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MUSIC 

 

MAN: Question: Are you worried about dementia? 

 

WOMAN 1: I do worry about it, yes.  One or two people in my 

husband’s family that’s had it.  One died of it.  It’s just very sad. 

 

WOMAN 2: It’s there; I know about it.  I call it Old-Timers, 

because I do silly things myself now, but people are living longer so you’re noticing it more. 

 

COHEN: It’s the illness people over fifty fear most.  Dementia is 

estimated to cost the country £26 billion a year.  David Cameron has made it his personal 

crusade to make Britain the world leader in fighting the disease, increasing rates of diagnosis, 

improving care and investing in research.  But is the push for raising awareness leading to 

unintended consequences?  Are people being wrongly labelled as having dementia? 

 

LEIGHTON: It felt like three years of our lives had been lost, 

because we were waiting for that moment when the Alzheimer’s really kicked in, and we felt 

extremely bitter about it. 
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COHEN: Tonight on File on 4, we challenge some of the 

assumptions about dementia.  Hundreds of millions of pounds of public money is being spent 

on finding a future cure. But have we got our priorities right? 

 

MAN: I think we’ve got to be very wary of promissory 

science.  The idea that there is a solution just around the corner if only you would give us a 

bit more money.  That’s been a real let down over the last twenty years and I haven’t seen 

anything so far that suggests it’s going to change very much.  For a whole generation, the 

science has marked time. 

 

SIGNATURE TUNE 

 

CHRISTINE: Four down is ‘varnish thinner’, seven letters beginning 

with A. 

 

MICHAEL: Varnish thinner? 

 

CHRISTINE: Thinner.  Varnish thinner. 

 

MICHAEL: Oh right, yeah, okay, I think I’ve got it. 

 

CHRISTINE: What? 

 

MICHAEL: Acetone. 

 

CHRISTINE: Yes, that’s it. 

 

COHEN: Christine and Michael Brocklebank are at the family 

home in Salisbury, doing the crossword.  It’s one of the few things they can still do together 

since the onset of dementia. 

 

CHRISTINE: Michael was forgetting things. Making tea, for 

instance.  He always used to bring me a cup of tea up to bed, but when he brought it up it was 

stone cold, so he’d forgotten that he had to put the kettle on. 
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COHEN: Concerned about his behaviour, Catherine took 

Michael, a 78 year old retired dentist, to see his GP. 

 

CHRISTINE: He gave him the standard tests, which he scored quite 

highly on, but as a family we knew that things weren’t right and that we should pursue it, so 

we tried to get him into the memory clinic to have some assessment.  He didn’t think there 

was any necessity to send him and that the memory clinic would get annoyed if he was 

referring people where it wasn’t necessary. 

 

COHEN: So how did you feel when you were told that?  Do you 

remember? 

 

CHRISTINE: Yes, very frustrated, because I knew he needed some 

more in-depth tests. 

 

COHEN: Eighteen months later, Michael got an appointment at a 

specialist memory clinic.  Doctors there ran a series of tests and scans. Eventually they got a 

letter confirming the news they dreaded. 

 

CHRISTINE: It came as quite a shock to read it baldly, but it was 

really confirming what we had suspected. 

 

COHEN: How has your life changed?  What has been the impact 

day to day? 

 

CHRISTINE: It just takes the ground from under you, because your 

life changes completely.  I now have to do everything.  We don’t go away or go out like we 

used to.  Life has just changed completely – and not for the better. 

   

COHEN: Catherine and Michael weren’t the only ones 

experiencing problems getting a diagnosis. 
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BARDZIL: People waiting about 13 months on average to be 

diagnosed.  Some people were giving up on NHS services and going to private clinics to get 

their diagnosis. 

 

COHEN: Stephanie Bardzil works for Alzheimer’s Support, a 

local independent charity providing a range of services to people with all types of dementia 

and their carers. 

