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ABSTRACT
People with early-onset dementia have a potential risk of
being marginalised with respect to care and social
support as a result of the blame and stigma associated
with their condition, and because they have reduced
access to treatment options and postdiagnostic care. The
limited use of community services and the resulting
psychological implications are two key issues facing the
group and their caregivers. Early diagnosis, behavioural
therapies such as talking therapy, meaningful Montessori
activities and friendly community services tailored to meet
the needs of people with early-onset dementia are
relationship-centred care approaches that could be
implemented in practice, using the ‘Senses Framework’ to
promote an enriched supportive environment of care with
zero tolerance for marginalisation and discriminatory
tendencies. Support for caregivers is invaluable in
controlling behavioural changes in people with early-
onset dementia. A combined approach involving
pharmacological and behavioural interventions could be
used in severe mood and behavioural changes.

INTRODUCTION
Dementia is a cognitive disability characterised by a
decline inmental ability and globally occurs every 3 s.1

It is degenerative, has no current cure and often asso-
ciated with the process of ageing.1 In the absence of
dementia, the human brain can retain its cognitive
ability for about a hundred years.2 Dementia can be
caused by Alzheimer’s disease, appearance of Lewy
bodies, vascular defects in the brain, head injury and
excessive alcohol consumption.3Alzheimer’s disease is
the most common dementia type followed by vascular
dementia, and although possible pharmacological
interventions such as donepezil hydrochloride have
been suggested, there are no popular therapies that
decelerate or terminate its progression.4 5

The incidence of dementia is rising in both devel-
oped and developing countries and is more preva-
lent among older adults compared to younger
population4; however, a 20-year study comparing
dementia in individuals (>65 years) in England by
Matthews et al6 reported a decrease in incidence for
the oldest old adults. According to Ferri et al7,
dementia rapidly decreases from 20% to 25%
among persons (>85 years) to about 2–3% among
people aged between 70 and 75 years. Accessing the
epidemiology across countries, WHO projections8

forecast that in 2025, developing countries will have
a higher number of dementia patients. Currently,
the incidence of dementia in developed countries is
probably at the top of the pyramid as a study com-
paring the incidence of dementia in Nigeria and the

USA revealed a 2.3% incidence rate in Ibadan
(Nigeria) and 8.3% rate in Indianapolis (USA).9 In
estimating a standardised age-prevalence rate for
dementia, WHO in 2012 reported a rate of 5–7%
in people above 59 years, and Prince et al10 sug-
gested that the age-prevalence rate of dementia will
not change despite an increase in the ageing popula-
tion. Evidence from these studies suggests that the
prevalence of dementia varies relatively among
countries. Although in many developed countries
there has been more awareness on reduction in
risk factors such as smoking, alcohol consumption
and increased awareness to participate in physical
activities, trends in developing countries are differ-
ent leading to increased disease burden.11–13

Early-onset dementia is typically dementia in peo-
ple younger than 65 years old.14 15 It can occur
before the age of 6515 or even under the age of 45
where it is known as young-onset dementia
(YOD).16 17 Populations with early-onset dementia
have a high risk of being potentially marginalised
and discriminated with respect to dementia diagno-
sis and care because of the challenges early-onset
detection poses to patients, caregivers and the fact
that healthcare providers do not always look for the
signs at an early age.18 Moreover, dementia may be
confused with symptoms from other conditions and
may remain undetected for a long period of time
due to its long and highly variable latency period.10

An important concern for people with early-onset
dementia is the negative stereotype and fear
attached with it, which presents a barrier to unhin-
dered access to support services available to them.
This stigma associated with positive diagnosis of the
condition comes from the opinion of others who
believe people with the condition are to blame as
they did not live a healthy, mental and socially active
life.19 This shaming and blaming leads to initial
denial of the condition by those affected, and even
by doctors and the patient caregivers, further limit-
ing opportunities that could provide helpful and
beneficial information on available support groups
and services.19 The negative stereotypes, stigma,
shaming and blaming associated with dementia are
often as a result of misinformation19 and lead to
marginalisation. There is a need to provide an
articulate information that increases knowledge on
the consequences of marginalisation among people
with early-onset dementia, specifically by examin-
ing barriers limiting the use of formal community
services, the psychosocial implications of this con-
dition and approaches to reducing it.

