingdom is influenced by national policies, legislations and healthcare systems that promote person-centred care, integrated care and community-based care. The NHS Long Term Plan (2019) focuses on the issue of early diagnosis, individual care planning and better access to mental health services of those living with dementia. It accepts that holistic dementia care has to encompass psychological assistance, coordinating social care, and involvement of carers (NHS England, 2019). On the same note, NICE Guideline NG97 (2022) suggests non-pharmacological management, depression and anxiety treatment, and dementia and mental health alongside primary care service interventions (National Institute for Health and Care Excellence, 2022).
According to the Department of Health and Social Care White Paper -People at the Heart of Care (2021), it is necessary to have integrated health and social care frameworks, greater funding, and enhanced workforce training to meet the needs of people with complex needs, such as mental health comorbidities (Department of Health and Social Care, 2021). In spite of these commitment policy promises, policy-practice gaps are still observable. The disjunction between the NHS and the local authorities results in unequal dementia and mental health services at the regional level (Jones et al., 2022).
Royal College of Psychiatrists (2018) designed the Dementia Care Pathway in order to promote coordinated assessment, mental health screening, risk management and carer support. Nevertheless, the implementation is different according to local resources, staffing and commissioning priorities. Psychological therapies, integrated memory clinics and community mental health services are not accessible in most areas, especially in rural and underfunded ones (Martin et al., 2020).
At the local level, Integrated Care Systems (ICS) were devised so as to enhance coordination between NHS trusts, local authorities and voluntary organisations. The aim of these systems is to minimise service duplication and facilitate dementia and mental care. Nevertheless, there are obstacles in terms of workforce shortage, inadequate training, and strain on the social care budget (Higgins et al., 2024).
COVID-19 further exposed weaknesses in care provision. Social isolation, reduced access to outpatient services and increased anxiety among carers highlighted the urgent need for integrated psychological and dementia support (Giebel et al., 2020). Additionally, diagnostic delays and reduced community visits led to poorer outcomes for people with dementia and co-existing mental health conditions (Nakanishi et al., 2023).
Overall, the UK has strong policy frameworks promoting integrated dementia and mental health care. However, inconsistent implementation, funding challenges and workforce pressures highlight the need for further exploration of practical strategies to improve integrated care.
 
[bookmark: _Toc216081230][bookmark: _Toc225689837]2.6 Conclusion 
The chapter has critically analysed theoretical basis, policy frameworks, and empirical data on which the notion of integrated mental health interventions in the field of dementia care were founded. As it has been shown in the review, modern models are becoming more and more person-centred, biopsychosocial and integrated but are not applied in practice equally. Both national and international policies focus on cooperation between various health and social care systems; nevertheless, as it has been demonstrated, integration is often achieved at an upper level as opposed to being incorporated into working practice. Consequently, individuals with dementia do still have discontinuous services, constrained care continuity, and intermittent access to specialist mental health support.
In addition, the literature discusses the ongoing obstacles to successful integration, such as organisational silos, shortage of workforce, lack of training of specialists, and difficulties in interprofessional collaboration. These are some of the factors that erode the ability of services to provide holistic and coherent mental care that integrates the complex and progressive nature of dementia. Put together, these results paint a very clear picture of a policy hopefulness and an experience gap. This gap offers a serious justification of the current research and guides the thematic analysis in Chapter 4 which illuminates the experience, implementation, and limitation of integrated mental health interventions in the present dementia care environments.



[bookmark: _Toc225689838]CHAPTER 3 - Methods and Search Strategy 
[bookmark: _Toc225689839]3.1 Introduction
The chapter defines the methodological approach that will be used in this dissertation that aims to examine how integrated mental health interventions affect dementia care practices in health and social care. The study uses a secondary approach to qualitative research, which is based on systematic review of literature sources on the topic of mental health support integration into dementia care models. In this chapter, the search strategy, inclusion and exclusion criteria, data validation, thematic analysis, and ethical considerations are discussed in detail. The selected approaches guarantee the reliability, openness, and critical interaction with the current evidence in the area of mental health and dementia integration.

[bookmark: _Toc225689840]3.2 Search Strategy
The literature search was done in a systematic manner, where peer-reviewed evidence and policy-based evidence were determined regarding dementia care and integrated mental health interventions (Morse et al., 2002). The keywords were based on the aim and objectives of the research, which included the key terms as built in mental health interventions, dementia care, person-centred care, interprofessional collaboration and policy frameworks. Results were refined with the help of the Boolean operators (AND, OR) such as dementia AND mental health integration and person-centred OR holistic care (Booth et al., 2016).
The databases that were searched were PubMed, CINAHL, ScienceDirect and the University of Wales Trinity Saint David Library databases. Also, the grey literature was obtained on NHS England, NICE, and WHO repositories. The filters were used to narrow down the results to include English-language publications in the past 2-5 years to ensure relevance and recency. This was a systematic search process that was recorded to facilitate reproducibility (Clark et al., 2021).

[bookmark: _Toc225689841]3.3 Searching for Information
Search Searches commenced by reviewing wide subject areas about dementia and mental health, and then the search was limited to interventions that have been integrated, interprofessional, and policy congruence. The search was pre-emptively narrowed down: first scoping was performed to identify key systematic reviews and framework guidelines, followed by more specific terms (e.g., “dementia anxiety comorbidity, care integration NHS, mental health dementia pathway etc.) which were subsequently used to seek out specific empirical and policy evidence (Kumar, 2019).
Title relevancy of each search result was assessed and abstracts were filtered to be included depending on their coverage on mental health and dementia care interventions. The remaining sources were found with the help of backward snowballing, i.e. looking at reference lists of pertinent studies, to guarantee a thorough coverage (Saldaña, 2021).
To secure academic credibility, preference has been given to peer-reviewed journals, including The Gerontologist, Journal of Interprofessional Care, Dementia, Age and Ageing, and World Psychiatry. Only grey literature (e.g. NHS and NICE reports) which offered authoritative information on policy or service frameworks were included (Yin, 2018).

[bookmark: _Toc225689842]3.4 Research Validation
A strict validation process was used, so that only credible and relevant sources were included. To initially screen articles, the relevance of the article to the research objectives was checked based on title, abstract, and keywords (Bryman, 2016). The use of the CRAAP Test (Currency, Relevance, Authority, Accuracy, Purpose) was used to select sources.
· Currency was prioritised by including works published within the last nine years (2016–2025).
· Relevance ensured each source addressed either the integration of mental health and dementia care, or interprofessional service design.
· Authority was validated through peer-reviewed status or authorship by reputable health organisations.
· Accuracy and Purpose were verified through cross-checking data consistency and neutrality of interpretation (Taherdoost, 2016).
For example, Abbott et al. (2021) and Berkovic et al. (2024) were confirmed as quality systematic reviews and they reflected a powerful empirical data on person-centred dementia care provision. NHS England (2019), and NICE (2022) were considered authoritative in terms of policy alignment and national frameworks (Dawadi et al., 2021).

[bookmark: _Toc225689843]3.5 Inclusion and Exclusion Criteria
The following criteria structured the selection of studies and reports:
Inclusion Criteria
· Peer-reviewed journal articles, government, or organisational reports (2016–2025).
· Studies focusing on the integration of mental health interventions within dementia care.
· Sources discussing interprofessional collaboration, policy frameworks, or person-centred practice.
· English-language publications.
Exclusion Criteria
· Non-peer-reviewed sources (e.g., blogs, unverified websites).
· Studies unrelated to mental health integration or focused solely on pharmacological interventions.
· Research published before 2016 unless deemed seminal.
These criteria ensured the selected evidence was credible, recent, and relevant to contemporary dementia care challenges and solutions (Zou and Xu, 2023).

