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

Dementia is a condition 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 general term for loss of memory, language, problem-solving and other thinking abilities that are severe enough to interfere with daily life (Kumar, 2021). Alzheimer's is the most common cause of dementia. Disorders grouped under the general term “dementia” are caused by abnormal brain changes. These changes trigger a decline in thinking skills, also known as cognitive abilities, severe enough to impair daily life and independent function. They also affect behavior, feelings and relationships (Murman, 2015). Dementia is often incorrectly referred to as "senility" or "senile dementia," which reflects the formerly widespread but incorrect belief that serious mental decline is a normal part of aging (Papavramidou, 2018). Dementia is caused by damage to brain cells. This damage interferes with the ability of brain cells to communicate with each other. When brain cells cannot communicate normally, thinking, behavior and feelings can be affected. The brain has many distinct regions, each of which is responsible for different functions (for example, memory, judgment and movement) (Yonelinas, 2005). When cells in a region are damaged, that region cannot carry out its functions normally. For example, in Alzheimer's disease, high levels of certain proteins inside and outside brain cells make it hard for brain cells to stay healthy and to communicate with each other (Alzheimer's Association, 2018.). The brain region called the hippocampus is the center of learning and memory in the brain, and the brain cells in this region are often the first to be damaged (Zola-Morgan, 1986). That's why memory loss is often one of the earliest symptoms of Alzheimer’s.
Dementia has occurred in human history long before it was named. In 2000 B.C the ancient Egyptians were already aware that memory declines as people age (Yang, 2016). The concept of dementia has been around since early civilizations. Ancient philosophers viewed mental decay as a normal part of ageing. In medieval times people with dementia were often described as childlike, foolish or out of control of their own senses (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 agreed that dementia was a natural part of ageing, but also added that it was a punishment from God (Bosco, 2019). By this time people from all over the world were displaying symptoms of dementia such as a change in personality or aggression, and these were diagnosed with being ‘possessed’. This was not a beneficial diagnosis as people faced being exorcised, locked away or even killed. In some parts of the world this is still the case today. 
In the late 1800’s, with advancements in medicine and the ability to look inside the brain, the medical community realized that diseases could cause this deterioration. The most common dementia was named in 1910, after Alois Alzheimer, a German psychiatrist (Zilka, 2006). In 1906, Alzihmer looked at post-mortem brains of affected younger people (Hardy, 2017). He published the first case of a 50 year old woman with dementia symptoms. He saw the microscopic plaques and tangles now known as hallmarks of the disease. At that time another German psychiatrist studied the brains of older people, he also saw plaques and tangles. Both contributions furthered the understanding of the conditioning (Hardy, 2017).
In the 19th century, dementia was a common diagnosis for admission to a mental asylum (Hill, 2003). British asylums were mainly humane compared to others around the world. In some asylums, patients could help with gardening and complete exercise and their diet was often better that it would be outside the asylum. However, those who posed harm to themselves or other would have to wear physical 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 researchers found evidence that levels of a chemical messenger in the brain called acetylcholine, were lower in individuals with Alzheimer’s disease (Francis, 1999). This moment was a stimulus for a cascade of research that led to the development of drugs used to treat Alzheimer’s and dementia with Lewy bodies today (Salloway, 2012). 
The Mental Health Act 1983 relates to individuals with a ‘mental disorder’ (Szmukler, 2000). This term is used by the Act to describe any disorder or disability of the mind, including dementia. The Act explains in what circumstances and for what reasons an individual may be detained in hospital against their will (Thomas, 2019). It is used to detain an individual whether they have the ‘mental capacity’ to agree to stay in hospital. This is sometimes called ‘being sectioned’. An individual can only be detained if the have a ‘mental disorder’ that makes it appropriate to use the Act. The Act also explains what responsibilities healthcare and social care providers have to individuals who are detained. It sets out ‘safeguards’ to protect that person. Section 2 of the Act allows an individual to be detained in hospital to have their mental condition assessed (Riley, 2011). This can happen if they refuse to do this voluntarily or if they are likely 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 meaning they are not able to understand all the relevant information to agree to be assessed. An individual can be detained for assessment if health professionals think they are behaving in a way that put their health at risk. They can also be detained if they are a danger to themselves or others. For example, an individual with dementia may be detained under section 2 if they are seriously neglecting themselves. Section 3 of the Act allows for someone to be detained in hospital so they can receive treatment. The 1983 Act is outdated and was based on earlier legislations and the grounds for detaining people have not changed for many years, even though health care and attitudes towards mental health have changed drastically. Since the Act was amended 10 years ago, there has been a continued rise in detentions. Research has shown that community treatment orders, which was introduced in 2008, do not make a difference to whether people are remitted to hospital (Green, 2014). A survey conducted by the Mental Health Alliance found that, while a majority of respondents said there were circumstances when being treated against your will in hospital may be necessary, there were large concerns that people’s dignity, autonomy and human rights were being overlooked (Sorensen, 2006).

