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Introduction

This assignment is about a disease/illness known as dementia; dementia is a common illness among the elderly but also can affect younger people but generally dementia is linked with ageing. There are many types of dementia that will be addressed in this assignment also diagnosis, how and when to be diagnosed and the early signs to be asking questions. Treatment for dementia patients, whilst there is treatment for dementia it must be made clear that there is no cure for dementia. It is a progressive mental disorder that affects the cognitive functioning and there are treatments to help slow down the process but inevitably it gets worse and worse until the very end. 
With treatment there must be measurements of rehabilitation, which can be tricky but with all the years of research and studies there is a lot of evidence to say that there is progress. The best treatment that can be given to them is love and care and trying to provide them with the best possible care so they can have the quality of life they deserve. It is very important to learn and have a little understanding about this disease as it can happen to anyone, spouse, a loved one, a family member or friends so spreading awareness is key and now with the modern technology that we have today its easy for us to research, there is plenty of information out there just from a click of the finger.
 Knowledge is power and acquiring knowledge can be used to help others, it’s also interesting to know about the classifications and comparisons regarding all types of illnesses and diseases. Furthermore, it took years and years of study on dementia and many case studies to analyse the behavioural patterns and be able to pinpoint the common attributes that this disease has among the groups of patients. Years ago, before the research and evidence came people with dementia were labelled as mad or senile old people and there was no treatment for them and sadly, they were treated very poorly. Thankfully we are in a better position now with better knowledge and understanding and individuals who suffer from dementia can get treatment and better care.

Classification 
Dementia is categorised as a Neurocognitive disorder and statistical manual of mental disorders DSM-5 
ICD-10 (2010) specifications: 
for Alzheimer’s disease F00.0 early onset, late onset is F00.1
Alzheimer’s disease, atypical or mixed type is F00.2
Vascular dementia is F01
Lewy body dementia is G31.8
The practical comparisons between the ICD-10 and DSM-5 is the ICD-10 is the produced by a global health agency with a constitutional public health mission while the DSM is produced by a single national professional association who’s primary focus is to help countries to reduce the disease burden of mental disorders. While therapists will use the DSM-5 for diagnostic and treatment purposes, ICD-10 are used for reimbursements.
DSM-5 contains the most up to date criteria for diagnosing mental disorders and is more accurate while ICD-10 is far more wide-ranging. 

To analyse the similarities and differences of the ICD-10 and DSM-5 classifications where they essentially concur is; groups of 20 plus disorders (30 plus sets of criteria) where differences are significant and result from conflicting intangible perspectives; and a group of maybe 45 to 50 disorders where differences are generally a matter of wording and therefore often very trivial although the only one disorder with the identical definition in ICD-10 and DSM-5 is transient tic disorder.

The list of conditions with little definitional differences supportively includes dementia, delirium, types of schizophrenia, anxiety disorder, post-traumatic stress disorder, panic disorders and many others. So, the disorders where intangible differences occur to raise questions need an answer. 

DSM-5 which offers a single set of effective diagnostic criteria for all, ICD-10 was designed as a family of interrelated versions addressing different users.

The ICD-10 is the conceptual base of the system, the diagnostic criteria for research and the WHO guide to mental health in primary care, the ICD-10 is more flexible with the clinical descriptions and diagnostic guidelines. DSM and ICD both systems will continue to bring new reconsiderations, it does not make sense and can be confusing to have two rival classifications because the differences are very trivial or accidental. 

The clinical relevance of a classification refers to its relevant coverage, its capability to be able to identify certain attributes of individuals with disabilities and impairments and the application in a variety of clinical settings.
The classification should allow individualising the diagnostic assessment to please the clinicians and researchers, the system should be adaptable to the divergent cognitive of its users. DSM and ICD-10 have been through many trials that have proved them to be reliable, future classifications will be similarly tested.