[bookmark: _Toc225689844]3.6 Analysing Research
The literature synthesis was conducted through a thematic analysis method in order to find recurrent concepts. Based on shared problems, interventions, and outcomes of dementia and mental health integration, the selected studies were coded. Patterns of repetition of the study revealed the identification of initial codes, including collaborative care, staff training, person-centred frameworks, and policy barriers (Mishra and Alok, 2022).
The codes were further divided into larger themes, which were later used to inform the findings and discussion in Chapter 4 (Creswell and Inoue, 2025). The emerging themes include:
1. Interprofessional Collaboration in Dementia and Mental Health Integration
2. Barriers and Facilitators to Person-Centred Care Delivery
3. Impact of Policy and Frameworks on Integrated Dementia Care
The data were also organised and colour-coded with the help of tools such as Excel, which enabled a better visualisation of the patterns and connections in terms of themes. This approach guaranteed transparency and consistency in the interpretation of evidence in different sources (Jones et al., 2022; Khemai et al., 2024).

[bookmark: _Toc225689845]3.7 Limitations of the Secondary Research Approach
This review is limited by the availability of published literature, as only peer-reviewed and English-language studies were included. This may have excluded relevant grey literature or community-based reports. The studies also varied in methodology, sample size and geographical context, which limits direct comparability. There is also a risk of publication bias, where studies with strong findings are more likely to be published. These factors may influence the completeness of the evidence base; however, the structured search strategy and quality appraisal process helped to strengthen the reliability of the findings.

[bookmark: _Toc225689846]3.8 Ethical Considerations
Seeing that this dissertation follows the secondary research method, no personal contact with the participants or personal data were collected. Nonetheless, the integrity of ethics was ensured by giving the ideas proper credit and following the UWTSD Harvard referencing style. It did not plagiarise since sources were properly referenced and made it transparent (Berndt, 2020).
Ethical rigour was also associated with critical and objective analysis of literature, without overrepresenting any of the perspectives. The investigator conducted an equitable evaluation of evidence by taking into account the positive and the associated challenges of using integrated mental health and dementia care models (Reynolds et al., 2022).
Moreover, the project is consistent with the principles of the British Psychological Society (BPS) and NHS Health Research Authority (HRA) on the ethics of secondary data, such as intellectual property respect and credibility of evidence (Borgstede and Scholz, 2021).

[bookmark: _Toc225689847]3.8 Chapter Conclusion
This chapter has outlined the systematic and ethical methodology that was used in this dissertation. The reliability and relevance of the chosen sources were achieved through a thorough literature search with the help of defined keywords, inclusion criteria, and validation processes. The thematic analysis technique made it easy to identify patterns in literature that discuss the effects of integrated mental health interventions on the process of dementia care delivery.
The following chapter will present and discuss the most significant findings that the thematic analysis revealed organised into three major themes: interprofessional collaboration, person-centred provision of care to dementia patients, and how policy frameworks impact integrated mental health interventions. These deliberations will critically examine the interaction of these factors towards the current and future dementia care in the UK and to further regions.




[bookmark: _Toc225689848]CHAPTER 4 - Findings and Discussion 
[bookmark: _Toc225689849]4.1 Introduction 
This chapter contains the results of a thematic analysis of modern literature that explores the effects of integrated mental health interventions on dementia care. The themes identified in the analysis included three, which are interrelated and are: (1) interprofessional collaboration in integrated dementia and mental health care, (2) barriers and facilitators to person-centred dementia care, and (3) the impact of national and international policy frameworks on integrated practice.
These themes are based on the structural, organisational and clinical determinants of the effectiveness of integrated mental health strategies in health and social care systems. All themes are discussed critically against the aim of the research, which is to investigate the impact of the integrated mental health interventions on the outcomes of dementia care, the delivery of healthcare services, and the practices of healthcare professionals. The chapter compares the findings of various studies and assesses how well the integration of care can enhance care in practice.
The findings presented in this chapter are derived from the data extraction and synthesis outlined in the Results Summary Table (see Appendix 6.2.2). The table provides a structured overview of the selected studies, including their aims, methodologies, and key findings, which informed the development of the identified themes.

[bookmark: _Toc225689850]4.2 Thematic Analysis
Thematic analysis was used to integrate the results of the chosen literature, which allowed identifying the recurring patterns in terms of integrated mental health and dementia care. Although this method aids the organization of complicated evidence, it is important in that it helps in the interpretation of evidence and not straightforward classification. As shown in Appendix 6.2.2, several patterns appeared consistently across the included studies. These patterns informed the development of the three main themes presented in this chapter.
The review showed that studies were in agreement on the significance of introducing psychological assistance into the dementia care pathways. Nevertheless, it was found that there was a significant difference in the practice and experience of integration. Indicatively, although research, including Aguirre et al. (2023), has demonstrated that multidisciplinary models can enhance coordination and patient outcomes, Higgins et al. (2024) note that there are still apparent organisational and workforce barriers preventing such models in practice.
This comparison indicates that as much as integrated care has been well-received on a theoretical and policy front, its success or failure is still dependent on the local service capacity, professional cooperation and resource availability. The three themes that emerged as a result of the analysis do not only demonstrate points of agreement in the literature, however, but also major points of disagreement between policy aspiration and practice on the ground. In these sections, critical discussions of these themes concerning the research objectives are discussed. As shown in Appendix 6.2.2, several patterns appeared consistently across the included studies. These patterns informed the development of the three main themes presented in this chapter.

