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INTRODUCTION

The following report identifies Dementia as outlined by the ICD-10 (Sante, 1992). It will explore how it is classified and identify how this mental illness or disorder is diagnosed. Identifying ways in which it is treated and the diverse types and methods of rehabilitation. In conclusion, seek to identify ways to improve and recommendations on how to implement these and who would be best placed to do so.
The report will look at how identifying the correct approach to meet the needs of the person diagnosed with Dementia and providing the correct treatment, support, and services which meet their needs will have a significant difference. whilst immediate planning for the present time, recognising that as the disease progresses there is a plan in place and ensuring that support runs smoothly without gaps, and for further assessments to identify how to meet the current need as they present.
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Classification

ICD-10 classifies Dementia as affecting memory, reasoning, direction, understanding, computation, learning ability, language, and judgement are among the various higher cortical functions that are disrupted in Dementia (F00-F03), a state brought on by a brain disease that is typically chronic or progressive. Deterioration in emotional regulation, social behaviour, or motivation is frequently present in conjunction with and occasionally precedes cognitive function deficits. This syndrome can be found in illnesses that primarily or secondarily damage the brain, such as Alzheimer's Disease (AD), Cerebrovascular Disease; more commonly known as Vascular Dementia,  and other conditions (ICD, who. Int, no date). 

Dementia is a disorder that affects brain function. It is a degenerative disease and has different types and stages (Zaudig et al, 1991),  The ICD-10 was unveiled by the World Health Organization (WHO) and the phrase "vascular Dementia" is defined in detail in Chapter V, "Mental and Behavioural Diseases, Including Disorders of Psychological Development," which offers operationalized diagnostic principles for the classification of psychiatric disorders (Wetterling, Kanitz, and Borgis, 1994).

There are other types of Dementia where the brain infarction (Hachinski, 1974) brought on by vascular illness, such as hypertensive cerebrovascular disease, results in vascular Dementia (F01). Although infarcts are typically minor, they have a cumulative effect. Onset typically occurs in later life.

The ICD-10 is a tool used by doctors and clinicians to diagnose medical and psychiatric conditions (Janca and Hiller, 1996). or all mental and behavioural disorders that are frequently seen in clinical psychiatry. The ICD-10 provides descriptions, diagnostic standards, and codes (World Health Organisation, 2017).

Recognition of Dementia's presence is the first step in classifying it, followed by a differential diagnosis of its cause. with minor cognitive impairment, informant-based approaches for Dementia identification can be sensitive. The most common cause of Dementia is by far AD, which has a high rate of diagnostic accuracy because of established clinical criteria. Because AD and other dementing illnesses frequently overlap clinically and pathologically, the classification of these conditions is less satisfactory. (Morris, 1996). Vascular Dementia and 
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Dementia in those with Parkinson's disease is the next most prevalent cause of Dementia, 
after Alzheimer's disease. Progressive supranuclear palsy, Huntington's disease, Pick's disease( Kertesz, Munoz, 1998), Creutzfeldt-Jakob disease, and inherited metabolic diseases are among the less frequent Dementias. 
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Diagnosis

There are several different routes to diagnosis. This can be dependent on symptoms being displayed, who has noticed the symptoms and the stage someone is at. It is important to ascertain the correct diagnosis, as this will ensure that patient is informed and aware of what lies ahead. It allows for future planning and addresses who will be involved as Dementia progresses.

More often the first step in diagnosis is after a visit to the GP. The most common types of Dementia diagnosed are Alzheimer’s and Vascular Dementia. 

(The University of Queensland, 2017)[image: Types of dementia - Queensland Brain Institute - University of Queensland]

(The University of Queensland, 2017)


A single test or questionnaire should not be used to make the diagnosis of AD because it can be challenging to distinguish it from other dementing disorders or natural ageing (Fleming, Adams, and Petersen, 1995a).
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The DSM-IV and ICD-10 are the diagnostic systems which physicians use, both of which have 
similar processes which lead to the diagnosis. These clearly demonstrate identifying changes 
in cognitive functioning, and behaviours. There are also blood analyses to identify if 
there are other causes which may present similar symptoms. A full and detailed history also needs to be undertaken, there are many tests to be performed before reaching a definitive diagnosis (Hatfield, Dudas, and Dening, 2009).