This review focuses on people with early-onset
dementia as a group experiencing marginalisation
resulting from lack of understanding, shame and
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blame leading to adverse psychosocial outcomes and unwilling-
ness to use formal community services. These two key issues will
be discussed using the Senses Framework, a relationship-centred
approach focused on genuine reciprocal care relationship affect-
ing the health, emotions and personhood of the parties involved,
proposing that ‘interaction among people is the foundation of
any therapeutic or healing activity’.20 The ‘Senses Framework’
originally described byNolan21 in 1997 and further developed by
Nolan et al20 22 seeks to promote an enriched environment of
care where the paid caregivers (the organisation), the patients
(individuals) and their supporters experience the six senses of
security, belonging, continuity, purpose, achievement and
significance.20 The justification for the Senses Framework is
that it seeks to support an all-round relationship, given that
dementia often results in social isolation and cessation of active
life leading to social death.23 Moreover, although the patient is
the focus of a relationship-centred care, other members involved
in the care are not neglected.24 Pharmacological interventions
and therapeutic strategies for behavioural support using talking
therapy, Montessori activities or a combination of both were
explored as a means to improve well-being among people with
early-onset dementia.

The remaining sections of this paper will discuss people with
early-onset dementia as a group experiencing marginalisation.
Next, two key issues, namely, limited use of community services
and psychosocial implications of dementia diagnosis for the patient
and their family will be explored incorporating possible preventa-
tive recommendations and adopting the Senses Framework using
a relationship-centred care approach. The review will conclude
with a summary of the key recommendation.

EARLY-ONSET DEMENTIA PATIENTS: A GROUP EXPERIENCING
MARGINALISATION
The progression of early-onset dementia is estimated to be
between 8.3 and 22.8 per 100 000 population,25 and the inci-
dence of YOD is 11–13.4% per 100 000 persons.26 The preva-
lence of early-onset dementia doubles every 5 years and rises
from 42 to 54 per 100 000 for people between the age of 30
and 64 years to a range of 78–98 years per 100 000 for those aged
between 45 and 64 years.14 25 It is more prevalent in men than in
women between age 50 and 65 years, unlike late-onset dementia
which is slightly more prevalent in women than men.27 The
World Alzheimer’s Report puts the prevalence rate for early-
onset dementia to be between 2% and 10%.28

The signs for early-onset diagnosis of dementia are hampered
by hidden symptoms, being part of a minority ethnic group and
especially misdiagnosis, which is reported in 30–50%of people in
this group.29 Challenges faced by people with early-onset demen-
tia include loss of employment and job-related income after
diagnosis, difficulty getting accurate diagnosis, difficulty obtain-
ing disability payments, lack of appropriate medical care, high
out-of-pocket expenditures for medical care and lack of health
insurance, residential care and community services.30 These chal-
lenges are often engrained in the delivery and design of the
support services leaving them feeling isolated, ignored and invin-
cible and making them unlikely to get postdiagnosis support.31

Complicating matters even further, about 60% of younger
patients with mild dementia type are not diagnosed, and the
40%who are diagnosed have reduced access to treatment options
and postdiagnostic care.32 It has been suggested that early detec-
tion in specialist units with mandatory neuro-imaging require-
ment may completely or partly reverse dementia in 1% of young
people with early-onset dementia.29 In addition, drugs such as

cholinesterase inhibitors have been suggested to considerably
improve daily activities after early diagnosis, while evidence
from non-drug therapies such as a brief programme of support
for caregivers and in-home support for patients after early diag-
nosis are said to reduce admission to care homes by 28% and
reduce the risk of institutionalisation by 22%, respectively.18 33

Nevertheless, not everyone would like to know their dementia
status, especially at a young age because they want to keep their
jobs, maintain their social status and avoid depression arising from
the stigma, labelling, lack of affection and the overall fear of what
knowledge of this may bring.10 For those seeking accurate diag-
nosis, reports of the diagnostic process spanning a couple of years,
misdiagnosis, lack of knowledgeable clinicians, doctors thinking
they were too young, failure to listen to patient and/or caregivers,
and timely notification of the diagnosis highlight the uncertainties
associated with dementia diagnosis. More so, the focus of surveil-
lance medicine (the medical observation of healthy populations)
on targeting older adults as the categories with possible risk of
dementia has further worsened the situation.10 18 The strong
association of the incidence of dementia with older adults
(>65 years) has meant that clinical practitioners and younger
adults do not always look for signs of dementia at a young age.
The number of people with early-onset dementia in the USA