 

BARDZIL: We were having examples of GPs saying there’s 

nothing wrong with somebody, saying that they felt it was just old age, and other GPs that we 

spoke to were actually quite ashamed of the service and said they didn’t refer because they 

had nowhere to refer to.  They felt that because the waits were so long, that it was like a black 

hole.  That situation was obviously very poor indeed. 

 

COHEN: Wiltshire wasn’t alone in providing poor services.  In 

other parts of the country there were lengthy waits for a diagnosis. 

 

MUSIC 

 

MAN: Question: Would you want to know you had dementia? 

 

WOMAN 1: I would like to know, simply because I’m a carer and 

I’d have to put things into place.  My mum had it, so I saw her go down.  So I would like to 

prepare me and my children and my husband for that, so yeah, I would like to know. 

 

WOMAN 2: I don’t want to know.  If I’ve got it, I’ve got it.  If they 

could say, ‘You’ve got it, take the pill, you’re fine,’ great.  But other than that, no, I don’t 

want to know.  When my time’s up, it’s up.  End of. 

 

EXTRACT OF DAVID CAMERON SPEECH 

 

CAMERON: This is simply a terrible disease and it’s a scandal that, 

as a country, we haven’t kept pace with it.  The level of diagnosis, the level of understanding, 

the level of awareness of dementia is shockingly low.  It’s as though we’ve been in …. 
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COHEN: In 2012, David Cameron launched what he called the 

Prime Minister’s Challenge on Dementia. 

 

CAMERON: Today, only around 40% of those with dementia know 

that they have it.  Can you imagine if those were our diagnosis rates for cancer?  There would 

be a massive national outcry.  And dementia should be treated in exactly the same … 

 

COHEN: In order to increase diagnosis rates, hospitals and GPs 

were rewarded for identifying people at risk of dementia and offering them an assessment. 

It’s a strategy called case finding.  The initial push was for people to be picked up early in the 

disease.  To boost rates further, GPs were awarded £55 per person for each new diagnosis of 

dementia made in a six month period. 

 

ACTUALITY IN DOCTOR’S SURGERY 

 

BEALE: Hello, Mrs White. 

 

WHITE: Hi. 

 

BEALE: I know you’ve come to see me today because you’ve 

been a bit worried about how your memory is doing. 

 

WHITE: Yes, that’s right. 

 

BEALE: So what I thought we would do, there’s some simple 

tests that we can do …. Don’t worry about it …. 

 

COHEN: In Wiltshire they’d already decided to do this 

themselves.  The region had one of the lowest rates in the country with only specialist clinics 

being able to make a diagnosis. 

 

BEALE: The first thing I’m going to do is I’m going to give you 

a name and an address and then I’m going to ask you to tell me what you remember about 

that, if you can repeat it back to me. 
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WHITE: Okay. 

 

BEALE: Okay, so I’m going to say it slowly three times …. 

 

COHEN: Now, GPs like Debbie Beale are being encouraged to 

do it for themselves. 

 

BEALE: So you’d have a very frustrating time with the patient 

guessing and the family guessing what was wrong with them and you were fairly sure what 

was wrong with them, and waiting to get the diagnosis, the help.  And even when the 

medication came, we might have missed the window where the medication would have had 

the most impact.  Many of these patients had fairly straightforward diagnoses and they 

needed the diagnosis to access help.  So on here are a list of all the blood tests that someone 

should have and then the next bit has the tool that we have to fill in to check the memory and 

it makes sure that we do the right questions in the right way, and then when we have 

completed the score, the computer does the assessment of score of where they would grade 

the person as perfect memory, bad memory, slightly impaired memory. 

 

COHEN: How accurate are these different screening tools? 

 

BEALE: I mean, that’s difficult to know.  Also the diagnosis is 

more complicated.  We use the tools to assess a rough idea of how their memory is and how 

people are functioning, but it’s also the physical side, you know, how physically well they 

are, things like how they’re doing with their blood pressure, what we find in their blood tests, 

and then also things like brain scans. 