Diagnosis 

It is important to recognise and understand what dementia is before it is diagnosed, there are many types of dementia and each of them having their own different symptoms and signs. Dementia is a disease that distresses the cognitive functioning and plays a big part in what’s most linked with dementia in most memory loss, it affects their behaviour and emotions also it affects the speech, language, listening and vision. (Geldmacher & Whitehouse, 1996).
It is most common for dementia to take effect on people when they are in their late 50’s as they are weaker to it. It is said that an older individual brain is not as strong as that of a younger individual, There is some confusion about normal ageing and dementia, as an individual gets older its natural for that person to have certain tendencies such as being forgetful, having slower reactions and response, loss of vision, loss of hearing etc, that is perfectly normal and a part of normal ageing, of course it differs person to person but dementia is far more serious and treatment is certainly needed.(Kitwood, 1997).
This illness not only affects the individual but also their loved ones around them, because it’s very difficult living with a person who suffers from dementia and they would need help and assistance, also they would have to learn about this illness and do their due diligence and research even though it would be time consuming but it would benefit all.
There are many types of dementia, and it cannot be generalised as a one size fits all which is why it is relevant to have the information as the symptoms can vary but in this report the focus is on the most common forms of dementia which are Alzheimer’s dementia, Lewy body dementia and vascular dementia. 
[bookmark: _Hlk100366824]The most common signs would consist of memory loss, struggling to focus and struggling with everyday activities. At least that would be the consensus and that is the case but there are more symptoms. (Rock, et al., 2001). More symptoms would be aberrant behaviour, anxiety, and overall irritation but depending on which dementia one has the signs and symptoms can vary, it may be similar but still can have a difference. (Cerejeira, et al., 2012). 
Just to break it down and have a better understanding of the types of dementia and its signs and symptoms here are the three most common dementia and their signs and symptoms: 
Alzheimer’s is the most common type of dementia and can cause a person to be more forgetful and eventually struggle with basic tasks symptoms may be memory loss and confusion, inability to learn, struggle with language and problems with reading, writing, working with numbers, not being able to think logically, concentration and coping with new situations. (Cummings & Cole, 2002).
Lewy body dementia is the cause of an abnormal amounts of protein in the brain which can lead to problems with basic functions like thinking and movement. Signs and symptoms for Lewy body dementia can include depression, movement disorders, cognitive problems, apathy, sleep difficulties, fluctuating attention, visual hallucinations and poor regulation of body functions. (Walker, et al., 2015).
Vascular dementia is the cause of blood restriction in the brain, which would cause a person to be more confused and have slower thinking. The signs and symptoms for vascular dementia are like Alzheimer’s dementia they include confusion, concentrating and paying attention, not able to organise or being organised, not being able to think and react quick enough and change in behaviour. (Korczyn, et al., 2012).
There are other forms of dementia which are worth a mention:
Frontotemporal dementia
Mixed dementia
Creutzfeldt-Jacob
Wernicke-Korsakoff
Parkinson’s 
These dementia diseases are not as common as Alzheimer’s, Lewy body and Vascular dementia but they are not rare either, there are many who suffer from these diseases.
Dementia can be  scary to have, as patients would know they have dementia making them unaware of several situations. (Srinkath & Ratnavalli, 2005). Having knowledgeable information about the illness and its forms as well as recognising the signs and the symptoms the diagnosis process becomes a lot easier.
The signs and symptoms would be evident enough for a family member of the individual who has these symptoms to have genuine concerns. An appointment with the GP for a check -up would be necessary, the doctor would talk to the individual and those that know them well, asking plenty of questions whilst reviewing the patient’s history.
Assessments will take place and then referral to the correct facility for that individual so more physical exams and cognitive testing can take place.


Treatment
There is no cure for dementia unfortunately, it is a progressive disease that gets worse as time goes by, although there are treatments that will help slow it down and one way is to stimulate the mind and keep the mind engaging as much as possible. Physical training is a good tool to help with dementia, as it can slow down cognitive decline and help with better focus. Physical activities such as sports would be very ideal for them as it is good for the body and health as well as being able to socialise with others and would create routine which would help the cognitive response. (G, et al., 2010). 
Another treatment would be to incorporate eating a healthy balanced diet and making lifestyle changes that will slow down the rate of decline, this would require a lot of help from the close people around them, a person suffering any kind of dementia would not be to make these changes on their own. There is also symptomatic treatment for vascular dementia, which also slows down the rate of decline in cognitive ability, it is a medical therapy or more so a supportive therapy. (Perng, et al., 2018). 
Natural therapy would be the best in most cases but for dementia being as complex as it is there are prescribed drugs to help, cholinesterase inhibitors are commonly prescribed there are three: Donapezil (Aricept) has been approved to treat all stages of the disease, it’s a pill and is taken once a day. Galantamine (Razadyne) has been approved to treat to mild to moderate dementia and Rivastigmine (Exelon) has been approved for mild and moderate Alzheimer’s dementia.
These medications can be effective and helps in improving the major symptoms of the disease.

