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Dementia guidance review
1 Executive summary
The Society and College of Radiographers (SCoR) undertook a review of a 2015
document, Caring for people with dementia: a clinical practice guideline for the
radiography workforce (clinical imaging and radiotherapy). The 2019/20 review found
that research studies published since 2015 had main themes about caring for people
with dementia. The reviewers agreed and grouped the themes under the headings of:
•
•
•
•
•
•

Communication
Deficiencies in person-centred care
Need for role-specific and tailored training
Dementia-friendly environment
Time and resource pressures
Optimisation of patient and carer experience.

Expert stakeholders noted the need for an important additional theme in order to
support people with dementia:
•

Identifying people with dementa in clinical imaging and radiotherapy.

Collectively the themes support and reinforce the original recommendations. There
have been minor changes to the language used in the recommendations, which
emphasise the ability of and need for people with dementia to continue to live well with
a good quality of meaningful life.

The review of clinical practice guidelines ensures that the guidance remains evidence
based to support clinical imaging and radiotherapy healthcare professionals, people
with dementia, their families and carers. The recommendations have been reviewed
systematically, using evidence from research and expert opinions that include those of
family carers and practitioners. The recommendations have been subject to peer,
professional and lay assessment. These guidelines will be of value to people with
dementia, families, carers, individual practitioners, service managers and academic
institutions.
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2 Introduction
How was the topic identified?
The original Society and College of Radiographers (SCoR) 2015 guidance, Caring for
people with dementia: a clinical practice guideline for the radiography workforce
(imaging and radiotherapy), see Appendix 1, was intended to provide evidence-based
advice for the staff who were supporting patients and carers in clinical imaging and
radiotherapy. The 2015 document indicated that a review would be necessary to ensure
that the recommendations remained in line with future policy and practice while still
meeting the needs of people with dementia.
Why is it important?

The guidance is important because a significant percentage of the patients that
radiographers support have a diagnosis of dementia or undiagnosed dementia. In
addition, it should be pointed out that more generally: a) a number of patients/service
users who attend clinical imaging and radiotherapy departments are carers for their
own family members and friends who are living with dementia; b) SCoR members also
care for or support people living with dementia in their own personal lives; and c)
clinical imaging and radiotherapy staff may themselves be diagnosed with dementia and
require support to remain at work. Employers have a duty to make reasonable
adjustments to enable people affected by dementia to continue to work while they wish
and it is still safe for them to do so [1]. Accordingly, there are multifactorial issues,
experiences and needs of the people present within clinical imaging and radiotherapy
departments. The main focus of this particular 2020 document review, however, was to
examine and update the 2015 evidence-based advice that was offered to staff who were
supporting patients and carers in clinical imaging and radiotherapy.

2.1 Global dementia policy

Since the publication of the 2015 SCoR guidance, a range of new national and
international policies and plans have been issued. The World Health Organization
(WHO) published a global action plan on the public health response to dementia in 2017
[2]. The WHO plan outlined seven key action areas and set targets for countries to
achieve by 2025 with respect to:
1.
2.
3.
4.
5.
6.
7.

Dementia as a public health priority
Dementia awareness and friendliness
Dementia risk reduction
Dementia diagnosis, treatment, care and support
Support for carers
Information systems
Dementia research and innovation.
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There were some contradictions within the publication because the plan was written
from a public health paradigm with a focus on risk factors, issues of control and
compliance, and lifestyle modifications [3]. However, the WHO plan paid great attention
to human rights, calling for national governments to take action and provide
government funding toward finding causes, cures and best care for people with
dementia – moving away from generic approaches to caring for a person with dementia
or deficit-thinking [3].

An overall ethos was that people with dementia and their families can and should be
able to live well and enjoy a good quality of life [2]. Further 2018 guidance, Towards a
dementia plan: A WHO guide [4], also had an emphasis on work to support people with
dementia around diagnosis, treatment and care along with a primary prevention focus
for people in midlife. There has been concern that if levels of dementia continue to
increase then public health approaches of prevention could foster cultures of blame and
shame that reinforce stigma toward people with dementia [3]. However, given that
there is no cure for dementia, and improved lifestyles could decrease the risk of
dementia in some individuals by up to 30%, then arguably an emphasis here should be
that all health professionals must have a role in providing advice to individuals on risk
factors and lifestyle. Alongside that responsibility, countries need to address the root
causes of some of the lifestyle issues that put people at increased risk of dementia (for
example, poverty, level of education etc.), emphasising the need for countries to be
addressing health inequalities in tandem with healthcare professionals who educate
patients.

2.2 UK policy context

National dementia strategies across the UK [5-8] have common themes of: ensuring
equitable access for all people with dementia to best practice diagnosis of dementia and
support; transforming services and models of care; and creating dementia-friendly
communities and environments. Earlier plans appeared to be medically focused,
whereas more recent strategies, for example, the dementia action plan for Wales [7],
now also have a public health emphasis discussing the importance of brain health, risk
reduction and primary prevention, and the role that cardiovascular risk factors play in
raising the risk for dementia [3]. A rights-based approach, with an emphasis on
autonomy, self-determination, independence, participation, equity and choice is also
beginning to be apparent across more recent dementia policy plans [3], such as the
Scottish national dementia strategy [8].
The dementia-friendly hospital charter [9] was updated in 2018. It provides guidelines
for hospital organisations, students, paid staff and volunteers to work by to try to make
the experience of hospital visits and stays better for people living with dementia.
Moving beyond simple environmental adaptations (to improve clinical areas, signage,
flooring and lighting etc.), the charter highlights that the experiences of healthcare and
hospitals for a person with dementia can depend on their type of dementia, the stage of
their illness, their personality and also the way other people interact with them.
The culture of care within an organisation needs to support staff to provide good care
for people living with dementia by legitimising person-centred practices. This also
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means that organisations need to recognise the impact this can have on staff workload
and time in some cases and actively work to mitigate any negative results or unintended
consequences. Managerial endorsement is a big part of that process.

Managing success in dementia care [10] recognised the importance of managers in
training and workforce development. It is a resource of quality assured, freely available
materials to support managers and leaders to develop training for their staff, which
meets the learning outcomes within the 2018 dementia training standards framework
[11] for England. Along with Promoting excellence: a framework for all health and social
services staff working with people with dementia, their families and carers [12] in
Scotland; Good work: a dementia learning and development framework for Wales [13];
and the dementia learning and development framework [14] for Northern Ireland, these
frameworks represent the ‘gold standards’ for knowledge and skills to deliver dementia
care for the health and social care workforce. Intended to guide a more efficient and
consistent approach to the delivery of dementia training and education, the frameworks
cover a range of subject areas from dementia awareness and dementia risk reduction
through to end of life care. Managers for specific settings are advised to assess
individual staff roles locally to determine and prioritise the learning outcomes within
their country’s frameworks that are most appropriate for their staff. The Managing
success in dementia care resource is designed to be used along with a dementia training
resource list, framework learning outcomes mapping document, and a dementia
training design and delivery audit tool and manual, which can be freely downloaded via
a dementia training framework link.
The 2018 update of that framework included additions about paying attention to the
importance of regular food and drink and maintaining oral health for people with
dementia. The framework reflected the scope of the principal mandate requirements
and obligations of Health Education England, set out in the Prime Minister’s challenge
on dementia 2020 implementation plan [15]. Collectively the WHO global and UK
national action plans include strategies and actions that reinforce awareness and
attempt to maintain each person with dementia’s human rights [3].

Alongside staff who are trained and have time to care, the support in imaging and
radiotherapy departments should be undertaken in partnership with family/carers, if
present, in environments that are dementia friendly and promote each person’s
independence and well-being. Dementia risk reduction and prevention are now a key
aspect of dementia strategies, a move which clinical imaging and radiotherapy staff can
support in practice. Updated National Institute for Health and Care Excellence (NICE)
quality standards for dementia were published in 2019 [16]. The standards provide
seven quality statements, including that people are advised about the risks of
developing dementia at midlife and possible reduction of risk by making lifestyle
changes. Alongside a prevention agenda, the negative socio-economic determinants of
health for people with dementia are now also taking position as a cause for concern. The
Health Foundation has produced a 2018 quick guide, What makes us healthy? [17],
which provides a short introduction to the social determinants of health.
Clearly, a wide range of local, national, and international resources and training
materials for dementia care have been produced since the original SCoR 2015 guidance
document. The positive development and advancement of dementia-friendly cultures in
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the UK reflects the work of people with dementia, carers, dementia charities,
organisations and successful campaigns. For example, the work of Alzheimer’s UK and
Dementia Friends [18] has positively influenced understanding and support across
dementia-friendly environments and communities, such as supporting the training of
local adult groups through to primary schoolchildren having access to Dementia Friends
training.

2.3 The wider context of radiography

How does the guidance fit with existing radiographic practice and SCoR policy?
Regulation in the UK requires that all healthcare professionals, including those in
radiography, provide person-centred care [19]. The publication of a values-based
practice training template in diagnostic and therapeutic radiography [20] has been used
to highlight that each person brings unique values, preferences and opinions to clinical
imaging and radiotherapy departments. Accordingly, SCoR has also worked with
patients and the public to develop and publish guidance to support partnership
working for patients, public and practitioners [21]. More widely, practitioners may use
a number of UK publications that support the development of person-centred health
and care, highlighting that additional time spent with patients/service users/people
with dementia must be valued, regardless of the perceived impact on departmental
workloads[17, 22]. Person-centred or partnership practices are sometimes viewed by
staff as ‘going the extra mile’ or being additional to their workload rather than being an
expectation of their role [4] but a review found that when healthcare staff in authority
communicated new expectations for standards of care and changes to procedures, they
legitimised staff’s time and adaptation of care [23]. In the period since the original 2015
document publication, examples of specific actions to support person-centred care have
include SCoR championing John’s Campaign [24, 25] and Playlist for Life [26, 27] as
methods of reinforcing person-centred approaches to care for people with dementia.

3 Scope and purpose

A SCoR practice guideline for dementia was originally published in 2015. The review
here was planned to update the evidence base. The practice guideline is intended for
use by whole multiprofessional clinical imaging and radiotherapy teams, including all
staff, volunteers, students and learners. This includes clinical and non-clinical,
registered and other practitioners, service managers, educationists, and researchers.
The population covered in the guideline is people with dementia and any family and
carers or supporters who may accompany them in a clinical imaging or radiotherapy
department.

The setting for the guideline is clinical imaging and radiotherapy departments in the
United Kingdom. The purpose of the review was to systematically employ the best
available evidence from research and expert opinion, including service users, and
subject that evidence to peer professional assessment. The guideline recommendations
are for all individuals working within the radiographic workforce, service managers,
academic institutions and the Society and College of Radiographers.
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4 Guideline objectives and questions
The primary objective of the 2015 guideline was to produce evidence-based
recommendations for best practice in radiographic services (imaging and radiotherapy)
when caring for people with dementia and their carers. This objective encompassed a
series of related questions about:
•
•
•
•
•

The workforce’s need for understanding dementia and its manifestations
Optimising staff behaviours towards people with dementia
Strategies for optimising the technical outcomes of interventions
Improving patients’ experience
Suitability of the practice environment.

This 2020 review of the guideline aimed to examine and ensure that the original
recommendations were up to date, using current evidence base, and were continuing to
model best practice.

5 Guideline review process
5.1 Core group

In April 2019 the lead professional officer, acting as the review core group leader,
assembled a core review group of six people. The officer had a dual role, having
previously been a family carer for a person living with dementia. In addition to the
officer, the five other members had experience as: a full-time carer of a person living
with dementia (previously a therapeutic radiographer); a consultant diagnostic
radiographer; an academic lecturer in end of life care; a diagnostic radiographer who
worked on the original guideline development; and a diagnostic
radiographer/safeguarding lead.

5.2 Stakeholder group

Members of the Society and College of Radiographers (approximately 30,000 members)
were informed and updated about the review work via SCoR’s monthly professional
publication, Synergy News, and the production of an online webinar presented by the
SCoR professional officer in March 2019: Caring for people with dementia in clinical
imaging and radiotherapy. Member readers of Synergy News and webinar participants
were invited to join the review stakeholder group. Webinar participants were also
invited to review and comment during the webinar and via a SCoR conference and
events coordinator, who forwarded the comments that were received for inclusion in an
action log.
The volunteer member stakeholder group for the review comprised 15 individual
members. Several of the individual volunteer members were dual experienced as both
healthcare staff and also family members and/or carers for people living with dementia,
and they naturally also brought that perspective to their feedback.
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The names of core and stakeholder group members are included in Appendix 2.
Included among the stakeholders were representatives of two dementia research
centres and a range of dementia and carer charities and organisations. After being
invited to respond, the organisations kindly agreed to offer stakeholder comments and
feedback once a draft review document had been completed in March 2020.

The 2015 practice guidelines were circulated to the core and individual members
stakeholder groups for comment between June and July 2019. Most stakeholders
responded and their comments were assimilated in an action log. An example of the
form used to record comments can be found in Appendix 3. Members of the core team
then worked on: undertaking an updated systematic review; updating the background
information to reflect current policy; and creating a toolbox of information for
practitioners in line with the SCoR professional, public and practitioner partnership
working document [21].

The SCoR professional officer presented information about dementia guidance and the
review at a SCoR patient-led study event, Patients, Public and Professional Partnerships,
at the Renaissance Manchester City Centre Hotel in October 2019, with approximately
85 delegates. Feedback was again invited via a conference and events coordinator.
Verbal feedback was also received through discussion among patients, public and
practitioners during time provided for questions and answers on the day. Key points
were noted in the action log. The stakeholder group was updated about actions to date
and the possible timeframe for a first draft to be produced in December 2019. A number
of stakeholders took the opportunity to engage further, offering helpful links to
information and suggestions about resources via email, and these were also placed on
the action log.
The core group then worked toward completion of the draft guidance update. It was
circulated for further consultation with stakeholders in March 2020. The core group, via
email, reviewed the stakeholders’ comments. Amendments were then made in line with
available evidence and a final consensus was reached. At that point, two academic
members of SCoR plus an academic music therapist with specialist experience in
dementia, and a family carer for a person with dementia were invited to review the
updated guidelines in April 2020. An example form used to record comments can be
found in Appendix 4.

5.3 Funding arrangements

No external funding was sought to assist with guideline development. A clinical
research radiographer and a consultant practitioner from the core group were each
paid £250 to conduct a literature search, perform a quality score, and assimilate the
literature review. All other core and stakeholder group members gave their time and
expertise voluntarily. The SCoR professional officer was a member of staff in a full-time
role, spending time on the review as SCoR resources allowed.
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5.4 Conflicts of interest
The SCoR policy and procedure for managing conflicts of interest during the guideline
review process was adhered to [28]. All individual members of the core and stakeholder
member groups signed a conflicts of interest declaration form. No conflicts of interest
were declared. The processes for review ensured that the views and interests of the
Society of Radiographers have not unduly influenced the recommendations.

5.5 SCoR approval process

The Society of Radiographers (SoR), as the professional body for the radiographic
workforce, gives professional leadership and guides and supports professional
development in the interests of patients and high quality health and care services. SoR
sponsors the development of practice guidelines. A SCoR professional officer was a
member of the core group. The final draft of the practice guideline review was
submitted for the approval of the UK Council of the SoR in April 2020.

6 Guideline review methods
6.1 Literature search
The 2019 review included an initial search of the databases Medline, CINAHL, EMBASE
and AMED and a focused electronic search of relevant journals. The original document
had previously employed literature searches with the PICO (Patient/Population,
Intervention, Comparison, Outcome) framework [29]. Comparable with that search in
2013, the majority of studies and publications that were included in the 2019 review
did not include either a direct intervention or a comparison approach. Therefore, it was
decided to adapt the PICO framework for this context, in line with the previous
literature search, [29]. The adaptation of PICO framework was in order to define the
search parameters more accurately. The adapted search strategy is outlined below with
the search terms used:
Disease/condition
Alzheimer’s
Dementia

Focus
Patient care
Professional-patient
relations
Person-centred care
dignity
Communication
Quality of care

Setting/staff group
Radiography
Radiographer

Radiotherapy
Radiotherapist
Radiology
Acute hospital

The operator OR was used to combine terms within a column and then the operator
AND was used to combine all searches between the 3 columns.
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Searches returned the following numbers in each database:
Medline: 47
CINAHL: 5
EMBASE: 20
AMED: 2
Total articles found in searches = 74

The following limitations were applied:
·
English language
·
Published between 2013-2019

In addition to the inclusion and exclusion criteria, conference abstracts were excluded,
as were studies conducted in community settings. Duplicates were then removed.
The result was an initial 41 articles. The articles were supplemented by follow-up
references and searches of the ‘grey literature’ to include current guidance around
caring for people with dementia.

6.2 Methodology

The focus of this review was to inform clinical imaging and radiotherapy practice; it was
evident that care for a person with dementia has been the focus of extensive
philosophical, ethical and legal debate. The core group was therefore mindful that a
range of evidence should be considered when attempting to review the guidance. The
scope of the review was restricted in that it only included initial sources published in
the English language between the years 2013 and 2019. An adult population (over 18
years of age) was the main focus due to the nature of dementias. Many of the key
principles for patient-centred care that are included in the guidance will be applicable
to all patient groups.
All appropriate full-text articles and documentation underwent assessment for quality
using the Grading of Recommendations Assessment, Development and Evaluation
(GRADE) system [30]. This approach did have to be adapted for literature sources that
did not contain an intervention, but it was still possible to assign a quality rating to each
source of evidence. The grading score assigned to the studies was weak. Accordingly,
the development of recommendations required debate and the involvement of many
stakeholders [31]. However, it was, and still is, important to recognise that different
choices and approaches to care will be appropriate for different people with dementia –
each individual person, together with any carers or supporters, must be enabled to
decide upon a management decision consistent with the person with dementia’s own
values and preferences [31].

6.3 Literature review

A flowchart indicating the number of sources identified and the final number of sources
included is shown in Figure 1. The final number of articles selected for inclusion was 44.
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Information about the constitution of the research study methodology/methods, the
sample populations and the study settings are provided in the subsections 6.1.1 to 6.1.3
below.
Figure 1: Number of sources

N=74
N=41
N=3

N=44

• Articles identifed by database search
• Records after duplicates removed and screening of abstracts
• Items from alternative sources
• Full text items assessed for eligibility and included in review

6.3.1 Methods used in the studies
Systematic review, reference numbers [32–35]

Semi-structured interviews, reference numbers [36–47]

A single retrospective case study, reference number [48]
A single prospective case study, reference number [49]

Ethnography including observations of practice, reference numbers [38, 50, 51]
[39, 44, 47, 52–55]
A series of case study reports, reference numbers [56, 57] and case reports
combined with observational dementia care mapping, reference number [55]
A focused ethnography with conversational analysis of patient–professional
interactions, reference number [58]
Focus groups with staff, reference numbers [37] [59, 60]

A cycle of action research, reference numbers [46, 61, 62]

15

Focus groups with carers, reference number [63]

A satisfaction survey with patients with dementia and/or carers, reference
number [55]

International literature review with meta-synthesis, reference numbers [23, 64–
68]
6.3.2 Sample populations
A single person with dementia undergoing treatment in radiotherapy, reference
number [49]
Non-registered staff e.g. cleaners and porters, reference number [36]

Staff delivering care to people with dementia, reference numbers [41–43, 46, 47,
50, 53, 60–62, 69]
Family carers of people treated in an acute hospital, reference numbers [40, 41,
44, 45, 51, 53, 63, 70]

Family carers of people being treated with radiotherapy, reference number [47,
71]
People with dementia, reference numbers [39, 42, 44, 47, 52–54, 71]

6.3.3 Study settings
Acute hospital wards in the UK, reference numbers [33, 36, 38, 39, 44–46, 48, 53,
55–58, 61, 62, 67, 70], Japan, reference [69], Finland, reference [40], America,
reference [41], Denmark, reference [52], Austria and Germany, reference [60],
Malta, reference [54], and Singapore, reference [72].
A UK department of radiotherapy, reference number [47, 49]

An Australian department of clinical imaging, reference number [37]

UK regional cancer treatment centres, reference numbers [42, 47, 71]
A Canadian emergency department, reference number [63]
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6.4 Description of how recommendations were developed
The core group considered the new evidence in relation to the original
recommendations. Consequently, the original recommendations were used as a
foundation to update guidance, using the new evidence sources. Feedback and further
recommendations were sought from stakeholders. The approach was in keeping with
SCoR guidance [28]. The development of recommendations required debate and the
involvement of many stakeholders [31]. However, it was, and still is, important to
recognise that different choices and approaches to care will be appropriate for different
people with dementia – each individual person, together with any carers or supporters,
must be enabled to decide upon a management decision consistent with the person with
dementia’s own values and preferences [31].

6.5 Main review of evidence

The following review document is one which summarises the 44 sources of evidence
that were identified via the systematic literature review. It highlights the key issues that
informed the core group in the updating process.

6.6 Summary and critique of articles

Data extraction tables along with summary and critique for each of the 44 literature
review articles can be found in Appendix 5. The appendix lists the articles in
alphabetical order.

6.7 Themes identified

Core group members identified and agreed by e-mail consensus that six themes were
present across the literature that were pertinent for the care of people with dementia in
clinical imaging and radiotherapy departments. An additional theme, highlighted by
expert stakeholders, was that of the identification of dementia. Four stakeholders
highlighted that the identification of people with dementia is crucially important,
commenting that many hospital departments, including imaging and radiotherapy
departments, do not have a means of identifying people with dementia. This was a key
point because in order to tailor any of the recommendations in the guideline for a
person with dementia, staff must know that a person has a diagnosis.

The themes were used to develop a summary Word document (Appendix 6) and an
infographic (Appendix 7) for the dissemination of information. The themes are
presented below in figure 2:
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Communication

Deficiencies in person-centred care

Need for role-specific, tailored training (clinical
and non-clinical staff)
Dementia-friendly environment
Time and resource pressures

Optimisation of patient and carer experience
Figure 2 Summary Themes

Identification of people with dementia

7 Limitations of the guidelines
In 2017, the authors of a study of dementia care stated that the evidence base around
dementia-friendly interventions was in early development [23]. The authors of a
systematic review also undertaken in 2017 remarked that the majority of papers in an
exploration of approaches to dementia training were low or medium quality, impacting
on generalisability [35]. Similarly, the quality of the papers included in this 2019/2020
SCoR review was graded as weak. The core review team agreed that the quality rating
would not affect whether studies were included. The original guidance development
team had also taken that same approach. Although receiving a weak GRADE score [31],
one strength of the recommendations contained within this guideline was the apparent
strong level of agreement between all sources with respect to the key areas of care.
A further limitation of the evidence that informed these guidelines was that few were
situated specifically in radiography practice settings. However, the guideline
development core group felt that the similarities with other settings in the acute
hospital were sufficient to allow for the application of this evidence within clinical
imaging and therapeutic radiography.

The review confirmed that key areas from the original guidelines were still pertinent,
albeit that significant challenges still arise with respect to: the breadth of research
methods adopted; the evaluation of dementia care models used in acute settings; the
methods of data analysis; and stratification of results for the multiple confounding
patient and clinical imaging examination and radiotherapy treatment-related variables.
All of which can have significant impact on the risk of bias and hence the reliability of
the results being presented.
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8 Background
It is estimated that there are currently over 850,000 people with dementia in the UK
[73]. Also that a quarter of hospital beds are occupied by people living with dementia
over the age of 65 years old [73]. Therefore, a large proportion of people with dementia
use the services of imaging and radiotherapy departments across the UK on a daily
basis.

Dementia is an umbrella term generally used to refer to diseases resulting from a range
of over 100 conditions, with approximately 200 associated subtypes. All of the
conditions result in a situation where the person with dementia’s brain function will
decline progressively over time. Dementia is defined as a disease that is always
progressive over time, it affects more than one aspect of thinking (for example, memory,
language, behaviour, visual processing, hallucinations), and it affects everyday life.
There is sometimes overlap of symptoms, for example between depression, delirium
and dementia, which can lead to delayed diagnosis. NICE guidance and quality
standards for dementia outline and aim to address discrepancies [16, 74].

The most common type of dementia is a result of Alzheimer's disease, which tends to be
a problem that starts with memory. About 50–60% of people have Alzheimer's disease
in terms of the whole group of people with dementia. The second of the most common
types of dementia, vascular dementia or vascular cognitive impairment, can be a result
of a person’s problems with blood supply (vascular). A third type, dementia with Lewy
bodies, can present in a similar manner to Parkinson's disease, but tends to start with
dementia rather than starting with the changes and/or slowing of movement associated
with Parkinson's disease. Fourth is frontotemporal dementia, which affects behaviour
and language, generally in a younger age group (under 65).

Young onset dementia is defined as affecting people before the age of 65 years old.
Approximately 40,000 people per year are diagnosed with young onset dementia [73].
Together, the four most common types of dementia account for somewhere around
95% of all causes of dementia. The remaining 5% causes of dementia are all relatively
rare in comparison but all cause progressive changes in thinking and behaviour. The
symptoms of dementia are multiple and varied. For example, the symptoms of
behavioural variant frontal-temporal dementia, also referred to as Pick’s disease,
include: changes in a person’s motivation; the development of inappropriate social
behaviours; developing obsessive compulsive traits; a loss of empathy; and change in
appetite e.g. an increasingly ‘sweet tooth’ or overeating.

Dementia is not an inevitable process of ageing. Indeed, some types of dementia are
possibly preventable, for example with lifestyle modification prior to onset of symptoms
[75]. Offering advice to the general public that aims to prevent some dementias is
important, but at the same time, care must be taken not to stigmatise or blame people
who find that they are living with dementia.
The terminology and language used when discussing dementia is important; for
example, the author of a dementia diary tells us that he prefers to be asked “have you
any problems with your memory?” as opposed to enquiries about ‘suffering from
dementia’ [76]. The Dementia Engagement and Empowerment Project (DEEP) network
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offers advice about the language that people with dementia prefer to be used [77]. A
point of patient-centred care is to adapt and use the language that is acceptable for each
individual person.
Each individual experience for a person can depend on the type or cause of their
dementia, the stage of the illness, the person’s own personality and, importantly, the
way others interact with the person. Two review stakeholders noted that
neuropsychiatric symptoms, such as anxiety, along with cognitive impairments can play
a role in how distressing a person may find imaging and radiotherapy departments, for
example, being prepared for a scan and the actual procedure itself.

People at later stages of dementia may benefit from some of the same environmental
adaptations that people with posterior cortical atrophy (PCA) dementia (which causes
particular problems with vision) find useful [78], such as ensuring there is good lighting
and good colour contrast for objects that need to be perceived clearly. Common
examples of visual disturbance in dementia can result in a person perceiving puddles or
black mats to be spaces or holes in the ground and trying to step around them. Advice
about caring for people with dementia tends to also include providing clear signage
with pictorial symbols at eye height, a calm waiting area with provision of activities e.g.
dominoes, Connect 4 etc., and clearly differentiated water stations for hydration.
Knowledge of the type of dementia that a person has can be used to tailor interactions,
avoid procedural delays, and try to avoid causing distress to that person. For example, a
person with visuospatial difficulties might find it difficult to follow instructions of ‘up’
and ‘down’ or ‘left’ and ‘right’. This does not only apply to ‘left’ and ‘right’ in terms of
space but also to body segments, for example, ‘can you move your left foot?’ A person
may also find it difficult to find or recognise an examination table/bed, to get up the
steps to an examination table or to walk through doors. Members of staff can ask if the
person would find it helpful to be guided, or alternatively, where verbal directions are
not useful, simply ask the person if they are happy to follow the lead of the staff
member.
Expert stakeholders noted that staff should reassure patients that staff are able to see
them and to communicate with them during examinations and treatment, especially in
areas with separate scan rooms (e.g. CT, MRI and Radiotherapy). People with dementia
might also find it difficult to keep track of time while in a scanner and should be
communicated with throughout a procedure by a staff member or carer, for example, to
inform them of how much time is left until the end of a scan sequence.

It is important to tailor care according to the form of dementia the patient has and their
personal needs. The staff who will be caring for a person with dementia ideally should
be informed about the person’s diagnosis, form and stage of dementia beforehand, to
allow adequate preparation and adaptations of care. Signposting toward further advice
about adaptations of care will be included in the toolbox linked to this review document
(Appendix 8). University College London (UCL) provide access to a free four-week
course that introduces useful information about the experiences of people with the
‘many faces of dementia’. The UCL Dementia Research Centre’s Rare Dementia Support
service website is also useful for further information.
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9 Guideline recommendations
9.1 The practice environment – acknowledging the need for special
provision

The 2015 SCoR recommendations for this domain were:
The environment in the department should be adjusted by removing excess
stimuli and ensuring that it is calm and well organised when patients with
dementia arrive for imaging or treatment.

The organisational culture of departments should be flexible and enabling, value
good practice and support person-centred care.
Departments should seek feedback from patients and carers about their
experiences and act accordingly.

Departments should liaise with people with dementia and/or their carers about
appointment times to mitigate factors that might increase stress and try to avoid
compromising their normal routines.

Departments should consider utilising forms of therapy that may provide
reassurance, such as: music, which may be brought in by the patient; or
reminiscence, inviting patients and carers to bring items such as photographs to
be discussed prior to examination or treatment.
Departments should investigate the use of dementia identifiers, such as forgetme-nots, blue wrist bands or butterflies, for inpatients (and outpatients where
possible).
More time should be allowed to perform procedures since this can reduce the
need for restraint.
Departments should create the role of dementia champion, supported by
appropriate training.
Departments should consider using appropriately trained volunteers as
advocates for people with dementia.

Departments should offer support for staff (professional supervision) in
recognition of the emotional burden associated with providing dementia-related
care.
The organisation’s management information system (MIS) should support all
staff to be fully informed of the patient’s diagnosis.
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The 2019/20 literature review provided the following evidence.
9.1.1 Acute hospital settings

Across a range of acute hospital settings, there can be issues with regards to identifying
that a person has dementia [47]. Six expert stakeholders raised this as an issue. Four
suggested that there should be a question on imaging and radiotherapy referral forms
or initial assessment forms, which should include a request for information about type
of dementia and cognition. A study recommended that there must be clear
communication of dementia diagnosis in healthcare records and mechanisms for
referral on to the person’s general practitioner to follow up in cases of potential
undiagnosed memory problems [47]. That study also highlighted a lack of identification
of dementia in oncology/radiotherapy services in England and noted that around a
quarter of inpatients with dementia do not have a dementia diagnosis recorded at all;
this figure was lower for people from Black, Asian and Minority Ethnic backgrounds and
also single people, and authors felt accurate records were likely to be lower still for
outpatients [47].
A study author provided background that described hospital settings that were busy,
confusing places in which care was based on assessing, treating and discharging people
as quickly and efficiently as possible [62]. Accordingly, people with dementia and carers
can find a hospital to be a stressful environment [63]. The reasons for people with
dementia visiting an emergency department, for example, can include injuries sustained
from falls, laceration, fever, pain, immobility, infections, agitation and restlessness,
dehydration, stroke, and facial paralysis. Consequently, the complexity of developing a
guideline to care for people with dementia in clinical imaging was noted to be an
intricate undertaking with multifactorial issues. It was possible to draw some
comparisons between clinical imaging, radiotherapy and an emergency department
setting that are neatly summed up by an observation from the authors of an emergency
department study:
“Patients typically do not present with complaints of dementia, a diagnosis of
dementia is not made in this setting; thus the role of dementia care is viewed as
indirect.” [41]

The authors of a systematic review also noted that acute hospitals form a significantly
different context to care homes for the delivery of dementia care training, since staff
work across a range of specialisms, most have limited dementia expertise, and patients
with dementia are usually acutely unwell during admission with another primary illness
diagnosis [35].

Institutional drivers of routines, efficiency and risk reduction can result not only in poor
care experiences for patients and carers but also emotional and physical burnout for
staff [50]. This burnout can lead to a staff focus on clinical tasks and standardisation [23,
40, 53, 54, 60]. Studies of nurses have found that, for some staff, the stability of existing
routines provided a sense of security and control [53, 60], although others did attempt
to alter routines to adjust to the needs of people with dementia [60]. The familiar
routines in hospitals largely followed the requirements of diagnostics and therapy [60].
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Breaking these routines means changing the perspective from disease-orientated to
patient-centred care [60]. A study proposed that person-centred psychosocial care
includes prioritising patient needs over tasks [72]. Just one study examined the costeffectiveness of adopting person-centred care models for people with dementias in an
acute hospital. The results showed significant cost savings and a gain in qualityadjusted life years for participants with dementia – the authors called for wider
adoption of person-centred care models of enhanced care for people with dementias in
the acute hospital setting [72].

The challenges of having the time to care, related to high workflow and adequate
staffing, were raised in a range of studies [23, 33, 41, 43, 58, 60, 69]. In one study carers
were reported to be quick to acknowledge pressures such as staff shortages and also the
needs of other acutely ill patients [45]. Carers reported concerns about a lack of
essential nursing care, harmful incidents, a decline in patient function, poor staff
communication and carers’ needs not being acknowledged [45]. Five carer participants
in a UK study described incidents in which their relative came to actual or potential
harm while in a hospital [45]. It has been suggested that potential solutions exist in a
number of approaches associated with the patient, the task, individual staff, team,
environment, organisation and institution [33].
The 2019/20 literature review highlights that with respect to acute
hospital settings:

Breaking the organisational routines and cultures of clinical imaging and
radiotherapy departments means changing the perspective from diseaseorientated to patient-centred care [60].

Person-centred psychosocial care in clinical imaging and radiotherapy
departments means prioritising each patient’s needs over clinical tasks [72].

Potential solutions to the challenges of having the time to care and enough staff
should be explored by clinical imaging and radiotherapy teams, taking into
account the needs of individual patients, the tasks involved, individual staff skills,
the team, environment, organisation and institution [2].
9.1.2 Tempering the effects of hospital admission for people with dementia
A range of studies suggest that overall there are usually negative effects on people with
dementia that result from hospitalisation, primarily because of a tension resulting from
both the prioritisation of safety and acute medical care for existing comorbidities, which
is complicated by insufficient understanding of what constitutes person-centred care in
an acute care context [39, 53, 54, 60, 62, 67, 79]. There has also been a lack of the
requisite knowledge and skills set in healthcare practitioners [33, 39, 45, 55, 67, 69, 80].
An ethnographic study reported that routinised cultures in healthcare triggered
resistance, rejection or refusal of care from people with dementia when there was a
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focus on essential planned care over patient need or mood [41]. The patient’s needs for
social contact and self-esteem (such as dignity and respect) were often ignored and this
led to patients feeling devalued [54]. Hospital staff have to be more aware of the holistic
needs of patients with dementia in acute settings and the way that care is delivered in
order to make up for these unmet needs, thus facilitating person-centred care [54].

A number of authors provide a range of practical examples in which hospital procedures
and practices were confusing for people living with dementia [48, 57, 66]. One study
refers to the technological focus of modern hospital care [33]. It has also been suggested
that in clinical imaging, technology affected the effective interpersonal care of patients
with dementia [43]. Specific to clinical imaging, a study found that disrespected
personhood, poor communication, limited staff knowledge of dementia, inappropriate
time management, negative stereotypes, overly stimulating physical environments and
the exclusion of carers from treatment and care procedures were all related to negative
experiences [37].
More positive encounters in clinical imaging were associated with: patient-centred care;
good communication; high levels of education of staff; inclusive relationships with
carers; and effective time management [37]. Overall, radiography department protocols
contributed to negative experiences, cited as lack of preparation, lack of dementia
protocols, and the use of restraints [37]. Another study confirmed a negative view of
restraint, a factor that hindered good care of an older person with dementia, and
relatives felt that use of restraints violated patients’ dignity [40]. A study advocated a
‘no physical restraints’ policy [72] but did not consider the effects of verbal restraint.
People with dementia have highlighted the negative effects of the use of verbal restraint,
typically in the form of nurses forbidding a person to get up and move about. Restraint
was considered to be a common source of patient–staff conflicts [40, 44]. The main
conclusion of the study set in clinical imaging was that patient care for people with
dementia needed improvement: 1) radiographers need training about dementia; 2)
imaging services should improve their procedures and physical environments; and 3)
staff should work in greater partnership with carers [37].
Patients with dementia can experience a series of circumstances and factors that result
in adverse events, including geriatric syndromes that can lead to a downward cascade
of interacting problems, resulting in further dependence that can also lead to serious
carer strain and dissatisfaction [33]. Delirium (sudden deterioration in mental
functioning caused by acute illness, injury or drug intoxication) has links to unfamiliar
surroundings, pain, dehydration, constipation and infection. For the recognition and
management of delirium an action research group developed a flowchart [61]. The
authors posit that training delivered in a clinical setting may be more feasible and have
greater potential to enhance practice [61].

One author described the phenomenon of cascade iatrogenesis, whereby a seemingly
simple error such as misplacing a person with dementia’s glasses [48] ultimately results
in poorer care for patients. Another study also highlights the importance of locating
missing items such as reading glasses or appropriate footwear [53]. They provide an
example where, left without the correct glasses, “Ann was unable to perceive items
accurately and this impacted on her recovery period” [53]. Carers have also reported
concerns about lost property; dentures, spectacles and slippers were lost, which
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affected patients’ ability to eat and mobilise safely – such incidents were directly linked
with ward moves, and left participants with the impression that their relative was not
being cared for adequately [45]. Stakeholders report the use of a securely located locker
at the Wellcome Centre for Integrative Neuroimaging in Oxford. The locker ‘key’ is a
hole-punched piece of laminated card with an elastic band attached. This reduces
anxiety for some people, who can put the key around their wrist and go into the MRI
scanner with it on (for safety in an MRI environment, anyone entering an MRI scan
room must be free of metallic objects); the person doesn’t have to remember a key or
combination.

Changing transitions are particularly difficult for people with dementia [63]. In
particular, ward moves can be disruptive and confusing, especially if they take place out
of hours [57, 68]. Arguably, the move to visit a clinical imaging or radiotherapy
department can be an equally confusing transition for some people. It is also suggested
that for people who come into clinical imaging and radiotherapy departments from
home, there is a need to liaise with transport locally to allow carers to travel on
transport services [8]. On arrival, hospital departments should consider the possibility
of providing an observed waiting area [57]. In practical terms this could include trained
volunteers to accompany people with dementia, for example to meet and reassure a
person and their family and/or carers on arrival and possibly offer a front door greeting
service for people while carers park their car or when a person is dropped off by
ambulance transport. Observations suggested that once inside a hospital patients found
that being in a changing cubicle was a negative experience, as they were isolated from
other patients and company [53]. Ward staff, relatives and the patients themselves
commented on the positive nature of being in an area with other patients. In one study,
a person with dementia, Betty, commented:
“It’s nice to see other people and what they are doing.” [53]

The boredom expressed by patients often translated into feelings of entrapment. Both
staff and relatives suggested that a way to improve the hospital experience would be to
enable patients with cognitive impairment to take part in some form of meaningful
activity [53]. It has been suggested that people with dementia benefit from a choice of
music (or no music) while waiting for and undergoing treatment [26, 27, 49, 72, 81].
The SCoR has championed the work of the charity Playlist for Life, encouraging clinical
imaging and radiotherapy departments to invite people with dementia to bring music
with them or to provide the use of music equipment for people in waiting areas [26, 27].

A US study adds the suggestion of re-purposing ‘sitters’ to ‘elder life specialists’. Sitters
accompanied people on the American wards, similar to UK practices of providing
constant observation for a person (or ‘specialling’), but they were underused as a
resource to actually engage with patients (e.g. they were observed using their mobile
phones and not interacting with patients). The authors suggested that ‘elder life
specialists’ could be trained to tailor their approach to the needs of patients and people
with dementia, including engaging activities, room modifications, and enhancing safety
[41]. UK studies reported that dementia specialist roles had little organisational impact
[39, 70]. In contrast with the American study, UK dementia specialists tended to work at
a strategic organisational level rather than on a one-to-one basis with patients.
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During visits to hospitals, a study noted that patients were typically slower than the
general population and needed longer periods of time for their care [50, 71], or
examinations needed to be slowed down [42]. Clinical imaging and radiotherapy
departments should offer longer appointment times to people with dementia [47, 66].
When people with dementia make repeat visits to clinical imaging or radiotherapy
departments then it will be helpful to have familiar staff, especially for radiotherapy [47,
49].
The 2019/20 literature review highlights that with respect to tempering
the effects of hospital admission for people with dementia:
Staff must be aware of the holistic needs of patients with dementia in acute
settings and the way care is or could be delivered in order to effectively facilitate
person-centred care [54].
Positive encounters in clinical imaging and radiotherapy require patient-centred
care; good communication; high levels of education of staff; inclusive
relationships with carers; and effective time management [37].

In addition to a ‘no physical restraints’ policy practitioners should also pay
regard to the negative effects that verbal restraints can have upon the well-being
of people living with dementia [40, 44, 72].
Particular attention should be paid to ensuring that no person who visits a
clinical imaging or radiotherapy department loses their property, for example,
spectacles, hearing aids, walking aids, jewellery, slippers etc. [45, 48, 53].
There is a need to liaise with local patient transport services to allow carers to
travel on transport services where that is not currently happening [8, 47].

Clinical services should inform people living with dementia and their families
that it is possible to liaise with transport services and arrange transport for
carers if required (so they know they can ask for this). There is also a need to
ensure staff are aware this is an option and for staff to ensure they inform
patient transport when an escort is required (to ensure their transport budget
can be used for this purpose)[47].
Explore the possibility of having trained volunteers to accompany people with
dementia, for example to meet and reassure a person and their family and/or
carers on arrival and possibly offer a front door greeting service for people while
carers park their car, or when a person is dropped off by ambulance transport
[47].
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When offering appointments, clinical imaging and radiotherapy departments
should invite people with dementia to bring music or to provide the use of music
equipment for people in waiting areas [26, 27].
Clinical imaging and radiotherapy departments should offer longer appointment
times to people with dementia [47, 66].
When people with dementia make repeat visits to clinical imaging or
radiotherapy departments then it will be helpful to have the consistency of
familiar staff and routines for people with dementia and their carers[47, 49].
9.1.3 Studies of the intersections of cancer and dementia
Because of the nature of their work, clinical imaging and radiotherapy staff routinely
work in partnership with patients who are either undergoing routine screening,
symptomatic investigation for cancer, or have a diagnosis of cancer. Post treatments,
some patients with cancer and dementia also have surveillance imaging. A person with
dementia may bring an intersection of the two conditions, dementia and cancer, which
requires adjustments to their care in clinical imaging and radiotherapy departments
[34, 42, 71]. One 2016 study concluded that further work was needed to establish
practice guidelines for the management of cancer in people with dementia [34]. This is
important because a recent analysis of UK primary care data found that 7.5% of people
with cancer and aged over 75 had a diagnosis of dementia [47].

Authors noted that different rather than more cancer treatment might be appropriate
for people with dementia, for example, by considering lower dose treatment for those
with greater cognitive impairment [34]. The authors of that 2016 study found only
cohort/survey research with no qualitative research exploring the experiences of
people with dementia receiving cancer treatment [34]. However, studies in the years
after that finding have included the experiences of people with cancer and dementia
[42, 47, 71]. The authors of a 2020 paper, which included observations in a
radiotherapy department and interviews with therapeutic radiographers,
recommended that there should be: a) improved identification (during assessment and
consultation) and documentation of dementia in clinical records; b) provision of
training and tools for staff to support person-centred dementia care; c) support for
people to attend hospital for cancer treatment and care e.g. through appointment
flexibility, consistency in staffing and consideration of transport and travel issues; d) a
supportive physical environment; e) support for treatment decision making; and f)
inclusion and support for families [47].
The 2019/20 literature review highlights that with respect to studies of the
intersections of cancer and dementia:
A study provides evidence that there should be:
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a) Improved identification (during assessment and consultation) and
documentation of dementia in clinical records
b) Provision of training and tools for staff to support person-centred
dementia care
c) Support for people to attend hospital for cancer treatment and care e.g.
through appointment flexibility, consistency in staffing and consideration
of transport and travel issues
d) A supportive physical environment
e) Support for treatment decision making
f) Inclusion and support for families [47].
9.1.4 Environmental design
There is a specific need to improve environmental design to benefit people with
dementia [30]. There has been a lack of dementia-friendly spaces [55]. In particular, The
King’s Fund programme Enhancing the Healing Environment: Environments of care for
people with dementia [82] and the University of Stirling Dementia Services
Development Centre’s Virtual Environments [57, 83] provide information and practical
strategies for making environments more supportive for people, including, for example:
• Positioning large clocks on walls, displaying time and date information to help
with orientation
• Ensuring that there is clear and pictorial signage
• Providing an unambiguous, secure and safe waiting/observation area for people
with dementia
• Painting contrasting colours on door frames and providing toilet seats in a colour
that contrasts with surroundings
• Ensuring that there is bright lighting
• Removing dark mats, which appear to be holes to people with visual disturbance
• Providing an area with reduced noise and a calm environment
• Providing opportunities and areas for purposeful activity during waiting times.
It should be noted however that the environment should be tailored to the needs of the
person with dementia. For example, a person with posterior cortical atrophy (PCA)
dementia may find bright lights distressing or find it difficult to tolerate a bright glare.

The King's Fund environmental assessment tools provide further information.
The King’s Fund [82] recommends a system‐wide multiple initiative approach to
improving the environment, which includes changes to the physical environment,
tailored dementia training, and engagement with local dementia groups [64]. One paper
makes the point that the use of experts alone could potentially concentrate
responsibility for dementia care in a small staff group rather than create a culture
where all staff are responsible [23]. People with dementia, carers and local dementia
groups must always be partners in the development of care and environments in clinical
imaging and radiotherapy departments [21].
The 2019/20 literature review highlights that with respect to
environmental design:
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The King’s Fund Enhancing the Healing Environment: Environments of care for
people with dementia [82] and University of Stirling’s Dementia Services
Development Centre Virtual Environments [57, 83] provide example information
and practical strategies for making environments more supportive for people
with dementia.
People with dementia, carers and local dementia groups must always be
partners in the development of care and environments in clinical imaging and
radiotherapy departments [21].
9.1.5 Consent to clinical imaging and radiotherapy procedures
NHS England [84] offers four points for clinical practice that reiterate the principles of
the mental capacity legislations that apply across the UK:
•

•

•

•

Begin each meeting with a patient by thinking that they can make their own
decision.
Give each person both the time and support that they need to make their own
decision about consent to treatment (diagnostic and therapeutic examinations
and procedures).
If you or someone else does not agree with the patient’s decision you cannot
decide that the patient is incapable of making that decision. A person is not to be
deemed incapable to consent because of an unwise decision.
When a patient cannot make a decision, then they will need help from someone
to make it in the best way for them. A decision must be the least restrictive
option that does not limit the person’s rights of freedom more than necessary. It
may be necessary to delay procedures that are not emergencies in cases where
there are any concerns.

Consent should be ‘in the moment’, monitored and discussed with the person with
dementia. Signals to stop ongoing consent to treatment can be rehearsed – professionals
must maintain assessment for ongoing consent or potential distress [54, 55] and must
always respect stop signs [49]. Some people with dementia may find it difficult to
maintain physical positioning or to stay still for the amount of time required for some
types of imaging.

A study in the UK [26] provided a succinct overview of the consent process in relation to
the Mental Capacity Act 2005. The same study included an instance of fluctuating capacity
for a person living with dementia:
“Originally a family member acted as a consultee but later Dorothy gained
capacity and consented for herself. Dorothy was aware that she was in hospital.”
[53]

Advice for practitioners is to recontextualise words and experiences so that people with
dementia can hold onto and make sense of them; for example, the hospital was the “big
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white house” for one person – this was described as one aspect of making space for
creativity and inventiveness in communication strategies [71].

A main point is to remember that an ethos of all mental capacity legislation is to
empower those with impaired capacity [85]. The dynamics between carer and patient
could possibly make it difficult to establish a person with dementia’s capacity to
consent. A person’s mental capacity is both time and decision specific; capacity to
consent can fluctuate [29]. Also, a person with dementia may lack capacity in some
areas but still be able to make a decision about their procedures in clinical imaging and
radiotherapy [85].

Practically, this means ensuring that differing communication needs are considered, i.e.
interpreter services should be used, information should be written in different
languages, picture cards should be provided etc. Questions to consider when seeking
the consent of a person with dementia include: Does the person have a hearing
impairment? Does their hearing aid have working batteries? Do they need additional
time for a clearer, slower explanation of the situation? Can a family member/carer or
chaperone offer advice about the person’s preferred communication style? Does the
person have a ‘communication passport’ with details of their preferences?
Previous wishes and beliefs must still be taken into account when the person lacks
capacity; for example, if the person has claustrophobia and previously declined an MRI
scan, or if a person wears a headscarf and does not wish to remove it in the presence of
male staff [85]. Examples of ways in which people can be supported to make informed
decisions include: providing information in different, tailored formats such as pictures
and short written summaries [47]; and including families (with permission) in
consultations so they can support discussion and decision making [47].
The 2019/20 literature review highlights that with respect to consent to
clinical imaging and radiotherapy procedures:

Consent should be ‘in the moment’, monitored and discussed with the person
with dementia. Signals to stop ongoing consent to treatment can be rehearsed –
professionals must maintain assessment for ongoing consent or potential
distress [54, 55] and must always respect stop signs [49].

A main point is to remember that an ethos of all mental capacity legislation is to
empower those with impaired capacity [85]. A person’s mental capacity is both
time and decision specific; capacity to consent can fluctuate [29].

A person with dementia may lack capacity in some areas but still be able to make
a decision about their procedures in clinical imaging and radiotherapy [85].

Previous wishes and beliefs must still be taken into account when the person
lacks capacity; for example, if the person has claustrophobia and previously
declined an MRI scan, or if a person wears a headscarf and does not wish to
remove it in the presence of male staff [85].
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9.1.6 Models of care for people with dementia who visit clinical imaging and radiotherapy
departments
Patients with dementia have indicated their appreciation of the work of the health
professionals who cared for them and expressed their desire to be more fully engaged
in their care decision-making [52]. Centred around reducing anxiety and increasing
relaxation and support, a study concluded that each individual patient requires a
personalised package of care, regardless of disease or cognitive status [49]. There was
evidence of cultural differences in approaches to care among the international studies;
for example, when a person living with dementia was admitted with agitation on a US
adult psychiatry unit, staff viewed their role as modifying behavioural symptoms with
medications. That approach was not advocated in the UK, where dementia action
groups [41] and the National Institute for Health and Care Excellence (NICE) dementia
guidance and quality standards for dementia [16, 74] advise that before starting nonpharmacological or pharmacological treatment for distress in people living with
dementia, staff should conduct a structured assessment to explore possible reasons for
their distress, and check for and address clinical or environmental causes (for example,
pain, delirium or inappropriate care) [74].

A 2016 study reported that although person-centred care was the underpinning ethos
for dementia care in many countries, there was limited evidence about the most
effective approaches to supporting acute hospital staff to deliver more person-centred
care [80]. A 2018 literature review provided information about a person-centred care
model that was translated into four key elements known as the VIPS framework [65]: 1)
Valuing people with dementia and those who care for them; 2) Treating people as
individuals; 3) Looking at the world from the perspective of the person with dementia;
and 4) Fostering a positive social environment. A literature review and study with semistructured interviews with people with dementia raised awareness of a ‘triangle of care’
model that could help to mitigate concerns and anxieties about ensuring equal
partnership between the person with dementia, the healthcare practitioner and the
person’s family, friends and informal carers [69, 71]. A resultant ‘triadic consultation’
between the person living with dementia, the healthcare practitioner and the family
carer should be considered the norm [71].
There should be skilled staff who are informed and have enough time to care, in line
with the SPACE principles [56]. There should be enough time for welcomes and
goodbyes from teams [49]. In addition to Skilled staff, the other SPACE principles are:
partnership working with carers; assessment and early identification of dementia; care
plans that are person-centred and individualised; and environments that are dementia
friendly.

There was evidence of a lack of consensus when employing practical aspects of models
of caring for people with dementia. For example, during a cycle of action research,
patients on a ward were identified by the use of a purple folder replacing a black folder
at the end of their bed – the authors note that Alzheimer’s Society has deemed purple to
be the international colour representing dementia [61]. This was not recognised in
another setting where staff instead used a red wrist band to identify people with
dementia [57]. Another common discrepancy was an apparent lack of consensus about
how to share information – for example, some staff employed a ‘traffic light’
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communication sheet rather than a this is me document [61]. Alzheimer’s Society
appreciates the benefit of ‘communication passports’, and (in partnership with the
Royal College of Nursing) has produced the ‘This is me’ communication passport to
support people in an unfamiliar place. The Society and College of Radiographers also
advises members that an identification scheme and communication passport can be
used in conjunction if this is common local practice. Hospital staff should be trained to
use communication passports appropriately when available because they are designed
to enhance the person’s experience and person-centred care [86].