[bookmark: _Toc225689851]4.3 Theme 1: Interprofessional Collaboration in Integrated Dementia and Mental Health Care
As illustrated in Appendix 6.2.2, interprofessional collaboration was one of the most consistently reported components across the reviewed studies. A large proportion of the literature highlighted that collaborative working between healthcare professionals improved care coordination, supported earlier identification of mental health needs, and contributed to better overall outcomes for individuals living with dementia.  
[bookmark: _Toc225689852]4.3.1 Definition of Interprofessional Collaboration
Interprofessional collaboration describes a collaborative relationship among professionals of other professions and is the situation whereby these professionals collaborate to provide holistic and person-focused care. The various professional groups often involved in dementia and mental health care would include psychiatrists, GPs, nurses, psychologists, occupational therapists, social workers and specialist dementia practitioners, who can collaboratively meet the multiple, multi-layered needs of people with cognitive impairment, comorbid mental health conditions. The interprofessional collaboration is based on shared decision making, assessment, production of care planning, and communication among team members which is done through ongoing communication to enhance health outcomes. Dementia care requires effective cooperation because the condition is progressive, has behavioural and psychological symptoms, and requires medical and psychosocial interventions (Jones et al., 2022).
[bookmark: _Toc225689853]4.3.2 Historical and Contextual Background
In the past, dementia care and mental health services existed in different direction, which frequently led to lack of collective support, late diagnosis, and inconsistent treatment reactions. The conventional models placed dementia at the forefront as a neurological condition, and the depression and anxiety in the elderly were handled in mental health care. However, with time, some evidence has demonstrated the close bidirectional relationship between mental health conditions and cognitive impairment. Research has demonstrated that depression and anxiety in the middle ages have the potential to substantially raise the chances of getting dementia decades afterward, which is why such approaches must be combined and work together (Aunsmo et al., 2024).
The growing demand for collaborative dementia care is evident within population-level data. Depression and anxiety occur in up to half of individuals living with dementia at some stage, increasing functional dependency, accelerating decline, and heightening caregiver stress (Choi et al., 2025). Research further suggests that the presence of mental health symptoms early in the dementia trajectory can complicate diagnosis, treatment engagement, and service utilisation. International studies demonstrate that team-based dementia clinics have improved diagnostic timelines and reduced emergency admissions through proactive monitoring and shared clinical responsibility (Aguirre et al., 2023).
[bookmark: _Toc225689854]4.3.3 Relevance to the Research Aim and Title
This theme is core to the research question since no other means could be effective to provide integrated mental health interventions without an effective coordinated interprofessional practice. The management of dementia is a multidisciplinary issue that needs skills in various areas, which include cognitive tests, psychosocial interventions, behavioural management, environmental adjustment, medicine, and emotional wellbeing. Interprofessional collaboration guarantees the absence of overlooking the mental health symptoms of depression, anxiety, or behaviour change but treating them in a joint plan, which aligns with person-centred principles. The ways in which teams can work, and what impediments exist to doing so consequently has a direct effect on the goal of the dissertation of investigating the effects of the integrated mental health interventions on dementia care.
[bookmark: _Toc225689855]4.3.4 Data and Statistical Context
The increasing need to provide collaborative dementia care is observed at the population level. Depression and anxiety are common among people with dementia at some point, which leads to functional dependency, faster deterioration, and caregiver stress (Choi et al., 2025). It is also evident that the manifestation of mental health symptoms at an early stage of the dementia course may make the diagnosis, involvement in treatment, and the use of services more complex (Research). It has been shown that the use of teams in dementia clinics has led to the shortening of diagnostic processes and the decreased emergency hospitalisation because of proactive monitoring and a collective sense of clinical accountability (Aguirre et al., 2023).
Despite regional differences in the UK-specific statistics, service appraisals are consistent in the improvement of continuity of care, duplication, and communication between primary care and secondary mental health services and social care through interprofessional collaboration. These pieces of evidence support the significance of combined team configuration as a fundamental element of proper dementia and mental health intervention approaches.
[bookmark: _Toc225689856]4.3.5 Theoretical Frameworks Supporting Collaboration
The biopsychosocial model offers a valuable theoretical basis in interprofessional collaboration in dementia care. The model has shown why single-discipline approaches cannot be used on complex, multi-domain conditions as it recognises the relationship between biological, psychological, and social factors. Teamwork enables practitioners to share skills and experience so that psychological and social aspects of dementia are given an equal comparison to the medical aspects. 
The theory of person-centred care is also closely related to interprofessional working. The model provided by Kitwood focuses on the realisation of people in relation to their connections and histories and their feelings, as well as social settings. This is supported through a team-based approach which facilitates gaining a holistic view of the person on various disciplinary perspectives. As an illustration, psychologists can work within the field of emotional wellbeing, occupational therapists within the framework of meaningful occupation, psychiatrists within the framework of neuropsychiatric symptoms, and nurses within the framework of daily functional needs. Collectively, they formulate a holistic care plan that is based on the tastes and abilities of the person (Abbott et al., 2021).
[bookmark: _Toc225689857]4.3.6 Policy and Legislative Frameworks
The significance of interprofessional collaboration is supported by policy frameworks. NICE Guideline NG97 (2022) mandates the coordinated evaluation and management pathways with more than one professional, especially in cases where there is a co-occurrence of behavioural, psychological, and mental health symptoms. The NHS Long Term Plan (2019) calls on NHS organisations to combine mental health, dementia, and community services into the ICS structures in order to dismantle silos between the past. 
The same is reflected on international policies. Interdisciplinary teams are explicitly required to help individuals with dementia and their caregivers within the community as outlined by the U.S. GUIDE Model (Centres for Medicare & Medicaid Services, 2024). Similarly, the Global Dementia Action Plan (2021) provided by the WHO suggests the use of multidisciplinary solutions as a universal requirement in dementia care enhancement. These frameworks highlight interprofessional collaboration not as optional, but as an expected element of high-quality dementia support.
[bookmark: _Toc225689858]4.3.7 Implications of Interprofessional Collaboration
Interprofessional collaboration has continually been found to be one of the main mechanisms of providing integrated care of dementia and mental health. There is the indication that collaborative models are better at diagnostic accuracy, service-to-service communication and earlier psychological symptoms identification. As an example, Aguirre et al. (2023) discovered that shared clinical responsibility in a multidisciplinary dementia clinic enhanced care coordination and emergency admissions declined.
Yet, this optimistic approach is not consistently applicable to the literature. As Higgins et al. (2024) note, organisational constraints that damage collaboration are often unclear professional roles, time constraints and insufficient inter-service communication. This means that although interprofessional collaboration is theoretically placed as a solution to fragmented care, its performance is very specific to organisational situation.
Thus, in spite of the fact that collaboration contributes to the increase of the possibilities of integrated mental health interventions, one cannot believe that it can be effective without structural support. This corresponds directly to the purpose of the research, since it will prove that the influence of integration on the outcome of dementia care is mediated by the quality of professional interaction and service organisation.
[bookmark: _Toc225689859]4.3.8 Evidence from Key Articles
There are a few literature studies that show the impact of interprofessional collaboration on integrated dementia and mental health care. Aguirre et al. (2023) assessed a model of interprofessional dementia specialty clinic and discovered that the shared assessment and making decisions as a team enhanced the patient experience and facilitated care pathways. This proves the concept that collaboration structures improve clinical and psychosocial outcomes.
 In the same regard, Khemai et al. (2024) analysed interprofessional collaboration in palliative dementia care and found out that team communication and shared responsibilities led to more coordinated symptom-management, especially mental health-related distress. Their results support the value of collaboration at all stages of care, not at diagnosis only. 
Jones et al. (2022) put special emphasis on the fact that integrated care models are characterised by the role of multidisciplinary contributions to dementia support, and the mutual understanding of the professionals regarding roles contributes to continuity and holistic approach to care planning. All these studies indicate a high level of consonance with the purpose of the dissertation since they prove the importance of interprofessional cooperation in the context of the provision of comprehensive mental health interventions in dementia care.
[bookmark: _Toc225689860]4.3.9 Connections to Other Themes
Interprofessional collaboration strongly links to the other themes of the dissertation. For example, collaboration has a direct impact on Theme 2; where barriers and facilitators to delivering person-centred care are examined. Person-centred approaches cannot be implemented without collaborative working. Collaboration is shaped by Theme 3: the impact of policies and frameworks, since national guidelines and service models stipulate expectations for team-based working, shaping how collaboration is operationalised.
Overall, interprofessional collaboration represents a key mechanism through which integrated mental health interventions influence dementia care, although its effectiveness remains dependent on organisational and workforce factors.

