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Introduction
The following report aims to critically examine the classification, diagnosis, treatment and measurements of rehabilitation for dementia. The ICD10 and DSM5 will be evaluated, along with mention of key legislation and policies such as ‘The Care Act 2014’ and ‘The Dementia Well Pathway’. Lastly, recommendations for future practice will be proposed to improve the inclusion and quality of life for those living with dementia.
A study by Alzheimer’s Research UK (2020) conducted in May 2020 revealed that 525,315 people have been diagnosed with dementia in the UK. A 56% increase of people diagnosed, between 2010/11 and 2015/16. Moreover, with no changes to current public health intervention these figures were forecasted to reach over 1 million by 2021. The way we communicate with people with dementia (PWD), treat them and the public's perception and understanding of dementia needs to be addressed, to reduce these staggering numbers.

Definition and Classification
The ICD (2010) also referred to as the ICD10 was created by the World Health Organisation. It is a standardised, legally mandated health data standard document used to classify neurological diseases (World Health Organisation, 2020). The document was created to ensure healthcare practitioners could accurately track diseases within a population, (Hirsch et al., 2016) and provide a continuity of understanding of diagnosis and symptoms, as well as treatment across countries. Dementia is classified in the ICD10 under F00-F03. As dementia is an umbrella disease with varying forms, a range of classification codes are needed. For example, Alzheimers disease (F00) is further dissected into ‘Dementia in Alzheimer disease with early onset F00.0’, ‘Dementia in Alzheimer disease with late onset F00.1’, ‘Dementia in Alzheimer disease, atypical or mixed type F00.2’, and ‘Dementia in Alzheimer disease, unspecified F00.3’. The following pattern is then followed for other forms of dementia such as Vascular, Lewy Body or Frontotemporal. 
Evaluation of Classification
Dementia is described in the ICD10 as ‘a syndrome due to disease of the brain, usually of a chronic or progressive nature, in which there is disturbance of multiple higher cortical functions, including memory, thinking, orientation, comprehension, calculation, learning capacity, language, and judgement’ (ICD,2010).
The description in the ICD10 is thorough and effectively highlights a range of symptoms a person experiencing onset dementia would display. However, there is no mention as to the stages of dementia and how this effects the symptoms. For example, a patient in the late stages of dementia would experience difficulty eating and swallowing, as well as bowel and bladder incontinence (Alzheimers Society, 2019). Whereas somebody in mid stage dementia may not experience incontinence and can eat without assistance, however they would require assistance with daily activities such as bathing and dressing (Dementia Care Central, 2018). If a patient was diagnosed after the onset stages, certain symptoms they are experiencing may not meet the classification of dementia fully and other diseases or reasons for their symptoms may be diagnosed. This is corroborated by Dean Hartley, ‘Director of science initiatives, medical and scientific relations at the Alzheimer's Association.’ Who states that no cognitive, imaging scans or blood testing is currently available that can diagnose dementia with 100% accuracy. Furthermore, Alzheimer’s is more complex than previously thought, making a correct diagnosis difficult (Reinberg, 2016). The terminology and descriptions used in the IC10 must be accurate and not misleading to ease practitioners' abilities to diagnose such a complicated disease.
Furthermore, the description states ‘a person’s consciousness is not clouded’. This is a subjective statement as one person's view of a clouded consciousness will differ from another. One may refer to a clouded consciousness as experiencing reduced wakefulness or alertness as described by Tindall (1990) whereas The American Psychological Society describes it as ’a mental state involving a reduced awareness of the environment, inability to concentrate, and confusion.’ The latter definition is different from the one defined in Tindall’s book, and moreover, a person with dementia does experience confusion and the inability to concentrate. One may argue that the ICD 10’s statement of ‘a person’s consciousness is not clouded’ is ambiguous. This statement being open to interpretation can create inconsistency issues upon diagnosis, as one practitioner may perceive it to mean something that another perceives different.
The fifth edition of the American Psychiatric Association’s Diagnostic and Statistical Manual, more commonly known as the DSM-5 (2013) was published in 2013. This publication is a further classification criterion used to define mental disorders. This manual used, throughout the United States and Australia refers to dementia as ‘major neurocognitive disorder (NCD)’.  Although most practitioners would be aware of the different names, to a patient who hears the disease they have been diagnosed with referred to with a name could be confusing. A strength of this terminology used is the removal of a one size fits all term – Dementia. Moreover, the term ‘neurocognitive disorder’ allows the use of adjectives to be added to explain the differing stages of cognitive decline. For example, early cognitive decline is referred to as ‘mild neurocognitive disorder’. The aims of this classification process include reducing the stigma of fear and helplessness associated with the word dementia and to ensure the diagnostic guidelines are in line with current clinical practice (Dementia Australia, 2020).