Alongside models of care, stakeholders were keen to raise awareness among staff about
the effects of different types of dementia. For example: a person with posterior cortical
atrophy dementia (PCA) may have visual difficulties; a person with primary progressive
aphasia (PPA) dementia will have language difficulties; a person with typical
Alzheimer’s disease (AD) will experience memory difficulties. All will require slightly
different interactions by staff, depending on the person’s needs. For example, someone
with typical AD may find it easier to position themselves on an imaging table/bed
compared to someone with PCA, but that person would require more communication
throughout the scan as they may lose their sense of time more easily (e.g. forget when
the scan started).
The 2019/20 literature review highlights that with respect to models of
care for people with dementia who visit clinical imaging and radiotherapy
departments:
Each individual patient requires a personalised package of care relevant to their
type of dementia, cognitive status and health needs [49].
Consultation between the person living with dementia, the healthcare
practitioner and the family carer should be considered the norm [71].

Practitioners should be cognisant of the need to: 1) Value people with dementia
and those who care for them; 2) Treat people as individuals; 3) Look at the world
from the perspective of the person with dementia; and 4) Foster a positive social
environment [35].
An identification scheme and communication passport can be used in
conjunction if this is common local practice. Hospital staff should be trained to
use communication passports appropriately when available because they are
designed to enhance the person’s experience and person-centred care [86].

Stakeholders note that communication passports and ‘This is me’ documents are
typically developed with inpatient settings in mind, meaning many of the
questions (e.g. around personal care, eating and drinking preferences) are not
relevant to outpatient services such as imaging and radiotherapy. Those services
may therefore wish to consider using an adapted version of their local inpatient
passport to ensure the information they collate is relevant and usable by their
service.
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9.2 Building relationships with patients and carers to optimise the patient
and carer experience
The 2015 SCoR recommendations for this domain were:
Acknowledge that people with dementia have both physical and psychological
needs.

Provide a patient information pack that has been designed specifically for people
with dementia and their carers in advance, and involve lay people in writing it.
Encourage patients to bring music, a ‘This is me’ document or other kind of
reassuring material when attending the department.

Ensure that patients are accompanied by a familiar person, such as a nurse or
informal carer.

Work collaboratively with patients and their carers, maintaining the dignity and
autonomy of the person at all times.
Work collaboratively with other professionals in the patient’s pathway, sharing
experiences, encouraging dialogue and disseminating best practice; generally
learning from each other to share knowledge of the patient.

The 2019/20 literature review provides the following evidence.
9.2.1 Recognition of carer roles

In a study of people who were inpatients in a dedicated ward for people with dementia,
the authors posited that staff should be encouraging family members and volunteers to
provide companionship to people with dementia [72]. Authors of another study
identified the importance of the ‘need to be with’ the patient e.g. sitting holding
someone’s hand to display care [55]. Beyond merely providing companionship, families
have significant roles to play in the care of a person with dementia in hospital but one
study found that they were often excluded [79]. This finding was echoed in another
study [87], which found that, despite the many benefits of involving families of people
living with dementia in their care, their involvement was far from routine, and varied
between and within hospital wards. Importantly, the study also identified the potential
for family involvement to override the needs and wishes of people with dementia. Staff
must partner with families in a consistent way, with an approach that ensures that a
result of family involvement is not at the expense of involving the person with dementia
[87].
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A study found that to support the involvement of families of people with dementia in
oncology and radiotherapy there is a need for oncology services and staff to assess and
understand the supportive networks available (or not) to someone with dementia.
Assessment should: include relatives’ ability and willingness to undertake supportive
roles; recognise the additional stress and impact that supporting someone with
dementia alongside other comorbidities brings: offer support to the family network as
well as the patient; and consider how those who have no family or other supportive
networks can be enabled to access hospital-based appointments and treatment [88]. In
another study, it was found that when people did have family carers, they were not
passive in the face of the disruption of hospitalisation and responded by trying to
involve themselves in the care and support of their relative and by trying to work in
partnership with members of staff [51]. A US study found that family members or longterm care staff were relied on to provide information [41]. A UK study found that
supportive family carers were crucial in enabling people with cancer to access, navigate
and undergo cancer care and treatment [47].
A further study highlighted the sense of responsibility that carers feel for assisting both
the healthcare professional and the person that they are supporting. The carers
described taking on the role of ‘relayer of information’, utilising their longitudinal and
biographical knowledge of the person with dementia and their communication needs
[71]. The authors of one study concluded that listening to family carers and using the
knowledge they have of the person with dementia was probably the single most
practical recommendation to be made from their data [51, 70].

Despite that acknowledgement, disappointingly, a systematic review highlighted that in
relation to people with dementia and cancer, the role of family carers was overlooked in
studies [34]. Review findings highlighted that carers have concerns when a person with
dementia attends an acute hospital [65, 66]. Hospitalisation causes disruptions that can
result in consternation or distress for family carers [51, 67]. For some carers, feeling in
control was important. Strategies to promote control included trying to protect the
person with dementia, making judgements about the quality of care being offered and,
sometimes, taking steps to monitor the care [25]. Blaming the system and rationalising
care quality problems was another coping strategy [25].
Carers often described a perceived gap in provision of help with personal care needs,
for example with dressing/undressing, and the dignified treatment of patients [65, 79].
Some carers felt that hospital staff did not understand some people’s basic needs, for
example, for help to find a toilet or to drink [65, 66]. The authors of an ethnographic
study in the UK noted that at times relatives appeared to prioritise practical elements of
the patient’s hospital stay, such as whether the person with dementia’s clothing was
clean and they received adequate food, over the emotional and social requirements of
their cognitively impaired relatives [53]. Arguably this was akin to the task-focused
prioritisation of physical care that staff have also been shown to take [23, 40, 53, 54,
60].
9.2.2 People with dementia and carers: building relationships and caring for others

A study that explored the experiences of people with dementia found that there was
clear appreciation of the healthcare staff’s efforts to help a person [52]. During focus
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groups, carers also saw perspectives from multiple angles: the person with dementia,
the carers themselves, or other family members who might even be in disagreement
with each other [63]. People with dementia and carers were also concerned about their
fellow patients and families who were present in wards and hospital settings. One study
observed that “hospital roommates often feel uneasy or scared because of the behaviour
of patients with dementia” [69]. Another study provided evidence of carers’ concerns
for other patients and staff, with strategies to assist staff caring for people with
dementia and also other patients. There was little evidence that this was recognised by
staff, which left some carers feeling used and exhausted [51].

Family carers’ lives and experiences both inside and outside the hospital were disrupted
by the hospitalisation of their family member, attempting to gain a sense of control over
the experience, and giving a sense of control to the patient, co-patients and staff [44].
Co-patients on wards experienced disruption from sharing space with the person with
dementia and were left feeling vulnerable and sometimes afraid. They too attempted to
gain a sense of control over their situation and to give some control back in return by
attempting to help the person with dementia, their family/carer and the staff [44].

It may be necessary in some cases to offer general information to fellow patients and
families about the possible effects of dementia to enhance understanding and support.
With the progression in the UK of dementia-friendly communities, the work of dementia
action groups and initiatives such as Alzheimer’s Society’s Dementia Friends training
[18], it is probable that people generally have a greater awareness of dementia, but that
knowledge can be limited in scope. The National Institute for Health and Care
Excellence (NICE) [74] and the World Health Organization [2, 89] both suggest that
healthcare professionals should share knowledge and offer advice to people in a bid to
prevent a number of dementias. In doing so they position dementia as a public health
priority [3]. Many people with dementia are active in sharing their knowledge and
experiences and educating others. For example, the National Dementia Action Alliance
[90] has supported a project where people with dementia can now share their thoughts
and experiences via Dementia Diaries and @dementiatweets. The diarists hope “that by
opening up our lives to the public we will improve understanding of the diverse
experiences of living with dementia and how communities and services can best offer
support” [76].
Studies in the literature review also gave examples of people with dementia seeking to
support others, such as trying to support their fellow patients, offering their carer a
drink or snack, or finding their relatives a space to sit [44, 51].
The 2019/20 literature review highlights that with respect to building
relationships with patients and carers to optimise the patient and carer
experience:

Beyond merely providing companionship, families and carers have significant
roles to play in the care of a person with dementia in hospital [47, 79], including
in clinical imaging and radiotherapy departments [88].
Advice is to ensure that there is proactive planning and discussion with families
around their involvement, with clarity and information about the roles families
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can undertake, ensuring staff understand the importance of family involvement
and the department’s approach to this, and use personal knowledge from
families in practice [87].

The National Institute for Health and Care Excellence [74] and the World Health
Organization [2, 89] suggest that healthcare professionals should take some
responsibility by increasing awareness among the public, sharing knowledge and
offering advice to people in a bid to reduce a number of potentially preventable
dementias.

Many people with dementia are very active and take the lead in sharing their
own knowledge and experiences, to educate and support others, while
underlining the diverse experiences of people living with dementia. For example,
the National Dementia Action Alliance [90] supports a project where people with
dementia share their thoughts and experiences via Dementia Diaries and
@dementiatweets.

9.3 Strategies for optimising communication with people with dementia
and their carers
The 2015 SCoR recommendations for this domain were:
Liaise with carers and/or people with dementia about appointment times.

Keep the number of professional practitioners in the room to a minimum, with
one person taking the lead.
Observe and value both verbal and non-verbal communication and always
assume that some communication is possible.

Treat patients as equal partners in communication, even when communication is
limited.
Approach patients calmly, gently and in a relaxed manner.
Find out and use the patient’s preferred name.

Ensure you have the patient’s attention before giving important information.

Speak directly to the patient, even if they are unable to respond, and keep eye
contact.
Speak plainly and avoid complicated idioms of speech.
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Use short, simple sentences and a soft tone.

Ask simple questions that require a short answer, e.g. yes/no.
Allow ample response time before repeating information.
Repeat sentences using the same words.

Ensure that interactions are not ended abruptly.

Remain calm if the patient becomes agitated.

Avoid moving or walking around during conversations.
Model the desired behaviour.

The 2019/20 literature review provides the following evidence:

It is imperative that staff are equipped with good communication skills for multiple
reasons, including, for example, that communication skills are critical in preventing
unnecessary medical complications that might not only lengthen hospital stay, but also
shorten the patient’s life [48]. The personalities of staff and patients were noted to
influence care and communication in one study [43], but interestingly this recognition
was not extended to consider the personalities of carers.

With regards to miscommunication, it has been suggested that the decline in linguistic
ability associated with dementia may result in a failure to understand or pick up on
typical closing cues when a treatment or examination is finished [58]. Researchers have
identified three phenomena with recurring misunderstandings: ‘open-ended preclosings’, ‘mixed messages’ and the use of ‘non specifics and indeterminate terms’ [58].
The authors therefore offered advice to:
“specifically ask each patient if they have any questions or concerns and
reassure that person that you have the time to answer”. [58]

To reduce miscommunication and misunderstandings it has been recommended that
people with dementia should be invited to complete a ‘This is me’ booklet in order that
staff can understand the specific communication needs of each patient [48]. This should
be with the caveat that not every person living with dementia will choose to share that
information for various reasons, including, for some, the fear of stigma or
discrimination. One study’s data, however, placed the onus on healthcare staff, and
suggested that use of communications passports, dementia information leaflets,
delirium screening scales and dementia care pathways increased following training
tailored to staff groups [91].
In a focus group of carers [37], however, participants identified practical issues that
could affect the usability of communication tools that included updating information,
keeping more than one copy in different locations, and remembering to gather material
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back when a patient was being discharged. All participants indicated the need for clarity
regarding who is responsible for the document. The carers were skeptical that the
information would be used by healthcare staff, who were perceived as not having the
time, or possibly the interest, to read the information [63]. Staff appeared to agree, with
some description of barriers to implementation of communication passports [53]. It
was posited, however, that evidence in the mental health and intellectual disabilities
field shows that self-empowerment and advocacy through the use of communication
tools can improve care [36]. It was also suggested that encouraging self-empowerment
through an exchange of specific dementia information exchange could reduce ‘hospitalacquired harm’ [63].

Appropriate adjustment should be made to communication methods used in clinical
imaging and radiotherapy. It may help to rephrase a request slightly if a person does not
understand, for example use simpler words or try to explain things differently [92].
Review stakeholders also underline the importance of speaking to a person at their eye
level when they are seated, not standing over them. To aid with communication, one
study suggested developing a written contract of care with each patient [49]. It is
possible that SCoR members could feel that this may be appropriate for a radiotherapy
setting but less so for clinical imaging, which commonly is not repeated. However, the
authors of a study of professional–person with dementia interactions emphasised the
importance of context in the analysis of healthcare delivery, to avoid a ‘one size fits all’
approach [26]. Rather than the length of a procedure, it is the needs of each person that
should dictate the approach that is then taken.

A care contract could be used to prompt changes to the language used around clinical
imaging and radiotherapy, for example, to tailor communication for the person, like
remembering that the radiotherapy mask was described as a “wet towel” to enable
understanding by one patient [42]. In a study of cancer and people with dementia, a
specific adjustment to support treatment included not using written information leaflets
for some patients [42]. Having a family carer present within a radiotherapy department,
with access to CCTV and intercom to communicate with the patient, was found to have a
positive impact in a case study of one person with dementia [49]. Despite examples of
adjustments to care, authors of a UK study that included a radiotherapy department
considered that people with dementia and families could feel left “in the dark” due to
difficulties understanding, retaining and using cancer information, which affected their
informed treatment decision making. The authors posit that dementia increased the
complexity and burden of travelling to and navigating unfamiliar hospital
environments, frequent lengthy periods of waiting in hospital, and self-managing
symptoms and side effects at home [47]. Communication is an important factor to
ensure that people do not feel in the dark.
Whether a patient’s hospital experience was positive or negative was powerfully
influenced by family involvement, staff actions and communication in a UK study [53].
SCoR advocates a patient, public and practitioner partnership to improve services in
clinical imaging and radiotherapy [21]. A partnership approach is important because
the observations of researchers may not always reflect the experiences of patients and
carers. A study recommended that time and creativity are required to develop ways of
capturing feedback from patients with dementia [45]. The authors of a UK study note
that some patients were not able to comment directly on their hospital stay as a whole,

38

as they were unaware that they were in hospital or that they were receiving medical
care. However, they were able to comment on their emotional experience of the
immediate context, such as boredom with their surroundings and their immediate
responses to interactions with staff members. Emotional experience was paramount to
the patient perspective and current emotional experience was often represented by
discussing past experiences [53]. Carers have, however, voiced concerns about
involving some people in their care or feedback; for example, a carer reported concerns
about inaccurate information that a person with dementia gave to nursing staff about her
level of ability to mobilise [45]. Accordingly, it is important that clinical imaging and
radiotherapy staff work in collaboration with carers and people with dementia. It is
imperative to explore and act upon feedback, recognise everyone’s contribution and
show concern for everyone involved in the care of the person with dementia.

Organisational routines and culture affect the optimisation of communication [42, 60].
For example, studies show that the routines of wards took priority over individual
patient needs; staff had little flexibility to respond to patient needs outside of scheduled
and quantifiable work. This notion resonates with a range of radiography-based studies.
Similarly, staff discussed lack of continuity and cultures that accepted ‘not knowing’ the
patients in their care; communication was typically rhetorical, emphasising a lack of
choice for the person or staff caring for them [50]. A study outlined the importance for
the person with dementia of having an accompanying carer who they were acquainted
with, a ‘familiar face’ to mitigate the not knowing [42]. A study has concluded that there
is particular value in understanding communication tips from family members and
topics of conversation the person enjoys (information gained either from the person or
family), which can be revisited over subsequent appointments to provide a sense of
familiarity and fast-track a positive conversation [87]. The SCoR has previously
championed John’s Campaign [24], which advocates for the right of all people with
dementia to have their carers welcomed and to remain with them at all times during
visits to clinical imaging and radiotherapy departments, if they wish to do so.
The 2019/20 literature review highlights that with respect to strategies for
optimising communication with people with dementia and their carers:
It is important to “specifically ask each patient if they have any questions or
concerns and reassure that person that you have the time to answer” [58].

People with dementia should be invited to bring a ‘This is me’ communication
passport [48] when visiting clinical imaging and radiotherapy departments if
they wish to do so.

There is particular value in seeking out communication tips from family
members and topics of conversation that the person enjoys (information gained
either from the person or family). For departments where a person may have
repeat visits, the information can be revisited over subsequent appointments to
provide a sense of familiarity and fast-track a positive conversation [87].
Consider developing a written contract of care with each patient [49].
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SCoR supports the ethos of John’s Campaign [24] of the right of all people with
dementia to have their carers welcomed and to remain with them at all times
during visits to clinical imaging and radiotherapy departments, if they so wish.
Time and creativity are required to develop ways of capturing feedback from
patients with dementia [45]. SCoR advocates a patient, public and practitioner
partnership to improve services in clinical imaging and radiotherapy [21].

9.4 Understanding patients’ behaviour and adopting positive ways to
reduce distressed reactions to unmet needs
The 2015 SCoR recommendations for this domain were:
Be aware that patients’ behaviour is a form of communication and recognise that
withdrawal or passivity is a form of distressed reaction.
Patients may exhibit distressed behaviours due to pain, fatigue, hunger or other
discomfort; try to identify the cause of distressed reactions and avoid
compromising normal routine activities.
Accept that people with dementia may have their own sense of reality and that
challenging this may cause distress.

Utilise forms of therapy that may provide reassurance, such as music, which may
be brought in by the patient, or reminiscence, including inviting patients and
carers to bring items such as photographs with them to be discussed prior to
examination or treatment.
The use of restraint should be the last resort; it can present risks to the patient
(and others) and should not be used just because not enough staff are available.

Identify safe ways to facilitate walking; this can reduce agitation and assist
patient safety. Walking in a circular route can decrease agitation.

The 2019/20 literature review provides the following evidence:

In a study of the experiences of people with dementia, the feelings associated with being
a patient with dementia were expressed in multiple ways, including negative reactions
of self-blame and frustration about not having anything to do while in hospital [52]. A
number of studies posit that the behaviour and feelings of patients can also be a
response to hospital settings that are threatening and frustrating for some people with
dementia [50]. Studies pointed out the need to reconceptualise the term ‘challenging
behaviours’ to instead understand that these are cases of the unmet needs of a person
[43, 48, 66].
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Unmet needs in a diagnostic imaging study were noted to be due to lack of interpersonal
interaction, problems with lighting levels, noise, heat or unarticulated pain [43].
Patients responded to these circumstances with a range of emotions, such as passive
indifference, sadness, nervousness, fear, and occasional episodes of anger and violence
[52]. When staff were present but not really engaging when carrying out care or
procedures, situations could turn positively or negatively depending on the person [67].
If a person with dementia did take the initiative to act, their intentions could end up
being misinterpreted as disruptive behaviour; for example, this happened during
observations of ward care [52]. It is essential to understand that these behaviours can
be interpreted as attempts by the person with dementia to gain a sense of control over
the unfamiliar environment and experiences [44].

Similarly, resistance to care was conceived to be a continuum of responses from people
living with dementia to the way that care is delivered in a fast-paced and routinised
environment [50]. Hospital staff noted situations in the hospital stay that seemed
particularly difficult for patients with dementia, such as travelling to different parts of
the hospital for treatments [36]. The authors of a literature review focusing upon
training for radiotherapy students contend that it is important in the settings of
unfamiliar treatment rooms and equipment to recognise a person’s distress and to try
to listen to, understand and meet the needs of, the person with dementia [66]. A study
concurs that the hospital environment did not lend itself well to the management of
distressed behaviours, reporting that the emergency department was seen as a chaotic
place where, despite national targets for swift assessment, treatment and transfer, the
process was slow, exhausting and uncomfortable for people [51]. Clinical imaging staff
are involved in part of that process.

As fear and anxiety increased in some people with dementia, their care partners also
experienced enhanced worry and concern [37]. Carer involvement and contribution to
information sharing enabled them to share their expertise with staff, proactively raising
awareness of what may trigger agitation or distress reactions [63]. Arguably, the
authors of one study inaccurately conceived ‘falls and wandering’ to simply be
problematic behaviour, but they did recognise that people with dementia can “feel a
sense of security and calm down when spending time with their families” [69].
9.4.1 Recognising a person’s pain

People with dementia may be at risk for undetected or un(der)treated pain [40, 67].
Approximately 50% of patients with dementia regularly experience pain but may not be
able to report their pain verbally – behavioural symptoms may be a result of underlying
pain [39]. Another study discussed pain management and the difficulties that people
with dementia can have communicating their pain, concluding that the use of a cognitive
impairment pain assessment scale was useful [61]. It was noted that physical signs of
pain can include fidgeting, fist clenching or changes in eating patterns, and in the
presence of pain, reactions to other people can include pulling, pushing people away
and striking out [34]. Visual signs of pain include facial expression and speech e.g.
appearing tense, groaning or crying out [61].
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For a person with dementia, their recognition and signalling of pain therefore can be
complex and dynamic [15]. It can be associated with distress and anxiety, and context
plays a role in staff recognising that when assessing and managing pain; for example,
patients on surgical wards were expected to have, and were asked about, acute pain
[39]. In a study set in an oncology hospital, a person with dementia was able to
articulate a sense of pain and distress at undergoing personal and intimate clinical
investigations. A theme of personal and emotional pain together with feelings of
personal invasion were evident, according to the authors [71].

Healthcare staff reported using intuition, experience and their ability to build a picture
of the patient to identify whether or not a person was experiencing pain [39]. They
reported difficulty in managing pain in some cases when people with dementia can be
reluctant to take medication [40]. A further issue for clinical imaging and radiotherapy
staff is the limitation of the working environment, complexities of the law and
legislation, and in the case of all diagnostic radiographers, a lack of regulatory
enablement to independently prescribe pain medicine for a person [93].

Relaxation techniques can be used to help in the long and short term to manage anxiety,
avoid panic and support self-sufficiency to aid the person to maintain a sense of being in
control and calm [49]. Staff working in clinical imaging and radiotherapy must be
mindful to be alert to signs of pain, and provide support at all stages of the patients care
before, during and post examinations, procedures and treatments.
The 2019/20 literature review highlights that with respect to
understanding patient’s behaviour and adopting positive ways to reduce
distressed reactions to unmet needs:

Clinical imaging and radiotherapy teams must reconceptualise the term
‘challenging behaviours’ to instead understand that a behaviour may reflect the
unmet needs of a person who is trying to communicate those needs [43, 48, 66].
Unmet needs in a diagnostic imaging study were noted to be due to lack of
interpersonal interaction, and problems with lighting levels, noise, heat or
unarticulated pain [43].

It is essential to understand that distressed behaviours can be interpreted as
attempts by the person with dementia to gain a sense of control over an
unfamiliar environment and experiences [44].

Situations that seemed particularly difficult for patients with dementia included
travelling to different parts of the hospital for treatments [36].
Physical signs of pain can include fidgeting, fist clenching or changes in eating
patterns. In the presence of pain, reactions to other people can include pulling,
pushing people away and striking out [34]. Visual signs of pain include facial
expression and speech e.g. appearing tense, groaning or crying out [61].

42

Relaxation techniques can be used to help in the long and short term to manage
anxiety, avoid panic and support self-sufficiency to aid the person to maintain a
sense of being in control and calm [49].

9.5 Carer partnerships
The 2015 SCoR recommendations for this domain were:
Family members and informal carers should be involved in care and considered
assets.
Carers should be viewed as a source of expertise.

Staff should work collaboratively with patients and carers.

Staff should acknowledge that carers may also need information and reassurance
and should avoid adopting a defensive or confrontational approach to them.

The 2019/20 literature review provides the following evidence:

According to a study of junior radiographers, it was posited that carer presence during
diagnostic examinations could have a potential positive or negative effect on the person
with dementia [43]. An ethnographic study had parallels, describing the potential for
relatives to undermine patient involvement; the authors commented that there were
occasions where researchers observed relatives undermine the agency of the patient
and it is vital that in any protocol, a balance is achieved between relative involvement in
hospital care and ensuring the independence of the patient with cognitive impairment
[53].
The authors of a study set in Japan reported that nurses did seek assistance from
families but that was not forthcoming [69]. Perhaps related to culture, this did not
appear to be the case in the majority of other international studies, although the results
of an observational study set in an acute hospital ward in Denmark showed “very little
presence of visitors” during the acute admission period for people with dementia [52].
A study set in Finland found that support from close relatives was significant for the
mental and social well-being of older dementia patients during their hospital stay.
People with dementia felt insecure in their relatives’ absence, and missed them [40]. In
a study of people living with dementia and undergoing treatment for cancer, informal
carers were relied on to provide patient information, advocate for the patient and
support decision making – patients with dementia got through treatment with the help
of their family [42].

Study authors did recognise that carers could require support and care themselves [16,
45, 47, 65, 74]. Supporting a friend or relative in an acute hospital could result in people
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experiencing stressful times [47, 74]. Stakeholders for this review also commented that
the experience of supporting a person with dementia during visits to clinical imaging
and radiotherapy departments for examination and treatment could at times be
overwhelming and emotional for their carers. In one study interview, a participant
expressed how much it meant to her when a doctor recognised that and made her a cup
of tea [45]. A literature review exploring carer perspectives of care quality described
four overarching components of care that influenced carers’ experiences: patient care;
staff interactions; the carer’s own situation; and the hospital environment [35]. Staff can
support carers with time to answer questions and consultation for decision making
[49]. Literature suggested that carers needed to be informed, involved and supported in
order to promote the most positive experiences [65].
The 2019/20 literature review highlights that with respect to carer
partnerships:

Informal carers were relied on to provide patient information, advocate for
the patient and support decision making – patients with dementia got
through treatment with the help of their family [42].
Components of care that influenced carers’ experiences were: patient care;
staff interactions; the carer’s own situation; and the hospital environment
[35].
Carers needed to be informed, involved and supported in order to promote
the most positive experiences [65].
Staff can support carers with time to answer questions and consultation for
decision making [49].

9.6 Staff skills and attitudes
The 2015 SCoR recommendations for this domain were:
Consider that the lives of people with dementia are meaningful; do not assign
blame to the patient.
Challenge ‘us and them’ attitudes.

Be non-judgemental and show unconditional positive regard for patients and
their carers.
Do not lose sight of the person and avoid dehumanising behaviours.
Appreciate that you can learn from people with dementia.
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Recognise and act on patient cues regarding unmet needs and distressed
reactions.

Use the initial introduction and identity check to assess the patient’s level of
understanding.

Request consent and do not assume it in cases where express written consent is
not required.
Modify information provided to the patient to include only that which is
commensurate with informed consent and directly related to the activity and
ensuring safety.

View family members and/or informal carers as assets and involve them in care.

Have an attitude of warmth and firmness.

Employ flexible approaches and be creative.

Be a reflective practitioner, interrogating your own behaviours and attitudes
towards people with dementia.
Engage in team-based reflection.

The 2019/20 literature review provides the following evidence:

Literature suggests that staff can devalue and view people with dementia as a nuisance
or an inconvenience, not suitable for an acute hospital setting, when organisations have
a culture that focuses on safety [2]. A literature review performed in 2016 surmised that
this was probably still the majority view among many healthcare workers, although the
authors did state that this may be a simplistic representation of a complex situation
[67]. Dementia does add complexity to patient care for some people. The inability to
deliver appropriate care in acute settings was a source of stress and frustration for
nurses [79]. The approach of staff in one study was to expect resistance to care from
people with dementia – resistance was both routine and anticipated and staff placed a
high value on achieving efficiency and reducing perceived risks to patients [50].

Hospital cultures require wider system review to mitigate against the stigmatisation of
patients with dementia and the resulting stresses for staff, patients and carers [33, 79].
It was reported that staff do experience moral distress and burnout in response to
institutional barriers limiting care quality. A study raised the issue of underlying
societal negative attitudes towards older people, particularly those with dementia,
commenting about the ‘infantilisation’ of people with dementia [33]. Staff working in
acute hospitals recognised that they had a lack of knowledge, skills and confidence
when caring for people with dementia [80]. Ancillary staff felt that caring attitudes and
behaviours in their encounters with patients with dementia were important but
challenging to put into practice [36]. A conclusion was that while staff training is
championed as a solution to improved care for people living with dementia in the form
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of improved staff skills, the underlying barriers are largely due to cultural attitudes and
organisational issues rather than lack of training (although study authors conceded that
training also helps to improve care). Institutional drivers of routines, efficiency and risk
reduction were again highlighted as barriers to person-centred care [50].
Studies have identified that staff experienced a core problem when caring for people
with dementia, which they term ‘disruption’, and a core process, “gaining or giving a
sense of control to cope with disruption”. Patients who could not adapt to the hospital
routine were perceived as disturbing the routine [60]. It was posited that healthcare
professionals in one study responded to the disruption in three ways: by acting to
preserve the personhood of the individual; by seeking to protect themselves from the
stresses associated with caring for the person with cognitive impairment; and by
suspending the personhood of the individual [38]. Further, the authors recognised that
people with dementia and their carers could also experience disruption when a person
attends a hospital [38]. The same authors posited in a further study that disruption
adversely affected the person with dementia, triggering some constructive but also
disengaged, distressed and neutral behaviours [44].

Clarity in staff’s responsibility for patient care was an important resource for improving
their autonomy and encouraging them to respond in timely, creative ways to meet
individual needs [23]. Staff must also be looked after from a material, psychological and
educational perspective to have the ability to care effectively for people with dementia
[79]. In a study of diagnostic radiographers, when individual staff perceived themselves
as knowledgeable and/or experienced around dementia patients then they had an
attitude of confidence in their practice [43]. Experienced nurses who had personal
contact with older people in their personal lives gave the impression that they are more
prepared than their younger colleagues, who seem to be overstrained by the special
needs of patients with dementia [60]. A study suggested that a greater depth of
knowledge was required around person-centred dementia care for staff to feel they
have efficacy in providing care [80]. It is possible that with age and experience,
knowledge and efficacy may increase for some professionals. It has been suggested
previously that the inexperience of student radiographers in Norway may have affected
their interactions with older people; interventions were designed to have a positive
effect on student attitudes, which initially appeared successful [94]. At six and twelve
months post intervention, however, it was posited that the students’ early experiences
of clinical placement, with frequent exposure to very ill and frail people, reduced the
initial effects [95]. At 24 months post intervention, attitudinal scores had again
increased and qualitative data suggested that interventions should include learning
about care for people with dementia [96].
The 2019/20 literature review highlights that with respect to staff skills
and attitudes:
Hospital cultures require wider system review to mitigate against the
stigmatisation of patients with dementia and the resulting stresses for
staff, patients and carers [33, 79].
Institutional drivers of routines, efficiency and risk reduction were
highlighted as barriers to person-centred care [50].
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Clarity in staff’s responsibility for patient care was an important resource
for improving their autonomy and encouraging them to respond in timely,
creative ways to meet individual needs [23].

9.7 Training needs
The 2015 SCoR recommendations for this domain were:
All staff, clinical and non-clinical, should have additional training and
development in dementia-related care. This should challenge dysfunctional
cultural norms and include the emotional, social, intellectual and practical
aspects of care.
Specialist training for the role of dementia champion should be sought.

People with dementia and their carers should be involved in training and
development opportunities for staff.

Development opportunities should be as interactive as possible to encourage
reflective practice and use a variety of learning and teaching strategies, including
observation, case studies and group discussions.
Dementia-related education should be available at pre-registration and postregistration (continuing professional development) levels and continually
revisited.

The following list of topics is considered essential but is not exhaustive:
responding to behaviour that challenges person-centred care; reminiscence and
life stories; the legal framework of consent capacity and consent – Mental
Capacity Act; deprivation of liberty safeguards (DoLS); best interests
safeguarding of vulnerable adults; human rights, dignity and autonomy; wellbeing; types of restraint (physical, chemical, mechanical, technological and
psychological); pain assessment and recognising pain; theories and case studies
of dementia care models of ethical decision making; models of reflection and
interrogating the self.
The 2019/20 literature review provides the following evidence:

A literature review of carers’ perspectives identified a need for improvement in staff
training [65]. A series of case studies involving ward staff also demonstrated that not all
staff had the knowledge, attitude and skills needed to deliver good care [55]. A
literature review highlighted the deficits in education and support for nurses caring for
people with dementia in hospital [79]. Lack of training/geriatric knowledge has also
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been described as an obstacle for patients in radiography [81]. Similarly, it has been
stated that in the future, therapeutic radiographers are likely to see more patients with
dementia but may not have had the education and training to provide effective holistic
care [66]. Among junior diagnostic radiographers, a lack of quantity and tailored
context-relevant education affected professional confidence and ethical practice [43].
One study summarised that while existing evidence of a dementia knowledge and skills
gap within the acute care workforce was acknowledged, and could be used to inform the
content of educational programmes, an objective was to identify effective approaches to
implementing staff training within an acute hospital context [80].
A number of studies have investigated strategies to provide training and education in
clinical settings [46, 55, 56, 80]. Challenges associated with training and improving
person-centred care include securing staff time to carry out the work and to release
staff from clinical areas to attend training [46, 55, 56, 80]. Organisational barriers to
care are summarised with training and staff shortages as key issues [46, 48], and lack of
time [41, 46, 55]. A review of literature related to dementia training found that most
studies were aimed at nursing professions, rather than allied health professionals,
including diagnostic and therapeutic radiographers [66]. Another study reports that
several porters and domestic staff noted that they would have valued more information
about dementia, suggesting the need to improve the dementia-related knowledge and
skills of all staff within a department and especially those new to the service[36].
Accordingly, a number of papers make a point of stating that ‘non-clinical’ or
unregistered staff must also receive specific training [36, 43, 57].
A study of junior radiographer participants noted that they lacked confidence in their
knowledge around dementia and used a generic rather than person-centred application
of the term; recognising only early and late stages of dementia, not different forms [43].

A literature review examined published evidence on the most effective approaches to
dementia training and education for hospital staff [35]. Key features of training that
appeared to be more acceptable and effective were related to training content, delivery
methods, practicalities, duration and support for implementation [35], with training
tailored to local contexts [35, 59]. Factors most likely to lead to positive outcomes were:
1) delivery via face-to-face group teaching by a skilled facilitator; 2) tailoring training to
learners’ roles; 3) using direct involvement, through video or written vignettes, to
present the voice of people with dementia and carers; 4) training duration of at least a
day, with individual sessions of at least an hour; 5) providing ongoing support via inservice experts or champions. The authors concluded that one-off training is likely to be
ineffective [35]. Ongoing training, development and evaluation has been advocated [55].

Authors of one study asserted that while it is essential for all staff to have an up-to-date
working knowledge of dementia, this should also include an understanding of the lived
emotional experience of the person [48]. A number of papers consider the emotional
aspects of caring for a person with dementia and consider that burnout and emotional
exhaustion among staff are a result of common methods that professionals take to
protect themselves [38, 48, 62]:
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“Knowing the theory behind dementia is only the tip of the iceberg when it
comes to enabling a person to feel confident in working effectively with a person
who has dementia.” [48]

There is a need both to challenge poor practice and for positive development work with
healthcare professionals who work in acute hospitals with people with dementia and
cognitive impairment, so that they are equipped with the skills, emotional resilience and
organisational support to be effective in meeting the needs of people with dementia and
cognitive impairment [38]. Staff participants in a further study were aware of the effect
of their lack of knowledge and skills on people with dementia and their own work,
expressing enthusiasm for training if it was practical, realistic and relevant [46]. Gaps in
knowledge about the aetiology of disease processes and managing behaviour were
noted in a study where the authors aimed for staff to address attitudes and therefore
develop emotional competence, empathy and a non-judgemental approach [22].
Nursing staff in a UK study thought that training increased their awareness of the needs
of people with dementia and gave them better understanding of the emotions and
behaviour of people, and as a result the staff felt that they had increased tolerance,
understanding and confidence [22].
Qualitative analysis of that UK study suggested that delivering skills-based training
could develop communication, problem solving and self-directed learning skills,
benefitting staff in terms of increased knowledge, skills and confidence [22]. Changes
due to training were not reflected in the quantitative results though, and the authors
said that measures were not always sensitive to changes in clinical settings [46]. A study
that evaluated a ‘train the trainer’ approach also demonstrated improved staff–patient
interactions post training but found little change in hospital environments [91].

A study employing a meta-synthesis concluded that a lack of consistency in training and
specialist dementia roles restricted recommendations from a robust evidence base [64].
One study urged that we must not view individual specialist nurses as solely
responsible for providing good and person-centred care in hospitals [60]. Training and
education is only one element of developing a dementia workforce in an acute setting; a
broad system‐wide approach is required to enable staff to continue to embed good
clinical practice against other commitments and demands [64]. Successful programmes
should be targeted at four levels: 1) individual, 2) group/team, 3) organisation, and 4)
system or environment [91].

It was posited by the authors of one study that there was no evidence of a standardised
education programme for healthcare professionals in dementia care [66]. The authors
did not recognise a publication for students and learners at pre-registration level,
Dementia UK’s curriculum for dementia education [97], nor the role of dementia
training frameworks for Wales [13], Scotland [12], Northern Ireland [14] or England
[11]. Some stakeholders’ comments also reflected an overall view of lack of consistency.
Resources should now be employed to provide a consistent approach for UK health and
care staff. Leadership and managerial endorsement of the importance of person-centred
dementia care is essential to support such an approach [23, 68], with one study
suggesting that training for dementia should be targeted at managerial level [14].
49

Alongside any dementia training, capacity for consent training and regular updates are
also required to enable radiographers to meet the mandatory requirements of the
Mental Capacity Act 2005 [66]. The SCoR offers clinical guidance in its publications [29,
85]. However, a small-scale study of junior radiographers questioned participants’
abilities to actively assess informed consent, stating that there was a need for future
research in the area [43].

A review of dementia care literature concludes that, alongside understanding behaviour
as communication to improve staff’s ability to respond, other factors that contribute to a
culture of care for people with dementia include: the role of experiential learning and
creating empathy to encourage reflection for responsibilities of care; clinical experts
who legitimise priorities for care; staff with confidence to adapt working practices and
routines to individualise care; staff with responsibility to focus on psychosocial needs;
and building staff confidence to provide person-centred risk management [23]. Staff
should be enabled to adapt working practices and routines to individualise care.
Recommendations from one study were that training should: be relevant to the staff’s
role; consider placement opportunities for staff; include the direct voice and
experiences of people living with dementia and their family carers; have a facilitator
who is able to role model good practice; not utilise independent study via e-learning;
not include materials that are hard to understand e.g. legislation; not rely on individuals
to schedule their own training; involve group learning in a classroom setting; be of at
least one day duration and delivered in not less than an hour; and consider the
development and support of in-service experts [35].

The need for investment in clinical leaders and dementia specialists who can assist
improvements and support change has been emphasised, with a need to equip staff with
the strategies and confidence to change practice[62].
Alongside the training of individuals, a more systematic approach to developing practice
must consider the context and culture of acute hospital care for people with dementia
[62]. Outcomes varied across healthcare organisations according to the focus of local
actions and measures used [62].
The 2019/20 literature review highlights that with respect to training
needs:

Challenges associated with training and improving person-centred care include
securing staff time to carry out the work and to release staff from clinical areas
to attend training [46, 55, 56, 80].
There is a need to improve the dementia-related knowledge and skills of all staff
within a department, including those new to the service [36].
Training factors most likely to lead to positive outcomes were: 1) delivery via
face-to-face group teaching by a skilled facilitator; 2) tailoring training to
learners’ roles; 3) using direct involvement, through video or written vignettes,
to present the voice of people with dementia and carers; 4) training duration of
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at least a day, with individual sessions of at least an hour; and 5) providing
ongoing support via in-service experts or champions [35].
Ongoing training, development and evaluation has been advocated [55].

Successful programmes should be targeted at four levels: 1) individual, 2)
group/team, 3) organisation, and 4) system or environment [91].

10 2020 amendments to recommendations
The literature reviewed in this guidance, together with the themes identified by the core
review group and comments from stakeholders, provided evidence that the 2015
recommendations remained valid. In the years since 2015 there had been positive
developments in the care and services available for people with dementia. This was not
least due to the action of people with dementia and carers themselves. For that reason,
the core review group agreed that minor adjustments should be made to the wording of
the 2015 recommendations to reflect that development, as follows:
‘Building relationships with patients and carers to optimise the patient experience’ has
been changed in this document to read ‘Building relationships with patients and carers
to optimise the patient and carer experience’.
‘Understanding patient’s behaviour and adopting positive ways to reduce distressed
reactions’ has been changed in this document to read ‘Understanding patient’s
behaviour and adopting positive ways to reduce distressed reactions to unmet needs’.

‘Carer involvement’ has been changed in this document to read ‘Carer partnerships’.

11 Implementation strategies
The SCoR will disseminate the guideline through its networks to include senior
managers, higher education institutes and SCoR advisory groups. The guidance will be
available online and dissemination will also be targeted toward members via online
workspaces and professional officer presentations at regional and national conferences
and study days.

The core and stakeholder group members developed the following resources in order to
support implementation of the guidance:
•

•
•

A practice guideline summary of 2020 themes in word and infographic format
(Appendices 6 and 7)
A toolbox for practitioners (Appendix 8)
A presentation for use at conferences and events in PowerPoint format
(Appendix 9)
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•

Updates to an e-Learning for Healthcare (e-LfH) module. Image interpretation –
introduction to dementia was updated to reflect and signpost to the SCoR
guidance.
The session can be downloaded via the e-LfH portal.

12 Impact measures and audit tools
Departments will be encouraged to use environmental assessment tools to survey
departments. This must be in partnerships with service users, carers and local dementia
champions. See, for example, the King’s Fund assessment tools for developing
supportive design for people with dementia in various care settings (including
hospitals) as part of the Enhancing the Healing Environment programme.
Departments are also advised to undertake patient and carer experience audits in
conjunction with local dementia support groups. Departments should share the findings
of their evaluations and any resultant plans with patients, public and practitioners, by a
range of means, in order to spread good practice, improvement and innovation.

13 Organisational or financial barriers to implementation

The majority of the recommendations have no financial implications in terms of
immediate need for physical resources. There is a requirement for additional training
and the need for some additional resources may be ascertained post environmental
assessment. The main blocks to implementation are likely to be organisational and
cultural since the guidance requires changes to established working practices, for
example, from disease-orientated to person-centred care. However, many departments
are working through the changes needed to embed person-centred care more fully into
daily practice, and this guideline’s recommendations should be integral to this process.

14 Recommendations for future research

To date, relatively few research studies have been performed in relation to people with
dementia and their carers in diagnostic and therapeutic radiography settings. It is not
clear if specific models of care are enacted in those clinical practice settings, or if models
could or should be modified for different modalities; for example, interventional
radiology, computed tomography (CT), magnetic resonance imaging (MRI), ultrasound,
nuclear medicine, radiotherapy, breast screening etc. A stakeholder response to this
SCoR review did note that the effects of noise from MRI scanning for people with
dementia may be reduced with the next generation of MRI scanners, which are
anticipated to be faster and quieter, therefore MRI examinations may be easier for
people to tolerate in the future.
A person with dementia may also have other long-term health conditions. Researchers
should collaborate to explore the intersections of diseases and conditions where there
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is overlap. The intersections of cancer and dementia and also cardiovascular disease
and dementia are areas where collaborations have been demonstrated to date.
The following recommendations for future research are drawn from the existing
literature on care for people with dementia in clinical imaging and radiotherapy
departments:
•

•
•
•
•
•
•
•

There is a need for more research investigating the impact of witnessing dementia
symptoms and distress on the emotional well-being of staff, people with dementia,
their carers and supporters.
The WHO global action plan [2] calls for an emphasis on research, data collection
and monitoring to provide a further evidence base for clinical practice and
service planning.
There is an apparent need to investigate how ancillary staff (non-clinical) can
improve the hospital stay of patients with dementia [36].
Future research should investigate and evaluate interventions to manage panic
and anxiety for patients undergoing radiotherapy procedures and living with
dementia [49].
To fully measure dementia care training in radiotherapy, a primary study should
be conducted [66].
The authors of one study said that their findings called for wider adoption of
person-centred care models of enhanced care for people with dementia in the
acute hospital setting [72].
A small-scale study of junior radiographers questioned participants’ ability to
actively assess informed consent, stating that there was a need for future
research in the area [43].
The authors of a systematic review suggest that attention should be paid in
radiography to: patient-centred care (acknowledging the patient’s personhood
and involving carers in examinations); the environment and physiological factors
affecting patients with Alzheimer’s disease (e.g. reduce noise, play calming music
and personalise the examination room); and obstacles for patients (educate
radiographers to increase geriatric knowledge). They conclude that the
effectiveness of these strategies warrants further research to validate the
proposed strategies and develop and refine educational tools [81].