according to estimates from the Health and Retirement Study is
between 220 000 and 640 000,30 and loss of employment after
diagnosis is one of the discriminatory tendencies this group faces.
In a survey on job loss among Americans with early-onset demen-
tia conducted by Alzheimer’s Association, half of the respondents
said they were fired or forced to retire as a result of early
diagnosis30; while people with late-onset dementia have access
to a retirement package, this is not always the case for those with
early-onset demetia who probably will voluntarily retire or be
fired without benefits.
Another more worrying concern is the fact that caregiving in

formal community settings is more concentrated among older
persons despite the funding generated.34 About 109 billion dol-
lars have been spent on paid services in community care support
services, and between $159 and $215 billion is estimated in
unpaid primary caregiving in the USA.35 However, the lack of
awareness and differentiation in precise measures of care and
residential settings for early-onset and late-onset patients have
presented a barrier to understanding dementia care and manage-
ment in community settings.34

The need to address the issues faced by people with early-onset
dementia in primary care is hampered by variation in screening
methods given the fact that few people with dementia are clini-
cally diagnosed, and too much priority focus of early support
service intervention is on older dementia patients,18 leaving indi-
viduals with early-onset dementia increasingly at risk of being
undetected and uncared for. Understanding the key challenges
facing people with early-onset dementia from an approach that
pays attention to the needs of all members to promote an
enriched environment of care will be paramount to raise aware-
ness for public health education and to investigate corrective
strategies and practices for engagement.

Key issues
Some of the key challenges faced by people with the onset of early
dementia require a collective effort to improve quality of life.
A relationship-centred care approach rather than a person-
centred model has been suggested by Nolan et al20 as a more
effective approach to achieve the six senses for enriched care,
because it provides better service for relationships and support
needed for all including primary caregivers. The Senses
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Framework is a relationship-centred approach that promotes
zero tolerance for poor care through a supportive culture and
prioritises knowing the patient for optimum outcome.20 The
limited use of community services and psychosocial implications
of early-onset dementia to the patients and their family were two
key issues evaluated using this approach.

LIMITED USE OF COMMUNITY SERVICES
It is repeatedly assumed that people with dementia cannot benefit
fromphysical rehabilitation services because they cannot learn new
behaviours or relearn old ones.36 The assumption that people with
dementia cannot benefit from these services can result in a denial
of care that would helpmaintain or improve the person’s function-
ing. It is not clear, however, whether people with early-onset
dementia are more likely than those with late-onset dementia to
need physical rehabilitation services or to be denied these services
because of the assumption that they cannot benefit or for any other
reasons that stereotype dementia as merely getting old.30

Early diagnosis of dementia in younger adults impacts negatively
on their social lives, and interventions that would allow these
people to maintain social connectedness and participate in mean-
ingful activities have been recommended.17 Community support
services have been suggested as a way to reduce social isolation, but
young patients and their caregivers reported that the structure of
the service falls short of their psychosocial needs.17 37 In a mixed-
method study conducted by Australian researchers involving 86
YOD participants and their caregivers aimed at understanding the
barriers limiting them from using community services, findings
showed that two out of three (66.3%) declined to use at least one
or more of these services due to lack of perceived need specific to
them.37 The psychological impact of using a service not specific to
them because the initial design was meant for and dominated by
older users, and other barriers such as feeling insecure to partici-
pate and cost were also mentioned despite the fact that knowledge
of at least one recommended community support service available
to them was high.37

The underlining concern for the limited usage of formal com-
munity services by people with early-onset dementia and their
primary caregivers is eligibility due to age and its failure to meet
peculiar experiences associated with dementia occurring at an
early age. This dissatisfaction with the service did not only create
a mismatch, but made patients physically agile to abscond while
others only use the service in extreme circumstances.37

Information overload, no information, lack of information and
meaningful engagement to alleviate social isolation, security and
suitability of facilities were other concerns. Accessing whether
limited use of community services was clinically motivated,
Cations et al37 noted that few clinical factors were associated
with the reason to limit the use of formal community services,
as lack of automatic referral to specialised services was strongly
acknowledged as a limiting factor. Recognising that the structure
of formal community services to prioritise older patients may
frighten people with early-onset dementia and could make them
feel insecure is a forward-thinking way of using the Senses
Framework to achieve a sense of security in care management.