Diagnosis
According to the Organisation for Economic Co-operation and Development (2018) identifying dementia continues to be an uphill battle, with little being known about how many people live with the disorder. There is no known cure for dementia. However, medicines and other behavioural interventions have proven to reduce symptoms temporarily, meaning some people can live with their dementia for many years following diagnosis. A diagnosis is the crucial point of access to these interventions. Dementia is not easy to diagnose, with no single test to determine diagnosis. If a person does believe they may be experiencing the on-set of dementia, an assessment from a General Practitioner (GP) is conducted. According to the National Health Service (NHS) a GP will do a ‘physical examination and may organise tests, such as a blood test and urine test’ (NHS, 2017) to rule out any other health conditions such as thyroid problems or vitamin deficiencies. Additionally, patients will complete a memory or cognitive test to assess their thinking and memory abilities.  A common assessment tool used is the ‘General Practitioner Assessment of Cognition’ (GPCOG). This test cannot determine a diagnosis of dementia, it can reveal memory difficulties that require further investigation. Cognitive tests include a series of questions centred around short- and long-term memory, concentration, communication, and orientation, that carry a score. A disadvantage to this type of test is that a person’s education level may influence their scores, meaning a person who cannot read or write may have a low score but not have dementia, and a high score from a well-educated person may not mean they do not have dementia (NHS, 2017b). 
Furthermore, GP’s will spend some time with a patient and a person close to them to understand when the displayed symptoms started and how they are affecting the persons abilities. A review of medication will take place and an insight into family medical history will be carried out. If they are unable to determine a diagnosis, referral will be made to a specialist such as a psychiatrist, geriatrician, or neurologist, who will complete a more thorough examination of abilities, as well as computerized tomograph (CT) and Magnetic resonance imaging (MRI), that can firstly identify other conditions such as tumours, or a fluid build-up in the brain. If dementia is present the scans will portray damaged blood vessels which could be the result of a stroke that leads to vascular dementia, or it could reveal that a person's brain has shrunk in areas involved in storing short-term memories (Alzheimers Society, 2019). 
A UK study by Donegan et al (2017) reveals that the number of people diagnosed with dementia has ‘doubled from 0·42% (19,635 of 4,640,290 participants) in 2005 to 0·82% (25,925 of 3,159,754 participants) in 2015.’ One may suggest that more people are developing dementia, however it is important to consider the continual improvement in diagnosis rates and the amendments of national policy that has seen the quality of care for PWD increase and the prescription of antipsychotics, that have been deemed as dangerous halved (Donegan et al, 2017).
A proposed problem with the ways in which dementia is diagnosed is the reluctance of GP’s to diagnose dementia, due to it being an untreatable and progressive disease, which is fearsome for both the patient and families. Healthcare professionals may unconsciously hesitate to diagnose dementia and in doing so, family members may take over the social or physical roles of the patient mistaking their decline for old age’. This intended protection of the patient may result in a faster decline due to not practicing daily life skills regularly (Buntinx et al, 2011).
Post- Diagnosis 
Following the necessary tests, the practitioner should ask the patient whether they would like to know their diagnosis. Information surrounding the implications of dementia should be given, with time allocated for a patient to ask any questions they might have. The Human Rights Practitioners Guide (2016) advises practitioners on how to maintain The Human Rights Act (1989) by explaining the care pathway in a language they understand, seeking consent prior to involving family or friends, enabling the person to have support from relatives, and discussing topics such as care plans sensitively.
Swaffer (2014) stipulates that following a dementia diagnosis health care professionals involved, as well as third party service providers prescribe that the patients must give up their pre-diagnosis life, and plan for their eventual deterioration by arranging wills, power of attorneys and end of life care. Swaffer experienced this herself, following her diagnosis and termed it ‘Prescribed disengagement.’ This fearful label created a feeling of defeat, that negatively affected her resilience, positivity and proactiveness. This directly opposes the Activity theory which describes how older people who remain physically and mentally active, with engagement to society, have improved and prolonged physical and psychological wellbeing, compared to those who withdraw (Roland and Chappell, 2015). 
Person Centred Care
Person centred care should be instilled from initial diagnosis. Firstly, with the creation of a person-centred support plan (PCSP). This plan should focus on the main concerns and priorities regarding the patient's present situation and future outcomes, with conversations taking place directly with the PWD and carers where appropriate. The PSCP should empower the patient and provide details about ‘demographics, carer details, information sharing agreements, admission avoidance, details of other correlated conditions and medication.’ (NHS England Dementia: Good Personalised Care and Support Planning, 2017)
The principles of person-centred care should be present through their ongoing treatment and support. The National Insttitute for Health and Care Excellence (2018) reinstates the importance of the persons perspective, their human value, and their individuality. Person-centered care helps people with dementia to continue their participation in the things they enjoy. It can also be a valuable way of managing any behavioral or psychological symptoms caused by dementia (Alzheimer's Society, 2019).