 

COHEN: GPs in Wiltshire now make three-quarters of diagnoses 

and can prescribe one of the drugs normally reserved for specialists.  Diagnosis rates have 

virtually doubled. 

 

BEALE: I think the patients have been very happy.  I mean, it’s 

much more satisfying to get a diagnosis and treatment quickly.  Being told that you have this 

diagnosis or being aware that you have memory problems is quite frightening, so once it’s out 

in the open you want support really quickly.  So I think it is a success from that point of view. 
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ACTUALITY IN DOCTOR’S SURGERY 

 

WHITE: John Brown, 42 West Street, Kensington.   

 

BEALE: Now, I’m very pleased to tell you that you’ve got full 

marks, you got everything correct, so there is absolutely nothing wrong with your memory. 

 

WHITE: Lovely, thank you very much. 

 

COHEN: It’s good news for this patient, but GPs like Debbie 

Beale are victims of their own success. 

 

BEALE: Within the practice, we have more people coming 

forward, so there are more people asking for assessment that are actually well and we would 

monitor those, so we need more time and resource to do that. 

 

COHEN: It seems like the system has been frontloaded so 

you’ve increased the diagnosis rates, but perhaps investment hasn’t followed it through 

further downstream. Is that what you’re experiencing? 

 

BEALE: What I think is that just because you weren’t looking 

for the problem doesn’t mean the problem wasn’t there, so now we’re getting a truer picture. 

But yes, you know, once you start looking for things, it does increase the demand and the 

need for resources. 

 

COHEN: Official figures from England show that since the 

introduction of the incentive schemes, diagnosis rates have slowly started to rise.  They went 

up more steeply during the six months doctors were given £55 payments for each new case. 

But some are worried that targets set by the Government have led to mistakes being made. 

 

ILIFFE: It’s a complicated problem, dementia, and so it’s 

possible to make errors of judgement about what the symptoms add up to, so there will be 

individuals where that happens. 
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COHEN: Steve Iliffe is Emeritus Professor of Primary Care for 

Older People at University College, London.  He says dementia is complex.  It’s an umbrella 

term that describes a set of symptoms and is caused when the brain is damaged by diseases 

such as Alzheimer’s or a series of strokes.  According to Professor Iliffe, it can be difficult to 

diagnose, particularly in the early stages. 

 

ILIFFE: I’ve certainly seem some evidence in practices where 

they’ve been encouraged to reach a target or to do better in their work with people with 

dementia symptoms and where the diagnosis has been applied quite inappropriately.  My 

concern would be that it could happen on a larger scale, because more pressure is put on 

practitioners to find this diagnosis, and more incentives are put their way to do so as well. 

 

COHEN: Do we know how many people perhaps have been 

misdiagnosed? 

 

ILIFFE: No, we don’t, because that sort of data is not really 

available. 

 

COHEN: Is it not being collected? 

 

ILIFFE: It’s not being collected, that’s right. 

 

COHEN: So we’re not really evaluating the benefits and harms 

of this particular strategy? 

 

ILIFFE: That’s right.  I don’t think there’s very much interest 

actually in measuring harm done.  It’s assumed that earlier diagnosis is beneficial.  We 

simply don’t know that that’s the case. 

 

COHEN: The drive to improve diagnosis rates isn’t just confined 

to England.  Scotland introduced a target called Heat 4 several years earlier.  The focus was 

on hospitals and led to an increase in overall dementia diagnosis rates of about 25%.  But 

here too there are doubters. 
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GORDON: I was being told by my NHS board I had to diagnose as 

many people as early as possible.  It was following that that I began to see practices changing 

and perhaps unforeseen consequences. 

 

COHEN: Peter Gordon has been a psychiatrist for older adults 

for the past 20 years in Scotland. He says England could have learnt from what’s happened 

there. 

 

GORDON: So we’re seven years on from the Heat Target 4 in 

Scotland and I have now seen a significant number of elderly people who, seven years on, 

have not progressed to dementia, who were diagnosed with early Alzheimer’s Disease, were 

registered on Heat Target as having dementia but do not have clinical dementia. 

