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1.0 Introduction 
This report will critically examine the classification, diagnosis, treatment and measurement of rehabilitation of the mental disorder Dementia. The WHO (2010) ICD-10 will be focused on classifying the disorder, which will define dementia. A comparison to the APA (2013) DSM-5 will be made to show how they have defined dementia, the difference between the two classifications, and which is the more appropriate in terms of usage around the world. 
A mental disorder is a condition that impacts your emotions, behaviour, thoughts, and mood, which can be short-term or long-term. Mental disorders can affect your ability to interact with others and function daily (Medline Plus, 2022).
The report will give an overview of the process when a service user is formally diagnosed with dementia and all the involved professionals. When discussing dementia, reference will mainly be made to Alzheimer’s Disease (AD) as this is the most common type of dementia. Treatments will be examined to show how drug and non-drug medication affect someone with dementia and how these treatments are measured in terms of rehabilitation, indicating if the treatment has worked for the service users and explaining why. 
A recommendation for future practice will be made in this report and describe what, other than treatments and measurement of rehabilitation, can help service users improve their quality of life while living with dementia.












2.0 Definition and Classification
Dementia is the progressive deterioration of cognitive functions such as thinking, remembering, and reasoning to the point that they impair a person's everyday life and activities (Capriani et al., 2020). Particular individuals with dementia lose control of their emotions and experience a shift in their personalities. Dementia varies in intensity from the mildest stage, when it begins to impair a person's functioning, to the most severe level when the individual is entirely reliant on others to do fundamental daily functions (NIH, 2021).
The International Classification of Diseases (ICD-10) was created to allow for the organised collection, analysis, interpretation, and analysis of mortality and morbidity data obtained in various nations or locations and at different times. The ICD-10 converts illness and other health conditions diagnosed from words into an alphanumeric code that allows easy storage, retrieval, and analysis of the data (WHO, 2010).
According to the ICD-10, Dementia (F00-F03) is a condition caused by a brain illness, typically chronic or progressive. Various brain functions, such as language, reasoning, understanding, computation, learning ability, memory, and judgement, are disrupted. Deterioration in emotional control, social behaviour, and motivation is frequently associated with and sometimes preceded by cognitive function problems. In Alzheimer's disease F00* (G30.-+), the brain's deterioration is caused by an unknown possible cause. The illness develops typically over several years and is slow at the start (WHO, 2010). 
The Diagnostic and Statistical Manual of Mental Disorders (DSM-5) was created by the American Psychiatric Association (APA) and served as a practical, functional and flexible guide for organising information that can aid in the accurate diagnosis and treatment of mental disorders (APA, 2013).
The ICD is the official world classification used to record all patients diagnosed in psychiatric care worldwide, where official statistics are collected. The DSM is the official classification in the United States for clinical diagnosis. However, its influence has spread worldwide, owing to its apparent benefits for research and the widespread belief that it is more accurate (Tyrer, 2018).
Under the ICD-10, it relates to dementia in Alzheimer’s diseases F00* (G30.-+) with early-onset F00.0* (G30.0+), late-onset F00.1* (G30.1+), atypical or mixed type F00.2* (G30.8+) and unspecified F00.9* (G30.9+), which a person may be diagnosed with (WHO, 2010). Dementia is renamed in the DSM-5 as Major or Mild Neurocognitive Disorders 602, which then specifies whether due to Alzheimer’s disease (Sachs-Ericsson and Blazer, 2015).

It is critical to recognise the significant link between the two international systems of diagnosis and that diagnoses from one system can be converted into diagnoses from the other. Although the significant groups of psychiatric disorders are diagnosed similarly, such as Organic including symptomatic mental disorders, there are substantial differences in individual diagnoses in terms of both definition and name, and these differences are likely to grow with the implementation of ICD-11 (Tyrer, 2018).
However, some scholars are calling for both classifications to be scrapped; according to Timimi (2015), the psychiatric diagnoses are neither valid, valuable, contribute to the advancement of scientific knowledge, nor improve clinical practice outcomes. The use of psychiatric diagnoses raises stigma, is linked to a worsening long-term diagnosis for mental health problems, does not help treatment decisions and enforces western beliefs about mental distress in other cultures. Alternative evidence-based models for organising effective mental health care are available. As a result, formal psychiatric diagnostic systems, such as the mental health section of the ICD and DSM, should be eliminated (Clark et al., 2017).