The Dementia Well Pathway, created following the  Prime Minister’s Challenge on Dementia 2020 Implementation Plan, 2016) (see appendices 1) is a further means of ensuring person-centred care is incorporated into dementia care. The pathway is further defined with guidance for practitioners in ‘The dementia care pathway: full implementation and guidance’ which states that health and social care practitioners should facilitate choice and independence through gaining consent where appropriate, either via the PWD, a next of kin, or legal power of attorney. Utilise advance statements for when capacity deteriorates, signpost PWD to local support services to ensure their care is continuous, choose a named coordinator of care based upon individual needs, as well as regular reviewal of the care plan jointly with the PWD and their family members, at least every 12 months. Along with monitoring of their physical and mental health to ensure they access treatment in a timely manner (National Collaborating Centre for Mental Health, 2018). 

Treatment
The Care Act (2014) has created a single, modern law that makes it clear what kind of care people should expect and what they will receive. Although there are no drugs that can cure the common forms of dementia, there are medicines that can ease the symptoms for a period of time, or for some people slow down the progression of symptoms. However, they do not stop the underlying progression of the disease affecting the brain (Alzheimers UK, 2019).
The NHS state that the main medicines issued in the UK are Acetylcholinesterase inhibitors such as Donepezil, which is used for mild, moderate, and severe dementia. These medicines ‘prevent an enzyme from breaking down a substance called acetylcholine in the brain, which helps nerve cells communicate with each other’ (NHS Choices, 2019). Additionally, Memantine is given for moderate to severe Alzheimer’s disease, as well as dementia with Lewy bodies, and those diagnosed with a combination of both Alzheimer's disease and vascular dementia. Memantine is used for people who struggle to tolerate acetylcholinesterase inhibitors. ‘It works by blocking the effects of an excessive amount of a chemical in the brain called glutamate’ (NHS Choices, 2019). Adverse side effects are many, with hallucinations, aggression, urinary incontinence, anorexia, and insomnia among them (National Institute for Health and Care Excellence, 2021).
As a result, Psychological therapies are encouraged. The British Psychological Society (2016) discuss the many ways that these therapies are used to meet diverse needs. In dementia care, psychological therapies such as reminiscence or talking therapy can be used in a formal or informal way. For example, the formal method would incorporate talking about feelings and emotions to enhance a patient's wellbeing, patterns of thinking, or behavioural traits. Sessions would occur regularly and draw upon hypotheses regarding a person's difficulty their experiencing, which link to theory. Increasingly, these therapies are being used informally, as part of multicomponent interventions, or on an ad-hoc basis with patients experiencing more severe levels of cognitive decline (The British Psychological Society, 2016).
However, measuring the effectiveness of Group reminiscence therapy is difficult, due to a wide range of forms of the therapy taking place, which in effect can distort data. Additionally, it can be difficult to gain qualitative feedback from patients due to their reasoning abilities, and reliance on the carer’s feedback is essential. A study by Woods et al (2018) reinstated this, following his study of cohorts of PWD taking part in reminiscence therapy. The effects of the therapy were small, with reminiscence therapy resulting in some positive effects on quality of life, communication, mood, and cognition. Studies conducted in care homes and community settings were associated with probable improvements in patients communication. It can be surmised that more research on psychological interventions to decrease cognitive decline is needed.