The Human Rights Act 1998 (HRA) effectively incorporated the European Convention on Human Rights (ECHR) into UK law (Marrow, 2013). The UK has been signatory to the ECHR since 1953. The HRA enables people to bring claims relating to breaches of their human rights in UK courts, and requires public bodies to act compatibly with human rights. The rights in the ECHR include 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 disorder the Human Rights Act means that you should be treated with dignity and respect by staff and services providers. Mental health, social services and emergency services must comply with your human rights. In December 2021, the Government published a consultation on its proposals to replace the Human Rights Act with a Bill of Rights (Amos, 2009). The Acts new proposal are to strengthen quintessentially British traditions, such as freedom of speech and the right to a jury trial, while ensuring the system is not open to abuse (Amar, 2008). If your are detained under the Mental Health Act, knowing your rights can be a way to question and change how you are looked after. 
People with dementia may lose their mental capacity and become unable to make some decisions. The Mental Capacity Act 2005 is a law in England and Wales that protects people who lack capacity to make a decision (Cave, 2015). It also outlines who can and should make decisions for them. The Mental Capacity Act covers important decision making about a person’s property, financial affairs and health and social care (Parker, 2011). It also covers everyday decisions such as an individual’s personal care. The Act can help people with dementia, their careers and professionals to make specific decisions and to plan for the future. To work out whether a person has capacity to make a decision, the law states that an assessment is required to find out whether they have the ability to make the particular decision at the particular time (Okai, 2007). If a capacity assessment shows that a person with dementia lacks capacity to make certain decisions then it must be made in the persons best interests, making sure that the persons rights are respected and the decision is the best one for them. The Mental Capacity Act  2005 included the Deprivation of Liberty Safeguards (DoLS), which protect people who do not have the mental capacity to consent to treatment (Brindle, 2010). The Government consulted on replacing the DoLS in the Mental Capacity Amendment Bill in 2018, which passed into law in May 2019. Under The Mental Capacity Amendment Act 2019, DoLS with be replaced by the Liberty Protection Safeguards (LPS) (Series, 2020). The government have recommended amending the bill to improve safeguards, including:
· Putting the vulnerable person at the center of the decision making
· Making sure the vulnerable person has the right to challenge the deprivation of liberty authorisation
· Making the role of the care home manager clearer to avoid conflict of interest
· Limiting the length of the authorisation for the deprivation of a person’s liberty.

The Care Quality Commissions Act 2005 (CQC) regulates all health and social care services in England. The commission ensures the quality and safety of care in hospitals, dentists, ambulances and care homes (Care Quality Commission, 2012). CQC is an executive non-departmental public body sponsored by the Department of Health and Social Care. During 2013 and 2014, the Care Quality Commissions Act (CQC) carried out a thematic review of the care of people living with dementia as they moved between care homes ad acute hospitals (Kupeli, 2018). It was found that there was more good care than poor are in the care homes which were visited by inspectors. But the quality of care for people living with dementia varied greatly. People living with dementia, their families and careers have every right to be treated with respect, dignity and compassion. CQC are determined to play their part by making sure that people living with dementia receive care that is safe, effective, compassionate and of high quality. CQC are committed to drive change across the health care system to improve the lives of people living with dementia. Where poor dementia exists CQC are taking specific actions which include: (NHS, 2016)

