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Walkthrough


We want you to succeed!


This book has been designed to include all the topic knowledge, assessment support and practical advice you will need for the following qualifications.




•  Level 2 Award or Certificate in Awareness of Dementia


•  Level 3 Award or Certificate in Awareness of Dementia


•  Level 2 Diploma Health and Social Care Dementia Pathway


•  Level 3 Diploma Health and Social Care Dementia Pathway.





The book has been written with the work-based learner in mind. Everything in it reflects the assessment criteria and evidence based approach that is applied to this vocational qualification.


In the pages that follow you will find up-to-date resource material which will develop your knowledge, rehearse your skills and help you to gain your qualification.
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Prepare for what you are going to cover in this unit, and prepare for assessment:
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The reading and activities in this unit will help you to:


• Understand what dementia is


• Understand key features of the theoretical models of dementia


• Know the most common types of dementia and their causes


• Understand factors relating to an individual’s experience of dementia
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Time to reflect


[image: ] Know the most common types of dementia and their causes


Reflect on what you have heard other people, including the media, assume about ‘dementia’. Do you think this is accurate – and if not, what can you do to help the people you know understand more about dementia?
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Reinforce concepts with hands-on learning and generate evidence for assignments
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Evidence activity


[image: ] Communication context


Describe a situation when the context of a situation caused you to communicate in a particular non-verbal way.
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Research and investigate


[image: ] Care planning


Look at some care plans in the area you work. How well do they reflect the communication strengths, needs and preferences of the people you support? How could you improve the care plan?
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Understand how your learning fits into real life and your working environment
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Case study


[image: ] Mr Jones


Mr Jones attends a day centre. He used to be a waiter and is constantly following a care assistant about. She is becoming irritated with him, and feels that he is just pestering her. Using a person centred approach, her colleague talks to Mr Jones and listens to his stories about being a waiter. She decides to take action to improve his situation at the day centre. Using the principles of inclusion and valuing people by engaging them in everyday life, what do you think the new person centred approach would include?)
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Check new words and what they mean
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Key terms


Aphasia is an acquired communication disorder that impairs a person’s ability to process language, but does not affect intelligence.


www.aphasia.org


Agnosia is an inability to recognise objects, faces or surroundings.
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You’ve just covered a whole unit so here’s a guide to what assessors will be looking for and links to activities that can help impress them
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Assessment Summary DEM 207









	

Your reading of this unit and completion of the activities will have prepared you to care for or give support to individuals with dementia in a wide range of settings. The unit introduces the concepts of equality, diversity and inclusion that are fundamental to person centred care practice.


To achieve the unit, your assessor will require you to:









	

Learning Outcomes




	

Assessment Criteria









	

1 Understand and appreciate the importance of diversity of individuals with dementia




	

[image: ] Explain the importance of recognising that individuals with dementia have unique needs and preferences


See evidence activity 1.1, page 97









	

	

[image: ] Describe ways of helping carers and others to understand that an individual with dementia has unique needs and preference


See evidence activity 1.2, page 98









	

2 Understand the importance of person centred approaches in the care and support of individuals with dementia




	

[image: ] Describe how an individual may feel valued, included and able to engage in daily life


See case study 2.1, page 99









	

	

[image: ] Describe how individuals with dementia may feel excluded


See case study 2.2, page 100












1


Awareness and Understanding of Dementia


DEM 201 Dementia awareness


What are you finding out?


In this unit you will learn about the main causes, types and effects of dementia. We will look at the signs and symptoms and examine the attitude of society to dementia. We will go on to understand the experience of dementia. Dementia is not a disease, rather it is the term used to describe the symptoms caused by certain diseases or conditions of the brain. These symptoms involve a progressive decline in a person’s abilities. In this section we will understand what is meant by the term ‘dementia’, and the key features of the theories of dementia. We will go on to look at the most common types of dementia and their causes and how dementia affects the individual.
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The reading and activities in this unit will help you to:


• Understand what dementia is


• Understand key features of the theoretical models of dementia


• Know the most common types of dementia and their causes


• Understand factors relating to an individual’s experience of dementia
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LO1 Understand what dementia is



[image: ] What is meant by the term ‘dementia’?


The brain is part of the nervous system of the body, a network of nerve cells carrying ‘messages’ to different parts of the body. We will look at this in more detail in the next unit (DEM 301, p.13).


The brain has billions of nerve cells with many projections called ‘dendrites’. These connect nerve cells and at the point they connect a ‘synapse’ is formed.


Messages travel in tiny electrical impulses and when one reaches the end of the dendrite it releases a neurotransmitter, which is a chemical that transmits the messages. The brain constantly passes messages and this is how it controls the things we do, for example, movement, speech and breathing.


When a disease or condition prevents nerve cells from working, they will die. Dementia is caused by the death of nerve cells in the brain. These cannot be replaced which means that dementia is a progressive disease – it gets worse over time and cannot be reversed. Dementia is also described as a ‘long term condition’ because it takes months and years to progress and as yet there is no actual cure. It is a degenerative condition and is indiscriminate.
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Key terms


Indiscriminate means showing no distinction between race, social background or geographical location.
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Dementia is not a natural part of ageing, although the chances of developing dementia increase with age. People in their mid-life can be affected. People in their 30s have been diagnosed with dementia.


