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Definition 
This debate will discuss on Raj who is 57 years old with young- onset dementia. Raj’s children have noticed some changes in his behaviour and memory after his recent stroke and altered the GP. 
Raj is a taxi driver and because of his work, he depends on minimal sleep and working both night and day shifts, he has poor diet from late night eating, and he has additional health issue including diabetes which is the major factor that could have contributed to his stroke and young-onset dementia. Raj is very concerned about his situation as his family are dependant on his as a source of income. 
The term dementia refers to several illnesses that impair thinking, memory and everyday functioning. According to WHO (2010) ICD-chapter 10 V category F00 Alzheimer and the constitutes the organic, symptomatic mental disorders. Deterioration in emotional regulation social conduct or motivation is frequently present process things such as feelings and emotions. (World Health Organisation,2023)
Alzheimer’s disease is a primary degenerated brain illness with distinctive neuropathologic and neurochemical characteristics and an uncertain aetiology. The condition often has an insidious beginning and progresses slowly but gradually over several years. 
Alzheimer’s disease dementia is characterized by an early start, a relatively quick decline, and pronounced numerous abnormalities of the higher cerebral processes. (icd.who.int, n.d.)
The medical model is dominated by neuropathology with an emphasis on peoples deteriorating cognitive capacities. According to the world health organization (1992) the main condition for diagnoses is proof of deterioration in memory and thinking severe enough to interfere with daily life task. If it is assumed that dementia is a progressive decline focus will be more directed towards the hopelessness of the illness that is popularly referred to as dementia which may result in that the conclusion that dementia is a “living death” (Dickinson, E.1990).
The future path of dementia care services in the UK is surrounded by complicated and varied issues and the main categories are social, political, and economic. These elements interact in a complicated way which affects how people now see dementia care. There are differences in how those who provide care perceive dementia. (Inness, A. 2002)   
Historical content 
From 1890 through 1910, the public’s perception of asylum nursing was negative. Despite claims and arguments by asylum nurses and medical superintends that such generalisation was unjust, and that asylum nursing was at least beneficial as any other type of care, allegations of violence continued to harm its reputation. (Cross, S.2004)
Substantial institutionalising people with mental illnesses had a relatively short history of about 150 years. Nonetheless asylums maintained a key role in current ideas of the evolution of psychiatric on a mental map marked by dramatic profound differences between humanity and barbarism, knowledge and understanding and ignorance, and good or bad practices. (Brimblecombe, N.2006)
Mental health was considered a stigma and methods and procedures were old fashioned. Treatment for mental health or disabilities and kept away from society in strict Victorian asylums was in place and words such as ‘lunacy and mental deficiency’ were commonly. 
The UK parliament passed the mental health Act in 1959. In 1983 the Act was reconsidered and given issue of consent was introduced although people could still be detained if they are a risk or harm to themselves or others. (Nice,n.d)
The establishment for better treatment for the sick or the disabled people in St Luke’s London was set up in 1751 after altercations of better treatment arose. Physicians and doctors believed all patients should be treated individually. According to Dr Monro not much can be written of madness because of its unique nature. His therapies adhered to the perilous humoral principles as well as ‘management’ which would later be extended into the principles of moral therapy. The imprisonment was a component of the treatment patients would gain from being free of their typical stress. Other medical procedures were developed to frighten or even shock therapy. Based on the idea that fear lessens enthusiasm. Immobilisation was with stimulation.  A few forms of stimulation included electric shock, cold baths and revolving and spinning machine. (Crossley, 1998)
The foundation of national health services in 1948, the advent of phenothiazine medication in the 1950’s, and the social and political context at the time all encouraged the progressive closure of the huge Victorian hospitals. Awareness had been raised that keeping people in hospital after they had recovered from the acute stage of their disease was a violation of their human rights. According to the 1957 royal commission on the law related to mental illness and mental deficiency have said ‘no patient should be retained as a hospital impatient when they have reached the stage at which they could go home’. 
The 1959 mental health act was the initial legislation to specify the exploration to why an individual might require to be utilised into a hospital and treated against their will, and the boundary between voluntary and involuntary treatment becoming readily apparent. There has been research that has been conducted on the institutionalisation of mentally ill patients, as well as the inadequate standards of treatment and quality of life, fuelled a political and social campaign to shut down Victorian asylums. (Killaspy, 2006)
According to (Turner, J., Hayward,2015) Many advancements in social policy, law, medico-legal practise, service design, systematic historical context due to the scope and speed of change. There were no historical foundations for contemporary service delivery focusses like person centred care, well-being recovery, involvement of service users and increased access to psychologic al therapies. 
