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Management on requirements and methods in relation to the care of people with dementia have been the focal point of major reports within the UK. SIGN developed a clinical guideline in 2006, in which discusses evidence-based practices and how people with dementia and their care providers should be supported by health and social care professionals across Scotland. The National Institute for Health and Clinical Excellence (NICE) and Social Care Institute for Excellence (SCIE) distributed a similar guideline for England and Wales. The Scottish government proclaimed dementia as a ‘national priority’ in 2008. They set a goal in 2011 for all health boards to increase development in early diagnosis and treatment of individuals with dementia and supporting dementia schemes. In England, the Department of Health published a National Dementia Strategy in 2009 that focuses on 3 key themes: early diagnosis, improving quality of care and increasing awareness. In Northern Ireland, the Northern Ireland Administrator stated that there will be a 200% rise of dementia over the next 10 years and pledged to work with housing and health organizations to tackle the requirements of people living with dementia.

The Health Foundation released a report that commissions improving care for people with dementia because of the significance and necessity to improve facilities for people living with dementia and their carers. In the UK, there are 750,000 people living with dementia, and this is stated to rise to over 1 million by 2021. Within the Health Foundation report, data demonstrated that in spite of several sources of policy guidelines provided, there is still a considerable gap between the goal of high-quality care for people living with dementia and their carers, and what is essentially required. Some of the main concerns are include the unavailability of trustworthy assessment data on what is actually happening in health and social care for people living with dementia and their carers; the large number of people who undergo as undiagnosed, or are diagnosed at a later time so they are unable to gain from early care; the deficiency of corresponding care; the shortage of supplies to keep people safe in their homes and to support carers sufficiently; insufficient preparation of carers and staff members; improper care in care homes and hospitals, especially in relation to the use of medication to sedate patients and inadequate end of life care. Only 21% of acute trusts had chosen a clinical dementia start in 2009, which caused a negative effect of executing high quality care pathways and staff training. In 2010, The National Audit Office review of dementia services came to the decision that a collaborative commissioning of services was progressing at a positive rate, but still deemed as being unreliable. It set the objective that in April, 2010 for all critical trusts to hire a clinical lead for services of dementia, and for all PCT to have an appointing lead for each of these dementia services (National Audit Office, 2010).

The level of current care provisions are not meeting people’s needs which has been linked to inadequate experience of care, leading to an increase of care costs. Late diagnosis and lack of support means that people living with dementia and those caring for them have not received the support that they need in the early stages in order for them to properly develop how to live well with the long-term condition. 
Due to the fact that Mr T has progressive dementia and other chronic conditions, it is essential that he has a professional co-operation of mental health teams, with defined care pathways to support him. The Mental Capacity Act 2005 explains how to decide if someone is able make decisions for themselves, and if they are not able to do so, how to make decisions for them. 
The Act provides a useful basis for making decisions, especially if someone is making decisions for someone that is unable to gain capacity, due to their condition. In this case, Mr T lacks capacity as he is unable make decisions for himself has he has a long-term condition that will worsen over time, alongside chronic conditions that would affect the function of his brain, speech, facial expressions and hand gestures. The Mental Capacity Act 2005 states that a person’s impairment or disturbance must affect their ability to make decisions when necessary. Mr T would not be able to communicate his decisions, retain the information or understand the information. As he also suffers with other chronic conditions, Mr T may find it difficult to reach a decision about treatment in a group meeting with professionals. Carers frequently battle to get sufficient assistance, which especially includes being able to access the information that is essential to support them care for people living with dementia. Representatives of community mental health teams have previously reported that guidelines on delivering information to people living with dementia and their care givers are usually not followed or even put into position. The National Dementia Strategy Impact Assessment came to the conclusion that the cost of delivering information about dementia care for service users and carers in relation to various subgroups would possibly cost around £1.5m within the first 2 years, and the total fee of manufacturing just 1 leaflet was a price range between £15,000 and £30,000, with creating and testing the content beforehand had a total price range of £12,000 and £67,000. With my experience as a social care worker, I have come across service users who are worried because they are unable to afford to live in their home or stay in a care home due to the aspects of financial funding since most services are financially driven.

