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An assignment to address a social policy timeline in relation to mental health disorders.

Dementia is a disorder that individuals have only recently begun to understand. However, there is still no cure. With modern medicine and people living much longer, far more people have dementia today than ever before. This assignment will briefly sketch historical changes in the framing of dementia since the late 1800’s looking at how dementia was viewed before and comparing it to today’s society, and also looking at how social policy has changed through the years. This period has seen a shift from viewing dementia as a pathological variant of aging to viewing it as a distinct disease. 
Dementia is a common phrase for ‘loss of memory, language, problem-solving and other thinking capabilities that are acute enough to impede with daily life’ (Kumar, 2021). Alzheimer's is the most widespread trigger of dementia. Disorders categorized under the common term “dementia” are initiated by abnormal brain changes. These changes cause a decline in thinking skills, also known as cognitive abilities, serious enough to damage daily life and independent function. They also affect behavior, feelings and relationships (Murman, 2015). Dementia is often mistakenly referred to as "senility" or "senile dementia," which suggests the previously widespread but inaccurate belief that serious mental decline is a normal part of aging (Papavramidou, 2018). Dementia is affected by harm to brain cells. This damage impedes with the ability of brain cells to communicate with each other. When brain cells cannot communicate as normal, thinking, behavior and feelings can be affected. The brain has many different areas, each of which is accountable for different functions for example, memory, judgment and movement (Yonelinas, 2005). When cells in a area are injured, that area cannot carry out its functions normally. For example, in Alzheimer's disease, elevated levels of certain proteins inside and outside brain cells make it difficult for brain cells to stay healthy and to communicate with each other (Alzheimer's Association, 2018.). The brain areas called the hippocampus is the focal point of learning and memory in the brain, and the brain cells in this area are frequently the first to be harmed (Zola-Morgan, 1986). That's why memory loss is often one of the earliest symptoms of Alzheimer’s.
Dementia has occurred in social history long before it was named. In 2000 B.C the ancient Egyptians were previously informed that memory declines as people age (Yang, 2016). The idea of dementia has been around since early civilizations. Ancient theorists regarded psychological deterioration as a normal part of ageing. In medieval times people with dementia were often portrayed as naive, foolish or out of control of their own minds (Turner, 2018). People with this condition were considered unable to differentiate right from wrong. Neurological conditions of the disease were unexplained, so this was portrayed through religion. A doctor named Roger Bacon established that dementia was a normal part of ageing, but also included that it was a penalty from God (Bosco, 2019). By this time people from all over the world were presenting signs of dementia such as a change in behavior or aggression, and these were identified as being ‘possessed’. This was not a beneficial diagnosis as individuals encountered being exorcised, locked away or even killed. In some areas of the world this is still the issue today. 
In the late 1800’s, with improvements in medicine and the capability to look within the brain, the medical society understood that illnesses could cause this decline. The most familiar cause was dementia which was named in 1910, after Alois Alzheimer, a German doctor (Zilka, 2006). In 1906, Alzihmer glanced at post-mortem brains of concerned younger people (Hardy, 2017). He announced the first example of a 50 year old woman with dementia symptoms. He saw the miniscule plaques and tangles now recognized as hallmarks of the disease. At that time a different German doctor examined the brains of older people, he also saw plaques and tangles. Both of these findings impacted and furthered the understanding of the conditioning (Hardy, 2017).
In the 19th era, dementia was a general diagnosis for entry to a mental asylum (Hill, 2003). British asylums were primarily civilized contrasted to others around the world. In several asylums, patients could participate in activities such as gardening and take part in exercise and their diet was repeatedly better than it would be outside the asylum. Yet, individuals who caused harm to themselves or other would have to dress in bodily restraints such as ‘straitjackets, chains and manacles’ (Winship, 2006). The most horrifying cure were electrocution and lobotomies. These archaic treatments continued into the 1950’s, but mental health and dementia care had been transforming for some time (Desjarlais, 1995). In 1976 scientists found data that levels of a substance messenger in the brain named ‘acetylcholine’, were smaller in individuals with Alzheimer’s disease (Francis, 1999). This instant was a incentive for a surge of research that preceded to the advancement of drugs used to treat Alzheimer’s and dementia with Lewy bodies in the present day (Salloway, 2012).
The Mental Health Act 1983 relates to individuals with a ‘mental disorder’ (Szmukler, 2000). This term is used by the act to explain any illness or incapacity of the mind, including dementia. The Act clarifies in what situations and for what reasons an individual may be imprisoned in hospital in opposition to their will (Thomas, 2019). It is utilized to restrain an individual whether they have the ‘mental capacity’ to consent to stay in hospital. This is often referred to as ‘being sectioned’. An individual can only be detained if they have a ‘mental disorder’ that makes it suitable to use the Act. The Act also clarifies what duties healthcare and social care workers have to individuals who are detained. It sets out ‘guards’ to protect that person. Section 2 of the act permits an individual to be detained in hospital to have their mental condition evaluated (Riley, 2011). This can occur if they fail to do this willingly or if they are prone to change their mind about going into hospital. It can also happen if the individual does not have the mental capacity to give informed consent, this signifying they are not able to recognize all the important information to agree to be evaluated. An individual can be detained for evaluation if health professionals think they are acting in a would put themselves in danger. They can also be apprehended if they are to others. For example, an individual with dementia may be detained under section 2 if they are completely disregarding themselves. Section 3 of the Act permits for a person to be detained in hospital so they can get the correct treatment that they require. The 1983 act is outmoded and was based on previous regulations and the reasons for detaining people have not altered for many years, even though health care and mindsets towards mental health have shifted significantly. Given that the act was revised 10 years ago, there has been a constant increase in confinements. Studies have indicated that community treatment orders, which was launched in 2008, do not make a change to whether people are referred back to hospital (Green, 2014). A review conducted by the Mental Health Alliance stated that, though a majority of respondents said there were conditions when being treated against your will in hospital may be essential, there were great concerns that individuals dignity, autonomy and human rights were being disregarded (Sorensen, 2006).