[bookmark: _Toc225689861]4.4 Theme 2: Barriers and Facilitators to Person-Centred Dementia and Mental Health Care
The findings summarised in Appendix 6.2.2 show that barriers and facilitators to person-centred care were widely discussed across the selected studies. Many studies identified common challenges such as workforce shortages, time pressures, and fragmented services, while others highlighted enabling factors including staff training, organisational support, and the use of structured person-centred care models.
[bookmark: _Toc225689862]4.4.1 Definition of Person-Centred Integrated Dementia and Mental Health Care
Person-centred care is an approach that keeps the individual, not the condition, at the centre of care delivery to ensure care responds not only to personal preferences but also to psychological needs, life history, and social context. The concept of person-centred care within dementia services emphasises dignity, autonomy, emotional well-being, and relationship-based practice. When combined in a model with integrated mental health interventions, this approach seeks to ensure that psychological symptoms such as depression and anxiety, alongside cognitive impairment, are managed in a holistic and coordinated manner.
According to Abbott et al. (2021), person-centred dementia care is about adapting to the individual's unique psychological and emotional needs rather than applying standardised institutional routines. This is particularly important in integrated care, given that mental health conditions related to dementia can differ so much among individuals and may need tailored therapeutic responses. Consequently, integrating mental health support into dementia pathways hinges heavily upon the consistent use of person-centred principles in practice within multi-disciplinary services.
[bookmark: _Toc225689863]4.4.2 Historical and Contextual Background
Historically, care for dementia developed mainly in biomedical and institutional models, with priorities for physical safety and symptom control rather than psychological well-being. Symptoms of mental health, such as depression and anxiety, were often under-recognised or dealt with as though they were an inevitable part of cognitive decline rather than being viewed as conditions capable of treatment in their own right. This division between dementia services and mental health services has produced fragmented care pathways, not meeting the full spectrum of patient needs.
In the last two decades, there has been an increased focus on holistic and person-centred models of care, with growing evidence indicating that attention to quality of life, emotional wellbeing, and meaningful engagement is as important as clinical symptom management. Martin, O'Connor, and Jackson (2020) identified gaps throughout European dementia services in the provision of psychological care and continuity of support. Their findings revealed how organisational pressures, workforce shortages, and limited training in mental health significantly hampered the consistent delivery of person-centred integrated care across health systems.
More recently, the COVID-19 pandemic highlighted structural weaknesses in the integration between dementia and mental health care, such as lack of access to psychological services, disrupted continuity of care, and increased emotional distress among people living with dementia. Giebel et al. (2020) showed that during the pandemic, disruptions to home-based support directly affected the emotional stability and decision-making capacity of the people living with dementia and their carers, further emphasising the need for integrated and flexible models of care.
[bookmark: _Toc225689864]4.4.3 Relevance to the Research Question and Dissertation Title
This theme is directly related to the focus of the dissertation, on the real-world impact of integrated mental health interventions in dementia care, since barriers and facilitators determine the effectiveness of integration in practice. Though theoretically well-designed, the integrated model will only be successful under conditions that show person-centredness in care delivery within health and social systems.
Indeed, unless structural, organisational, and professional barriers are adequately tackled, there is a danger that integrated mental health interventions risk being piecemeal or inconsistently implemented. By contrast, strong leadership, appropriate workforce training, and policy alignment are some facilitators where integration can substantially improve psychological outcomes, enhance quality of life, and engender patient satisfaction. This theme thus gives meaning to why the effectiveness of integrated interventions differs in settings and provides critical insight into how integration may be strengthened in practice.
[bookmark: _Toc225689865]4.4.4 Statistical and Empirical Evidence on Barriers and Facilitators
Empirical evidence consistently shows that people living with dementia suffer from high levels of co-morbid psychological distress. Nakanishi et al. (2023) found that symptoms of depression and anxiety significantly increased in older adults with dementia during the COVID-19 pandemic. Thus, there is an urgent need for the embedding of integrated psychological support within dementia care pathways. However, access to mental health interventions remained variable across services.
Choi, Zhou and Marti (2025) went further to identify that older adults with both probable dementia and persistent depressive symptoms were at significantly increased risk of cognitive decline and functional deterioration over the one-year follow-up period. Yet many healthcare systems continue to prioritise physical care and medication management over psychological interventions, which highlights a major structural barrier to effective integration.
In contrast, residential and community settings that explicitly adopted person-centred frameworks demonstrated more positive outcomes. Berkovic et al. (2024), in their systematic review, found that facilities implementing structured person-centred dementia care programmes showed improved emotional wellbeing, reduced behavioural symptoms, and higher staff satisfaction. These findings indicate that, to the extent that facilitators such as training and organisational support are in place, person-centred integrated care becomes more viable and effective.
[bookmark: _Toc225689866]4.4.5 Theoretical Frameworks Underpinning Barriers and Facilitators
The biopsychosocial model provides the rationale for integrating mental health interventions into dementia care by understanding that there is an interdependence between cognitive decline, psychological well-being, and social contexts. Reynolds et al. (2022) conceptualise late-life mental health in the context of complex interactions between neurobiological alterations, emotional regulation, social isolation, and environmental stressors. This model supports the need for integrated care but also exposes why fragmented services create significant barriers to holistic treatment.
Person-centred care theory further supports the need to acknowledge the personhood of individuals experiencing dementia. Abbott et al. (2021) illustrate how institutional routines and task-oriented models of care often conflict with person-centred practice, especially within an acute setting where time constraints and risk management assume prime positions within the clinical agenda. There is, then, some theoretical support for person-centred practice, though implementing it within inflexible organisational systems remains a significant challenge.
[bookmark: _Toc225689867]4.4.6 Policy and Legislative Influences on Barriers and Facilitators
National policies strongly influence the presence of facilitators or barriers to integrated person-centred care. For example, the NICE Dementia Guideline (NG97) explicitly advocates integrating mental health assessment and psychological interventions within routine dementia care. However, because of workforce shortages, funding limitations, and service fragmentation, implementation varies across local systems.
Similarly, the NHS Long Term Plan prioritises integrated care systems as a mechanism to reduce fragmentation between physical health, mental health, and social care services (NHS England, 2019). In theory, ICSs provide a structural facilitator of person-centred integrated care by promoting shared budgets, co-commissioning, and multi-disciplinary collaboration. In practice, however, variations in local leadership, commissioning priorities, and workforce capacity continue to limit consistent delivery.
The Adult Social Care Reform White Paper further acknowledges the systemic barriers in social care, such as workforce instability, limited training in mental health, and insufficient support for carers (Department of Health and Social Care, 2021). These structural weaknesses directly hinder the sustainability of integrated mental health support for people living with dementia in community settings.
[bookmark: _Toc225689868]4.4.7 Positive and Negative Implications of Barriers and Facilitators
The literature is quite firm on the importance of person-centred care in enhancing the psychological and emotional outcomes of people with dementia. Berkovic et al. (2024) prove that wellbeing and behavioural symptoms decrease in relation to the structured person-centred approach. The results indicate that mental health interventions implemented into the personalised care models can improve clinical as well as experiential outcomes.
Nonetheless, the amount of variation regarding an implementation of the person-centred care in practice is quite high. According to Abbott et al. (2021), the acute healthcare setting usually focuses on task-based care because of time limitations and risk-based pressures, which do not allow meaningful interaction with the patients. Likewise, Higgins et al. (2024) establish the shortage of workforce and insufficient training as the main obstacles to the provision of psychologically informed care.
This dichotomy shows an imperative conflict between the theoretical significance of person-centred care and its practicality. Although there are ways in which integration of mental health interventions can enhance dementia care it is limited by systemic factors. This supports the idea that clinical integration is necessary in order to increase performance; the organisation must change as well.
[bookmark: _Toc225689869]4.4.8 Evidence from Key Studies
This theme is strongly supported by several studies from the reviewed literature. Abbott et al. (2021) discussed how acute hospital environments impede the delivery of person-centred dementia care on account of task-focused workflows and a lack of staff capacity to address psychological needs. Their findings suggest a clear organisational barrier to integration.
Berkovic et al. (2024), however, found that residential settings focusing on structured person-centred models succeeded in achieving improvement in residents' well-being and staff confidence, with evident facilitators such as leadership commitment and training.
Higgins, Spacey and Innes (2024) highlighted a professional perspective on implementation barriers; for instance, practitioners may feel ethically committed to person-centred practice while time pressures, lack of multidisciplinary communication, and limited specialist mental health support constrain them.
[bookmark: _Toc225689870]4.4.9 Interconnections with Other Themes
This theme is closely interlinked with Theme 1 (Interprofessional Collaboration) and the following Theme 3 (Policy and System-Level Integration). Poor communication and unclear professional roles are barriers which directly undermine interprofessional collaboration, while shared training and joint care planning facilitate collaborative practice.
Policy frameworks examined in Theme 3 also shape many of the systemic facilitators and constraints identified here. Interprofessional collaboration and person-centred integration are both challenging to sustain in practice in the absence of sustained investment, workforce development, and local leadership.
Therefore, while person-centred care enhances the impact of integrated mental health interventions, its success is contingent upon the presence of adequate training, resources and organisational support.

