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Best practice for the management of older people with dementia in the acute care
setting: a review of the literature
Aim. This paper reviews the theoretical and research-based literature related to the
management of people with chronic confusion as a consequence of dementia in
the acute care setting.
Background. People aged 65 years and over are at increased risk of poor outcomes
when admitted to the acute care setting as a result of comorbity and mismanagement of their chronic confusion. The challenge of caring for people with dementia in
acute care is one that requires special attention.
Results. The theoretical literature outlines a number of principles of care necessary
for best practice in the care of people with dementia. A number of different models
of care are reported in the literature and some evaluative research has been
undertaken to assess the benefits of the different models.
Conclusion. There are a number of interventions that if put into place in acute care
may improve care of people with dementia and reduce the burden of care. There is
emerging evidence that interventions such as staff education, skilled expertise,
standardized care protocols and environmental modification help to meet the needs
of people with dementia in acute hospital settings. This paper adds to our current
understanding of management of dementia in the acute care setting, an area that
demonstrates the need to move from descriptive to intervention studies to ensure
evidence for care of persons with a dementing condition.
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Introduction
Dementia is a syndrome characterized by specific signs and
symptoms of a chronic nature, such as disturbed memory,
thinking, orientation, personality and behavioural changes,
comprehension, calculation, learning capacity, language and
judgement, and which indicate progressive brain malfunction
(Draper, 2004). There are a number of different dementias.
Alzheimer’s disease is the most common form of dementia,
with a prevalence rate of around 10% of the population aged
65 years and older and approximately 50% for those aged
85 years and older (Australian Institute of Health and
Welfare (AIHW) 2004). Cognitive impairment and confusion
as a result of dementia is a significant comorbidity among
hospitalized older people. In Australia, for example, dementia was reported as a principal or additional diagnosis for
1.2% of discharged hospital patients (AIHW, 2004). Dementia is associated with an increase in use of medical services
and longer hospital stay (Gutterman et al., 1999; AIHW,
2004), high risk of institutionalisation (AIHW, 2004) and
disruptive behaviour, which is often cited as a significant
problem that adds to the challenges of caregiving (Kolanowski et al., 2002; Chrzescijanski et al., 2007). Care of the older
person with dementia in an acute hospital setting, presents
care staff with a special challenge, especially the need to care
for the individual’s personhood as well as management of
their disruptive behaviours such as wandering and vocalization. The management of such episodes impacts on outcomes
for these patients and their relatives or carers and frequently
influences the care of others within the hospital ward.
Unfortunately, many hospitals are not designed to care for
people who are cognitively impaired. This leads not only to
patient safety issues, but also contributes to the burden of
care. In the hospital setting it is likely that the acute problem
for which the person is admitted will become the main
priority for care (Tolson et al., 1999). However, in order to
achieve best practice standards of care for the person with
dementia, there is a need for specific care for people with
chronic confusion to be combined with acute care practices
(Hart et al., 2002). Research based evidence will assist health
professionals in making decisions about the care for people
with chronic confusion, policy makers and organizations
such as the Alzheimer’s Society to produce practice guidelines
and to identify knowledge gaps that require further research
(Courtney et al., 2005). New guidelines were recently
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released in the UK to help care staff support those people
living with dementia and their carers (Hunt, 2007). The
guidelines provide support for the range of services that such
people might need.
This literature review aims to examine the principles that
underpin current best practice recommendations for the care
of people with dementia in the acute setting and to assess the
evidence for the efficacy of specific models of care designed to
incorporate these principles. Although many of the principles
described in this review are relevant to long term care, the
acute setting has a number of facets that accentuate the
challenges of care of people with chronic confusion and
therefore need to be considered separately. These factors
include an environment that is culturally ill prepared, not
purpose built for or sufficiently aware of the essentials of care
for people with dementia, and whose focus is the acute
condition, an emphasis on technology and a majority of
patients who are acutely ill. Secondly, this review has avoided
where possible reference to literature that focuses only on
acute confusion as the treatment and care of the person with
delirium is considered to include care that falls outside of the
essentials of care of the person with chronic confusion that
is related to dementia.