 

COHEN: Have you had to tell patients that they don’t actually 

have dementia? 

 

GORDON: Yes, it’s extremely difficult.  Extremely difficult, and I 

have had to tell patients that after six or seven years, that there’s no evidence that they have 

clinical dementia, that they were diagnosed with early Alzheimer’s Disease, and it leads to a 

very difficult conversation over a period of time.  I’m not sure they come to terms with it, I’m 

not sure I come to terms with it, so un-diagnosing, my goodness, that’s a really difficult thing. 

 

COHEN: A misdiagnosis of dementia can be devastating. 

 

ACTUALITY WITH DOG 

 

VALERIE: Come on Rosie. Rosie! 

 

LEIGHTON: We had a dog for, oh, fourteen years and sadly she 

passed away earlier this year …. 
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COHEN: Leighton Peacock and his wife, Valerie, are coping 

with a new puppy – something he didn’t expect he would be doing after he started 

experiencing problems with his memory several years ago when he was 68.  Concerned about 

what this might mean, he saw his GP and was referred for a brain scan at the local hospital. 

 

LEIGHTON: The psychiatrist called me and my wife in and said that 

from the scan he was sorry to say that there were signs of early onset Alzheimer’s.  

 

COHEN: And what was the impact of having a diagnosis of 

dementia? 

 

LEIGHTON: Devastating, absolutely devastating, because it’s saying 

to you that you’ve no future. The point between diagnosis and death from Alzheimer’s varies 

from person to person, but it hangs over your head like the Sword of Damocles.   

 

COHEN: The couple were told to plan for the worst.  The 

council installed aids in their home and a community psychiatric nurse came around once a 

month.  But Leighton showed no signs of getting worse and, three years later, the hospital 

agreed to another scan. 

 

LEIGHTON: The psychiatrist called us back in and said, ‘Oh, I’ve 

got good news for you.  The scan is completely clear.’  We were in a mixture of mixed 

emotions.  I mean obviously we were very pleased, but we were very angry and felt like three 

years of our lives had been lost, because we were waiting for that moment when the 

Alzheimer’s really kicked in.  Back when we had the first scan and a diagnosis was made, the 

consultant suggested that Valerie, my wife, take out power of attorney immediately and also 

make full wills, and of course none of that was necessary.  The worry and turmoil that we 

went through was not necessary and we feel extremely bitter about it. 

 

COHEN: How did that make you feel about the Government 

pushing for more diagnosis? 
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LEIGHTON: Very angry, because if they can’t get it right now, by 

pressing for more people to be diagnosed is pressing for more mistakes to happen. The fact 

that diagnosis is not a clear thing and that it does involve a lot of uncertainties, then what’s 

the point of urging to make more diagnoses?  It’s absolutely crazy. 

 

COHEN: Professor Alistair Burns is the National Clinical 

Director for Dementia in England.  He says the drive to improve diagnosis is in response to 

public concerns and sees no reason why it should have led to more mistakes. 

 

BURNS: We know that dementia, from studies that have been 

done, is the most feared illness for people over 50, and I think as a health service, responding 

to that fear is very good indeed. 

 

COHEN: One concern is that we’re casting the net wider.  It 

hasn’t been trialled before.  And that potentially we’re going to be increasing the number of 

people misdiagnosed. 

 

BURNS: I think what the awareness raising schemes have done 

is that it’s encouraging people to come forward where a clinical diagnosis is made, and that is 

made carefully, based on the history, the investigations and examinations, and that is the crux 

of the things that is going on as part of the pathway. 

 

COHEN: So you don’t think there’s any reason why 

misdiagnosis rates will have occurred? 

 

BURNS: I don’t see that the increasing awareness and 

encouraging people to come forward if they are worried is going to impact on the clinical 

judgement that is made day in and day out from clinicians about making a diagnosis of 

dementia and getting post diagnostic support. 