Measurements of rehabilitation    

Measurements of rehabilitation is and will be an ongoing process, the level of care has to be improved, staff in care homes need better training and also need to be monitored and people in general need to be more educated in this matter and partnership working is crucial for the measurements of rehabilitation, with effective communication, working together that alone will bring progression.
Good fundamental principle in care homes is key, working in partnership with many bodies involved as it is not possible to work alone, in order to provide all-inclusive care to the dementia affected persons in care homes. Productive partnership is a co-operation which allows skills and expertise to be brought together to provide efficient care to the dementia affected person, it allows information to be shared and delivers continuous care to them. The things to consider in a partnership is that there will be positives and negatives that can and has been evaluated. Over time, there have been many changes through experiences, research and studies therefore legislations will change which makes more improvements in society
Equality Act (2010) 
This Act was created to tackle discrimination against disabilities, race and religion and to address equal chances for all. In care homes, and these legislations exist to provide better assistance for residents as it improves upon the quality of service. Individuals are kept safe from all discrimination. This Act has helped protect everyone from such and will continue to do so (Lockwood, et al., 2018).
[bookmark: _Hlk100068542]Mental Capacity act (2005)
Supports a legal structure to protect vulnerable people, to help those that are unable to make their own decisions, so the help is available to them as it is within their rights. It is a criminal offence to neglect a person who has mental illness of any kind. (Langridge, et al., 2012).
These acts have benefitted the UK with the new legislations put in place, this is where progression can accelerate.
A care home is a sanctuary for the elderly who have nobody or have nobody to look after them, another reason is they do not want to be burden for their loved ones, being unable to take care of themselves and having carers taking care of them and their needs.
There are two types of care homes, a residential home, and a Nursing home. Both are quite different in terms of its purpose. The residential home is for people who need assistance with their personal care. For example, help with personal hygiene, medication, or communication etc. A nursing home is for people who require special medical care during their stay. 
An example of this may be, a person suffering from Alzheimer’s dementia who require constant assistance as they are not safe if left by themselves and are more likely to depend on this environment to compensate for their lack of abilities and frailties. (Parker. C, et al, 2004). 
Care homes work with several health and social care associations, one of them being the NHS. In order to improve health outcomes as well as expenses, there should be better integration between care homes, NHS and other services so that an environment of better experiences can be experienced for staff and residents. 
It will require healthcare professionals to provide help in care homes. This way, they can manage the residents care with better attention while the healthcare specialists can support in which whey they can. So the measurement of rehabilitation cannot be fully accurate due to the complexity of dementia but care home facilities would be the best way to measure the rehabilitation of an individual suffering from this disease, however the care homes would have to be up to standard and have staff that have been fully trained and that are monitored, as well having doctors (specialists) monitoring the behavioural patterns and emotional state of the dementia patients. 
One way to measure is to assess emotions for example if they are happy that would suggest the treatment is working whatever that may be, but it would seem that there is some success and especially with an illness like dementia which is a progressive disease it is the best result. If an individual can be happy at the last stages of life, there can be no better result. 

Conclusion 

To conclude: Dementia is a progressive mental disorder which there is no cure but there are treatment to slow the process, there are care homes that cater for people that suffer from dementia although in many cases due to lack of staff, not being trained efficiently or just simply having bad character and displaying bad conduct towards the vulnerable individuals. Another issue has always been partnership working which have failed in the past this is due to the lack of collaborative working and miscommunication. (Vermeir. P, et al, 2015). 
With certain experiences taking place new legislation coming into practice there is hope for further progression, with additional new studies and research with the use of modern technology there is development. (Davis, Abrams & Stremikis, 2011).  
Progression and advanced way of thinking is critical to succeed for the care homes to be able to give better care and service, in countries abroad such as Thailand have care homes that provide excellent care and service for those who suffer with dementia and their loved ones are happy to know they are happy and in good hands. With innovative ideas they are striving to make it better for their quality of life in their final stages, they incorporate activities that will help them also what they can enjoy and cater for their needs. The staff are very friendly and hardworking mainly due to their culture and love for the elders. Changes can be made in the UK and other western countries just by implementing some of these ideas, because not everyone would want to send their loved ones that far away, it is possible without cost to improve the system, history tells with time there is improvements and progression so the future is looking brighter. 
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