It is important to note international differences in formal com-
munity service delivery for people with dementia and that there
has been a growing awareness of the need to provide support for
people with early-onset dementia. For example, the National
Disability Insurance Scheme in Australia provides support for
those with dementia below age 65.38 The RHAPSODY study, a
European Union initiative that leverage e-learning to support
carers for people with dementia (<65 years) is now available

for testing.39 Moreover, in the Netherlands, there is the national
YOD care service that is supported by the government and pro-
vides age-specific dementia care units.40 This is probably not the
case in some other European countries and even in parts of Africa
where, for example, in Nigeria, specialised care is limited by lack
of health facilities and inconsistent health policies.40 41 This
universal problem requires careful planning such as those under-
taken by the Young Dementia Steering group in the UK which
provides guidance to commissioners of care in local services, as
well as expectations for the patients receiving care.40

Furthermore, understanding the job caregivers in community
support service do and their work ethics is a paramount starting
point for supporting primary caregivers because socially isolated
caregivers are less likely to use formal community services.
Acknowledging the need for authentic human encounters using
the Senses Framework would spur formal services to engage with
primary caregivers meaningfully with flexibility and affordability,
uniquely tailored to dementia experiences. This evidence is sup-
ported byMillenaar et al42 who reported that people with YOD and
their caregivers are dissatisfied using services tailored for older
persons, recommending further research on the design and suitabil-
ity of the service. Another strategy to support people with early
occurrence of dementia and to encourage the use of formal com-
munity services is for the needs of all groups irrespective of age to be
accorded equal value, status and significance. The Senses
Framework recognises that an interdependent relationship is neces-
sary to create an enriched environment of care to foster
a welcoming environment where all members are respected.20

How practitioners in formal community services see their own
role in supporting younger people with dementia matters a lot to
build an enriched relationship-centred environment of care, since
people with early-onset dementia and their supporters want to have
a sense of belonging to the community for dementia support.17 37 42

Accordingly, involving the local community in developing formal
services and recruiting qualified practitioners who have a passion
for community supportmay be another solution that could optimise
the gains from a relationship-centred care model.20 It is even more
important to consider the support available for paid carers after
a patient has been diagnosed with dementia. Ongoing training and
support are vital for providing optimal care as it has been reported
that healthcare practitioners in Norway received less training on
drug use for older patients, while in the UK, Community Psychiatric
Nurses were previously reported to have limited understanding in
implementing memory aids and strategies.43 44 Apart from specia-
lised training, paid carers should bemindful of the influential drivers
of dementia prevalence and its changing landscape such as demo-
graphy, policy and economy if they are looking to deliver evidence-
based services that incorporate these changes into service delivery,
since it has been suggested that knowledge of these combined
drivers are effective in promoting productive ways of dealing with
the complexities of dementia.45

A non-pharmacological strategy that could help people with
early-onset dementia adapt formal community services is by
introducing meaningful Montessori activities such as games, puz-
zles, exercise, music singing and listening, which are inexpensive,
in order to improve mood and self-esteem for a group at risk of
relapsing into depression.46 These activities help them to be
active and motivated47 and could be part of a friendly, informal
setting where dementia support groups (organisation), caregivers
and the patients meet to gather personal history and share infor-
mation and experiences.46 According to the Senses Framework,
events like these will foster a sense of achievement at the organi-
sational level by recognising that practical work is a key aspect to
caring for the whole person.24
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The social relationship from these activities helps ensure that the
opinion of the patients and difficulties encountered by caregivers
are brought to the forefront through effective communication.
According to the Senses Framework, communication promotes
therapeutic activity and enables practitioners to keep in contact
with their patients and vice versa to ensure that all factors that
could potentially impact on a patient’s well-being are limited.20

Measuring the satisfaction of patients and their caregivers could be
a way to access the performance of formal community services for
people with early onset or late onset of dementia.24

The six senses of the Senses Framework incorporated in the
above discussion will help enhance the experience of people with
early-onset dementia in formal community services, and build an
interactive relationship with community service practitioners,
which according to Nolan et al20 is the foundation of any ther-
apeutic or healing activity. This underlines how vital the Senses
Framework can be incorporated as a practical guide for the
patients, caregivers and healthcare practitioners to benefit all
parties involved in the relationship. The strategies discussed and
suggested implication for practice can be seen in table 1.