3.0 Diagnosis
Dementia is a broad term, and signs and symptoms vary significantly among individuals and are more likely to appear before a person is diagnosed (Tarawneh and Holtzman, 2012). Communication difficulties, trouble paying attention, poor judgement, and memory issues are some symptoms of dementia. Getting lost in familiar locations, forgetting the names of close family members or friends, being unable to do activities alone, or forgetting previous memories are signs of dementia (CDC, 2019).
If there is a suspect cause for dementia, including possible signs and symptoms, then the individual should seek help from their general practitioner (GP), or in the case of a family member or friend, they should be encouraged to schedule an appointment with their GP (NHS, 2020a). When an individual is assessed for dementia, the process typically takes several weeks or months; the approach does not consist of a single step but may include multiple sessions with varying stages and tests (Alzheimer’s Society, 2022).




3.1 Processes of diagnosing dementia. 
Stage 1: Assessment by the GP
When service users visit their GP, they will be asked about their symptoms and other health concerns (NHS, 2020a). A physical examination, and blood and urine tests will also occur during the assessment, which may identify other conditions causing the symptoms, such as thyroids problems or vitamin deficiencies (Alzheimer’s Society 2022). Another test that the GP can carry out is a memory test in which they will ask some questions or give the service users a short pen and paper test.
The GP will then explain their results and suggest the next steps. They can't make a diagnosis yet. However, this is generally only possible if the illness is advanced or a more frequent type of dementia such as AD. The GP may refer you for extra testing to assist make a diagnosis (Alzheimer’s Society, 2022).
Stage 2: Referral to a specialists
At this point, the GP will recommend you to a specialist, which depends on your age, symptoms, and availability.  Geriatricians, psychiatrists, and neurologists are the leading consultants in this field to be referred to (NIdirect, no date). Consultants frequently cooperate with physicians with varying degrees of experience. The consultant will discuss your condition with the doctor and generally collaborates with psychologists, mental health nurses, occupational therapists, social workers, and dementia advisors (Rahayu et al., 2021).
Stage 3: Assessment by the specialists 
According to the NHS (2020a), service users should maximise their time with the expert by writing down questions, recording any medical terminology the doctor mentions, and asking if they can return later with further inquiries. The expert may order extra testing. A brain scan, such as computed tomography (CT) or magnetic resonance imaging (MRI), may be required. The service users may also undertake more in-depth memory tests, and if the specialist is still unsure, they may need additional advanced testing, which these tests can detect most dementia cases.




Stage 4: Assessment outcome
[bookmark: _Hlk99133832]After the assessment, the professional will start making a diagnosis. This will be accomplished by combining information from the service user’s medical history, symptoms, physical exams, tests, and scans. The professional will next make a diagnosis based on the collected data. If this is the case, the professionals may be able to identify dementia such as AD. The specialists will send a letter to the GP, which may also provide a recommended care plan. This plan will describe future assistance or care needs and outline how to get help if the service user needs it (Alzheimer’s Society, 2022).
Consultants may identify moderate cognitive impairment rather than dementia, especially if the symptoms are not severe or explained by another disorder such as depression. If so, the expert may refer the service user back to the GP (Larner, 2018).
There are far too many steps that a service user must go through to determine whether or not they have dementia. If the service user is concerned about their symptoms, they should be able to consult a professional in that field from the start. According to Bradford et al. (2009), detecting dementia early is in line with providing high-quality care to service users, which aligns with one of the Institute of Medicine six’s goals for enhancing the quality of health care and timely care, including diagnosis. 
There are direct benefits to service users with dementia if diagnosed early. For example, pharmacologic intervention may slow cognitive decline when the disease is expected to be progressive and chronic with early detection. Early diagnosis allows patients and families to plan for future care, which can be beneficial to dementia patients and their caregivers (Robinson et al., 2015). 
People are afraid of being diagnosed with dementia, and the lengthy process of finding out might discourage them from progressing further in the stages to acquire the precise diagnosis. Understandably, procedures are in place to ensure that patients receive appropriate care and that resources are handled responsibly (Mace and Rabins, 2011).





4.0 Treatments 
There is no cure for dementia; however, there have been developments of treatments that can help manage the disease over the years ranging from pharmacological treatments to non-drug treatments (James and Jackman, 2017). AD is currently treated with four approved medications from the  Food and Drug Administration (FDA) based in the USA and Medicine and Healthcare products Regulatory Agency (MHRA): donepezil, galantamine, memantine, and rivastigmine. Additionally, numerous forms of cognitive therapy may benefit individuals with all types of dementia (DSH, 2018). 
According to the Social Care Institute for Excellence (SCIE) (2007), in the 1980s and 1990s, codergocrine mesylate was introduced as an addition in the treatment of older adults with mild to moderate dementia. Naftidrofuryl oxalate was developed to treat cerebral vascular diseases, including Vascular dementia. However, neither of these medications was especially effective in treating dementia, and both were abandoned (SCIE, 2007).
4.1 Pharmacological Treatments 
According to the NHS (2020b), AD is the most prevalent kind of dementia, so most current drugs are used to treat it because they assist in gradually relieving discomfort. With the discovery of the acetylcholinesterase inhibitor (CI), new methods for the pharmacological treatment of dementia were introduced (SCIE, 2007).
CI medications restrict a protein in the brain from breaking down acetylcholine, a chemical that enables nerve cells to interact with one another (SCIE, 2007). These medications are Donepezil, Rivastigmine, and Galantamine, and they treat mild to moderate Alzheimer's symptoms. These drugs may also help treat dementia with Lewy bodies, Parkinson's disease dementia, and mixed dementia, which makes the effectiveness of these drugs similar to each other (NHS, 2020b). The MHRA is responsible for regulating these medications in the United Kingdom, ensuring they are practical and reasonably safe (GOV UK, 2015).
The second type of treatment is known as N-methyl-D-aspartate (NMDA) receptor antagonists, and it targets a different brain function. Memantine is the active component of an NMDA receptor antagonist and can prevent the effects of excess glutamate, allowing brain cells to be protected for longer (Age Space, 2021).