Methods
A review of literature published in English between 1986 and
2006 is presented in this paper. Our search of the literature
focused on peer reviewed papers reporting on best practice
principles for the care of people with dementia in the acute
care setting and on research evaluating interventions or
models of care for older people with chronic confusion in
acute care. Papers included in this review were chosen
according to the following criteria:

Inclusion criteria
• Main focus on care models and/or principles of care of
dementia in older people in acute care.
• Published in a peer reviewed journal between 1986 and
2006.
• Paper describes the evidence basis for the model of care
and/or principles of care of older people with cognitive
impairment/chronic confusion in acute care.
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Exclusion criteria
•
•
•
•

Main focus was not on acute care.
Focus is on care of older people with acute confusion.
Published in a non-peer reviewed journal.
Evidence basis for principles or model of care not explicated.

Search strategy
Four major databases, Cumulative Index of Nursing and
Allied Health Literature (CINAHL), Proquest, PsychLit and
MEDLINE were searched using a variety of search terms
including, ‘dementia care’, ‘acute care’, ‘models of dementia
care’, ‘chronic confusion’, ‘cognitive impairment’. A manual
search of the reference lists in each identified paper helped to
uncover further relevant papers. The search found 48 papers
related to the search strategy. Each paper was checked
against the inclusion criteria and this resulted in the 31 papers
that are discussed in this paper. The following discussion of
the findings commences with an identification of the common
themes of care management followed closely by a critique of
the selected models of care.

Findings
Care of older people with dementia in the acute care
setting
Common themes gleaned from the literature on care of older
people with cognitive impairment as a result of dementia in
the acute care setting provide some consensus on patient
management. They include; the importance of early detection
and assessment; knowledge and attitudes of nursing staff;
focused communication; a reduction in stressors; familiarity
that includes family and carer involvement and a multidisciplinary approach. Such themes offer grounding for further
research and the development of guidelines that address the
unique needs of older people with dementia undergoing
treatment for comorbidity in the acute care setting.
Detection and assessment
The incidence of dementia is on the increase as a result of an
ageing population and as a consequence the prevalence of
people with dementia in acute care will also be on the rise.
Although the prevalence of people with dementia in acute
care is not commonly known, it may be as many as one third
of all older patients, although their dementia may not have
been formally diagnosed (Mezey & Maslow, 2004). Having a
dementing condition may also put the person at increased

