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ROADMAP 

Title of the initiative: Proposal for Commission initiative on Alzheimer 
Lead DG/contact person: SANCO/ Antoni Montserrat 
Expected date of adoption of the initiative (month/year): July 2009 
 

PART I – Initial IA screening & planning of further work 
NB. This part will be made public with the CLWP and on the Europa-site 

 
A. Context and problem definition 
 
What is the political context of the initiative? How does this initiative relate to past and possible 
future initiatives, and to other EU policies? 
 
The Health Strategy adopted by the Commission in 2007 identifies healthy ageing as the first 
key health objective for the Commission.  Alzheimer’s and other neurodegenerative diseases 
are one of the central challenges for this – both because of the burden that they represent for 
society, and because of the wide inequalities in approaches and outcomes with regard to these 
conditions across the EU.   
 
Around 6.2 million people are estimated to suffer from different types of dementia 
(concentrated on older people), of which Alzheimers' accounts for around three-quarters of 
cases.  But when we take into account their carers and families (for whom caring often 
becomes a heavy personal and financial burden), many more people are affected - more like 
20 million (ie: around 4% of the total European population). 
 
The French Presidency of the Council has identified Alzheimer’s as a particular priority, and 
expects to agree Council conclusions identifying areas where European action is needed in 
both the research and health areas, as well as in the conclusions of the European Council. 
 
What are the main problems identified? 
 
The main problems are: 
- the first step to enabling benchmarking and mutual learning throughout the European Union 
is accurate and timely data about Alzheimer’s and how it is handled, but this data is not 
currently available; 
- not enough is known about Alzheimers' disease to prevent it.  But there are some already 
clear indications of the usefulness of promoting certain health messages, including targeting 
common cerebrovascular risk factors in middle age, and more generally physical and 
intellectual activity, social interaction, and some dietary habits.  In short, general healthy 
living advice may also help prevent Alzheimers, but this is not generally understood or acted 
on across the EU; 
- diagnosing Alzheimers' is difficult, and can take years or not be made at all, with wide 
variations across the EU and lack of consistent implementation of good practice.  This in turn 
undermines the quality and effectiveness of treatment, especially as many of the interventions 
currently available are most effective in the early stages; 
- there are good practices emerging in different places across the EU, and evidence that 
different practices can have major implications in terms of efficient use of resources and in 
terms of quality of life for people with Alzheimer’s and their families.  But these are not 
being shared and implemented throughout the Union;  



- there is a lack of coordination of research, with particular potential for European added-
value through combining capabilities to increase potential research populations.   
 
 
Is EU action justified on grounds of subsidiarity? 
 
There is clear potential added-value from European action in the area of Alzheimer’s and 
related diseases, due to the fragmentation of national efforts and the need for European 
cooperation to make best use of the resources available in Europe, as confirmed by both 
Council and Parliament statements on the issue.   
 
Article 152 of the Treaty requires the Community to respect the responsibilities of the 
Member States for the organisation and delivery of health services and medical care, but (as 
the Court has confirmed), this does not mean doing nothing.  Article 152 also requires the 
Member States to coordinate their policies in the health area, and the Commission to support 
them in doing so; action on Alzheimer’s and related conditions is therefore justified in so far 
as it is proportionate and does not enter into prescriptive action but provides supportive 
knowledge and tools at Community level that Member States can implement as appropriate 
within their own national contexts. 
 
B. Objectives of EU initiative 
 
What are the main policy objectives? 
 
The main objectives of EU action on Alzheimer’s are to: 
1) provide political leadership on the importance of Alzheimer’s and related conditions as a 

vital issue for European as a whole, in the context of demographic ageing, and to propose 
clear shared values and principles for action; 

2) improve and share knowledge on Alzheimer’s, through generating timely and accurate 
European data to enable benchmarking and through cooperation on generating new 
knowledge through scientific research; 

3) identify and share good practices in how to respond to the challenge of Alzheimer’s and 
related conditions on which Member States can draw. 

 
 
Does the objective imply developing EU policy in new areas or of strategic importance? 
 
The initiative draws on existing priorities and actions at European level, but will bring them 
together into a coherent focus on Alzheimer’s and related conditions which has not previously 
been done.  
 
C. Options 
 
What are the policy options? What legislative or 'soft law' instruments could be considered? Would 
any legislative initiatives go beyond routine up-date of existing legislation? 
 
Policy option 1: No action; 
Policy Option 2: Report on Alzheimer’s in Europe 
Policy Option 3: Communication proposing a European action plan against Alzheimer’s 
No legislative initiatives are foreseen.  
 



Does the action proposed in the options cut across several policy areas or impact on action 
taken/planned by other Commission departments? 
Yes – in particular the areas of research (where substantial research is already supported on these 
conditions) and social protection (where Alzheimer’s is discussed in the context of the ‘open method 
of coordination’), as well as Commission policies in relation to ageing in general. 
 
Do the options respect the proportionality principle? 
 
Yes. 
 
D. Initial assessment of impacts 
 
What are the significant impacts likely to result from each policy option (cf. list of impacts in the 
impact assessment guidelines), even if these impacts would materialise only after subsequent 
Commission initiatives? 
 
Policy Option 1: The main practical impact of no action would be to leave the current 
fragmented situation in place, with the corresponding impacts of inefficient use of resources 
and needlessly reduced quality of life for people with Alzheimer’s and their carers. 
 
Policy Option 2: A report would have the impact of highlighting the relevant issues and 
prompting discussion at European level and within Member States.  Indirectly, it would 
have the likely impact of prompting at least some changes within Member States and some 
reduction in current inequalities.   
 
Policy Option 3: A proposal for a European action plan would have the direct impact of 
seeking to bring about change to reduce current fragmentation and inequalities in this area.  
This would have similar impacts to option 2, but larger; greater real change in practice 
would be likely, but with greater costs in the short term and greater political controversy in 
the process.  In addition, this would also have an impact on the formulation of European 
policy in this area – one of the principles of the EU Health Strategy is that EU action should 
focus primarily on the causes of ill-health, rather than attempting to have disease-specific 
strategies at EU level; proposing such a strategy for Alzheimer’s and related conditions 
would undermine this approach more generally.   
 
Could the options have impacts on the EU-Budget (above 5 Mio €) and/or should the IA also serve 
as the ex-ante evaluation, required by the Financial Regulation? 
 
No. 
 
Could the options have significant impacts on simplification/administrative burden or on relations 
with third countries? 
 
No. 
 
Who is affected? 
 
In addition to people with these conditions and their carers, the main impact would be on 
health and social care systems, researchers in this area.  Society as a whole would also be 
affected through different perceptions of the issue. 
 
 
E. Planning of further impact assessment work 



 
What information and data is already available? What further information needs to be gathered? How will this 
be done (e.g. internally or by an external contractor) and by when? What type and level of analysis will be 
carried out (cf. principle of proportionate analysis)? 
 
Some information is already available through existing projects, in particular the European 
Collaboration on Dementia funded under the Health Programme, and this should be 
sufficient for a proportionate analysis given the policy options outlined above. 
 
Which stakeholders & experts have been/will be consulted, how and at what stage? 
 
A wide range of stakeholders have already been involved through the existing projects and 
networking in this area, as well as through the events of the French Presidency.  
 
 