· Appointing a new national specialist adviser for dementia care. 
· Training inspectors across all inspecting teams to understand what good dementia care looks like so that their judgements of performance of provider are consistent and robust
· Adding a separate section to hospital inspection reports that shows how well the hospital cares for people living with dementia
Living well with dementia 2009 is a national dementia strategy which was published in 2009. It set out a vision for transforming dementia services with the aim of achieving a better awareness of dementia, early diagnosis and high-quality treatment at whatever stage of the illness and in whatever setting (Banerjee, 2010). The strategy was followed by the publication of a report addressing the over prescription antipsychotic medication for people with dementia (Ralph, 2019). Implementation of the 11 recommendations contained within that report is an integral part of improving the care and experience of people with dementia and their careers. The strategy has 3 key steps to improve the quality of life for people living with dementia: (Council, 2012)
· Ensure better knowledge of dementia and remove the stigma
· Ensure early diagnosis, support and treatment for people with dementia and the family and care givers
· Develop services to meet changing needs better

Dementia 2012 presents new evidence from people with dementia in the early stages of the condition and living in their own homes (GOV, 2012). A survey was distributed to people with dementia via the Alzheimer’s Society’s dementia support workers in England and Wales (Matthews, 2013). The report also draws on existing research and current work. For example, a range of policy documents, research, literature and learning from good practice. The report found that only 22% of people stated they are living well with dementia (Csipke, 2021). From the findings of this survey people are working together to drive change and to become a dementia friendly community. A community that gives people independence and dignity they need to have the best quality of life (Malley, 2012). Recommendations from this report were made and have been implemented into society today. There was to be more of a focus on the Mental Capacity Act 2005 and must be comprehensively implemented and the act was altered. Dementia networks have now been created by the NHS Commissioning Board which ensures effective use of clinical expertise to improve services for people with dementia and their cares. 
The NICE guideline 2018 addresses how dementia should be assessed and diagnosed (Pink, 2018). It covers person centered care and support, tailored to the specific needs of each person living with dementia. It can also help professionals involve people living with dementia and their careers in decision making, so they can receive the care and support they need. It addresses care coordination and staff training and how dementia may impact on the care offered for other conditions (Shaji, 2018). In 2019 the guideline had been developed by a multidisciplinary guideline committee, using an extensive review of research evidence (Gray, 2022). To ensure the committee had the necessary social care expertise, a group of social care practitioners were recruited to develop recommendations in this area. One recommendation was staff training. Robust evidence demonstrates the effectiveness of intensive training for staff heavily involves in providing care and support for people living with dementia (Sur, 2017). One possibility was to expand the version of Care Certificate that included additional dementia specific elements. This specific training would need to be given to a large number of staff, there needs to be good evidence benefits, specifically in improving quality of life for people living with dementia. 
Dementia isn’t just about memory loss. It can affect how you think, feel, speak and behave. Depression and dementia share many of the same symptoms, including difficulty concentrating, not wanting to socialize and being not motivated. It is known that 50% of people living with dementia suffer with ongoing depression (Korczyn, 2009). Improving the mental health of someone with dementia can improve their overall quality of life. For example, by helping them engage with friends and family, improving their appetite and sleep quality and boosting their motivation. 
In order to address current widespread failings, the regulatory system must be strengthened and incentivise high quality provision. It must also recognise that people with dementia are a core group of service users and that providing services for people with dementia are a core function of the health and social care system. The limitations identified in this assignment could be addressed through development of a national policy focused specifically on dementia prevention. This could provide a platform for increasing knowledge and understanding among the general population and healthcare professionals. It would be important for such a policy to cover the full range of modifiable documents and data relevant to dementia. 
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