[bookmark: _Toc225689871]4.5 Theme 3: Influence of Policy and National Frameworks on Integrated Dementia and Mental Health Care
As demonstrated in Appendix 6.2.2, policy frameworks were frequently identified as a key influence on the integration of mental health interventions within dementia care. Across the reviewed studies, there was consistent recognition of the role of national and international policies in shaping service delivery, although gaps between policy expectations and real-world practice were also commonly reported.
[bookmark: _Toc225689872]4.5.1 Definition and Conceptual Framing of Policy-Led Integrated Dementia Care
Policy-led integrated dementia and mental health care can be described as the systemic integration of services, which are coordinated by national and international frameworks, to provide continuity, accessibility, and quality care to people living with dementia as well as other co-occurring mental health issues. Policy level integration determines common objectives, standard care pathways and accountability in health and social care systems. It is aimed at minimizing fragmentation, enhancing early intervention, and incorporating person-centred care as a fundamental principle into service provision (World Health Organisation, 2021).
Policy integration is particularly relevant in the case of dementia due to the fact that dementia care cuts across various sectors including primary care, mental health services, social care and specialist neurological services. Services may end up operating in silos without national alignment resulting in duplication, delayed diagnosis and inconsistent care quality. Integrated policy frameworks are thus a structural base that facilitates professional collaboration and fair access to access to timely mental health support among individuals with dementia.
[bookmark: _Toc225689873]4.5.2 Historical and Contemporary Development of Policy Frameworks
Traditionally, the concept of dementia and mental health services evolved independently, with the former being considered a neurological disorder and the latter being treated in the context of mental health facilities. This division helped to fragment services and inadequate awareness of mental comorbidities among individuals with dementia. In the last 10 years, UK and international policy has switched to models of whole person care and holistic care, which acknowledge the multifaceted interdependence between cognitive deterioration, depression, anxiety, and psychosocial wellbeing (Royal College of Psychiatrists, 2018).
Dementia has become a key concern in the global priority list since the world health organisation declared dementia as a significant health issue of the people. This saw the release of action plans on a global level to encourage the use of integrated and community based models of care. Reform of dementia policy in the UK has been more based on the principle of equality between physical and mental health, multi-agency working and early mental health intervention being part of dementia pathways. Such developments have led to a shift in the management of dementia as a condition with its specific approach to comprehensive support of the person integrated into health and social services (World Health Organisation, 2021).
[bookmark: _Toc225689874]4.5.3 Relevance of Policy to the Research Question
This theme directly responds to the research question which examines the impact of integrated mental health interventions on dementia care in health and social care environments. The integration of mental health support in dementia services is guided by the national and international policy frameworks, which influence the diagnostic pathways, care planning, workforce roles and the funding of the service. In the absence of powerful policy drivers, integration will be patchy and will be susceptible to local resource limitations.
Integrated models of care are made possible through the existence of organized policy frameworks to be no longer the province of isolated pilot projects, but part of the regular practice. Policies authorise practice togetherness, standard care expectations, and accountability across professional jurisdiction. Consequently, the policy influence will be necessary to assess the effectiveness of the integrated mental health intervention in dementia treatment as well as its sustainability in the future (NHS England, 2019).
[bookmark: _Toc225689875]4.5.4 Statistical and System-Level Policy Impact
The necessity of the policy-based integration is further supported by global and national statistics. There are also more than 55 million people with dementia worldwide, with high rates of depression and anxiety, in addition to cognitive impairment (World Health Organisation, 2021). Dementia is estimated to affect more than 900,000 people in the UK, which imposes significant burden on the mental health system and social care systems.
Policy responses have direct impacts on accessibility and capacity of services. Indicatively, the lack of integrated mental health screening in dementia pathways is linked to the late treatment of psychiatric disorders that are amenable to curative treatment. On the other hand, policy-led mental health integration systems show enhanced efficiency of referrals and minimised crisis admissions. These outcomes at the system level demonstrate that policy is a determinant of the quality of services and not just a strategic directive (Alzheimer’s Society, 2023).
[bookmark: _Toc225689876]4.5.5 Theoretical and Policy Frameworks Shaping Integration
The policy-based integration theoretical approach is quite similar to the biopsychosocial model, which theorizes dementia as the biological, psychological, and social condition. Such a theoretical change is increasingly reflected in national policy, as it encourages holistic assessment models, multidisciplinary employment, and community-based mental health care (Reynolds et al., 2022).
The NHS Long Term Plan in the UK offers a central policy force to incorporate the aspects of mental health into all aspects of care, and that of older adults with complex needs (NHS England, 2019). It is dedicated to developing community mental health, enhancing early diagnosis, and enhancing the collaboration between physical health, mental health, and social care providers.
Integration is further institutionalised in the NICE dementia guideline (NG97) by requiring general assessment of depression and anxiety, interdisciplinary care planning, and coordinated reviews across service sectors (National Institute for Health and Care Excellence, 2022). All these policies help to make integrated mental health support a professional and organisational requirement, and not a voluntary addition.
[bookmark: _Toc225689877]4.5.6 International Policy Comparisons
promote integrated dementia and mental health care. The Guiding an Improved Dementia Experience (GUIDE) Model is a model that facilitates coordinated care in dementia in the United States by compensating multiple professional groups engaged in providing organized mental health and caregiver services (Centres for Medicare and Medicaid Services, 2024). This model clearly connects the financial incentives to integrated practice, which reinforces the adoption on the system level.
European integrated dementia strategies tend to unify medical, social and psychological care into community-based networks. Nonetheless, differences exist among nations because of models of funding and inconsistencies of workforce training (Martin et al., 2020). There are other issues that affect low- and middle-income countries, such as workforce shortages and poor mental health systems, which prevent the practical realization of the global policy ambitions (World Health Organisation, 2021).
These global comparisons show that policy structures are important guides but the success of them greatly depends on economic investment, professional education and service infrastructure.
[bookmark: _Toc225689878]4.5.7 Implications of Policy Frameworks for Practice
Policy frameworks are also very critical towards determining the extent that mental health interventions can be integrated into dementia care, but they are not even realised in practice in a uniform manner. The NHS Long Term Plan, NICE guidelines and other national strategies are explicit in their encouragement of integrated and person-centred care, which is indicative of a transition to the holistic models of care.
Nevertheless, there is some evidence that there has always been a disconnect between policy intentions and frontline implementation. Jones et al. (2022) discovered that uneven service delivery in service across regions is caused by inconsistencies in commissioning, funding and workforce capacity. Equally, Reynolds et al. (2022) emphasise that despite the support of policy in the area of integration, the lack of resources and organisational fragmentation tend to limit the application of the policy in practice.
This shows that policy is not sufficient in itself to enhance a successful integration. Rather, the success of integrated mental health interventions lies in operationalisation of policies in local health and social care systems. This result is pivotal to the purpose of the research, as it shows that the enhancement of dementia care outcomes needs a synchronization between the policy, practice, and resources.
[bookmark: _Toc225689879]4.5.8 Evidence from the Literature Supporting Policy Impact
Several studies in the chosen literature support the effect of policy frameworks on integrated practice. Jones et al. (2022) have shown that the most sustainable integrated care models related to people living with dementia were based on national commissioning frameworks and standardised referral pathways. Their results emphasize a lack of continuity of mental health interventions due to fragmented local policy.
Likewise, Reynolds et al. (2022) also found policy reform to be a critical facilitator in the growth of mental health services in older adults, and national mental health strategies greatly impacted worker development and access to specialist psychiatric care in dementia pathways.
The assessment of the GUIDE Model conducted internationally revealed that multidisciplinary engagement and caregiver support were enhanced by policy-linked financial reimbursement structures, which indicated the direct impact of policy mechanisms on service design and integration (Centres for Medicare & Medicaid Services, 2024).
These studies taken together indicate that there is considerable consensus that integrated mental health interventions in dementia care rely heavily on supportive national frameworks, and that policy serves as an enabler and regulator of service delivery.
[bookmark: _Toc225689880]4.5.9 Interconnections with Other Themes
This theme is quite intertwined with Theme 1 (Interprofessional Collaboration) and Theme 2 (Barriers and Facilitators to Person-Centred Care). The policy frameworks directly influence the circumstances in which a collaboration takes place through the establishment of the professional roles, governance systems, and funding. In the absence of policy support, interprofessional collaboration is at risk of informal practices and local resource constraints.
Similarly, a large number of the obstacles found in Theme 2, including workforce capacity, service fragmentation, and discontinuous care pathways, are policy implementation issues. On the other hand, the products of national guidance are facilitators like common training frameworks and standardised assessment tools. Policy thus is the organisational setting in which collaboration and person-centred dementia care thrives or fails.
Therefore, policy frameworks determine the possibility of integration, yet the effect of these frameworks on the outcome of dementia care entirely relies on the efficiency of service-level implementation.