It is estimated that there are currently 820,000 people diagnosed with dementia in the UK (Alzheimer’s Research Trust 2010), and this will rise to over one million by 2025.


Common symptoms of dementia include:




•  Memory loss (particularly short-term memory).


•  Disorientation. People with dementia become more confused about time, place and person.


•  Impaired cognitive abilities – difficulties with language, thinking, judgement and perception.


•  Changes in behaviour. People can become withdrawn, or suspicious or agitated.


•  Lack of physical coordination, the ability to sequence things (put things in the right order).





The symptoms will vary depending on the type of dementia the person experiences. It is important to remember that each person’s experience of dementia is unique to them.
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Evidence activity


[image: ] Understand what dementia is


We have looked briefly at the common symptoms of dementia. What emotions do you think a person will feel when they are first diagnosed?


How can:




•  We as care workers support them?


•  Family and friends help?
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[image: ] Key functions of the brain that are affected by dementia


Impaired cognitive abilities




•  remembering


•  communicating (we will look at this in more detail in Chapter 3, DEM 205, DEM 210, DEM 308 and DEM 312)


•  understanding


•  thinking


•  learning


•  reasoning


•  planning


•  evaluating.





The last four cognitive abilities are called ‘executive functions’.


The loss of memory is the most common feature of dementia, and is one of its most disabling features. This is because we rely on memory to help us with most of the things we do. The person with dementia will probably find that their short- term memory is affected first.


The memory is able to work in various ways:




•  It can record information – for example, a new name or idea.


•  It can store and retrieve this information, so you can find it later (a bit like a filing cabinet or memory stick).





We therefore rely on our memory to learn and retain new things. This is very difficult for the person with dementia because the part of the brain responsible for learning and interpreting new information is affected by their dementia. As new learning is affected first, so the person with dementia will come to rely on their long-term memory which is damaged at a later stage of the dementia. This is why, for example, a person with dementia may not be able to remember what they ate for lunch, but they can tell you the name of their school from 50 years ago.
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Evidence activity


[image: ] Key functions of the brain that are affected by dementia


Describe how a person with dementia might cope with short term memory loss.
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The human brain has three main sections.


The cerebral hemisphere:




•  The outer layer is the cerebral cortex which helps to control emotion thought and planning.


•  The left side is concerned with speech and language, mathematical ability and logic.


•  The right side affects spatial ability, face recognition, colour, shape, creativity and imagination.





Different areas of the cerebral hemispheres have different functions:




•  The motor area helps to control movement.


•  The sensory area receives nervous impulses from sense organs in the skin and processes them so we can feel heat, cold, touch and pain.


•  The visual area receives nervous impulses from the eyes and processes them into the images that we see.


•  The auditory area receives nervous impulses from the ears and processes them into the sounds we hear.



•  The cerebellum controls movement, posture and coordination.



•  The brain stem controls vital living functions like breathing, heartbeat and blood pressure.



•  The limbic system contains the hippocampus and is in the centre of the brain. The hippocampus controls emotions, memories and new learning.





Summary of the effects of dementia on the brain




•  Parietal Lobe – Affects language, reading, writing, judging distance and sequencing.


•  Frontal Lobe – Difficulty in planning and interpreting the world around us.


•  Temporal Lobe – Affects verbal memory (names, etc.) and visual (forgetting who people are).


•  Cerebellum – Affects balance and coordination.


•  Occipital Lobe – Affects how we see things.
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Case study


[image: ] Mr Brown


Mr Brown attends the day centre each week. He loves to play dominoes and cards. You begin to notice that he is struggling to put the dominoes out in the right order and forgets which card to play next. He has recently been diagnosed with dementia.


Which part of his brain do you think has been affected?


How can you support Mr Brown?
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[image: ] Why depression, delirium and age-related memory impairment might be mistaken for dementia


Depression


Depression is a common symptom of dementia, but the two are not the same. People with or without dementia can suffer from depression. We can all feel ‘blue’ or fed up at times – this is normal because we usually feel better after a time. Depression is different. It is characterised by feelings of hopelessness that do not go away. People can have low self-esteem, and feelings of guilt and sadness as well as thoughts of self-harm and death. Depression can make people agitated, and anxious. They may sleep too much or be wakeful at night. They often lose interest in the world around them. One significant symptom of depression is forgetfulness or an inability to concentrate. People can become pre-occupied with negative thoughts. These symptoms can therefore be confused with those of dementia. The onset of depression is gradual (over weeks or months). Depression must be taken seriously at all times and if you are concerned that someone appears to have the symptoms you must seek advice and support for them.
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Delirium


The symptoms of delirium are very similar to those of dementia. Like depression, people with dementia can get delirium, and in fact people with dementia who are ill are more at risk of having delirium. The main symptoms of delirium are fluctuating alertness, changes in sleep pattern, disorganised thoughts and illusions and delusions. People can be agitated or withdrawn. They have difficulty concentrating and can be very emotional. Unlike dementia the onset is sudden, either hours or days. Again, it is very important to be observant when a person with dementia is ill, particularly if they have contracted an infection, or are taking more than four types of medication (polypharmacy). These are some of the main causes of delirium and, as the onset is sudden, any changes in the person should be immediately assessed and treated.