Changes occurred in UK legislation.
During the 1990s mental health gained an increasing visibility and importance in government policy, presumably a result of its inclusion as one of the priority topics in the 1993 health of nation white papers which laid out important priority area for health in England and Wales. It has preserved this status and the first of labour government national service framework (NSFs) was for mental health in adults of working age. The mental health NSF has been much praised although its perspective method has been challenged and questioned. It has expanded the spectrum of services available to those suffering from mental health illnesses and underlined the need for enhanced mental health protection and primary delivery services. The NSFs were bought in the intention and assurance of higher expenditure on the health care as a general and specifically on mental health services but no promises of this have yet been fulfilled. The actual expenditures of mental health NSF are bound to be significantly larger that the increases in funding have allowed for and yet these undoubtedly is a shortage of qualified staff to met demands. Services commissions is also underdeveloped and weak. It remains to be seen how effective the selected methods of employing objectives and audits to enhance quality will be to be seen. (Keown P,2018) 
Frank Dobson, the then secretary of state for health declared indifferently that “community care has failed, and the government felt worry about patients who were a ‘nuisance’ or a ‘danger’ to themselves and society. His press announcement established the tone for the department of healthy planned, no-nonsense approach to risk minimisation, in which the public annoyance elided smoothly, with public hazards. The administration used a two-programmed approach to mental health reform the first was legislative, dealing with the conditions under which symptoms of mental health disturbance may be previous laws that had already been done. (Broadman, J.2005)
Dementia patients may lose mental ability and become unable to make certain decisions or judgements. In England and Wales, the mental capacity act protects a person who lacks the capacity to make decisions. The mental capacity act handles critical decision on an individual’s property, financial matters, health, and social care. It also additionally encompasses everyday decisions such as what an individual wants to do, what to wear, what they eat and even their personal care. However, when it comes to Raj’s decision-making things like voting, making a will or marriage and divorce the act does not cover those decisions. The act can assist a person who is living with dementia, help the carers and experts in making decisions and planning. The mental capacity act protects Raj in ways by giving him the right to make decisions for himself and nobody should not assume that he is not able to make his own choices. Raj’s onset dementia can influence his mental health which can change over time, some days he may not be able to think or process things properly and other days he maybe able to think more clearly. (Alzheimer’s society,2021)
The primary coordinator of care for Raj for his management of young on-set dementia is frequently the family physician although there are other useful services that help supplement care and enhance outcomes for dementia and dementia care. 
Inclusion and exclusion 
Raj has inclusive dementia friendly community, which is that it recognises him, values him, supports him and will make him feel secure in his ability to contribute to the community social inclusion is a dynamic process that Raj can interact with and part of Raj’s social network in his community to sustain meaningful relationships. Having social connections and a service of belonging are necessary for a better quality of life and for his well-being. Raj can benefit from local community network as social inclusion and involvement provides a sense if social citizenship, safety, and contribution. (Hung et al.,2021)
according to the world health organisation (WHO) 2012 the social inclusion of individuals with dementia is now recognised as a global aim of law, community efforts, and service provisions. (Pinkert et al., n.d.)
Effective inclusion of an individual with dementia necessitates that organisations prioritise openness, trust, and support so that they can seek out the talent of people with dementia and that they have highly developed sensitivity, listening and counselling skills. According to Barness 1997 contends that when service users participate in planning procedures which is what is right in Raj’s case is ideal, he will gain knowledge and confidence. Raj will have a greater desire to divert decision making authority based on his planning. However, in research there has been a demand for engagement has been fuelled by public anger with historically low levels of openness and accountability in the healthcare system.  According to Franrisk et al,2002 there has been raised doubt regarding whether there is a good association between involvement and organisational effectiveness. Irrespectively community engagement on the other hand has led to more cost-effective decisions, adds to a sense of community control, and gives a chance to unlock lingering resources. Research that has been conducted suggests that individuals with dementia engagement in decision making processes can liberate people from specialists and allow needs to be more properly appraised. (Whitfield and Wismer, 2006)
The focus of funders on care partners makes if difficult to focus on creating a solid working partnership with a person living with dementia. According to several case study organisations dementia progressive nature poses a barrier in participation and resources are in general very limited while Raj and his family may want to focus more on his existence to a better quality of life and sustainability it would be difficult to be innovative when him and his family are sustaining financially. 