15 Date of publication, review and updating

The evidence available to inform this guidance must be reviewed at five-year intervals
post 2020. That statement is made with an intention to revise the evidence if there is a
need for updates. A timeline of five years should ensure that the evidence on which the
guidance is based is still valid. An unplanned review may be required in the case of any
significant policy changes, newly published evidence, or the emergence of new
technologies and interventions. Identifying the need for an unscheduled review is
within the roles and responsibilities of the SCoR professional and educational team,
under the direction of the SCoR Director for Professional Policy.
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WKHZRUNIRUFHVQHHGIRUXQGHUVWDQGLQJGHPHQWLDDQGLWVPDQLIHVWDWLRQV
RSWLPLVLQJVWDIIEHKDYLRXUVWRZDUGVSHRSOHZLWKGHPHQWLD
VWUDWHJLHVIRURSWLPLVLQJWKHWHFKQLFDORXWFRPHVRILQWHUYHQWLRQVDQGLPSURYLQJSDWLHQWV
H[SHULHQFH
VXLWDELOLW\RIWKHSUDFWLFHHQYLURQPHQW



*XLGHOLQHGHYHORSPHQWSURFHVV
7KHFRUHJURXS
7KHFRUHJURXSZDVEURXJKWWRJHWKHULQ1RYHPEHUE\WKH6&R5SURIHVVLRQDORIILFHUIRUSROLF\
JXLGDQFHDQGDGYLFHXQGHUWKHGLUHFWLRQRIWKH'337KHFRUHJURXSOHDGHUDSSRLQWHGLVDQ
LQGHSHQGHQWHGXFDWLRQFRQVXOWDQWDQGH[SHULHQFHGDFDGHPLFUDGLRJUDSKHUDQGVHQLRUPDQDJHU
2WKHUPHPEHUVRIWKHFRUHJURXSZHUHDGLDJQRVWLFUDGLRJUDSKHUZKRLVDFOLQLFDODFDGHPLF
UHVHDUFKHUZLWKH[SHUWLVHLQGHPHQWLDDQGWKHSURIHVVLRQDORIILFHU SROLF\JXLGDQFHDQGDGYLFH 

7KHVWDNHKROGHUJURXS
3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ
7KHVWDNHKROGHUJURXSFRPSULVHGPHPEHUVFOLQLFDOUDGLRJUDSKHUVDFDGHPLFUDGLRJUDSKHUV
VWXGHQWUDGLRJUDSKHUVDQGVHUYLFHXVHUV7KH\ZHUHGUDZQIURPERWKLPDJLQJDQGUDGLRWKHUDS\
FRPPXQLWLHVDFURVVWKH8.7KHVHUYLFHXVHUVZHUHIURPWKH6&R53XEOLFDQG3DWLHQW/LDLVRQ*URXS
33/* DQGRWKHUJURXSPHPEHUVHLWKHUYROXQWHHUHGRUFDPHIRUZDUGDVDUHVXOWRIDQDSSHDOLQ
6\QHUJ\1HZVZKLFKLVWKH6&R5PRQWKO\PDJD]LQH7KHQDPHVRIERWKFRUHDQGVWDNHKROGHU
JURXSPHPEHUVDUHOLVWHGDWWKHHQGRIWKHGRFXPHQW

3HHUUHYLHZDQGFRQVXOWDWLRQSURFHVVDQGRXWFRPHV
$ILUVWGUDIWRIWKHUHFRPPHQGDWLRQVZDVFLUFXODWHGWRWKHVWDNHKROGHUJURXSIRUFRPPHQWRQWK
0DUFK6L[WHHQRIWKHRULJLQDOVWDNHKROGHUVUHVSRQGHGDQGWKHLUFRPPHQWVZHUHUHYLHZHG
DWFRUHJURXSPHHWLQJVRQWK0DUFKDQGQG$SULO,QDGGLWLRQWRWKHLQGLYLGXDOUHVSRQVHVIURP
OD\PHPEHUVRIWKHVWDNHKROGHUJURXSWZRPHPEHUVRIWKHFRUHJURXSDWWHQGHGWKH33/*RQWK
0DUFKWRXSGDWHWKHPRQSURJUHVVWRGDWHDQGVHHNIXUWKHUIHHGEDFNDQGVXSSRUW
7KHFRPPHQWVZHUHRYHUZKHOPLQJO\SRVLWLYHZLWKQRGLVVHQW6RPHVWDNHKROGHUVVXJJHVWHG
DGGLWLRQVEHFDXVHWKH\GLGQRWDSSUHFLDWHWKDWWKHUHFRPPHQGDWLRQVVKRXOGDULVHIURPWKH
HYLGHQFH7KHUHZDVRQHQHJDWLYHUHVSRQVHWKHLQGLYLGXDOFRQFHUQHGTXHVWLRQHGWKHQHHGIRUD
JXLGHOLQHWKDWVSHOWRXWLQGHWDLOKRZUDGLRJUDSKHUVVKRXOGFDUHIRUSDWLHQWV6KHLQWHUSUHWHGLWDVDQ
DWWDFNRQWKHLUSURIHVVLRQDOLVP7KHFRUHJURXSGLVFXVVHGWKLVDWWKHLUPHHWLQJRQWK0DUFK7KH\
WRRNWKHYLHZWKDWWKHDXWKRUKDGPLVLQWHUSUHWHGWKHSXUSRVHRIWKHUHFRPPHQGDWLRQVDQGWKHFRUH
JURXSOHDGHUUHVSRQGHGDSSURSULDWHO\
7KHUHYLVHGUHFRPPHQGDWLRQVZHUHPHUJHGZLWKWKHGUDIWSUDFWLFHJXLGHOLQHDQGWKLVGRFXPHQW
UHFHLYHGWZRVHSDUDWHH[SHUWH[WHUQDODSSUDLVDOVGXULQJ0D\,WZDVVHQWWR7KH$O]KHLPHUV
6RFLHW\IRUVFUXWLQ\DQGFRPPHQWZKLFKZDVDOVRSRVLWLYH$IWHUWKLVERWKWKHSUDFWLFHJXLGHOLQHDQG
GUDIWSURFHVVPDQXDOZHUHUHYLHZHGE\DQLQGHSHQGHQWHGLWRULDOFRQVXOWDQWDWDPHHWLQJZLWKWKH
'33DQGFRUHJURXS)ROORZLQJWKLVIXUWKHULPSURYHPHQWVZHUHPDGHWRERWKGRFXPHQWV
7KHILQDOLVHGSUDFWLFHJXLGHOLQHZDVVHQWWRWKUHHH[WHUQDOUHYLHZHUVQRQHRIZKRPKDGKDG
DQ\WKLQJWRGRZLWKLWVGHYHORSPHQW7KHUHYLHZHUVFRPSOHWHGDSURIRPD 3URFHVV0DQXDO$SSHQGL[
+ DQGVLJQHGWKHFRQIOLFWRILQWHUHVWGHFODUDWLRQ7KHUHVSRQVHVZHUHFRQVLGHUHGE\WKHFRUHJURXS
DQGWKHILQDOJXLGHOLQHGRFXPHQWSURGXFHGIRU8.&RXQFLODSSURYDO

)XQGLQJDUUDQJHPHQWV
7KHFRUHJURXSOHDGHULVDQH[WHUQDOFRQWUDFWRUDQLQGHSHQGHQWHGXFDWLRQFRQVXOWDQWIURPD
FRQVXOWDQF\VHUYLFHVFRPSDQ\6KHZDVSDLGDVSHUFRQWUDFW7KHFOLQLFDODFDGHPLFUHVHDUFKHUZDV
SDLGVSHFLILFDOO\WRXQGHUWDNHWKHOLWHUDWXUHUHYLHZEXWJDYHWKHUHPDLQLQJWLPHWRWKHFRUHJURXS
YROXQWDULO\6WDNHKROGHUJURXSPHPEHUVDQGH[WHUQDOUHYLHZHUVJDYHWKHLUWLPHDQGH[SHUWLVH
YROXQWDULO\

&RQIOLFWRILQWHUHVW
7KH6&R5SROLF\DQGSURFHGXUHVIRUPDQDJLQJFRQIOLFWVRILQWHUHVWZDVDGKHUHGWR 3URFHVV0DQXDO
$SSHQGL[* 0HPEHUVRIWKHVWDNHKROGHUJURXSDQGH[WHUQDOUHYLHZHUVKDYHVLJQHGFRQIOLFWRI
LQWHUHVWGHFODUDWLRQVDQGDOLVWRIWKHLUQDPHVDQGDIILOLDWLRQVLVDSSHQGHG1RFRQIOLFWVRILQWHUHVW
ZHUHGHFODUHG7KHGHFODUDWLRQVDUHDYDLODEOHIRUSXEOLFVFUXWLQ\

6&R5DSSURYDOSURFHVV
7KHILQDOLVHGSUDFWLFHJXLGHOLQHUHFHLYHGDSSURYDOIURPWKH8.&RXQFLORIWKH6&R5LQ1RYHPEHU



3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ

*XLGHOLQHPHWKRGRORJ\
/LWHUDWXUH6HDUFK
7KHOLWHUDWXUHVHDUFKVWUDWHJ\ZDVGHYHORSHGZLWKWKHVXSSRUWRIDQ1+6OLEUDULDQXVLQJWKHIROORZLQJ
TXHVWLRQ:KDWHYLGHQFHLVWKHUHWRDVVLVWUDGLRJUDSKHUVDQGRWKHUVWRJLYHWKHEHVWFDUHWRSHRSOH
ZLWKGHPHQWLDDQGWKHLUFDUHUVZKHQDWWHQGLQJIRULPDJLQJRUUDGLRWKHUDS\"
7KHWRSLFGLGQRWFRQIRUPWRWKH3,&2 3DWLHQW3RSXODWLRQ,QWHUYHQWLRQ&RPSDULVRQ2XWFRPH
IUDPHZRUNDVWKHUHZDVQHLWKHUDVSHFLILFLQWHUYHQWLRQQRUDVSHFLILFFRPSDULVRQ7KHUHIRUHLWZDV
GHFLGHGWRDGDSWWKLVIUDPHZRUN 7DEOHEHORZ DQGNH\ZRUGVZHUHOLVWHGXQGHUWKHGRPDLQVRI
SDWLHQWSRSXODWLRQRXWFRPHDQGVHWWLQJSURIHVVLRQDOJURXS$QLQLWLDOVHDUFKLGHQWLILHGDSDXFLW\RI
OLWHUDWXUHIRFXVVHGRQWKHLPDJLQJRUUDGLRWKHUDS\VHWWLQJLQWHUPVRIWKLVWRSLFDQGWKHUHIRUHWKH
VHDUFKZDVEURDGHQHGWRLQFOXGHDOOVHWWLQJVLQYROYLQJDFXWHKRVSLWDOVHUYLFHV
7DEOH
'RPDLQ
.H\ZRUGV

3DWLHQW
3RSXODWLRQ

2XWFRPH

6HWWLQJSURIHVVLRQDO
JURXS

'HPHQWLD

3DWLHQWFDUH

5DGLRJUDSKHU

$O]KHLPHU V
GLVHDVH

3URIHVVLRQDOSDWLHQW
UHODWLRQV

5DGLRWKHUDSLVW

3HUVRQFHQWUHGFDUH

+RVSLWDO

'LJQLW\

$FXWHKRVSLWDO

&RPPXQLFDWLRQ

$OOLHGKHDOWKSURIHVVLRQDO

4XDOLW\RIFDUH

1XUVLQJVWDII
:DUG

)XUWKHUUHVWULFWLRQVLQFOXGHG(QJOLVKODQJXDJHSXEOLVKHGEHWZHHQDQGKXPDQVDGXOWV
7KHWLPHSHULRGWRVHDUFKZDVGHFLGHGEDVHGRQWKHVHPLQDOZRUNSXEOLVKHGE\.LWZRRGZKLFK
PDUNHGDQDWWLWXGLQDOVKLIWLQGHPHQWLDFDUH+RZHYHUGXHWRWKHYROXPHRIUHIHUHQFHVLGHQWLILHG
WKLVZDVIXUWKHUOLPLWHGWRDWHQ\HDUSHULRG6HDUFKHVZHUHFRQGXFWHGXVLQJ1+6
(YLGHQFHDQGWKHIROORZLQJGDWDEDVHVZHUHVHDUFKHGLQGHSHQGHQWO\$0('0('/,1(&,1$+/DQG
(PEDVH
7KHVHDUFKWHUPVIRUHDFKGRPDLQZHUHXVHGWRLGHQWLI\0H6+KHDGLQJVWKHVHGLIIHUHGEHWZHHQ
HDFKGDWDEDVHDQGZKHUHQR0H6+KHDGLQJZDVDYDLODEOHIUHHWH[WZDVXVHG7KHH[SORGHIXQFWLRQ
DQGWUXQFDWLRQZDVXVHGZKHUHLWZDVGHHPHGDSSURSULDWH7KHVHDUFKHVIRUHDFKGRPDLQZHUH
FRPELQHGXVLQJWKH%RROHDQRSHUDWRU25DQGWRFRPELQHWKHGLIIHUHQWGRPDLQVWKH%RROHDQ
RSHUDWRU$1'ZDVXVHG
,QFOXVLRQZDVGHWHUPLQHGE\UHDGLQJWKHWLWOHDQGDEVWUDFWWRGHWHUPLQHLIDUHIHUHQFHPHWWKH
LQFOXVLRQFULWHULDZKLFKZDVDQ\DUWLFOHZKHUHWKHIRFXVZDVRQFDUHRISHRSOHZLWKGHPHQWLDLQDQ
DFXWHFDUHVHWWLQJ$UWLFOHVZHUHH[FOXGHGLIWKHLUIRFXVZDVRQRWKHUFDUHVHWWLQJV HJFRPPXQLW\
FDUHRUORQJWHUPFDUH LIWKHPDLQIRFXVRIWKHDUWLFOHZDVRQGLDJQRVLVRUGHVLJQIHDWXUHVUDWKHU
WKDQRQSDWLHQWFDUHDQGLIWKHPDLQIRFXVRIWKHDUWLFOHZDVRQHQGRIOLIHFDUH
5HIHUHQFHVZHUHSULRULWLVHGIRUUHDGLQJE\GDWHRISXEOLFDWLRQZLWKWKHPRVWUHFHQWUHFHLYLQJKLJKHU
SULRULW\DQGDOVRE\OLNHO\UHOHYDQFHWRWKHUDGLRJUDSK\VHWWLQJGHWHUPLQHGIURPWKHDEVWUDFW'DWD
VDWXUDWLRQZDVDVVHVVHGE\WZRPHPEHUVRIWKHFRUHJURXSDQGRQFHWKLVZDVUHDFKHGLWZDVDJUHHG
WKDWIXUWKHULQFOXVLRQZDVQRWQHFHVVDU\
)LJ2XWFRPHRIOLWHUDWXUHVHDUFK

3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ

/LWHUDWXUHUHYLHZ
$OODUWLFOHVZHUHSXEOLVKHGLQSHHUUHYLHZMRXUQDOVDOWKRXJKWKHVWDQGDUGRIWKHMRXUQDOVGLGYDU\
IURPWKRVHWKDWSXEOLVKHGSULPDULO\LQIRUPDOGLVFXVVLRQDUWLFOHVWRWKRVHWKDWPDLQO\SXEOLVKHG
SULPDU\UHVHDUFK
2IWKHLQFOXGHGDUWLFOHVZDVDV\VWHPDWLFUHYLHZUHSRUWHGSULPDU\UHVHDUFKILQGLQJVZHUH
GLVFXVVLRQSDSHUVDQGUHSRUWHGFDVHVWXGLHV2IWKHSULPDU\UHVHDUFKDUWLFOHVZHUHTXDOLWDWLYH
VWXGLHVDQGZHUHTXDQWLWDWLYHZKLFKUHIOHFWVWKHQDWXUHRIWKLVVSHFLILFWRSLFZKLFKOHQGVLWVHOIWR
TXDOLWDWLYHHQTXLU\7KHUHVHDUFKPHWKRGVDUHRXWOLQHGLQWDEOHEHORZ
7DEOH
0HWKRG

1XPEHURIDUWLFOHV

6XUYH\



3UHWHVWSRVWWHVW



)RFXVJURXSV



2EVHUYDWLRQVHWKQRJUDSK\


3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ
,QWHUYLHZV



2IWKRVHVWXGLHVWKDWUHFUXLWHGSDUWLFLSDQWVWKHVHLQFOXGHGKRVSLWDOVWDIIQXUVLQJVWXGHQWV VWXGLHV 
IDPLO\FDUHUVRISHRSOHZLWKGHPHQWLD VWXGLHV DQGSHRSOHZLWKGHPHQWLD VWXGLHV 7KHPDMRULW\
RIWKHLQFOXGHGVWXGLHVZHUHVLQJOHVLWHRUXVHGPXOWLSOHKRVSLWDOVLWHVZLWKLQDVLQJOH7UXVW7KH
PDMRULW\RIWKHUHVHDUFKZDVFRQGXFWHGLQWKH8.ZLWKDVLQJOHVWXG\HPDQDWLQJIURPHDFKRIWKH
IROORZLQJFRXQWULHV$XVWUDOLD86$5HSXEOLFRI,UHODQGDQG&DQDGD,QWHUPVRIWKHGLVFXVVLRQ
DUWLFOHVDQGFDVHVWXGLHVWKHPDMRULW\RIWKRVHLQFOXGHGIRFXVRQWKH8.KHDOWKFDUHV\VWHPZLWK
IRFXVVLQJRQFDUHLQWKH86$
7KHTXDOLW\RIWKHGLVFXVVLRQSDSHUVYDULHGZLWKVRPHJLYLQJDFOHDUMXVWLILFDWLRQIRUWKHLQFOXVLRQRI
UHIHUHQFHVDQGSURYLGLQJDFRPSUHKHQVLYHUHIHUHQFHOLVWZKLOVWRWKHUVDSSHDUHGWREHOHVVIRUPDO
SURYLGLQJOLWWOHGHWDLODERXWZKHUHUHIHUHQFHVZHUHIRXQGDQGOLPLWHGELEOLRJUDSKLHV+RZHYHUDVDOO
RIWKHGLVFXVVLRQDUWLFOHVDSSHDUHGWRFRUURERUDWHHDFKRWKHULQWHUPVRIWKHJHQHUDOLGHDVRQSDWLHQW
FDUHWKDWZHUHEHLQJSUHVHQWHGLWZDVGHFLGHGWRLQFOXGHDOORIWKHGLVFXVVLRQDUWLFOHV,QGHHGGXHWR
WKHQDWXUHRIWKHWRSLFDQGWKHLPSRUWDQFHRIFOLQLFDOH[SHULHQFHVDQGWKHSUDFWLFDODSSOLFDWLRQRI
SDWLHQWFDUHWHFKQLTXHVLWZDVIHOWWKDWWKHVHDUWLFOHVDORQJZLWKWKHFDVHVWXG\DUWLFOHVFRXOG
SURYLGHYDOXDEOHVXSSRUWLQJLQIRUPDWLRQIRUWKLVJXLGDQFHGRFXPHQWDVWKH\RIWHQGUHZXSRQWKH
DXWKRUVFOLQLFDOH[SHULHQFHVDQGKDGDSUDFWLFDOIRFXV

'HVFULSWLRQRIKRZUHFRPPHQGDWLRQVZHUHGHYHORSHG
7KHFRUHJURXSOHDGHUDQGFOLQLFDODFDGHPLFUHVHDUFKHUPHWWRFRQVLGHUWKHHYLGHQFHDQGGHYHORS
WKHUHFRPPHQGDWLRQVIRUWKHSUDFWLFHJXLGHOLQH(DFKDUWLFOHKDGEHHQVXPPDULVHGXVLQJWKHGDWD
H[WUDFWLRQWRRO $SSHQGL['LQWKH3URFHVV0DQXDO 7KHVHZHUHUHYLHZHGDQGDMXGJHPHQWPDGH
DERXWWKHLUTXDOLW\DQGYDOXH7KLVHQDEOHGDOLVWRIUDZUHFRPPHQGDWLRQVWREHFRPSLOHGWRJHWKHU
ZLWKWKHDVVRFLDWHGHYLGHQFHVRXUFH
7KHFRUHJURXSOHDGHUXQGHUWRRNDWKHPDWLFDQDO\VLVRIWKHUDZUHFRPPHQGDWLRQVVHOHFWLQJWKHPHV
DFFRUGLQJWRWKHLQLWLDOJXLGHOLQHTXHVWLRQVLQDERYHDQGDOORFDWLQJUHFRPPHQGDWLRQVWRWKHVH
UHPRYLQJDQ\GXSOLFDWLRQZKLOVWUHWDLQLQJWKHVRXUFHUHIHUHQFHGHWDLOV'XULQJWKLVSURFHVVLWEHFDPH
DSSDUHQWWKDWVRPHWKHPHVUHTXLUHGIXUWKHUH[SDQVLRQIRUH[DPSOHRSWLPLVLQJVWDIIEHKDYLRXUV
QHHGHGWREHGLVDJJUHJDWHGLQWRVSHFLILFVHFWLRQVDERXWWUDLQLQJQHHGVDQGUHODWLRQVKLSEXLOGLQJ
7KLVGUDIWZDVFLUFXODWHGWRUHPDLQLQJFRUHJURXSPHPEHUVIRUIXUWKHUFRPPHQWDQGUHILQHPHQW
SULRUWRXQGHUWDNLQJWKHFRQVXOWDWLRQSURFHVVRXWOLQHGLQDERYH
7KHDSSOLFDWLRQRI*5$'(IRUHDFKLQGLYLGXDOUHFRPPHQGDWLRQZLWKLQWKLVSUDFWLFHJXLGHOLQHZDV
FRQVLGHUHGE\FRUHJURXS+RZHYHUGXHWRWKHOLPLWDWLRQVRI*5$'(ZKLFKFDQQRWEHDSSOLHGZKHUH
DWRSLFDUHDKDVQRFOHDURXWFRPHPHDVXUHVRUREYLRXVFRPSDULVRQDSSURDFKHVLWZDVUHMHFWHG,W
LVDFNQRZOHGJHGE\WKHDXWKRUVWKDWWKHERG\RIHYLGHQFHLQWKLVDUHDLVQRWVWURQJFRPSULVLQJ
PRVWO\RIH[SHUWRSLQLRQLQWKHIRUPRIGLVFXVVLRQSDSHUVDQGVPDOOVLQJOHFHQWUHREVHUYDWLRQDO
VWXGLHV

/LPLWDWLRQVRIWKHJXLGHOLQHLQFOXGLQJFRQVLGHUDWLRQRISRVVLEOHELDV
,QWHUPVRIWKHVWUHQJWKRIWKHUHFRPPHQGDWLRQVFRQWDLQHGZLWKLQWKLVJXLGHOLQHQRFRQWUDGLFWRU\
HYLGHQFHZDVLGHQWLILHGZLWKDVWURQJOHYHORIDJUHHPHQWEHWZHHQDOOVRXUFHV7KHVRXUFHVIURP
ZKLFKHDFKUHFRPPHQGDWLRQZDVGUDZQDUHKLJKOLJKWHGWKURXJKRXWWKHGRFXPHQW2QHOLPLWDWLRQRI
WKHHYLGHQFHWKDWLQIRUPHGWKHVHJXLGHOLQHVLVWKDWQRQHRILWIRFXVVHGVSHFLILFDOO\RQWKH
UDGLRJUDSK\VHWWLQJ+RZHYHUWKHJXLGHOLQHGHYHORSPHQWFRUHJURXSXQLYHUVDOO\DJUHHGWKDWWKH
VLPLODULWLHVZLWKRWKHUVHWWLQJVLQWKHDFXWHKRVSLWDODUHVXIILFLHQWWRDOORZIRUWKHDSSOLFDWLRQRIWKLV
HYLGHQFHZLWKLQUDGLRJUDSK\



'HPHQWLDIDFWV
3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ
$WWKHFXUUHQWHVWLPDWHGUDWHRISUHYDOHQFHWKHUHZLOOEHSHRSOHZLWKGHPHQWLDLQWKH8.LQ
2QHLQWKUHHSHRSOHRYHUZLOOGHYHORSGHPHQWLDDQGWZRWKLUGVDUHZRPHQ7KLVILJXUHLV
LQFUHDVLQJEHFDXVHSHRSOHDUHVXUYLYLQJKLVWRULFNLOOHUVVXFKDVKHDUWGLVHDVHDQGFDQFHUDQGOLYLQJ
ORQJHU,WLVHVWLPDWHGWKDWE\WKHQXPEHURISHRSOHZLWKGHPHQWLDLQWKH8.ZLOOKDYH
LQFUHDVHGWRDURXQGPLOOLRQDQGGRXEOHGE\
'HPHQWLDLVDV\QGURPHDVVRFLDWHGZLWKDQRQJRLQJGHFOLQHRIWKHEUDLQDQGLWVDELOLWLHV$O]KHLPHUV
GLVHDVHLVWKHFRPPRQHVWFDXVHEXWWKHUHDUHRWKHUVVXFKDVYDVFXODUGHPHQWLD6\PSWRPV
LQFOXGHSUREOHPVZLWKPHPRU\WKLQNLQJVSHHGPHQWDODJLOLW\ODQJXDJHXQGHUVWDQGLQJDQG
MXGJHPHQW3HRSOHZLWKGHPHQWLDFDQEHFRPHDSDWKHWLFRUXQLQWHUHVWHGLQWKHLUXVXDODFWLYLWLHVDQG
PD\KDYHSUREOHPVH[SUHVVLQJDQGPDQDJLQJWKHLUHPRWLRQVHVSHFLDOO\LQUHODWLRQWRDQLQDELOLW\WR
IXOO\SURFHVVRUFRPPXQLFDWHZKDWWKH\DUHWKLQNLQJRUZKDWWKH\ZDQW
,QGLYLGXDOVZLWKWKHVHFRQGLWLRQVPD\DOVRILQGVRFLDOVLWXDWLRQVFKDOOHQJLQJORVHLQWHUHVWLQ
VRFLDOLVLQJDQGDVSHFWVRIWKHLUSHUVRQDOLW\PD\FKDQJH$SHUVRQZLWKGHPHQWLDPD\ORVHHPSDWK\
RUEHOLHYHWKLQJVWKDWDUHXQWUXH$VGHPHQWLDDIIHFWVDSHUVRQ VPHQWDODELOLWLHVWKH\PD\DOVRILQG
GHFLVLRQPDNLQJSODQQLQJDQGRUJDQLVLQJGLIILFXOW0DLQWDLQLQJLQGHSHQGHQFHPD\DOVREHFRPHD
SUREOHP
3HRSOHZLWKGHPHQWLDDUHQRWDKRPRJHQRXVJURXSQRWDOOWKHV\PSWRPVPDQLIHVWLQHDFKSHUVRQRU
LQWKHVDPHZD\7KHVHYHULW\RIV\PSWRPVPD\YDU\DQGSURJUHVVRYHUWLPH,QDGGLWLRQWKHUHDUHD
UDQJHRIRWKHUIDFWRUVWKDWFDQLQIOXHQFHKRZDQLQGLYLGXDOH[SHULHQFHVGHPHQWLDLQFOXGLQJWKHLU
SHUVRQDOLW\ELRJUDSK\SK\VLFDOKHDOWKHQYLURQPHQWDQGVRFLDODQGFXOWXUDOIDFWRUV
6FLHQWLVWVXQGHUVWDQGOHVVDERXWGHPHQWLDWKDQWKH\GRDERXWKHDUWGLVHDVHRUFDQFHUDQGWKHUHLV
QRFXUHDWWKHSUHVHQWWLPHDOWKRXJKLILWLVGHWHFWHGHDUO\WKHUHDUHZD\VRIVORZLQJGRZQWKH
GHWHULRUDWLRQDQGPDLQWDLQLQJPHQWDOIXQFWLRQ7KHFKDOOHQJHIRUKHDOWKFDUHZRUNHUVDQGRWKHUVLVWR
VXSSRUWSHRSOHOLYLQJZLWKGHPHQWLDDQGWKHLUFDUHUVWRPDQDJHV\PSWRPVDQGOLYHDVZHOODV
SRVVLEOH(DFKSHUVRQVKRXOGEHWUHDWHGDVDQLQGLYLGXDOE\UDGLRJUDSK\VWDIIZKLOVWDWWKHVDPH
WLPHFRQWH[WXDOLVLQJWKHLUH[SHULHQFHZLWKLQDEURDGXQGHUVWDQGLQJRIWKHV\PSWRPVRIGHPHQWLD
DQGKRZWKHVHPD\SUHVHQWGLIILFXOWLHVZLWKLQWKHUDGLRJUDSK\HQYLURQPHQW



*XLGHOLQH5HFRPPHQGDWLRQV
7KHUHFRPPHQGDWLRQVDUHGLYLGHGLQWRVSHFLILFVHFWLRQVUHODWHGWRWKHJXLGHOLQHREMHFWLYHDQGUHODWHG
TXHVWLRQVLQDERYH

7KHSUDFWLFHHQYLURQPHQW૱DFNQRZOHGJLQJWKHQHHGIRUVSHFLDO
SURYLVLRQ
7KHHQYLURQPHQWLQWKHGHSDUWPHQWVKRXOGEHDGMXVWHGE\UHPRYLQJH[FHVVVWLPXOLDQGHQVXULQJ
WKDWLWLVFDOPDQGZHOORUJDQL]HGZKHQSDWLHQWVZLWKGHPHQWLDDUULYHIRULPDJLQJRUWUHDWPHQW
+HDWKHWDO0F*LOWRQHWDO0R\OHHWDO 
7KHRUJDQLVDWLRQDOFXOWXUHRIGHSDUWPHQWVVKRXOGEHIOH[LEOHDQGHQDEOLQJYDOXHJRRGSUDFWLFH
DQGVXSSRUWSHUVRQFHQWUHGFDUH %DLOOHHE&XQQLQJKDP $UFKLEDOG:HEVWHU 
'HSDUWPHQWVVKRXOGVHHNIHHGEDFNIURPSDWLHQWVDQGFDUHUVDERXWWKHLUH[SHULHQFHVDQGDFW
DFFRUGLQJO\
'HSDUWPHQWVVKRXOGOLDLVHZLWKSHRSOHZLWKGHPHQWLDDQGRUWKHLUFDUHUVDERXWDSSRLQWPHQW
WLPHVWRPLWLJDWHIDFWRUVWKDWPLJKWLQFUHDVHVWUHVVDQGWU\WRDYRLGFRPSURPLVLQJWKHLUQRUPDO
URXWLQHV $QGUHZV0F&ORVNH\0F*LOWRQHWDO0R\OHHWDO0RZEUD\ 
'HSDUWPHQWVVKRXOGFRQVLGHUXWLOLVLQJIRUPVRIWKHUDS\WKDWPD\SURYLGHUHDVVXUDQFHVXFKDV
3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ
PXVLFZKLFKPD\EHEURXJKWLQE\WKHSDWLHQWRUUHPLQLVFHQFHLQYLWLQJSDWLHQWVDQGFDUHUVWREULQJ
LWHPVVXFKDVSKRWRJUDSKVWREHGLVFXVVHGSULRUWRH[DPLQDWLRQRUWUHDWPHQW &OLVVHW
0F&ORVNH\ 
'HSDUWPHQWVVKRXOGLQYHVWLJDWHWKHXVHRILGHQWLILHUVVXFKDVIRUJHWPHQRWEOXHZULVWEDQGVRU
EXWWHUIOLHVIRULQSDWLHQWV DQGRXWSDWLHQWVZKHUHLWDOORZV  $QGUHZV'XIILQ 
0RUHWLPHVKRXOGEHDOORZHGWRSHUIRUPSURFHGXUHVVLQFHWKLVFDQUHGXFHWKHQHHGIRUUHVWUDLQW
%RUEDVLHWDO0RZEUD\ 
'HSDUWPHQWVVKRXOGFUHDWHWKHUROHRIGHPHQWLDFKDPSLRQVXSSRUWHGE\DSSURSULDWHWUDLQLQJ
%RUEDVLHWDO&KDWHU&UDEWUHH 
'HSDUWPHQWVVKRXOGFRQVLGHUXVLQJDSSURSULDWHO\WUDLQHGYROXQWHHUVDVDGYRFDWHVIRUSHRSOHZLWK
GHPHQWLD %RUEDVLHWDO*DOYLQ 
'HSDUWPHQWVVKRXOGRIIHUVXSSRUWIRUVWDII SURIHVVLRQDOVXSHUYLVLRQ LQUHFRJQLWLRQRIWKH
HPRWLRQDOEXUGHQDVVRFLDWHGZLWKSURYLGLQJGHPHQWLDUHODWHGFDUH $QGUHZV%DLOOHHE
%ULGJHV 
7KHRUJDQLVDWLRQVPDQDJHPHQWLQIRUPDWLRQV\VWHP 0,6 VKRXOGVXSSRUWDOOVWDIIWREHIXOO\
LQIRUPHGRIWKHSDWLHQWVGLDJQRVLV $UPVWURQJ 


%XLOGLQJUHODWLRQVKLSVZLWKSDWLHQWVDQGFDUHUVWRRSWLPLVHWKHSDWLHQW
H[SHULHQFH %DLOOHH0F*LOWRQHWDO1RODQ 
$FNQRZOHGJHWKDWSHRSOHZLWKGHPHQWLDKDYHERWKSK\VLFDODQGSV\FKRORJLFDOQHHGV &OLVVHWW
 
3URYLGHDSDWLHQWLQIRUPDWLRQSDFNWKDWKDVEHHQGHVLJQHGVSHFLILFDOO\IRUSHRSOHZLWKGHPHQWLD
DQGWKHLUFDUHUVLQDGYDQFHDQGLQYROYHOD\SHRSOHLQZULWLQJLW &KDWHU0RZEUD\ 
(QFRXUDJHSDWLHQWVWREULQJPXVLFD7KLVLV0HGRFXPHQWRURWKHUNLQGRIUHDVVXULQJPDWHULDO
ZKHQDWWHQGLQJWKHGHSDUWPHQW %DLOOHH+HDWKHWDO 
(QVXUHWKDWWKHSDWLHQWVDUHDFFRPSDQLHGE\DIDPLOLDUSHUVRQVXFKDVDQXUVHRULQIRUPDOFDUHU
&KDWHU 
:RUNFROODERUDWLYHO\ZLWKSDWLHQWVDQGWKHLUFDUHUVPDLQWDLQLQJWKHGLJQLW\DQGDXWRQRP\RIWKH
SHUVRQDWDOOWLPHV %ULGJHV1RODQ:HEVWHU 
:RUNFROODERUDWLYHO\ZLWKRWKHUSURIHVVLRQDOVLQWKHSDWLHQWVSDWKZD\VKDULQJH[SHULHQFHV
HQFRXUDJLQJGLDORJXHDQGGLVVHPLQDWLQJEHVWSUDFWLFHOHDUQLQJIURPHDFKRWKHUWRVKDUHNQRZOHGJH
RIWKHSDWLHQW %ULGJHV&KDWHU 


6WUDWHJLHVIRURSWLPLVLQJFRPPXQLFDWLRQZLWKSHRSOHZLWKGHPHQWLDDQG
WKHLUFDUHUV
/LDLVHZLWKFDUHJLYHUVDQGRUSHRSOHZLWKGHPHQWLDDERXWDSSRLQWPHQWWLPHV $QGUHZV
0F&ORVNH\0F*LOWRQHWDO0R\OHHWDO0RZEUD\ 
.HHSWKHQXPEHURISURIHVVLRQDOSUDFWLWLRQHUVLQWKHURRPWRDPLQLPXPZLWKRQHSHUVRQWDNLQJ
WKHOHDG
3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ

2EVHUYHDQGYDOXHERWKYHUEDODQGQRQYHUEDOFRPPXQLFDWLRQDQGDOZD\VDVVXPHWKDWVRPH
FRPPXQLFDWLRQLVSRVVLEOH &RZGHOO1RODQ 
7UHDWSDWLHQWVDVHTXDOSDUWQHUVLQFRPPXQLFDWLRQHYHQZKHQFRPPXQLFDWLRQLVOLPLWHG 1RODQ
 
$SSURDFKSDWLHQWVFDOPO\JHQWO\DQGLQDUHOD[HGPDQQHU
)LQGRXWDQGXVHWKHSDWLHQWVSUHIHUUHGQDPH %ULGJHV 
(QVXUH\RXKDYHWKHSDWLHQWVDWWHQWLRQEHIRUHJLYLQJLPSRUWDQWLQIRUPDWLRQ
6SHDNGLUHFWO\WRWKHSDWLHQWHYHQLIWKH\DUHXQDEOHWRUHVSRQGDQGNHHSH\HFRQWDFW
6SHDNSODLQO\DQGDYRLGFRPSOLFDWHGLGLRPVRIVSHHFK +HDWKHWDO 
8VHVKRUWVLPSOHVHQWHQFHVDQGDVRIWWRQH
$VNVLPSOHTXHVWLRQVWKDWUHTXLUHDVKRUWDQVZHUHJ\HVQR
$OORZDPSOHUHVSRQVHWLPHEHIRUHUHSHDWLQJLQIRUPDWLRQ
5HSHDWVHQWHQFHVXVLQJWKHVDPHZRUGV
(QVXUHWKDWLQWHUDFWLRQVDUHQRWHQGHGDEUXSWO\ &OLVVHWW 
5HPDLQFDOPLISDWLHQWEHFRPHVDJLWDWHG
$YRLGPRYLQJRUZDONLQJDURXQGGXULQJFRQYHUVDWLRQ
0RGHOWKHGHVLUHGEHKDYLRXU


8QGHUVWDQGLQJSDWLHQWVEHKDYLRXUDQGDGRSWLQJSRVLWLYHZD\VWR
UHGXFHGLVWUHVVHGUHDFWLRQV
%HDZDUHWKDWSDWLHQWVEHKDYLRXULVDIRUPRIFRPPXQLFDWLRQDQGUHFRJQLVHWKDWZLWKGUDZDORU
SDVVLYLW\LVDIRUPRIGLVWUHVVHGUHDFWLRQ 1RUPDQ 
3DWLHQWVPD\H[KLELWGLVWUHVVHGEHKDYLRXUVGXHWRSDLQIDWLJXHKXQJHURURWKHUGLVFRPIRUWWU\
WRLGHQWLI\WKHFDXVHRIGLVWUHVVHGUHDFWLRQVDQGDYRLGFRPSURPLVLQJQRUPDOURXWLQHDFWLYLWLHV
&OLVVHWW*DOYLQ0F*LOWRQHWDO 
$FFHSWWKDWSHRSOHZLWKGHPHQWLDPD\KDYHWKHLURZQVHQVHRIUHDOLW\DQGWKDWFKDOOHQJLQJWKLV
PD\FDXVHGLVWUHVV
8WLOLVHIRUPVRIWKHUDS\WKDWPD\SURYLGHUHDVVXUDQFHVXFKDVPXVLFZKLFKPD\EHEURXJKWLQ
E\WKHSDWLHQWRUUHPLQLVFHQFHLQYLWLQJSDWLHQWVDQGFDUHUVWREULQJLWHPVVXFKDVSKRWRJUDSKVWR
EHGLVFXVVHGSULRUWRH[DPLQDWLRQRUWUHDWPHQW &OLVVHWW0F&ORVNH\ 
7KHXVHRIUHVWUDLQWVKRXOGEHWKHODVWUHVRUWLWFDQSUHVHQWULVNVWRWKHSDWLHQW DQGRWKHUV DQG
VKRXOGQRWEHXVHGMXVWEHFDXVHQRWHQRXJKVWDIIDUHDYDLODEOH &KDWHU*DOODJKHU*DOYLQ
 
,GHQWLI\VDIHZD\VWRIDFLOLWDWHZDONLQJWKLVFDQUHGXFHDJLWDWLRQDQGDVVLVWSDWLHQWVDIHW\
:DONLQJLQDFLUFXODUURXWHFDQGHFUHDVHDJLWDWLRQ $QGUHZV*DOYLQ 
3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ

8VHGLYHUVLRQRUGLVWUDFWLRQWHFKQLTXHVWRFUHDWHDVXLWDEO\VWLPXODWLQJHQYLURQPHQWDQGJDLQ
FRRSHUDWLRQ &OLVVHWW.LQJ 7KHVHFRXOGLQFOXGH
5HSHWLWLYHDQGIDPLOLDUWDVNVHJVRUWLQJEXWWRQV .LQJ 
8VHRIUHPLQLVFHQFH
8VHRIDOOVHQVHVWRXFK૱VHQVRU\ER[WH[WXUHVWDFWLOHVWLPXODWLRQKHDULQJSHUVRQDOLVHGPXVLF
FDOPLQJPXVLFVLJKWYLVXDOZD\ILQGLQJFXHVDQGOLJKWLQJ &OLVVHWW.LQJ 
$VNDIDPLO\PHPEHUWRWDONVRRWKLQJO\WKURXJKRXWWKHSURFHGXUH LQWHUFRP 


&DUHULQYROYHPHQW
)DPLO\PHPEHUVDQGLQIRUPDOFDUHJLYHUVVKRXOGEHLQYROYHGLQFDUHDQGFRQVLGHUHGDVVHWV
$QGUHZV%DLOOLH%RUEDVLHWDO&OLVVHWWE+HDWKHWDO-XUJHQV 
0F*LOWRQHWDO0R\OHHWDO1RODQ:HEVWHU 
&DUHUVVKRXOGEHYLHZHGDVDVRXUFHRIH[SHUWLVH &OLVVHWWE 
6WDIIVKRXOGZRUNFROODERUDWLYHO\ZLWKSDWLHQWVDQGFDUHUV %ULGJHV:HEVWHU 
6WDIIVKRXOGDFNQRZOHGJHWKDWFDUHUVPD\DOVRQHHGLQIRUPDWLRQDQGUHDVVXUDQFHDQGVKRXOG
DYRLGDGRSWLQJDGHIHQVLYHRUFRQIURQWDWLRQDODSSURDFKWRWKHP 1RODQ-XUJHQV 


6WDIIVNLOOVDQGDWWLWXGHV
3HRSOHZLWKGHPHQWLDDQGWKHLUFDUHUVFRPLQJWRWKHLPDJLQJRUUDGLRWKHUDS\GHSDUWPHQWPD\KDYH
DGGLWLRQDOQHHGVWKDWPD\FKDOOHQJHVWDIIVNLOOVDQGDWWLWXGHV
&RQVLGHUWKDWWKHOLYHVRISHRSOHZLWKGHPHQWLDDUHPHDQLQJIXOGRQRWDVVLJQEODPHWRWKH
SDWLHQW 1RODQ 
&KDOOHQJHXVDQGWKHPDWWLWXGHV &RZGHOO 
%HQRQMXGJHPHQWDODQGVKRZXQFRQGLWLRQDOSRVLWLYHUHJDUGIRUSDWLHQWVDQGWKHLUFDUHUV
0F&ORVNH\ 
'RQRWORVHVLJKWRIWKHSHUVRQDQGDYRLGGHKXPDQLVLQJEHKDYLRXUV &XQQLQJKDP $UFKLEDOG
0F&ORVNH\ 
$SSUHFLDWHWKDW\RXFDQOHDUQIURPSHRSOHZLWKGHPHQWLD &RZGHOO
5HFRJQLVHDQGDFWRQSDWLHQWFXHVUHJDUGLQJXQPHWQHHGVDQGGLVWUHVVHGUHDFWLRQV 'HZLQJ
+HDWKHWDO0F&ORVNH\ 
8VHLQLWLDOLQWURGXFWLRQDQGLGHQWLW\FKHFNWRDVVHVVWKHSDWLHQWVOHYHORIXQGHUVWDQGLQJ
5HTXHVWFRQVHQWDQGGRQRWDVVXPHLWLQFDVHVZKHUHH[SUHVVZULWWHQFRQVHQWLVQRWUHTXLUHG
%ULGJHV 
0RGLI\LQIRUPDWLRQSURYLGHGWRWKHSDWLHQWWRLQFOXGHRQO\WKDWZKLFKLVFRPPHQVXUDWHZLWK
LQIRUPHGFRQVHQWDQGGLUHFWO\UHODWHGWRWKHDFWLYLW\DQGHQVXULQJVDIHW\ 0F&ORVNH\ 
3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ

9LHZIDPLO\PHPEHUVDQGRULQIRUPDOFDUHJLYHUVDVDVVHWVDQGLQYROYHWKHPLQFDUH $QGUHZV
%DLOOLH%RUEDVLHWDO&OLVVHWWE+HDWKHWDO-XUJHQV 0F*LOWRQHWDO
0R\OHHWDO1RODQ:HEVWHU 
+DYHDQDWWLWXGHRIZDUPWKDQGILUPQHVV +HDWKHWDO 
(PSOR\IOH[LEOHDSSURDFKHVDQGEHFUHDWLYH %DLOOLH 
%HDUHIOHFWLYHSUDFWLWLRQHULQWHUURJDWLQJ\RXURZQEHKDYLRXUVDQGDWWLWXGHVWRZDUGVSHRSOH
ZLWKGHPHQWLD
(QJDJHLQWHDPEDVHGUHIOHFWLRQ &KDWHU 


7UDLQLQJQHHGV
$OOVWDIIFOLQLFDODQGQRQFOLQLFDOVKRXOGKDYHDGGLWLRQDOWUDLQLQJDQGGHYHORSPHQWLQ
GHPHQWLDUHODWHGFDUH %DLOOLHE'HZLQJ 7KLVVKRXOGFKDOOHQJHG\VIXQFWLRQDOFXOWXUDO
QRUPVDQGLQFOXGHWKHHPRWLRQDOVRFLDOLQWHOOHFWXDODQGSUDFWLFDODVSHFWVRIFDUH
6SHFLDOLVWWUDLQLQJIRUWKHUROHRIGHPHQWLDFKDPSLRQVKRXOGEHVRXJKW
3HRSOHZLWKGHPHQWLDDQGWKHLUFDUHUVVKRXOGEHLQYROYHGLQWUDLQLQJDQGGHYHORSPHQW
RSSRUWXQLWLHVIRUVWDII
'HYHORSPHQWRSSRUWXQLWLHVVKRXOGEHDVLQWHUDFWLYHDVSRVVLEOHWRHQFRXUDJHUHIOHFWLYHSUDFWLFH
DQGXVHDYDULHW\RIOHDUQLQJDQGWHDFKLQJVWUDWHJLHVLQFOXGLQJREVHUYDWLRQFDVHVWXGLHVDQGJURXS
GLVFXVVLRQV &RZGHOO1RUPDQ 
'HPHQWLDUHODWHGHGXFDWLRQVKRXOGEHDYDLODEOHDWSUHUHJLVWUDWLRQDQGSRVWUHJLVWUDWLRQ &3'
OHYHOVDQGFRQWLQXDOO\UHYLVLWHG %DLOOLHE'HZLQJ 
7KHIROORZLQJOLVWRIWRSLFVLVFRQVLGHUHGHVVHQWLDOEXWLVQRWH[KDXVWLYH *DQGHVKD/HXQJ


UHVSRQGLQJWREHKDYLRXUWKDWFKDOOHQJHV
SHUVRQFHQWUHGFDUH &UDEWUHH
UHPLQLVFHQFHDQGOLIHVWRULHV
WKHOHJDOIUDPHZRUNRIFRQVHQW
FDSDFLW\DQGFRQVHQW૱0HQWDO&DSDFLW\$FW 0RZEUD\
GHSULYDWLRQRIOLEHUW\ 'R/6
EHVWLQWHUHVWV
VDIHJXDUGLQJYXOQHUDEOHDGXOWV
KXPDQULJKWVGLJQLW\DXWRQRP\ZHOOEHLQJ
W\SHVRIUHVWUDLQWSK\VLFDOFKHPLFDOPHFKDQLFDOWHFKQRORJLFDOSV\FKRORJLFDO *DOODJKHU

SDLQDVVHVVPHQWDQGUHFRJQLVLQJSDLQ *DOYLQ*DQGHVKD
WKHRULHVDQGFDVHVWXGLHVRIGHPHQWLDFDUH
PRGHOVRIHWKLFDOGHFLVLRQPDNLQJ *DOODJKHU
PRGHOVRIUHIOHFWLRQDQGLQWHUURJDWLQJWKHVHOI +HDWKHWDO0R\OHHWDO
7KHIROORZLQJWKHRUHWLFDOIUDPHZRUNVDQGPRGHOVZHUHLGHQWLILHGLQWKHOLWHUDWXUHUHYLHZVDVXVHIXO
ZD\VIRUSUDFWLWLRQHUVDQGRWKHUVWRXQGHUVWDQGDQGLQWHUSUHWWKHHYLGHQFH

3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ
.LWZRRGV  HQKDQFHUVDQGGHWUDFWRUV
3/67&RQFHSWXDO0RGHOIRUSHRSOHZLWK$O]KHLPHUVGLVHDVH
+DOODQG%XFNZDWHUV  0RGHOIRUXQGHUVWDQGLQJVWUHVVWKUHVKROGVDQGWKHLUUHGXFWLRQ
$QWHFHGHQWV%HKDYLRXU&RQVHTXHQFHV $%& 7RROIRUXQGHUVWDQGLQJEHKDYLRXUDUHIOHFWLYH
WRROIRUSUDFWLWLRQHUVWRXQGHUVWDQGWKHHIIHFWRIWKHHQYLURQPHQWRQEHKDYLRXU
1RODQ0HWDOV  7KH6HQVHV)UDPHZRUN,PSURYLQJ&DUHIRU2OGHU3HRSOHWKURXJKD
5HODWLRQVKLS&HQWUHG$SSURDFK*5,38QLYHUVLW\RI6KHIILHOG
/LHWDOV  &$5(&UHDWLQJ$YHQXHVIRU5HODWLYH(PSRZHUPHQW$SURJUDPPHIRU
LPSURYLQJVHOIHIILFDF\IRUFDUHJLYHUV



,PSOHPHQWDWLRQ
LPSOHPHQWDWLRQDQGGLVVHPLQDWLRQ
7KH6&R5ZLOOGLVVHPLQDWHWKHJXLGHOLQHWKURXJKLWVQHWZRUNV7KHVHLQFOXGHUHJXODUPHHWLQJVRI
PDQDJHUVDQGFRQIHUHQFHDQGVWXG\GD\V
,QDGGLWLRQWKHFRUHJURXSKDVGHYHORSHGWKHIROORZLQJUHVRXUFHV
$VXPPDU\GRFXPHQWRXWOLQLQJWKHUDWLRQDOHDQGNH\UHFRPPHQGDWLRQV
,PSOHPHQWDWLRQJXLGDQFHIRUPDQDJHUVLQFOXGLQJUHVRXUFHLPSOLFDWLRQVDQGSRWHQWLDOEDUULHUVWR
LPSOHPHQWDWLRQ
HOHDUQLQJPRGXOH'HPHQWLDGHYHORSHGE\DFRUHJURXSPHPEHULVDYDLODEOHRQWKHH/HDUQLQJIRU
KHDOWKZHEVLWHIUHHRIFKDUJHWRDOO1+6RUJDQLVDWLRQVZZZHOIKRUJXN

,PSDFWPHDVXUHVDQGDXGLWWRROV
$OOHPSOR\LQJDXWKRULWLHVDUHUHTXLUHGWRKDYHJRYHUQDQFHDUUDQJHPHQWVLQSODFHWKDWLQFOXGHORFDOO\
GHYHORSHGDXGLWWRROVIRUSDWLHQWH[SHULHQFH,WLVH[SHFWHGWKDWWKHVHZLOOEHDGDSWHGWRPHDVXUH
WKHLPSDFWRIWKHSUDFWLFHJXLGHOLQHUHFRPPHQGDWLRQVRQSDWLHQWVDQGFDUHUVH[SHULHQFH$QDXGLW
FKHFNOLVWFDQEHIRXQGLQWKHVXSSOHPHQWDU\VXSSRUWLQJLQIRUPDWLRQ7KLVLVLQDGGLWLRQWRWKH
QDWLRQDOSDWLHQWH[SHULHQFHVXUYH\WKDWDOO1+6RUJDQLVDWLRQVWDNHSDUWLQ

2UJDQLVDWLRQDORUILQDQFLDOEDUULHUVWRLPSOHPHQWDWLRQ
7KHPDMRULW\RIWKHUHFRPPHQGDWLRQVKDYHQRILQDQFLDOLPSOLFDWLRQV7KHUHLVDUHTXLUHPHQWIRU
DGGLWLRQDOWUDLQLQJDQGVRPHDGGLWLRQDOUHVRXUFHVZKLFKZLOOUHTXLUHEXGJHWLQJIRU7KHVHFRXOG
LQFOXGHFKDQJHVWR,&7V\VWHPV
7KHPDLQEORFNWRLPSOHPHQWDWLRQLVOLNHO\WREHRUJDQLVDWLRQDODQGFXOWXUDOVLQFHVRPH
UHFRPPHQGDWLRQVUHTXLUHFKDQJHVWRHVWDEOLVKHGZRUNLQJSUDFWLFHV+RZHYHUPDQ\GHSDUWPHQWV
DUHZRUNLQJWKURXJKWKHFKDQJHVQHHGHGWRHPEHGSHUVRQFHQWUHGFDUHPRUHIXOO\LQWRGDLO\SUDFWLFH
DQGWKLVJXLGHOLQHVUHFRPPHQGDWLRQVVKRXOGEHLQWHJUDOWRWKLVSURFHVV



5HFRPPHQGDWLRQVIRUIXWXUHUHVHDUFK
7KHDXWKRUVKDYHDFNQRZOHGJHGWKHUHODWLYHO\ORZTXDOLW\RIWKHHYLGHQFHEDVHIRUWKHJXLGHOLQHDQG
WKLVSURYLGHVPDQ\RSSRUWXQLWLHVIRUUHGUHVV,QSDUWLFXODUWKHODFNRIDQ\SXEOLVKHGHYLGHQFHIURP
WKHUDGLRJUDSKLFVHWWLQJQHHGVWREHDGGUHVVHG
3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ



'DWHRISXEOLFDWLRQUHYLHZDQGXSGDWLQJ
-DQXDU\
7KUHH\HDUO\UHYLHZXQOHVVDQHDUOLHUUHYLHZLVLQGLFDWHG7KLVPD\EHUHTXLUHGEHFDXVHRIFKDQJHV
LQSROLF\RUSXEOLVKHGHYLGHQFHWKDWLQGLFDWHVDQHHGIRUWKHSUDFWLFHJXLGHOLQHWREHXSGDWHG3ROLF\
FKDQJHVDUHPRQLWRUHGDQGUHYLHZHGE\WKH6&R5WHDPRISURIHVVLRQDOVWDII7KHFRUHDQG
VWDNHKROGHUJURXSVFRPSULVHGSHRSOHZLWKDVSHFLDOLQWHUHVWLQGHPHQWLDLQFOXGLQJVWDIILQLPDJLQJ
DQGUDGLRWKHUDS\GHSDUWPHQWVZKRDUHGHPHQWLDFKDPSLRQV7KH\ZLOOEHVXUYH\HGDQQXDOO\WRDVN
LIWKH\DUHDZDUHRIFKDQJHVWRWKHHYLGHQFHEDVHWKDWPD\WULJJHUDQHDUO\UHYLHZDQGXSGDWHRI
WKHSUDFWLFHJXLGHOLQH



5HIHUHQFHV
 'HPHQWLD8.VHFRQGHGLWLRQ7KH$O]KHLPHUV6RFLHW\ZZZDO]KHLPHUVRUJXNGHPHQWLDXN
>DFFHVVHG@
 1+6,PDJLQJDQG5DGLRGLDJQRVWLF$FWLYLW\LQ(QJODQG
ZZZHQJODQGQKVXNVWDWLVWLFVZSFRQWHQWXSORDGVVLWHV.+UHOHDVHSG
I
 &RO\HU+(GLWRULDO&DQFHUWKHPHGHGLWLRQ5DGLRJUDSK\  
 6&R53ROLF\DQG'RFXPHQW/LEUDU\KWWSZZZVRURUJOHDUQLQJGRFXPHQWOLEUDU\>DFFHVVHG
@
 'HSDUWPHQWRI+HDOWK1DWLRQDO6HUYLFH)UDPHZRUNIRU2OGHU3HRSOH/RQGRQ6WDWLRQHU\
2IILFH
 'HSDUWPHQWRI+HDOWK+LJK4XDOLW\&DUHIRU$OO/RQGRQ6WDWLRQHU\2IILFH
 'HSDUWPHQWRI+HDOWK(TXLW\DQG([FHOOHQFH/LEHUDWLQJWKH7DOHQWV/RQGRQ6WDWLRQHU\
2IILFH
 'HSDUWPHQWRI+HDOWK1DWLRQDO'HPHQWLD6WUDWHJ\
 &26/$6FRWWLVK*RYHUQPHQWDQG1+66FRWODQG5HVKDSLQJ&DUHIRU2OGHU3HRSOHD
SURJUDPPHIRUFKDQJH
 6FRWODQGV1DWLRQDO'HPHQWLD6WUDWHJ\
KWWSZZZVFRWODQGJRYXN5HVRXUFHSGI>DFFHVVHG@
 1DWLRQDO'HPHQWLD9LVLRQIRU:DOHV
>DFFHVVHG@
 ,PSURYLQJ'HPHQWLD6HUYLFHVLQ1RUWKHUQ,UHODQG$5HJLRQDO
6WUDWHJ\
KWWSZZZGKVVSVQLJRYXNLPSURYLQJGHPHQWLDVHUYLFHVLQQRUWKHUQLUHODQGDUHJLRQDOVWUDW
HJ\QRYHPEHUSGI>DFFHVVHG@
 'HPHQWLD&KDOOHQJH3URJUHVV5HSRUW
ZZZGHPHQWLDFKDOOHQJHGKJRYXNVKDUHGDPELWLRQ>DFFHVVHG@
 .LWZRRG7  'HPHQWLD5HFRQVLGHUHGWKHSHUVRQFRPHVILUVW UHWKLQNLQJDJHLQJ
3XEOLVKHU
 *X\DWWHWDO  *5$'(JXLGHOLQHV,QWURGXFWLRQ*5$'(HYLGHQFHSURILOHVDQG
VXPPDU\RIILQGLQJVWDEOHV-RXUQDORI&OLQLFDO(SLGHPLRORJ\S
 ,PSURYLQJ&DUHIRUSHRSOHZLWKGHPHQWLD'+$SULO
(QJODQG ZZZGHPHQWLDFKDOOHQJHGKJRYXN
 7\SHVRIGHPHQWLD
KWWSZZZDO]KHLPHUVRUJXNVLWHVFULSWVGRFXPHQWVSKS"FDWHJRU\,' 
 'LDJQRVLVDQGV\PSWRPVRIGHPHQWLD
KWWSZZZDO]KHLPHUVRUJXNVLWHVFULSWVGRFXPHQWVSKS"FDWHJRU\,' 
 'RZQV0DQG%RZHUV% (GV ([FHOOHQFHLQ'HPHQWLD&DUH5HVHDUFKLQWR3UDFWLFH0F*UDZ
+LOO2SHQ8QLYHUVLW\3UHVV
3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ



$SSHQGLFHV
$SSHQGL['HPHQWLD*XLGHOLQH(YLGHQFH5HIHUHQFHV

 $QGUHZV-  $QXUVHPDQDJHU VJXLGHWRVXSSRUWSDWLHQWVZLWKGHPHQWLD1XUVLQJ2OGHU
3HRSOH  SS
 $UPVWURQJ'%\UQH*  ,PSURYLQJSHUVRQFHQWUHGFDUHLQGHPHQWLD1XUVLQJ
7LPHV  SS
 %DLOOLH/&R[-0HUULWW- D &DULQJIRUROGHUSHRSOHZLWKGHPHQWLDLQKRVSLWDO3DUW
RQHFKDOOHQJHV1XUVLQJ2OGHU3HRSOH  SS
 %DLOOLH/0HUULWW-&R[- E &DULQJIRUROGHUSHRSOHZLWKGHPHQWLDLQKRVSLWDO3DUW
WZRVWUDWHJLHV1XUVLQJ2OGHU3HRSOH  SS
 %RUEDVL6-RQHV-/RFNZRRG&(PGHQ&  +HDOWK3URIHVVLRQDOV 3HUVSHFWLYHVRI
3URYLGLQJ&DUHWR3HRSOHZLWK'HPHQWLDLQWKH$FXWH6HWWLQJ7RZDUG%HWWHU3UDFWLFH*HULDWULF
1XUVLQJ  SS
 %ULGJHV-:LONLQVRQ&  $FKLHYLQJGLJQLW\IRUROGHUSHRSOHZLWKGHPHQWLDLQKRVSLWDO
1XUVLQJ6WDQGDUG  SS
 &KDWHU.+XJKHV1  6WUDWHJLHVWRGHOLYHUGHPHQWLDWUDLQLQJDQGHGXFDWLRQLQWKH
DFXWHKRVSLWDOVHWWLQJ-RXUQDORI5HVHDUFKLQ1XUVLQJ  SS
 &OLVVHWW33RURFN'+DUZRRG5*ODGPDQ- D 7KHFKDOOHQJHVRIDFKLHYLQJ
SHUVRQFHQWUHGFDUHLQDFXWHKRVSLWDOV$TXDOLWDWLYHVWXG\RISHRSOHZLWKGHPHQWLDDQGWKHLU
IDPLOLHV,QWHUQDWLRQDO-RXUQDORI1XUVLQJ6WXGLHV  SS
 &OLVVHWW33RURFN'+DUZRRG5*ODGPDQ- E ([SHULHQFHVRIIDPLO\FDUHUVRIROGHU
SHRSOHZLWKPHQWDOKHDOWKSUREOHPVLQWKHDFXWHJHQHUDOKRVSLWDODTXDOLWDWLYHVWXG\-RXUQDO
RI$GYDQFHG1XUVLQJSS
 &RZGHOO)  7KHFDUHRIROGHUSHRSOHZLWKGHPHQWLDLQDFXWHKRVSLWDOV,QWHUQDWLRQDO
-RXUQDORI2OGHU3HRSOH1XUVLQJ  SS
 &UDEWUHH-0DFN-  'HVLJQLQJDWUDLQLQJSURJUDPPHWRLPSURYHVWDIIDWWLWXGHV
WRZDUGVSHRSOHZLWKGHPHQWLD1XUVLQJ7LPHV  SS
 &XQQLQJKDP&$UFKLEDOG&  6XSSRUWLQJSHRSOHZLWKGHPHQWLDLQDFXWHKRVSLWDO
VHWWLQJV1XUVLQJ6WDQGDUG  SS
 'HZLQJ-  5HVSRQGLQJWRDJLWDWLRQLQSHRSOHZLWKGHPHQWLD1XUVLQJ2OGHU
3HRSOH  SS
 'XIILQ&  5DLVLQJDZDUHQHVVWRVXSSRUWSHRSOHZLWKGHPHQWLDLQKRVSLWDO1XUVLQJ
2OGHU3HRSOH  SS
 *DOODJKHU$  (WKLFDOLVVXHVLQSDWLHQWUHVWUDLQW1XUVLQJ7LPHV  SS
 *DOYLQ-(.XQWHPHLHU%$O+DPPDGL1*HUPLQR-0XUSK\:KLWH00F*LOOLFN- 
'HPHQWLDIULHQGO\KRVSLWDOV&DUHQRWFULVLV$QHGXFDWLRQDOSURJUDPGHVLJQHGWRLPSURYHWKH
FDUHRIWKHKRVSLWDOL]HGSDWLHQWZLWKGHPHQWLD$O]KHLPHU'LVHDVHDQG$VVRFLDWHG
'LVRUGHUV  SS
 *DQGHVKD$6RX]D5&KDSOLQ5+RRG&KOR   $GHTXDF\RIWUDLQLQJLQGHPHQWLD
FDUHIRUDFXWHKRVSLWDOVWDII1XUVLQJ2OGHU3HRSOH  SS
 +HDWK+6WXUG\':LOFRFN*  ,PSURYLQJTXDOLW\RIFDUHIRUSHRSOHZLWKGHPHQWLD
LQJHQHUDOKRVSLWDOV1XUVLQJ2OGHU3HRSOH6HSSS
 -XUJHQV)-&OLVVHWW3*ODGPDQ-5+DUZRRG5+  :K\DUHIDPLO\FDUHUVRISHRSOH
ZLWKGHPHQWLDGLVVDWLVILHGZLWKJHQHUDOKRVSLWDOFDUH"$TXDOLWDWLYHVWXG\%0&
JHULDWULFV  SS
 .LQJ&  0DQDJLQJDJLWDWHGEHKDYLRXULQROGHUSHRSOH1XUVLQJ2OGHU3HRSOH 
SS
 /HXQJ'7RGG-  'HPHQWLDFDUHLQWKHDFXWHGLVWULFWJHQHUDOKRVSLWDO&OLQLFDO
0HGLFLQH-RXUQDORIWKH5R\DO&ROOHJHRI3K\VLFLDQVRI/RQGRQ  SS
 0F&ORVNH\50  &DULQJIRUSDWLHQWVZLWKGHPHQWLDLQDQDFXWHFDUHHQYLURQPHQW
*HULDWULF1XUVLQJ  SS
 0F*LOWRQ.:HOOV-7HDUH*'DYLV$5RFKRQ(&DODEUHVH61DJOLH*%RVFDUW9
 5HKDELOLWDWLQJSDWLHQWVZLWKGHPHQWLDZKRKDYHKDGDKLSIUDFWXUHSDUW,EHKDYLRUDO
3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ
V\PSWRPVWKDWLQIOXHQFHFDUH7RSLFVLQ*HULDWULF5HKDELOLWDWLRQ  SS
 0RZEUD\-0RZEUD\+  $FRQVLGHUDWLRQRIWKHQHHGVRIWKHDGXOWSDWLHQWZLWK
GHPHQWLDDWWHQGLQJIRUUDGLRWKHUDS\DQGLWVLPSDFWRQWKHSUDFWLFDOFRQVHQWSURFHVV-RXUQDO
RI5DGLRWKHUDS\LQ3UDFWLFH  SS
 0R\OH:2ORUHQVKDZ5:DOOLV0%RUEDVL6  %HVWSUDFWLFHIRUWKHPDQDJHPHQWRI
ROGHUSHRSOHZLWKGHPHQWLDLQWKHDFXWHFDUHVHWWLQJDUHYLHZRIWKHOLWHUDWXUH,QWHUQDWLRQDO
-RXUQDORI2OGHU3HRSOH1XUVLQJ  SS
 1RODQ/  &DULQJFRQQHFWLRQVZLWKROGHUSHUVRQVZLWKGHPHQWLDLQDQDFXWHKRVSLWDO
VHWWLQJ૱DKHUPHQHXWLFLQWHUSUHWDWLRQRIWKHVWDIIQXUVH VH[SHULHQFH,QWHUQDWLRQDO-RXUQDORI
1XUVLQJ2OGHU3HRSOHSS૱
 1RUPDQ5  2EVHUYDWLRQVRIWKHH[SHULHQFHVRISHRSOHZLWKGHPHQWLDRQJHQHUDO
KRVSLWDOZDUGV-RXUQDORI5HVHDUFKLQ1XUVLQJ  S૱
 :HEVWHU-  ,PSURYLQJFDUHIRUSHRSOHZLWKGHPHQWLDLQDFXWHKRVSLWDOWKHUROHRI
SHUVRQFHQWUHGDVVHVVPHQW4XDOLW\LQ$JHLQJDQG2OGHU$GXOWV9RO  SS૱
$SSHQGL[1DPHVDQGDIILOLDWLRQVRIJXLGHOLQHFRUHDQGVWDNHKROGHUJURXSV
&RUH*URXS
+D]HO&RO\HU&RQVXOWDQW)LUHGXFH&RQVXOWDQF\6HUYLFHV/WG
&KULVWLQD)UHHPDQ3URIHVVLRQDO2IILFHU6&R5
(PLO\/HZLV5HVHDUFKUDGLRJUDSKHU0LG<RUNVKLUH+RVSLWDOV1+67UXVW
6WDNHKROGHU*URXS
*HRUJLQD&KDUOWRQ6HQLRUUDGLRJUDSKHU
/LVD)LHOG&RQVXOWDQWUDGLRJUDSKHU
&ODLUH*RGIUHH6WXGHQWUDGLRJUDSKHU
*OHQ\V*RRGZLOO/D\SHUVRQ
&DUROLQH+DQGOH\6XSHULQWHQGHQWUDGLRJUDSKHU
+HOHQ+DUYH\6WXGHQWUDGLRJUDSKHU
1LNROD+DZNLQV5HVHDUFKUDGLRJUDSKHU
=DLQDE+XVVDLQ6HQLRUOHFWXUHU
-XOLH6WRQH5DGLRJUDSKHU
)UHG0DUORZH5DGLRJUDSKHU
)LRQD2OXGLSH6HQLRUOHFWXUHU
3KLOLS3ODQW/D\SHUVRQ
&ROHWWH6KHHKDQ0DFPLOODQUDGLRJUDSKHU
.XPXG7LWPDUVK6HQLRUOHFWXUHU
$OLVRQ7RQNLQ6HQLRUOHFWXUHU
/RUUDLQH:HEVWHU3UDFWLFHGHYHORSPHQWUDGLRJUDSKHU

3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ
([WHUQDOUHYLHZHUV
/LQGVD\%DWW\6PLWK6HQLRUUDGLRJUDSKHU$GXOW6DIHJXDUGLQJ/HDG
7LIIDQ\&KDOFUDIW1HXURUDGLRORJ\UDGLRJUDSKHU
$QQD'RZULFN3ROLF\DGYLVHU7KH$O]KHLPHUV6RFLHW\
0DULH*RUQDOO6HQLRUUDGLRJUDSKHU 0DPPRJUDSK\



6XSSOHPHQWDU\6XSSRUWLQJ,QIRUPDWLRQ
$XGLWFKHFNOLVW
'DWDH[WUDFWLRQWHPSODWHUHIHUHQFHV
([WHUQDOUHYLHZHUVIHHGEDFN
,PSOHPHQWDWLRQJXLGDQFHDQGDGYLFHIRUPDQDJHUV
0LQXWHVRI33/*PHHWLQJV1RYHPEHU0D\
6XPPDU\GRFXPHQW



&DULQJIRU3HRSOHZLWK'HPHQWLDJXLGHOLQH$XGLW&KHFNOLVW
&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\
ZRUNIRUFH LPDJLQJDQGUDGLRWKHUDS\ -DQXDU\

,QWURGXFWLRQ
7KHFOLQLFDOSUDFWLFHJXLGHOLQHFDULQJIRUSHRSOHZLWKGHPHQWLDDQGWKHLUFDUHUVZKHQDWWHQGLQJIRU
LPDJLQJRUUDGLRWKHUDS\KDVEHHQDSSURYHGE\8QLWHG.LQJGRP&RXQFLORIWKH6RFLHW\DQG&ROOHJHRI
5DGLRJUDSKHUV 6&R5 ,WFDQEHIRXQGZLWKLQWKHLUSROLF\DQGGRFXPHQWOLEUDU\
$OOHPSOR\LQJDXWKRULWLHVDUHUHTXLUHGWRKDYHJRYHUQDQFHDUUDQJHPHQWVLQSODFHWKDWLQFOXGHORFDOO\
GHYHORSHGDXGLWWRROVIRUSDWLHQWH[SHULHQFH7KLVFKHFNOLVWKDVEHHQSURYLGHGWRDVVLVWLPDJLQJDQG
UDGLRWKHUDS\GHSDUWPHQWVWRDGDSWWKHLUDXGLWVWRPHDVXUHWKHLPSDFWRIWKHSUDFWLFHJXLGHOLQH
UHFRPPHQGDWLRQVRQSDWLHQWVDQGFDUHUVH[SHULHQFH7KHFKHFNOLVWLVQRWH[KDXVWLYHQRULVLW
LQWHQGHGWREHDUHSODFHPHQWIRUORFDODXGLWPHDVXUHV,WFRQWDLQVVXJJHVWLRQVIRU
LQFOXVLRQRIVRPHRIWKHPHDVXUDEOHDVSHFWVRIWKHJXLGHOLQHUHFRPPHQGDWLRQ

&KHFNOLVW7KHPHV
7KHJXLGHOLQHFRQWDLQVUHFRPPHQGDWLRQVXQGHUWKHPHVZKLFK\RXPD\ILQGXVHIXOZKHQ
GHYHORSLQJDQGDGDSWLQJDXGLWWRROV

 7KHSUDFWLFHHQYLURQPHQW૱DFNQRZOHGJLQJWKHQHHGIRUVSHFLDOSURYLVLRQ
 %XLOGLQJUHODWLRQVKLSVZLWKSDWLHQWVDQGFDUHUVWRRSWLPLVHWKHSDWLHQWH[SHULHQFH
 6WUDWHJLHVIRURSWLPLVLQJFRPPXQLFDWLRQZLWKSHRSOHZLWKGHPHQWLDDQGWKHLUFDUHUV
3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ
 8QGHUVWDQGLQJSDWLHQWVEHKDYLRXUDQGDGRSWLQJSRVLWLYHZD\VWRUHGXFHGLVWUHVVHG
UHDFWLRQV
 &DUHULQYROYHPHQW
 6WDIIVNLOOVDQGDWWLWXGHV
 7UDLQLQJQHHGV

6SHFLILFPHDVXUHV
7\SHDQGH[WHQWRIDQ\WKHUDSLHVXVHGHJPXVLFZKLFKPD\EHEURXJKWLQE\WKHSDWLHQW
RUUHPLQLVFHQFHLQYLWLQJSDWLHQWVDQGFDUHUVWREULQJLWHPVVXFKDVSKRWRJUDSKVWREH
GLVFXVVHGSULRUWRH[DPLQDWLRQRUWUHDWPHQW
6\VWHPRILGHQWLILHUVLQSODFHVXFKDVIRUJHWPHQRWEOXHZULVWEDQGVRUEXWWHUIOLHV
'HPHQWLDFKDPSLRQUROHLGHQWLILHGDQGRUHVWDEOLVKHG
1XPEHUVRIYROXQWHHUV
6\VWHPRISURIHVVLRQDOVXSHUYLVLRQ
3DWLHQWLQIRUPDWLRQSDFNGHVLJQHGVSHFLILFDOO\IRUSHRSOHZLWKGHPHQWLDDQGWKHLUFDUHU
,QIRUPDWLRQSURYLGHGWRWKHSDWLHQWWRJDLQLQIRUPHGFRQVHQWKDVEHHQPRGLILHGWRLQFOXGH
RQO\WKDWZKLFKLVGLUHFWO\UHODWHGWRWKHDFWLYLW\DQGHQVXULQJVDIHW\
1XPEHUVRIVWDIIFOLQLFDODQGQRQFOLQLFDOZKRKDYHUHFHLYHGDGGLWLRQDOWUDLQLQJDQG
GHYHORSPHQWLQGHPHQWLDUHODWHGFDUH
3HRSOHZLWKGHPHQWLDDQGWKHLUFDUHUVDUHLQYROYHGLQWUDLQLQJDQGGHYHORSPHQWRSSRUWXQLWLHV
IRUVWDII

5HIHUHQFHV
 &DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIRUFH
LPDJLQJDQGUDGLRWKHUDS\ 7KH6RFLHW\DQG&ROOHJHRI5DGLRJUDSKHUV 6&R5 -DQXDU\
KWWSZZZVRURUJOHDUQLQJGRFXPHQWOLEUDU\
 'HPHQWLD8.VHFRQGHGLWLRQ7KH$O]KHLPHUV6RFLHW\
 7KLVLVPHGRFXPHQW5&1DQG7KH$O]KHLPHUV6RFLHW\
KWWSZZZDO]KHLPHUVRUJXNVLWHVFULSWVGRZQORDGBLQIRSKS"ILOH,' >DFFHVVHG
@



&DULQJIRU3HRSOHZLWK'HPHQWLDJXLGHOLQH,PSOHPHQWDWLRQ
*XLGDQFH
&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\
ZRUNIRUFH LPDJLQJDQGUDGLRWKHUDS\ -DQXDU\
,PSOHPHQWDWLRQ*XLGDQFHIRU6HUYLFH0DQDJHUV

3XUSRVH
7KLVJXLGDQFHKDVEHHQZULWWHQWRDVVLVWVHUYLFHPDQDJHUVZLWKWKHLPSOHPHQWDWLRQRIWKH
UHFRPPHQGDWLRQVFRQWDLQHGZLWKLQWKHFOLQLFDOSUDFWLFHJXLGHOLQHFDULQJIRUSHRSOHZLWKGHPHQWLD
DQGWKHLUFDUHUVZKHQDWWHQGLQJIRULPDJLQJRUUDGLRWKHUDS\7KHIXOOJXLGHOLQHKDVEHHQDSSURYHG
E\8QLWHG.LQJGRP&RXQFLORIWKH6RFLHW\DQG&ROOHJHRI5DGLRJUDSKHUV 6&R5 DQGLVDYDLODEOH
ZLWKLQWKHLUSROLF\DQGGRFXPHQWOLEUDU\
7KHUHFRPPHQGDWLRQVUHSUHVHQWEHVWSUDFWLFHIRUWKHZKROHUDGLRJUDSKLFZRUNIRUFHFDULQJIRU
SHRSOHZLWKGHPHQWLDDQGWKHLUFDUHUVDWWKHWLPHRISXEOLFDWLRQ7KH\KDYHEHHQGHYHORSHG
V\VWHPDWLFDOO\XVLQJWKHEHVWDYDLODEOHHYLGHQFHIURPUHVHDUFKDQGH[SHUWRSLQLRQLQFOXGLQJVHUYLFH
XVHUVDQGVXEMHFWHGWRSHHUSURIHVVLRQDOOD\DQGH[WHUQDOUHYLHZ

3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ
7KH6&R5DFNQRZOHGJHVWKDWUDGLRJUDSKHUVDQGRWKHUKHDOWKZRUNHUVDUHDFFRXQWDEOHIRUWKH
TXDOLW\RIWKHLUSUDFWLFHDQGVRPHRIWKHUHFRPPHQGDWLRQVUHODWHVSHFLILFDOO\WRLQGLYLGXDOVDQGWKHLU
SHUVRQDOSURIHVVLRQDOGHYHORSPHQW+RZHYHUWKHFRQWH[WDQGFXOWXUHRIWKHRUJDQLVDWLRQZLWKLQ
ZKLFKUDGLRJUDSKHUVZRUNGLUHFWO\LQIOXHQFHVWKHLUFDSDFLW\WRSUDFWLFHZHOO7KHUHIRUHVRPH
UHFRPPHQGDWLRQVLQWKHSUDFWLFHJXLGHOLQHFRQFHUQWKHRUJDQLVDWLRQVFXOWXUHV\VWHPVDQG
SURFHVVHVERWKDWGHSDUWPHQWOHYHODQGZLWKLQWKHZKROHRUJDQLVDWLRQ
7KLVGRFXPHQWLVLQWHQGHGWREHKHOSIXODQGVXSSRUWLYHWRPDQDJHUVLQWKHUROHRIPLGGOHOHDGHUV
LQODUJHRUJDQLVDWLRQVZLWKPDQ\FRPSHWLQJSULRULWLHV,WLVDFNQRZOHGJHGWKDWLPSOHPHQWDWLRQZLOO
WDNHWLPHDQGEHWKHVXEMHFWRIQHJRWLDWLRQDQGFRPSURPLVH1HYHUWKHOHVVWKHUHFRPPHQGDWLRQV
UHSUHVHQWEHVWSUDFWLFHDQGVKRXOGEHFRPHHPEHGGHGRYHUWLPH

&UHDWLQJD'HPHQWLD$FWLRQ3ODQ
7KLVGRFXPHQWVKRXOGEHGHYHORSHGWRJXLGHWKHLPSOHPHQWDWLRQRIWKHSUDFWLFHJXLGHOLQH7KLV
KDVVHYHQWKHPHVDQGLWLVUHFRPPHQGHGWKDWPDQDJHUVVWUXFWXUHWKHDFWLRQSODQDFFRUGLQJWR
WKHVH7KHFUHDWLRQRIWKHDFWLRQSODQZLOOHQDEOHPDQDJHUVWRLGHQWLI\WKHUHVRXUFHVKXPDQ
ILQDQFLDODQGRWKHUWKDWZLOOEHQHHGHGDQGLQFOXGHWKHPLQEXVLQHVVSODQV
7KHPH7KH3UDFWLFH(QYLURQPHQW
3DWLHQWVZLWKGHPHQWLDKDYHSDUWLFXODUQHHGVWKDWDUHOLNHO\WRPHDQWKDWPRUHWLPHLVQHHGHGIRU
LQWHUYHQWLRQVDQGWKHFOLQLFDOHQYLURQPHQWUHTXLUHVVRPHDGMXVWPHQWV7KLVLQFOXGHVHQVXULQJWKDW
WKHV\VWHPVDQGSURFHVVHVLQGHSDUWPHQWVDUHILWIRUSXUSRVH,QDGGLWLRQWKHFXOWXUHLQWKH
GHSDUWPHQWVKRXOGEHRQHWKDWHQFRXUDJHVDQGLQVSLUHVVWDIIWRSUDFWLVHLQUHVSHFWIXO
FRPSDVVLRQDWHSDWLHQWFHQWUHGZD\V7KHDSSRLQWPHQWRID'HPHQWLD&KDPSLRQLVKLJKO\
UHFRPPHQGHG7KLVSHUVRQFDQDGYRFDWHIRUSDWLHQWVZLWKGHPHQWLDDVVLVWZLWKGHYHORSLQJWKH
DFWLRQSODQOHDGDQ\FKDQJHVQHHGHGDQGFDVFDGHJRRGSUDFWLFH
7KHPH%XLOGLQJ5HODWLRQVKLSVZLWK3DWLHQWVDQG&DUHUV
7KLVJURXSRIUHFRPPHQGDWLRQVGHHSHQVWKHEXLOGLQJRIUHODWLRQVKLSVZLWKSDWLHQWVDQGWKHLUFDUHUV
EH\RQGZKDWLVQRUPDOO\DQWLFLSDWHGLQLPDJLQJDQGUDGLRWKHUDS\3HRSOHZLWKGHPHQWLDQHHG
DGGLWLRQDOSUHSDUDWLRQSULRUWRDWWHQGLQJDQGSDWLHQWUHLQIRUFHPHQWDQGUHDVVXUDQFHGXULQJWKHLU
YLVLW*UHDWHUFROODERUDWLRQZLWKIRUPDODQGLQIRUPDOFDUHJLYHUVLVDOVRQHHGHGWRHQVXUHWKDWFDUHLV
SHUVRQDOLVHGDQGLQWHUYHQWLRQVDQGH[DPLQDWLRQVPRUHOLNHO\WREHVXFFHVVIXO7KHGHPHQWLDDFWLRQ
SODQVKRXOGLGHQWLI\KRZWKHVHZLOOEHPHWDQGSULRULWLVHDQ\DGGLWLRQDOUHVRXUFHVUHTXLUHG
7KHPH6WUDWHJLHVIRU2SWLPLVLQJ&RPPXQLFDWLRQ
*RRGFRPPXQLFDWLRQLVDIXQGDPHQWDODVSHFWRIJRRGFDUHDQGWKHUHFRPPHQGDWLRQVLQWKLVVHFWLRQ
GRQRWJREH\RQGZKDWVKRXOGEHJRRGSUDFWLFHIRUDOOSDWLHQWVDWWHQGLQJIRULPDJLQJDQG
UDGLRWKHUDS\7KHGHPHQWLDDFWLRQSODQVKRXOGGHWDLOKRZFRPPXQLFDWLRQVWUDWHJLHVIRUSHRSOHIRU
GHPHQWLDZLOOEHDSSURSULDWHO\FXVWRPLVHG
7KHPH8QGHUVWDQGLQJ3DWLHQWV%HKDYLRXUDGRSWLQJSRVLWLYHZD\VWRUHGXFHGLVWUHVVHG
UHDFWLRQV
3HRSOHZLWKGHPHQWLDPD\EHFRPHGLVWUHVVHGDERXWDWWHQGLQJIRULPDJLQJRUUDGLRWKHUDS\7KHLU
FRQGLWLRQPD\FDXVHWKHPWRH[KLELWDW\SLFDOGLVWUHVVHGUHDFWLRQV6WDIIQHHGDSSURSULDWHWUDLQLQJWR
XQGHUVWDQGWKHVHDQGGHYHORSDUDQJHRIVWUDWHJLHVIRUPLWLJDWLQJWKHP/LDLVLQJZLWKFDUHUVLVWKH
EHVWZD\RIILQGLQJRXWKRZDQLQGLYLGXDOSDWLHQWH[KLELWVGLVWUHVVDQGFDQEHKHOSHGWRFRSHZLWKLW
2QUDUHRFFDVLRQVUHVWUDLQWPD\EHQHFHVVDU\EXWWKLVPXVWDOZD\VEHDODVWUHVRUW7KHGHPHQWLD
DFWLRQSODQVKRXOGLGHQWLI\W\SHVRIUHVWUDLQWDQGVLWXDWLRQVZKHUHLWPD\VDIHO\EHXVHG
7KHPH&DUHU,QYROYHPHQW

3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ
&DUHUVDUHRIWHQWKHEHVWUHVRXUFHWKDWWKHGHSDUWPHQWKDVIRUHQDEOLQJVXFFHVVIXOLPDJLQJRU
UDGLRWKHUDS\6WDIIPXVWZRUNLQSDUWQHUVKLSZLWKFDUHUVDQGVHHWKHPDQLPSRUWDQWUHVRXUFH7KH
GHPHQWLDDFWLRQSODQVKRXOGUHIOHFWWKLVDQGDQ\DVVRFLDWHGWUDLQLQJQHHGV
7KHPH6WDII6NLOOVDQG$WWLWXGHV
,PDJLQJDQGWUHDWLQJSHRSOHZLWKGHPHQWLDFDQFKDOOHQJHVWDIISURIHVVLRQDOLVPDQGWKLVPXVWEH
DFNQRZOHGJHGLQWKHGHPHQWLDDFWLRQSODQWRJHWKHUZLWKLGHQWLILHGVWDIIGHYHORSPHQW
7KHPH7UDLQLQJ1HHGV
7KLVVHFWLRQLGHQWLILHVWKHDGGLWLRQDOWUDLQLQJDQGGHYHORSPHQWQHHGVIRUGHPHQWLDUHODWHGFDUH7KH
GHPHQWLDDFWLRQSODQVKRXOGFRQWDLQDVHFWLRQWKDWGHPRQVWUDWHVZKDWWUDLQLQJZLOOEHRIIHUHGWR
ZKRPDQGRYHUZKDWSHULRGRIWLPH

2UJDQLVDWLRQDODQG)LQDQFLDO,PSOLFDWLRQV
,PSOHPHQWLQJWKHVHPHDVXUHVZLOOFDXVHWLPHVSHQWZLWKSDWLHQWVWRLQFUHDVHDOWKRXJKFDUHUV
DQGYROXQWHHUVFDQSOD\DELJSDUWLIXVHGDSSURSULDWHO\0DQDJHUVZLOOQHHGWRUHYLHZWKLVZLWKLQ
WKHLURYHUDOOGHSDUWPHQWEXVLQHVVSODQV,IFKDQJHVWRV\VWHPVDQGSURFHVVHVDUHLGHQWLILHGWKLV
FRXOGUHVXOWLQWKHQHHGIRUDOWHUDWLRQVWR,&7V\VWHPV
7KHDSSRLQWPHQWRIDGHPHQWLDFKDPSLRQZLOOLQFXUWUDLQLQJFRVWVEXWWKDWSHUVRQZLOOEHDQ
LQYDOXDEOHUHVRXUFHIRUGHSDUWPHQWVHVSHFLDOO\WKURXJKFDVFDGLQJWUDLQLQJDQGGHYHORSPHQW
6RPHDGGLWLRQDOUHVRXUFHVVXFKDVSUHSDULQJDQLQGXFWLRQSDFNRUUHYLHZLQJDV\VWHPRISDWLHQW
LGHQWLILHUVFRXOGEHD&3'WDVNIRUDQLQWHUHVWHGPHPEHURIVWDII
$OOVWDIIDUHUHTXLUHGWRXQGHUWDNH&3'IRUWKHLUSURIHVVLRQDOGHYHORSPHQWDQGWKHWUDLQLQJDQG
GHYHORSPHQWLGHQWLILHGLQWKHGHPHQWLDDFWLRQSODQFDQIRUPSDUWRIVWDII&3'DFWLYLWLHV
7KHPDLQEORFNWRLPSOHPHQWDWLRQLVOLNHO\WREHRUJDQLVDWLRQDODQGFXOWXUDOVLQFHVRPH
UHFRPPHQGDWLRQVUHTXLUHFKDQJHVWRHVWDEOLVKHGZRUNLQJSUDFWLFHV+RZHYHUPDQ\GHSDUWPHQWV
DUHZRUNLQJWKURXJKWKHFKDQJHVQHHGHGWRHPEHGSHUVRQFHQWUHGFDUHPRUHIXOO\LQWRGDLO\SUDFWLFH
DQGWKLVJXLGHOLQHVUHFRPPHQGDWLRQVVKRXOGEHLQWHJUDOWRWKLVSURFHVV
*XLGHOLQHLPSOHPHQWDWLRQZLOOQHHGUHJXODUDXGLWLQJDQDXGLWFKHFNOLVWKDVEHHQLQFOXGHGLQWKH
SUDFWLFHJXLGHOLQHWRDVVLVWZLWKWKLV

5HIHUHQFHV
&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIRUFH
LPDJLQJDQGUDGLRWKHUDS\ 7KH6RFLHW\DQG&ROOHJHRI5DGLRJUDSKHUV 6&R5 -DQXDU\
KWWSZZZVRURUJOHDUQLQJGRFXPHQWOLEUDU\



&DULQJIRU3HRSOHZLWK'HPHQWLDJXLGHOLQH6XPPDU\
&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\
ZRUNIRUFH LPDJLQJDQGUDGLRWKHUDS\ -DQXDU\

,QWURGXFWLRQ
7KLVGRFXPHQWVXPPDULVHVWKHRXWFRPHVRIWKHFOLQLFDOSUDFWLFHJXLGHOLQHIRUFDULQJIRUSHRSOH
ZLWKGHPHQWLDDQGWKHLUFDUHUVZKHQDWWHQGLQJIRULPDJLQJRUUDGLRWKHUDS\7KHIXOOJXLGHOLQHKDV
3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ
EHHQDSSURYHGE\8QLWHG.LQJGRP&RXQFLORIWKH6RFLHW\DQG&ROOHJHRI5DGLRJUDSKHUV 6&R5 DQGLV
DYDLODEOHZLWKLQWKHLUSROLF\DQGGRFXPHQWOLEUDU\
7KHUHFRPPHQGDWLRQVUHSUHVHQWEHVWSUDFWLFHIRUWKHZKROHUDGLRJUDSKLFZRUNIRUFHFDULQJIRU
SHRSOHZLWKGHPHQWLDDQGWKHLUFDUHUVDWWKHWLPHRISXEOLFDWLRQ7KH\KDYHEHHQGHYHORSHG
V\VWHPDWLFDOO\XVLQJWKHEHVWDYDLODEOHHYLGHQFHIURPUHVHDUFKDQGH[SHUWRSLQLRQLQFOXGLQJVHUYLFH
XVHUVDQGVXEMHFWHGWRSHHUSURIHVVLRQDOOD\DQGH[WHUQDOUHYLHZ

7KLVWRSLFLVLPSRUWDQWERWKEHFDXVHRIWKHSUHYDOHQFHRIGHPHQWLDDQGWKHUROHRILPDJLQJDQG
UDGLRWKHUDS\LQWKHGLDJQRVLVDQGWUHDWPHQWRILOOQHVVLQVRPDQ\SHRSOH7KHLQFLGHQFHRIGHPHQWLD
LVLQFUHDVLQJSDUWLFXODUO\LQWKHRYHUVZKHUHWKHWRWDOSRSXODWLRQSUHYDOHQFHLVDQGLWLV
WKLVJURXSWKDWLVPRVWOLNHO\WRDWWHQGLPDJLQJDQGUDGLRWKHUDS\VHUYLFHV,WLVWKHUHIRUHYLWDOWKDW
UDGLRJUDSKHUVDQGRWKHUPHPEHUVRIWKHUDGLRJUDSKLFZRUNIRUFHDUHDEOHWRXQGHUVWDQGDQGVXSSRUW
WKHQHHGVRISHRSOHZLWKGHPHQWLDDQGWKHLUFDUHUVLQRUGHUWRGHOLYHUWKHEHVWSRVVLEOHSHUVRQDOLVHG
FDUHDQGHQVXUHWKHEHVWRXWFRPHVIURPLPDJLQJDQGUDGLRWKHUDS\

*XLGHOLQH3XUSRVH
7KHSXUSRVHRIGHYHORSLQJWKHJXLGHOLQHZDVWRSURGXFHHYLGHQFHEDVHGUHFRPPHQGDWLRQVIRU
EHVWSUDFWLFHLQUDGLRJUDSKLFVHUYLFHV LPDJLQJDQGUDGLRWKHUDS\ ZKHQFDULQJIRUSHRSOHZLWK
GHPHQWLDDQGWKHLUFDUHUV
7KHUHVXOWLQJGRFXPHQWFRQWDLQVUHFRPPHQGDWLRQVXQGHUWKHPHVVRPHRIZKLFKDUHVLPSOHWR
LPSOHPHQWZKLOHRWKHUVDUHPRUHFKDOOHQJLQJ7KHWKHPHVDUH






7KHSUDFWLFHHQYLURQPHQW૱DFNQRZOHGJLQJWKHQHHGIRUVSHFLDOSURYLVLRQ
%XLOGLQJUHODWLRQVKLSVZLWKSDWLHQWVDQGFDUHUVWRRSWLPLVHWKHSDWLHQWH[SHULHQFH
6WUDWHJLHVIRURSWLPLVLQJFRPPXQLFDWLRQZLWKSHRSOHZLWKGHPHQWLDDQGWKHLUFDUHUV
8QGHUVWDQGLQJSDWLHQWVEHKDYLRXUDQGDGRSWLQJSRVLWLYHZD\VWRUHGXFHGLVWUHVVHG
UHDFWLRQV
 &DUHULQYROYHPHQW
 6WDIIVNLOOVDQGDWWLWXGHV
 7UDLQLQJQHHGV

6SHFLILF5HFRPPHQGDWLRQV
7KHSUDFWLFHHQYLURQPHQW૱DFNQRZOHGJLQJWKHQHHGIRUVSHFLDOSURYLVLRQ
7KHHQYLURQPHQWLQWKHGHSDUWPHQWVKRXOGEHDGMXVWHGE\UHPRYLQJH[FHVVVWLPXOLDQGHQVXULQJ
WKDWLWLVFDOPDQGZHOORUJDQL]HGZKHQSDWLHQWVZLWKGHPHQWLDDUULYHIRULPDJLQJRUWUHDWPHQW
7KHRUJDQLVDWLRQDOFXOWXUHRIGHSDUWPHQWVVKRXOGEHIOH[LEOHDQGHQDEOLQJYDOXHJRRGSUDFWLFH
DQGVXSSRUWSHUVRQFHQWUHGFDUH
'HSDUWPHQWVVKRXOGVHHNIHHGEDFNIURPSDWLHQWVDQGFDUHUVDERXWWKHLUH[SHULHQFHVDQGDFW
DFFRUGLQJO\
'HSDUWPHQWVVKRXOGOLDLVHZLWKSHRSOHZLWKGHPHQWLDDQGRUWKHLUFDUHUVDERXWDSSRLQWPHQW
WLPHVWRPLWLJDWHIDFWRUVWKDWPLJKWLQFUHDVHVWUHVVDQGWU\WRDYRLGFRPSURPLVLQJWKHLUQRUPDO
URXWLQHV
'HSDUWPHQWVVKRXOGFRQVLGHUXWLOLVLQJIRUPVRIWKHUDS\WKDWPD\SURYLGHUHDVVXUDQFHVXFKDV
PXVLFZKLFKPD\EHEURXJKWLQE\WKHSDWLHQWRUUHPLQLVFHQFHLQYLWLQJSDWLHQWVDQGFDUHUVWREULQJ
LWHPVVXFKDVSKRWRJUDSKVWREHGLVFXVVHGSULRUWRH[DPLQDWLRQRUWUHDWPHQW

3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ
'HSDUWPHQWVVKRXOGLQYHVWLJDWHWKHXVHRILGHQWLILHUVVXFKDVIRUJHWPHQRWEOXHZULVWEDQGVRU
EXWWHUIOLHVIRULQSDWLHQWV DQGRXWSDWLHQWVZKHUHLWDOORZV 
0RUHWLPHVKRXOGEHDOORZHGWRSHUIRUPSURFHGXUHVVLQFHWKLVFDQUHGXFHWKHQHHGIRUUHVWUDLQW
'HSDUWPHQWVVKRXOGFUHDWHWKHUROHRIGHPHQWLDFKDPSLRQVXSSRUWHGE\DSSURSULDWHWUDLQLQJ
'HSDUWPHQWVVKRXOGFRQVLGHUXVLQJDSSURSULDWHO\WUDLQHGYROXQWHHUVDVDGYRFDWHVIRUSHRSOHZLWK
GHPHQWLD
'HSDUWPHQWVVKRXOGRIIHUVXSSRUWIRUVWDII SURIHVVLRQDOVXSHUYLVLRQ LQUHFRJQLWLRQRIWKH
HPRWLRQDOEXUGHQDVVRFLDWHGZLWKSURYLGLQJGHPHQWLDUHODWHGFDUH
7KHRUJDQLVDWLRQVPDQDJHPHQWLQIRUPDWLRQV\VWHP 0,6 VKRXOGVXSSRUWDOOVWDIIWREHIXOO\
LQIRUPHGRIWKHSDWLHQWVGLDJQRVLV

%XLOGLQJUHODWLRQVKLSVZLWKSDWLHQWVDQGFDUHUVWRRSWLPLVHWKHSDWLHQWH[SHULHQFH
$FNQRZOHGJHWKDWSHRSOHZLWKGHPHQWLDKDYHERWKSK\VLFDODQGSV\FKRORJLFDOQHHGV
3URYLGHDSDWLHQWLQIRUPDWLRQSDFNWKDWKDVEHHQGHVLJQHGVSHFLILFDOO\IRUSHRSOHZLWKGHPHQWLD
DQGWKHLUFDUHUVLQDGYDQFHDQGLQYROYHOD\SHRSOHLQZULWLQJLW
(QFRXUDJHSDWLHQWVWREULQJPXVLFD7KLVLV0HGRFXPHQWRURWKHUNLQGRIUHDVVXULQJPDWHULDO
ZKHQDWWHQGLQJWKHGHSDUWPHQW
(QVXUHWKDWWKHSDWLHQWVDUHDFFRPSDQLHGE\DIDPLOLDUSHUVRQVXFKDVDQXUVHRULQIRUPDOFDUHU
:RUNFROODERUDWLYHO\ZLWKSDWLHQWVDQGWKHLUFDUHUVPDLQWDLQLQJWKHGLJQLW\DQGDXWRQRP\RIWKH
SHUVRQDWDOOWLPHV
:RUNFROODERUDWLYHO\ZLWKRWKHUSURIHVVLRQDOVLQWKHSDWLHQWVSDWKZD\VKDULQJH[SHULHQFHV
HQFRXUDJLQJGLDORJXHDQGGLVVHPLQDWLQJEHVWSUDFWLFHOHDUQLQJIURPHDFKRWKHUWRVKDUHNQRZOHGJH
RIWKHSDWLHQW

6WUDWHJLHVIRURSWLPLVLQJFRPPXQLFDWLRQZLWKSHRSOHZLWKGHPHQWLDDQGWKHLUFDUHUV
/LDLVHZLWKFDUHJLYHUVDQGRUSHRSOHZLWKGHPHQWLDDERXWDSSRLQWPHQWWLPHV
.HHSWKHQXPEHURISURIHVVLRQDOSUDFWLWLRQHUVLQWKHURRPWRDPLQLPXPZLWKRQHSHUVRQWDNLQJ
WKHOHDG
2EVHUYHDQGYDOXHERWKYHUEDODQGQRQYHUEDOFRPPXQLFDWLRQDQGDOZD\VDVVXPHWKDWVRPH
FRPPXQLFDWLRQLVSRVVLEOH
7UHDWSDWLHQWVDVHTXDOSDUWQHUVLQFRPPXQLFDWLRQHYHQZKHQFRPPXQLFDWLRQLVOLPLWHG
$SSURDFKSDWLHQWVFDOPO\JHQWO\DQGLQDUHOD[HGPDQQHU
)LQGRXWDQGXVHWKHSDWLHQWVSUHIHUUHGQDPH
(QVXUH\RXKDYHWKHSDWLHQWVDWWHQWLRQEHIRUHJLYLQJLPSRUWDQWLQIRUPDWLRQ
6SHDNGLUHFWO\WRWKHSDWLHQWHYHQLIWKH\DUHXQDEOHWRUHVSRQGDQGNHHSH\HFRQWDFW

3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ
6SHDNSODLQO\DQGDYRLGFRPSOLFDWHGLGLRPVRIVSHHFK
8VHVKRUWVLPSOHVHQWHQFHVDQGDVRIWWRQH
$VNVLPSOHTXHVWLRQVWKDWUHTXLUHDVKRUWDQVZHUHJ\HVQR
$OORZDPSOHUHVSRQVHWLPHEHIRUHUHSHDWLQJLQIRUPDWLRQ
5HSHDWVHQWHQFHVXVLQJWKHVDPHZRUGV
(QVXUHWKDWLQWHUDFWLRQVDUHQRWHQGHGDEUXSWO\
5HPDLQFDOPLISDWLHQWEHFRPHVDJLWDWHG
$YRLGPRYLQJRUZDONLQJDURXQGGXULQJFRQYHUVDWLRQ
0RGHOWKHGHVLUHGEHKDYLRXU
8QGHUVWDQGLQJSDWLHQWVEHKDYLRXUDQGDGRSWLQJSRVLWLYHZD\VWRUHGXFHGLVWUHVVHGUHDFWLRQV
%HDZDUHWKDWSDWLHQWVEHKDYLRXULVDIRUPRIFRPPXQLFDWLRQDQGUHFRJQLVHWKDWZLWKGUDZDORU
SDVVLYLW\LVDIRUPRIGLVWUHVVHGUHDFWLRQ
3DWLHQWVPD\H[KLELWGLVWUHVVHGEHKDYLRXUVGXHWRSDLQIDWLJXHKXQJHURURWKHUGLVFRPIRUWWU\
WRLGHQWLI\WKHFDXVHRIGLVWUHVVHGUHDFWLRQVDQGDYRLGFRPSURPLVLQJQRUPDOURXWLQHDFWLYLWLHV
$FFHSWWKDWSHRSOHZLWKGHPHQWLDPD\KDYHWKHLURZQVHQVHRIUHDOLW\DQGWKDWFKDOOHQJLQJWKLV
PD\FDXVHGLVWUHVV
8WLOLVHIRUPVRIWKHUDS\WKDWPD\SURYLGHUHDVVXUDQFHVXFKDVPXVLFZKLFKPD\EHEURXJKWLQ
E\WKHSDWLHQWRUUHPLQLVFHQFHLQYLWLQJSDWLHQWVDQGFDUHUVWREULQJLWHPVVXFKDVSKRWRJUDSKVWR
EHGLVFXVVHGSULRUWRH[DPLQDWLRQRUWUHDWPHQW
7KHXVHRIUHVWUDLQWVKRXOGEHWKHODVWUHVRUWLWFDQSUHVHQWULVNVWRWKHSDWLHQW DQGRWKHUV DQG
VKRXOGQRWEHXVHGMXVWEHFDXVHQRWHQRXJKVWDIIDUHDYDLODEOH
,GHQWLI\VDIHZD\VWRIDFLOLWDWHZDONLQJWKLVFDQUHGXFHDJLWDWLRQDQGDVVLVWSDWLHQWVDIHW\
:DONLQJLQDFLUFXODUURXWHFDQGHFUHDVHDJLWDWLRQ
8VHGLYHUVLRQRUGLVWUDFWLRQWHFKQLTXHVWRFUHDWHDVXLWDEO\VWLPXODWLQJHQYLURQPHQWDQGJDLQ
FRRSHUDWLRQ7KHVHFRXOGLQFOXGHUHSHWLWLYHDQGIDPLOLDUWDVNVHJVRUWLQJEXWWRQVXVHRI
UHPLQLVFHQFHXVHRIDOOVHQVHVWRXFK૱VHQVRU\ER[WH[WXUHVWDFWLOHVWLPXODWLRQKHDULQJ
SHUVRQDOLVHGPXVLFFDOPLQJPXVLFVLJKWYLVXDOZD\ILQGLQJFXHVDQGOLJKWLQJDQGDVNLQJDIDPLO\
PHPEHUWRWDONVRRWKLQJO\WKURXJKRXWWKHSURFHGXUH LQWHUFRP 

&DUHULQYROYHPHQW
)DPLO\PHPEHUVDQGLQIRUPDOFDUHJLYHUVVKRXOGEHLQYROYHGLQFDUHDQGFRQVLGHUHGDVVHWV
&DUHUVVKRXOGEHYLHZHGDVDVRXUFHRIH[SHUWLVH
6WDIIVKRXOGZRUNFROODERUDWLYHO\ZLWKSDWLHQWVDQGFDUHUV
6WDIIVKRXOGDFNQRZOHGJHWKDWFDUHUVPD\DOVRQHHGLQIRUPDWLRQDQGUHDVVXUDQFHDQGVKRXOG
DYRLGDGRSWLQJDGHIHQVLYHRUFRQIURQWDWLRQDODSSURDFKWRWKHP

3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ

6WDIIVNLOOVDQGDWWLWXGHV
3HRSOHZLWKGHPHQWLDDQGWKHLUFDUHUVFRPLQJWRWKHLPDJLQJRUUDGLRWKHUDS\GHSDUWPHQWPD\KDYH
DGGLWLRQDOQHHGVWKDWPD\FKDOOHQJHVWDIIVNLOOVDQGDWWLWXGHV
&RQVLGHUWKDWWKHOLYHVRISHRSOHZLWKGHPHQWLDDUHPHDQLQJIXOGRQRWDVVLJQEODPHWRWKH
SDWLHQW
&KDOOHQJHXVDQGWKHPDWWLWXGHV
%HQRQMXGJHPHQWDODQGVKRZXQFRQGLWLRQDOSRVLWLYHUHJDUGIRUSDWLHQWVDQGWKHLUFDUHUV
'RQRWORVHVLJKWRIWKHSHUVRQDQGDYRLGGHKXPDQLVLQJEHKDYLRXUV
$SSUHFLDWHWKDW\RXFDQOHDUQIURPSHRSOHZLWKGHPHQWLD
5HFRJQLVHDQGDFWRQSDWLHQWFXHVUHJDUGLQJXQPHWQHHGVDQGGLVWUHVVHGUHDFWLRQV
8VHLQLWLDOLQWURGXFWLRQDQGLGHQWLW\FKHFNWRDVVHVVWKHSDWLHQWVOHYHORIXQGHUVWDQGLQJ
5HTXHVWFRQVHQWDQGGRQRWDVVXPHLWLQFDVHVZKHUHH[SUHVVZULWWHQFRQVHQWLVQRWUHTXLUHG
0RGLI\LQIRUPDWLRQSURYLGHGWRWKHSDWLHQWWRLQFOXGHRQO\WKDWZKLFKLVFRPPHQVXUDWHZLWK
LQIRUPHGFRQVHQWDQGGLUHFWO\UHODWHGWRWKHDFWLYLW\DQGHQVXULQJVDIHW\
9LHZIDPLO\PHPEHUVDQGRULQIRUPDOFDUHJLYHUVDVDVVHWVDQGLQYROYHWKHPLQFDUH
+DYHDQDWWLWXGHRIZDUPWKDQGILUPQHVV
(PSOR\IOH[LEOHDSSURDFKHVDQGEHFUHDWLYH
%HDUHIOHFWLYHSUDFWLWLRQHULQWHUURJDWLQJ\RXURZQEHKDYLRXUVDQGDWWLWXGHVWRZDUGVSHRSOH
ZLWKGHPHQWLD
(QJDJHLQWHDPEDVHGUHIOHFWLRQ

7UDLQLQJQHHGV
$OOVWDIIFOLQLFDODQGQRQFOLQLFDOVKRXOGKDYHDGGLWLRQDOWUDLQLQJDQGGHYHORSPHQWLQ
GHPHQWLDUHODWHGFDUH7KLVVKRXOGFKDOOHQJHG\VIXQFWLRQDOFXOWXUDOQRUPVDQGLQFOXGHWKH
HPRWLRQDOVRFLDOLQWHOOHFWXDODQGSUDFWLFDODVSHFWVRIFDUH
6SHFLDOLVWWUDLQLQJIRUWKHUROHRIGHPHQWLDFKDPSLRQVKRXOGEHVRXJKW
3HRSOHZLWKGHPHQWLDDQGWKHLUFDUHUVVKRXOGEHLQYROYHGLQWUDLQLQJDQGGHYHORSPHQW
RSSRUWXQLWLHVIRUVWDII
'HYHORSPHQWRSSRUWXQLWLHVVKRXOGEHDVLQWHUDFWLYHDVSRVVLEOHWRHQFRXUDJHUHIOHFWLYHSUDFWLFH
DQGXVHDYDULHW\RIOHDUQLQJDQGWHDFKLQJVWUDWHJLHVLQFOXGLQJREVHUYDWLRQFDVHVWXGLHVDQGJURXS
GLVFXVVLRQV
'HPHQWLDUHODWHGHGXFDWLRQVKRXOGEHDYDLODEOHDWSUHUHJLVWUDWLRQDQGSRVWUHJLVWUDWLRQ &3'
OHYHOVDQGFRQWLQXDOO\UHYLVLWHG
7KHIROORZLQJOLVWRIWRSLFVLVFRQVLGHUHGHVVHQWLDOEXWLVQRWH[KDXVWLYH

3DJHRI

&DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIR
3XEOLVKHGRQ6RFLHW\RI5DGLRJUDSKHUV KWWSVZZZVRURUJ
UHVSRQGLQJWREHKDYLRXUWKDWFKDOOHQJHV
SHUVRQFHQWUHGFDUH
UHPLQLVFHQFHDQGOLIHVWRULHV
WKHOHJDOIUDPHZRUNRIFRQVHQW
FDSDFLW\DQGFRQVHQW૱0HQWDO&DSDFLW\$FW
GHSULYDWLRQRIOLEHUW\ 'R/6
EHVWLQWHUHVWV
VDIHJXDUGLQJYXOQHUDEOHDGXOWV
KXPDQULJKWVGLJQLW\DXWRQRP\ZHOOEHLQJ
W\SHVRIUHVWUDLQWSK\VLFDOFKHPLFDOPHFKDQLFDOWHFKQRORJLFDOSV\FKRORJLFDO
SDLQDVVHVVPHQWDQGUHFRJQLVLQJSDLQ
WKHRULHVDQGFDVHVWXGLHVRIGHPHQWLDFDUH
PRGHOVRIHWKLFDOGHFLVLRQPDNLQJ
PRGHOVRIUHIOHFWLRQDQGLQWHUURJDWLQJWKHVHOI

&RQFOXVLRQ
7KHPDMRULW\RIWKHUHFRPPHQGDWLRQVKDYHQRILQDQFLDOLPSOLFDWLRQVEXWWKH\GRUHTXLUHVWDIIWR
EHIXOO\HQJDJHGZLWKWKHQHHGVRIWKLVSDUWLFXODUJURXSRISDWLHQWVDQGIRUWKHRUJDQLVDWLRQWR
DFNQRZOHGJHWKDWFKDQJHVWRV\VWHPVDQGSURFHVVHVPD\EHQHHGHGERWKDWGHSDUWPHQWDQG
RUJDQLVDWLRQOHYHOV
7KHUHLVDUHTXLUHPHQWIRUDGGLWLRQDOWUDLQLQJDQGVRPHDGGLWLRQDOUHVRXUFHVZKLFKZLOOKDYHWR
EHEXGJHWHGIRU,WLVUHFRPPHQGHGWKDWGHSDUWPHQWVLGHQWLI\DGHPHQWLDFKDPSLRQWROHDGWKH
LPSOHPHQWDWLRQ$OORIWKHVHFKDQJHVZLOOWDNHWLPHDQGQHHGDXGLWLQJDQDXGLWFKHFNOLVWKDVEHHQ
LQFOXGHGLQWKHSUDFWLFHJXLGHOLQHWRDVVLVWZLWKWKLV

5HIHUHQFHV
 &DULQJIRU3HRSOHZLWK'HPHQWLDDFOLQLFDOSUDFWLFHJXLGHOLQHIRUWKHUDGLRJUDSK\ZRUNIRUFH
LPDJLQJDQGUDGLRWKHUDS\ 7KH6RFLHW\DQG&ROOHJHRI5DGLRJUDSKHUV 6&R5 -DQXDU\
KWWSZZZVRURUJOHDUQLQJGRFXPHQWOLEUDU\
 'HPHQWLD8.VHFRQGHGLWLRQ7KH$O]KHLPHUV6RFLHW\
 7KLVLVPHGRFXPHQW5&1DQG7KH$O]KHLPHUV6RFLHW\
KWWSZZZDO]KHLPHUVRUJXNVLWHVFULSWVGRZQORDGBLQIRSKS"ILOH,' >DFFHVVHG
@


6RXUFH85/KWWSVZZZVRURUJOHDUQLQJGRFXPHQWOLEUDU\FDULQJSHRSOHGHPHQWLDFOLQLFDOSUDFWLF
HJXLGHOLQHUDGLRJUDSK\ZRUNIRUFHLPDJLQJDQGUDGLRWKHUDS\

3DJHRI

Appendix 2

Core and stakeholder
group members

Appendix Two
Review members
The people who contributed to this review felt passionate about improving care for people with
dementia and motivated to act, commonly because of their own experiences of dementia. A large
number of individual members had stories of lovely people with a range of dementias and
experiences. Throughout the stories there was a golden thread of remembering the wonderful
people that each person remained to be despite their diagnosis and ultimate progression of
dementia.
Core group review:
Lisa Field, Member of SCoR Consultant Radiographer Advisory Group and Consultant Radiographer,
Mid Yorkshire Hospital Trust.
Sylvia George, Full time carer for a person with dementia.
Emily Lewis, Diagnostic Radiographer, Mid Yorkshire Hospital Trust.
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Appendix 5: Data extraction tables and article summaries
Reference: Allwood, R., Pilnick, A., O'Brien, R., Goldberg, S., Harwood, R. and Beeke, S. 2017. Should I stay or should I go? How
healthcare professionals close encounters with people with dementia in the acute hospital setting.
Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Social
Science and
Medicine.
191: 212–
25.