[bookmark: _Toc225689881]4.6 Linking Themes to the Research Objectives
A closer examination of the studies presented in Appendix 6.2.2 shows that these themes do not exist independently but are strongly interconnected. Indicatively, in studies that reported effective interprofessional collaboration, more frequently reported stronger person-centred care outcomes also. Equally, studies that indicated policy constraints often pointed at the associated obstacles like staffing shortages and service fragmentation. What this implies is that the success of integrated mental health interventions is determined by the combination of these factors in practice, but not separately.
The identified themes in this review have a direct connection with the research objectives. The Objective 1 is supported by evidence on depression, anxiety and behavioural symptoms, which show that mental health conditions can affect the progression of dementia. The research on multidisciplinary collaboration can be applied to Objective 2 to demonstrate the use of integrated methods by interprofessional teams. Objective 3 is fulfilled by barriers, including shortages of the workforce, fragmentation and inconsistent commissioning of the services. Lastly, Objective 4 is considered in national frameworks, such as NICE NG97 and NHS Long Term Plan, which provide policy expectations and show the disconnect between policy and practice.

[bookmark: _Toc225689882]4.7 Chapter Conclusion 
The thematic analysis findings have been critically discussed in this chapter showing the intricate interplay of interprofessional collaboration, person-centred care, and policy frameworks in integrated dementia and mental health care. The discussion has shown that although integrated mental health interventions can lead to significant improvement of care outcomes, they do not always work well in different settings.
Interprofessional collaboration was found to be one of the facilitators of integration which allows the provision of a coordinated holistic care but its effectiveness is usually hampered by organisational and workforce limitations. Equally, person-centred care can improve psychological wellness and quality of life, but its practice is still disproportionate because of structural constraints in health and social care systems. Policy frameworks are important in giving strategic guidance, yet policy-practice gaps undermine the ability to deliver consistent services.
In general, the evidence indicates that the integrated mental health interventions can have a beneficial impact on dementia care, yet it is only possible under the condition of proper resources, efficient cooperation, and proper policy implementation. It is on these insights that the following chapter is based to make its recommendations.




[bookmark: _Toc225689883]CHAPTER 5 - Conclusion and Recommendations
[bookmark: _Toc225689884]5.1 Conclusion 
The purpose of this dissertation was to critically examine the role of integrated mental health interventions in influencing the care of dementia in health and social care settings with specific attention to person centred care, interprofessional collaboration and national policy frameworks. The study investigated the impact of integrated approaches on service delivery, patient outcomes and professional practice using systematic literature review and thematic analysis.
The results included in Chapter 4 showed that interprofessional collaboration (Theme 1) is a key factor that facilitates integrated mental health support in dementia care pathways, especially in shared decision-making and the management of service delivery. Another theme that was identified in the analysis is the use of person-centred care (Theme 2), which improves the quality of life and psychological wellbeing when mental health needs are met in addition to cognitive decline. Nevertheless, the barriers that have always been present like shortages of workforce, fragmentation and lack of training in service delivery remain a limiting factor to effective execution. In addition, policy frameworks (Theme 3), such as the NHS Long Term Plan and NICE guidelines were demonstrated to offer strategic guidance to integration, but implementation disparities are still a major barrier in health and social care systems.
Overall, in this research, research goal and objectives have been achieved because the limitations of the integrated mental health and dementia care and its ongoing limitations have been found. These findings indicate that there is a strong base of evidence on which useful and practice-based recommendations can now be established.
Implications for Practice
The research results in this paper indicate that there are a number of implications to practice. The chapter of Chapter 4, especially in the theme of 1, shows that interprofessional collaboration is the key to providing integrated dementia and mental health care. This implies that healthcare organisations must emphasize the models of collaborative working and enhance cross-professional communication enhancement.
Besides this, Theme 2 also found person-centred integrated care to be facilitated by workforce training and organisational support. Consequently, to enhance the ability of medical workers to identify and address mental health indicators including depression and anxiety among people with dementia, it is necessary to develop the workforce.
In addition, Theme 3 revealed discrepancies in policy implementation, stating that Integrated Care Systems and commissioners are to focus on the translation of national frameworks into local consistent practice. This involves enhancing access to psychological services, enhancing community-based services and continuity of care.