risk of acute confusion, as the incidence of delirium is greater
in people with dementia (Weber et al., 2004). The average
incidence rate for acute confusion among hospitalized older
people over the age of 65 is 40% (Weber et al., 2004).
However, this may be a conservative figure as Fick and
Foreman (2000) suggest that as many as seven out of 10
patients with delirium are going undetected. Failure to detect
dementia and delirium will affect the choice of treatment and
strategies used to care for and manage these people.
Voyer et al. (2006) recommend that when trying to detect
delirium in people with dementia it is important to monitor
attention, thinking, orientation memory and the fluctuation
of the symptoms rather than relying on psychomotor
symptoms such as hypoactivity and hyperactivity. The
documentation of symptoms of confusion is critical and
according to Voyer et al. (2006) recording these symptoms
as present or absent is inadequate and makes detection of
delirium in older people with dementia difficult as fluctuations become impossible to notice. There are a variety of
mental status/neurologic assessment tools available to assist
nurses with assessment such as Folstein Mini Mental State
Examination (MMSE) (Folstein et al., 1975). However, it is
essential that nurses who use such tools are adequately
trained to carry out the assessment (Lemiengre et al., 2006)
and that they are aware of the limitations of the tool
(Foreman & Zane, 1996).
Nurses’ knowledge and attitudes
Nolan (2006) reported on a qualitative study that explored
nurses’ experiences of caring for older people with dementia
in an acute care setting. The sample of seven nurses found
that the meaning of the caring experience was related to the
personhood of the nurse and the patient. Although participants reported on the contextual challenges of the acute
environment the author concluded that nurses lack specific
knowledge about dementia and this challenged the operationalisation of the care process.
Disruptive behaviour by confused older people can impact
on the time management and ward routines of nurses
(Borbasi et al., 2006; Cunningham & Archibald, 2006). It
can also affect nurses’ experience of caring when ethical
decisions have to be made in stressful working environments
such as the acute setting (Eriksson & Saveman, 2002). Acute
care nurses have reported using force, abuse and neglect to
manage patient behaviour and some nurses have reported
being afraid of people with dementia (Eriksson & Saveman,
2002). Such management may occur when nurses lack the
confidence and competence to care for patients’ special needs
(Pritchard & Dewing, 2001). Furthermore, burnout of
nursing staff caring for people who display disruptive
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behaviour is not uncommon (Eriksson & Saveman, 2002).
Nurses’ knowledge about dementia (McCloskey, 2004) as
well as their attitudes towards ageing (Pritchard & Dewing,
2001; McCarthy, 2003a,b) can impact on nurses’ experience
and patient outcomes (Pfaff, 2002; Cunningham, 2006).
According to the literature, nurses’ knowledge could be
improved in a number of areas. These include; a greater
understanding of the clinical syndrome of dementia and how
it differs from delirium (Fick & Foreman, 2000; Poole,
2003); how to effectively assess mental status (Fick &
Foreman, 2000; Pritchard & Dewing, 2001); factors that
contribute to cognitive decline during acute illness and
hospital admission (McCloskey, 2004); strategies to prevent
cognitive decline (Cunningham, 2006); and how to manage
older people experiencing delirium and or dementia (Cunningham & Archibald, 2006).
Nurses’ attitude towards confused older people has been
identified as a barrier to optimal care (Pritchard & Dewing,
2001; McCarthy, 2003a,b). McCarthy (2003a) used a
dimensional analysis approach to explore clinical reasoning
of nurses caring for confused older people in the hospital
setting. McCarthy (2003a) concluded that nurses’ philosophical perspectives on ageing influence how they characterize,
judge and deal with older adults. Furthermore she found that
the predominant philosophical perspective amongst staff
might predict how well they will perform when caring for
large numbers of older adults, such as, in the hospital setting.
She concluded three distinct perspectives were held by nurses;
the decline perspective; vulnerable perspective; and healthful
perspective (McCarthy, 2003a).
Nurses who hold the decline perspective undertake consequential reasoning, that is, if people are old they are confused
and cognitive impairment is seen as inevitable among older
people. The vulnerable perspective involves ambivalent or
uncertain reasoning. Ageing is considered a time when the
threat of disease and ill health is constant and although not
inevitable both are likely to occur. The healthful perspective
involves diagnostic reasoning. These nurses consider ageing
to be a normal process and view older adults as essentially
well. Cognitive decline is considered to be pathological and
unusual. Nurses with a healthful perspective, in contrast to
those in the other two groups, were able to pick up on early
signs of confusion and take quick action and had an
understanding of the differences between dementia and
delirium. They also believed that in most cases of acute
confusion an underlying pathophysiological cause was likely,
however, they considered chronic confusion as possible when
other possible causes for the confusion were ruled out
(McCarthy, 2003a). Strategies such as education, organizational, administrative, and peer support, which aim to
124