Part of a wider
National Institute
for Health
Research (NIHR)
funded study, the
overall aim of this
research was to
develop and test a
communication
training
intervention for
staff caring for
people with
dementia in acute
hospitals.

The authors aimed to
video record 40
encounters; it was
estimated that would
give around six hours
of recorded
interactions.

Healthcare
professionals were
recruited from older
person wards at a
large teaching
hospital in the
English East
Midlands. A total of
41 professionals,
including doctors,
nurses, mental
health nurses, and
allied health
professionals
(physiotherapists,

There were
three
phenomena
around which,
according to the
authors, there
were recurring
troubles in the
dataset: ‘openended preclosings’; ‘mixed
messages’; and
‘non-specifics
and

Authors
concluded
that moves
towards
closing an
encounter
that may
represent
best practice
in other
healthcare
settings,
could in fact
serve to
confuse a

The authors
state that
further work
was needed to
establish the
“particular
contingencies
that can arise in
health care
professionals'
interactions
with people with
dementia, and to
enable
professionals to

Conversation analysis
was used to examine
41 video recordings of
healthcare
professional/person
with dementia
interactions collected
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from an acute
inpatient ward.

speech and language
The authors
therapists, and
focused on the
occupational
way in which
The average length of therapists) took
‘healthcare
a recording was 9.24
part; 26 of them
encounters’ are
minutes. Given the
were also video
ended or closed – limited verbal capacity recorded for the
a specific area of
of some patients, the
study.
interaction that
authors considered
had previously
that it was important
Twenty-seven
patients were
received very little also to consider nonattention. There
recruited to the
verbal and
was potentially a
paralinguistic
study, of whom 26
were filmed. In total,
conflict between a features; these were
pressure to
41 encounters were
noted alongside the
recorded.
manage a patient
transcriptions.
as efficiently as
possible and
Data was analysed by
ensuring personthe authors in monthly
centred care while group data sessions.
dealing with
communication
difficulties arising
from dementia.

Recommendations:

indeterminate
terms’.

person with
dementia and
create
Moves towards difficulties
closing an
with closings.
They also
encounter that
appear intuitive emphasised
to professionals the
importance of
may in fact
serve to confuse context in the
analysis of
a person with
healthcare
dementia and
create
delivery, to
difficulties with avoid a ‘one
size fits all’
closings.
approach.

successfully
navigate the
recurring
tensions
between personcentredness and
workflow”.

The study was
based in an
inpatient setting.
Further work is
needed to
establish if the
findings are
transferable to
clinical imaging
and
radiotherapy.

Recommendations about how to end conversations can be transferred to the radiography context;
for example, specifically ask each person if they have any questions or concerns, give adequate
time, and reassure that person that you have the time to answer.
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Aspects of the guidance
document this reference can
inform:

Guideline recommendations at sections: Strategies for optimising communication with people
with dementia and their carers, the practice environment – acknowledging the need for special
provision.
Toolbox for practitioners: Give people time and reassurance, encourage and be specific when
asking people questions.

Article summary:
The authors make the point that “a detailed examination of closings in healthcare interaction has the potential to contribute to the
wider field of professional/client communication”. The background provides a fascinating overview of the ending of conversations,
with learning that can be transferred to the radiography context; for example, asking if the patient has any questions or concerns and
reassuring them that you have time to answer. The authors hypothesised that the decline in linguistic ability associated with dementia
may result in a failure to understand or pick up on typical closing cues. The authors contrast the closing of healthcare interactions in
ward settings with primary care; the radiographic context is comparable with situations in primary care.
Commonly a pre-closing question is of an ‘open-ended’ nature, one that asks if the patient has further concerns. Questions from
practitioners tilt expectations towards patients raising (or not raising) additional concerns at the end of encounters. In the specific
context of dementia care, the fact that there are no clues or boundaries embedded within the question may be particularly
problematic. While open-ended questions may be viewed as good practice in healthcare generally, in the sense that they attempt to
give the patient an opportunity to drive the agenda of the encounter and to raise issues of importance to them, the authors found that
these positive effects were not apparent in the study setting.

The authors concluded that open-ended questions for the general population orientates to person-centredness. For people with
dementia, they found that open-ended questions removed cues for an appropriate answer to be produced. People with dementia could
then struggle to formulate an appropriate response. The authors found an essential tension between person-centred practice, which
emphasises that a patient should have the opportunity to voice unmet needs or concerns, and the use of non-specific, indeterminate
and indexical terms that can cause particular issues for people with dementia.
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Reference: Ashton, C. and Manthorpe, J. 2019. The views of domestic staff and porters when supporting patients with dementia in
the acute hospital: An exploratory qualitative study.
Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Dementia.
18(3):
1128–
1145.

This study aimed to:
investigate the
experiences of
domestic staff and
porters working in
an acute hospital,
setting with the
rationale that they
are in regular contact
with patients with
dementia; explore
domestic staff and
porters’ knowledge,
attitudes and beliefs
when supporting
patients with
dementia in hospital;
identify and explore
any specific

Grounded theory
was employed, with
a method of semistructured
interviews,
undertaken in
2016, with seven
domestic staff and
five porters to
investigate their
views and
experiences. Some
closed questions
enabled
comparison
between
participants. Data
was analysed
thematically by

Purposive
sample of seven
domestic staff
and five porters
in one English
acute hospital.
The manager of
the cleaning and
portering teams
agreed to
distribute study
information
sheets and
consent forms.

The impact of
witnessing
dementia
symptoms and
distress on
emotional wellbeing of staff and
requires further
research so that
ancillary staff can
improve the
hospital stay of
patients with
dementia.

Participants
observed that
caring attitudes
and behaviour in
their encounters
with patients
with dementia
are important but
challenging to put
into practice.
Several would
have valued more
information
about dementia.
Some noted
situations in the
hospital stay that
seemed
particularly

None listed in
the article.
This was a
small-scale
study at a
single site in
England. The
purposive
sample was
enlisted with
the aid of a
manager,
which added
an element of
bias.
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The aim was to
recruit domestic
staff and porters
who had been in

A copy of the
interview
schedule was
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difficulties or
barriers they
encounter in
carrying out their
daily work in
supporting patients
with dementia;
explore the possible
barriers to
communication faced
by domestic staff and
porters when
communicating with
patients with
dementia and their
families; and identify
any possible unmet
training and
education needs of
domestic and
portering staff.

Recommendations:

constant
comparison
technique and
theoretical
sampling. Themes
were identified and
concepts developed.
Authors noted that
the themes
identified in the
interviews were
comparable but the
contribution of
personal views and
experiences added
more individualised
data.

post for six
months or longer
(so they were
familiar with
their jobs) and
who had regular
contact with
patients with
dementia in
ward areas,
excluding, for
example, those
who worked in
children’s
services.

difficult for
patients with
dementia, such as
travelling to
different parts of
the hospital for
treatments.

not included in
the paper.

The study
provided
evidence of a
need for
improving the
dementia-related
knowledge and
skills of all nonclinical staff.

The study suggests the need for improving the dementia-related knowledge and skills of all nonclinical staff, especially those new to the NHS. Training should include all staff in clinical imaging
and radiotherapy departments.
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Aspects of the guidance
document this reference can
inform:

Guideline recommendations at sections: Understanding patients’ behaviour and adopting
positive ways to reduce distressed reactions to unmet needs; staff skills and attitudes; training
needs.

Article summary:
The authors provided a comprehensive and clear overview of current care policy and practice in the UK. They summarised that
matters of concern include deficiencies in person-centred care, poor nutrition and lack of attention to patient dignity and respect.
They add that all staff should be dementia aware and receive role-specific training amid a dementia friendly environment. It is an
interesting point that, in line with the experiences of registered staff, although cleaners perceived talking to patients to be a positive
part of their job, this slowed down their work, and consequently some were not willing to, or would avoid talking to people. This
echoes studies involving qualified ward outpatient, and primary care staff.
Reference:

Ashley, L., Kelley, R., Griffiths, A., Cowdell, F., Henry, A., Inman, H., Hennell, J., Ogden, M., Walsh, M., Jones, L., Mason,
E., Collinson, M., Farrin, A. and Surr, C. 2020. Understanding and identifying ways to improve hospital-based cancer
care and treatment for people with dementia: an ethnographic study.

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Age and Ageing.
Article in proof.

The study
authors aimed to
examine the
hospital-based
cancer care and

A two-site
ethnographic
study in the
north of
England.

17 people with
dementia and
cancer, 22
informal carers
and 19 staff

The authors performed
a thematic analysis with
triangulation of their
study data, collected via
qualitative methods.

The authors list
a number of
strategies and a
range of
interventions

The authors
outline the
limitations of
the study.
Recruitment
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treatment
challenges and
support needs of
people with
dementia, and
also to identify
potential ways to
address them.

Methods of
semi-structured
interviews,
observations
and
conversations
were employed,
also medical
record review.

members,
including
therapeutic
radiographers.
It was not clear
how many staff
were
radiographers.

The authors perceived
that people with
dementia and their
families felt “in the
dark” and oncology staff
were often “working
blind”. Supportive
family carers were
crucial in enabling
people with dementia to
access, navigate and
undergo cancer care
and treatment.

with the
potential to
improve cancer
care for people
with dementia
and their
families.

to the study
was from a
single area of
the UK. The
sample of
patients was
from a specific
demographic
with limited
diversity and
just one
anatomical
area of cancer
(lung).

Recommendations:

See summary table in appendix two of the paper, which includes specific strategies to transfer
to the therapeutic (and diagnostic) context.

Aspects of the guidance document
this reference can inform:

Guideline recommendations at sections: The practice environment – acknowledging the need
for special provision; strategies for optimising communication with people with dementia and
their carers.
Toolbox for practitioners: Appendix two of the Ashley et al. study lists a range of proactive
recommendations.
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Article summary:
The authors considered that people with dementia and their families could feel “in the dark” due to difficulties understanding, retaining
and using cancer information that impacted their informed treatment decision-making. The authors posit that dementia increased the
complexity and burden of: travelling to, and navigating, unfamiliar hospital environments; frequent lengthy periods of waiting in hospital;
and self-managing symptoms and side-effects at home. Oncology staff were often “working blind” due to variable documenting of
dementia in medical records, dementia training was limited, and time and resource pressures impeded the highly individualised, flexible
cancer care required by people with dementia. Supportive family carers were crucial in enabling people with dementia to access, navigate
and undergo cancer treatment and care. The authors recommend that there should be improved identification for people with dementia
and documentation, provision of training and tools for staff to support person-centred dementia care, support for people to attend
hospital for cancer treatment and care, provision of a supportive physical environment, support for treatment decision making, inclusion
and support for families and supporters. Moving beyond the conclusions, the authors proactively provide suggestions for implementation
at each of these areas.
Reference: Beardon, S., Patel, K., Davies, B. and Ward, H. 2018. Informal carers' perspectives on the delivery of acute hospital care
for patients with dementia: a systematic review.
Source

Purpose

Design

Sample
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Outcome

Findings

Limitations
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BMC
Geriatrics.
18(1): 23.

This review
aimed to
summarise
informal carers’
perspectives of
acute hospital
care to inform
best practice
service delivery.
It identified
common
perspectives of
informal carers
of people with
dementia in the
acute
hospital setting
and highlighted
areas to address
to improve the
experience of an
admission for
both carer
and patient.

A systematic
search of
bibliographic
databases and
relevant grey
literature.
Thematic
synthesis
analysis to
assimilate results
of the studies and
describe
components of
care that
influenced
perceived
quality.
Elements of the
research
question were
defined using a
SPIDER (Sample,
Phenomenon of
interest, Design,
Evaluation,
Research type)
search tool for
qualitative and

Two reviewers
searched the
databases
MEDLINE, Embase,
Health
Management
Information
Consortium, and
PsycINFO.
Twenty papers met
the inclusion
criteria.
Eligibility criteria
were: 1) Sample:
informal carers of
people who have
dementia; 2)
Phenomenon of
interest: delivery of
acute hospital care;
3) Design: studies
collecting primary
data from carers; 4)
Evaluation:
experiences and
perceptions of care;
5) Research type:
qualitative
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There were four
overarching
components of
care that
influenced carer
experience and
their
perceptions of
care quality:
patient care,
staff
interactions, the
carer’s
situation, and
the
hospital
environment.

A need for
improvement in
staff training
was identified,
also the
provision of
help with
personal care
needs, and
dignified
treatment of
patients.
Carers need to
be informed,
involved and
supported
during hospital
admission in
order to
promote the
most positive
experience.

The qualitative data
in the primary studies
was specific to the
study context and
therefore may not be
transferable
to other settings.
Eight of the selected
papers were
published by a single
research group and
reported results
of separate analyses
from a single RCT.
The authors noted
that: “Due to the
high quality and level
of detail in these
papers, their results
will have contributed
more evidence to this
review than other
included studies and
therefore may have
influenced
the findings
disproportionately.”

9

mixed methods
studies.

Recommendations:

(interviews or
focus groups) or
quantitative
(surveys). Studies
with no full text
available or nonEnglish language
were excluded.
There were no
exclusions by date.
The search and
study selection
were performed
according to
PRISMA (preferred
reporting items for
systematic reviews
and meta-analyses)
guidelines.
Quality rating did
not affect whether
publications were
included.

The authors made the
point that in order to
comprehensively
evaluate service
delivery in practice,
the perspectives of
patients and
healthcare
professionals
should also be
gathered to complete
the triangle of care.

This study provides an excellent range of points that can inform practical ideas, aiding the
development of a radiographer toolkit. In particular, it reinforces the stance that SCoR has taken in
supporting John’s Campaign for carers to remain with people living with dementia in clinical imaging
and radiotherapy departments.
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Aspects of the guidance
document this reference can
inform:

Guideline recommendations at sections: Carer partnerships; staff skills and attitudes; building
relationships with patients and carers to optimise the patient and carer experience; the practice
environment – acknowledging the need for special provision.
Toolbox for practitioners: VIPS and triangle models of care. Supporting John’s Campaign.

Article summary:
Multiple studies in this systematic review reported that carers were concerned that hospital staff did not understand dementia. A
frequent complaint was the failure to provide for basic care needs e.g. help a person to get to the toilet or to have a drink. The review
authors provided background information in the form of a study that supports the application of a person-centred care model,
translated into four key elements known as the VIPS framework. These are (1) Valuing people with dementia and those who care for
them; (2) treating people as Individuals; (3) looking at the world from the Perspective of the person with dementia; and (4) a
positive Social environment, in which the person living with dementia can experience relative well-being. They also refer to a triangle
of care model with equal partnership between the person with dementia, healthcare practitioners and informal carers. The review
findings repeatedly highlighted carers’ concerns when a person with dementia attends an acute hospital. The study provided an
overview of positive and negative aspects of care as perceived by carers, arranged under thematic headings. It also provided an
excellent range of points that can inform practical ideas that aid the development of a radiographer toolkit of resources. In particular,
this study reinforces the stance that SCoR has taken in supporting John’s Campaign for carers to remain with people living with
dementia at all stages of visits in clinical imaging and radiotherapy departments.
Reference:

Bray, J., Evans, S., Bruce, M., Carter, C., Brooker, D., Milosevic, S., Thompson, R. and Woods, C. 2015. Enabling hospital
staff to care for people with dementia.

Appendix 5: Data extraction tables and article summaries

11

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Nursing
Older
People.
27(10): 29–
32.

The fourth
(final) article in
a series that
resulted from a
Royal College
of Nursing
(RCN)
improvement
programme.

The article
presents case
study examples
of positive work
achieved by
trusts who
participated in
the RCN’s
development
programme to
improve
dementia care
in acute
hospitals.

Basildon and
Thurrock University
Hospitals NHS
Foundation Trust
(England) made
dementia awareness a
priority at induction
and also with indepth training
tailored to specific
staff needs.
Nottingham
University Hospitals
(NUH) NHS Trust
(England) focused on
standardising pain
assessment, with the
use of a ‘pain
assessment in
advanced dementia’
(PAINAD) tool. A
literature review was
undertaken at
Nottingham City
Hospital to identify

An internal survey of
existing practice at
Nottingham City
Hospital and Queen’s
Medical Centre
found that there was
no standard method
for assessing pain
when caring for
patients with
dementia, including
those with
communication
difficulties. To
address this, the
trust’s nurse specialist
in pain management
developed an action
plan in September
2013 for standardising
pain assessment for
patients with
dementia. The first
part of the plan
involved conducting a

Observations at
Basildon together
with pre- and posttraining
questionnaires
showed that
“training had an
effect on staff
behaviour and
opinions”. The
training supported a
shift from a medical
to psychosocial
approach to care,
for example, staff
joining patients on a
walk around the
ward rather than
telling them to sit
down.

The Basildon
training did
not include
carers or
people with
dementia on
the training
team.
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The PAINAD
tool used at
Nottingham
was not
implemented
in a clinical
imaging or
radiotherapy
setting.
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appropriate pain
assessment tools. The
literature search was
undertaken by the
NUH library service
through the Cumulative
Index to Nursing and
Allied Health
Literature (CINAHL)
database using the
search words pain,
assessment and
dementia. In addition,
key documents were
reviewed for
recommendations
about practice. A
shortlist of tools was
produced. Each tool
was evaluated by a
multidisciplinary group
using a simple form
designed by the nurse
specialist in pain
management to capture
feedback. Overall
consensus was that the
PAINAD tool was
most suitable for
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short survey of 85
adult nursing staff to
explore what they
thought would help
them improve their
ability to assess pain
in patients with
dementia, in particular
those who have
difficulty
communicating.

13

piloting in the trust
over a two-month
period. To support the
pilot, an evaluation
survey was used to
obtain feedback from
staff about their use of
the PAINAD tool.
Recommendations:
Aspects of the guidance
document this reference
can inform:

In line with the SPACE principle that there should be skilled staff who are informed and have the
enough time to care.

Guideline recommendations at sections: Training needs; the practice environment – acknowledging
the need for special provision.
Toolbox for practitioners: Signpost to SPACE principles (Skilled staff who are informed and have
enough time to care; Partnership working with carers; Assessment and early identification of
dementia; Care plans that are person-centred and individualised; Environments that are dementiafriendly).

Article summary:
In line with the SPACE principle that there should be skilled staff who are informed and have the enough time to care, and echoing
other studies, the authors posit that a training programme must include other frontline staff, ambulance crews working in patient transport,
healthcare assistants, porters and catering staff to improve knowledge and understanding of dementia. The authors remark that staff on elderly
care wards have indicated a need for more in-depth training on ‘behaviour that challenges’. This gave the impression that the authors were not
overtly discussing or recognising wider unmet needs in addition to pain. In addition to the use of a PAINAD tool, the authors did, however,
report the importance of carers to outline and recognise signs that could be used to indicate that their relative may be in pain, and what staff
can do to try to ease that pain. The literature review indicated that using a pain scale did not mean that the results were acted on and
educational programmes to support their use were necessary to make sure that staff understood the reasons and importance behind them.
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Important factors in the success of the pain project included having clear objectives, negotiating time to undertake the project, and identifying
early on who the key people were in terms of assisting with and influencing the work. The main challenge faced by the trust was securing staff
time to carry out the work and to release staff from clinical areas to attend training.

Reference:

Bray, J., Evans, S., Bruce, M., Carter, C., Brooker, D., Milosevic, S., Thompson, R., Longden, J. and Robinson, J. 2015.
Improving the hospital environment for people with dementia.

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Nursing
Older
People.
27(9): 16,
18–20.

The paper was the
third in a series
that was part of a
wider evaluation,
looking at the
effect of a Royal
College of Nursing
(RCN)
development
programme. Case
studies were used
to illustrate two
different

Two case studies
were presented.
Members of the
evaluation team
carried out a site
visit at the Queen
Elizabeth Hospital
Kings Lynn NHS
Foundation Trust.
They also talked
to staff about the
programme and
what had changed

Two acute
hospitals
in the UK
(England).

The hospital
environment was
found to be often
disorientating for
people with
dementia and could
be particularly
distressing when a
patient was
admitted in an
emergency.
Subsequent ward
moves could also

While the approaches
focus on specific
elements of the
hospital environment,
they are supported by
the implementation of
wider training
programmes to
improve staff
awareness and
attitudes towards
dementia. The effect
helped to increase

The case studies
provided a report
from the
perspective of the
programme
evaluation team
rather than
patients, carers or
staff.
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There was no
evidence of
validation from
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approaches to
improving the
hospital
environment for
people with
dementia.

Recommendations:

in the hospital in
terms of dementia
care. Basildon and
Thurrock
University
Hospitals NHS
Foundation Trust
aimed to ensure
all staff were
made aware of the
needs of patients
with dementia,
and to achieve
this it updated
and improved its
dementia training
programme.

be disruptive and
confusing,
especially if they
took place out of
hours.

staff’s understanding
of the hospital
experience from the
patient’s perspective.

staff,
patients/service
users or carers. It
was not clear what
the authors’ classed
as ‘out of hours’
work in an acute
hospital
environment.

Consider the possibility of providing an observed waiting area and of trained volunteers to accompany
people with dementia, for example, while families and carers park their cars or when a person is dropped
off by ambulance transport. Lobby transport to allow carers to travel on transport services.
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Aspects of the guidance
document this reference can
inform:

Guideline recommendations at sections: The practice environment – acknowledging the need for
special provision.

Toolkbox for practitioners: Signpost to the five SPACE principles for the care of people with dementia
in hospital settings, developed in collaboration with people with dementia and carers. See the King’s
Fund Enhancing the Healing Environment programme and the University of Stirling’s Dementia Services
Development Centre (DSDC) Virtual Environments models.

Article summary:
At one trust, the main focus was on improving the physical environment, which reflects the RCN SPACE principle of providing
environments that are dementia friendly in Commitment to the care of people with dementia in acute hospital settings.

SPACE principles: Skilled staff who are informed and have enough time to care; Partnership working with carers; Assessment and
early identification of dementia; Care plans that are person-centred and individualised; Environments that are dementia-friendly
(Thompson and Heath, 2013). The five SPACE principles for the care of people with dementia in hospital settings were developed in
collaboration with people with dementia and carers.

Strategies for making environments more supportive for people with dementia included large clocks on the walls displaying time and
date information to help with orientation, clear signage, a secure observation area, contrasting colours on door frames and toilet seats,
brighter lighting, reduced noise and purposeful activity. Resources to support environmental design were available via the King’s
Fund Enhancing the Healing Environment programme and the University of Stirling’s Dementia Services Development Centre Virtual
Environments models.
In support of changes to the physical environment, additional interventions aimed to improve the social environment by focusing on
staff training and awareness. It was stated that people with dementia wore a red wrist band that was deemed to be “less stigmatising”
than a “marker in plain sight” but the views of people with dementia and carers sometimes contradict that claim. The second hospital
trust concentrated on minimising ward moves for people with dementia; moving patients with dementia was recognised as a serious
issue by the staff. If a patient on the list was moved then it was raised as a clinical incident. When patients were being escorted
between areas of the hospital, security and portering staff were educated to appreciate the importance of good communication and
Appendix 5: Data extraction tables and article summaries
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engaging with patients in a positive way. Training was essential to ensure that non-clinical staff understood and appreciated the
importance of approaches to care and felt more empowered to challenge practice that contradicted the SPACE principles.

Reference:

Brooke J. and Ojo, O. 2018. Elements of a sustainable, competent, and empathetic workforce to support patients with
dementia during an acute hospital stay: A comprehensive literature review.

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

The
International
Journal of
Health
Planning and
Management.
33 (1): e10–
25.

The aim of
this literature
review was to
understand
the elements
of a
sustainable,
competent,
and
empathetic
acute hospital

A thematic
analysis was
applied to
develop a meta‐
synthesis of the
data. Due to the
different
methodological
approaches of
the studies, a
meta‐synthesis

Databases were
searched for
literature
published in
English from 1
January 2006 to 1
August 2016:
CINAHL,
MEDLINE,
PsycINFO, PubMed
and ScienceDirect.

The analysis of
outcomes found that
dementia awareness
training was
sustainable,
although there was a
lack of consistency
in the length,
content and
delivery, which had
an impact on the

Themes were:
understanding
the current
workforce;
implementation
and evaluation of
training; and
exploration of
new and existing
roles.

At the discussion
section the
authors include a
subsection
‘understanding
the current
workforce’ but
unfortunately
they only seem to
consider doctors
and nurses, not
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workforce
providing
person‐
centred care
for patients
with
dementia.

rather than a
meta‐analysis
was completed.

12 papers with a
range of
methodological
approaches from
various countries
were included.
Articles published
prior to 1 January
2006 were
excluded. The
authors justify that
decision by stating
that a global focus
on improving care
for people with
dementia in acute
hospital settings
commenced in
2006.

provision of
According to the
empathetic and
authors, an
person‐centred care. important
element was the
sustainability of
The lack of
acute hospital
consistency of
workforces
training and
specialist dementia competent in
dementia care, as
roles restricted
studies
recommendations
highlighted an
from a robust
ageing nursing
evidence base.
population and a
high turnover of
staff.

wider allied
health
professionals,
excluding
diagnostic and
therapeutic
radiographers.
The authors
assumed that
dementia
champions would
be nurses.

Only articles
reporting primary
data on developing
and sustaining an
acute hospital
workforce
competent in
dementia care
Appendix 5: Data extraction tables and article summaries
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Recommendations:

Aspects of the guidance
document this reference can
inform:

were included in
the review.
Articles were
excluded if they
were
audits/reports of
training
programmes with
no outcome data
on the impact on
the knowledge,
skills, or practices
of healthcare
professionals.

Despite mandatory inclusion of dementia training in all undergraduate healthcare programmes in the
UK, this review highlighted healthcare professionals' lack of preparation to care for and support
acutely unwell patients with cognitive impairment. Practitioners must be adequately prepared.
Guideline recommendations at sections: Training needs; the practice environment – acknowledging
the need for special provision.
Toolbox for practitioners: Link to King’s Fund Enhancing the Healing Environment.

Article summary:
An important element for the development of the current acute care workforce is further education and training to enable the
provision of person‐centred care through skilled communication, while simultaneously developing supportive organisational
structures, managers and colleagues. Comparable with a range of other reviews, the authors discuss different types and approaches to
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training. The authors also champion the use of a short training video, Barbara's Story The authors do refer to the Dementia Training
Standards Framework (2018)noting that implementation and the full impact of training is as yet unclear. The authors state that:
“Dementia education and training did not occur in isolation, as most studies simultaneously implemented other initiatives to improve
care for patients with dementia. Most hospitals have addressed the recommendations of Kings Fund Enhancing the Healing
Environment with a system‐wide multiple initiative approach, such as changes to the physical environment, dementia training,
engagement with the local Alzheimer Society, use of twiddle-muffs, and implementation of activities by healthcare assistants and
volunteers. Therefore, training and education is only one element of developing a dementia workforce in an acute setting; a broad
system‐wide approach is required to enable staff to continue to embed good clinical practice against other committing commitments
and demands.”

Thus the authors provided a succinct overview, which encompassed the range of approaches that were evident across the other
studies in this literature review. It is interesting to note a word of caution from the authors with regards to dementia champions –
further robust evaluation of the roles of specialist nurses in dementia in acute hospital settings is required, as this approach relies on a
small number or even one member of staff to act as change agents for a large institution. The authors assume that dementia
champions are nurses.
Reference:

Butcher, L. 2018. Caring for patients with dementia in the acute care setting.

Source

Purpose

Design

Sample
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Intervention/
Outcome

Findings

Limitations
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British
Journal of
Nursing. 27
(7): 358–62.

The article explores
the knowledge gap
concerning the
complexity of caring
for a person with
dementia, and
highlights factors that
can lead to staff
detaching themselves
from engaging in
meaningful
communication with
patients.

Recommendations:

Aspects of the guidance document
this reference can inform:

A case
study
report
from the
author’s
clinical
practice.

A single
case study
and
additional
vignettes
are
included in
the paper.

The paper raises
awareness of the
syndrome of ‘cascade
iatrogenesis’ in relation
to patients’ physical
and cognitive decline.
Butcher posits that to
intervene, more
emphasis needs to be
placed on addressing
these issues to ensure
the safety and welfare
of people with
dementia in hospitals.

The author contends
that it is essential for
all staff to have an
up-to-date working
knowledge of
dementia, which
should include an
understanding of the
lived emotional
experience of the
person.

The paper presents
a single case study
in retrospect.
Observations were
subjective and
anecdotal to the
case study. The
locality and service
setting were
undetermined
apart from
reference to the
setting being
‘acute’.

It is essential for all staff to have an up-to-date working knowledge of dementia, which should
include an understanding of the lived emotional experience of the person.
Guideline recommendations at sections: Training needs; the practice environment –
acknowledging the need for special provision; strategies for optimising communication with
people with dementia and their carers.

Article summary:
The author reports that in 2013 the Care Quality Commission (CQC) in England raised concerns that 29% of people with dementia
admitted to hospital did not have their dementia status recorded. The author goes on to make a number of important points that will
influence the review of SCoR guidance. For example, Butcher raises awareness of cascade iatrogenesis, which she surmises can result
from a seemingly simple error such as misplacing a person with dementia’s glasses, and provides a number of practical example areas
Appendix 5: Data extraction tables and article summaries
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in which hospital procedures and practices are confusing for people living with dementia. Butcher considers the emotional aspects of
caring for a person with dementia and considers burnout and emotional exhaustion in line with accompanying common methods that
professionals take to protect themselves; “knowing the theory behind dementia is only the tip of the iceberg when it comes to
enabling a person to feel confident in working effectively with a person who has dementia”. Organisational barriers to care are
summarised, with training and staff shortages being key issues. The conclusion to this paper was that people with dementia who are
admitted to acute care settings have poorer outcomes than those without cognitive impairment. Butcher highlighted that care for
people with dementia is complex and requires specialised training to deliver high-quality provision. In acute hospitals, it is essential
that health professionals have an understanding of cognitive impairment as a risk factor in itself. Butcher echoes many other studies
when stating that it is imperative that staff have the right approach and are equipped with good communication skills. Arguably the
hegemony of a patriarchal biomedical model of care was evident; for example, Butcher concluded that change was critical in
preventing unnecessary medical complications that might not only lengthen hospital stay but also shorten the patient’s life.
Reference:
Source

Journal of
Radiotherapy
in Practice.
17(4): 436–
40.

Carnall, C. and Chianese, J. 2018. The training of therapeutic radiographers in dementia care: a literature review.
Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

The aim of the study
was to review the
literature regarding
training of
therapeutic
radiographers
around dementia

A literature
search of
electronic
databases
holding peerreviewed
journals was

Electronic
databases
holding peerreviewed
journals were
accessed, these
were AMED,

The authors
contend that it is
important in the
settings of
unfamiliar
treatment rooms
and equipment to

The two main
themes that
emerged were:
education in
caring for the
person with
dementia and the

The paper notes
that one of the
author’s personal
experience of
clinical practice
across three
different
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and to use the
findings to make
recommendations
for training in the
future in order to
provide the best
care.

conducted.
Search terms
were generated
using the
Population
Intervention
Comparison
Outcome (PICO)
method and
retrieved
articles were
evaluated using
the Critical
Appraisal Skills
Programme
(CASP) tool.
Additional
evidence was
accessed
through
snowballing
and from grey
literature.
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CINAHL Plus,
Embase, HMIC
and MEDLINE.
The search
terms were
generated using
the PICO
method and
combined using
Boolean logic.
The keywords
were provided
in a table. Only
articles written
in English were
included.

recognise a
person’s distress
and try to listen
to, understand
and meet the
needs of the
person with
dementia.

results of this;
and guidelines in
caring for the
person with
dementia.

The authors
claimed that
there was no
The literature
evidence of a
standardised
demonstrated
that focused
education
education
programme for
programmes can healthcare
improve
professionals in
dementia care. In
knowledge and
understanding of the future,
The search
dementia, but the therapeutic
failed to find any evidence shows
radiographers
studies on
are likely to see
most studies
dementia care
were aimed at
more patients
education
nursing
with dementia
within a
professions,
but currently
radiotherapy
rather than allied some may not
setting and only health
have had the
a limited
professionals,
education and
number were
including
training to
found in the
radiographers.

radiotherapy
centres suggests
that radiographers
rely on their own
previous
experiences of
treating patients
with dementia
rather than
receiving
dedicated training.
It is not
determined if this
was the case
nationally or
internationally.
The authors
suggest that a
survey of the
provision of
dementia care
training in higher
education
institutions (HEIs)
would help to
create an
understanding of
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acute care
setting.

Recommendations:

provide effective
holistic care.

the training
available.

The authors
considered there
to be a lack of
research into
dementia care
training within the
radiography
setting, thus most
articles included in
the study were
regarding an acute
care setting. They
suggest that to
fully measure
dementia care
training in
radiotherapy, a
primary study
should be
conducted.

It is recommended that all patients with dementia undergoing radiotherapy complete a ‘This Is
me’ booklet in order that therapeutic radiographers can understand the specific needs of each
patient.
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Aspects of the guidance document
this reference can inform:

Guideline recommendations at sections: Understanding patients’ behaviour and adopting
positive ways to reduce distressed reactions; training needs; staff skills and attitudes; the
practice environment – acknowledging the need for special provision.

Toolbox for practitioners: Use of the Alzheimer’s Society/RCN ‘This is me’ information booklet.

Article summary:
The authors note that a 2017 survey by the UK Alzheimer’s Society found only 2% of carers believed that hospital staff understood the
specific needs of the person with dementia. The authors explain that in radiotherapy, the Alzheimer’s Society ‘This is me’ document is
particularly useful for staff to support the patient and adapt practices. Carnall and Chianese agree with SCoR policy that longer time
slots should be arranged for a person with dementia to “allow patients to move at their own pace, familiarising themselves with the
environment and allowing radiographers to deliver more personalised care”. The authors of this paper outline the importance of both
dementia skills training and also capacity for consent training, to enable radiographers to meet the mandatory requirements of the
Mental Capacity Act 2005. They also report the importance of re-conceptualising behaviours that challenge to cases of unmet needs.
The authors conclude that “the literature revealed that there is currently no set standard of training in dementia care for health and
social care professionals”. They essentially dismiss the dementia training standards frameworks for the devolved countries of the UK.
In conclusion, the authors state that it is recommended that all patients with dementia undergoing radiotherapy complete a ‘This is
me’ booklet in order that therapeutic radiographers can understand the specific needs of each patient and combine their training and
the booklet to cater to these needs. This should be with the caveat that not every person living with dementia will choose to share that
information for various reasons, including fear of stigma for some people.
Reference:

Challen, R., Low, L. and McEntee, M. 2018. Dementia patient care in the diagnostic medical imaging department.
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Source

Purpose

Radiography.24(1): The aim of this
study was to
S33–42.
explore the
experiences of
dementia care in
imaging
departments
through the
perspectives of
people with
dementia, carers,
radiographers
and student
radiographers.

Design

Sample

Intervention/
Outcome

Findings

Limitations

A crosssectional
qualitative
study with
patient and
carer semistructured
interviews
and staff
focus groups.
Interviews
and focus
groups were
transcribed
and
thematically
analysed.

Four people
with dementia
and six carers
participated in
individual semistructured
interviews;
eight academic
radiographers
and 19 student
radiographers
participated in
focus groups.

An outcome was
the discussion of
poor experiences:
staff ignoring
personhood, poor
communication,
limited knowledge
of dementia and
negative
stereotypes were
related to
negative
experiences.

Negative
experiences during
imaging were
associated with
disrespected
personhood, poor
communication,
insufficient staff
knowledge of
dementia,
inappropriate time
management,
overly stimulating
physical
environments and
exclusion of carers.

The qualified
radiographers
who took part
were working in
academia not
clinical practice;
their timescale
since working in
clinical practice
varied between
one and ten
years, which is a
limitation of the
study.
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Contributors to a
positive
encounter were:
patient centred
care; good
communication;
high levels of
education;
inclusive
relationships with
carers; and

The study
contains a
Departmental
review of
protocols that
Australian
contributed to
government
negative
guidance but
there is no
experiences
included lack of
reference to any
preparation, lack of relevant
dementia protocols, professional
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effective time
management.
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and the use of
restraints.

The main
conclusion of the
study was that
patient care for
people with
dementia in the
imaging
department is an
area in need of
improvement. The
authors suggest
that: 1)
radiographers need
training about
dementia; 2)
imaging services
should improve
their procedures
and physical
environments; and
3) staff should
work in greater
partnership with
carers.

body’s
information or
guidance.
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Recommendations:

Aspects of the guidance document
this reference can inform:

1) radiographers need training about dementia; 2) imaging services should improve their
procedures and physical environments; and 3) staff should work in greater partnership with
carers.
Guideline recommendations at sections: The practice environment – acknowledging the
need for special provision.

Article summary
This was a cross-sectional qualitative study with patient and carer semi-structured interviews and staff focus groups. Similar to other
radiography-centred papers, the authors refer to the fast-paced environment and remark that there was abundant literature with
regards to the imaging and diagnosis of dementia but little in the area of patient care specifically for people with dementia in clinical
imaging settings. Professional body guidance with regards to dementia care was not reviewed, but there is reference to Australian
government guidance.

A good range of powerful quotes are included in the paper. The authors state that this approach provided a holistic approach, taking
several viewpoints into account. The qualified radiographers who took part, however, were working in academia, not clinical practice;
their timescale since working in clinical practice varied between one and ten years, which is a limitation of the study. The authors
attempt to justify the omission of radiographers who were working clinically, citing the timescale for ethical approval as the reason.
Study participants described positive and negative experiences during imaging procedures. Ignoring personhood, poor
communication, limited knowledge of dementia and negative stereotypes were related to negative experiences. Patient-centred care,
good communication, high levels of education, inclusive relationships with carers, and effective time management were contributors
to a positive encounter. Overall, people with dementia and their carers had negative experiences, such as distress and pain;
radiographers experienced stigma and violence (arguably it is the person with dementia and carers who experience stigma). Negative
experiences during imaging were associated with disrespected personhood, poor communication, insufficient staff knowledge of
dementia, inappropriate time management, overly stimulating physical environments and the exclusion of carers. Departmental
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protocols that contributed to negative experiences included lack of preparation, lack of dementia protocols, and the use of restraints.
The authors list a number of recommendations for future research.
The main conclusion of the study was that patient care for people with dementia in the imaging department is an area in need of
improvement. The authors suggest that: 1) radiographers need training about dementia; 2) imaging services should improve their
procedures and physical environments; and 3) staff should work in greater partnership with carers. The main conclusions therefore
echo the original 2015 recommendations of the SCoR guidance for caring for people with dementia.

Reference:

Chang, A., Singh, N., Boyd, L. and Lawson, C. 2016. Strategies to improve radiographic practices for patients with
Alzheimer's disease: A systematic review.

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Journal of
Medical
Imaging
and
Radiation
Sciences. 47
(4): 362–6.

The review
examined the
literature
regarding the
interaction
between
Alzheimer’s

Preferred Reporting
Items for Systematic
Reviews and MetaAnalyses (PRISMA)
guidelines for
conducting

The initial
search resulted
in zero
reviewable
articles. The
search was then
expanded to

The review points
to three areas
relevant to the
practice of
radiography: the
importance of
patient-centred

Many strategies
relating to care of
patients with AD
are long term, and
cannot be applied
in a radiographic
setting, where

Chang et al.
conclude that
they have
reviewed studies
and applied the
findings to
radiographic
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disease (AD)
patients and
other healthcare
professionals
(e.g. nurses) and
the strategies
that have been
used to improve
patient
compliance and
accommodate
functional
decline.

systematic reviews
were used.
PubMed database
was searched using
the key words:
Alzheimer*;
AND/OR dementia;
AND radiograph*;
AND care; AND/OR
anxiety. Articles
were excluded if
they were not
written in English,
or if they did not
relate to patient care
or healthcare
management.
Further exclusions
related to articles
that considered
specific therapies for
Alzheimer’s patients
that could not be
transferred to
radiographic
practice, such as
reminiscence
therapy,
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include nursing,
physiotherapy,
occupational
therapy and
healthcare.

36 articles were
identified as
relevant for the
review.

care
(acknowledge the
patient’s
personhood and
involve carers in
examinations);
the environment
and physiological
factors affecting
patients with
Alzheimer’s
disease (reduce
noise, play
calming music,
personalise the
examination
room); and
obstacles for
patients (educate
radiographers to
increase geriatric
knowledge).

patients may only
present once.
Transferable
strategies for
radiographic
settings include
the support of
carers during the
examination
process, a
reduction in noise
and use of calming
music, and
allowing the
patient to
personalise the
examination room
by bringing in a
photograph or an
item of comfort.
The authors
conclude that
simple strategies
can reduce the
level of anxiety
experienced by AD
patients, reduce
typical behavioural

practice. They do
not list any
limitations in the
paper, instead
noting that
findings were
applied in a
hypothetical and
theoretical, not
practical,
application given
that this was a
systematic
review. The
theoretical
application did
not consider
therapeutic
radiography
settings. The
authors focus on
Alzheimer’s
disease, just one
form of dementia.
The authors
make
assumptions
about the
31

Recommendations:

psychoeducation,
and reality
orientation.
Dementia articles
not related to AD
were also excluded,
as were articles
about AD in
children. Articles
were included if
they referred to
support of carers,
reducing anxiety,
and other patientcentred approaches
that could be
adopted in a one-off
setting such as
radiographic
practice.

symptoms of
agitation,
aggression and
discomfort, and
increase patient
cooperation and
responsiveness.

transferability of
treatments to
radiographic
practice – for
example, studies
that employed
reminiscence
therapy (RT)
were excluded by
the authors
(referring to time
limitation). It
may be possible
to use RT in
waiting areas and
so on, therefore
these exclusions
were potential
limitations of this
study.

Attention should be paid in radiography to: patient-centred care (acknowledge the patient’s
personhood and involve carers in examinations); the environment and physiological factors affecting
patients with Alzheimer’s disease (reduce noise, play calming music, personalise the examination
room); and obstacles for patients (educate radiographers to increase geriatric knowledge).
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Aspects of the guidance
document this reference can
inform:

Guideline recommendations at sections: Recommendations for future research; training needs.

Toolbox for practitioners: Practical ways to aid personalisation of the examination/treatment room.

Article summary:
There were contradictions within this paper in the terms of the language used, which at times appeared dated/not person-centred; for
example, it “investigates strategies that have been used to increase patient compliance”. The narrative therefore arguably
disempowered people with dementia and their carers at some points. Despite the inconsistent use of language, the review pointed to
three areas relevant to the practice of radiography including: the importance of patient-centred care (acknowledge the patient’s
personhood and involve carers in examinations); the environment and physiological factors affecting patients with Alzheimer’s
disease (reduce noise, play calming music, personalise the examination room); and also obstacles for patients (educate radiographers
to increase geriatric knowledge). The latter point does not take into account younger people with dementia and the authors do not
specifically mention young onset dementias.
The authors made assumptions about the transferability of treatments to radiographic practice – for example, studies that employed
reminiscence therapy (RT) were excluded, with the authors referring to time limitation. It may be possible to use RT in waiting areas
and so on, therefore exclusions are a limitation of this study.

The authors state that the strategies that were reviewed gave evidence of reduced levels of anxiety, reduced agitation, aggression and
discomfort and increased patient cooperation and responsiveness. To reduce what they term obstacles for patients, they suggest that
educational strategies to improve radiographers’ knowledge, skills, and experience can influence how they perceive and manage the
care of patients with Alzheimer’s disease. The authors suggest that the effectiveness of these strategies warrants further research to
validate the proposed strategies and develop and refine educational tools to ultimately provide better care provision during
radiographic procedures for the Alzheimer’s disease patient cohort.
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Reference Clissett, P., Porock, D., Harwood, R. and Gladman, J. 2014. The responses of healthcare professionals to the admission of
:
people with cognitive impairment to acute hospital settings: an observational and interview study.

Source

Purpose

Design

Sample

Intervention Findings
/ Outcome

Limitations

Journal of
Clinical
Nursing.
23 (13):
1820–9

To explore
the
responses of
healthcare
professional
s to the
admission of
people with
cognitive
impairment
to the acute
hospital
setting.

The study consisted of qualitative
interviews and non-participation
observations. The authors stated that it
was based on the principles of
ethnography. 72 hours of non-participant
observations of care together with semistructured interviews with family carers of
34 older people who had been admitted to
a UK general hospital and had a cognitive
impairment. Interview was after discharge
at the person’s home. One interview was
undertaken with each of the 35 carers.
Interviews and observations were
conducted in 2009 and 2010. Analysis was
undertaken using Strauss and Corbin’s
grounded theory qualitative research
framework.

Participants
were
recruited
from two
sites of a
1,800-bed
teaching
hospital
providing
sole general
medical and
trauma
services for
a
population
of 660,000.
All
participants

An outcome
was the
identification
of a core
problem,
“disruption”,
and a core
process,
“gaining or
giving a
sense of
control to
cope with
disruption”.
Healthcare
professionals
responded to
the

Interviews
were
conducted
following
discharge to
facilitate the
involvement
of the patient
if at all
possible. They
took place
between six
and eight
weeks after
discharge, or
after 12 weeks
if the patient
had died
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Where
healthcare
professionals
acted to
suspend the
personhood
of the patient,
they
appeared to
be
demonstratin
g signs of
‘burnout’.
The authors
surmise that
there is a
need both to
challenge

34

https://methods.sagepub.com/book/basic
s-of-qualitative-research
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had been
admitted to
hospital for
acute
medical
care and
had been
recruited to
a related
but
separate
study. As
part of the
consenting
process for
the related
study,
family
carers were
invited to
indicate
whether
they would
be willing
to take part
in an indepth
interview.

disruption in
three ways:
by acting to
preserve the
personhood
of the
individual;
by seeking to
protect
themselves
from the
stresses
associated
with caring
for the
person with
cognitive
impairment;
and by
suspending
the
personhood
of the
individual.

poor practice
and for
positive
development
work with
healthcare
professionals
who work in
acute
hospitals with
people with
dementia and
cognitive
impairment,
so that they
are equipped
with the
skills,
emotional
resilience and
organisationa
l support to
be effective in
meeting the
needs of
people with
dementia and

(instead
interviewing a
carer). Recall
bias was a
possible
limitation.

Reasons for
nonparticipation
included
readmission,
fatigue, family
disagreements
, carer being
too ill, other
caring
responsibilitie
s and paid
work.
Not all
patients had
dementia. The
range of
diagnoses
recorded in
patient case

35

Recommendations:

Individuals
aged 70
years or
over with
unplanned
admission
to one of 12
wards, who
had a
cognitive
impairment
or mental
health
problem on
screening
(using a
range of
validated
tools) were
eligible for
inclusion.
Recruitmen
t occurred
over 12
months.

cognitive
impairment.

notes were:
dementia (22),
depression
(four),
delirium
(one), alcohol
(one) and
anxiety (one),
and no clear
diagnosis was
recorded in
five instances.

There is a need both to challenge poor practice and for positive development work with healthcare
professionals who work in acute hospitals with people with dementia and cognitive impairment so that
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Aspects of the guidance
document this reference
can inform:

they are equipped with the skills, emotional resilience and organisational support to be effective in
meeting the needs of people with dementia and cognitive impairment.
Guideline recommendations at sections: Staff skills and attitudes; training needs.

Article summary:
This study was not specific to dementias; a range of conditions were included in the study. The diagnoses recorded in case notes were:
dementia (22), depression (four), delirium (one), alcohol (one) and anxiety (one). No clear diagnosis was recorded in five cases.

All parties (patients, family carers and staff) appeared to find the admission to hospital of somebody with a cognitive impairment
disruptive and responded in ways that appeared to help them feel in control in the face of this disruption. Healthcare professionals
seemed to find it disruptive to their way of working but appeared to have a number of strategies to help them feel in control. This
sense of juggling was exacerbated when healthcare professionals tried to find the balance between meeting the needs of the individual
and the needs of other patients, some of whom may be critically ill.
Personhood was defined as “a standing or a status that is bestowed on one human being, by another in the context of relationship and
social being” in Kitwood’s Dementia Reconsidered which is central to the discourse on care for the person with cognitive impairment.
Embracing the personhood of the individual gave the staff a sense of control because they were choosing to give care that was
considered to be of high quality. During a ward observation, a ward housekeeper was seen to respond to patient distress with great
sensitivity. Healthcare professionals had to come to terms with the notion that while the care they were giving was adequate, it was
short of ideal. Finally, some healthcare professionals appeared to be trying to gain a sense of control by taking actions that were
harmful to the sense of personhood of the confused older patient. These actions tended to be associated with poor communication
with both family carers and patients alike and gave the impression that the member of staff was placing their own needs before those
of the patient. Some healthcare professionals tended to prioritise the needs of other patients over those of people with dementia.
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The authors discuss the links between emotional labour, dissonance and burnout. However, they conclude that organisational factors
including facilitating person-centred approaches to care, reducing ward moves, improving environments, reducing staff workload and
not prioritising the management of secondary risks (e.g. falls and infection control). Overall, review of staff responses to people with
cognitive impairment in the acute setting (as interpreted by researchers, patients and relatives) found that healthcare professionals
tended to view working with people with cognitive impairment as being disruptive.
Reference: Clissett, P., Porock, D., Harwood, R. and Gladman, J. .2013. Experiences of family carers of older people with mental
health problems in the acute general hospital: a qualitative study.
Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Journal of
Advanced
Nursing. 69
(12):
2707–16.

To explore the
experiences of
family carers of
people with
cognitive
impairment
during
admission to
hospital. The
authors provide
information that
demonstrated

Using a
combination of
nonparticipant
observation
and
interviews,
researchers
sought to
watch,
interpret and
evaluate the

The sample
consisted of
family carers of
34 older people
who had been
admitted to a UK
general hospital
and had
comorbid
cognitive
impairment. The
study was

Hospitalisation
caused disruption
from carers’
established
routines at home
or in a care home.
Disruptions
caused
consternation
and distress for
many family
carers. Family

A core problem,
“disruption from
normal routine”,
was identified, and
a core process,
“gaining or giving a
sense of control to
cope with
disruption”. The
interaction of the
core problem and
the core process

A third of the carers
who were invited to
be interviewed
agreed.
The authors noted that
interviews took place
some weeks after the
hospital admission,
which would have
permitted reflection
on events and this
may have changed
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the experiences
(both practical
and emotional)
for family carers
with a relative
with cognitive
impairment in
an acute
hospital.

experiences of
older people
and their
carers when in
acute
hospitals.
The study was
informed by
the
philosophical
approach of
personcentred care
using an
interpretive
ethnographic
approach.

conducted on
two sites of a
single NHS trust
in the English
Midlands, which
provided sole
medical and
trauma services
for a population
of approximately
660,000.