The Human Rights Act 1998 (HRA) successfully integrated the European Convention on Human Rights (ECHR) into UK law (Marrow, 2013). The UK has been a participant to the ECHR since 1953. The HRA allows individuals to create allegations concerning to violations of their human rights in UK courts, and demands public bodies to behave compatibly with human rights. The rights in the ECHR involve the ‘right to life, to be free from torture, to liberty, privacy and to freedom of speech and assembly’ (Sanderson, 2002). If you have a mental illness the Human Rights Act implies that you should be regarded with dignity and respect by work members and services providers. Mental health, social services and emergency services must fulfill with your human rights in any way. In December 2021, the Government issued a meeting on its plans to reinstate the Human Rights Act with a Bill of Rights (Amos, 2009). The Acts new plan aims to reinforce typical British traditions, such as ‘freedom of speech and the right to a jury trial’, but guaranteeing the approach is not open to abuse (Amar, 2008). If you are detained under the Mental Health Act, being aware of your rights can be a way to examine and change how you receive your care.
Individuals that experience dementia may suffer the loss of their mental capacity and eventually unable to make several decisions for themselves. The Mental Capacity Act 2005 is a law in England and Wales that safeguards individuals who require mental capacity to make a decision (Cave, 2015). It also specifies what individual can make decisions for them, which is normally their next of kin. The Mental Capacity Act includes crucial decision making about a person’s estate, financial affairs and health and social care (Parker, 2011). It also contains everyday decisions such as an individual’s personal care. The Act can assist individuals with dementia, their careers and professionals to make particular choices and to plan for the future. To work out whether a individual has the right capability to make a decision, the law declares that an evaluation is necessary to find out whether they have the capability to make the specific decision at the exact time (Okai, 2007). If a capacity evaluation reveals that a individual with dementia does not have the capacity to make certain decisions then it must be created in the persons best pursuits, making sure that the individuals rights are recognised and the decision is the best one for them. The Mental Capacity Act  2005 contained the Deprivation of Liberty Safeguards (DoLS), which safeguards individuals who do not have the mental capacity to give permission to treatment (Brindle, 2010). The Government discussed on reinstating the DoLS in the Mental Capacity Amendment Bill in 2018, which approved into law in May 2019. Under The Mental Capacity Amendment Act 2019, DoLS with be substituted by the Liberty Protection Safeguards (LPS) (Series, 2020). The Government have suggested modifying the bill to enhance safeguards, including:
· Ensuring the vulnerable individual is at the center of the decision making
· Ensuring the  vulnerable individual has the ability to contest the deprivation of liberty approval
· Releasing a document with the role and duties of the care home manger clearer to avoid conflict of interest
· Restricting the duration of the approval for the deprivation of a person’s liberty.