PSYCHOSOCIAL IMPLICATIONS FOR THE PATIENT AND THEIR
FAMILY
A diagnosis of dementia can be associated with low self-esteem,
loneliness and the feeling of being a liability to family and colleagues
at workplaces, among other psychosocial risks.18 48 It could lead to
depression49 because true knowledge of one’s dementia status may
separate them from their social ties.50 The adverse psychological

events are especially worrisome for young people with early diag-
nosis of dementia because of the lack of support facilities and the
feeling of being deserted by the system after diagnosis.51

Psychological evidence has suggested that the mental and social
potential of people with early-onset of dementia is still intact,
including knowledge of memory problems which afterwards is
lost.51 52 People with early stage of dementia appear capable of
having insight and contributing to decisions relating to their care53

and could cope with the implications to maintain their quality of
life.54 Evidence suggests that more cases of early-onset dementia
could be of a corrective type than late-onset dementia,55 making
the argument for early detection of dementia in people less than
65 years of age to preserve their abilities, which is vital to maintain
a sense of utility, esteem and dignity.56

While evidence for early diagnosis is appealing, there has been
a disparity in dementia prevalence rate and actual numbers for both
peoplewith early-onset dementia and late-onset dementia in theUK,
which has led to committed efforts to improve immediate postdiag-
nostic support.45 A study byChrisp et al57 reported that it took about
3 years for one to get a formal diagnosis after early symptoms of
dementia and people of minority ethnic communities rely on help-
seeking at a later stage leading to recommendations for telemedicine,
and further research in the use of ICT technologies as non-
pharmacological interventions that could be implemented toprovide
night-time care, encourage early detection in rural communities,
support stay-at-home care and reduce home-based care and carer
burden.45

The imminence of dementia for adults under 65 years of age
elicits fear than any other illness; about 39% of adults (>55 years)
are frightened about getting Alzheimer’s of dementia type com-
pared to 25% that worry about cancer.26 People with early-onset
dementia are likely to be in the working-class age group, which
makes it difficult for them to accept the illness and to possibly resist
further diagnosis.36 Evidence from a quantitative study collated
from Japan Medical database found that 14% of early-onset
dementia patients (<59 years) left their jobs after a year of initial
diagnosis, recommending employment support for patients initi-
ally diagnosed.58 A relationship-centred approach where employ-
ers match job tasks to employee abilities to enhance job outcome
could be the needed support that would give an employee with
early-onset dementia a sense of continuity20 Thus, while patients
with early-onset dementia are likely to leave their jobs after initial
diagnosis, they can be supported to continue active work, which
could reduce depression and other psychosocial risks.
Another psychosocial implication for people with dementia is

delirium which tends to occur within hours or days after diagnosis
due to the associated emotional stress.46 59 Delirium is common in
about 20% of people hospitalised with dementia, and the signs
could be alertness and agitation, tiredness and withdrawal, or
a mixture of both.60 The cognitive–behavioural therapy or talking
therapy could be used after initial diagnosis of dementia to reduce
the extent of anxiety, depression and delirium in the person and
family supporters by providing activities that reduce boredom.36 It
involves interaction between the therapist, patients and their sup-
porters and to develop a better way of thinking for the patient to
promote a sense of security and a sense of significance for the
supporters at the organisational level by involving them in care
planning, invariably promoting a sense of achievement among
therapists who embark to provide the best possible care.20

In severe cases of delirium involving agitation and repeated
questioning, the talking therapy could be combined with pharma-
cological intervention (eg, antidepressants and cholinesterase inhi-
bitors) to control life-threatening situations.61 Although the

Table 1 Implication for early-onset dementia practice using Senses
Framework

S/N Senses Implication

1 Sense of security—to not feel
unsafe

At organisation and individual levels:
recognising that the structure of formal
community services to prioritise older
patients may frighten young people with
dementia and make them insecure
At individual level: understanding that
young people with dementia may not
communicate their insecurity

2 Sense of belonging—to feel
included

Organisation level: creating
opportunities for social encounters
Individual level: to acknowledge that
young people with dementia are open to
socio-connectedness

3 Sense of continuity—an
experience of affinity and
relation

Organisation level: acknowledging the
identity of the person
Individual level: acknowledging
biography of the person

4 Sense of purpose—having
essential personal goals to aspire
to

Organisation level: focusing on the
recognition that dementia at young age
is not abnormal
Individual level: recognise clear
independence of the young person in
everyday decision-making

5 Sense of achievement—to make
progress towards attaining set
goals

Organisation and individual levels: to
confidently acknowledge that people
with early-onset dementia can go
unnoticed but can also have human
encounters.

6 Sense of significance—feeling of
self-worth

Organisation level: acknowledging
that relationship matters;
interconnecting the feelings of all
stakeholders involved in the care
Individual level: recognising and
attending to one with early-onset
dementia and taking them very seriously
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therapy may be unsuitable or unsuccessful with some persons, or
become less effective at advanced stage of the illness,18 it helps the
individual to behave positively, cope with the reality and change
negative patterns of thought.62 It is important that there is effective
communication in the relationship between caregivers and health-
care providers to determine when drug intervention is necessary.