Participants
were recruited
from a cohort of
patients aged
over 70 years,
who had mental
Semihealth problems
structured
and were
interviews
admitted to one
were
of 12 general
conducted in
medical,
2009 and 2010 healthcare for
(the paper was older people or
published in
trauma
2013). An
orthopaedic
interview
wards.
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carers responded
to disruption
proactively by
trying to make
sense of the
situation and
attempting to
gain control for
themselves or the
patient. They
tried to stay
informed,
communicate
with staff about
the patient and
plan for the
future.
Family carers
were not passive
in the face of the
disruption of
hospitalisation
and responded
both by trying to
involve
themselves in the
care and support

resulted in
outcomes where
family members
either valued the
support of hospital
staff and services or
were highly critical
of the care
provided.
The study found
evidence of
proactivity in trying
to deal with
disruption. Some
family members
tried to fill in gaps
in care, especially
during the early
stages of admission
where the
unfamiliar
environment, and
stress of the
emergency
department and the
admission ward
seemed to cause

opinions. Events may
not have actually
occurred as reported,
or they may reflect
misunderstandings,
ongoing difficulties or
problems outside the
hospital. Accordingly,
there was a possibility
of recall bias.
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Recommendations:

Aspects of the guidance
document this reference can
inform:

guide was used
flexibly as a
prompt to
explore the
experiences of
the person’s
stay in
hospital.
Analysis was
undertaken
using Strauss
and Corbin’s
grounded
theory
framework.

of their relative
and by trying to
work in
partnership with
members of staff.

most distress to the
patient.

The authors
conclude that
listening to family
carers and using
the knowledge they
have of the person
with dementia is
probably the single
most practical
recommendation to
be made from this
data.

Advice is to recognise that family carers are a source of expertise in the specific needs of a person
with dementia, as a source of direct care for their family member and also as a partner who needs to
be welcomed, supported and kept informed.

Guideline recommendations at sections: Building relationships with patients and carers to optimise
the patient and carer experience; understanding patients’ behaviour and adopting positive ways to
reduce distressed reactions to unmet needs; strategies for optimising communication with people
with dementia and their carers.
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Article summary:
The authors provide assurance that where patients had capacity, they were asked to give written informed consent. Where they
lacked capacity, a carer was invited to act as a personal consultee. In addition, family carers were invited to give written consent for
their own participation. Similar to many other studies, the study demonstrated that the hospital environment did not lend itself well
to the management of distressed behaviours. For example, the emergency department was seen as a chaotic place where, despite
national targets for swift assessment, treatment and transfer, the process was slow, exhausting and uncomfortable. Diagnostic
radiographers are often staff involved in part of that process.

For carers, feeling in control was important. Strategies to promote control included trying to protect the person with dementia,
making judgements about the quality of care being offered, and, sometimes, taking steps to monitor the care. Blaming the system and
rationalising care quality problems was another coping strategy. The study also provides evidence of carers’ concerns for other
patients and staff, with strategies to assist staff caring for people with dementia. There was little evidence that this was recognised by
staff, which left carers feeling used and exhausted. Accordingly, it is important that clinical imaging and radiotherapy staff work in
collaboration with carers, recognising their contribution and concern for everyone involved in the care of the person with dementia.
Quality of care was perceived to be poor if the family carer said that staff were not listening to them or taking their information
seriously; this often served as an indicator that staff really did not know enough about the care of a person with dementia. Advice is to
recognise that family carers are a source of expertise in the specific needs of a person with dementia, as a source of direct care for
their family member and also as a partner who needs to be welcomed, supported and kept informed. The study therefore supports the
original 2015 SCoR recommendations.
Reference: Dewing, J. and Dijk, S. 2016. What is the current state of care for older people with dementia in general hospitals? A
literature review.
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Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Dementia.
15(1):106–
24.

A literature
review
focusing on
the literature
directly
pertaining to
the acute
care of older
people with
dementia in
general
hospitals
from 2007 to
2013.

Databases searched
were PubMed,
CINAHL, MEDLINE
and PsycINFO. The
search terms used
were ‘dementia’,
‘Alzheimer’s’,
‘confusion’ or
‘cognitive
impairment’ in
combination with
‘acute care’, ‘acute
hospital’, ‘acute
ward’ or ‘hospital’.
Following this, a
search using Google
Scholar was
conducted to find
‘grey’ literature and
articles in other
databases. The
references in each
retrieved paper
found were
scanned to find

English
language
papers and
reports on
the acute
care of
older
people
with
dementia
in general
hospitals.

This review
highlights that
overall there remain
mostly negative
consequences and
outcomes for people
with dementia when
they go into general
hospitals. Although
not admitted to
hospital directly due
to dementia, there
are usually negative
effects on the
dementia condition
from hospitalisation.
The review suggests
this is primarily
because there is a
tension between
prioritisation of
acute care for
existing
comorbidities and
person-centred

The overall theme
generated was
defined as
‘consequences of
being in hospital’.
From this, the
authors established
seven related
subthemes: the care
environment;
cultures of care;
attitudes;
challenges for
people with
dementia; carers;
staff and
volunteers; and
researched service
models.

Much of the research to
date seems to capture
existing poor practice
and little research
seeks out good
practice. Connected to
this, evaluation studies
are usually small scale,
making it difficult to
compare outcomes
across studies as they
are often
methodologically
different. Clearly,
longer term and larger
scale studies are
needed. In summary,
this review suggests
that overall there
remain negative
consequences and
outcomes for people
with dementia and
families or carers when
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further relevant
publications.
Although most of
the literature was
from peerreviewed journals,
reports, policy
documents and
theses were also
included where
relevant and/ or
based on original
empirical research.
Of a total of 278
papers retrieved, a
final total of 53
publications were
included in the
review. Additional
searches were
performed with the
search terms
‘shared care’,
‘mental health
nurse’, ‘mental
health liaison’ and
‘old age psychiatry’.
From this a small
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dementia care. This
is complicated by
insufficient
understanding of
what constitutes
person-centred care
in an acute care
context and a lack of
the requisite
knowledge and skills
set in healthcare
practitioners.
Although specialist
posts, such as liaison
and clinical nurse
specialists, and
specialist
units/shared care
wards can enhance
quality of care and
reduce adverse
consequences of
hospitalization, they
do not significantly
impact on reducing
length of stay or the
cost of care.

they go to general
hospitals.
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Recommendations:

Aspects of the guidance
document this reference
can inform:

number of
publications were
retrieved. The main
findings and
arguments were
summarised and
organised
thematically.
Independent
general thematic
analysis took place
by one of the
authors and was
then refined by the
second author. Any
discrepancies were
discussed to find
agreement.

The authors advocate approaches that include improving the physical and psychosocial environment,
and improving attitudes to dementia and the understanding and management of behaviours of concern
through enhancing staff knowledge and skills, access to mental health expertise and partnerships with
family carers.
Guideline recommendations at sections: The practice environment – acknowledging the need for
special provision; understanding patients’ behaviour and adopting positive ways to reduce distressed
reactions to unmet needs; staff skills and attitudes.
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Article summary:
Providing background, the authors make an important point that is relevant for SCoR guidance: within all these strategies there is an
objective associated with improving the quality of care in general hospitals. The general notion of person-centredness is considered to
equate with better, if not best, care across all care settings.

With regard to pain, people with dementia may be at risk for undetected or un(der)treated pain. When staff were absent this created
anxiety among people with dementia and the atmosphere changed into a sense of ‘homelessness’, where they seemed abandoned and
lost. When staff were present but not really engaging when carrying out care or procedures, situations could turn positively or
negatively depending on the person. A focus on safety by the organisation generates a culture that devalued people with
disorientation and where staff viewed people with disorientation/dementia as a nuisance or inconvenience and not suitable for an
acute hospital setting (Moyle et al., 2010). The authors found that literature suggests this is probably still the majority view among
many healthcare workers, although this may be a simplistic representation of a complex situation. The literature also revealed that in
practice, the principles are not always applied, whether as a result of time pressures, an organisational culture focused on curing
diseases or negative attitudes towards people with dementia. A person-centred approach to care of people with dementia has been
observed in acute hospital settings, although this better/best practice approach is not widely evidenced in the literature on acute care
at this point. Fundamental to any culture are the values and beliefs displayed as attitudes and action by staff. Hospitalisation not only
disrupts the established routine for the people admitted but also for families and carers. The literature cites a number of service
models that have enhanced or may improve the care of people with dementia in hospitals. These interventions range from volunteers
and specialist roles, such as a liaison mental health nurse or team, to special care units and training and education. The literature
reveals no evidence that specialist roles contribute to upskilling of general staff. Indeed, there is a risk that such short-term specialist
roles deskill general staff in the longer term. Based on their review, the authors suggested that specialist wards/units can enhance
some aspects of the quality of care and reduce adverse consequences of hospitalisation but do not significantly impact on reducing
length of stay; but neither do they add to it. Approaches included improving the physical and psychosocial environment, improving
attitudes to dementia and the understanding and management of behaviours of concern through enhancing staff knowledge and skills,
access to or integrating mental health expertise with general nursing, and partnerships with family carers.
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Reference

Source

Journal of
Clinical
Nursing. 26
(9): 1152–
71.

Digby, R., Lee, S. and Williams, A. 2017. The experience of people with dementia and nurses in hospital: an integrative
review.
Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

To identify
and examine
existing
research
exploring how
people with
dementia and
nurses view
acute hospital
care.
What impact
does dementia
have on the
experience of
patients in
hospital? How
do people with
dementia
perceive the
attitude of staff
to their illness?

An integrative
review of
literature 2005–
2015 reporting
the experience of
people with
dementia and
nurses caring for
them in an acute
hospital setting
(n=24).
The criteria for
inclusion was
that the main
focus was on the
care of people
with dementia in
hospital, and the
research was
based on the
direct viewpoint

A literature search
for relevant
material was
conducted using
the Cumulative
Index to Nursing
and Allied Health
Literature database
(CINAHL) and
employing Boolean
technique in which
two or more terms
were searched and
combined with
AND, OR and NOT.
The literature of
the past 10 years
was considered to
be appropriate for
this review to
reflect recent

Hospitals focus on
acute medical care;
consequently,
people with
dementia are
considered low
priority and a
disruption to
normal routine.
Risk management
often takes priority
over patient
dignity. People
with dementia are
stigmatised.
Families have
significant roles to
play in the care of
a person with
dementia in
hospital but are

Dementia adds
complexity to
patient care.
Inability to
deliver
appropriate care
was a source of
stress and
frustration for
nurses.

The authors felt that
the small number of
articles that met the
inclusion criteria
and the similarity of
methodological
approaches meant
that an element of
bias may have been
introduced.
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People with
dementia often
have a poor
experience in
hospital due the
inability of the
hospital system to
accommodate the
specific needs of
this patient group.

The majority of the
articles in the review
were conducted in the
UK, Sweden or
Australia, with only
one from the United
States, two from
Ireland (by the same
author and using the
data from one study),
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What is the
experience of
nurses caring
for people
with dementia
in hospital?

of either people
with dementia or
nurses caring for
them. Only
primary
qualitative
studies published
in English in
peer- reviewed
journals during
2005–2015 were
considered.
Quantitative
research was
excluded to
ensure that the
direct opinions of
the nurses and
patients were the
focus.
Each article was
critically
appraised using
the Critical
Appraisal Skills
Programme
(CASP) checklist

issues arising from
pressures of an
ageing population
on health systems.
In addition, the
bibliographies of
significant articles
were handsearched for
further relevant
articles.
Articles were
excluded if the
main focus was
residential or
community care or
the information
was the opinion of
others such as
family carers or
students.
Theoretical
articles, literature
reviews, surveys
and articles written
from a biomedical
viewpoint were
also excluded.
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often excluded, at
the expense of
specific patient
needs.

Enhancing
awareness of this
problem is a
positive step
towards rectifying
it. This paper
highlights the
deficits in
education and
support for nurses
caring for people
with dementia in
hospital.
The stigmatisation
of people with
dementia was
identified.

one from Finland,
one from Japan and
one from Malta. The
narrow range of
locations makes
transferability to
other areas
problematic.
The main identified
weaknesses of the
articles reviewed in
the study were that
they were conducted
in one specific setting
and with a small
number of
participants.
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for qualitative
research.

Recommendations:

Current hospital culture requires wider system review to mitigate against stigmatisation of patients with
dementia. Education on mental health issues is greatly lacking, and the emotional and practical support
provided is inadequate. Strong clinical leadership and role-modelling provides opportunities for clinical-based
education and skill development.

Aspects of the guidance
document this reference
can inform:

Guideline recommendations at sections: The practice environment – acknowledging the need for
special provision; building relationships with patients and carers to optimise the patient and carer
experience; training needs; staff skills and attitudes.

Article summary:
An integrative review found that nurse education about dementia, practical support, strong clinical leadership and role-modelling was needed.
The authors argue that empathy for patients, regardless of diagnosis, must remain a core attribute of nurses. Current hospital cultures require
wider system review to mitigate against stigmatisation of patients with dementia. Six recurrent themes were identified: priorities of care; nurse
education; stigmatisation of people with dementia; risk management in the ward environment; the input of family carers; and nurse job
satisfaction. The authors noted that “a complex array of factors which include in some instances the nurses’ lack of interpersonal qualities and
education about dementia is blamed for negative experience”. The authors take an approach in contrast to those that champion specialist units
for people with dementia. The authors report that stigmatising people who have dementia, including suggestions that they should be treated
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elsewhere, is pointless and delays addressing the issues. Nurses must learn to accommodate patients with dementia in general hospital wards,
especially in relation to the specific needs created by the patients’ compromised ability to understand new environments.
The presence of family can allay anxiety in the patients and provide helpful information and an additional resource for time-poor nurses. In his
seminal work ‘Dementia reconsidered: the person comes first’, Kitwood pointed out that the staff must be looked after from a material,
psychological and educational perspective to have the ability to care effectively for people with dementia. This was a barrier for many of the
other hospitals in the reviewed articles, which were disproportionately focused on discharge planning, risk management and the treatment of
acute illness without due consideration or the financial resources for other factors. The authors make the point that, while it is acknowledged
that financial considerations are important, it appeared that in some instances efficiency had been misinterpreted to exclude empathetic care.
The fast-paced, noisy, acute hospital environment has the effect of increasing the disorientation and agitation of patients with dementia, adding
to the distress already caused by the disruption to normal routine.
Additionally, the dominant medical model of care is focused on acute illness, and dementia is considered low priority. It was important for
nurses to understand the complex needs of people with dementia admitted to acute hospital wards. Nurse education on mental health issues
was greatly lacking, and the emotional and practical support provided was inadequate. Strong clinical leadership and role-modelling gave
nurses opportunities for clinical-based education and skill development.

Reference:

Dowding, D., Lichtner, V., Allcock, N., Briggs, M., James, K., Keady, J., Lasrado, R., Sampson, E., Swarbrick, C. and Closs, S.
2016. Using sense-making theory to aid understanding of the recognition, assessment and management of pain in
patients with dementia in acute hospital settings.

Source

Purpose

Design
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Intervention/
Outcome

Findings

Limitations
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International
Journal of
Nursing
Studies. 53:
152–62.

To provide a
revised
conceptual
model of pain
recognition,
assessment
and
management
in patients
with dementia.

The study was an
exploratory
ethnographic study
that employed
nested case sites.
Methods consisted
of observations,
audit of patient
hospital records,
documentary
analysis of
artefacts, 56 semistructured
interviews and
informal open
conversations with
staff and family
carers.
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The sample
consisted of 31
patients with
dementia nested
in eleven wards
across four NHS
hospital
organisations in
England and
Scotland. Patients
were eligible for
inclusion if they
were over 65
years old and had
a diagnosis of
dementia in their
care records.

The authors
proposed a revised
theoretical model
of decision making
related to pain
assessment and
management for
patients with
dementia based on
theories of sensemaking, which they
said was reflective
of the reality of
clinical decision
making in acute
hospital wards.

Pain recognition,
assessment and
management is not
an individual
cognitive activity;
rather it is carried
out by groups of
individuals over
time and within a
specific
organisational
culture or climate,
which influenced
both healthcare
professional and
patient behaviour.
Themes raised
were:
the patient’s pain
recognition was
complex and
dynamic and it can
be associated with
distress and anxiety;
context plays a role
in recognising,
assessing and
managing pain e.g.

The study did
not include
people with
young onset
dementia.
There
appeared to
be a lack of
consistency
across wards
and
individual
nurses.
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Recommendations:
Aspects of the guidance
document this reference can
inform:

patients on surgical
wards were
expected to have
(and asked about)
acute pain; pain
recognition,
assessment and
management is a
process distributed
across individuals
and over time.

The authors propose a revised theoretical model of decision making related to pain assessment and
management for patients with dementia.

Guideline recommendations at sections: Understanding patients’ behaviour and adopting positive
ways to reduce distressed reactions to unmet needs; the practice environment – acknowledging the
need for special provision.

Article summary:
According to the authors, approximately 50% of patients with dementia regularly experience pain. People with dementia may not be
able to report their pain verbally; behavioural symptoms may be a result of underlying pain. The authors explored the process of pain
recognition, assessment and management to provide an alternative theoretical framework. The paper provided background with
theories of pain recognition. A literature review demonstrated that there were few studies of nurse decision making around the use of
interventions for pain management in dementia. The authors report that there can be a reluctance to use analgesia and opioids – this
mirrors the choice of patients in a number of other studies in this review.
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The relevant mental capacity legislation for England and Scotland was referenced with consideration of informed consent. In this
study healthcare staff reported using intuition, experience and their ability to build a picture of the patient to identify whether or not a
person was experiencing pain. Organisational routines and boundaries of professional roles provide a framework within which sensemaking occurred.

The authors raise an important question: based on the evidence in this review of the low level and inconsistency in person-centred
care in acute settings we probably do need to ask: is person-centred care possible in our current busy acute care general hospital
settings? Most contemporary strategies are limited by the focus on prioritisation of service activity, including throughput and length
of stay targets, plus the tension between responding to acute care for existing comorbidities and person-centred dementia care. This
was further complicated by insufficient understanding of what constituted person-centred care in an acute care context and a lack of
the requisite knowledge and skills set in many healthcare practitioners. The review found a lack of evidence for the effectiveness of
mental health liaison posts and dementia care specialist posts in nursing. The authors posit that these roles and specialist
units/shared care wards can enhance quality of care and reduce adverse consequences of hospitalisation, but they do not significantly
impact on reducing length of stay or the cost of care.
Reference:

Source

Featherstone, K., Northcott, A. and Bridges, J. 2019. Routines of resistance: An ethnography of the care of people living
with dementia in acute hospital wards and its consequences.
Purpose

Design
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Sample

Intervention/
Outcome

Findings

Limitations
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International
Journal of
Nursing
Studies. 96:
53–60.

To explore the
ways in which
resistance to
care manifests
within the care
setting, was
understood and
classified, and
was managed by
ward staff.

Recommendations:

Observational
fieldwork and
ethnographic
interviews were
collected over
20 months.

The study focus
was on staff
delivering care
to patients with
dementia.
Interviews with
conducted with
patients, carers,
visitors and staff
working on and
visiting the
ward.

Resistance to
care was a
routine and
expected part of
everyday care.
The authors
posited two
major themes,
which they
labelled
‘organisation’
and ‘resistance’.

Routinised ward
cultures triggered
resistance in patients.
There was a focus on
essential planned care
over patient need or
mood. Institutional
drivers of routines,
efficiency and risk
reduction could result
in poor care
experiences for
patients, and also
emotional and physical
burnout for staff.
Patients were typically
slower than the
general population and
needed longer periods
of time for their care.

The authors
state that they
were unable to
generalise from
this qualitative
study although
description may
resonate with
other practice
areas.

Offer longer appointment times to people with dementia. Recognise that while staff training is
championed as a solution to improved care for people living with dementia, the underlying
barriers can be cultural and organisational issues, with institutional drivers of routines, efficiency
and risk reduction highlighted.
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Aspects of the guidance
document this reference can
inform:

Guideline recommendations at sections: The practice environment – acknowledging the need for
special provision; staff skills and attitudes; understanding patients’ behaviour and adopting
positive ways to reduce distressed reactions to unmet needs.
Toolbox for practitioners: Attention to length of appointment times.

Article summary:
This ethnographic study explored the ways in which resistance, rejection or refusal of care manifested on acute hospital wards.
Trauma and orthopedics wards (N=5) and medical admission units (n=5) were chosen across hospital sites because of high levels of
admissions of patients living with dementia. The participants were people living with dementia and nursing team members. The
authors investigated how resistance was understood, classified and managed. Notably during the study, every patient living with
dementia resisted care to some extent.

For staff, the authors found that resistance to care from people with dementia was routine and expected, while a high value was
placed on achieving efficiency and reducing perceived risks to patients. Routinised ward cultures typically triggered resistance to
bedside care from patients, whereas staff prioritised the delivery of scheduled care over patient need. The paper described resistance
as non-compliant, deviant or difficult behaviour, which could result in the labelling of patients. In alignment with a number of other
studies, the authors noted that the behaviour of patients may be a response to hospital settings that are threatening and frustrating
for some people with dementia. Resistance was conceived to be a continuum of responses from people living with dementia to the
way that care was delivered in a fast-paced and routinised environment. It manifested as physical or verbal resistance or refusal to
comply with timetabled rounds of the ward – notable at particular times of day or on certain bays and wards. The majority of physical
resistance was passive, e.g. pushing away equipment, turning away from staff or trying to leave. Staff responses were distraction,
questioning, clear directives, and suggesting other people had the power to decide what was happening to the patient (‘the doctor has
asked for you to do this’) while subtly trying to restrict movement, depending on perception of risk to the patient. Resistance was seen
as less problematic when a patient was safely contained in a bed; staff in such cases ignored shouting.
The study gives examples of resistance that radiographers will probably also recognise taking place in clinical imaging and
radiotherapy departments. Of particular note, the routines of the ward took priority over individual patient needs; staff had little
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flexibility to respond to patient needs outside of scheduled and quantifiable work. This notion resonates with a range of radiographybased studies. Similarly, staff discussed lack of continuity and ‘not knowing’ the patients in their care. Communication was typically
rhetorical, emphasising a lack of choice for the person or staff caring for them. The authors note that patterns of care were consistent
across wards and institutions, with relational care overshadowed by other drivers. For people with dementia the results were poor
outcomes and experiences. For staff there was moral distress and burnout in response to institutional barriers limiting quality care. A
conclusion was that, while staff training is championed as a solution to improved care for people living with dementia, the underlying
barriers are actually cultural and organisational issues rather than training (although the authors concede that training also helps).
Institutional drivers of routines, efficiency and risk reduction were highlighted.
Reference:

Fukuda, R., Shimizu, Y. and Seto, N. 2015. Issues experienced while administering care to patients with dementia in
acute care hospitals: a study based on focus group interviews.

Source

Purpose

Design

Sample
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Findings
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International
Journal of
Qualitative
Studies in
Health and
Well-being.
10: 25828.

This study
aimed to
explore the
challenges
nurses face
in providing
care to
patients
with
dementia in
acute care
hospitals in
Japan.

A qualitative
study using
focus group
interviews.
Eight focus
groups were
formed. A
qualitative
synthesis
method was
used for data
analysis.

Set in six acute
hospitals with
surgical and
medical wards in
the western region
of Japan.

The authors
described a
necessity to care
for patients’
families and obtain
families’
cooperation. An
Participants were
outcome of the
nurses in surgical
study was the
and internal
recognition that
medicine wards,
“there may be a
excluding intensive general
care units. Nurses
characteristic of
with less than three care administration
years’ working
to patients in acute
experience, those
care hospitals”.
without experience
in dementia patient
care in their
currently assigned
ward, and head
nurses were
excluded from
participation. In
total, 50 nurses
with an average
experience of 9.8
years participated.
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The two main issues
experienced by
nurses while
administering care
to patients with
dementia in
Japanese acute care
hospitals were: (a)
various problems
and difficulties
faced by nurses
were interactive
and caused a
burdensome cycle;
and (b) nurses did
their best to adapt
to these conditions
despite feeling
conflicted.

Data was collected
from February to
December 2008, but
the study was not
published until
2015.

The authors felt
that: 1) the study
lacked data from
larger hospitals and,
therefore, the
research findings
may not fully reflect
all opinions; 2)
nurses might have
been influenced to
participate in the
study by their
directors and head
nurses; 3) data
collected in this
study was based on
the recollections of
nurses, therefore
some data may be
affected by recall
bias; 4)
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generalisation of
these research
findings may be
difficult because this
was an exploratory
study.

Recommendations:
Aspects of the guidance
document this reference
can inform:

The study supports the original guidance theme, building relationships with patients and carers to
optimise the patient experience.

Guideline recommendations at sections: The practice environment – acknowledging the need for
special provision; carer partnerships; building relationships with patients and carers to optimise the
patient and carer experience.

Article summary:
The authors of this study (set in Japan) position dementia as a major public health problem. They provide a comprehensive overview
of sample hospital and participant selection, methods and data analysis. Approaches to enhance credibility and authenticity were
applied and the procedure for ethical approval was described.

Findings of the study resonate with UK studies although the language used is a little different; for example: “In consequence, problems
arise when the problematic behavior of the patient with dementia is repeated when the assistance of the family is impossible to
obtain.” The authors describe the fact that nurses are expected to care for people with dementia as a “burdensome problem”
exacerbated by lack of nurse experience/training and lack of coordination/cooperation among professionals involved in care. The
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authors describe falls and wandering as problematic behaviour, but recognise that people with dementia “feel a sense of security and
calm down when spending time with their families”. Unique to this study in comparison with the other papers, the authors claim that
a recurrent problem was that nurses “need assistance from families; however, such assistance is not forthcoming or is impossible to
obtain”. Participants reported concerns with regards to obtaining valid consent to treatment. In line with carers who were concerned
about fellow patients of people with dementia, the authors state that “hospital roommates often feel uneasy or scared because of the
behavior of patients with dementia”.
The concept of unmet needs of people with dementia was not reflected in the discussion section of the paper. A number of incidents
and interpretations of situations were surprising, although it is noted that it is now eleven years since the original study was
performed. The ever-present challenge of time to care was raised in this study. While nurses reported taking actions to protect
themselves because of organisational pressure, the authors did not indicate or discuss a position where nurses may be protecting
themselves emotionally.
Reference:

George, J., Long, S. and Vincent, C. 2013. How can we keep patients with dementia safe in our acute hospitals? A review
of challenges and solutions.

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Journal of
the Royal
Society of
Medicine.

The authors stated
that they were
inspired to conduct
the review after

A search of
MEDLINE over the
ten years to
February 2012,

No data
provided
in the
body of

Direct causes of
harm were
inadequate
assessment and

The findings of this
review led to the
conceptualisation of a
pathway of harm that

The authors make
assumptions about
individuals with
dementia; for
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106(9):
355–61.

speaking at a
meeting organised
by the Patient
Safety and
Geriatrics &
Gerontology
sections of the
Royal Society of
Medicine. Their
aim was to
consolidate what is
known about
patient safety
issues that are
particularly
relevant to
patients with
dementia to
describe strategies
that can be taken
to keep this
“vulnerable group
safe in hospital”.

using keywords
and Medical
Subject Headings
(MeSH) generated
around: 1)
dementia,
cognitive
impairment; 2)
patient safety,
adverse events,
iatrogenicity; and
3) acute hospital
care.

Additional articles
were identified
from reference
lists and the
authors’ personal
files.
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the
article.

treatment, also
inappropriate
interventions.
Underlying
contributory
factors were
discrimination
and lack of
trained staff.

Potential
solutions exist in
a multifactorial,
multilevel
approach to
factors associated
with the patient,
task, individual
staff, team,
environment,
organisation and
institution.

can affect patients with
dementia who are
hospitalised with an
acute illness, and an
associated multifactorial
approach to patient
safety intervention for
this group. The authors
conclude what is needed
is a multifactorial,
multilevel approach at
the seven levels of care
– patient, task, staff,
team, environment,
organisation and
institution.
Improving safety and
quality of care for
patients with dementia in
acute hospitals will
benefit all patients and is
an urgent priority for the
NHS.

example, “frailty,
comorbidity and
reduced functional
ability rather than
age alone – all of
which are
characteristics of
patients with
dementia”.
The agency of
people with
dementia was not
acknowledged nor
the role of the
wider healthcare
professions
beyond doctors
and nurses.
There is a lack of
information about
sample selection,
inclusion and
exclusion criteria
etc.
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Recommendations:
Aspects of the guidance
document this reference can
inform:

Potential solutions exist in a multifactorial, multilevel approach to factors associated with the
patient, task, individual staff, team, environment, organisation and institution.

Guideline recommendations at sections: Staff skills and attitudes; the practice environment –
acknowledging the need for special provision.

Article summary:
The background presented in this paper arguably had an organisationally rather than individually themed focus. For example, there
was a suggestion that improving acute hospital care for patients with dementia may result in considerable financial cost savings. A
number of papers included in this review raised challenges to NHS cultures, which focus heavily on safety issues. The articles appear
to take an alternative approach, to advocate for risk management individualised to the person. The body George et al.’s paper does,
however, state that oraganisational risks should be managed; for example, for patients with dementia it is important to encourage
mobility, even though this may increase the risk of falls, and the authors advocate for risk enablement or management that takes
calculated risks.

The authors compartmentalise person-centred care in their list of seven interventions as a patient factor. This does not take into
account the complex interplay of truly person-centred care. Overall, their table of seven safety interventions, with bullet point actions,
are comprehensive and easy to follow. The authors do raise awareness of safety issues, including that frail older patients experience
not only those types of adverse events also experienced by younger people (e.g. procedure-related complications, healthcare
associated infections, adverse drug events), but also can acquire a range of ‘‘geriatric syndromes’’ and associated consequences
(namely delirium, falls, incontinence, poor nutrition, immobility, functional decline and pressure sores) during a hospital admission.
Unfortunately, the paper refers only to training for doctors and nurses, dismissing the role of the wider allied health professions and
the important roles of support staff employed within the NHS.

Similar to Miller et al., the authors refer to the technological focus of modern hospital care. Also comparable with a wide range of
papers, the rapid pace of healthcare is again noted, which the authors contend is a direct cause of harm to people with dementia. The
issue of underlying societal negative attitudes towards older people, particularly those with dementia, is raised with a comment about
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infantilisation of people with dementia. In summary, the authors state that patients with dementia are prone to a series of
circumstances and factors in modern acute hospitals that result in adverse events, including the geriatric syndromes that can lead to a
downward cascade of interacting problems, resulting in further dependence that can also lead to serious carer strain and
dissatisfaction.
Reference:
Source
British Journal
of Nursing.
(Oncology
supplement).
22(4): S13–8.

Hackman, E., Tomlinson, L., Mehrez, A. and Mackereth, A. 2013. Reducing patient distress: a model for dementia care.
Purpose

Design

Sample

Intervention/Outcome

Findings

Limitations

The
authors
provide a
case
study
report.

This was a
single
retrospective
case study.

A single patient
(person with
cancer and
dementia)
undergoing
preparation and
treatment in a
radiotherapy
department,
accompanied by
a family member.

The development of a
contract of care resulted in a
situation where patient
sedation was avoided; instead
the patient was accompanied
by complementary
approaches to learning
mindfulness (CALM) service
therapists.
There was a familiar
therapeutic radiographer and
two CALM therapists at each
session.

Sedation should
be avoided, with
relaxation
techniques and
validation
therapy
considered first
line in care.
The framework
of care for
patients, carers
and families of
people with
dementia can be
agreed in a
contract of care.
Relaxation
techniques can

A single case
study with
retrospective
evaluation. There
were no
opportunities to
compare
interventions or
outcomes.

‘In the moment’ consent was
monitored and discussed
with the patient at each
session. A family carer was
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Reported
comments and
observations are
subjective and
anecdotal to the
case study,
locality and
service. There was
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present and had access to
CCTV and intercom
communication when the
patient underwent radiation
treatment.
All staff supported the carer,
answering questions and the
carer was involved in
decision making. There was a
choice of music (or no music)
during treatment.

Staff should ensure time for
welcomes and goodbyes with
radiotherapy and CALM
teams. A CALM therapist
accompanied the patient at
weekly review meetings.
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help in the long
and short term
to manage
anxiety, avoid
panic
and support
self-sufficiency.

no evidence of
service user/carer
validation of the
report.

To aid the
person to
maintain a sense
of being in
control, calm
and successful,
provide support
before, during
and post
procedure.
Ensure the
person gives
ongoing consent
and rehearse
agreed stop
signs.
Maintain
observation for
agreed stop
signs and when
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these are used,
all professionals
should respect
them.

Recommendations:

Aspects of the guidance
document this reference
can inform:

Article summary:

Every person is
an individual
requiring an
individual
package of care
regardless of
disease or
cognitive status.

Future research should formally evaluate interventions to manage panic and anxiety related to
radiotherapy procedures with people living with dementia. Each individual patient requires a
personalised package of care, regardless of disease or cognitive status.

Guideline recommendations at sections: The practice environment – acknowledging the need for
special provision; building relationships with patients and carers to optimise the patient and carer
experience; strategies for optimising communication with people with dementia and their carers;
understanding patients’ behaviour and adopting positive ways to reduce distressed reactions to unmet
needs; carer partnerships.
Toolbox for practitioners: A contract of care, music, relaxation techniques and validation therapy; plan
for withdrawal of consent.
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A multidisciplinary team of authors provided the background rationale for the study; offering statistics associated with treatment
mask anxiety in radiotherapy and also anxiety especially for patients who have young onset dementia. They introduce and describe a
complementary approaches to learning mindfulness (CALM) service at a single specialist cancer hospital site in the UK. A single
retrospective case study is presented from the point of view of a medical student who observed a patient with dementia (ten years
since dementia diagnosis) and his carer (wife), both of whom attended for a number of radiotherapy sessions. Types and stages of
dementia are outlined, also issues of consent and the Mental Capacity Act 2005, followed by the case history. The team introduced a
contract of care for the patient, drawing upon theories of progressive muscle relaxation, classical conditioning and validation therapy
to inform care. A number of person-centred approaches were therefore used to support the patient and his carer. The authors
acknowledge that comments and observations were subjective and anecdotal to the case study, locality and service. They posit that
future research should investigate and evaluate interventions to manage panic and anxiety for patients undergoing radiotherapy
procedures and living with dementia. Eight key points are provided, centred on anxiety, relaxation and support. The conclusion is that
each individual patient requires a personalised package of care, regardless of disease or cognitive status.
Reference: Handley, M., Bunn, F. and Goodman, C. 2017. Dementia-friendly interventions to improve the care of people living with
dementia admitted to hospitals: a realist review.
Source

Purpose

Design

Sample
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BMJ Open.
7(7):
e015257.

To identify
features of
programmes and
approaches to
make healthcare
delivery in
secondary
healthcare
settings more
dementiafriendly,
providing a
context-relevant
understanding of
how
interventions
achieve
outcomes for
people living
with dementia.

A realist
review was
conducted in
three phases:
(1)
stakeholder
interviews
and scoping
of the
literature to
develop an
initial
programme
theory for
providing
effective
dementia
care;
(2)
structured
retrieval and
extraction of
evidence;
(3) analysis
and
synthesis to
build and
refine the

Articles were
retrieved
from PubMed,
Cumulative
Index to
Nursing and
Allied Health
Literature
(CINAHL),
Cochrane
Library, NICE
Evidence,
Scopus and
grey
literature.
Studies not
reporting
patient
outcomes or
contributing
to the
programme
theory were
excluded.
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Studies reporting
interventions and
approaches to make
hospital environments
more dementia-friendly
were included.
Six context- mechanismoutcome configurations
(CMOCs) were found in the
phase two papers:
understanding behaviour
as communication to
improve staff’s ability to
respond; the role of
experiential learning and
creating empathy to
encourage reflection for
responsibilities of care;
clinical experts who
legitimise priorities for
care; staff with confidence
to adapt working practices
and routines to
individualise care; staff
with responsibility to focus
on psychosocial needs;
building staff confidence to

Staff capacity to
understand that
the behaviours of
people living with
dementia are a
form of
communication of
an unmet need,
combined with a
recognition and
valuing of their
role in their care,
prompted changes
to care practices.
Endorsement from
senior
management gave
staff the
confidence and
permission to
adapt working
practices to
provide good
dementia care. Key
contextual factors
were the
availability of staff
and an alignment

Searches were
limited to 2000–
2016 to reflect
the impact of the
work of Kitwood
and Bredin
on dementia care
practices that
recognise the
importance of
person-centred
care and the
promotion of
personhood.
There was no
consideration of a
number of
authors’ critiques
of the work of
Kitwood and
Bredin.
The authors felt
that testing
theory was
problematic;
evidence was
limited and
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programme
theory.
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provide person-centred
risk management.

of ward priorities
to value personcentred care
approaches. A
preoccupation
with risk
generated
responses that
were likely to
restrict patient
choice and
increase a person
with dementia’s
distress.

descriptive, and
there were few
evaluations of
interventions and
approaches.
There were
limited
descriptions of
setting and
component parts
of the
interventions.
Most studies
included in the
review reported
The review
little information
suggested that
around patient
dementia
characteristics
awareness training (e.g. type and
alone will not
severity of
improve dementia dementia), so
care or outcomes
were unable to
for patients.
establish how the
Instead, how staff characteristics of
are supported to
people living with
implement
dementia
learning and
interacted with
resources by
the components
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Recommendations:

Aspects of the guidance
document this reference can
inform:

senior team
members with
dementia expertise
was a key
component for
improving care
practices and
patient outcomes.

of the
interventions to
influence
outcomes.

How staff are supported to implement learning and resources by senior team members with
dementia expertise is a key component for improving care practices and patient outcomes. The
authors posit that there were three roles for change agents that could lead to improved outcomes: to
support staff awareness and learning; to possess the authority to institute and sustain changes; to be
a resource for staff as a clinical expert. Managerial endorsement was important – it was suggested
that training for dementia should be targeted at managerial level.
Guideline recommendations at sections: Training needs; the practice environment –
acknowledging the need for special provision.

Article summary:
The authors provided an excellent introduction, and also a section of the paper provides a definition of what ‘dementia-friendly’
actually means, including supporting the independence and safety of people living with dementia. Acknowledging that the evidence
base around dementia-friendly interventions is in early development, the authors assert that care is contingent upon multiple factors,
including staff knowledge and skills in dementia care, the care environment, and competing demands on staff time and attention.
During phase one, the authors sought to define the conditions necessary to achieve: (1) staff outcomes, such as taking action to
investigate the cause of patient behaviours and applying best practice with people living with dementia; and (2) patient outcomes,
such as reduced distress, reduction in adverse incidents and improved well-being. The authors posit that there are three roles for
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change agents that could lead to improved outcomes: to support staff awareness and learning; to possess the authority to institute and
sustain changes; and to be a resource for staff as a clinical expert. The paper includes clear signposting to interventions with the use of
in-text tables.

The paper does not take the stance of a number of others, which felt that the use of experts alone could potentially concentrate
responsibility for dementia care in a small staff group rather than create a culture where all staff are responsible. In common with
other papers, the authors report that task-focused ways of working alongside organisational expectations for the completion of
documentation and risk reduction contribute to staff apprehension about adaptations to care that are not prioritising medical and
physical needs.

The authors found multiple papers that highlight that the impact of changes to staff’s work needed to be recognised and supported.
For example, studies reported there was reduced capacity to work with previous levels of patient allocation. Clarity in staff’s
responsibility for patient care was an important resource for improving their autonomy and encouraging them to respond in timely,
creative ways to meet individual needs. The culture of care within an organisation needs to support staff to provide good care for
people living with dementia, legitimising practices so staff value them. This means organisations need to recognise the impact this has
on staff workload and roles, and the changes that are necessary to ensure care provision can be adaptive to the needs of the patient.
Staff need to have a clear understanding of the expectation for care standards and be confident that colleagues and senior staff
accepted these changes if they are to improve the way care is provided for people living with dementia. Managerial endorsement was
important – there was a suggestion that training for dementia should be targeted at managerial level.
Reference:

Houghton, C., Murphy, K., Brooker, D. and Casey, D. 2016. Healthcare staffs' experiences and perceptions of caring for
people with dementia in the acute setting: Qualitative evidence synthesis.
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Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

International
Journal of
Nursing
Studies.
61:104–16.

The aim of this
qualitative
synthesis was to
explore health
care staff’s
experiences and
perceptions of
caring for people
with dementia in
the acute setting.
Qualitative
synthesis was
intended to
bring together
isolated findings
in a meaningful
way that could
inform policy
development.

A screening process,
using
inclusion/exclusion
criteria, identified
qualitative studies
that focused on
healthcare staff caring
for people with
dementia in acute
settings.

Twelve reports
of nine studies
were included
for synthesis. A
research
assistant, with
support from a
librarian,
conducted the
search using a
list of databases.
The search terms
included all
possible
combinations of:
‘dementia’ or
‘Alzheimer’;
‘staff’’ or ‘health
professional’;
‘qualitative’ or
‘grounded
theory’ or
‘ethnography’
‘action research’;
‘hospital’ or

The papers
examined:
infrastructure
and care
pathways;
person-centred
approaches to
care; how the
person interacts
with their
environment and
other patients;
and family
involvement in
care decisions.
Specifically, the
authors found
outcome
themes and
subthemes:
Valuing:
pathways of
care, culture of
care.
Individualised:

The synthesis
identified
barriers to
appropriate care
for the person
with dementia.
These include
ineffective
pathways of care,
unsuitable
environments,
inadequate
resources and
staffing levels,
and lack of
emphasis on
education and
training for staff
caring for people
with dementia.
Leadership is
required to instil
the values
needed to care
for this client

Further
research is
needed, with a
particular
emphasis on
measuring the
effectiveness of
some of the
initiatives that
have been
introduced in
the acute
setting in
recent years.

Framework synthesis
was employed using
values, individualised,
perspective and social
(VIPS) framework and
psychological as
concepts to guide
synthesis. The VIPS
framework had
previously been used
for exploring
approaches to caring
for people with
dementia.

Appendix 5: Data extraction tables and article summaries

The review
explored only
the
perspectives
and
experiences of
staff, but the
authors state
that it provides
further scope
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Quality appraisal was
conducted using
Critical Appraisal
Skills Programme
(CASP) and NVivo
software facilitated
sensitivity analysis to
ensure confidence in
the findings.
Data extraction was
conducted on each
report by two
researchers.
Recommendations:
Aspects of the guidance
document this reference can
inform:

‘acute care’ or
‘clinical setting’;
‘perceptions’ or
‘attitudes’;
‘interviews’ or
‘focus groups’.
Language and
year parameters
were not set, in
order to capture
as much relevant
literature as
possible.
Articles were
translated into
English for full
text screening.

piece of the
puzzle, barriers
to personcentred care.
Perspective:
interactions and
impact on other
patients; the
built
environment.
Social and
psychological:
forming
relationships;
family
involvement.

group in an
effective and
person-centred
way.

for evidence
synthesis
focusing on
care in the
acute setting
from the
perspective of
the person with
dementia and
their carers.

The authors conclude that ultimately, there needs to be capacity, in ethos, organisation and
structure, to care effectively for people with dementia in a person-centred way.
Guideline recommendations at sections: Training needs; the practice environment –
acknowledging the need for special provision.

Article summary:
The paper provides a short background that justifies the approach taken in the synthesis. The authors state that the paper adds to
what is already known about dementia care with two main points: 1) there is a need to create capacity in the ethos, organisation and
environment in which care is provided to people with dementia in acute settings; 2) capacity can be created through education,
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leadership and structural design changes to the acute environment. The authors defend the synthesis design and conceptual
framework in a logical manner. Similar to this review, the authors contend that it was recognised that studies of low methodological
quality can still generate insights derived from the data. Therefore, the authors noted that the purpose of quality appraisal in this
review was not to exclude studies but, rather, to distinguish between studies in terms of overall contribution and methodological
rigour.

Of note, once in the acute setting, patients were often transferred between settings for investigations. This could be difficult for
patients with dementia. A focus on safety meant that attending to fundamental physical and psychosocial needs became less of a
priority. The authors concluded that ultimately, there needs to be capacity, in ethos, organisation and structure, to care effectively for
people with dementia in a person-centred way. Leadership was required at a senior level to instil the values needed for appropriate
care and to ensure standards and procedures were in place within an organisation. They also describe a need to focus on ways to
enhance the environment.
Reference:

Hopkinson, J., Milton, R., King, A. and Edwards, D. 2016. People with dementia: what is known about their experience of
cancer treatment and cancer treatment outcomes? A systematic review.

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

PsychoOncology.
25(10):
1137–46.

The objective
of the study
was to report
a systematic
review of

A mixed-methods
systematic review
employed an analytic
plan and
inclusion/exclusion

Searches were
conducted in
MEDLINE,
CINAHL,
PsycINFO and

The psychological
perspective of
unmet needs
underpinned the
majority of papers:

The authors
concluded that
further work
was needed to
establish

The search found
only
cohort/survey
research with no
qualitative
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what is
currently
known about
the
experience of
cancer
treatment and
cancer
treatment
outcomes in
adults with
dementia.

Recommendations:

criteria were specified in
advance of the search
process in a protocol. The
authors identified 5,214
titles and abstracts that
were assessed against
eligibility criteria and
101 were selected for
full-text examination by
two researchers, who
agreed inclusion of nine
papers, extracted data
independently, then
conducted a content
analysis and narrative
synthesis. Reporting
followed PRISMA
guidelines.

the Cochrane
Library for
publications
about people
with cancer
and a preexisting
dementia.
Search limits
were: English
language; 2000
to 2015 for
adults; >18
years old.

when the
behaviours of a
person with
dementia impacted
cancer treatment
and care then there
was potential for
psychosocial and
behavioural
interventions to
contribute to
improving
outcomes in people
with dementia who
develop cancer.

practice
guidelines for
the management
of cancer in
people with
dementia.
The authors
concluded that
different rather
than more
cancer
treatment might
be appropriate
for people with
dementia, for
example, lower
dose treatment
for those with
greater
cognitive
impairment.

research
exploring the
experiences of
people with
dementia
receiving cancer
treatment.

The authors suggested that different rather than more cancer treatment might be appropriate for
people with dementia, for example, lower dose treatment for those with greater cognitive impairment.
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Aspects of the guidance
document this reference
can inform:

Guideline recommendations at sections: The practice environment – acknowledging the need for
special provision; building relationships with patients and carers to optimise the patient and carer
experience.

Article summary:
The search found only cohort/survey research with no qualitative research exploring the experiences of people with dementia
receiving cancer treatment. Research into how the cancer team manages the particular needs of people with dementia and their family
members was limited to one study that reported how a cancer team managed the particular needs of seven people with dementia. The
authors stated that further work was needed to establish practice guidelines for the management of cancer in people with dementia.
They felt that the role of family carers was overlooked. They concluded that different rather than more cancer treatment might be
appropriate for people with dementia, for example, lower dose treatment for those with greater cognitive impairment.
Reference:

Hynninen, N., Saarnio, R, and Isola, A. 2015. Treatment of older people with dementia in surgical wards from the
viewpoints of the patients and close relatives.

Source

Purpose

Design

Sample
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Intervention/
Outcome

Findings

Limitations
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Journal of
Clinical
Nursing.
24(23):
3691–9.

The aim of
this study
was to
describe the
treatment of
older people
with
dementia in
surgical
wards from
the
viewpoints of
the patients
and their
close
relatives.

A qualitative and
descriptive design
was used for this
study, set in
Finland. The data
was collected
using unstructured
interviews with
inductive content
analysis.

The data was collected
at four surgical wards
of a Finnish university
hospital. The four
wards had 90 beds
altogether. The wards
were treating
orthopaedic,
traumatology,
gastroenterology,
cardiac and thoracic
The data was
surgery patients.
collected from
Interviews with older
older people with
persons with dementia
dementia while
(n=7) were conducted
they were
between March and
hospitalised. The
October 2012. All the
purpose was that
interviewed patients
older people with
had been diagnosed
dementia could
with mild or moderate
describe what they Alzheimer’s disease,
were going
and consisted of five
through at that
women and two men
moment. Both the aged 74–85 years
older person and
(average age 81 years).
the close relative
There were four
had the
individual interviews,
opportunity to
and three joint
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Support from close
relatives was
significant for the
mental and social
well-being of older
dementia patients
during their
hospital stay.
People with
dementia felt
insecure in their
relatives’ absence
and missed them.
For the relatives,
the patients’
hospital stay was
emotionally heavy.
The relatives
desired more
emotional support
from the nursing
staff. The
participating
patients hoped that
the nursing staff
would spend more
time discussing
their cases with

To improve
treatment for
people with
dementia, the
authors
suggest that
close relatives
need to
participate in
planning the
nature of care
for the
patients.

Head nurses
instructed the
nursing staff to
identify patients
aged 65 years and
older with a
memory disorder
diagnosis during
the process of
admission to the
ward. As such, not
all eligible
patients may have
been approached
The authors
– it appeared that
stated that the dementia may not
results were
have been
applicable for documented in
efforts to
patient notes.
improve the
Patients were
abilities of
recruited from
nursing staff,
surgical settings
physicians
only.
and close
relatives in
the treatment
of older
people with
74

take part in the
interviews as an
individual or
together. A further
two interviews
were conducted
individually with
only a relative.

Recommendations:

interviews (n=2) with
close relatives. The
patient interviews
were conducted inside
the hospital surgical
ward.

them. One of the
factors that
hindered good care
of an older person
with dementia was
use of restraints.
Relatives felt that
use of restraints
violated patients’
dignity.
The following main
categories were
used to
characterise a
person with a
dementia-related
disorder: (1) the
personal self; (2)
the self that clings
to the present; and
(3) the illnessrelated self.

dementia in
acute care
settings.

To improve the treatment of the people with dementia, the authors suggest that close relatives need to
participate in planning the nature of care for patients with dementia.
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Aspects of the guidance
document this reference
can inform:

Guideline recommendations at sections: The practice environment – acknowledging the need for
special provision; carer partnerships.
Toolbox for practitioners: Partnership with person and carers to plan care – care plans.

Article summary:
The authors provided detailed information about recruitment, consent, ethics and data analysis. The authors state that in older people with
dementia, the ‘personal self’ is characterised by a desire to be in familiar surroundings; the ‘self that clings to the present’ was apparent in
these patients’ desire to return home from the hospital. Emotions expressed by patients included concern about ending up in a nursing home
after the treatment, longing for home and family, refusal to give up on life, and worry about the well-being of attendant relatives. The ‘illnessrelated self’ was evident in patients’ reduced cognitive function.
The authors state that results “confirm” that in this study the knowledge or resources available in acute care settings when caring for older
people with dementia are “insufficient to meet the criteria of good practice”.
The following main categories were used to characterise the special care needs of older people with dementia: (1) treatment required as a
result of illness; (2) consideration for the patient’s negative attitude; (3) the effect of the physical environment on return to convalescence; and
(4) actively participating relatives. Patients also reported verbal restraints, typically in the form of nurses forbidding the patient to get up and
move about. Restraints have been a common source of patient–staff conflicts. Additionally, nursing staff were focused on tasks related to the
physical well-being of the patients. The authors discuss their concerns about the treatment of pain in people with dementia being related to
reluctance to take medication and the use of restraint, which nurses felt was justified in some cases related to patient safety (in contrast to
relatives and people with dementia, who viewed restraint as constraining liberty).
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Reference:

Jensen, A., Pedersen, B., Olsen, R., Wilson, R. and Hounsgaard, L. 2018. "If only they could understand me!" Acute hospital
care experiences of patients with Alzheimer's disease.

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Dementia.
(online
publication
26
December).

The study was
part of a larger
study that also
explored staff
experiences of
caring for
patients with
dementia in
acute care
settings. This
particular
paper
concentrated
on the
experiences of
patients.

Using participant
observation,
longitudinal data was
gathered by following
patients on day and
evening shifts within
a specialist
orthopaedic hospital
ward, commencing at
patient admission and
concluding at time of
discharge. The data
was interpreted from
a phenomenologicalhermeneutic
perspective, inspired
by Ricoeur's
Interpretation Theory
The study attempted

This paper
investigates the
care of three
patients with
Alzheimer’s
disease in an
acute setting, as
comorbidity to a
hip fracture, and
focused on
patients’
experiences of
care during
admission. The
setting was a hip
fracture unit in
an orthopaedic
surgery ward in
Denmark. The

Some nurses
failed to take into
account the
comprehensive
needs of patients
with dementia in
terms of timely
information
exchange and
clinical relevance.