Whilst the Abbreviated Mental Test score (AMTS) (Jitapunkul, Pillay, and Ebrahim, 1991). The AMTS is a 10-item scale that is clinician-rated. Age, time of day, the memory of an address, location, recognition of two people, date of birth, dates of World War I, monarch's name, and counting backwards from twenty to one are among the questions. 
Mini-Mental State Examination (MMSE) (Malloy and Standish, 1997},  is the most frequently used test. Distinguishes between functional and pathological illness. It gauges the severity of Dementia. NICE guidelines refer to MMSE scores.

Blessed Dementia Scale (Erikinjuntti, et al, 1988) was one of the earliest tests to determine Dementia. Identifying changes in personality, and habits as well as orientation and memory, on a scale of 0-28 the higher the score the higher the level of disability. Research has shown that the scores correlate with the plaque count at postmortem.

Understanding the progression of Dementia is crucial for patients, carers, and medical professionals, as well as for health policymakers who must prepare for the demand for more national resources as the number of Dementia cases rises (Kua et al, 2014). 
Dementia before the age of 65 is classed as Early Onset Dementia, and the diagnosis process would be similar. The disease progresses rapidly

Among the main causes of Dementia, advanced age, a family history, and apolipoprotein E status (Ganguli, et al, 2000) are certain considerations. There have been other suggestions, but they are debatable. Advanced age is undoubtedly a risk factor for Dementia because the prevalence of the disease rises with age. The frequency of AD doubles every five years from 65 to 85 years old. Kokmen and co-workers discovered that Dementia incidence rises dramatically with age, peaking at 2,922 per 100,000 people.(Fleming, Adams, and Peterson, 1995b).
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The testing which leads to a Dementia Diagnosis could include assessing a patient’s memory and cognitive thinking. It is important at this point to be aware that some patients may not have recognised that there are significant changes in their behaviour or will not 
accept the diagnosis. 

Comparing the information gathered and examined from patients enables a diagnosis to be made and the correct diagnosis to be made. It is often that the information gathered to make the diagnosis may include information from other sources, such as family members and carers.
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PROGNOSIS

Progressive Dementia is divided into mild, moderate, and severe phases according to the DSM-IV (Psycnet. Apa.org, no date.). The rate of advancement varies from patient to patient, even among those with the same type of Dementia, due to the heterogeneity inherent in AD, vascular Dementia, and other Dementias. Their memory will decline and their daily tasks and ability to undertake them will diminish.

There is no definitive data on the length of time s person lives after a Dementia diagnosis. 2-year survival rates for women in nursing homes are 60% compared to 40% for men. Patients with Dementia have a significant excess death rate as compared to the relevant statistics. There is no proof that the survival rates have increased in recent years. Future research recommendations are made (van Dijk, Dippel and Habbema, 1991). Dementia is a terminal disease.


















7

Treatment

There are several ways in which Dementia can be treated Determined by the choice of the patient, recommendations by health care professionals, stage of diagnosis and are also determined by the progression. Some of the treatment may be delivered through health and social care sectors, as well as third sectors, such as charities and organisations, further information and support for patients’ families and carers, can not only provide information provided by Doctors but can provide a better understanding. Admiral Nurses is a great resource to assist in understanding treatment and progression. Information can also be obtained from Age UK, the Dementia Society, and other organisations. This should not replace information and advice from Doctors. 

Some treatment that may take place within the home, for instance, because Dementia may be in the early stages and be supported by family and friends with the support of domiciliary carers, dependent on the progression it may not be in the best interest of the patient to remain living independently and care and nursing homes may need to be considered.
Holistic alternatives may be used instead of or alongside medical treatment.

Holistic Therapy

Holistic Therapy can take the form of using non-medical treatments.to help patients diagnosed with Dementia.