improve the thinking and behaviour of nurses, were recommended (McCarthy, 2003a).
Communication
Dementia impairs the individuals’ ability to understand and
express information, plan and solve problems (Draper,
2004). Other dementia-related impairments such as memory
loss, as well as the hospital setting and acute illness tend to
exacerbate communication problems (Frazier-Rios &
Zembrzuski, 2005). Disruptive behaviour is often a form of
communication for the person with dementia (Kolanowski
et al., 2002). Unmet needs of the older person may be
expressed through behaviours such as agitation, restlessness
and aggression as well as vocalizations that are repetitive and
show changes in tone and urgency (Kolanowski et al., 2002;
Frazier-Rios & Zembrzuski, 2005). Many practitioners have
used validation therapy as developed by Naomi Feil (1972)
for older people with dementia to assist with communication.
The therapy accepts the truth of another’s experience and
uses behavioural and psychotherapeutic methods to meet the
needs of people with dementia. This therapy has attracted a
lot of followers as well as criticism and a separate review of
this therapy found very little research available. A Cochrane
systematic review (Neal & Barton Wright, 2003) identified
three papers that meet the inclusion criteria (Peoples, 1982;
Robb et al., 1986; Toseland et al., 1997). Two significant
results were found; Peoples (1982) explored validation therapy vs. usual care and found that participant’s behaviour at
6 weeks favoured validation therapy (MD 5.97, 95% CI,
P = 0.0007). Toseland et al. (1997) explored validation
therapy vs. social contact and identified that depression at
12 months favoured validation (MS 4.01, 95% CI, P = 0.04).
Despite these results, there were no statistically significant
differences between the items and the authors concluded that
there was insufficient evidence to draw any conclusion about
efficacy of validation therapy. Cunningham (2006) suggests
that behaviour should be assessed retrospectively by
describing what the nurses observe using the antecedents,
behaviour and consequences (ABC) analysis of behaviour
tool. Such a method may help to stop practitioners inappropriately labelling and blaming people with dementia, and
to explore how they might adapt their practice and the
environment rather than to change the person. A number of
authors (e.g. Pritchard & Dewing, 2001; McCloskey, 2004;
Frazier-Rios & Zembrzuski, 2005; Cunningham, 2006) offer
strategies that aim to facilitate communication (see Table 1).
External stressors
The hospital environment produces multiple and competing
stimuli, which can be unsettling for people who have
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Table 1 Strategies to facilitate communication as described in the literature
Approach patient calmly, gently and relaxed
Speak directly to the patient even if unable to respond
Remain calm if patient becomes agitated
Quieten area or remove excess stimuli during communication
Allow ample response time before repeating information
Limit choices
Observe and value both verbal and non-verbal communication

impaired cognition. Unfortunately, many hospitals are not
designed to care for older people who are cognitively
impaired or confused as a result of dementia. In the past,
hospitals restrained people who were confused to prevent
wandering and apparent injury. However, numerous studies
have found that restraining people may impose an even
greater risk and may worsen confusion (Price et al., 2005;
Borbasi et al., 2006). Experts believe that hospitals must
adapt to the needs of an ageing population (Jimenez-Vilchez
et al., 2004). Odours, noise and décor contribute to the
information processing of people with dementia and therefore should be considered for modification (Hanley, 2004).
Environmental interventions that can be implemented in the
hospital setting include: provision of memory cues, that is,
clocks, calendars and photos; reducing clutter, that is, remove
unnecessary equipment; avoid unnecessary environmental
changes; keep glasses and hearing aids in reach; provide
purposeful activity. More structural methods include: adequate and appropriate lighting; lowering signs; considering
choice of colours (red, orange and yellow are more easily seen
by older people) (Hanley, 2004; Cunningham, 2006). The
ideal environment for people who are confused can be difficult to achieve in the hospital setting, however, an effort
should be made to maintain a calm, well organized, familiar
and suitably stimulating and safe environment (Cunningham,
2006; Goodall, 2006).
There is some evidence of increasing interest in the
development of dementia special care units (SCU) within
hospitals. It is thought that a SCU will offer benefits to people
who are cognitively impaired, their families as well as staff
and the hospital (Goodall, 2006). The Windows to the Heart
Program is an example of the development of an Acute Care
Dementia Unit in a 500-bed hospital in New York (Nichols &
Heller, 2002). The program required a purpose built eight-bed
unit to be constructed. Staff included a pastoral care worker
and an educated multidisciplinary team who promoted a
family centred focus in the unit. While outcomes appear to be
positive such as fewer restraints, less weight loss, less
functional loss and positive responses from those who visit
the unit, comparison to a control group, or further research,
would give a clearer indication of the program’s success.