The process of
getting to know the
patient at the
beginning of every
shift left little room
to alleviate the
distress patients
experienced by
being in hospital.
This resulted in
patients who were
less involved in the
caring situation, or,
if a patient took the
initiative to act,
intentions ended up
being
misinterpreted as

The authors
point out that
the decision to
use a passive
observer role
had the
consequence
that the
recorded
dialogue was
between staff
and patient,
and not
between
patient and
observer
directly,
possibly
missing
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Patients
expressed the
desire to be more
fully engaged in
care decision
making, together
with indicating
their appreciation

77

to “overcome the
fragmentation of data
limitation identified in
other observational
studies” with a
focused observation
of one complete
patient journey, with
collection of data for
one patient at a time.
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unit had 13 beds,
consisting of five
single-bed
rooms and two
four-bed rooms.
Staff involved in
caring for the
patients
comprised of
nurses with
various levels of
responsibility
and experience.
Detailed
participant
selection and
consent details
were included in
the paper.

of the work of the
health
professionals who
cared for them.
Patients
responded to this
circumstance with
a range of
emotions, such as
passive
indifference,
sadness,
nervousness, fear,
and occasional
episodes of anger
and violence. The
experience of
being a patient
was expressed in
multiple ways,
such as self-blame
and frustration
about not having
anything to do
while in hospital,
but also as a clear
appreciation of
the staff’s efforts

disruptive
behaviour.

A recommendation
arising from this
study was that
nursing staff
increase their focus
towards sharing
knowledge during
shift changeover,
regarding who the
patient is as a
person, and how
he/she can be
included in the daily
activities of the
ward. Improved
knowledge transfer
between nursing
staff, combined with
further professional
development about
the characteristics
of dementia, could
lead to staff forming
a more positive
view about

important
information the
patient would
have liked to
convey to the
observer.
The
experiences of
carers was not
explored.

78

to help them
recover.

Recommendations:

Aspects of the guidance
document this reference
can inform:

providing quality
and appropriate
care for patients
with dementia.

Improved knowledge transfer between nursing staff, combined with further professional development
about the characteristics of dementia, could lead to staff to forming a more positive view about
providing quality and appropriate care for patients with dementia.
Guideline recommendations at sections: Strategies for optimising communication with people with
dementia and their carers; building relationships with patients and carers to optimise the patient and
carer experience; understanding patients’ behaviour and adopting positive ways to reduce distressed
reactions to unmet needs; carer partnerships.

Article summary:
A comprehensive overview of the methodology and methods used in the study and issues around ethics and consent are provided. The
authors refer to the World Health Organization (WHO) ‘Global action plan on the public health response to dementia 2017–2025’, and
also to training programmes aimed at improving staff knowledge about the patient with dementia, such as the Getting to know me
programme from Alzheimer Scotland
The authors highlight that compared to the number of studies that represent views of acute dementia care from a care staff
perspective, only a relative few studies have documented feelings about, and experiences of, acute care seen from the perspective of
the patient with dementia, using techniques such observation and/or interviews. That is an important point not often raised in the
literature reviewed for this SCoR guidance review.
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During observations the authors noted that although the process of informing the patient and seeking consent was prioritised by the
staff, the time lapse (up to 10 minutes to confirmation) led to a disconnect between the patient’s and staff’s understanding of the
situation. The analysis also demonstrated that the needs of the patients were superseded by set ward routines, for example, specific
mealtimes. This resulted in disruption of the patients’ sleep, once they had found rest, and a mealtime experience that could be quite
stressful. The results in this study showed very little presence of visitors during the acute admission period – similarly Fukuda et al.
also found a culture where carers found it difficult to engage on acute wards.
Reference:

Leggett, A., Connell, C., Dubin, L., Dunkle, R., Langa, K., Maust, D., Roberts, J., Spencer, B. and Kales, H. 2019. Dementia
care across a tertiary care health system: What exists now and what needs to change.

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Journal of
Post-Acute
and LongTerm Care
Medicine
(JAMDA).
26(10):
1307–12.

Aimed at quality
improvement of
dementia care
for people living
with dementia
(PLWD), the
authors
describe how
the team tried to
identify
common

A grounded
theory
approach was
used.
Qualitative
interviews
were
conducted with
key
stakeholders in
dementia care

49 interviews
were conducted
with a purposive
and snowball
sampling of
healthcare
professionals
(physicians,
nurses, social
workers,
administrators)

The outpatient
setting offered
expertise, a
multidisciplinary
clinic, and research
opportunities, but
needed to respond
to long waiting lists,
space limitations,
and a lack of
consensus about

Five key
recommendations
were provided,
including:
outpatient staff
education; a
dementia care
management
programme to link
services; internetbased training for

The purpose of the
study was quality
improvement,
therefore the
authors stated that
the IRB
(institutional
review board)
deemed the
project not
regulated.
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challenges and
opportunities
for care
improvement
and suggest
viable and
scalable
solutions to
improve the
quality of care of
PLWDs and
their carers.

across geriatric
outpatient
clinics, medical
and psychiatric
emergency
departments,
and a main US
hospital
between 2016
and 2017.
Qualitative
interview
guides were
developed by
the study team
to assess the
process of care
and strengths
and challenges
to delivering
that care. The
stakeholders
were
interviewed by
the project
manager.
Key themes
from the

and families in a
large, academic
healthcare
system.
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who owns dementia
care. The
emergency
department offered
a low nurse/patient
ratio and expertise
in acute medical
problems, but
experienced
competing demands
and staff turnover;
additionally,
dementia did not
appear on medical
records, which
could impede care.
The hospital offered
consultative
services and
resources, yet the
physical space was
confined and
chaotic; sitters and
antipsychotics
could be overused,
and placement
outside of the

providers; and
repurposing sitters
as elder life
specialists.

It was not clear
how many family
members were
interviewed or
how they were
recruited.

Definitive
numbers of PWLD
were probably
underestimated:
“Estimates come
from billing data
or clinicianidentified problem
lists for a given
encounter, thus
likely
underestimates.”
The authors also
stated that
interviewees were
important
stakeholders
within the
healthcare system
involved in
dementia care, yet
81

interviews in
each care
setting were
presented.

Recommendations:

Aspects of the guidance
document this reference can
inform:

hospital for PLWDs
was a challenge.

the information
provided may not
reflect the
opinions or
process of care for
all.
Generalisability
may be limited in
examining one
rather than
multiple
healthcare
systems.

Suggestion to repurpose “sitters to elder life specialists”. Sitters were underused as a resource to
actually engage with patients (e.g. using their phone and not interacting with patients). Elder life
specialists could be trained to tailor their approach to the needs of the PLWD, including engaging
activities, room modifications, and enhancing safety.

Guideline recommendations at sections: The practice environment – acknowledging the need for
special provision; building relationships with patients and carers to optimise the patient and carer
experience; training needs.
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Article summary:
The authors provided argument that increasing numbers of people living with dementia in the US posed a growing care challenge for
health systems. They estimated that there were 3.4 admissions per person living with dementia (PLWD) on average, a figure that is
comparable with UK estimates. The background and lack of investment in coordinated and person-centred care in this US setting
reflected the findings of studies across a range of countries.
Several hospital-based programmes and services in this study assisted with care for people with dementia. For example, the No One
Dies Alone initiative provided a volunteer to sit with a patient at the end of life, while ‘elder life’ volunteers spent 30 minutes twice
daily with patients to prevent delirium, falls, and restraints, and reduce length of stay. The adult psychiatry unit at the hospital, if a
person with dementia was admitted with agitation, viewed their role as modifying behavioural symptoms with medications – not an
approach taken in the UK or advocated by the National Institute for Health and Care Excellence (NICE) or dementia action groups.

Comparisons between radiography and the emergency department (ED) setting of this study can be drawn: “Patients typically do not
present with complaints of dementia, a diagnosis is not made in this setting; thus the role of dementia care is viewed as indirect.”
Family members or long-term care staff were relied on to provide information. The ED was described as an “exceptionally unfriendly
place for anybody with dementia” because of its chaotic nature, lack of natural light, staff turnover, and uncomfortable, disorienting
environment.
This study brought a suggestion, novel to this review, to repurpose “sitters to elder life specialists”. Sitters were underused as a
resource to actually engage with patients (e.g. using their phone and not interacting with patients). Elder life specialists could be
trained to tailor their approach to the needs of the person with dementia, including engaging activities, room modifications, and
enhancing safety. Optimising quality and efficiency of care, individualising dementia care, ensuring an adequate, qualified workforce,
and developing comprehensive models for dementia care, services and support were all key themes and recommendations from
stakeholders. No information was included about the number of families who were interviewed or their contribution to the study.
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Reference:

McCorkell, G., Harkin, D., McCrory, V., Lafferty, M. and Coates, V. 2017. Care of patients with dementia in an acute trauma
and orthopaedics unit.

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Nursing
Standard.
31 (36):
44–53.

To increase
awareness of the
needs of patients
with dementia in a
trauma and
orthopaedics unit
at an acute
hospital, and to
collaborate with
staff on the unit to
identify ways of
improving the care
experienced by
patients and their
families.

Three action research
cycles included
training in the use of a
toolkit that was
developed by staff. The
cycles involved the
implementation of the
toolkit and training in
its use, repeat
observations post
implementation of the
toolkit and comparison
of pre and post
implementation audit
results.

20 patients
with
dementia
who were
admitted to
the unit for
treatment.

The researchers
identified
deficiencies in care
related to
communication,
pain management
and recognition of
delirium. Staff on
the ward developed
a dementia toolkit
with training for
nurses.

Audit results post
implementation of
the toolkit indicated a
significant
improvement in all
aspects of care for
people with
dementia. Action
research was used to
inform and improve
clinical practice.
Dementia champions
were trained on the
ward.

Recommendations:
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Aspects of the guidance
document this reference can
inform:

Guideline recommendations at sections: The practice environment – acknowledging the need for
special provision; understanding patients’ behaviour and adopting positive ways to reduce
distressed reactions to unmet needs.
Toolbox for practitioners: A table of advice about how to communicate with a person with
dementia was included in the paper.

Article summary:
For a large proportion of people with dementia admitted to the ward, there was no record of what type or stage of dementia the
person had. A first cycle of action research agreed the development of a toolkit for staff. The toolkit consisted of information, charts,
documents and advice to overcome the deficiencies in care that were identified by an audit. Patients were identified by the use of a
purple folder replacing a black folder at the end of their bed. The authors note that Alzheimer’s Society has deemed purple to be the
international colour representing dementia – this contradicts the action noted by Bray et al. (2015) on the use of a red wrist band to
identify people with dementia. A ‘traffic light’ communication sheet was used rather than a ‘This is me’ document. The authors discuss
pain management, including difficulties that people with dementia can have communicating pain, and outline the use of a cognitive
impairment pain assessment scale. It was noted that physical signs of pain can include fidgeting, fist clenching or changes in eating
patterns. In the presence of pain, reactions to other people could include pulling, pushing people away and striking out. Visual signs of
pain include facial expression and speech (e.g. appearing tense, groaning or crying out). The paper raised awareness of delirium
(sudden deterioration in mental functioning caused by acute illness, injury or drug intoxication) with links to unfamiliar surroundings,
pain, dehydration, constipation and infection. The group developed a flowchart for the recognition and management of delirium. The
authors posit that training delivered in a clinical setting may be more feasible and have greater potential to enhance practice.
Reference:

McWilliams, L., Swarbrick, C., Yorke, J., Burgess, L., Farrell, C, Grande, G., Bellhouse, S. and Keady, J. 2018. Bridging the
divide: the adjustment and decision-making experiences of people with dementia living with a recent diagnosis of cancer and
its impact on family carers.
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Source

Purpose

Design

Sample

Intervention/Outcome

Findings

Limitations

Ageing and
Society
(published
online 25
October
2018).

The authors sought
to explore the cancer
and decision-making
experiences of people
who live with both
dementia and cancer
and their family
carers. The authors
included participants’
recollections and
experiences of
radiotherapy care.

A qualitative
design using
semistructured
interviews.

The study
was set in a
regional
cancer
centre
(tertiary
care) in
North West
England.

The authors describe a number
of themes: 1) reaching a
diagnosis of cancer; 2)
adjusting to the cancer
diagnosis when living with
dementia; 3) weighing up the
cancer treatment options; and
4) undergoing cancer
treatment.
Participants and carers
discussed the fluctuating cycles
of awareness and unawareness
of disease states.

The authors add
the intersection
of gender with
dementia, noting
high levels of
female
diagnosis, which
raised issues of
health
inequality.

Recruitment
was from a
single cancer
centre.

Recommendations:

People living
with dementia
often had
intertwined
diagnostic and
long-term
conditions.

This was a
crosssectional
time-limited
study.
Participants
were of
limited
ethnic
diversity.

Dementia is best managed through clinical leadership, staff education, and person-centred
collaborative care. Advice was to slow down procedures for people with dementia and to
recontextualise words and experiences so that people with dementia can hold onto and make
sense of them e.g. the hospital was the “big white house” for one person.
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Aspects of the guidance document
this reference can inform:

Guideline recommendations at sections: Building relationships with patients and carers to
optimise the patient and carer experience; understanding patients’ behaviour and adopting
positive ways to reduce distressed reactions to unmet needs; the practice environment –
acknowledging the need for special provision.

Article summary:
The study highlighted the sense of responsibility that carers can feel for assisting both the healthcare professional and also the person
that they support. Carers described taking on a role of relayer of information, utilising their longitudinal and biographical knowledge
of the person and their communication needs. A person with dementia was able to articulate a sense of pain and distress at
undergoing personal and intimate clinical investigations. A theme of personal and emotional pain together with feelings of personal
invasion was evident.

Participants and carers spoke about fluctuating cycles of awareness and unawareness of disease states. As with other studies, advice
was to slow down procedures for people with dementia. Triadic consultation between the person living with dementia, the healthcare
practitioner and the family carer should be considered the norm. The authors discuss current human rights legislation and mental
capacity law and reminded the reader that people with dementia make decisions and sense of the world around them with a limited
palette of communication, spatial and remembering abilities. Advice was to recontextualise words and experiences so that people
with dementia could hold onto and make sense of them e.g. the hospital was the “big white house” for one person. This was described
as one aspect of making space for creativity and inventiveness in communication strategies. The conclusion reminded practitioners
that people living with dementia may have intertwined diagnostic and long-term conditions.

Reference: McWilliams, L., Farrell, C., Keady, J., Swarbrick, C., Burgess, L., Grande, G., Bellhouse, S. and Yorke, J. 2018. Cancer-related
information needs and treatment decision-making experiences of people with dementia in England: a multiple perspective
qualitative study.
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Source

Purpose

Design

Sample

BMJ Open.
8(4):
e020250.

The aim of
this study
was to
explore the
cancerrelated
information
needs and
decisionmaking
experiences
of patients
with cancer
and
comorbid
dementia,
their
informal
carers and
oncology
healthcare
professionals
(HCPs) at a
regional
cancer

A cross-sectional
qualitative study
employed semistructured interviews
that were conducted
face to face with
participants.

Participants
were a
purposeful
sample of ten
patients with a
diagnosis of
cancer and
dementia, nine
informal carers
and twelve
oncology HCPs.
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Intervention/ Findings
Outcome
Four themes were
identified: (1) leading
to the initial
consultation – HCPs
require more detailed
information on the
functional impact of
dementia and how it
may influence cancer
treatment options
prior to meeting the
patient; (2)
communicating
clinically relevant
information –informal
carers are relied on to
provide patient
information, advocate
for the patient and
support decision
making; (3)
adjustments to cancer
care –patients with
dementia get through
treatment with the

Limitations

The authors
suggested a longer
prospective study
would offer further
insights. They
concluded that
future research is
essential to
develop suitable
interventions for
people living with
dementia before,
during and after
cancer treatment.

88

treatment
centre.

Recommendations:

Aspects of the guidance
document this reference
can inform:

help of their family;
and (4) following
completion of cancer
treatment – there are
continuing information
needs, and oncology
teams should strive to
involve healthcare staff
with dementia
expertise as early as
possible in the cancer
pathway

The study outlined the importance for the person with dementia of having an accompanying carer who
they were acquainted with, a “familiar face”. This reinforces SCoR’s support for John’s Campaign for
carers to remain with people with dementia in hospital, should they wish to do so.

Guideline recommendations at sections: Carer partnerships; the practice environment – acknowledge
the need for special provision; strategies for optimising communication with people with dementia and
their carers.

Toolbox for practitioners: A need to ‘slow down’ was again a feature of providing better care.
Adjustments to support treatment included not using written information leaflets for some patients.
Changes to the language used around radiotherapy should also be made and tailored for the patient, for
example, the radiotherapy mask was a “wet towel”.
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Article summary:
The authors assert that little is known about the cancer experience and support needs of people with dementia. Family members for
eight patients provided proxy consent and a thematic analysis was performed with themes outlined in the table above. Of particular
note, the authors found that there was limited healthcare professional awareness of the potential impact of dementia on cancer
diagnostic investigations. The role of healthcare professional perceptions about dementia impacted on care, reflected also in the work
of Miller et al. in the table below (2019). The authors suggest a longer prospective study would offer further insights. They concluded
that future research is essential to develop suitable interventions for people living with dementia, before, during and after cancer
treatment.
Reference:

Miller, P., Booth, L. and Spacey, A. 2019. Dementia and clinical interaction in frontline radiography: mapping the
practical experiences of junior clinicians in the UK.

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Dementia.
18 (3):
1010–24.

An exploration
of “how a
patient’s
dementia can
impact on
everyday clinical
practice and

Extended semistructured
interviews took
place with six
participants. Mean
interview length
was 40 minutes.

Six ‘junior’
radiographers
(mean 3.5 years’
diagnostic
radiography
experience).
Recruitment was

Analysis resulted
in three
overlapping
superordinate
themes relating
to the
experiences of

The basic
education of
participants was
insufficiently
tailored to
practical clinical
contexts.

A small sample
size from two
centres,
concentrated
upon what the
authors contend
were ‘junior
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practitioners in
the patient
facing medical
imaging
professions”.
The authors
aimed to add
nuance to the
broader social
scientific
literature on the
work of
healthcare
practitioners
involved in the
care of
individuals with
dementia.

Recommendations:

Analysis with
interpretive
phenomenological
analysis.
Triangular
consensus
validation was used
to reach consensus
on the validity of
themes.

from two NHS
hospitals in the
north of England –
theoreticallyinformed
opportunity
sampling.

the participants:
(1)
confidence,
experience and
education; (2)
practical and
technological
constraints on
effective
practice; and (3)
complexities of
carer input.
The authors
stated that a
broader
examination of
more senior
imaging
professionals is
required.

There were
implications
around junior
radiographers’
ability to actively
assess informed
consent (a need
for future
research in the
area).
Junior
radiographers
required more
training to
actively manage
people with
dementia.

clinicians’
although that is
not a term used in
practice. It was
not clear which
modalities the
participants
worked in.
The paper refers
to “those naturally
dissociated from
dementia”, which
essentially
dismisses the
intersection of life
and work
experience – staff
have personal and
social experience
of dementia in
addition to
professional life.

Junior radiographers require more training to actively manage people with dementia. There were
implications around radiographers’ ability to actively assess informed consent (a need for future
research in the area).
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Aspects of the guidance
document this reference can
inform:

Guideline recommendations at sections: Training needs; the practice environment – acknowledging
the need for special provision; staff skills and attitudes; understanding patients’ behaviour and
adopting positive ways to reduce distressed reactions to unmet needs.
Toolbox for practitioners: Consider the effects of too many people being present in an examination
room and an examination being too noisy. Discuss the importance of familiar objects for some
patients, for example, bringing in a carrier bag full of belongings.

Article summary:
This qualitative study employed six semi-structured interviews with ‘junior radiographers’ (average 3.5 years’ diagnostic radiography
experience). The authors stated that there was no substantial literature to date studying staff in medical imaging and dementia,
essentially dismissing the work of Challen, Low and McEntee (2018) (in table above).
Miller, Booth and Spacey found that participants lacked confidence in their knowledge around dementia and used a generic rather
than person-centred application of the term, recognising only early and late stages of dementia, not different forms. Negative aspects
related to care included: institutional time pressures; lack of quantity and tailored context-relevant education, affecting professional
confidence and ethical practice; the potential positive or negative effects of carer presence; and technology affecting effective
interpersonal care of patients. When individual staff perceived their self as knowledgeable and/or experienced around dementia
patients, then they were confident in their practice.

Lack of time was cited as a reason for lack of nuanced care, in line with other studies, despite the potential to “actively agitate” people
with dementia – an interesting point. The study linked the effects of technology to detrimental interpersonal relationships between
staff and people with dementia. Carers were regarded as either a beneficial familiar presence or translator or paradoxically as
damaging to the examination – referred to as interpersonally difficult variables added by significant others. The personalities of staff
and patients were also mentioned as influencing care, but not carers.
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The authors linked “uneven practice” to lack of education of staff, including “non-clinical” members of imaging teams. The authors
recognise that specific behaviours of people with dementia (sometimes referred to as challenging) can indicate unmet needs,
including lack of interpersonal interaction, problems with lighting levels, noise, heat or unarticulated pain.

The authors attempt to differentiate between the ‘that’ of dementia and the ‘how’ of dementia to inform best clinical practice.
However, they go on to state that the value of better training and education for professionals was still foregrounded as essential for
“standardising practice” among all clinical and non-clinical staff within a medical imaging department. Standardisation of care is not
necessarily an intention of this SCoR guidance review, rather an ethos of individualised and person-centred care.
Reference:

Nayton, K., Fielding, E., Brooks, D., Graham, F. and Beattie, E. 2014. Development of an education program to improve
care of patients with dementia in an acute care setting.

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Journal of
Continuing
Education in
Nursing. 45
(12): 552–8.

The authors
describe the
development and
delivery of a
tailored education
programme to
improve the quality
of care

Action research
design included: a
survey and audit of
current attitudes
and self-rated
knowledge of
participating staff;
an audit of the

The
programme
was delivered
to 49
participants
from two
wards in late

Designed for a
specific context,
environment and
knowledge levels,
the programme was
developed from
multiple inputs,
including expert

The areas in
which staff were
most hoping to
improve were
communicating
with people with
dementia and the
ability to

The authors
described a
range of actions
that were taken
to develop a
training
programme,
but it is unclear
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for people with
dementia in a large,
urban hospital in
Australia.
Specifically, the
programme aimed
to provide staff
with tools,
including evidence‐
based assessment
and observation
techniques, to
better understand
the needs and
experiences of an
acutely ill person
with dementia and
to be reflective
about their
practice.

Recommendations:

hospital
environment;
informal discussions
with family carers;
and a literature
review of workplace
and dementia care
training
programmes. The
authors suggest a
need for post‐
education strategies
in the form of
dementia
champions and a
sustainability‐
focused workshop.

2012.
Participants
included 45
nurses, three
occupational
therapists and
one social
worker.

opinion, literature
on workplace and
dementia care
training, and
feedback from
participants. The
programme was
delivered to acute
care nurses and
allied health staff in
an outcome-based,
microteaching
model. The broader
applicability of the
development and
delivery techniques
used in the
programme was also
discussed.
The programme was
expected to provide
the foundation upon
which longer-term
cultural change
could be built.

assess their
condition in
practice (e.g.
pain, agitation,
depression).

how many
family carers
were consulted
or who the
‘experts’ were.

A tailored dementia education programme can help address identified knowledge deficits and
local barriers to implementation.
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Aspects of the guidance
document this reference can
inform:

Guideline recommendations at sections: Training needs.

Article summary:
The authors comment that with a rise in the number of people with dementia, acute care settings will be disproportionately affected
because they tend to have an older population than, for instance, the primary care setting. Other studies dispute that statement,
although that was perhaps the case in Australia in 2014. The authors do align with other studies when they report that concerns have
been raised about the ability of acute care staff to care for acutely ill people with dementia, with lack of knowledge about dementia
and negative attitudes being cited as barriers to providing quality care. This can result in the inappropriate use of physical and
chemical restraints.
Prior to taking part in the programme, many staff expressed that they experienced difficulty and strain caring for people with
dementia, as well as a lack of understanding of behaviours and factors that influence dementia outcomes.

The authors describe a range of actions that were taken to develop a training programme, but it is unclear how many family carers
were consulted or who the ‘experts’ were.

Reference: Parke, B., Hunter, K., Schulz, M. and Jouanne, L. 2019. Know me – A new person-centred approach for dementia-friendly
emergency department care.

Appendix 5: Data extraction tables and article summaries

95

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Dementia.
18(2):
432–47.

A research study to
determine the
feasibility of a
communication-tool
intervention.

An interpretive,
qualitative,
exploratory
design.

Purposive and
snowball
sampling to
recruit 14
carer
participants
whose
relatives had
visited an
emergency
department
(ED).

The participants
identified practical
issues that could
affect the usability
of the tools that
included updating
information,
keeping more than
one copy in
different locations,
and remembering
to gather the tools
back when being
discharged from the
ED.

The carers’ role in
accompanying older
people with
dementia to the
emergency
department was
supported by the
hospital-readiness
tools. The seven
modified hospitalreadiness tools had
the potential to
promote safety and
support successful
hospital visits.

The authors
state that the
findings were
limited to
female
participants’
views. Male
carers’
perspectives
should be
sought to avoid
gender bias.

An aim was to
determine the
feasibility of the
structure, format,
and content of eight
hospital-readiness
communication
tools in French and
English. The
following research
questions guided
the investigation.
What are
caregivers’
perceptions of the
strengths and

Data collection
involved English
and Frenchlanguage carer
focus groups in
two Canadian
provinces.

The focus group
process followed
three steps. First,
participants
reflected on their
experience of
coming to and
leaving the
emergency
department.
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All participants
indicated the need
for clarity regarding
who is responsible
for the tool.
Responsibility
involved the
following aspects:

These findings have
the potential to: (a)
improve safety in
emergency care to
older people living
with dementia and
their carers: and (b)
offer cost-effective
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weaknesses of the
communication
tools?

How can access to
the communication
tools by potential
caregivers be
supported and
facilitated?

What do caregivers
recommend be
changed in the
communication
tools to improve
their usability and
feasibility?

Second,
participants
silently reviewed a
hard copy of each
tool in succession,
and made
handwritten
notes, later
collected at the
end of the focus
group. Finally, a
facilitated
discussion using a
semi-structured
interview guide
concluded the
focus group.

who fills out the
document; who is
the keeper of the
information in the
document for
updates; and where
the documents
should be located
for timely access.

communication
tools for web-based
knowledge
translation activity
in acute care.

The final version of
the tools can be
downloaded in both
French and English
on the Alzheimer
Society of Canada
website.

Recommendations:
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Aspects of the guidance
document this reference can
inform:

Guideline recommendations at sections: The practice environment – acknowledging the need
for special provision; building relationships with patients and carers to optimise the patient and
carer experience; strategies for optimising communication with people with dementia and their
carers; understanding patients’ behaviour and adopting positive ways to reduce distressed
reactions to unmet needs.

Toolbox for practitioners: The final version of the hospital-readiness tools can be downloaded in
both French and English from the Alzheimer Society of Canada website.
Article summary:
Participants reported reasons for their relative coming to the emergency department (ED) as injuries sustained from falls, laceration,
fever, pain, immobility, infections, agitation and restlessness, dehydration, stroke and facial paralysis. Participants felt that sharing
information contained in the tools with emergency department staff could decrease the likelihood of responsive behaviours occurring
in a very stressful environment. This suggested that improvement in the experience could be achieved for carers, people with
dementia, and healthcare professionals providing ED services.

During focus groups carers could see perspectives from multiple angles: the older person with dementia, the carers themselves, or
other family members who might disagree with each other. They were skeptical that the information would be used by ED nurses,
who were perceived as not having the time, or possibly the interest, to read the information. Participants raised the concern that ED
staff lack knowledge about what constitutes a ‘normal’ response from someone living with dementia. The authors asserted that selfempowerment through the hospital-readiness tools was a useful way to diminish unintentional harm that may arise from traditional
ED care practices. They made comparisons with evidence in the mental health and intellectual disabilities field that shows that selfempowerment, advocacy and communication tools can improve care. Participants agreed that the hospital-readiness tools encouraged
self-empowerment through an exchange of specific dementia information. Participants also agreed that information exchange could
reduce hospital-acquired harms.
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The self-advocacy approach promoted by the hospital-readiness tools was considered by the authors to be different from other
communication tools because the definition of crucial information was determined by the direct experience of study participants.
Changing transitions were particularly difficult for people with dementia. As fear and anxiety increased in the person with dementia,
their care partners also experienced enhanced worry and concern. Carer involvement and contribution to information sharing
enabled them to share their expertise with the emergency nurse, proactively raising awareness of what may trigger agitation or
distress reactions.
Reference:

Pinkert, C., Faul, E., Burgstaller, M., Kamleitner, D., Mayer, H. and Saxer, S. 2018. Experiences of nurses with the care of
patients with dementia in acute hospitals: A secondary analysis.

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Journal of
Clinical
Nursing. 27
(1): 162–
72.

To describe
nurses’
experiences in
caring for
people with
dementia in
acute hospital
settings. The
authors asked:
How do nurses

A qualitative secondary
analysis was conducted.
Data was collected using
audio-recorded focus
group discussions with
nurses in Germany and
Austria. Two similar
qualitative studies based
on focus group
interviews had been

Overall, twelve
focus group
discussions,
which were part
of two larger
research projects
in Germany and
Austria, were
expanded into a
qualitative

Themes were
formed:
alterations in
nursing care
routines; sticking to
routines; becoming
involved; breaking
routines;
establishing a new
normality;

Hospitals must
minimise
constraints to
give every nurse
the chance to
perform personcentred care.
Furthermore, it
is important to
sensitise nurses

No
validation
from original
focus groups.
Focus on the
nursing
profession
only.
It was not
clear what

Appendix 5: Data extraction tables and article summaries

99

experience the
care they
provide for
people living
with
dementia?
What are the
general
conditions
related to the
provision of
nursing care
for people
with dementia
in hospitals?

conducted in Austria and
Germany. The research
questions for the
Austrian study were: (1)
What types of problems
in the care of patients
with dementia do nurses
face in acute hospitals?
and (2) What are the
strategies nurses use to
handle these problems?
The German study
attempted to answer the
following research
questions: (1) How do
hospitals handle the
challenge of treating
people with dementia in
the hospital? (2) Which
difficulties/problems lead
to the development of
dementia-specific care
concepts? and (3) What
specific measures are
being implemented to
improve the care of
people with dementia?
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secondary
analysis (a
content analysis).
The methods of
the two primary
studies were
comparable: the
focus groups
raised similar
questions and
were based on
semi-structured
guidelines,
audiotaped,
transcribed
verbatim and
analysed using
content analysis.

contextual
constraints;
interdisciplinary
collaboration;
professional role of
nurses; skills and
education; and staff
and time resources.

and give them
sufficient
training and
education to
enable them to
care for people
with dementia.

areas of
acute
hospitals the
nurses
worked in.

Austrian and
German
healthcare
systems are
roughly equal in
terms of the
education and
working
conditions of
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Analysis allowed an
examination of existing
data from another
perspective and answered a
new research question
based on a broader sample.

Recommendations:

Aspects of the guidance
document the reference
can inform:

nurses and the
development of
dementia care in
acute care
practice. The
focus groups
were conducted
in similar settings
under similar
conditions.

Not only a team approach but also a philosophy of care throughout the entire institution is important
when implementing person-centred care. The VIPS framework for person-centred care goes beyond
this idea and highlights the importance of valuing people with dementia. The authors champion the
introduction of on-ward volunteers, the systematic involvement of family carers and the improvement
of communication between institutions to reduce uncertainty.
Guideline recommendations at sections: The practice environment – acknowledging the need for
special provision; staff skills and attitudes; strategies for optimising communication with people with
dementia and their carers.

Article summary:
As is the norm in dementia papers, the figures and projected figures for people living with dementia were quoted, along with
explanation of the presenting conditions and also poor outcomes that can arise for people with dementia in acute hospitals. Similar to
other international studies, nurses in both Austria and Germany described their daily routine as task orientated and standardised. For
some nurses, the stability of existing routines provides a sense of security and control. Others attempt to alter routines to adjust
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nursing care to the needs of people with dementia. Patients who cannot adapt to the hospital routine were perceived as disturbing the
routine.
The authors contended that to become involved with people with dementia, nurses must stray from familiar routines and become
creative. Rigid routines and standardised care plans were not suitable for an individualised approach. However, nurses felt
uncomfortable when they did unusual things, such as looking at photo albums with patients. Nurses’ engagement was characterised
by uncertainty because they feel torn between the perceived need to become involved and their duty to abide by organisational
constraints that hamper person-centred care. Interestingly, the authors state that the familiar routines in hospitals largely follow the
requirements of diagnostics and therapy – reflecting the work of radiographers. Breaking these routines also meant changing the
perspective from disease-orientated to patient-centred care.

The creation of a dementia-friendly design was one factor that should contribute to a familiar, home-like environment and a better
orientation. Another approach was offering an activity programme that helped structure the day and prevent boredom among
patients. Communication training and education about dementia helped increase nurses’ awareness of the specific needs of people
with dementia. The strategies described were not solely supported by the commitment of individual nurses but are the result of an
organisational strategy to make the hospital dementia-friendly. Nurses who recognised the need for change in care routines often
referred to contextual constraints as hindering factors. Experienced nurses who have personal contact with older people give the
impression that they are more prepared than their less experienced colleagues, who seemed to be overstrained by the special needs of
patients with dementia. The lack of time and staff were the most frequently mentioned limiting factors of good dementia care. The
authors concluded that healthcare teams should work together to prevent situations in which only individual nurses advocate for
people with dementia. The literature in this review tends to confirm that approach and adds that teamwork should be undertaken
alongside people with dementia and carers.
Reference: Porock, D., Clissett, P., Harwood, R. and Gladman, J. 2016. Disruption, control and coping: responses of and to the person
with dementia in hospital.
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Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Ageing and
Society. 35
(1): 37–63.

This qualitative
study aimed to
gain insight into
the experience of
hospitalisation
from the
perspectives of
the older person
with dementia,
their family carer
and other
patients sharing
the ward (copatients).
The study was
part of a wider,
quantitative
study, not
reported in this
paper.

Non-participant
observation of
care on acute
hospital wards
was supplemented
by semi-structured
interviews with
family carers and
four co-patients
following
discharge.
Staff often spoke
to the researchers
in the course of
the observation
and field notes
from these ad hoc
conversations
were used to
support contextual
descriptions.
The study involved
72 hours of nonparticipant
observations of

Recruitment was
from two major
hospitals that
were part of a
single NHS trust
within the East
Midlands region
of the UK.
Observations on
eleven acute
hospital wards.
39 semistructured
interviews with
35 family carers
and four copatients following
discharge.

Constant
comparative
analysis produced
a ‘core problem’
facing all those
involved –
disruption from
normal routine.
Disruption
adversely affected
the person with
dementia,
triggering some
constructive but
also disengaged,
distressed and
neutral
behaviours.

Using Kitwood’s
seminal model of
person-centred
care, these
behaviours were
interpreted as
attempts by the
person with
dementia at gaining
a sense of control
over the unfamiliar
environment and
experience. Family
carers’ lives and
experiences both
inside and outside
the hospital were
disrupted by the
hospitalisation.
They too attempted
to gain a sense of
control over the
experience and to
give a sense of
control to the

There are no
details as to
who undertook
the analysis of
data.
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All participants
had been
recruited to the
cohort study and
had been
admitted to

The authors
report that the
study was
limited by the
reluctance of
co-patients to
be interviewed
after discharge
– just four
people agreed.
Another
limitation was
the reliance on
observation to
reveal the
patient’s
experience
rather than
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care on 45
occasions on
eleven wards of
the study hospital,
including
orthopaedic
surgery, health
care of older
people and general
medicine. Most
observation
periods lasted
between one and
two hours (range
45–180 minutes).
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hospital for acute
medical care.
Typically, patients
were admitted
with a very wide
range of medical
diagnoses, often
associated with a
non-specific
presentation such
as falls,
immobility or
worsening
confusion. All
participants for
the present study
were identified by
the researchers
on the cohort
study and had
some loss of
cognitive function
using the mini
mental state
examination
(MMSE).
Recruitment

patient, co-patients
and staff. Copatients
experienced
disruption from
sharing space with
the person with
dementia and were
left feeling
vulnerable and
sometimes afraid.
They too attempted
to gain a sense of
control over their
situation and give
some control by
helping the person
with dementia, the
family carer and the
staff.

interviewing
the patient
while they were
in the hospital
environment.
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occurred over 12
months.

Recommendations:

Aspects of the guidance
document this reference can
inform:

There must be recognition that disruption from normal routine does not just affect the person with
dementia in hospital but also affects the way in which family carers interact with their relative, the
staff and the other patients in the ward.

Guideline recommendations at sections: Understanding patients’ behaviour and adopting positive
ways to reduce distressed reactions to unmet needs; the practice environment – acknowledging the
need for special provision; staff skills and attitudes.

Article summary:
This study is relatively rare in that it seeks the experiences of people living with dementia, their family members and fellow ward
patients about their care, rather than staff perceptions. The authors considered that, although the study aimed to understand the
experience of the person with dementia, the reality was that “these patients could not always tell us their stories, particularly while
acutely ill, or reflect back on their experience in hospital”, which “meant that inevitably there would have to be interpretation: indeed
interpretation beyond that normally expected in qualitative research”.

There was a comprehensive description of the study design and analysis although it is not clear who undertook that analysis. The
authors found that when a person with dementia was admitted to hospital they experienced disruption of normality; behaviours and
responses were different and often unanticipated, routines were broken and the consequence of this was difficulty and distress. There
was a great deal of disruption for family carers. Not only did they have the worry over the acute illness and the need to get to the
hospital each day to visit, but the services that they had in place at home or in the care home were at risk, which could cause further
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disruption, difficulty and vulnerability when the person with dementia was discharged. Another source of disruption was with the
‘system’ itself. Implicit in family members’ comments on the organisation of care was the idea that staff were not adequately trained
on how to care for the person with dementia. For one nurse who spoke to the researcher during an observation on a ward, the
problem was not only the organisation of care but also the philosophy or purpose of the hospital in relation to the person with
dementia; “hospitals are about cure rather than care. Here we cure, in the nursing home we cared”. Without adequate understanding
through training, or without adequate change in the system, hospital health professionals will continue to be left at a disadvantage in
caring for people with dementia. The authors go on to describe ‘core processes’ taken to gain control in the environment.

The authors provided information about their theoretical framework (rarely discussed in other studies). These findings can be better
understood when considered in the light of two theoretical concepts: The Therapeutic Quadrangle and Systemic Theory In these
terms, the patients with dementia appeared to seek a feeling of control by constructive, disengaged, distressed or neutral behaviours.
The study therefore contributes an interpretation of the actions of people with dementia, carers and co-patients – it gave people with
dementia agency and provided staff with explanation for possible behaviours that they may encounter in clinical practice.
Reference: Prato, L., Lindley, L., Boyles, M., Robinson, L. and Abley, C. 2018. Empowerment, environment and person-centred care: A
qualitative study exploring the hospital experience for adults with cognitive impairment.

Source

Purpose

Design

Sample
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Findings

Limitations
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Dementia.
18(7):
2710–30.

The study
aimed to
explore the
positive and
negative
experiences
of older
adults with
cognitive
impairment
(dementia
and
delirium)
and their
relatives
and/or
carers,
during an
acute
hospital stay,
from
admission to
discharge.

A qualitative, case
study methodology.
Data was collected
via ethnographic,
observational
periods at each
stage of the hospital
journey and through
the use of semistructured
interviews with
relatives, carers and
healthcare staff,
including medical
staff, nursing staff,
physiotherapists
and ward managers.
Ethnographic
observations and 18
interviews with
ward staff and
relatives were
undertaken.
Interpretive
phenomenological
analysis was used to
facilitate data
analysis.

One large
NHS
foundation
trust in the
north of
England
acted as a
single case,
with patients
being
followed
throughout
their hospital
stay from
admission
through to
discharge.
Six
participants
with
cognitive
impairment,
eight
relatives and
59 members
of the
healthcare
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An outcome of the
interviews was that
participants identified a
requirement for a wardbased activity service for
patients with cognitive
impairment.

Three
superordinate
themes were
determined from
the data that
authors described
as crucial in
determining the
quality of the
hospital experience:
1) valuing the
person; 2) activities
of empowerment
and
disempowerment;
and 3) the
interaction of
environment with
patient well-being.
Whether the
patient’s hospital
experience was
positive or negative
was powerfully
influenced by family
involvement and
ward staff actions,

The authors
stated that due
to the limited
sample size, it
was not possible
to generalise to
alternative
populations.
The sample was
biased towards
adults with
cognitive
impairment who
are able to
vocalise and
mobilise, either
with assistance
or
independently.
Therefore, the
experience of the
participants will
not reflect the
experience of
adults with
advanced
cognitive
dementia.
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team were
recruited.
The
recruitment
criteria
considered
an older
person to be
someone
over the age
of 55. Five
patient
participants
were
recruited
from an
assessment
suite and one
participant
from the
emergency
department.
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also
communication.
The authors
supported a move
towards care that
explores measures
to improve and
expand relative
involvement in
hospital care.

The ethics
committee
stipulated the
requirement for
consent from a
personal
consultee. This
meant that
researchers
were only able
to recruit
participants with
an available
family member.
Consequently,
the sample is
biased towards
adults admitted
from home, since
potential
participants
admitted from a
residential
facility were
usually
accompanied by
professional
108

carers not
relatives.

Recommendations:

Aspects of the guidance
document this reference
can inform:

Emotional experience was paramount to the patient perspective. Staff should be aware that current
emotional experience was often represented by discussing past experience. There were occasions where
researchers observed relatives undermine the agency of the patient, and it was considered to be vital
that in any protocol a balance is achieved between relative involvement in hospital care and ensuring the
independence of the patient with cognitive impairment.
Guideline recommendations at sections: Strategies for optimising communication with people with
dementia and their carers; the practice environment – acknowledging the need for special provision;
building relationships with patients and carers to optimise the patient and carer experience.

Toolbox for practitioners: Emotional experience was paramount to the patient perspective. Staff should
be aware that a person with dementia’s current emotional experiences were often represented by
discussing past experience.

Article summary:
The authors commented that to ensure the research was principally patient focused, extracts from informal conversations with
participants with cognitive impairment were included in the results section of this paper. The authors provided a succinct overview of
the consent process in relation to the Mental Capacity Act 2005, including an example of fluctuating capacity for a person living with
dementia; for example: “Originally a family member acted as a consultee but later Dorothy gained capacity and consented for herself.
Dorothy was aware that she was in hospital.” The authors note that some of the patients were unable to comment directly on their
hospital stay as a whole, as they were unaware that they were in hospital or that they were receiving medical care. However, they
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were able to comment on their emotional experience of the immediate context, such as their boredom with their surroundings and
their immediate responses to interactions with staff members. Emotional experience was paramount to the patient perspective.

Current emotional experience was often represented by discussing past experience. At times, relatives appeared to prioritise practical
elements of the patient’s hospital stay, such as whether their clothing was clean and whether they received adequate food, over the
emotional and social requirements of their cognitively impaired relatives. Ward staff acknowledged that there may have been some
discord between the person-centred care that they would ideally like to provide and the reality of the care provided in the acute
setting.
Nurses stated that they should find out the background of a person to treat them as an individual; however, researchers observed that
in reality ward-based staff limited their knowledge to everyday information, such as “drinks that they prefer, or what they like to be
called”, according to a staff nurse. Ward staff identified that information cards were able to help facilitate an empowering and positive
hospital experience. However, staff identified that there are some barriers to utilising the cards appropriately in the ward context;
“those information cards are good, on the tables, they’re good. But it’s just getting time to hand them out sometimes, and then getting
the relative to fill it in”, said a student nurse. Echoing the findings of other studies, carers and relatives identified that where staff were
task orientated, there was a negative and disempowering impact on their relative’s hospital experience.
Another issue was around locating missing items, such as reading glasses or appropriate footwear; “Left without the correct glasses,
Ann was unable to perceive items accurately and this impacted on her recovery period”. With regards to environment, observations
suggested that patients found being in a cubicle a negative experience, as they were isolated from other patients and company. Ward
staff, relatives and the patients themselves commented on the positive nature of being in an area with other patients. Betty, a person
with dementia, commented: “It’s nice to see other people and what they are doing.” The boredom expressed by patients often
translated into feelings of entrapment. Both staff and relatives suggested that a way to improve the hospital experience would be to
enable patients with cognitive impairment to take part in some form of meaningful activity.

The authors concluded that discussion frequently focuses solely on the concept of patient-centred care, which positions the nurse as
the subject, acting upon the passive object of the patient. The study showed that participants, although cognitively impaired, were able
to take an active role in their care and seek a relationship with ward staff in which they are empowered, equal partners. However,
there were occasions when researchers observed relatives undermine the agency of the patient, and concluded it was vital that in any
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future protocol a balance be achieved between relative involvement in hospital care and ensuring the independence of the patient
with cognitive impairment.

Reference:

Sampson, E., Vickerstaff, V., Lietz, S. and Orrell, M. 2017. Improving the care of people with dementia in general
hospitals: evaluation of a whole-system train-the-trainer model.

Source

Purpose
To evaluate a
‘train the trainer’
model of
implementing
dementia
training in the
UK.
The authors in
this study used a
person,
interactions and
environment
(PIE) qualitative
practice
development

International
Psychogeriatrics.
29 (4):. 605–14.

Design
A multilevel mixed
methods design,
using a change
framework, with
data collected at
individual, ward and
organisational level.
Use of validated
questionnaires pre
and post training
and at a threemonth interval.
A PIE tool to
structure
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Sample
Eight
acute
NHS
hospital
trusts in
London,
UK.

Intervention/
Outcome
Each observation
(unit) identified
was assigned to a
key theme and
subtheme: (1)
interaction;
subthemes –
frequency,
initiation,
consistency of
approach across
staff, inclusivity of
the person with
dementia,

Findings
There was a
significant
improvement in
staff’s sense of
competence in
dementia care and
the quality of
interactions with
patients. Hospitals
adopted personcentred tools and
pathways. Work is
required to
investigate if these
changes improve

Limitations
Institutional
ethical approval
was not
obtained – the
authors assert
that the PIE
structured
observations
were a quality
improvement
tool.
Individuals
were asked for
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tool to describe
the culture of
care experienced
by people with
dementia.

observations of
practice.
Authors tested for a
difference in
treatment effect in
subgroups by trust
in which the
participant worked.
Intervention effect
estimates by
subgroup were
displayed in a graph.
The number of
missing
observations was
reported.
Descriptive
comparisons and
chi-squared
statistical tests, to
see if those who
completed the
follow-up
questionnaire were
different, compared
to those who only
completed the
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responding to
patient cues; (2)
connecting in a
meaningful way;
subthemes –
knowing the
patient as a person,
helping the person
to participate in
care; and (3)
environment;
subthemes –
orientation and
support (including
mobility, hearing,
toileting and
bathing, privacy
and dignity,
allowing to walk
around and
flooring).

hospital outcomes
for people with
dementia.

Organisational level
data suggested
increased use of a
carer’s passport,
‘This is me’
documentation,
dementia
information leaflets,
delirium screening
and work to scales
and pathways.

verbal consent
only.

People with
dementia were
not involved in
the description
of their
experience, a
limitation of the
study.

PIE observations
demonstrated
improved staff–
patient interactions
but little change in
hospital
environments.
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Recommendations:

Aspects of the guidance document
this reference can inform:

baseline
questionnaire.

Strategies to improve care should be targeted at four levels: 1) individual, 2) group/team, 3)
organisation, and 4) system or environment.
Guideline recommendations at sections: Training needs; strategies for optimising
communication with people with dementia and their carers.

Article summary:
The authors of this paper provided a clear audit trail that details the development of a ‘train the trainer’ package. The approach
proposed that successful programmes should be targeted at four levels: 1) individual, 2) group/team, 3) organisation, and 4) system
or environment. The authors in this study used a person, interactions and environment (PIE) qualitative practice development tool to
describe the culture of care experienced by people with dementia. Despite the hospitals in the study adopting person-centred tools
and pathways the authors considered that work was required to investigate if the changes improved hospital outcomes for people
with dementia. People with dementia were not involved in that description of their experiences therefore that was an area for future
research.

Reference:

Scerri, A., Scerri, C. and Innes, A. 2018. The perceived and observed needs of patients with dementia admitted to acute
medical wards.
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Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Dementia
(published
online 27
November
2018).

The aim of
the study was
to categorise
the perceived
and observed
needs of
people with
dementia
admitted to
acute medical
wards and to
explore
whether
these needs
were being or
had been met.

Semi-structured
interviews were
conducted to elicit
each participant’s
experiences of
their hospital stay
and whether their
needs were
perceived to have
been/were being
met. Routine care
with the same
participants was
observed using
the University of
Bradford’s
Dementia Care
Mapping™
approach
Maslow's
Hierarchy Of
Needs was used
as a framework to
categorise care
needs.

Set in Malta,
participants were
13 people with
dementia in three
acute medical
wards, who could
verbally
communicate with
the researcher and
were purposively
selected as
research
participants.
Recruitment
commenced
following
discussion with
the charge nurse
of each ward, who
went through the
patients list during
the time of data
collection and
identified patients
with a known

The patients’
need for social
contact and selfesteem, such as
dignity and
respect, was often
ignored and this
led to patients
feeling devalued.
Hospital staff
have to be more
aware of the
holistic needs of
patients with
dementia in acute
settings and the
way care is
delivered in order
to make up for
these unmet
needs, thus
facilitating
person-centred
care.

Basic needs such as
toileting, feeding,
drinking,
continence and
comfort were not
always met. The
largest gap between
met and unmet
needs was found in
patients who were
either under
constant
observation or
unable to
communicate. Too
much emphasis was
perceived and
observed to be
given to what staff
considered as
safety needs at the
expense of other
needs.

The authors “noted
that the decision to
restrict selection
from medical
wards only, was
taken in view of the
fact that patient
turnover in these
wards is generally
lower than in other
surgical and critical
care wards so that
it was possible that
patients would
have been staying
in hospital for quite
some time”.
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The authors also
noted that this was
a small-scale study
conducted in one
acute hospital and
the findings are
therefore not
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history of chronic
cognitive
impairment and
dementia who met
the inclusion
criteria.

Recommendations:
Aspects of the guidance
document this reference
can inform:

generalisable.
Moreover, the
sample was focused
on patients with
cognitive
impairment who
were able to
participate in both
interviews and
consented to being
observed.

Patients with dementia in acute hospitals were able to express a whole array of subjective needs and
wanted to be treated as adults irrespective of their cognitive status.
Guideline recommendations at sections: The practice environment – acknowledging the need for
special provision.

Article summary:
The study was published by University of Salford but gave background figures for dementia specific to Malta. Later, the figures quoted
also refer to the UK – the information was quite confusing.
In addition to interviews, patients were observed for nine hours using Dementia Care Mapping™ (DCM). Field notes were categorised
as containing personal detractors or personal enhancers. The authors stated that the picture that began to emerge bore a striking
resemblance to Maslow’s categorisation of needs; physiological, safety, belongingness, esteem and ‘being’ needs. The authors did
recognise critique of Maslow’s hierarchy of needs. Issues of informed consent, continuing consent and confidentiality were also
critically considered. Most of the exploratory studies highlighted unmet relational and esteem needs. However, the findings of this
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study also indicate that basic physiological needs such as nutrition, hydration, toileting and maintaining comfort were not always
being met. Patients who were unable to communicate these needs were often ignored, while patients and relatives who could voice
their needs to ward staff were reluctant to do so. Both patients and relatives seemed to sympathise and occasionally excuse staff due
to their heavy workload and time pressures. The lack of attention given to the physiological needs of patients with dementia could
partly explain the higher risk of negative hospital outcomes, including longer hospital stays, delayed discharge, incontinence, delirium
and functional decline, when compared to cognitive patients. The findings of this study indicated that too much emphasis was
perceived and observed to be given by staff to safety needs at the expense of other needs such as ‘esteem’ and ‘being’ needs. Multiple
studies, across multinational settings, discuss the notion of task orientation and a high concern for patient safety, reflecting
organisational concerns that do not necessarily fit with the care needed or wanted by people living with dementia.

Reference:

Simpson, K. 2016. Improving acute care for patients with dementia.

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Nursing
Times. 112
(5): 22–4.