4.2 Non-drug Treatment 
In addition to drug treatments, non-drug treatments are available to minimise mental decline, help service users stay as independent as possible, and improve their well-being and quality of life. Non-drug treatments include memory and orienting activities, painting, aromatherapy, music, and animal interaction. Family caregiver training is also available (NCBI, 2017). 
Participating in group activities and exercises aimed to increase language skills, problem-solving ability, and memory is part of cognitive stimulation therapy. This will need seven or more sessions with theme activities, held twice a week. (Age Space, 2021).
With these treatments, it is not always a guarantee that they will work on service users. There are research and information on the available treatments for dementia which are pharmaceutical and non-drug, but what is available if none of these treatments is beneficial for the service users (Gibson et al., 2016). It is understandable that everyone is different, and there is still plenty of research and studies on dementia treatment at the moment and that the answers may never be found. However, it can only be a more stressful and upsetting process for service users. They will have to be enduring provisions after provisions until one is successful, or they have a decline in their well-being (Almutairi et al., 2018).
According to the National Centre Biotechnology Information (NCBI) (2017), it is sometimes impossible to determine how helpful non-drug treatments are. A couple of them have received extensive research. However, there is little high-quality research on many non-drug therapies. The best solutions in every specific situation will be determined by factors such as the person's symptoms, the extent of the disease's progression, the reasons for certain behaviours, and their living circumstances. Different treatment objectives might also impact the decision. The person's life history and personality are other vital considerations.
Dementia was a common diagnosis for admission to a mental or insane institute in the 19th century. Dementia was once used to describe someone who was cognitive impaired or insane, and it was not related to old age (Sabat et al., 2011).


Compared to other countries, British asylums were compassionate. Some asylums allow inmates to garden, exercise, do crafts, and even keep pets. Their food was typically superior to those outside of the asylums. Those who threatened themselves or others would have to wear straitjackets, shackles, and manacles. Bloodletting, purging, and cold baths were still good remedies, and electrocution was the most horrible ‘cure' (Munson, 2020).  
However, mental health and dementia care have been evolving for some years. In the late 1700s, French doctor Phillipe Pinel revolutionised asylum treatment. He proposed treating humans more like children than like animals in chains. In 1796, William Tuke founded The Retreat in York, which did not apply these treatments. Instead, it emphasised humanistic and paternal care as a confidence builder (Munson, 2020).

5.0 Measurement of rehabilitation 
Medications have a limited role in the treatment of dementia, and no drug is currently available that can stop or reverse the progression of the disease. In the World Health Organisation's global action plan on the public health response to dementia, rehabilitation has been mandated as a core recommendation (Gupta et al., 2021).
Rehabilitation treatment options are widely acknowledged as a valuable framework for promoting independence and community involvement in dementia care. A rehabilitation programme is tailored to each individual with dementia, considering their particular experience, choice, purpose, capacity, and requirement (Maki et al. 2018).
Psychometric tools like rating scales and questionnaires measure dementia symptoms and treatment responses (Ready and Ott, 2003). In AD clinical trials, several techniques are utilised to assess drug impact, such as the AD Assessment Scale–Cognitive, a battery of tests commonly used in pharmaceutical research. 
Another is the Mini-Mental State Examination, a cognitive exam used in research and clinical practice. On the examination, you will find 30 points for orientating, short-term memory, plus reading and writing. The Clinician's Interview-Based Impression of Change is administered as a semi-structured interview. It divides examination into four parts: general, mental and cognitive states, conduct, and everyday activities. The Neuropsychiatric Inventory is a clinician-rated scale that measures psychiatric symptoms (Casey et al., 2010).