 

COHEN: Because no figures exist for the number of people 

who’ve been given the wrong diagnosis, critics say we don’t know the impact of these 

policies. 
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BRAYNE: The intention is extremely well meaning.  It sounds 

like a very obvious thing to do, because why wouldn’t it be better for us to know whether 

somebody has dementia or is at risk of dementia? 

 

COHEN: Professor Carol Brayne is Director of Cambridge 

University’s Institute of Public Health and specialises in following up groups of people with 

dementia.  She says there may be benefits, but there also may be harms. 

 

BRAYNE: In public health, we often find that something that 

seems self-evident actually does require an evidence base, and so I would argue – and many 

others would argue – that these kinds of policies would be best tested first in as rigorous a 

manner as possible before rolling out across the country. So it’s difficult to say whether case 

finding in primary care is of benefit to individuals, because we haven’t done a trial. We need 

to test what is best. 

 

COHEN: And that hasn’t been done in this case? 

 

BRAYNE: Not in a way that provides us with a rigorous evidence 

to say we can see that there is this benefit, there is this harm – because we need to look for 

harm as well, because it may be that we perturb systems that were working and supporting 

individuals.  We’re putting a lot of resources into this diagnostic process without a clear sense 

of what that may mean for the individuals and how that will impact on the system in the 

future. 

 

COHEN: And for some, that is a key question.  What kind of 

help is available after diagnosis?  Social Services budgets are under pressure and care homes 

are closing around the country.  Professor Chris Fox, a psycho-geriatrician at the University 

of East Anglia, has surveyed GPs about what happens after diagnosis.  He found little in the 

way of support, either for the patient or carer. 

 

FOX: We published a paper last year where we did a survey 

of GPs and we did find that a significant majority of this survey said there’s no services.  

Social care is imploding and local authority have been cut.  Charities are being expecting to 

develop services and their funds are under pressure.  So yes, there is no pathway.  We also  
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FOX cont: found out that patients get a diagnosis, they’re either 

not appropriate for the medication so what happens to them next?  They just sit there for five 

years till they have a crisis? 

 

COHEN: It’s a familiar picture to Scottish psychiatrist, Peter 

Gordon. 

 

GORDON: I think if we’re investing a lot of money in the sort of 

medical side of it, which has an important role, the social care, the support, the financial 

allocation to that might be less.  And certainly in Scotland I think what we’re seeing now is 

they have a new target for post diagnostic support, which of course I support.  But I 

understand that there’s waiting lists for post diagnostic support across Scotland and the 

waiting list can be significant. I feel this is not good.  Have we gone about this the wrong 

way?  We first diagnose people, then we put a target for post diagnostic support, so we’re 

diagnosing them and in some areas at least 50 people are waiting up to six months for support 

after their diagnosis.  That’s not empowering people, but we’re not to talk about this because 

this is a political thing. 

 

COHEN: The Scottish Government told us that everyone 

diagnosed with dementia is offered a year’s post diagnostic support and say they’re hoping to 

release figures later this year showing waiting times.  In England, Professor Alistair Burns, 

the ‘Dementia Tsar’, accepts that not all areas are providing the support they should. 

 

BURNS: I think the issue of funding is clearly very important 

and one of the things that I’ve been unaware of is the variability that we know that sometimes 

occurs across the country.  We saw that in the diagnosis rates and there’s no doubt that when 

we look at the provision, there are some areas where there is very good post diagnostic 

support and other areas who have some to learn and ways to improve things.  So I think the 

money and the funding that’s available is not for me, in my experience, the important thing. 

 

COHEN: There was a survey done of GPs last year that 

suggested there was a lack of post diagnostic support and it left them wondering sometimes 

what they should do. 
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BURNS: I think one of the things that we have to do and we can 

improve on and do better is to make the awareness of what post diagnostic support is 

available and we’re working closely with GPs and Clinical Commissioning Groups.  Yes, 

inevitably there might be a bit of variability across the country, but there are very good 

examples where the post diagnostic support is extremely high. 

