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1. Introduction 
Global population is rapidly ageing with consequences of growing cases of dementia (WHO, 2017). Findings of 5-8% of people aged 60 years and above worldwide live with dementia (WHO, 2020). The following report will detail on dementia as a mental disorder, as specified in the ICD (2010), Chapter 5. It will critically examine the classification, diagnosis, treatment and measurements of rehabilitation for dementia. Included is an evaluation of historical and contemporary support available for patients with dementia (PWD). Recommendations of improvements will be suggested for aspects involving mental health provision for PWD.
2. Classification
According to ICD-10 Chapter 5, F00-F03 is defined as a syndrome caused by a disease within the brain with progressive natures. There may be disruption of numerous cortical functions such as; memory, comprehension, thinking, calculation and judgement. Impaired cognitive abilities may be accompanied through deterioration of emotional control, motivation and social behaviour. 
In the DSM-5 (2013) dementia is categorised as a neurocognitive disorder affecting an individual’s independence to carry out daily activities. It is paired with considerate declines in abilities focusing on cognitive domains such as; learning and memory skills, language, complex attention, motor skills and social cognition. The DSM concludes diagnosis can be made when symptoms can not be better explained by another mental disorder. 
2.1 Classification systems
The International Classification of Diseases (ICD) was designed by the World Health Organization. It focuses research on multicultural levels, where approximately 193 countries utilise the ICD-10 to report on medical statistics. The Diagnostic and Statistical Manual of Mental Disorder (DSM) was designed by the American Psychiatric Association (APA). It is a manual diagnosing mental disorders and is widely administered by mental health professionals in the treatment of patients (APA, 2009). 
Since the classification systems are maintained by separate entities, diagnoses can differ between each. The DSM-5 notes dementia as a neurocognitive disorder whereas the ICD-10 does not. The DSM-5 is intended purely for mental disorders. This may prove to be a limitation for the ICD-10 as whilst it contains information related to the entire human physiology, it does not cover mental disorders in equal detail as the DSM. 
Despite this, the ICD is the preferred method of the two classification modes as its widespread use by the WHO member nations means there are vast reporting on diseases worldwide. Although the DSM stands on 60 years worth of research, the ICD has built extensive research due to it being a universal agency, rather than a single agency like the DSM. However, the strength of the DSM-5 is it provides mental health professionals criteria to classify diseases in a common language, whilst the ICD-10 assigns codes. 
2.2 Dementia described 
At its core, dementia is a cognitive disorder affecting the brain which can result in memory and personality changes. It is a clinical syndrome illustrated by progressive cognitive decline disrupting ability to function independently (Chertkow et al, 2013), caused by synaptic failure, inflammation and changes in the metabolism of the cerebral (Hildreth, 2015).
The common types are Alzheimer’s Disease, Vascular Dementia, Lewy Body Dementia and Frontotemporal Dementia (Muangpaisan, 2007). Symptoms are progressive, gradual and persistent and associated with challenging behaviours (NIA, 2016). Patients will eventually need help with living activities such as eating, grooming and mobility along with instrumental activities such as meal preparation, shopping and managing medication (Karon et al., 2015). Nursing care may be necessary to handle demands such as incontinence, mobility devices and multiple medications (Reinhard et al., 2012). As a result, quality of life may be negatively affected (NIA, 2017). 
The behavioural and psychological symptoms of dementia (BPSD) ranges from; agitation, aggression, hallucinations, anxiety and depression. For caregivers, BPSD may be the most distressing syndrome of dementia (Baharudin et al, 2019). It reduces social functioning whilst increasing susceptibility to physical harm, and complications such as falls (Feil, 2007). BPSD introduces challenges in care and increases caregiver distress by harming their emotional well-being (Lethin et al, 2020). Studies on formal and informal caregivers reveal BPSD severity has significant positive correlations with the level of caregiver burden (Kamiya, 2014). 
3. Diagnosis
Early diagnosis can make planning for the future and decisions about finances, healthcare, living arrangements easier, all while lessening anxiety levels about unknown problems. Despite many benefits to early dementia diagnosis, there are several barriers. These include physician concerns of the time burden generated from testing and counselling (Bradford, 2009), belief that memory problems are normal processes of ageing, stigmas attached to dementia and fear about the future. Functional impairment may be obscured by physical frailty and depression. In young people, some warning signs such as personality changes, may be misdiagnosed as dementia is not a suspecting cause. (Greenwood, 2016). The diagnosis itself may create feelings of loss and fear, resulting in PWD to be hesitant in disclosing their diagnosis, along with taking treatments (Harris, 2009). 