Memory impairment


We all have difficulty remembering things to a greater or lesser extent. As we get older this is more likely to increase and it is natural for people to assume they are developing a dementia type illness. Some memory loss can be caused by medication, depression, and physical illnesses like diabetes or pernicious anaemia. However, for most of us this will be a normal part of the ageing process. This age-related memory impairment is sometimes called ‘mild cognitive impairment’ and there are theories that a healthy diet, exercise and ‘brain training’ can help slow the onset.


It is only when memory loss begins to stop a person from carrying out normal activities of daily living that they should seek advice and treatment.
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Evidence activity


[image: ] Why depression, delirium and age-related memory impairment might be mistaken for dementia


Complete a table that demonstrates your understanding of the main symptoms of dementia, delirium, memory loss and depression.
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LO2 Understand the key features of the theoretical models of dementia
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Key terms


‘Model’ is a tool that explains a theory to make it more understandable.





[image: ]



[image: ] The medical model of dementia


The ‘medical model’ of dementia takes physical impairments to be of primary concern, and, more broadly, considers physical impairments to be barriers to society. Therefore the medical model of dementia takes the progressive cognitive and physical decline in individuals with dementia as being the reason why they cannot carry out everyday tasks.


This is the model that was widely used in the West until the 1990s. The medical model views dementia as an organic brain disorder that causes impaired cognitive abilities. Because it is viewed primarily as a ‘disease’, it is seen as a problem that can only be dealt with by medical experts. The ‘patient’ who ‘suffers’ from dementia must be treated and cared for. This view sees the disease in control of the person, and does not particularly take into account all the other elements in the life of the person with dementia. It is not a person centred or holistic model. There are still some professionals who view dementia in this way. People with dementia have reported instances when they were told it was a normal part of ageing and their symptoms have been dismissed. There is still a common misconception that ‘nothing can be done’ and if this is the case ‘what is the point of diagnosing dementia?’. This results in people being reluctant to visit their GP or feeling stigmatised because they may have this ‘illness’. Unfortunately, this can mean that assessment and treatment come much later in the dementia journey, often when a crisis occurs.



[image: ] The social model of dementia


The ‘social model’ of disability considers the social context of barriers that may prevent or inhibit a person’s ability to participate and is primarily concerned with the concept of disabilities and needs. It is focused on aspects of the disease that can be adapted or managed in a particular way that in some ways could be viewed as maintaining or rehabilitation.


The National Dementia Strategy 2009 (Department of Health) strongly supports the social model of dementia. It talks about ‘living well with dementia’.


The social model does not see the person with the illness or disease as the problem; rather it sees society as the problem. The negative way society views dementia and people who live with dementia can make it difficult for them to access diagnosis, treatment and support. The social model emphasises that we must see the person first, that we should understand the experience of the person with dementia and by doing so society should ensure people are able to access person centred services and support.
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Research and investigate


[image: ] [image: ] Models of dementia


Look around your workplace and the surrounding neighbourhood for barriers that prevent people with particular needs from living as normal and fulfilling a life as possible. What does this tell you about some of society’s attitudes to people with a disability?
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[image: ] Dementia as a disability


The medical model tends to see a disability as a limitation. It concentrates on what the person cannot do rather than what is still possible for them. The social model of disability arose because people with disabilities rejected this idea and the effect it was having on their lives. They argued that labels like ‘disabled’ or ‘limited’ not only stigmatised them but also did not take into account their personhood, skills and abilities. Labels are also barriers to some parts of society like housing, social events, transport and education. If venues like concert halls, museums, or shops, universities and so on are adapted to ensure access for wheelchair users they are not limited.


Researchers have conducted numerous studies that have found that despite dementia being a medical and physical condition it actually causes excess disability through a lack of understanding of key issues. Put simply – underestimating the significance of the physical and social environment can lead to the manufacture of disability.
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Research and investigate


[image: ] Dementia as a disability


The Disability Discrimination Act. Find out what the DDA tells us about not discriminating against a person with a disability.
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LO3 Know the most common types of dementia and their causes



[image: ] [image: ] The common causes of dementia and their most likely signs and symptoms


There are over one hundred different types of dementia. Many people assume Alzheimer’s disease is the only name for the condition.
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Time to reflect


[image: ] Know the most common types of dementia and their causes


Reflect on what you have heard other people, including the media, assume about ‘dementia’. Do you think this is accurate – and if not, what can you do to help the people you know understand more about dementia?
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The following explanations are of the most common types of dementia.


Alzheimer’s disease (AD)


This is the most common cause of dementia and represents around 60 per cent of all cases. It is characterised by amyloid ‘plaques’ and neurofibral ‘tangles’ in brain structures that lead to the death of brain cells. It is progressive, affecting more parts of the brain over time.
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Key terms


Plaques are insoluble protein deposits that build up around nerve cells.