 

COHEN: But if services are stretched now, there’s even more 

pressure to come. 

 

MUSIC 

 

EXTRACT FROM ADVERT 

 

WOMAN: This is my dad.  He’d started to forget things.  It 

couldn’t just have been old age.  I tried to ignore the signs but it was getting worse.  I was 

afraid I was losing him.     

 

COHEN: Awareness campaigns have urged people to visit their 

doctor if they’re worried.  The Government has also encouraged GPs to ask people with 

illnesses such as diabetes and heart disease about their memory and refer them to specialist 

services if necessary.  But are we running the risk of medicalising old age and memory loss. 

 

MUSIC 

 

MAN: Question: How aware are you of dementia? 

 

WOMAN 1: I do find sometimes there can be a lot of 

scaremongering, I think, as though every other person you know has got dementia.  My mum 

had it, age-related.  She’s the only one in the family, touch wood, up to now. 

 

WOMAN 2: It’s more in the news now.  There’s been a stigma with 

it, you know.  I mean, my mum was so ashamed of it, you know, but nowadays more people 

know about it. 
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COHEN: Memory clinics have seen a 30% increase in the 

number of people coming through the door.  But according to data obtained by File on 4 from 

the Royal College of Psychiatrists, 40% of those who attend don’t have dementia.  Peter 

Gordon is concerned that we’re in danger of losing perspective. 

 

GORDON: It’s almost become mythology that memory loss equals 

dementia.  Memory loss can be one part of it, but up to 50% of our elderly who have mild 

memory loss will never develop dementia.  In the western world at least, I think you can’t 

open a newspaper or watch the TV without hearing about Alzheimer’s – in inverted commas 

– dementia.  I think there’s very few of our elderly or older generation who are not aware of 

dementia.  You’ve got to get a balance here between helping those people who really need it 

– and those are people who may develop dementia.  But if we stretch services so far to 

include looking at people who have an ageing brain and have some mild cognitive 

impairment but don’t have dementia, but in terms of a cultural society change in the western 

world we’re treating them as if they have dementia, I don’t think that’s doing any of us any 

favours. 

 

COHEN: Sube Banerjee is Professor of Dementia at the 

University of Sussex. He led the development of the National Dementia Strategy in England 

in 2009.  For him, the increased attendance at memory clinics is positive. 

 

BANERJEE: Dementia is the most feared illness in people over the 

age of 50 so it’s six times more feared than cancer, and it wasn’t the case ten years ago.  So 

people fear dementia and so they fear problems with their memory so they come forward and 

ask for help.  That’s okay.  We don’t complain about people without cancer being referred for 

cancer diagnostic services. We shouldn’t complain about people without dementia being 

referred to dementia diagnostic services.  Both are tremendously important illnesses and 

tremendously impactful on families, and in both cases it’s really important to get good quality 

information about whether you have or you haven’t got it. 

 

COHEN: You mentioned about the fear and the fear of the 

dementia has gone up and people fear it more than cancer. Fear isn’t a good thing though, is 

it? 
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BANERJEE: Fear is probably better than ignorance, because the fear 

comes with an understanding of the fact that, you know, we have this disorder which has 

profound negative impacts on those affected.  Ignoring it doesn’t make it go away. 

 

COHEN: So what do we know about numbers of people with the 

disease.  The rates of diagnosis have been going up, but researchers are spotting trends 

suggesting the prevalence – or the percentage of people living with dementia at any specific 

age – is actually decreasing.  Several years ago, 800,000 people in England were predicted to 

have dementia, but that figure has now been reduced to 670,000 based on studies carried out 

by Carol Brayne at Cambridge University. 

 

BRAYNE: If you look at the population as it is now compared to 

how it was 20 years ago – and it’s considerably older – the proportion of people expected to 

have dementia is roughly the same, so we seem to have stabilised the proportion of people 

who meet these particular diagnostic criteria, even though the population has aged 

substantially. 