Use person’s preferred name
Avoid moving or walking around during conversation
Repeat sentences using the same words
Use short, simple sentences and a soft tone
Ask simple questions that require a short answer, e.g. yes/no
Model the desired behaviour

Internal stressors
As described earlier, some behaviours displayed by people
with dementia may be indicative of unmet needs (Kolanowski
et al., 2002; Frazier-Rios & Zembrzuski, 2005). Unmet needs
including physical, social and emotional needs can act as a
stressor and lead to anxious and dysfunctional or confused
states (McCloskey, 2004). Examples of internal stressors include but are not limited to; pain (Hanley, 2004), dehydration (Archibald, 2006a), inadequate nutrition or hunger
(Archibald, 2006b), immobility (Inouye et al., 1999), fatigue
(McCloskey, 2004), vision and hearing impairments (Inouye
et al., 1999), perceptions of loss (McCloskey, 2004), polypharmacy and other physiological changes and conditions
that can contribute to cognitive decline (Hanley, 2004).
Interventions can be implemented to reduce the risk of the
older person becoming negatively affected by such stressors.
Foreman and Zane (1996) recommend the use of preventative
strategies while providing symptomatic and supportive care.
This approach is well supported by other scholars and is
evidenced in the programs developed in hospital settings such
as The Hospital Elder Life Program (HELP) (Inouye et al.,
2000), which is discussed in a later section.
Family/carer involvement
Older people who are cognitively impaired and in hospital
appear to benefit when a family member or carer participate in
aspects of their care. Beneficial family/carer participation includes sharing information with staff. This information may
establish the older person’s usual behaviour patterns and will
help to individualize care plans in order to provide a relatively
consistent routine, and help older people with dementia to stay
calm and feel secure (McCloskey, 2004). Further support
for the importance of family involvement in care is discussed in
the following section in a program called creating avenues
for relative empowerment (CARE) (Li et al., 2003).

Models of care for older people with dementia in the
acute care setting
Three models developed for use with older people with
confusion in acute care, were uncovered: progressively
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Table 2 Models of care for older people with dementia in the acute care setting
Model

Reference

Aim/s of model

Outcome/s

Progressively lowered
stress threshold (PLST)

Hall et al. (1986);
Hall and Buckwalter (1987);
Swanson et al. (1993, 1994);
McCloskey (2004)
Smith et al. (2004)

Hospital elder life
program (HELP)

Inouye et al. (2000);
Bradley et al. (2005)

No studies have evaluated PLST
model in acute care.
PLST model in residential care
resulted in increase in social activity,
sleep, dietary intake, and a reduction
in disruptive behaviour.
HELP resulted in reduction in
delirium, less use of restraints,
greater satisfaction with care and
improved care staff understanding
of care of older people with
confusional states.

Creating avenues for relative
empowerment (CARE)

Li et al. (2003)

Advocates a modification of the
hospital environment to take account
of the progressive decline in the
person’s cognitive impairment and
to lessen the number of stressors
person is exposed to.
Involves joining of skilled
interdisciplinary team with expertise
in care of older people, to highly
trained and supervised volunteer
staff.
Uses interdisciplinary geriatric
assessment combined with the
delivery of standardized protocols
for the management of six risk
factors for delirium.
CARE prepares family caregivers for
common characteristics and
behaviours of hospitalized older
people and provides strategies to
assist them in taking an active role
during the hospitalization.
Intervention includes information
delivered in audio and print formats
and a mutual nurse/family agreement
consisting of family caregiving
activities during hospitalization.

lowered stress threshold (PLST), The HELP and CARE (see
Table 2). The first model, the PLST model was first
described and reported in 1986 (Hall et al., 1986) in
response to caregiver reports that people with dementia
exhibited behavioural symptoms, often did not respond to
traditional care principles such as reality orientation, and
exhibited a progressive lowering of the stress threshold,
which created challenges for care provision. The PLST
model is underpinned by the theoretical assumption that,
although a person’s stress threshold is set in adulthood,
biological changes created by syndromes such as dementia,
can lower the stress threshold and therefore result in
dysfunctional behavioural responses. The model advocates
a modification of the acute hospital setting, for example,
noise reduction and placement of familiar objects to take
account of the progressive decline in cognition in the
person with dementia and to lessen the number of potential
stressors that the person with dementia is exposed to. The
model aims to promote more adaptive and functional
behaviours by reducing the impact of stress on the person
with dementia while maintaining a client-centred approach
(Smith et al., 2004).
126

CARE resulted in fewer incidents
of acute confusion and depressive
symptoms and a strengthening of
caregivers’ own beliefs about their
understanding of older persons’
behaviour and their ability to care
for them.