Tangles are insoluble twisted protein fibres that build up inside nerve cells.
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There is also a general loss of brain cells and a significant shrinkage in brain tissue. AD is usually slow and gradual.


Signs and symptoms


It affects the ability to remember, speak and think clearly and rationally.


In the early stages the person may be mildly forgetful; they may have problems finding the right words and lose interest in hobbies etc.


As the disease progresses (moderate stage) memory loss and ‘word finding’ become worse. The person may be confused by new surroundings and have trouble recognising familiar people and places. They find difficulty undertaking everyday tasks.


In the later (advanced stage) the person becomes completely dependent on others, has difficulty eating and walking, controlling bodily functions and understanding their environment.


Vascular dementia (VaD)


Represents around 15–20 per cent of all cases and is the second most common type of dementia. It is caused by blockages in blood supply to the brain. The lack of blood and oxygen supply to nerve cells means they die. Areas of the brain damaged this way are called ‘infarcts’. Vascular dementia is sometimes called ‘multi-infarct dementia’ and is due to a series of strokes.


Signs and symptoms


People with vascular dementia have symptoms similar to other dementias but in particular they have problems concentrating and communicating. There may be a ‘step-like’ progression of the dementia. The person may have a stroke causing some deterioration and then a settling or plateau of symptoms followed by another dip because of a stroke. Onset is more obvious than AD. The person may become restless, more ‘wandering’ and struggle with memory problems and incontinence. Vascular dementia tends to affect particular areas of the brain which means the person may retain more insight into their situation and hence become depressed.


Dementia with Lewy bodies (DLB)


This is a result of small round protein deposits found in nerve cells. The protein deposits in the brain obstruct chemical messages in the brain which disrupts normal brain functions. Lewy bodies are also found in the brains of people with Parkinson’s disease, and some people with Parkinson’s disease will go on to develop a Lewy body type dementia.


Signs and symptoms


People with DLB usually have symptoms similar to those of AD and Parkinson’s disease. They may have problems with attention, alertness and disorientation, as well as being unable to plan ahead. They may develop the symptoms of Parkinson’s disease, including loss of facial expression, slowness and rigidity of limbs and changes in strength and tone of voice. DLB can be variable from day to day. Tasks that were completed yesterday may be impossible today. This is why a person with DLB can often be labelled as lazy or manipulative. Approximately 10 per cent of people with dementia have DLB.


Fronto temporal dementia (FTD)


Represents around 5 per cent of all cases and is a progressive degeneration of the frontal lobes of the brain. It includes Pick’s disease. All are caused by damage to parts of the brain that are responsible for our behaviour, emotions and language.


Signs and symptoms


There will be some experience of personality and behaviour changes. The person may lose the ability to empathise with others (see things from the other person’s point of view). The person may change from being introverted to being extroverted or vice versa. This means that they can become disinhibited, making tactless and rude comments. Their social skills can become blunted and they can develop particular routines or rituals. They may have language difficulties, with ‘pressure of speech’, using many words to describe a simple concept, or speak less and less. They are also susceptible to overeating and developing a ‘sweet tooth’.


Korsakoff’s syndrome (KS)


This is caused by a lack of vitamin B1 which damages the brain and nervous system and is usually associated with heavy consumption of alcohol over a long period of time. Alcohol can inflame the stomach lining, preventing the body from absorbing vitamin B1. People who drink heavily also tend to have a poor diet and so do not compensate for the lack of vitamin B1. About 2 per cent of people with dementia will have KS.


Signs and symptoms


The main symptom is memory loss, particularly those things that happened after the onset of the condition. Other symptoms include difficulty in learning new information and skills, personality changes from apathy to talkative and repetitive behaviour. The person may not realise they have the condition and will invent things to cover the gaps in their memory. This is called ‘confabulation’.


Creutzfeldt-Jakob disease (CJD)


This is a type of prion disease. Prions are proteins that occur naturally on the surface of nerve cells in the brain but cause progressive nerve damage if they become faulty.


Signs and symptoms


There are changes in personality, depression and loss of interest in life. As the condition progresses there can be confusion, memory loss, anxiety, delusions, loss of balance, difficulty in hearing and seeing, speech loss and paralysis. CJD is quite rare.


Some people are diagnosed with a ‘mixed dementia’. It is common to be diagnosed with a combination of AD and VaD.
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Evidence activity


[image: ] [image: ] Know the most common types of dementia and their causes


Produce a leaflet for staff which explains each type of dementia, its causes and symptoms.
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A word of caution…


Although it can be helpful to understand the nature and causes of the different types of dementia, it is more important to see the person not the condition first. Each person will be different and we must not make assumptions that they will behave in any particular way because they have a certain type of dementia. This is the essence of person centred care which we will talk about more in Chapter 2, DEM 202 and DEM 204.



[image: ] [image: ] The risk factors and prevalence rates for the most common causes of dementia




•  Age (one third of people over 95 have dementia. The proportion of people aged 85 and over with dementia is between 25 and 35 per cent).


•  Gender (about two thirds of people with dementia are women, however women have a longer life expectancy than men).