Generally, dementia is diagnosed through one’s General Practitioner. They look at a combination of medical history, symptom assessment, behavioural changes and medication use. Dementia cannot be diagnosed merely through one simple test. There is a process for diagnosis consisting of several tests, scans and evaluations, in which healthcare professionals will combine results to reach a conclusion.
3.1 Cognitive tests 
Focusing on aspects such as memory, counting and reasoning skills, cognitive tests aid to build a picture of someone’s abilities over a range of competences. For example, doctors may ask patients to make easy calculations such as counting backwards from 100 by 7 or give short lists of words and ask patients to remember and repeat them. 
Five publications focusing on identifying the most suitable cognitive assessments all selected the Memory Impairment Screen (MIS) and the General Practitioner Assessment of Cognition (GPCOG) and Mini-Cog (Cordell et al, 2013). The benefit of cognitive tests had the following attributes: required less than 5 minutes to administer, easy administration and is unlinked to language or cultural bias. However, as the tests rely on a patients' delayed recall, it means early detection of dementia is reduced. The tests have also been found to allow insufficient time between patient registration and recall (Borson, 2006). As it largely relies on a clinician’s competence at assessing cognition, the results may not be as reliable as other diagnosis tools. 
Numerous studies depict cognitive impairment is unrecognised in 27%-81% of affected patients (Chodosh, 2004). This suggests a strong need for diagnosis tools to correctly diagnose cognitive issues. A U.S study found insufficient published evidence for improved clinical outcomes due to routine screenings for cognitive impairments in older adults. However, the study recognised the importance of cognitive assessments in increasing the chances of detecting cognitive impairments (Boustani et al., 2003). 
It has been found using brief cognitive assessment tools classify patients with dementia more often than spontaneous detection by care physicians (Borson et al, 2006). This suggests cognitive tests depicts better assessment outcomes than relying on informal clinician observations alone. However, the downfall for cognitive tests is the need for further evaluations. In a U.S study, with a sample of 3340, aged above 65, 13% of participants failed a brief screen for cognitive impairments, of which approximately half did not agree to be further evaluated for dementia (Boustani et al, 2005). This insinuates that as there is no stand-alone cognitive test, with necessity for further testing, patients are discouraged continue with diagnosis measures. Further research into curating one complete cognitive assessment is recommended. 
3.2 Brain scans
Healthcare professionals may administer brain scans to analyse if the brain is functioning correctly. For example, Positron Emission Tomography scans can be used to check for the amyloid protein to determine the risk of Alzheimer’s disease. 
Neuroimaging is increasingly utilised in the diagnosis of cognitive impairments and suspected dementia (Frisoni, 2010). The NICE (2018) guidelines on dementia states patients should be offered structural imaging to assist with subtype diagnosis. Like cognitive tests, brain scans cannot diagnose dementia alone, and are used as part of a wider assessment. The most common types of brains scans utilised for screening dementia are computed tomographic (CT) scans and magnetic resonance imaging (MRI). The accurate timely diagnosis of dementia is important to reverse symptoms, and imaging is a key diagnosis tool which enables confirmation of diagnosis and clarity on dementia subtype. 
In a multi-centre study of patients undergoing diagnostic measures, images from PET scans predicted progressive dementia with a specificity of 76% of participants (Silverman, 2001). However, this study is limited due to its short follow-up period of 3 years. Although neuroimaging cannot tell us whether a person has a cognitive disorder, CT and MRI play key roles in ruling out structural lesions in the brain. 
The 2016 London Memory Service Audit found two challenges contributing to the timely diagnosis of dementia through MRI and CT. One challenge was population growth for people aged over 85. The prevalence of dementia in this age group is approximately 30% (O'Brien, 2007). This growing number combined with increased rates of referrals to memory services puts great strain on neuroimaging departments. Patients experience long waiting times for CT and MRI scans. 
Furthermore, Sullivan (2012) found with increasing age, neuroimaging tests can lose specificity. This significantly reduces diagnostic accuracy and increases chances of false positive or false negative outcomes (O’Brien, 2007). This may be due to similarities between processes of normal ageing and symptoms of dementia. Similarly, the structural changes related to dementia can be found in chronic schizophrenia, therefore reducing effectiveness of diagnosis via scans. Although scans cannot diagnose dementia alone, they establish the dementia diagnosis by adding scientific weight. 