 

COHEN: So what does that mean for service provision, for 

prevention, for other kinds of research? 

 

BRAYNE: I think it helps us to take stock of what it is that might 

be changing in the population, because it may well be that things that we have done in earlier 

eras have had a profound influence – so changes in smoking, changes in education, changes 

in physical activity, the way that we treat heart conditions and vascular diseases.  So I think it 

provides us with an impetus to think about health and brain health across the whole of the life 

course.  I think it also is important to say that it’s still very common.  The biggest risk 

remains age, so there’s still a very steep rise as we get older in the occurrence of dementia, 

but there’s probably a preventable fraction. 

 

COHEN: So it might be there are simple things we can do to 

modify our risk.  Stopping smoking, physical activity, a healthy diet and reducing alcohol 

consumption.  Other measures include lifelong learning and improving social interactions.  

Estimates suggest that lifestyle changes can prevent up to 20% of new cases of dementia. 
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COHEN cont: But while public health budgets are experiencing cuts, 

more and more money is being put into the hunt for a cure. 

 

EXTRACT FROM DAVID CAMERON SPEECH 

 

CAMERON: The ultimate goal has got to be prevention and cure.  

That is why going further and faster on medical research is our third big aim.  We currently 

spend over ten times more on researching cancer than we do dementia.  So today I can make 

a big announcement on funding.  Though we’re in a time where money is tight, this 

Government has made a bold and important decision to more than double the amount we 

spend on dementia research …. 

 

COHEN: The Government has committed to put over £300 

million into dementia research and innovation, including better tests and genetic profiling to 

identify who might be at risk.  Charities are also putting money towards scientific discovery.  

The main Alzheimer’s charities have both committed to spending £100 million on dementia 

research. 

 

MUSIC 

 

MAN: Question: Do you think we’ll find a cure? 

 

WOMAN 1: Research is going on all the time and it only needs one 

stroke of luck.  Who knows?  They might find a cure next week.  If not a cure, they might 

find a better treatment.  Who knows what tomorrow brings? 

 

WOMAN 2: They tell you there’s a lot of cures for this, that and the 

other and then they all get into these arguments about how much is it going to cost.  To me 

that is irrelevant.  In this day and age nobody should have to suffer, and that applies to 

dementia as well. 

 

ACTUALITY IN OXFORD 
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LOVESTONE: These huge instruments are robots that move up and 

down within a big hood.  We can do 300 experiments …. 

 

COHEN: Here at Oxford University, Simon Lovestone, 

Professor of Translational Neuroscience, is part of a research network who are trying to find 

drugs to treat all types of dementia.  He’s focusing on the most common form – Alzheimer’s 

Disease. 

 

LOVESTONE: Today, Alzheimer’s Disease costs the UK something 

over £20 billion per annum and causes untold misery to individuals and to families.  I hope 

that we will do something to alleviate that distress to those individuals, the pain to families 

and the almost unsustainable cost of providing care for people dying of Alzheimer’s Disease. 

 

COHEN: Professor Lovestone is convinced that clumps of 

protein called amyloid plaques are the main cause of Alzheimer’s. 

 

LOVESTONE: So this is the brain of a patient and you can see these 

little streaks of, they look like wispy strands and these are bits of neurons and those are the 

functioning neurons, and in the middle of them all you see this angry-looking collection of 

stuff and it’s got a dark centre, and that dark centre is the amyloid core, and it’s got lots of 

lighter black areas around it and those are dying neurons or dying brain cells.  So our best 

guess - and all of the evidence is in line with this so far – is that amyloid, the production of or 

the accumulation of amyloid, is somehow a primary cause in all Alzheimer’s Disease.  Now 

it is clear that especially in Alzheimer’s Disease that affects older people there are many 

other components of the disease.  They include things like inflammation, metabolic stress in 

the brain – a whole range of other processes are probably also essential, so it’s not just 

amyloid, but it most definitely includes amyloid. 