•  Low level of education (education can slow down the early symptoms of dementia, educated people have been found to have less nerve damage).


•  Lung and heart conditions which compromise blood and oxygen supply to the brain.


•  Poisoning.


•  Weak immune system.


•  Repeated head injuries.


•  Vitamin B deficiency.


•  Unhealthy lifestyle, including heavy smoking, drinking and obesity.


•  History of stroke, high blood pressure and cholesterol.


•  Learning difficulties like Down’s syndrome (studies have shown that people with Down’s syndrome develop the plaques and tangles associated with Alzheimer’s disease).


•  Family history of dementia.





Other prevalence rates


Remember that these relate to people who are diagnosed with dementia. We know that there are significant numbers of people who, for many reasons, may not yet be diagnosed.




•  75 per cent of people with dementia have either Alzheimer’s disease or vascular dementia or a combination of both.


•  There are over 11,500 people with dementia from black or minority ethnic groups.


•  There are currently between 16,000 and 25,000 people under the age of 65 with dementia in the UK.


•  60,000 deaths a year are directly attributable to dementia.


•  If we delayed the onset of dementia by 5 years we could halve this number.


•  Two thirds of people with dementia live in the community.


•  64 per cent of people living in care homes have a form of dementia.





www.alzheimers.org.uk


www.bgs.org.uk


www.cjd.ed.ac.uk


www.hpa.org.uk
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Evidence activity


[image: ] [image: ] The risk factors and prevalence rates for the most common causes of dementia


Use an internet search engine, journals and reports produced by your local health and social care providers to find out the prevalence rates for different types of dementia in your area.
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LO4 Understand factors relating to an individual’s experience of dementia



[image: ] Describe how different individuals may experience living with dementia depending on age, type of dementia, and level of ability and disability
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Research and investigate


[image: ] Describe how different individuals may experience living with dementia


Think about the people you know who may have been diagnosed with dementia. What are their different experiences? What skills and personal attributes do they still have? What have they lost?
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Age


The incidence of dementia increases with age. Older people with symptoms of dementia may be discriminated against because dementia is dismissed as a ‘normal’ part of ageing. They may therefore have difficulty accessing the right services and support. The stigma associated with ageing and dementia can mean that older people are disregarded and their views and needs are not taken seriously. It is also likely that the carer for the person with dementia is also older, or that they have to rely more heavily on grown-up sons and daughters. This can be very difficult as well. It will depend on how far the person with dementia can preserve their relationships. We will discuss this more in Unit DEM 301.


Being diagnosed with dementia at an earlier age brings with it very different problems. The older person has probably retired and does not have children who are dependent on them. This is not the case for the person under the age of 65. They are often unprepared for such a diagnosis and unless given support from the beginning can quickly feel that all hope is lost. They may still have a job and children at school. Financial and family concerns add to the pressure of the diagnosis. Because, as a society, we still associate dementia with older people there is limited public and professional awareness and understanding of younger onset dementia and this can make it difficult for younger people with dementia to find appropriate support.


Type of dementia


Most people will have heard about the main diseases or conditions that cause dementia and can perhaps empathise more with a person with Alzheimer’s disease, for example, because it has had media coverage. This is possibly not the case for the more rare types of dementia or when the person with dementia begins to show a change in their personality or behaviour. They may experience some hostility, particularly if they are perceived to be difficult or challenging or aggressive.


Level of ability


A person’s experience of dementia will be shaped by external and internal factors. Tom Kitwood talks about internal factors like personality and health. For example, if the person has always been confident and optimistic in their approach to life, they may find more positive ways of managing their illness. These are called ‘coping strategies’.


If they have problems with their physical health, this might have a negative impact on the dementia. For example, arthritis and an inability to move about may make a further problem like dementia feel worse.


Tom Kitwood was a senior lecturer at the University of Bradford. He developed a keen interest in dementia, particularly person centred dementia care, and became the leader of the Bradford Dementia Group, which continues today.


External factors include the environment the person lives in and their wider social network. Friendships can be lost because people find it difficult to communicate with the person with dementia. Family relationships change and can become awkward as family members have to take on an increasingly caring role.
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The physical environment is a problem as it begins to make less sense to the person with dementia.


Level of disability


The degree of damage will depend on the type of dementia and in some cases, like Alzheimer’s disease, whether treatment begins in a timely way, to slow down the progress of the condition. The person’s experience of dementia may also be influenced by the way the dementia is perceived as a disability. If the person’s disabilities are not compensated for by adapting their environment, or the way we communicate with them, for example, then we have emphasised the disability rather than supported the person to overcome or manage it.



[image: ] Outline the impact that the attitudes and behaviours of others may have on an individual with dementia


Society and the media




‘One day I hope that we will treat people with dementia with respect, recognise just how hard they are trying to cope with getting through each day, and provide them with appropriate emotional support, social networks and encouragement’.


Christine Bryden Dancing with Dementia 2005.