The design and selection of these tools to measure the rehabilitation of dementia treatment do not focus on all of the essential aspects of the disease, such as a person's daily activities. This can lead to an overestimation or underestimation of treatment effectiveness, keep in mind that AD is a progressive disease that worsens throughout treatment, which can cause complications in the interpretation of study results (Bond et al., 2012).
According to Casey et al. (2010), CIs may result in mild improvement, stabilisation, or a reduced rate of medical decline. While some individuals get a little clinical benefit, a tiny minority occasionally experience remarkable improvement. Although the most significant effect appears to occur within the first few months of treatment, some advantages may last for several years.
Therapists have widely used cognitive therapy, such as skills training programs, reality orientation interventions, or both, to treat cognitive impairment and its effects on dementia patients and caregivers (Carrion et al., 2018). Studies show that cognitive rehabilitation can help dementia patient maintain their independence. 
The GREAT trial was a trial to test whether cognitive rehabilitation can help people with dementia achieve their goals. The National Institute of Health Research set up and funded this, which recruited over 470 participants. The result showed that people with dementia were more able to achieve their goals in everyday tasks after undergoing cognitive therapy (Alzheimer's Society, 2022).

6.0 Recommendations for future practice
In the 1950s, there was a lot of stigma and despair surrounding mental health, even though people didn't know what it was. People with mental illnesses were labelled as 'lunatics' and 'defective' and were institutionalised. There was no benefit to treating 'insanity' because it was considered incurable (MHF, 2019).  This type of treatment has called for provisions to be in place to treat someone with mental health issues better. Nowadays, when someone is treated in a hospital or another mental health facility, they have agreed or volunteered for this (NHS, 2019).
The present Mental Health Act 2007 provides a Code of Practice that emphasises dignity and independence and does not restrict people more than required. However, the act has not kept up with public attitudes, mental health understanding, and treatment changes (GOV UK, 2021). Sir Simon Wessely's landmark Independent Review of the Mental Health Act, delivered two years ago, outlined the changes that must be made in both laws and practice to provide a modern mental health service that acknowledges the service user voice and empowers individuals to form their treatment and care. It also made recommendations on addressing discrepancies in the act's impact on people of black, Asian, and minority ethnic (BAME) backgrounds (GOV UK, 2021).
Future care for service users with dementia is vital in improving their quality of life. One recommendation is that the UK adapt to measures that can support people with dementia, such as a dementia village. According to Gibson (2020), the first dementia village was seen in the Netherland, called Hogeweyk and is the outcome of an innovative and disruptive vision of living, care and well-being for people with severe dementia.  
The Hogeweyk is like any other district with houses for people with similar lives to live together. They can go to a club, pub, restaurant, theatre, or supermarket. The idea caters to individual needs, lifestyles, and tastes and redefines boredom, loneliness, and hopelessness and focuses on potential, not limitations.
Person-centred dementia care is generally acknowledged as a dedication to helping individuals living with dementia based on values and serves as a core principle for good practice. Policies are recommended and developed globally to put individuals at the centre of their own care. These developments can be viewed as part of the growth of person-centred care, which began with critical viewpoints on practice and societal responses to individuals with dementia. 
Personalisation, a government policy aimed at extending individuals' choice and control over their social care and, more recently, ways to satisfy their health care needs, is one further evolution of person-centred care in England (Manthrope and Samsi, 2016).
Another recommendation is that by making dementia training mandatory for all health and care sectors. The more people know about dementia and understand it, the better their approach to providing the best care for service users is (Marx, K.A. et al., 2014). A care worker should be aware of the challenges that someone with dementia may face, such as transitioning from work to medical care and support and managing their finances. The care workers can then encourage a person with dementia to consider their future, plan, and seek expert advice or assistance from someone they trust who can be their next of kin to safeguard their personal and financial interests. In legal terms, this is called legal power of attorney (SCIE, 2020).




7.0 Conclusion 
In conclusion, dementia is a progressive and chronic disorder and affects someone’s cognitive functions such as thinking, memory, and reasoning. The ICD-10 states that dementia deterioration in emotional control, social behaviour, and motivation is frequently associated with and sometimes preceded by cognitive function problems. The DSM-5, which is usually used in the USA, had renamed dementia as Major or Mild Neurocognitive Disorders and did have a significant link with the ICD-10 in terms of one diagnosis.
When people suspect that they have dementia, they first need to consult with their GP. However, this would be the first of many stages that a service user will have to diagnose dementia. They will have to be referred to specialists who carry out specific tests to determine if someone has dementia.
Many scholars have found that dementia is a progressive disorder and that there is no cure. However, treatment provisions such as non-drugs and drugs can help someone manage their dementia and have a good quality of life. Rehabilitation treatment options are widely acknowledged as a valuable framework for promoting independence and community involvement in dementia care. It is recommended that good practice of person-centred care ensure that the needs of dementia patients are supported and involved in decisions that affect their lives.
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