Many of the risk factors for dementia concentrate in a lower socioeconomic category or group. This is particularly due to the link between disadvantages in communities and a greater incidence of cardiovascular risk factors such as nutritional consumptions, obesity, depression, lack of physical exercise, smoking, a lack of social involvement and a lack of education. The young onset dementia materially impacts Raj and his family as it could mean a force of retirement, restrictions on driving and travelling which means a loss of freedom and security as Raj is limited in what he can do financially especially being the main source of income in his family. 
If dementia causes its own kid of social exclusion and disadvantages, policy and practise interventions must go beyond making analysing demographic kinds of psychosocial, exclusion that actively impact a person’s individual, interpersonal and service-related circumstances. (Biggs, Carr and Haapala,2019)
Recommendations 
it has been suggested that the fundamental of person-centred care for individuals with dementia is important. Alzheimer association dementia recommend person-centred assessment and care planning and interviews with individuals who live with dementia and their family, clinical records, earlier assessments and observations functional measurements and physical evaluation all yield objective data, also including that all assessments should prioritise the perspective of the individual living along side with dementia. (de Medeiros, K, 2013)
it is possible to imply that advocacy is actively gaining resources for or on behalf of someone. Advocacy may occur in many different forms such as self-advocacy, legal advocacy, and independent advocacy. Anyone with the relevant abilities and skills can act as an advocate. Advocacy in healthcare revolves around on the patients values and wishes and therefore, consequently be characterized or considered as part of the therapeutic connections among the patient and healthcare providers. For raj it will include advice and guide him as a patient of his rights, ensuring he has the necessary knowledge to make well-informed choices, assisting him in making his decisions and safeguarding his rights and interests. Advocacy involves shaping decisions making, which the health care professional undertake on a daily.  Advocacies continues to act even if it is encouraging Raj to start eating healthier. It also influences associates for improving patient care or ensuring a patient has a means of obtaining the services they require.  (Physiopedia, n.d.)
effective treatment and the correct care are critical to Raj to protect his dignity with dementia as people like him are often viewed as “patients” rather than people. Raj would need a model that priorities him and his needs. Services and physiotherapies can help prevent and avoid prejudice and stigmatisation through advocacy, understanding of polices and guidelines, and ongoing professional development. 
Seeing Raj’s condition his family have been left overwhelmingly concerned, planning can make them feel more at ease for the future ahead. Raj and his family are eligible for a few benefits such as carers support allowance, attendance allowance, council tax reduction, employment and support allowance, and personal health budget. Raj may wish to consider appointing someone to make health, welfare, and financial choices for him in the future as someday he might not be able to make all choices by himself. The person that he will select is known as an attorney. And they are appointed by a formal legal binding document which is know as a lasting power of attorney (LPA). (Dementia UK, n.d.)
Raj can connect to different types of specialist services for people like him who provide assessment and diagnostic services, day centre care, support groups, respite, and theory/counselling services. Inevitably, whether Raj obtains specialist assistance, it is likely to be determined by were he resides and type of service that he requires as some are not always free, and some parts of the country have no services or projects for young people with dementia. 
Direct payment and personal budgets are two methods for Raj qualifying for social care services to exert control over the service he will receive. ‘self-directed support’ allows Raj to select a more personalised service to correspond with his requirements whilst avoiding programmes that are required unsuitable or targeted to much older people with dementia. A direct payment as cash payment made by the local authority social service department for an individual who requires care and treatment. It is the most prevalent type of self-directed support. (www.scie.org.uk, n.d.)
The Alzheimer association suggests that individuals who take part in activities help improve their quality of life, reduces their behaviour of agitation, it provides s sense of purpose, accomplishment and keeps them engaged, increases self-esteem, and gives a sense of normality. Researchers have also stated that it improves psychological and physical health for people with early onset dementia. 
Arts for Dementia is a charity that Raj can make use of that will help him by working alongside organisations to give workshop on subjects such as arts, drama, dance, and music. Dementia adventure is another charity that can help run small group breaks and holidays for people like Raj and his family (Alzheimer’s society, 2021)
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