Sensory therapy is a wonderful way to introduce holistic therapy, through Dance and Movement. These can help with anxiety associated with Dementia, also helping with coordination and memory functions. This can be a cost-effective method of treatment and very personalised treatment for individuals diagnosed with Dementia  Dance/movement therapy (DMT) is an effective, non-pharmacologic approach for treating Dementia because it improves quality of life, may slow cognitive decline and is affordable. DMT activates the sensory systems and increases physical, emotional, and cognitive functioning. According to this article, sensory stimulation in DMT is a comprehensive, cost-effective, and effective method of Dementia care. (Goldstein, Levitas, 2016).
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Exercise is also considered to be one of the most beneficial treatments for so many illnesses and diseases. In the treatment of Dementia, exercise highlighted seven themes which could be deemed as beneficial for people with Dementia, A comprehensive fitness regimen was created and put into place for Dementia patients. To learn more about participants' experiences with holistic exercise, semi-structured interviews were conducted, recorded verbatim, and then evaluated. The data was used to develop seven themes. 

They were, in order, enjoyment, relaxation, maintaining an active lifestyle, social engagement, pain alleviation, learning something new, and the intention to continue (Khoo van Schaik, and McKenna, 2014).
Mindfulness encourages and promotes both the person with Dementia and those surrounding them such as family and carers (Spiegelmyer et al, 2022). Among the treatments that are included in mindfulness patients may find talking therapies, aromatherapy, and massage helpful, they can promote calmness and help to relax a person, reducing some feelings of anxiety.

Medical treatment
Cholinesterase, Donepezil, Galantamine, and Rivastigmine are some of the medications used to treat the symptoms of Dementia and may help in slowing down the progression of symptoms in the disease. They do not slow down the disease. It is a person’s choice if they choose to take medicine to treat Dementia. It may be that this is not the primary way to treat the patient, and it is also able be used alongside other treatments to try and find what best meets their need.

· The medications are not a cure, as there is no cure for Dementia
· The medications do not work for everyone. The rule of thirds in medicine applies approximately: one-third get better, one-third do not deteriorate further, and in one third it makes no difference, and the patient deteriorates at the rate as if untreated.
· If the patient does not respond in the way expected it will be stopped.(Overshott, 2005)
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If the patient does not respond initially to treatment there are diverse options to see if there is still an option for the patient to be treated. Changing to another medication, increasing the dosage or in some cases stopping the treatment altogether
There are many professionals involved with the medical treatment of patients with Dementia, beginning with a GP, and the nursing teams there. Hospital consultants, physiotherapists, speech, and language therapists.
Historically patients with Dementia. May have been labelled as senile, but in the past Dementia was referred to as Senile Dementia. Patients would often be committed to asylums, or mad houses as they were often thought. 
Regardless of how symptoms presented patients were thought to be mad and often considered a danger to themselves or others. Historically the support of people with Mental Health conditions did not offer the support and protection needed. 
· Mental health Act 1983
· Mental Health Act 2007
· Mental Capacity Act 2005
· Mental Capacity act 2007
· Mental Health Act code of Practice 2008, revised 2015
The introduction of the acts aims to
· Provide individuals with mental illnesses with care and treatment
· For people who are admitted into a hospital setting owing to a mental disorder, it offers a legal framework.
· Only the recognised mental condition could be assessed for and treated under this law.
· According to the statute, people could be hospitalised or detained either voluntarily or involuntarily
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Measurement of rehabilitation

Initial stages of Dementia are often recognised in a change to cognitive function, particularly memory. These can cause difficulties in performing daily living tasks (www.youtube.com no date a) Specific non-pharmacological interventions to address cognitive and non-cognitive outcomes include cognitive training and cognitive rehabilitation. Cochrane Review tries to methodically assess the evidence in support of several types of interventions for patients with mild Alzheimer's disease or vascular Dementia (Bahar-Fuchs, Clare, and Woods, 2013).
The use of Artificial Intelligence (AI) is becoming increasingly popular in the support of patients with Dementia. During the Covid-19 pandemic when many patients were advised to shield and isolate. The introduction of Microsoft Teams and Zoom became a way in which social isolation could be addressed.
 
A feasibility study of the use of Smartphones and Smartwatches (Thorpe, Forchhammer, and Maier 2019), enabled other ways to help cognitive function. Setting reminders for tasks, routines, and medication, also in more advanced cases of Dementia reminders to eat, A great deal of anxiety and stress the isolation was causing. It introduced the older person to a technical way of communication, whilst also assisting those with cognitive and memory difficulties. The study concluded that Smartphones and Smartwatches could offer support to those with Dementia and demonstrated the need for further research.