Six main stressors have been acknowledged as major
factors that contribute to the decline of people with
dementia from baseline to anxious and more dysfunctional
states. These include (i) fatigue; (ii) changes in routine,
environment or caregiver; (iii) demands that exceed functional capacity; (iv) multiple and competing stimuli; (v)
affective responses to perceptions or loss, including anger;
and (vi) physical stressors, such as pain (McCloskey, 2004;
Smith et al., 2004). The model sets a framework for the
understanding and direction of dementia care that can be
applied in a variety of settings. The specific principles
developed to deal with the challenges of dementia care in
the acute setting are highlighted in Table 3 (McCloskey,
2004; Smith et al., 2004).
While there have been a number of studies exploring the
effect of the PLST care principles in a variety of settings (e.g.
Hall & Buckwalter, 1987; Swanson et al., 1993, 1994) its
efficacy does not appear to have been tested in acute care.
Quasi-experimental research comparing outcomes of the
PLST model with traditional models in residential care
(Swanson et al., 1993, 1994) suggested the PLST model
resulted in an increase in socialization, sleep and dietary
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Table 3 Principles of the progressively lowered stress threshold model
Modify environment to compensate for cognitive losses
Plan and maintain a consistent routine
Modify reality orientation and other therapeutic
interventions to incorporate only information
needed for safe function
Provide unconditional positive regard

intake and a reduction in disruptive behaviours such as
agitation, wandering, and repetitive questioning with a
subsequent reduction in psychotrophic medications. A
quasi-experimental design was also used in the community
to compare an intervention group (PLST) with a control over
a 4-year period with 241 caregivers. The PLST intervention
was more effective than the comparison approach and
promoted greater self-confidence in the caregivers. Given
that the model was proposed to assist the acute care
environment it is surprising to find that it has not been
evaluated in this setting.
Although there are few programs in acute care that
specifically focus on care of the person with dementia there
are a number of programs that were developed for care of
older people whose principles aim to prevent cognitive and
functional decline and therefore will benefit older people
with dementia. The HELP is a comprehensive model of care
for older people who are hospitalized. It aims to maximize
independence at discharge; assist with transition from
hospital to home and prevent unplanned readmissions
(Inouye et al., 2000). The program uses a multi-component
intervention strategy, which primarily involves the joining of
a skilled interdisciplinary team with expertise in care of
older people, to highly trained and supervised volunteer
staff and interdisciplinary geriatric assessment combined
with the delivery of standardized protocols for the management of risk factors for delirium (Inouye et al., 1999, 2000).
Volunteer staff carries out daily orientation, early
mobilization, feeding assistance, therapeutic activities, a
non-pharmacological sleep protocol, and hearing/vision
adaptations.
Inouye et al. (1999) conducted a large prospective controlled clinical trial (n = 852) of people over 70 years of age
in a general medicine service. The study used prospective,
individual matching to compare people admitted to one
intervention (HELP) and two usual care units (control). The
authors found that delirium occurred in 9.9% of the
intervention group compared with 15% of the usual care
group (matched odds ratio, 0.60; 95% confidence interval,
0.39–0.92). Some other benefits included less use of
restraints, greater satisfaction with care by both patient and

Control factors that increase stress (6 main stressors)
Include regular rest periods to compensate for fatigue and loss
of reserve capacity
Remain non-judgemental about behaviours that may seem inappropriate
unless there is a threat to safety
Use reassuring forms of therapy, such as music and reminiscence