Consequently, support from family members is invaluable in
the relationship-centred care plan because they can help in detail-
ing mood changes, unusual mistakes, repeated questioning and
other sudden behavioural changes by keeping and recording
events in a diary.63 Evidence from a randomised controlled
study accessing behavioural and psychological symptoms in peo-
ple with dementia suggest that family caregiver training targeting
sudden behavioural changes could improve outcome.64 Although
the studywas targeted at older people with dementia, it highlights
the need to consider family caregivers as an important member in
a relationship-centred care. This can be a helpful guide to create
a sense of achievement and for the therapist and clinicians in
deciding other possible care options.

Primary caregivers of persons with early-onset dementia also
deserve to be attended to and cared for otherwise theymay become
disoriented from the daily routine and dependence on them, creat-
ing a feeling that their future life plans have been put to an abrupt
stop.58 This is especially demanding if there is a reversal of roles at
a young age, where children of the affected adult become the
primary caregiver, and worse still if the parent has been forcefully
retired. A sense of purpose arising from social experience could
offer continuing emotional support to the caregiver, convincing
them to unlearn previously held perceptions but to see essential
personal goals to aspire to. This may include recommending com-
munities of support where caregivers can receive advice and sup-
port to reduce the devastating impact of everyday routine on their
self-esteem and self-worth, as it has been previously reported that
people with early-onset dementia and their caregivers desire to be
in community with like-minded people, rather than agencies
focused on older persons.58 While this study focuses on people
with early-onset dementia, the recommendations such as early
diagnosis, talking therapy, meaningful Montessori activities and
other strategies associated with improving psychosocial risk and
limited use of formal community services are key issues that could
also be considered in context and applied in caring and planning
for people with late-onset dementia.

CONCLUSION
The incidence of dementia is more common among older adults
than in young individuals. It relatively varies among countries due to
level of awareness of the risk factors and also varies in men and
women at different age categories. Dementia among younger age
groups (<65 years) could remain hidden due tomisdiagnosis result-
ing from lack of thorough investigation and the fact that healthcare
providers do not always look for the signs at an early age.

Early detection of dementia in young people could elicit changes
in mood and behaviour due to loss of societal status and the asso-
ciated stigma. Many young people with dementia feel that they
receive less postdiagnostic attention in formal community services
compared to people with late-onset dementia, and attention is
gradually being drawn to the plight of these people. An enriched
environment of care where the importance of all members involved
are valued, to promote an interactive relationship-centred care, has
been suggested as a way of making formal community services more
dementia-friendly for younger people. Introducing Montessori
activities and encouraging positive thoughts using talking therapy
to improve the mood of young people with dementia faced with
psychosocial challenges such as delirium, agitation and depression

are non-pharmacological solutions. A combinatorial approach
involving drugs (antidepressants and cholinesterase inhibitors) and
behavioural therapies could be used in severe forms.
Supporting healthcare providers and caregivers as importantmem-

bers in the relationship-centred care plan geared towards improving
the plight of peoplewith early-onset dementia can be done in practice
by adopting the Senses Framework to promote a supportive culture
and zero tolerance for poor care. Support from caregivers is invalu-
able in controlling behavioural changes in younger people with
dementia, while support for healthcare providers is needed to main-
tain a high standard of care and achieve the needed goals.

Self-assessment questions

1. A key issue among people with early-onset dementia include.
a. Limited use of community services
b. Limited use of public arenas
c. Hiking

2. How can the Senses Framework foster preventative
approaches for patients with early-onset dementia?
a. Recognising that relationship-centred care is vital and the need

to create an enriched care environment that fosters warmth and
respect

b. By making law enforcement readily involved
c. By ensuring patients do not argue with healthcare

practitioners
3. Why should we care about limited use of community services

among people with early-onset dementia?
a. We should instead treat all age groups without

discrimination
b. It fails to meet their peculiar needs as they are dissatisfied

using services tailored for older persons
c. It is a problem for the government

4. What are the implications for Question 3?
a. They have reduced access to treatment options and

postdiagnostic care
b. Leads to more hospital visits
c. Leads to care home admissions

5. Why are primary caregivers invaluable in their relationship-
centred care plan?
a. They help in detailing mood changes, unusual mistakes

and repeated questioning
b. They assist in cooking meals
c. They provide financial support
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