 

COHEN: But others say the relationship between amyloid and 

dementia isn’t so clear-cut.  Allen Frances is an eminent US psychiatrist.  He chaired a 

working group that decided the criteria for the classification of mental disorders, such as 

dementia. 
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FRANCES: Some people have lots of plaques and not very many 

symptoms.  Other people have many, many symptoms and not lots of plaques.  The two are 

correlated, but there isn’t a clear cut causal relationship with any given person. 

 

COHEN: So does that mean if, you know, tests for amyloids are 

not going to be diagnostic of Alzheimer’s? 

 

FRANCES: Well, this has been the frustrating holy grail of 

psychiatry and neurology for the last 35 years.  I began 35 years ago asking experts in the 

field how long will it be before we have a biological test for Alzheimer’s?  This would be a 

tremendous breakthrough.  And the answers were always variable, but often around five or 

ten years.  I was told this in 1977, 1985, 1995, 2005 and recently.  The optimism about 

having a biological screening test for Alzheimer’s has never been redeemed by actual proof 

of a test that works in clinical practice.  It’s likely that it’ll be years and years into the future 

before we have a reliable test. 

 

COHEN: Critics like Allen Frances say scientists are just going 

down the same path of previous failures.  No new Alzheimer’s drug has been approved in the 

UK for over twelve years, despite hundreds of attempts.  The drugs that are on the market 

only treat symptoms and don’t stop the progression of the disease.  Professor Frances says 

there’s too much focus on finding a chemical cure. 

 

FRANCES: A drug that successfully prevented or treated 

Alzheimer’s would be one of the biggest blockbusters the drug industry has ever produced 

and they’ve been working very hard at this now for 25 years.  So far without any success.  

We’ve learned a tremendous amount on the basic science side, but the translation from the 

basic science that’s discovered to the actual cure of a patient is a tremendous leap and I think 

it’s more hype and hope over experience, because the brain is the most complicated thing in 

the known universe and it doesn’t reveal its secrets easily, and there aren’t treatments that 

work magically for chronic brain disorders. So we should be putting our investment into 

caring for the people who are sick now, caring for the carers who are taking care of them 

under terrific stress and encouraging everyone to exercise more, to read the newspaper more 

and to engage with their fellows. 
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COHEN: But at Oxford, Professor Simon Lovestone says that 

real progress is being made. He doesn’t think there will be one wonder drug – it’s likely 

people will have to take a cocktail of treatments like they do in cancer and HIV.  He’s 

optimistic that David Cameron’s hopes of a breakthrough by 2025 can be achieved. 

 

LOVESTONE: Is it feasible?  I think yes, actually.  I don’t think it’s 

beyond possibility that we might find such a treatment, and let me justify that.  The first 

clinical trials that show a glimmer of success were reported last year. A lot more work needs 

to be done.  I think that we’re beginning to make some progress.  We need to do more.  We 

need to be more productive, we need to have smarter clinical trials.  All of those things are 

beginning to happen, so I think there is good reason to be cautiously optimistic. 

 

COHEN: There is a real debate about where priorities should lie 

in our approach to dementia.  The fact that more people are being diagnosed is widely seen as 

a good thing.  But with limited resources, should more funding be directed at those currently 

struggling with the disease rather than the search for a future cure?  Professor Alistair Burns, 

the dementia czar for England, says we need to do both. 

There are some people who say that we should be investing in the here and now, the carers, 

helping to take the burden away from them, and we’re pouring money into something that 

we’re never going to achieve, it’s a pipe dream. 

 

BURNS: I don’t think it’s a choice of one or the other.  I think 

we genuinely need a combination of these approaches and I’m pleased at the kinds of things 

that we have done in the NHS over the last few years of raising awareness, increasing the 

diagnosis rate, increasing access to post diagnostic support has had a very important way at 

improving the lived experience of people with dementia and their carers. 

 

SIGNATURE TUNE 