As they both want to live at home continuing to live independently, Mrs T would be his advocate. In this case, Mrs T should be enabled to gain easy access to support and advice following Mr T’s progressive dementia and chronic conditions. Health care professionals should guide Mrs T to develop an on-going care plan that identifies the care coordinator and addresses his individual needs (NICE dementia quality standard, 2010). She should be offered information about local support and care services, treatments, the signs and symptoms of dementia, the course and prognosis of the condition, local information sources and sources of financial, legal advice and advocacy (NICE-SCIE clinical guideline, 2006). Once it comes to managing signs and symptoms, Mrs T should recognise any signs of distress or confusion if his dementia worsens or his chronic conditions. She should be enabled with carer support packages that includes training, support groups and respite care (Alzheimer’s Society, 2007).  When it comes to carer support, Mrs T should be offered an assessment of emotional, social, and psychological needs, she should also receive personalized interventions followed by a care plan to address these needs. She should have access to a comprehensive range of respite services that meet the needs of both her and Mr T (NICE dementia quality standard 2010). This should include support to encourage independence and continued involvement, along with support of good-quality planned breaks for Mrs T. In terms of funding and commissioning, people with dementia who still have capacity have the chance to discuss and make decisions with their carer or carers about the use of preferred priorities of care, and advance decisions to refuse treatment and statements (NICE dementia quality standard 2010). As Mr T is in the later stages of dementia, Mrs T would have to gain advice and support from primary care teams to identify and plain his palliative care needs. This includes support at national level to enable appropriate services implemented. 
[image: ]People with dementia usually follow a care pathway and can have difficulties having access to the limited services available, as not every elderly person with memory problems are eligible for dementia services. Due to Mr T’s conditions, he will need a care pathway with repeated assessments and prescribing reviews as his conditions may worsen over time. Mrs T should be supported by their healthcare provider in order to coordinate care for his needs. The figure below demonstrates how his 
Source: NHS Map of Medicine, 2000*

care pathway should be set up. Not only can Mrs T use this for Mr T’s progressive dementia, she can also utilise it for his chronic condition. 
The Map of Medicine was developed by Owen Epstein and Mike Stein at the Royal Free Hospital in the year 2000, to represent a transformation in clinical pathway formation and distribution. According to Vision Health 2019, general practices and hospitals around the UK are currently searching for a replacement. It was announced that in July 2018, the Map of Medicine was being removed from the market and terminating assistance for more than over 420 digital clinical assessment pathways, GPs and hospital professionals went to search for a new solution, and was then unified into the National Programme for IT which has helped  GPs and doctors in hospitals to support reducing poor appointments, unsuitable tests and unnecessary patient journeys. Some of the first medical pathways was worked on in the Netherlands, and it has been accepted that the advantages of using clinical care pathways include smaller end-to-end care procedures, quicker waiting times among providing qualities of care, a more consistent method to an individual’s care, substantial decrease in the capacity for miscalculations, a decrease in the cost of supplying care due to productivity, and an improved job fulfilment for those involved in health and social care provisions. Health and social care managers must guarantee that carers of people living with dementia will be able to access a range of respite and short-break services if needed. These services ought to meet the demands of both the carer and the person living with dementia. Services should consist of day care, adult placement, or night-sitting. 

Health and social care managers should ensure that the rights of carers and advocates to an assessment of needs as stated in the Carers and Disabled Children Act 2000 and Carers Equal Opportunities Act 2004 are upheld. Mrs T make sure that her assessment underlines any psychological distress and psychosocial impact she may gain, especially as she needs to also needs to look after herself due to her mobility after her hip operation. The Care plan for carers should include interventions tailored to them such as individual psychoeducation, information, support and offer psychological therapy. NICE have made numerous recommendations in the area of on-going care and advocating independence, responding openly to varying capabilities, offering care in a secure environment, and allowing the individual to contribute in activities that they enjoy. It is important that Mrs T gets support to maximise Mr T’s independent activity, enhance function, and adapt skills. Some of the essential components may include being flexible to adapt to his fluctuating abilities, gain advice and skill training from an occupational therapist, and advice about independent toileting skills. The English Dementia Strategy also emphasises the importance of community provision amenities that array from early interventions to special home-based care services, that are receptive to personal preferences and requirements of each person living with dementia, whilst taking into account of extensive family situations. The strategy also underlines the role of home assistance services, in encouraging individuals with dementia to reside in their own households for so long as possible, and making sure people are capable of maintaining a good well-being in care homes (Department of Health 2009).
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