Statistics reported by WHO (2017) and Alzheimer’s International state that by 2050, there will be over 115.4 million people living with Dementia(Murdoch et al, 2013). With a decline in traditional caregivers and the rising cost expected other ways to manage this increase must be explored. The use of social robots in Dementia care may help the elderly feel better emotionally and less agitated while also enhancing social interactions and quality of life. Social robotics research is still in its early phases. It is therefore going to be a considerable amount of time before this could become if indeed a mode of rehabilitation for Dementia patients. It will require intensive further research and differing prototypes developed to ensure it could become an approach that helps many.
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The introduction of Dementia Villages, (The ‘Dementia village’ that is redefining elder care Yvonne van Amerongen, 2019). Cafes and other group settings have played a vital role in the rehabilitation of those with varying stages of Dementia. Dementia Villages provide an environment which addresses and meets the diverse needs of patients with Dementia. A great deal of importance is placed on structures, routines, and communication.
Advocacy and person-centred care are important to ensure people with Dementia are heard and given the confidence to discuss and be involved in the plans for their future. It gives the opportunity to be involved in ensuring society has a better understanding of life living with Dementia and helps develop policies and research (www.youtube.com, no, date b.).
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Recommendations for future practice

Dementia and the ageing population need to become more of a focus for the government, Addressing the impact on society of having an older population, will impact the future workforce, and result in fewer carers to care for the older population. 

There is currently a vast amount of unpaid, informal carers. The government will need to tackle this regarding housing and ensure care and nursing home provision can deal with demand, training formal carers and recognition of how to meet the financial cost of this care. Whilst the birth rates are in decline, this will affect the older population, Stretching the services and budgets of the Health and Social Care systems that are currently in place, such as NHS, services and finances and the services provided by the Government and the financing of these. If independent living is adaptations to the home can be supported, through Occupational Therapists, who are Dementia aware, and able to ensure the speedy installation of equipment. 

More will need to be introduced around education. To ensure that due to the rise in mortality more knowledge is known about how Dementia can affect people, educating people on how to optimise their health whilst they are healthy, to maintain good health avoid obesity, high blood pressure and stress; as they age is important (Whitmere, et al, 2005). For this message to reach the people it is geared at educating via a mix of services, such as those offered by GP practices and community services. By raising awareness of the signs to look out for patients, family, friends, and carers.

Much needs to be done to ensure that the quality of life for Dementia patients is met and identifying what exposures a person may encounter throughout their life, may pave the way forward to delaying the onset of Dementia. Encouragement to remain as active as a person can be and include mental stimulation as well as physical activities (Mangialasche, 2012). 

Making society more Dementia friendly will provide a more inclusive environment for older people, and Dementia patients, to feel accepted, safe, and valued as a part of society. 
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WHO and Alzheimer’ Disease International (ADI) (2012) collaborated on an extensive report. Dementia is a Public Health Priority, as a part of this In the UK, the ex-Prime Minister of the UK; David Cameron launched a national challenge on Dementia, establishing three champion groups to advance Dementia research, foster better health and care, and foster Dementia-friendly communities. 

If the current Prime Minister Rishi Sunak continues to address this the future for patients with Dementia could have better prospects. By allocating funding and support to enable these recommendations to be implemented. President Obama also committed to this in the USA.
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Conclusion

Globally all Health and Social Care providers, alongside third-sector care providers are aware of the ever-increasing aged society. With age comes a health decline and after 65 the possibility of this increases. With this at the forefront of planning services, policies, and the care of the ageing population; and what this means regarding health, finances, services policies, and legislation. There is a  requirement that this be looked at and that arising issues and concerns are dealt with. Recognising the current decline in birth rates globally, massively impacts how care and services to meet the needs and costs of an older society will be met, The current systems in place in the NHS are failing to meet the current need, so forward planning on how, when and by whom the changes needed are made.
The success in meeting the changing needs of patients through the opening of Dementia Villages, Dementia Cafes and creating Dementia safe, friendly, and capable environments have improved the lives of many people living with Dementia, as well as their families and close friends and family. 
With the estimate globally that by 2050 there will be an increase to approximately 115.4 million people living with Dementia, it is imperative that around the world Dementia is been addressed to ensure that medically, socially and financially the services are available to meet the need, It is important that the world is able to fully understand how the care and support need to be available and accessible. That there are adequate financial resources to enable this, and that the education of society results in these needs being met.
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