4. Treatments 
4.1 Pharmaceutical treatments 
Medicines for dementia are primarily used to treat symptoms and not cure the disorder itself. There are medications which help cognitive symptoms, such as thinking and memory, and non-cognitive symptoms, such as mood-changes. The downfall to pharmaceutical medicines is that they may only work for a short time. They may not also work for everyone. NICE (2018) recommends the following cholinesterase inhibitors; Donepezil, Rivastigmine, Galantamine. They prevent the breaking down of acetylcholine – the chemical which connects nerve cells.
The efficacy of cholinesterase inhibitors is gauged by patient or caregiver ratings of improved memory, function or behaviour. The medicine may be stopped if no response after three months of treatment is noted. Studies have found small numbers of patients exhibiting acute worsening of cognition or agitation due to starting treatment, therefore the effectiveness of these treatments are questionable. Average effects on cognition and function are variable with one-third of patients displaying no benefit and a smaller population, around one-fifth showing larger benefit (Ellis, 2005). This suggests whilst medication may help to treat symptoms, ultimately, they are not the focal point in dementia recovery. 
Alternatively, Chiu et al. (2006) researched BPSD symptoms of dementia on 137 patients attending a memory clinic between 2003-2004. The study found BPSD accounts for majority of caregiver burden and linked this with more frequent prescription of psychotropic medications. Although the study may be limited due to its small number of dementia sub-types accounted for in the study sample, it suggests the main use of psychotropic medications is to relieve caregiver burden. They recommend patients with lower rates of BPSD can be more easily handled with non-medication methods. This supports the opinion that dementia may be better handled with alternative therapies, such as holistic therapies.
4.2 Non-pharmaceutical treatments 
Dementia prevention is more effective in interventions for adults with mild cognitive impairments. Methods aimed at preventing dementia include non-pharmacological therapies including regular exercise (Northey, 2018), cognitive training, social activities and healthy diet (Morris, 2015). However, scientific evidence researching the effect of non-pharmaceutical therapies on significant cognitive improvement is limited. Elwood et al. (2013) reports healthy lifestyles which include controlled alcohol and tobacco consumption, as well as nutritional and exercise habits are requirements after dementia diagnosis. 
As Morris (2015) and Elwood (2013) both suggest activity as dementia treatment, we take a look at the activity theory, as proposed by Havighurst and Albrecht (1953). The theory suggests activity is required to aging satisfying later-lives. Although they did not outline the sorts of activity associated with positive psychological health, they proposed being active can delay the adverse effects of old age. Birren and Schroots (2001) disagree, stating the theory fails to consider choices which are often restricted by physical capabilities, finances and access to social resources. Due to reduced physical functioning, including muscle weakness (Sakurai et al, 2017), decreased walking balance, reduced lung capacity found in older adults, measures such as activity become difficult. This creates barriers for treatment which may delay improvement or have no substantial effect on dementias increasingly progressive symptoms.
Despite this, Lemon et al. (1972) discovered links between activity and life satisfaction. Activities which connected individuals socially, such as meeting friends or pursuing hobbies through group activities had more chance of improving life satisfaction than solitary activities (Loningo and Kart, 1982). Similarly, NHS (2021) recommends dance, yoga or swimming classes to help keep patients active and sociable.
These finding suggest preventative behaviours are requisite. For PWD to incorporate habitual behaviours, their awareness and motivation are critical. This duty may fall on physicians and caregivers. However, as Lethin (2020) has found, the demanding symptoms created from PWD creates caregiver burden which may hinder the motivation patients seek from their carers.
4.3 Patient-centred care
Patient-centred care (PCC) is care centred on the whole person and not on the diseased brain. It is focusing on remaining abilities and emotions and not on losses (Cheston, 1999). The social model of disability provides a framework which voices how patients are prevented from making choices and exercising control. The medical model addresses dementia as the problem. Decisions are made for them by others who claim to know what is best. Patients have restricted roles in decision-making regarding their own lives. In defence, the social model emerged as a response and embodies what PWD people want; ability to live a life of their own choosing (Bartlett, 2000). The social model argues PWD are disabled not by their impairments, but by their environment. The solution to providing optimal care for service users is creating change in environmental factors rather than trying to change the impairment (Kayess, 2008). 
As a result of the social model movement, contemporary policy and law making are moving in directions which places the person at the forefront of decisions and not the disorder. For example, the Mental Health Act (2007) comes to protect the rights of the PWD from being detained against their will. Despite new legislative changes, PWD frequently reside in the medical model with others making decisions on their behalf, dominating power in the relationship and rendering the PWD disempowered. 