Mental Capacity & Advocacy
The Mental Capacity Act (2005) empowers people to continue to make their own decisions, by presuming capacity unless there is proof of the contrary. If capacity is lacking, the act provides a flexible framework that enables PWD to participate in the decision-making process and has their best interests considered, as much as possible when relatives, power of attorneys or advocates do so on their behalf (SCIE 2020) The Mental Capacity Act also provides terms on future planning using the following outcomes: 
· Advance statements to inform best interests' decisions
· Advance decisions to refuse treatment 
· Appointment of Powers of Attorney to handle welfare, health or property affairs (NHS, 2014)
Furthermore, advocacy is an essential support for people with dementia. Age UK (2022) has  established its own independent dementia advocacy which enables PWD to access vital advocacy service and support them with personal freedom, give them a voice in decision making and safeguarding solutions following abuse as well as representing people, without a conflict of interest during legal matters. This service was critical during the Covid-19 pandemic, as people living with dementia did not understand or know how to comply with government restrictions or access services, they needed due to the temporary suspension of health and social services.

Recommendations for future practice
Health Education 
Some health choices can increase your likelihood of developing dementia, such as being inactive, high blood pressure, smoking and drinking too much alcohol (Alzheimer's Society, 2021). Therefore, national awareness should be implemented, using a range of media outlets, to highlight ways of reducing risk factors. According to Dementia UK (2022) this advice should include:
· Attending regular health care checks for ongoing health issues such as thyroid or diabetes as well as ‘well-person- checks to monitor weight, blood pressure, and cholesterol
· Eating healthy and regularly exercising
· Taking the correct dosage of medication consistently
It can be predicted that health education would be highly effective as ‘49% of UK adults say that dementia is the health condition they fear most about getting in the future’ and ‘40% of people would adopt a healthier lifestyle to reduce their risk of developing dementia’ (Dementia Statistics Hub, 2021).
Medical vs Social Model
Currently, PWD are treated with the medical model of care, with focus being on treating the health issue of dementia itself. However, a change of attitude is needed to understand that adaptations to society can help PWD feel inclusive within society and ease the daily struggles they face – this is referred to as the social model of care. ‘Dementia Friends’ are paving the way for these changes with the creation of guides for sectors such as hospitality and retail. For instance, the ‘Dementia Friendly Retail Guides’ (2018) advise the following changes would create a dementia-friendly environment - training in house security upon theft and the Mental Capacity Act, ensuring floor staff are identifiable by clear name badges and assisting PWD to locate the items they desire, highlighting to cashiers the importance of empowering people handling their money with patience and support. The following changes will result in dementia friendly communities, improving inclusion for those living with the disease, which results in a better quality of life (Dementia Friends, 2017).
Artificial Intelligence Technology
Artificial Intelligence Technology (AI) is prevalent in today's society more than ever before and can be utilised to help PWD withhold their independence. An example of this is through the creation of the Cognitive Orthosis for Assisting activities at Home (COACH) system. Which was invented to prompt PWD with the steps needed to wash their hands correctly using computer visuals and verbal cues. Moreover, The Gloucester Smart Home, is currently in the early prototype stage, this system incorporates monitors for baths and cookers to ensure safety, item locators, and a digital message board that can inform a person to take their medication (Astell et al., 2019). The incorporation of the forementioned AI will relieve carers of mundane duties and prolong the eventual need for a PWD to require constant care.

Conclusion
In summary, the number of those diagnosed with dementia in the UK is continuing to rise. Due to the complex nature of the diagnosis, many assessments are needed to determine if dementia is present, with fear of the disease being a cause of prolonged diagnosis. Recent policy such as the ‘Dementia Well Pathway’ has helped shape the treatment and person-centred care that is provided to PWD, however, the effectiveness of some treatment such as group reminiscence therapy remains unclear. Charitable organisations such as Age UK and Dementia Friends are paving the way with vital services such as advocacy and inclusivity of the environment, however further work is necessary to adopt a social model of care. Finally, health education surrounding dementia is necessary to better understand how people can manage the risk of developing the disease, and services should invest into AI, to help patients remain independent for as long as possible.
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