Christine Bryden was diagnosed with dementia at the age of 46. She experienced some of the prejudice associated with dementia. Unless we remove the stigma and discrimination shown towards people with dementia and support them instead, they will struggle to cope with their condition and to have their ‘personhood’ recognised.
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Time to reflect


[image: ] The impact that attitudes and behaviours of others may have


Think about how your family, friends and colleagues behave towards people with mental health conditions such as dementia. If they exhibit negative views or attitudes, why do you think this is? How could you help them in changing these views and behaviours?





[image: ]


The media does not always portray a positive image of living with dementia. The stereotype of the person as a ‘victim’ who is unable to have any control is common.


This attitude is partly due to a lack of knowledge. The more we understand about dementia, the more we can help.


The family and individuals


People cannot be experts in dementia simply because a family member develops the condition. As the person moves along their dementia journey, so will family and friends develop their knowledge and understanding. At the beginning of the journey they may feel embarrassed, frustrated and anxious. There can be a sense of ‘loss’ for the person they once knew. They may reflect a more general view that the person only has themselves to blame, that they should stop behaving in the way they do or pull themselves together. These attitudes can be very damaging to the person with dementia because they do not recognise the struggle the person is experiencing. As a result the person with dementia can feel isolated and lose their self-confidence and self-esteem. If their communication skills are affected they may also have problems expressing how they feel and become more excluded.


A national response


The National Dementia Strategy 2009 (Department of Health) recognised that more must be done to change the attitude and behaviours of society, as well as health and social care organisations. The strategy has seventeen objectives. The first three objectives deal with how we perceive dementia.


Objective 1: Improving public and professional awareness and understanding of dementia. This sparked a national campaign which portrayed people ‘living well with dementia’ and aimed to help the public understand that dementia should not be used to stigmatise people.


Objective 2: Good-quality early diagnosis and intervention for all. This encourages GPs and other medical professionals to be more vigilant when assessing people and to refer people to specialist services as soon as possible. The earlier in the condition people receive treatment, the more likely they are to have a positive outcome.


Objective 3: Good-quality information for those with diagnosed dementia and their carers. Part of the problem is fear due to a lack of knowledge.


There are many health and social care professionals supporting people with dementia and their carers. Good practice dictates that professionals and the general public become well informed about dementia and the impact it has on the people living with it. If this can be achieved then the stigma and prejudice associated with dementia can be a thing of the past.
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Evidence activity


[image: ] The impact that attitudes and behaviours of others may have


Produce an information sheet for colleagues and visitors to your workplace that:




•  explains the negative attitudes people can have towards dementia


•  describes the impact that these attitudes can have on people living with dementia
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Assessment Summary DEM 201









	

Reading this unit and completing the activities will have provided you with knowledge, understanding and skills required to improve your awareness of dementia.


To achieve the unit, your assessor will require you to:









	

Learning Outcomes




	

Assessment Criteria









	

1 Understand what dementia is




	

[image: ] Explain what is meant by the term “dementia”


See evidence activity 1.1, page 3









	

	

[image: ] Describe the key functions of the brain that are affected by dementia


See evidence activity 1.2, page 3









	

	

[image: ] Explain why depression, delirium and age-related memory impairment may be mistaken for dementia


See evidence activity 1.3, page 5









	

2 Understand the key features of the theoretical models of dementia




	

[image: ] Outline the medical mode of dementia


See research and investigate activity 2.1, page 6









	

	

[image: ] Outline the social model of dementia


See research and investigate activity 2.2, page 6









	

	

[image: ] Explain why dementia should be seen as a disability


See research and investigate activity 2.3, page 6









	

3 Know the most common types of dementia and their causes




	

[image: ] List the most common causes of dementia


See evidence activity 3.1, page 8









	

	

[image: ] Describe the likely signs and symptoms of the most common causes of dementia


See evidence activity 3.2, page 8









	

	

[image: ] Outline the risk factors for the most common causes of dementia


See evidence activity 3.3, page 9









	

	

[image: ] Identify prevalence rates for different types of dementia


See evidence activity 3.4, page 9









	

4 Understand factors relating to an individual’s experience of dementia




	

[image: ] Describe how different individuals may experience living with dementia depending on age, type of dementia, and level of ability and disability


See research and investigate activity 4.1, page 9









	

	

[image: ] Outline the impact that attitudes and behaviours of others may have on an individual with dementia


See evidence activity 4.2, page 11










 



DEM 301 Understand the process and experience of dementia


What are you finding out?


We learnt in the first unit that dementia is not a specific disease. It is an ‘umbrella’ term for a collection of symptoms caused by a number of disorders that affect the brain. Dementia is a common condition that currently affects over 800,000 people in the UK. Dementia costs the UK economy around £23 billion a year, more than cancer and heart disease combined.


People with dementia have damaged cognitive functioning that interferes with activities of daily living. They lose their ability to solve problems and learn. They may find it difficult to control their emotions and experience some personality changes. Symptoms also include agitation, delusions and hallucinations. Memory loss is a common symptom of dementia but on its own does not indicate a diagnosis of the condition. Specialist tests must be carried out and more in-depth assessment of the person done before a diagnosis can be made.