[bookmark: _Toc225689885]5.2 Recommendations
According to the main findings of this research, three evidence-based suggestions will be suggested. These recommendations are concerned with workforce development, services integration and policy-to-practice implementation. All the recommendations are based on the existing literature and take into account possible obstacles and the means of successful implementation.
[bookmark: _Toc225689886]5.2.1 Recommendation 1: Strengthen Interprofessional Training in Dementia and Mental Health Integration
One of the main results of this dissertation is that interprofessional collaboration is highly beneficial to the quality of integrated dementia and mental health care. Nevertheless, various studies note that unsystematic professional training is one of the most serious obstacles to disciplinary collaboration (Higgins and Innes, 2024). Thus, it is suggested that all staff who work in dementia care should have mandatory interprofessional education programmes integrated in undergraduate courses, in the postgraduate and continuing professional development courses. 
Training needs to be aimed at identifying mental health symptoms in dementia, shared care planning, and interprofessional communication and psychologically informed care. The experience of interprofessional dementia clinics proves that team training in the form of structure enhances staff confidence, clarity of roles, and teamwork in practice (Lee and Molnar, 2022). 
Obstacles to Implementation: The obstacles to this recommendation are primarily time, finances, and shortage of workforce especially in the NHS and the social care systems. The availability of time within which training can be conducted can be constrained by staffing pressures, and access to specialist educational programmes can be constrained by budgetary constraints. 
Tactics to Counteract Barriers: To address these constraints, the training can be provided in the form of blended learning which involves the use of online course and simulation on the job, which will not require spending much time off the counter. The dementia-specific mental health training prioritisation in the services could be facilitated with national workforce strategies described in the adult social care reform guidance (Department of Health and Social Care, 2021). Professional accountability would also be enhanced through incorporation of training into revalidation and appraisal systems.

[bookmark: _Toc225689887]5.2.2 Recommendation 2: Expand Specialised Integrated Dementia and Mental Health Services in Community Settings
The findings established that community based integrated services are very efficient in terms of early intervention, continuity of care, and psychological support among the people living with dementia. IC models such as interprofessional dementia clinic and home-based care pathway models have been demonstrated to reduce hospitalisations and enhance carer involvement (Novotni et al., 2024). 
It is thus advisable that NHS Integrated Care Systems (ICSs) increase specialised dementia and mental health services in the community setting such as memory clinics, crisis response teams, and psychological therapies services that are specifically designed to suit able-minded persons. The models are also supported by international evidence, and research conducted in the United States confirms that coordination and service navigation processes are enhanced by integrated dementia care efforts (Centres for Medicare & Medicaid Services, 2024). 
Barriers to Implementation: The main barriers are the uneven regional funding, shortages of workforce in psychiatry and psychology, and inconsistency in commissioning priorities between ICSs. Service capacity may induce additional access inequalities to rural and deprived locations (Martin et al., 2020). 
Mechanisms of breaking down Barriers: Commissioning mechanisms should be prioritised to allocate national funds on dementia and mental health integration. The issue of workforce shortages would be partly resolved by role-extension of the advanced practitioners and specialist nurses who received training in mental health care concerning dementia. Tele-psychiatry and other digital solutions could be used to expand the number of services and care delivery in under-served areas (Giebel et al., 2020).

[bookmark: _Toc225689888]5.2.3 Recommendation 3: Strengthen Policy Implementation and Monitoring of Integrated Dementia and Mental Health Care
Although the UK has robust national policy frameworks to integrate dementia and mental health, this research study established that implementation of policy frameworks differed largely among service providers. The NICE NG97 and the NHS Long Term Plan focus on the use of holistic, person-centred, and integrated care methods, but there are still gaps in delivery (National Institute for Health and Care Excellence, 2022; NHS England, 2019). 
To improve this, it is suggested that more transparent state accountability systems should be implemented to track the way, in which integrated dementia and mental health services are applied at the local level. This ought to involve organised performance measures, tightened Care Quality Commission inspection requirements on integrated practice and compulsory reporting on mental health care in dementia services. International policy initiatives evidence demonstrates that organised frameworks of implementation enhance consistency of the services and guarantee quality assurance (World Health Organisation, 2021). 
Implementation Barriers: The policy implementation processes are usually weakened by the disorganised governance system, conflicting priorities of services, and lack of frontline involvement in policy formulation. Also, dementia care pathways may be quite complex, complicating the process of outcome measurement (Royal College of Psychiatrists, 2018). 
Plans to Break Down the Walls: There is a need to have stronger partnership among policy makers, clinical leaders and service users to make sure that the policies are clinically realistic and locally applicable. IGMC needs to be measured by conducting regular national audits and service reviews to determine integrated mental health provision within the dementia services. Including service-user and carer feedback in monitoring systems would also enhance accountability, and person-centred governance (Alzheimer’s Society, 2023). 
The suggested recommendations can be implemented in the current NHS and social care framework as long as the necessary funds, human resources investment, and determination of leadership can be maintained. Finally, empowering interdisciplinary mental health service in dementia care can offer numerous benefits to quality of life, service fragmentation, and truly person-centred care of one of the most vulnerable groups in the community.

[bookmark: _Toc225689889]5.3 Limitations of the Study
There are some limitations that should be considered in this study. To begin with, the study was premised on secondary qualitative research employing a systematic literature review which implies that the results are founded on prior researches and not primary data. This makes the conclusions rely on the quality, scope and methodological approaches of the available research.
Secondly, the inclusion criteria were also oriented to English-language studies published in 2016-2025, which might have left out other relevant studies in other languages or before 2016. This could restrict the breadth of the evidence base. Also, it is possible that there is publication bias since those studies with positive results may be published more than studies with neutral or negative results.
Lastly, although the research is based mainly on the UK context, some of the literature used is international. The direct transferability of some of the findings to UK health and social care contexts might be restricted by differences in healthcare systems and policy frameworks.
[bookmark: _Toc225689890]5.4 Future Research
Future studies ought to extend to the effectiveness of integrated mental programs of interventions in long-term care of dementia through primary research means. Specifically, qualitative research studies that explore the experience of healthcare workers, people with dementia, and their families would be more informative on the practical implementations and promoters of integration.
Also, longitudinal research is required to determine the effect of integrated care models on patient outcomes in the long run, especially on psychological wellbeing, quality of life and service utilisation. Additional studies may also be done to examine regional differences in the adoption of integrated dementia and mental health services in the UK to gain a clearer insight into disparities in access and service delivery.
Altogether, this study illustrates that the combination of mental health programs is necessary to enhance the results of dementia care by meeting cognitive and psychological demands. Though the policy frameworks and theoretical models advocate highly in terms of integration, the results show that the actualisation of the integration is not consistent because of workforce, organisational and resource constraints.
With the prevalence of dementia steadily increasing, the reinforcement of the integrated care models will be essential in ensuring that the health and social care systems are able to meet the needs of people with dementia in an effective and responsive manner to the ever-complex needs of the victims. This will take a long-term commitment to workforce development, improved interprofessional relationships and closer policy-practice congruency.
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[bookmark: _Toc225689894]6.2.1 Independent Project Source Tracking Table 
Research Title: Exploring the Impact of Integrated Mental Health Interventions on Dementia Care: Challenges and Opportunities in Health and Social Care Settings.