The Care Quality Commissions Act 2005 (CQC) controls all health and social care services in England. The authority certifies the quality and safety of care in hospitals, dentists, ambulances and care homes (Care Quality Commission, 2012). CQC is an official non-departmental public body funded by the Department of Health and Social Care. During 2013 and 2014, the Care Quality Commissions Act (CQC) took under a thematic analysis of the care of individuals living with dementia as they shifted between care homes and critical hospitals (Kupeli, 2018). It was found that there was there was more effective good care than poor care in the care homes which were visited by inspectors. But the value of care for individuals surviving with dementia changed considerably. Individuals surviving with dementia, their families and careers have every single right to be regarded with respect, dignity and compassion. CQC are defined as playing their part by ensuring sure that individuals living with dementia obtain care that is safe, effective, compassionate and of high quality. CQC are dedicated to lead change across the health care system to enhance the lives of people living with dementia. Where poor dementia occurs CQC are considering certain measures which include: (NHS, 2016)

· Selecting a different general consultant guide for dementia care. 
· Educating supervisors through all examining teams to recognize what good dementia care looks like so that their assessments of performance of supplier are reliable and vigorous
· In addition a distinct part to hospital assessment reports that reveals how well the hospital cares for people surviving with dementia
Living well with dementia 2009 is a nationwide dementia approach which was announced in 2009. It set out a concept for converting dementia services with the aim of attaining a improved understanding of dementia, early analysis and high-quality treatment at whatever phase of the illness and in any setting (Banerjee, 2010). The approach was observed by the journal of a report focusing the over prescription antipsychotic medication for individuals with dementia (Ralph, 2019). Performance of the 11 suggestions included within that report is an important part of enhancing the care and understanding of individuals with dementia and their careers. The approach has 3 key steps to increase the quality of life for people living with dementia: (Council, 2012)
· Guarantee improved understanding of dementia and eliminate the stigma
· Safeguard early identification, support and treatment for individuals with dementia and the family and care givers
· Build services to meet shifting needs better


Dementia 2012 offers  the latest indication from individuals with dementia in the initial stages of the illness and living in their own homes (GOV, 2012). A study was delivered to individuals with dementia via the Alzheimer’s Society’s dementia support workers in England and Wales (Matthews, 2013). The information also attracts on current investigation and current work. For example, a range of policy documents, research, literature and learning from good practice. The study discovered that only 22% of individuals indicated they are living well with dementia (Csipke, 2021). From the results of this study individuals are working together to lead change and to develop into a dementia friendly community. A community that gives individuals autonomy and dignity they need to ensure the best quality of life (Malley, 2012). Suggestions from this study were made and have since been executed into society today. There was to be further focus on the Mental Capacity Act 2005 and should be systematically applied when the act was modified. Dementia systems have now been produced by the NHS Commissioning Board which safeguards efficient use of clinical expertise to enhance services for people with dementia and their cares. 
The NICE guideline 2018 refers how dementia should be evaluated and diagnosed (Pink, 2018). It includes person centered care and support, designed to the specific needs of each individual living with dementia. It can also assist professionals include individuals living with dementia and their careers in choice making, so they can obtain the care and support they need. It delivers care management and staff training and how dementia may affect the treatment accessible for additional conditions (Shaji, 2018). In 2019 the guideline had been established by a multidisciplinary guideline committee, using a wide-ranging review of investigation evidence (Gray, 2022). To guarantee the committee had the required social care knowledge, a unit of social care practitioners were enrolled to improve proposals in this area. One proposal was staff training. Vigorous evidence reveals the usefulness of thorough training for staff heavily entails in providing care and support for individuals living with dementia (Sur, 2017). One option was to increase the form of Care Certificate that contained further dementia particular components. This particular training would need to be given to a substantial number of staff, there expects to be excellent evidence benefits, particularly in enhancing quality of life for individuals living with dementia. 
Dementia isn’t exactly about memory loss. It can influence how you think, feel, speak and behave. Depression and dementia contribute to many of the similar symptoms, as well as trouble focusing, not wanting to socialize and being not motivated. It is known that 50% of people living with dementia suffer with ongoing depression (Korczyn, 2009). Enhancing the mental health of somebody with dementia can increase their overall quality of life. For example, by assisting them with engaging with friends and family, increasing their appetite and sleep quality and encouraging their enthusiasm. 
In demand to deal with present widespread weaknesses, the governing system must be reinforced and incentivise superior quality provision. It must also acknowledge that individuals with dementia are a fundamental unit of service users and that delivering services for individuals with dementia are a core purpose of the health and social care system. The weaknesses identified in this assignment could be tackled through expansion of a public policy aimed exclusively on dementia prevention. This could offer a program for improving knowledge and understanding between the general population and healthcare professionals. It would be crucial for such a strategy to deal with the full variety of variable records and data related to dementia. 
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