Hamann et al. (2011) suggest one major aspect of providing true PCC is shared decision-making. There is evidence by Barnett (2000), PWD who are given appropriate PCC, experience cognitive clarity despite their neurological impairments. Several studies find when PWD have roles in their own care and in the decisions affecting their life, positive results are yielded. Sabat et al. (1999) found when dementia patients had opportunities for self-expression, they maintained self-esteem whilst minimising anxiety, grief, and anger and the feeling of being a burden. Mathews et al. (1996) found in his study, client-orientated interventions for agitation and sleep patterns, emphasising freedom for the patient to choose activity scheduling – choice for meal, toileting, ward activity and bedtimes, resulted in reduced verbal agitation and caregivers feeling more tolerant of PWD behaviours. 
This is supported by the Continuity Theory which suggests as people grow older they are more inclined to maintain the same habits developed earlier in life. Havighurst and Colleagues (1968) hypothesised personality is well-developed by the time we reach old age and remains consistent. This necessitates the need for PWD involvement in care plans. Empowering them with choice is essential to their recovery. Carers and healthcare professionals should provide care where the PWD is at the focus of decisions and not their impairments.
5. Measurements of rehabilitation 
As there is currently no set cure for dementia, clinicians may look to alternative interventions. For some PWD, rehabilitation is vital for empowering the person and their family. Rehabilitation is a set of measures which aid individuals to sustain functioning in living with their environments. For example, rehabilitation can help to improve PWD’s ability to eat or drink independently. It has been found PWD and their families experience better health outcomes when they are partners in rehabilitation (Lewellyn, 2010). 
5.1 Aromatherapy
Previous studies have found over 90% of PWD display at least one BPSD symptom at any stage of dementia (Makimoto, 2019). One researched intervention of reducing these symptoms is aromatherapy, as studied by Yin-Li et al. (2021) in their systematic review. The studies reported aromatherapy significantly improved the Quality of Life of PWD and eased caregiver burden. However, in a study by Booth (2019), no convincing evidence linked aromatherapy to improved rehabilitation in PWD. Despite this, Yin-Li found significant reductions in the time PWD spent in social withdrawal behaviours and great increases in time spent in constructive activities. Additionally, caregivers viewed aromatherapy as means for them to reconnect with their PWD. This suggests, whilst more research needs to be conducted for better understanding of the effects of aromatherapy on PWD, there stands to be benefits associated with it from the experiences of PWD and caregivers and is a preferable measure of rehabilitation for many clinicians. 
5.2 Assistive Technology 
Assistive technology (AT) may help PWD live life more independently, whilst also resulting in greater efficiencies in care. Findings reveal when AT is administered in a person-centred way, it has potential to positively influence the lives of families with dementia (Astell et al. 2014). 
Examples include labour-saving devices such as kitchen equipment or GPS monitors which monitor movements of PWD by carers. Accounts of AT suggest it is primarily intent on benefits felt by carers. One study found a carer husband installing CCTV cameras for his PWD wife. By allowing him to monitor his wife remotely, it provided him with limited freedom. In contrast to this, some PWD judge AT as an inconvenience to be tolerated for the sake of their carers, rather than a benefit to themselves. The wife in mention only allowed intrusive DIY technologies including CCTV to be set up by her husband to make his life easier (Arntzen, 2014). 
Barriers to the widespread use of AT are depicted in the UK as there is low awareness amongst potential users. Additionally, some researchers argue the AT industry has largely developed due to an inability of formal care services to meet client needs (Gibson, 2015). This shines a light on mental health provision and its perception from service users who believe their needs are not met through social care, therefore taking needs into their own hands. It is recommended for clinicians to raise more awareness on its use, so increased families can benefit. 
Conclusion and Recommendations 
As worldwide population grows older, age-related diseases such as dementia increases, and concerns arise such as providing effective healthcare. Diagnosing dementia can be difficult as impairment can often be obscured by natural processes of ageing. PWD may experience stigma related to their condition, therefore raising public awareness on the issue is vital for early diagnosis. Studies have found one component essential to a PWD's wellbeing is maintaining their independence. It is recommended patients are involved in care plans as much as their capability allows them. This can enhance their living and empower them as individuals who are not devalued due to their disorders. This report concludes patient-centred care as the core recommendation derived from its mass of research. One way to achieve this method of healthcare, where the patient is the focus and not the disease, is implementation of the social model into changes in policy, treatment plans and provision of services. 
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