There are also physical changes, because of the brain’s difficulties in sending messages for swallowing or sequential movements.
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Key terms


Cognitive functioning is difficulty in carrying out intellectual functions, such as learning, thinking and remembering.
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Reading this unit and carrying out the activities will enable you to:


• Understand the neurology of dementia


• Understand the impact of recognition and diagnosis of dementia


• Understand how dementia care must be underpinned by a person centred approach
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LO1 Understand the neurology of dementia



[image: ] Describe a range of causes of dementia syndrome


We will begin by looking at how the brain works and how different conditions affect the function of the brain.


The brain consists of three main sections:




•  The hindbrain – mainly concerned with basic life support functions.


•  The midbrain.



•  The forebrain – commands the majority of the higher brain functions, such as memory and language.





To assist our understanding of the different parts of the brain, the forebrain has been divided up into four ‘lobes’, shown in Figure 1.6.
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The occipital lobe is located at the back of the brain and deals primarily with information that is passed from the eyes. The eyes convert sensory information about light which is interpreted by the brain. As there are two stages to being able to interpret visual stimuli, we need to think about the eye and the brain working together to see things. The ability to see is accomplished by the eye. What follows is perception which is interpreted by the occipital and parietal lobes. These lobes interpret information about colour, shape and movement.


Even if a person with dementia has perfectly good eyesight, problems with the occipital and parietal lobes could mean they have difficulty in perceiving and seeing things. It is important that a person with dementia who has difficulty with their sight wears suitable glasses and has regular eye examinations so that the brain can gather and utilise as much information as possible.


The parietal lobe processes information about where objects are located around them, how information is perceived, the significance of situations and the sequence of putting things together.


The dominant parietal lobe (usually the left half) is concerned with the things we put together in sequence or order. For example, tasks such as reading, writing and maths are commanded by our dominant parietal lobe.


This side of the parietal lobe is involved in a condition known as apraxia, an impairment of learned purposive movements. A common example of this is ‘Dressing apraxia’ in people living with Alzheimer’s disease, which results in forgetting co-ordination and the movements needed to dress oneself so that for example the order of clothes and the ability to fasten a belt could be impaired.


Our dominant parietal lobe also tells us our left from our right, and makes us aware of where our limbs are when we are doing things. For example, when the dominant parietal lobe makes sure that our arm is far enough away from our body when pouring the kettle while we are making a cup of tea.


The non-dominant parietal lobe receives information from the eyes from the occipital lobe. The function of this area is to combine spatial information with basic sensory information about colour, perception and size. When this area of the brain is damaged it can lead to symptoms known as ‘visual agnosia’ or visual perceptual difficulties. Put simply, this is a difficulty in recognising objects, faces or surroundings.


The temporal lobe lies beneath the parietal lobe and is involved in processing memory and language.


The frontal lobe is made up of parts which work together to form our ‘executive’ or ‘management’ centre. These parts carry out the following activities:




•  Planning actions and learning new tasks – The outer layers of the front part of the brain are important for organising and planning what we do and our ability to learn new things. For someone who has damage in this area of the brain many everyday activities which comprise of multi-stage elements can be difficult. For example, a task such as shopping, which would involve compiling a shopping list, going to the shops, identifying the items needed and orientation around the supermarket, can become difficult. This is because the different stages and timings of the ways in which we would do these have been affected by the damage to this area of the brain.


•  Motivation – In between the two hemispheres of the brain, the middle portion of the frontal lobe creates motivation. If this part of the brain is damaged people may become sluggish, so that for example they might not want to get out of bed or to become involved in activities. It is important not to assume that the person is being lazy but instead remember that it might be because this area of the brain is damaged.


•  Dis-inhibition − The way we behave in relation to the different social contexts that we frequent has been found to be commanded by the frontal lobe. When our brain is working properly, this part of the brain provides us with information that moderates our behaviour. It tells us when not to swear at someone even when they are being unacceptable towards us. For people living with dementia this area of the brain could be damaged, which can lead to behaviour we might find socially unacceptable. Therefore it is important for us to understand that it is the damage caused by the condition, not the person, and to remember the person with dementia does not really mean to say or behave in an unacceptable way.





The hemispheres


In addition to being divided into lobes, the brain is also physically divided into two hemispheres. By this we mean the brain is split into left and right sides. It is essential to remember that the different parts to the brain are not completely separate because they are joined by structures that mean they can communicate and share information with one another.


Diseases and conditions that cause dementia




•  Alzheimer’s disease is characterised by amyloid ‘plaques’ and ‘tangles’ in brain structures that lead to the death of brain cells. It is progressive and over time affects more parts and areas of the brain. As a result of the loss of cells shrinkage of the brain structure occurs.


•  Vascular dementia is caused by blockages in blood supply to the brain. The lack of blood and oxygen supply to nerve cells means they die. Areas of the brain damaged this way are called ‘infarcts’.


•  Dementia with Lewy bodies is when protein deposits in the brain obstruct chemical messages in the brain which disrupts normal brain functions


•  Fronto-temporal dementia is a progressive degeneration of the frontal lobes of the brain. It includes Pick’s disease. All are caused by damage to parts of the brain that are responsible for our behaviour, emotions and language.