	✅ Saved?
	Author & Year
	Title
	Summary 
	CRAAP Notes
	File Name / Link

	Yes
	Abbott et al. (2021)
	Can person-centred care for people living with dementia be delivered in the acute care setting?
	Shows that acute hospital environments challenge person-centred care but identifies organisational factors that support emotional and psychological needs.
	Current, peer-reviewed, highly relevant to person-centred care; strong evidence base.
	https://academic.oup.com/ageing/article/50/4/1077/6243393?login=false 

	Yes
	Aguirre et al. (2023)
	Designing an interprofessional dementia specialty clinic: Conceptualisation and evaluation of a patient-centred model
	Evaluates a multidisciplinary dementia clinic model that improved continuity, coordination, and mental health support.
	Very current, authoritative, relevant to interprofessional collaboration.
	https://www.tandfonline.com/doi/abs/10.1080/13561820.2022.2060194 

	Yes
	Aunsmo et al. (2024)
	Associations between depression and anxiety in midlife and dementia more than 30 years later: The HUNT Study
	Demonstrates long-term association between midlife mental health disorders and increased dementia risk.
	Current, high authority, longitudinal design; supports RQ1.
	https://alz-journals.onlinelibrary.wiley.com/doi/full/10.1002/dad2.70036 

	Yes
	Berkovic et al. (2024)
	The delivery of person-centred care for people living with dementia in residential aged care: a systematic review and meta-analysis
	Systematic review showing that person-centred dementia care improves emotional wellbeing and reduces behavioural symptoms.
	Very strong methodological credibility, extremely relevant.
	https://academic.oup.com/gerontologist/article/64/5/gnad052/7152914 

	Yes
	Choi et al. (2025)
	Possible and Probable Dementia and Depressive/Anxiety Symptoms in US Older Adults: One-Year Follow-Up
	Finds that persistent depression accelerates decline in dementia, reinforcing the need for integrated mental health interventions.
	Most current source; rigorous empirical data; relevant to RQ1.
	https://journals.sagepub.com/doi/full/10.1177/08982643251369347 

	Yes
	Higgins et al. (2024)
	Enablers and barriers to delivering person centred dementia care: Perceptions and experiences of diagnostic and therapeutic radiography practitioners
	Identifies workforce shortages, training deficits, and service fragmentation as major barriers to integrated dementia care.
	Current, peer-reviewed, strongly aligned with Theme 2.
	https://www.sciencedirect.com/science/article/pii/S193986542400167X 

	Yes
	Jones et al. (2022)
	Integrated care for people living with dementia
	Reviews how multidisciplinary working improves continuity but is limited by inconsistent implementation.
	Relevant, authoritative, supports Theme 1 & Theme 3.
	https://www.sciencedirect.com/science/article/abs/pii/S2666869622000070 

	Yes
	Khemai et al. (2024)
	Interprofessional collaboration in palliative dementia care
	Shows improved mental health symptom management through shared decision-making across care teams.
	Current, peer-reviewed, reinforces interprofessional collaboration.
	https://www.tandfonline.com/doi/full/10.1080/13561820.2024.2345828 

	Yes
	Nakanishi et al. (2023)
	Place of death from dementia as an underlying cause during the COVID-19 pandemic in Japan: a cross-sectional study from national death certificates 
	Reports increased anxiety, depression and reduced access to services for dementia patients during COVID-19.
	Relevant, accurate, authoritative; highlights systemic vulnerabilities.
	https://journals.sagepub.com/doi/full/10.1177/26323524231193039 

	Yes
	Royal College of Psychiatrists (2018)
	Dementia care pathway: Full implementation guidance.
	Outlines national standards for integrated assessments, mental health screening and carer support.
	Authoritative UK body, still relevant for policy context.
	https://www.rcpsych.ac.uk/improving-care/nccmh/service-design-and-development/dementia

	Yes
	NHS England (2019)
	NHS Long Term Plan: NHS
	National strategy promoting integration of mental health and dementia services within community and ICS structures.
	High authority, policy-defining source; essential for Theme 3.
	https://www.longtermplan.nhs.uk

	Yes
	NICE (2022)
	Dementia: Assessment, management and support for people living with dementia and their carers (NG97).
	National guideline mandating psychological assessment, person-centred planning, and multidisciplinary reviews.
	Extremely authoritative, directly used in dissertation.
	https://www.nice.org.uk/guidance/ng97

	Yes
	World Health Organisation (2021)
	Global status report on the public health response to dementia.
	Provides international framework promoting integrated dementia and mental health care.
	Authoritative, relevant for global context and Theme 3.
	https://www.who.int/publications/i/item/9789240033245

	Yes
	Alzheimer’s Society (2023)
	Improving access to timely and accurate dementia diagnosis of dementia in England, Wales and Northern. Ireland
	Highlights national gaps in psychological support, diagnostic delays, and community service provision.
	Recent, accurate reporting from a reputable organisation.
	https://www.alzheimers.org.uk/sites/default/files/2023-05/alzheimers-society-improving-access-timely-accurate-diagnosis-england-wales-full-report_0.pdf
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	Author & Year
	Article Title
	Type of Study
	Method & Sample Size
	Strengths & Limitations
	Main Findings
	Keywords & Codes
	Notes/Comments

	Aguirre et al. (2023)
	Integrated dementia care clinics
	Mixed methods
	Multi-site clinic evaluation (n≈300)
	Strength: real-world data; Limitation: limited generalisation
	Multidisciplinary care improves coordination and reduces admissions
	collaboration, integrated care
	Supports Theme 1

	Higgins et al. (2024)
	Barriers to integrated dementia care
	Qualitative
	Interviews with healthcare staff (n=45)
	Strength: in-depth; Limitation: small sample
	Workforce shortage and poor communication limit integration
	barriers, workforce, communication
	Strong for Theme 2

	Berkovic et al. (2024)
	Person-centred dementia care outcomes
	Systematic review
	20 studies analysed
	Strength: high-quality evidence; Limitation: varied designs
	PCC improves wellbeing and reduces behavioural symptoms
	person-centred care, wellbeing
	Key facilitator

	Abbott et al. (2021)
	Dementia care in hospitals
	Qualitative
	Observational study (n=60 staff)
	Strength: real context; Limitation: single setting
	Task-focused care reduces psychological support
	barriers, acute care
	Shows gap in practice

	Jones et al. (2022)
	Integrated dementia pathways
	Review
	Policy + empirical studies
	Strength: broad; Limitation: lacks primary data
	Integration improves continuity but varies regionally
	integration, policy
	Links Theme 1 & 3

	Reynolds et al. (2022)
	Mental health in older adults
	Review
	Literature synthesis
	Strength: theoretical depth; Limitation: not dementia-specific
	Mental health strongly affects dementia outcomes
	mental health, depression
	Supports rationale

	Martin et al. (2020)
	European dementia services
	Review
	Cross-country analysis
	Strength: comparative; Limitation: outdated in parts
	Major gaps in psychological care provision
	service gaps, Europe
	Strong barrier evidence

	Nakanishi et al. (2023)
	COVID-19 and dementia mental health
	Quantitative
	Longitudinal (n≈500)
	Strength: large sample; Limitation: pandemic-specific
	Anxiety and depression increased significantly
	anxiety, COVID-19
	Shows urgency of integration

	Choi et al. (2025)
	Depression and dementia progression
	Quantitative
	Cohort study (n≈400)
	Strength: strong statistical data; Limitation: short follow-up
	Depression accelerates cognitive decline
	depression, progression
	Supports Objective 1

	WHO (2021)
	Global dementia action plan
	Policy report
	International data
	Strength: authoritative; Limitation: broad
	Integrated care is global priority but poorly implemented
	policy, integration
	Strong Theme 3
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