To research
the
experiences of
people with
dementia when
in hospital by
exploring their
carers’ views

A qualitative
approach using
semi-structured
interviews.
Interviews were
conducted from
January to June
2009. Once

Participants were
recruited in three
ways. Local carer
organisations sent
out letters to
potential subjects,
the author attended
a local carer

Participants were
concerned about a
lack of essential
nursing care,
harmful incidents,
a decline in patient
function, poor staff
communication

Care can be
improved through
further training,
more effective
communication,
consideration of the
appropriate place to
care for people and

Literature review
details refer to a
“broad search of
the literature” but
not the databases
used or keywords.
The author
acknowledges
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about the care
that their loved
ones received
when admitted
to hospital.

Recommendations:

Aspects of the guidance
document this reference
can inform:

transcribed, a
thematic
analysis was
completed, and
common themes
identified. Study
findings were
completed in
2010 but the
paper was
published in
2016.

support group and
leaflets were left in
a local day centre.
There were seven
interviews. One
carer had cared for
two relatives with
dementia and so
the data relates to
eight patients.

and carers’ needs
not being
acknowledged.
Five participants
described
incidents in which
their relative came
to actual or
potential harm
while in hospital.

more use of carers’
knowledge.

A recommendation
is made that: “Work
also needs to be
done to develop
ways of capturing
feedback from
patients with
dementia – a task
that would require
time and creativity.
“

that it is essential
to offer more
opportunities for
the voices of
carers – and,
where possible,
the patients
themselves – to
be heard, but
includes only
interviews with
carers in this
study.

The study highlights the importance of not losing patient belongings, not making assumptions about
patients’ ability to function, and the importance of supporting carers who may also need care
themselves.
Guideline recommendations at sections: The practice environment – acknowledging the need for
special provision; strategies for optimising communication with people with dementia and their
carers; carer partnerships.
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Article summary:
Simpson states that people with dementia are more likely than the general hospital population to experience decline in function, fall
or fracture when admitted to hospital. Again, lost property was mentioned as a cause for concern by carers, in common with a number
of other studies. Three participants described how property went missing during their relative’s stay. Dentures, spectacles and
slippers were lost, which affected patients’ ability to eat and mobilise safely. Such incidents were directly linked with ward moves, and
left participants with the impression that their relative was not being cared for adequately. The participants also felt that staff made
assumptions that their loved one would not be able to walk, eat or get to the toilet unaided and therefore they were not encouraged to
do so. Three participants stated that staff did not speak to them to discover what their relative could do and had low expectations
about people with dementia. Participants described how their relative’s behaviour affected other patients on the ward. They felt such
actions could be stressful for other patients, many of whom may never have had experience of dementia. Staff did not have adequate
skills or knowledge to manage the care of patients with dementia on the wards. Some staff treated them in the same way as other
patients and did not seem to recognise that they have different needs and vulnerabilities. Despite criticisms of nursing care and
management of the patient’s behaviour, 85% of participants were quick to acknowledge pressures such as staff shortages and the
needs of other, acutely ill patients.
The paper includes quotes from carers that provide powerful perspectives into care. For example, participants were not asked about
their relatives’ individual needs and capabilities and, in some cases, nursing staff chose to ask the patient, which led to inaccurate
information being given. For example, ‘Carer 6’ explained: “She had told them that she couldn’t walk and used a wheelchair, and it was
three days before a nurse asked me and I told her that she can walk and has never used a wheelchair.” Two participants mentioned
care that went ‘deeper’ than essential care and could be viewed as nurses’ attempts to provide a more person-centred approach. It
was acknowledged that carers can require support and care themselves at such a stressful time, and in one interview, a participant
expressed how much it meant to her when a doctor made her a cup of tea. Although a small-scale piece of research, the results of this
study have much in common with other studies in the review, adding to the validity of the findings.
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Reference:

Surr, C., Smith, S., Robins, J. and Crossland, J. 2016. Impact of a person-centred dementia care training programme on
hospital staff attitudes, role efficacy and perceptions of caring for people with dementia: A repeated measures study.

Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

International
Journal of
Nursing
Studies. 53:
144–51.

This study aimed
to evaluate the
efficacy of a
specialist
training
programme for
acute hospital
staff regarding
the improvement
of attitudes,
satisfaction and
feelings of caring
efficacy in
provision of care
to people with
dementia.

A repeated
measures design,
with measures
completed
immediately
prior to
commencing
training (T1),
after completion
of foundation
level training
(T2: 4–6 weeks
post baseline),
and following
intermediate
level training
(T3: 3–4 months
post baseline).

One NHS
trust in
the north
of
England.
40 acute
hospital
staff
working
in clinical
roles, the
majority
of whom
(90%)
were
nurses.

All participants
received a 3.5 day
person-centred
care training for
acute hospitals
(PCTAH)
programme,
comprised of two
levels, foundation
(half-day) and
intermediate (three
days), delivered
over a three to four
month period. Staff
demographics and
previous exposure
to dementia
training were
collected via a
questionnaire. Staff

The training
programme was
effective in
producing a
significant positive
change on all three
outcome measures
following
intermediate
training compared
to baseline. A
significant positive
effect was found on
the ADQ between
baseline and after
completion of
foundation level
training, but not for
either of the other
measures.

Limitations of the study
included the sample
size and
representativeness,
which was limited in
comparison to the
wider workforce – for
example, allied health
professionals and the
ancillary workforce.
The authors suggested
that follow-up over a
longer period after
completion of the
training programme
would help to establish
if and what the impact
of time on efficacy of
dementia training was
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attitudes were
measured using an
approaches to
dementia
questionnaire
(ADQ); satisfaction
in caring for people
with dementia was
captured using a
staff experiences of
working with
demented
residents (SEWDR)
questionnaire; and
perceived caring
efficacy was
measured using the
Caring Efficacy
Scale (CES)

Recommendations:

Foundation level
training (half-day)
was effective in
changing attitudes
but did not seem to
be sufficient to
bring about change
in satisfaction or
caring efficacy.
Intermediate level
training in personcentred dementia
care is effective in
producing
significant
improvements in
attitudes towards,
and satisfaction in
caring for, people
with dementia and
feelings of caring
efficacy.

within this staff
population.

The study did not
measure impact on
participants’ practice;
no conclusions could be
drawn about whether
changes in attitudes,
satisfaction with
working with people
with dementia, or
perceptions of caring
efficacy also impacted
on care delivered and
the patient experience.

More in-depth knowledge of dementia care appears to be required, as gained through intermediate
level training, in order for staff to feel greater caring efficacy and satisfaction when working with
people with dementia
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Aspects of the guidance
document this reference can
inform:

Guideline recommendations at sections: Staff skills and attitudes; the practice environment –
acknowledging the need for special provision; training needs.

Article summary:
The authors provide a clear explanation of methods, data collection and analysis. They found that in their study setting a half-day
person-centred dementia care training was effective in producing a significant positive change in attitudes towards people with
dementia but did not lead to significant positive changes in staff satisfaction in caring for people with dementia or greater feelings of
caring efficacy. A more in-depth person-centred training programme led to further significant improvements in staff attitude towards
people with dementia, as well as increased satisfaction and feelings of caring efficacy. Authors posited that the greater depth of
knowledge achieved through completion of the intermediate training was required for staff to achieve the greatest degree of positive
attitude.

Reference:

Surr, C. and Gates, C. 2017. What works in delivering dementia education or training to hospital staff? A critical
synthesis of the evidence.

Source

Purpose

Design

Sample
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Intervention/
Outcome

Findings

Limitations

121

International
Journal of
Nursing
Studies. 75:
172–88.

The purpose
of the
literature
review was
to examine
published
evidence on
the most
effective
approaches
to dementia
training and
education
for hospital
staff.

A systematic
review was
conducted
using critical
synthesis and
included
qualitative,
quantitative
and
mixed/multimethods
studies.
A four level
Kirkpatrick
Model for the
evaluation of
training
interventions
was adopted
to structure
the review.

The following databases
were searched:
MEDLINE, PsycINFO,
CINAHL, AMED, BEI,
Education Abstracts,
ERIC, Cochrane Library:
Cochrane Reviews,
CENTRAL, HMIC, ASSIA,
IBSS and CPCIndex, using
a combination of
keyword for the
following themes:
dementia/Alzheimer’s,
training/education, staff
knowledge, and patient
outcomes.

20 papers were
included in the
review. 16 different
training
programmes were
evaluated in the
studies, which
varied in terms of
duration and mode
of delivery,
although most
employed face-toface didactic
techniques. Studies
predominantly
reported on
reactions to
training and
knowledge; only
one study
evaluated
outcomes across all
of the levels of the
Kirkpatrick model.
Key features of
training that
appeared to be
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Factors most
likely to lead to
positive
outcomes were:
(1) delivery via
face-to-face
group teaching
by a skilled
facilitator; (2)
tailoring
training to
learners’ roles;
(3) using direct
involvement,
through video
or written
vignettes, to
present the
voice of people
with dementia
and carers; (4)
duration of at
least a day, with
individual
sessions of at
least an hour;
(5) providing
ongoing support

The majority of
papers were low
or medium
quality, impacting
on
generalisability.
Only papers
published in
English since
2000 were
included. This
may have
excluded nonEnglish language
and older studies
that might have
contributed
further
understanding of
effective dementia
training or
education for
hospital staff.
The authors
concluded that
further research
on the features of
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Recommendations:

Aspects of the guidance
document this reference
can inform:

more acceptable
and effective were
related to training
content, delivery
methods,
practicalities,
duration and
support for
implementation.

via in-service
experts or
champions.
One-off training
is likely to be
ineffective.

effective dementia
training for
hospital staff is
required.

Training should: be relevant to the staff’s role; consider placement opportunities for staff; include the
direct voice and experiences of people living with dementia and their family carers; use a facilitator
who is able to role model good practice; not utilise independent study via e-learning; not include
materials that are hard to understand e.g. legislation; not rely on individuals to schedule their own
training; involve group learning in a classroom setting; be of at least one day’s duration and delivered
in not less than one hour; and consider the development and support of in-service experts.

Guideline recommendations at sections: Training needs; the practice environment – acknowledging
the need for special provision.
Toolbox for practitioners: Ensure regular refresher training is undertaken by staff.

Article summary:
In setting out the background to this study, the authors point out that acute hospitals form a significantly different context to care
homes for delivery of dementia care training, since staff work across a range of specialisms, most have limited dementia expertise and
patients with dementia are usually acutely unwell during admission with another primary illness diagnosis. The authors list the
aspects of training that are likely to negatively impact on learning, including difficulty accessing online material, sessions that are of
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too short duration (less than 25 minutes), and the amount of work/time involved in a programme. Interestingly, they note that where
work is reliant on individuals to undertake tasks then chances of optimal uptake and impact are limited; they advocate group-based
learning in classroom settings, also programmes that include practical assessment tools. Care approaches and methods to take into
clinical practice were appreciated by staff. Regular refresher training may be required. The paper concludes with advice for training
(see the recommendation section above).
Reference:

Source

Aging &
Mental
Health.
24(3): 511–
21.

Surr, C., Sass, C., Burnley, N., Drury, M., Smith, S., Parveen, S., Burden, S. and Oyebode, J. 2018. Components of impactful
dementia training for general hospital staff: a collective case study.
Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

This study aimed to
understand models
of dementia training
most likely to lead
to improved
practice and better
care experiences for
people with
dementia, and to
understand barriers
and facilitators to
implementation.

A collective
case study.
Interviews
with training
leads, ward
managers and
staff who had
attended
training.
Satisfaction
surveys with
patients with

Three
NHS
trusts in
England.

Not all staff had
the knowledge,
attitude and skills
needed to deliver
good care.
The authors
identify the “need
to be with” the
patient e.g. sitting
holding someone’s
hand to display
care.

Simulation and
experiential learning
were distressing for
some learners. An
experienced and
enthusiastic facilitator
was important.

Use of a ‘positive
deviance’ approach to
select three trusts
(third ranked trust
declined an offer to
take part).
It was not possible to
collect data on staff
knowledge, attitudes,
behaviours or patient
outcomes prior to any
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Lack of resources,
including time, was a
barrier to
implementing
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dementia
and/or carers.
Observations
of care using
dementia care
mapping.
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training. Supportive
managers,
organisational culture
and strong leadership
facilitate training
implementation.

dementia training
There were two
delivery.
primary themes
Case studies were inrelated to training
depth, but only three
design: training
sites were included in
tailored to general
the study (top
hospital staff; and
performing of audit
ongoing training
Training should:
respondents).
include small group,
development and
Only a relatively small
evaluation.
face-to-face delivery; sample of staff, wards
keep didactic aspects and patients/relatives
Three themes
to a minimum and
were included at each
related to training maximise creative and site. Respondents
delivery and staff
interactive exercises; provide an in-depth
reactions: (1)
be tailored to the
picture of the impact,
interactive
general hospital
barriers and facilitators
methods; (2)
setting; ensure the
to training and its
presenting the
experiences of people implementation in such
with dementia and
experience of
settings, but they are
their family carers are unlikely to be
people with
dementia; and (3) presented through
representative of
direct involvement,
skilled delivery.
average training
video or written
practice and impact in
Two themes
scenarios; ensure
general hospitals
related to learning: simulation or
across England.
(1) understanding experiential aspects
ways to deliver
are only used if there
better care; and
is the time and
125

(2) development of resources to provide
empathy.
adequate support for
staff and that
consideration is given
Three themes
identified in
to the potential for
relation to staff
learner distress; be
delivered by
behaviour change
were: (1)
experienced,
improved
enthusiastic
understanding; (2) facilitators who are
improved
also good clinical role
models; be supported
communication;
and (3) provision
by hospital
of meaningful
management; be led
by a designated
activity.
dementia training
Also lack of
dementia-friendly lead who is proactive
spaces.
in leading change;
consider mechanisms
to protect agreed
training time and
manage this in the
context of staffing
shortages; urgently
consider how to
ensure that agency or
temporary staff know
the basics of personAppendix 5: Data extraction tables and article summaries
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Recommendations:

centred dementia care
delivery.

Guideline recommendations at sections: Training needs; staff skills and attitudes; the practice
environment – acknowledging the need for special provision.
Toolbox for practitioners: Ongoing training, development and evaluation. Training tailored to
staff groups.

Article summary:
The authors of this paper provided a good general overview of dementia care while considering explanations for inadequate care.
They posited that: poor communication from staff and noisy, disorientating environments contribute to poor care in hospitals; staff
may not be aware that a patient has dementia or, if they do, the patient’s preferred methods of communication; task-focused rather
than person-centred care is potentially a result of having staff who are not prepared for the potentially complex needs of the people
living with dementia; staff do not value teaching dominated by didactic delivery.
The authors identified a lack of engagement with training among certain professional groups (notably ‘medics’). The authors
considered implications for practice – when staff lacked the knowledge, attitudes and skills needed to deliver person-centred care,
there were observable negative impacts on patient experiences. The authors listed a range of recommendations for the training of
staff while also highlighting the importance of supportive managers, organisational culture and strong leadership. Overall, this paper
raised awareness and highlighted a need to pay attention to methods of training tailored to staff groups.
Reference:

Smythe, J., Jenkins C., Harries, M., Atkins, S., Miller, J., Wright, J., Wheeler, N., Dee, P., Bentham, P. and Oyebode J. 2014.
Evaluation of dementia training for staff in acute hospital settings.
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Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Nursing
Older
People.
26(2): 18–
24.

The study
investigated
the
effectiveness
of a brief
psychosocial
intervention
delivered in
the workplace
compared with
a standard
teaching
approach.

The development,
pilot and
evaluation of a
brief psychosocial
training
intervention (BPTI)
for staff working
with people with
dementia in an
acute hospital
setting. The project
had two phases.
Phase one involved
adapting an
existing
competency
framework and
developing the
BPTI using focus
groups. For the
pilot and
evaluation, in
phase two, a mixed
methods approach
was adopted using

30 participants
from three UK
wards. It was not
clear what type of
ward, hospital, or
geographical region
of the UK. The
authors reported a
diverse age, gender,
length of
experience and
qualifications
(presumably
nurses). The
authors also note
that 81 staff from
the wards
completed
questionnaires.
15 interviews were
conducted.

Training was
delivered on
wards for one
hour, for a
period of five
weeks (i.e. five
hours).

Qualitative analysis
suggested that
delivering skillsbased training can:
develop
communication,
problem-solving and
self-directed
learning skills;
benefit staff in terms
of increased
knowledge, skills
and confidence; and
be problematic in
the clinical area in
terms of time,
organisation and the
physical
environment. These
factors must be
taken into
consideration when
delivering training.

Definitive
conclusions could
not be drawn
about the efficacy
of the intervention
due to the
contradictory
outcomes between
the quantitative
and qualitative
data.
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Further
developments and
research were
required to
explore how staff
and organisations
could be
supported to
deliver the best
possible care.
The relatively
small sample size
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self-administered
standardised
questionnaires and
qualitative
interviews.

Recommendations:

Aspects of the guidance
document this reference
can inform:

Changes due to
training were not
reflected in the
quantitative results,
and the authors
reasoned that
measures were not
always sensitive to
changes in that
setting.

meant that
statistical
significance was
unlikely to be
achieved. The
authors stated that
a larger sample
was not achievable
due to resources.
It was not possible
to explore
variation between
trainers. The
perspectives of
people with
dementia and
their families were
not sought.

Skills-based training delivered in the clinical area can be restricted by time, organisational and
environmental factors, which should be taken into account in the design of a tailored training
programme.
Guideline recommendations at sections: Training needs.
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Article summary:
Staff participants in this study were aware of the effect of their lack of knowledge and skills on people with dementia and their own
work, expressing enthusiasm for training if it were practical, realistic and relevant. Gaps in knowledge about the aetiology of disease
processes, managing behaviour, lack of time and inadequate staffing were identified as barriers to person-centred care. The authors
aimed for staff to address attitudes and therefore to develop emotional competence, empathy and a non-judgemental approach.
Admirable aims for a brief intervention.

Nursing staff thought that the training increased their awareness of the needs of people with dementia and gave them a better
understanding of people’s emotions and behaviour, and as a result the staff felt that they had increased tolerance, understanding and
confidence. The authors preferred to call the programme a psychosocial intervention, but arguably in healthcare parlance it can be
regarded as a training programme; despite labelling it ‘brief’, in total the intervention did take place over a period of five weeks (five
hours).
Reference:

Source

Tay, F., Thompson, C., Nieh, C.M., Nieh, C.C., Koh, H., Tan, J. and Yap, P. 2018. Person-centered care for older people with
dementia in the acute hospital.
Purpose

Design

Sample
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Alzheimer's
&
Dementia.
4(1): 19–
27.

The authors
examined
the effect of
care for
acute
mentally
infirm
elders
(CAMIE)
versus
usual care
on pre- post
outcomes
for people
with
dementia.

A prospective
naturalistic cohort
study whereby
people with
dementia in the
CAMIE unit
(n=170) were
compared with a
control group in
usual care wards
(n=60) over six
months.
Assessments
included patient
demographics,
dementia type and
stage,
comorbidities
(Charlson
Comorbidity
Index), acute illness
severity, wellbeing, ill-being,
functional status
(Modified Barthel
Index), agitation
levels (Pittsburgh
Agitation Scale),

An acute hospital in
Singapore to set up
a specialised unit
that adopted
person-centred
care. The unit,
known as Care for
Acute Mentally
Infirm Elders
(CAMIE), was set
within a home-like
environment,
which prioritised
the needs of
patients beyond
care tasks. Patients
in the conventional
geriatric ward
(control group)
received standard
medical care.
A total of 230
patients (170 in
CAMIE unit and 60
in conventional
geriatric ward as
controls) admitted
to Khoo Teck Puat

Appendix 5: Data extraction tables and article summaries

CAMIE patients
showed
statistically
significant greater
gains in Modified
Barthel Index
(MBI) function and
well-being,
decreased ill-being
and agitation, and
greater
improvement in
Quality of Life
(EuroQoL) index
score (effect size:
D 5 0.18) after
adjusting for
baseline
differences that
translated to a
quality-adjusted
life years gain of
0.045, assuming
stability over three
months.
Estimating added
cost of CAMIE stay

The authors
examined the
effectiveness of
CAMIE care
compared with
conventional
geriatric care as
control. The
authors
hypothesised that
people with
dementias in the
CAMIE unit would
display greater
improvements in
general well-being
and functional
ability, require
lower doses of
psychotropic
medications with
greater reduction
in agitated
behaviours, and
have a shorter
length of stay
(LoS).

This was a
naturalistic
observational
study – there was
little control over
the comparability
of patients’
baseline variables
between the
groups. It was
important to note
that there were
significant group
differences at
baseline on mini
mental state
examination
(MMSE) and on
four out of five
dependent
variables,
specifically wellbeing, agitation,
functional ability,
and quality of life.
While a fully
randomised
controlled trial
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and quality of life
assessed on
admission and
discharge.
Multivariate
analysis of
covariance
examined the effect
of CAMIE versus
usual care on prepost outcomes.

Hospital,
Singapore, were
recruited over six
months. All
patients received
standard treatment
for their respective
medical conditions.
Patients were
admitted to the
CAMIE unit if they
had confusion due
to dementia,
with/without
delirium based on
the confusion
assessment method
criteria, and
concomitant acute
medical problems.
The exclusion
criteria for CAMIE
were medically
unstable patients,
patients requiring
high dependency
care, or isolation
due to infection
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over usual care at
SGD $1,500 (USD
$1,040) for
average length of
stay of 15 days per
patient, the
incremental costeffectiveness ratio
fell within the
threshold for costeffectiveness at
USD $23,111.

It is stated that the
authors aimed to
show that these
enhanced
outcomes are cost
effective through
an economic
analysis.

may have yielded
equivalence of
groups at baseline,
this was not
possible in a
naturalistic
observational
study. This
engenders the
possibility that as
CAMIE patients
were better off
than those in the
conventional
geriatric ward at
baseline, they may
have had greater
potential for
improvement.
The assessments
of outcomes were
short term and not
blinded, as the
individuals
(doctors, nurses,
and therapists)
involved in
administering the
132

control or reverse
barrier care. The
control group
consisted of
patients who
satisfied admission
criteria for the
CAMIE unit but
were denied
because of the lack
of bed availability;
they were
representative of
the multi-ethnic
composition of
Singapore.
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measures (wellbeing, Pittsburgh
Agitation Scale,
and Modified
Barthel Index)
were also involved
in providing the
care. Patients’ post
intervention
outcomes were
assessed only upon
discharge without
serial assessments
during the hospital
stay. It would have
been ideal to chart
the outcomes
periodically as well
as conducting
post-discharge
assessments to
derive more
robust conclusions
on the outcomes.
As such, costeffectiveness
computation
assumed stability
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Recommendations:
Aspects of the guidance
document this reference
can inform:

of the outcomes
for three months
after discharge
without a formal
assessment being
performed.
Follow-up studies
would be
necessary to
determine the
long-term
sustainability of
the benefits
gained.

The findings call for wider adoption of person-centred care models of enhanced care for people with
dementias in the acute hospital setting.

Guideline recommendations at sections: The practice environment – acknowledging the need for special
provision; building relationships with patients and carers to optimise the patient and carer experience;
recommendations for future research.

Article summary:
CAMIE care was operationalised under two protocols: (1) enhanced medical care protocol, which included moderating intrusive
interventions (e.g., catheters, feeding tubes), a physical restraints-free policy, appropriate and modest use of psychotropic
medications, careful attention to hydration, bowel and bladder care, and encouraging mobilisation; and (2) enhanced psychosocial
care protocol, which included prioritising patient needs over tasks, encouraging family members and volunteers to provide
Appendix 5: Data extraction tables and article summaries
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companionship, and engaging in daily structured activities (e.g. music therapy, recreational/group activities). A thorough description
of the CAMIE unit was provided. The likely factors that contributed to better outcomes in CAMIE patients include the enhanced
medical protocol that stressed: early mobilisation; restraints-free care; careful attention to hydration; and bladder and bowel care.
This was the only study to consider costs, stating that better outcomes came at a modest cost of SGD $100 more per patient daily,
which was further shown to be cost effective.

Overall, this evaluation of clinical and economic outcomes of the CAMIE unit demonstrated the potential benefits of implementing
person-centred care in an acute care setting. By implication, this insinuated that general wards were not implementing personcentred care. The study addressed a gap in extant literature with the potential to inform hospital practice and healthcare policy. The
study included multiple outcomes, used robust statistical methods, and offered a cost-effectiveness assessment that enabled the
investigation of the impact of care in the CAMIE setting. The authors concluded that the findings called for wider adoption of personcentred care models of enhanced care for people with dementias in the acute hospital setting.
Reference: Thompson, R. 2015. Transforming dementia care in acute hospitals.
Source

Purpose

Design

Sample

Intervention/
Outcome

Findings

Limitations

Nursing
Standard.
30(3): 43–
8.

This article
provided an
overview of 2015
developments to
support
improvements in

The process and
outcomes of a
development
programme
carried out by the
Royal College of

During December
2012, nine hospital
sites across the UK
were selected after
submission of an
initial action plan

The use of
outcome
measures to
evaluate both the
experience of care
and changes in

A more systematic
approach to
developing
practice that
considered the
context and

The study
authors did not
specifically refer
to, or appear to
consider, the
roles of the
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dementia care in
acute general
hospital settings.
It considered the
urgent need for
improvement
along with the
effectiveness of
approaches in
achieving change
and delivering
person-centred
care.

Nursing (RCN)
and evaluated by
the University of
Worcester were
described. This
programme
supported clinical
nurse leaders in
developing
dementia care in
nine acute general
hospitals by use of
an action learning
approach. The
development
programme was
supported by
facilitators from
the RCN and
comprised three
development days
and one site visit
over a period of
12 months.
Engagement of
family carers in
the programme
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that identified
areas for
improvement.
Applicants were
required to
demonstrate: (1)
support from the
trust board,
including the
director of
nursing; (2)
willingness to
commit to a series
of development
days; (3)
commitment to the
principles of
engagement and
collaboration with
patients and
carers; (4)
nomination of
three main clinical
leads with
responsibility for
dementia care in
the organisation to

practice was
encouraged. A
website platform
was also
developed with a
range of
resources,
including tools to
measure staff
confidence and
patient and carer
satisfaction, and
monitor change
and observations
of care. Finally, a
self-assessment
scale based on the
SPACE principles
(see below) was
developed and
used to measure
changes at three
points throughout
the programme:
at the beginning,
midway through,
and at
completion.

culture of acute
hospital care for
people with
dementia was
required. The
need for
investment in
clinical leaders
and dementia
specialists who
could assist
improvements
and support
change was
emphasised.

wider healthcare
teams in acute
hospitals, nor
people with
dementia or
carers, although
this was part of a
wider
programme of
improvement (a
series of reports
were made).

Findings indicated
that the
programme acted
as a catalyst for
change, with a
statistically
significant
increase in scores
for each of the
SPACE principles.
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was seen as
lead on
instrumental in
improvements.
assisting learning
about partnership
working with
families. A range
of information
was provided
on developments
and evidencebased practice in
dementia care,
along with
learning about
clinical leadership
and practice
development.
Participants were
supported in
refining local
action plans and
identifying actions
and strategies to
develop practice,
using an action
learning
approach. Shared
learning between
Appendix 5: Data extraction tables and article summaries

Outcomes varied
across healthcare
organisations
according to the
focus of local
actions and
measures used,
and examples
included
improvements in
staff confidence,
increase in wellbeing of people
with dementia
and improved
carer satisfaction.

Participants
considered that
the involvement
and support
provided by the
programme
provided focus
and structure to
make changes and
equipped them
with the strategies
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participants
enabled reflection
and learning from
experience.
Support was also
offered via phone
and email, and
participants were
urged to connect
with each other.

Recommendations:

and confidence to
change practice.

Evaluation by
senior staff and
researchers from
the University of
Worcester
included a
bespoke online
questionnaire,
analysis of the
SPACE self-rating
scores and a site
visit to triangulate
self-assessment
data.

To achieve sustainable and extensive changes to the delivery of care for older people and those with
dementia, investment is required to develop practice in a systematic way. However,
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Aspects of the guidance
document this reference can
inform:

recommendations also included a need for a more focused and individualised approach to
supporting change, which was difficult to achieve through a national programme.
Guideline recommendations at sections: Training needs; the practice environment –
acknowledging the need for special provision.

Toolbox for practitioners: Resources were produced to support implementation of the SPACE
principles, and these are still widely accessed via the RCN dementia website
(www.rcn.org.uk/dementia). A tool to support carer involvement was also developed in
collaboration with the Carers Trust, based on its successful Triangle of Care model.

Article summary:
Thompson provides a useful summary that outlines the development of dementia care in the UK. Thompson describes how UK
national dementia strategies and plans have targeted improvements in acute hospital care. This has resulted in an increase of, and
investment in, a range of quality initiatives. Examples included increased staff education and training, changes in the hospital
environment, increased assessment and identification of people with dementia, investment in specialist teams and roles, and
recognition of the roles of family carers.

In line with many other authors, Thompson posits that hospitals are busy, confusing places in which care is based on assessing,
treating and discharging people as quickly and efficiently as possible. This often relies on patients being able to express their wishes
and to quickly understand and cooperate with their treatment. However, this was not always possible for those with dementia.
Thompson recognised that the emotional effect of caring for vulnerable people, particularly those with dementia, was an important
consideration. If not addressed, it could have negative outcomes for staff and patient care. Although many local initiatives have
emerged with the aim of achieving improvements, these are often task focused, with little emphasis on how to support, implement
and embed changes in care. Examples can be seen across the UK where care has been improved through a combination of effective
leadership, facilitation and collaborative, multifaceted approaches. The RCN development programme went some way to supporting
leaders in assisting change through taking a supportive, emancipatory approach to developing practice. A set of recommendations are
included that support the SPACE principles:
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The SPACE principles
Staff who are informed, skilled and have time to care.
Partnership working with carers.

Assessment and early identification of dementia.

Care that is person-centred and individualised.
Environments that are dementia friendly.
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Appendix 6

Practice guideline summary
themes (Word)

Appendix 6: Summary for person-centered dementia care
The Society and College of Radiographers (SCoR) undertook a review of a 2015
document, Caring for people with dementia in clinical imaging and radiotherapy:
a clinical guideline. The review found that research studies published since 2015
had themes about caring for people with dementia. The themes are listed below:
Communication

Deficiencies in person-centred care

Need for role-specific, tailored training (clinical and nonclinical staff)
Dementia-friendly environment
Time and resource pressures
Optimisation of patient and carer experience
Identification of people with dementia

The main points from the themes include the following suggestions and key
messages.
Communication
•
•
•

•

Staff must specifically ask if patients and carers have any questions or
concerns.

Staff should reassure people that there is time to listen to their concerns
and to answer questions.
People with dementia can have difficulties understanding, retaining and
using cancer information. That can impact on making decisions about
treatment. Staff and carers can help by adapting language to help with
consent processes, patient information, and understanding the
terminology used.
Staff should communicate with people with dementia at eye level, e.g.
avoid “standing over the person” when they are seated.

•

•

Staff should reassure people that they will not be left on their own, for
example, when in an MR or CT scanner or a linear accelerator (LINAC);
staff will be able to see that person and to communicate with them.

Some people with dementia might find it difficult to keep track of time
during examinations, so it helps to inform them, for example, of how
much time is left until the end of a scan or how long a specific sequence
will go on for.

Deficiencies in person-centred care
•
•
•

•
•
•

Staff can have difficulties recognising and addressing unmet needs of
people with dementia.

It is important for some patients and carers to feel in control in unfamiliar
environments.

Partnerships between staff, the person with dementia and their carer,
relatives and friends, can result in holistic care (not focused solely on
physical needs).

Each person with dementia is unique and will need a personalised care
package.
People with dementia and carers may find it helps to bring their own
music/photos/items that are comforting to them during the visit.

Hospital organisations can help with improved identification for people
with dementia within their documentation.

Receive role-specific training (clinical and non-clinical staff)
•

•
•

Staff may not understand about the different types and stages of dementia
or the ways that they can help people in clinical imaging and
radiotherapy.

Knowledge of the type of dementia that a person has can be used to tailor
interactions.
Each individual experience for a person can depend on the type or cause
of their dementia, the stage of the illness, the person’s own personality
and, importantly, the way others interact with the person.

Dementia-friendly environment
•

Department design and layout can make a big difference in the care of
people with dementia.

•
•

•

There should be a calming atmosphere.

It is important to ensure the safe keeping of personal belongings for
people with dementia. For example, lost spectacles and hearing aids affect
the senses. Slippers or walking sticks left behind can affect mobility.
Consistency of teams is important.

Time and resource pressures
•
•
•
•

Staff need time to care (clinical and non-clinical staff).
Staff need time to train.

Departments do not always make effective use of volunteers who would
like to help.
People with dementia must be offered longer appointment times.

Optimisation of dementia care experience
•

•

There needs to be collaborative working – between staff across
departments and organisations, the person with dementia, their carers,
relatives and friends.
The aim should be to inform, involve and support patients and carers.

Identification of people with dementia
•

•

•

There can be issues with identifying that a person has dementia. To help
with clear communication when a person has a diagnosis of dementia,
departments should have a question on imaging and radiotherapy
referral forms or initial assessment forms that includes a request for
information about a person’s type of dementia and cognition.

The staff who will be caring for a person with dementia should ideally be
informed about the person’s diagnosis, and the form and stage of their
dementia, beforehand, to allow adequate preparation and adaptations of
care. It is important to tailor care to the form of dementia the person has
and their needs.
Departments should have mechanisms for referral on to the person’s
general practitioner to follow up in cases of potential undiagnosed
memory problems.
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Summary for personcentered dementia care
The Society & College of Radiographers (SCoR) undertook a review of a 2015 document,
Caring for People with Dementia in Clinical Imaging and Radiotherapy: A Clinical Guideline.
The review found published research had the following themes about caring for people
with dementia:

Communication

Deficiencies in
person-centred care

Time and resource
pressures

Need for role-specific,
tailored training
(clinical & non-clinical staff)

Optimisation of dementia
care experience

Dementia-friendly
environment

Identification of people
with dementia

Main points from the themes:

Hello!

Hello!

Hello!

Communication
Staff must specifically
ask if individuals and their
carers have any questions
or concerns.

o!

Staff should reassure people
that there is time to listen to
their concerns and to answer
questions.

People with dementia can
have difficulties understanding,
retaining and using cancer
information. Staff and carers
can help by adapting
language to help.

Staff should reassure people
that they will not be left on
their own, e.g. when in an
MR or CT scanner or having
radiotherapy treatment,
staff will be able to see that
person and to communicate
with them.

Communicate with people at
eye-level, e.g. avoid “standing
over the person” when the
person is seated.

It is important for some
individuals and their carers to
feel in control in unfamiliar
environments.

Partnerships between staff,
the person with dementia
and their carer, relatives
and friends can result in
holistic care (not focused
solely on physical needs).

Hello!
Some people with dementia
might find it difficult to
keep track of time during
examinations - inform them
how much time is left until
end of procedure.

??

!

Deficiencies in
person-centred care

??
??

!!

Staff can have difficulties
recognising and addressing
unmet needs of people with
dementia.

??

✓

??

??

✓

!

✓

?? with !dementia
Each person
??
is unique and will need a
personalised care package.

!

✓

✓

??

??

!
??

??
??
Need for role-specific, ✓ ✓??
✗✗
tailored training

✓

(clinical & non-clinical staff)

✓✓

✓

?? ?? !

Staff may not understand
about the different types
and stages of dementia
or the ways that they can
help people.

✓

!

✓
!

Knowledge of the type of
dementia that a person
has can be used to tailor
interactions.

✓ ✓ ✓
✓

??

✗

i

??

✓

✗

??

✓

Staff need time to care
(clinical and non-clinical staff).

✓ ✓

i

i

Optimisation
of dementia care
experience

✗

✓
✓

i

✓

Staff need time to train.

Departments do not
always make effective
use of volunteers who
would like to help.

i

i

✗

✓

✓

✓

✓

i

i

i

i

There needs to be
collaborative working
- between staff across
departments and organisations,
the person with dementia, their
carers, relatives and friends.

Recognise the importance
of partnerships with carers
to support each person
with dementia. Remember
that carers need care and
support too.

To help with clear
communication when a
person has a diagnosis of
dementia, departments
should have a question on
imaging and radiotherapy
referral forms or initial
assessment forms to include
a request for information
about a person’s type of
dementia and cognition.

The staff who will be caring for
a person with dementia
should ideally be informed
about the person’s diagnosis,
form and stage of dementia
beforehand.

i

Identification of people
with dementia

✓

It is important to ensure the
safe keeping of personal
belongings for people with
dementia. For example, lost
spectacles and hearing aids
affect the senses. Slippers or
walking sticks left behind can
affect mobility.

✓

✓

People with dementia
must be offered longer
appointment times.

✗

✓

✓✓

✗

✓

✗

✓✓ ✗

i

✓

✓

i

✓

✓

✓

✓

i

✓
✓

✗

✗

✓ ✓ ✗ ✗

There should be a calming
atmosphere.

✓✓

!

!

✗

Each individual experience
for a person can depend on
the type or cause of their
dementia, the stage of the
illness, the individual’s
personality and, importantly,
the way others interact
with the individual.

✓

!

????

??

Time and resource
pressures

✓

✓

Consistency of teams.
Try to arrange for the same
staff to care for people e.g.
radiotherapy appointments.

✓

✓

✓✓

✓

Department design and
layout can make a big
difference for the care of
people with dementia.

✓

✓

!

✓✓✓
✓ ✓✓

✓

✗

Hospital organisations
can help with improved
identification for people
with dementia within their
documentation.

ii

??

✓

✓

??
??
✓ !??✓??

✗

Dementia-friendly
environment

People with dementia and
carers may find it helps to
bring their own music/
photos/items that are
comforting to them during
the visit.

Departments should have
mechanisms for referral
on to the person’s General
Practitioner to follow up in
cases of potential undiagnosed
memory problems.

✗
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A toolbox for practitioners

Guideline
area
The practice
environment

Advice

Resources

The Royal College of Psychiatrists provides information
about the standards that it uses for the National Audit of
Dementia.

https://www.rcpsych.ac.uk/docs/defaultsource/improving-care/ccqi/national-clinicalaudits/national-audit-of-dementia/r4-resources/toolsguidance/r4-standards.pdf?sfvrsn=a44cbc5f_2

Five SPACE principles for the care of people with
dementia in hospital settings were developed in
collaboration with people with dementia and carers.
Royal College of Nursing resources were produced to
support implementation of the SPACE principles.

https://www.rcn.org.uk/professionaldevelopment/publications/pub-007827

Resources to support environmental design are available
via:
The King’s Fund Enhancing the Healing Environment
https://www.kingsfund.org.uk/projects/enhancingprogramme.
healing-environment/ehe-design-dementia
The University of Stirling’s Dementia Services
Development Centre Virtual Environments website.

Dementia Engagement and Empowerment Project (DEEP)
network audit checklists. Is this inside space dementia
inclusive? Is this outside space dementia inclusive?
Find practical ways to help personalise the
examination/treatment room. Provide and allow extra
time for people to bring their familiar belongings into

https://dementia.stir.ac.uk/design/virtual-environments
https://www.dementiavoices.org.uk/deepresources/deep-templates/

examination and treatment rooms. This may include bags,
photos, clothes, comforters, blankets, a pillow etc.
Apply to local funding sources, for example hospital
friends, for monies to purchase items for waiting areas
e.g. Fidget Widget Tool Kit from Alzheimer’s Society.

Building
relationships
with patients
and carers

The National Institute for Health and Care Excellence
(NICE) guideline 97 (NG97), Dementia: assessment,
management and support for people living with dementia
and their carers, provides information about best practice
pathways for people with dementia.

SCoR continues to support John’s Campaign by
advocating that all clinical imaging and radiotherapy
departments welcome carers and relatives of people with
dementia and encourage them to stay with the person
with dementia at all stages of their journey, should they so
wish.
Clinical imaging and radiotherapy staff should understand
and implement the core values of the Society and
College of Radiographers’ Patient, public and practitioner
partnerships within clinical imaging and radiotherapy:
guiding principles.

https://shop.alzheimers.org.uk/

https://shop.alzheimers.org.uk/Sensory-stimulation
https://www.nice.org.uk/guidance/ng97

https://johnscampaign.org.uk/

https://www.sor.org/learning/document-library/patient-public-andpractitioner-partnerships-within-imaging-and-radiotherapy-guidingprinciples

Dementia statements reflect the things that people with
dementia and carers say are essential to their quality of
life. The statements were developed by people with
dementia and their carers; the person with dementia is at
the centre of these statements.

Partner with the person with dementia and any carers to
plan care – for a series of visits consider making a
contract of care. A contract of care can include the person
bringing a ‘This is me’ document. If available, staff should
read this prior to meeting. A care plan can include
agreeing about the use of music, occupational activities
such as reminiscence resources, games and relaxation
techniques, and discussing signals about the withdrawal of
consent.

Alison Tonkin and Julia Whitaker wrote an article titled
Power play for imaging and therapy practice (2017).
They discussed how the application of play-based
techniques and resources can contribute to the provision
of imaging and radiotherapy services that are responsive
to, and supportive of, the needs of people who have
dementia and the carers who look after them. The article
has three central themes, which explore the building of

https://nationaldementiaaction.org.uk/dementiastatements/
BBC Reminiscence Archive:
https://remarc.bbcrewind.co.uk/index.html
BBC Music Memories:
https://musicmemories.bbcrewind.co.uk/
Playlist for Life:
https://www.playlistforlife.org.uk

Alzheimer’s Society: Five online activity ideas for people
with dementia:
https://www.alzheimers.org.uk/blog/5-online-activityideas-people-living-dementia
https://www.sor.org/learning/librarypublications/imaging-therapy-practice/january2017/power-play

relationships, communication as a means of connection,
and the role of the environment.

Strategies to
optimise
communication

In preparation for a hospital visit, hospital readiness
tools can be downloaded from the Alzheimer Society of
Canada website.

https://alzheimer.ca/en/Home/Living-withdementia/Caring-for-someone/Hospital-visits

Ask if people have a copy of the Alzheimer’s Society and
Royal College of Nursing (RCN) ‘This is me’ information
leaflet. Encourage people to bring this document to
appointments and treatments. Take time to stop and read
the information prior to commencing any examinations or
treatments.

https://www.alzheimers.org.uk/get-support/publicationsfactsheets/this-isme?gclid=Cj0KCQjwu6fzBRC6ARIsAJUwa2RIt5jDyhGlE9YDccf33D7P3kgYCVuvriTUycFnXitzfEQC1Y1ZB8aAm7n
EALw_wcB&gclsrc=aw.ds

Give people time and reassurance, encourage them and be
specific when asking questions. Offer people with
dementia longer appointment times.

A table of advice about approaches to communication
with a person with dementia was included in a paper by
McCorkell et al.

McCorkell, G., Harkin, D., McCrory, V., Lafferty, M. and
Coates, V. 2017. Care of patients with dementia in an acute
trauma and orthopaedics unit. Nursing Standard. 31(36):
41–53.
A need to ‘slow down’ was a feature of providing better
McWilliams, L., Farrell, C., Keady, J., Swarbrick, C., Burgess,
care in an article by McWilliams et al. Adjustments to
L., Grande, G., Bellhouse, S. and Yorke, J. 2017. Cancersupport treatment it identified included not using written related information needs and treatment decision-making
information leaflets for some patients, and changing the
experiences of people with dementia in England: a
language used around radiotherapy, tailoring it to the
multiple perspective qualitative study. BMJ Open. 8(4):
patient; for example, the radiotherapy mask was described E020250.
as a ‘wet towel’.

The Dementia Engagement and Empowerment Project
(DEEP) network offers helpful tips in Dementia words
matter: Guidelines on language about dementia.
Give people time and reassurance, encourage them and be
specific when asking questions.
Understand
people’s
behaviour

Dementia UK offers Tips for better communication.

http://dementiavoices.org.uk/wpcontent/uploads/2015/03/DEEP-Guide-Language.pdf
https://www.dementiauk.org/getsupport/understanding-changes-in-behaviour/tips-forbetter-communication/

Emotional experience is paramount to the perspectives
of people with dementia. Staff should be aware that a
person with dementia’s current emotional experiences can https://www.ageuk.org.uk/discover/2019/march/wendyoften be represented by discussing past experiences.
mitchell-on-life-with-dementia/
Wendy Mitchell describes her experiences of life with
dementia for Age UK.
The Royal College of Psychiatrists’ 2019 report, Caring for
the whole person: Physical healthcare of older adults with
mental illness: integration of care, provides an overview of
the intersections of mental and physical health that
may affect behavior, for example, delirium.
Members of the Beth Johnson Foundation Dementia
Advocacy Peer Support Group developed a comic called
There’s no bus map for dementia about living well
with dementia in collaboration with Manchester
Metropolitan University and Arts Council England.

https://www.rcpsych.ac.uk/improving-care/campaigningfor-better-mental-health-policy/college-reports/2019college-reports/cr222
https://www.dementiavoices.org.uk/wpcontent/uploads/2014/05/dementia_comic-1.pdf

Carer
partnerships

Alzheimer’s Society offers healthcare professionals a
direct link to refer someone to Dementia Connect. This
personalised service connects people with dementia, their
carers, families and friends to free support and advice by
phone, online and face to face, from practical advice about
living with dementia, to someone to talk to when things
get tough.

The NHS England and NHS Improvement Dementia Best
Practice Repository includes a Carers Trust and RCN guide
for best practice in dementia adapted from the Triangle of
Care project. The triangle of care can lead to consistent
carer involvement and support across all health and social
care services, irrespective of where and when a person is
being treated.

Staff skills and TalkWell is a conversation training resource for mental
health workers from the Star Wards project to improve
attitudes
the daily experiences of inpatients. It aims to help staff to
become better listeners, to enjoy and feel able to manage
conversations, with a greater awareness of what’s
happening in patients’ minds and their own.

Brief Encounters is a staff training resource from the Star
Wards project and Cambridge University Hospitals NHS
Foundation Trust. The underlying ethos is that it can be
hard for ward staff in general and acute hospitals to know
what to say to inpatients – what is the ‘correct thing’ –
how to behave, how to help relatives and also how to help

https://www.alzheimers.org.uk/refer

https://www.england.nhs.uk/publication/a-triangle-ofcare-carers-included-a-guide-to-best-practice-fordementia-care/

https://www.starwards.org.uk/talkwell/

https://www.brief-encounters.org/introduction/

themselves so they don’t go home and worry about their
patients.

Alzheimer’s Research UK provides a range of helpful
information about dementia, including different types.

https://www.alzheimersresearchuk.org/about-dementia/

Peer support and guidance is available, including from
allied health professional (AHP) colleagues, such as the
Alzheimer Scotland AHP Dementia Forum.

https://www.alzscot.org/our-work/transforming-healthcare/allied-health-professionals-and-dementia/alzheimerscotland-ahp-dementia-forum

Alzheimer’s Society offers advice for carers in Caring for
someone with dementia: a practical guide.

Training
needs

Capacity for consent training is required to enable
radiographers to meet the mandatory requirements of the
Mental Capacity Act 2005.

https://www.alzheimers.org.uk/get-support/publicationsfactsheets/caring-person-dementia-practical-guide

SCoR provides some guidelines in Consent: Guidance on
mental capacity decisions in diagnostic imaging and
radiotherapy.

https://www.sor.org/sites/default/files/documentversions/consent_guidance_09110218.pdf

The Social Care Institute for Excellence (SCIE) has
developed a range of resources on helping people with
dementia to make their own decisions.

https://www.scie.org.uk/dementia/supporting-peoplewith-dementia/decisions/helping.asp

The National Institute for Health and Care Excellence
(NICE) guideline 108, Decision making and mental
capacity, covers keeping people who lack capacity at the
centre of the decision-making process.

https://www.nice.org.uk/guidance/ng108

The Skills for Health’s Person-centred approaches core
skills education and training framework is about
empowering people in their lives and communities to
enable an upgrade in prevention, wellbeing, health, care
and support.

https://www.skillsforhealth.org.uk/services/item/575person-centred-approaches-cstf-download

The Royal College of Nursing (RCN) intercollegiate
document, Adult safeguarding: roles and competencies
for healthcare staff, sets out minimum training
requirements and education principles around
personalised safeguarding.

https://www.rcn.org.uk/professionaldevelopment/publications/pub-007069

Use the Skills for Health Dementia training standards
framework. Radiographers should be trained to Tier 2.

https://www.skillsforhealth.org.uk/images/projects/dementia/
Dementia%20Core%20Skills%20Education%20and%20Traini
ng%20Framework.pdf

SCoR has helped produce a handbook and training
https://www.sor.org/sites/default/files/documentresources, Values-based practice in diagnostic and
versions/2018.10.03_radiography_vbp_training_manual_therapeutic radiography: a training template, which
_final.pdf
include scenarios piloted with radiographers and students.

Ensure that regular refresher training is undertaken by
staff, with ongoing training, development and evaluation,
and training tailored to staff groups. The Managing
success in dementia care dementia training standards
support guide can assist with planning.

https://www.hee.nhs.uk/sites/default/files/documents/Managin
g%20Success%20v3.pdf

Hospital postgraduate education centres can advise on the Brooker, D. and Kitwood, T. 2019. Dementia reconsidered,
availability of local resources and access to e-books, such
revisited: The person still comes first. Open University Press.
as Brooker and Kitwood’s Dementia reconsidered, revisited,
which offers insight into person-centred dementia care.

Appendix 9

PowerPoint presentation

The Society and College of
Radiographers

Caring for people with
dementia in clinical imaging and
radiotherapy

Objective:
Using SCoR dementia guidance, consider practical solutions to involving people,
their families and carers to co-design services.
Learning outcome:
Share and use this knowledge to review local dementia policies.
Apply the recommendations in ‘Caring for people with dementia: a clinical practice
guideline for the radiography workforce (imaging and radiotherapy)’ to local service and
develop a process for service improvement.

A definition of dementia
Dementia is the overarching term used for a collection of conditions that result in
the brain declining progressively. There are around 100 different diseases that can
affect the brain in different ways (and 200 subtypes).
Dementia is defined as a disease that is always progressive over time. It affects
more than one aspect of thinking (for example, memory, language, behaviour,
visual processing) and is severe enough to affect everyday life.

• It is estimated that there are over 850,000 people with dementia in
the UK.
• Dementia doesn’t just affect the person with dementia. It affects the
people around the person, their family and friends. A large proportion
of people affected by dementia will visit or work in our imaging and
radiotherapy departments.

SCoR clinical practice guideline: first edition 2015, updated 2020

NICE Guidance:

Strategies for person-centred
communication

Living with dementia can result in a loss of confidence for some people who may
be frightened and anxious in an unfamiliar environment.

Example information from the factsheet:
Behaviours have meaning for the person with dementia. It is their attempt to stop feeling confused or distressed and to feel
well again. Try to see things from the person’s perspective.
A person’s sense of reality may be different from yours and they are responding to their current needs.
Try to be aware of a person’s beliefs and thoughts. For example, if a person believes that they need to go and collect children
from school, then don’t tell the person that they are wrong –reassure and ask the person to tell you more about their
children.
•For example, if an examination or treatment room is too dark then the person may be confused or distressed because they
can’t work out where they are.
•A person may be feeling a sense of being out of control, frustration with the way others are behaving, boredom, not being
listened to or understood.
•A person may be communicating unmet needs –physical, psychological and social e.g. to meet a need by removing clothes
because it’s too hot or communicating needs by shouting out because the person needs to use a lavatory.

Sharing of information and
identification schemes:

‘This is me’ communication passports, produced by Alzheimer’s Society & the Royal College of
Nursing: https://www.alzheimers.org.uk/download/downloads/id/3423/this_is_me.pdf
With a caveat -do not assume that a person does not have mental capacity because they have
been identified by a dementia scheme or passport.

Mental capacity guidance and duties with
respect to consent

An ethos of all mental capacity legislation is to empower those with impaired capacity.
A person’s mental capacity is both time and decision specific; capacity to consent can
fluctuate.
It may be necessary to delay procedures that are not emergencies in cases where there are
any concerns.

Approaches to support in imaging and radiotherapy settings:

John’s Campaign:
Playlist for life:

https://www.dementiaaction.org.uk/dementiafriendlyhospitalscharter

https://www.hee.nhs.uk/news-blogs-events/news/new-resource-launched-improve-dementia-care

PARTNERSHIPS:
People living with dementia have a voice –this does
take different forms.
Ask people how they want to be involved.
Listen to what is being said.

Ask & listen online: e.g. Care Opinion, Dementia Diaries,
Alzheimers UK discussion boards.

Ask & listen nationally: Dementia Engagement and Empowerment Project
(DEEP), Action Groups and Charities.

Ask & listen: Local Dementia
support and action groups

The person, their family and their carers are the experts in the
person’s condition.

Time for questions and suggestions.