•  Some people are diagnosed with a mixed dementia, commonly Alzheimer’s disease and vascular dementia.





Research into the causes and possible cure for dementia is now more prominent in the media. These are some examples from Alzheimer’s Research UK and the Alzheimer’s Society.


In 2008 Sir Terry Pratchett donated $1million to the Alzheimer’s Research Trust and became a patron. He has been diagnosed with a rare form of Alzheimer’s disease. He said: ‘I’d eat the arse out of a dead mole if it offered a fighting chance’.


In 2009 the Alzheimer’s Research Trust scientists discovered two new genes related to Alzheimer’s disease.


In 2010 a University of Oxford project funded by the Alzheimer’s Research Trust found that daily tablets of B vitamins can halve the rate of brain shrinkage in elderly people with mild cognitive impairment (MCI).


Currently the Alzheimer’s Society research projects are investigating how changes in Alzheimer’s disease affects the balance of iron in brain cells. They are also mapping differences in mental ability between people with and without dementia
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Evidence activity


[image: ] Describe a range of causes of dementia


Create a table explaining the different parts of the brain, what they do and how dementia in its various forms impacts on the functions of the brain.


Write three case studies about people with dementia, in which you describe the condition. Describe three types of dementia, and remember to respect confidentiality.
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[image: ] Describe the types of memory impairment commonly experienced by individuals with dementia


Memory is the ability to store, retain and recall information. We have learnt that memory problems are usually the first and most obvious symptom that will present in people with dementia. In most cases, short term memory is affected, with the most recent events being the first to be forgotten. For example, a person with early stages of dementia might simply forget how to complete a job or activity that they began, or they may misplace objects and not know where or how to find them. However, long term memories are much easier to recall even when dementia is in latter stages. Many people with dementia can still recall and talk about their childhood and early life. As dementia progresses, the capacity of the brain to store and recall information of recent events becomes so affected that the person loses a sense of the present and the remembered past becomes their reality.


The areas of the brain that process the way we use our memory when we understand visual information can affect people’s ability to recall words. This means that verbal impairment is commonly experienced by people living with dementia.


Although we know a lot about the brain, we still do not know specifically where our long-term memories are stored. It seems that earlier recollections, like family life, school days and work, are located in long term memory. This may be significant as events may have been rehearsed, recited and revisited more than short term memories about today or last week. This could be why a person living with dementia may be able to discuss their childhood events much more easily than recalling an activity that they have just completed.


In summary, the memory is responsible for:




•  storing new information


•  remembering and recalling recent events


•  remembering and recalling places and people.
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Evidence activity


[image: ] Describe the types of memory impairment commonly experienced


Think about some of the people you have worked with or know. What signs of memory loss did they show? What was their reaction to this? What was the reaction of the people around them?
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[image: ] Explain the way that individuals process information with reference to the abilities and limitations of individuals with dementia


Dementia is associated with the decline of the brain’s capacity to process information. This decline can have profound effects on a person’s ability to carry out daily activities, communicate, make sense of the world and make judgements.


Day to day activities where problems may occur include:




•  Putting letters, words and sentences together in order to read and write.


•  Combining numbers to make calculations.


•  Coordinating movements, for example dressing, using implements, walking.


•  Locating objects within a space, for example reaching for something.


•  Thinking, planning and learning new tasks – the ability to perform tasks such as shopping and cooking get lost and cannot be retrieved. The person can also get stuck on what they are doing or saying. This is called perseveration.


•  Performing particular activities because of lack of motivation (apathy).


•  Problems with the ‘communication cycle’. Inability to use the correct word may lead the person to find it hard to respond as well as to understand the message.


•  Problems with the visual system which causes people to misinterpret images.


•  Misperceptions – this is when the person misinterprets pictures and so on. For example, mistaking patterns on the carpet for holes.


•  Misidentifications – when the person cannot perceive the difference between people, for example mistaking their son for their husband.


•  Misnaming what is seen.


•  Other visual difficulties include being unable to perceive depth, contrast between colours and recognising objects.


•  A failure of insight and judgement – not perceiving risk and danger. This leaves a person with dementia vulnerable to exploitation, as well as losing money, leaving the gas on or a lack of road sense. They may also not realise they are neglecting their personal hygiene, putting their health and dignity at risk.


•  Losing a sense of time. Finding it hard to anticipate what is happening next.
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Case study


[image: ] Mrs Green


Mrs Green is 92. She has Alzheimer’s disease and lives in a care home. She is unable to make informed decisions about the major issues in her life. She is able to eat independently and go to the toilet unassisted. She cannot dress or bathe herself and is having difficulty walking independently. She is unable to verbalise her thoughts and is unaware of time. She misinterprets what she sees, and often mistakes a particular male carer for her son.





1) What reasons can you give for Mrs Green’s decline in abilities?



2) What can you do to support her?



3) Write a care plan explaining that support.
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[image: ] Explain how other factors can cause changes in an individual’s condition that may not be attributable to dementia


There are many factors other than dementia that can cause some of the problems described.




•  Communication problems can be caused by a stroke or poor hearing or sight (sensory issues).
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