family, improved clinical staff understanding of care of
older people and increased communication across the multidisciplinary team.
A further longitudinal qualitative follow up study examined the outcomes and sustainability of the HELP programme
in 13 hospitals (Bradley et al., 2005). Bradley et al. (2005)
found that three critical factors were necessary in order for
the HELP program to be sustained over time. Firstly, the need
for ongoing clinical leaders or their replacement if they leave
is critical as they play important clinical roles as well as being
advocates of the program to senior administration. Secondly,
when implementing the program there was a need for some
modification and adaptation based on the local constraints
and staffing of the hospital. Finally, there is a need for
adequate resources and funding that will sustain the program
over the long-term. This program again highlights the
importance of education for acute care staff in care of older
people and the importance of educated and adequately
supervised volunteers.
Jones and Borbasi (2006) described the implementation of
the HELP program in one South Australian facility. Their
descriptive exploratory study of management of people with
dementia in acute care described the success of the HELP
program in reducing staff burden and a positive cultural
change through ongoing staff education and multidisciplinary
collaboration. The program resulted in a positive approach to
restraint elimination, and proactive patient care management
of people with dementia. The benefits of the program seem to
be in staff awareness of the special needs of people with
dementia and modification of the environment to accommodate these needs.
Creating avenues for relative empowerment was a pilot
study carried out in a New York hospital (Li et al., 2003) and
was introduced because of the increasing numbers of older
patients with both acute and chronic confusion. It aimed to
improve outcomes for older people and their family caregivers. A randomized clinical trial was conducted with 49 family
caregivers of hospitalized older people. The programme
prepared family caregivers for common characteristics and
behaviours of hospitalized older people and provided strategies to assist them in taking an active role during the
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hospitalization. The intervention included information delivered in audio and print formats and a mutual nurse/family
agreement consisting of family caregiving activities during
hospitalization. The control group were given information
about hospital services and policies. Participants in the
intervention group had fewer incidents of acute confusion
and depressive symptoms and there was a strengthening of
caregivers’ own beliefs about their understanding of older
persons’ behaviour and their ability to care for them. While
the study results were limited by the small sample size use
(n = 49), the authors concluded that improving family
caregivers’ confidence and knowledge may improve family
participation in care of older people and lead to positive
outcomes for the older person and caregiver (Li et al., 2003).
Other research literature also demonstrates that preparation,
support and involvement of family in care of older people
with confusion assists in an improvement of patient outcomes
and reduces staff and family burden (Hancock et al., 2003).
Although there is acknowledgment for the benefits of
effective dementia care in the acute care environment there
are a limited number of studies that have tested the efficacy of
models of care for chronic confusion in acute care (e.g.
Inouye et al., 1999; Li et al., 2003; Bradley et al., 2005).
Several of the studies have been limited by the lack of
comparison to a control group as well as limited sample sizes,
especially where studies have been conducted as a pilot in a
small number of units (e.g. Li et al., 2003). In addition the
emphasis of the majority of the studies has been on acute
confusion rather than dementia. While a large randomized
clinical trial demonstrated the effectiveness of the HELP
program (Inouye et al., 1999) the uptake of the program
seems to have been confined to the USA and Australia. It is
concluded that until there is a clear indication of the cost
effectiveness of the HELP program the uptake of the program
may remain limited. It is apparent that further large-scale
research comparing different models of care to a control
group is required. In addition given the importance of the
family’s involvement in the care of older people with
confusional states research exploring family engagement is
necessary as well as an exploration of the efficacy of the
dementia special care units in acute care.

Conclusion
Within the literature, there are various strategies and models
of care designed for older people with dementia in the acute
setting. The aim of these models is to improve outcomes for
the patient, their family, hospital staff and the hospital.
Although all but one of the models would benefit from
further research to establish efficacy and effectiveness they all
128

contain similar if not the same principles. The models
outlined above all emphaize the importance of staff education, standard clinical protocols and expertise in assisting best
practice in care of people with confusional states such as
dementia. In addition there is an emphasis on the benefits of
supportive environments that meets the physical, emotional
and sensory needs of older people. While such principles have
been integrated into long term care it appears that the same
emphasis has not taken place within acute care settings.
However, it was surprising given the increasing numbers of
older people with dementia to find a limited evidence base in
the literature for care of chronic confusion as a result of
dementia.
Acute hospitals constitute a different care environment
when compared with residential care homes, a different staff
ratio, skills mix and staff education. Whereas staff in care
homes are generally aware of the needs of older people acute
care staff may not have the education and understanding of
older people to ensure their practice has an older person
focus. Often people with dementia are ‘managed’ by an
assignment of one staff member to oversee that the person is
not disruptive to the ward routine. The perception that the
person with dementia is at fault rather than the environment
is one of the key principles that Kitwood (1993) sought to
challenge. Describing behaviour retrospectively using the
antecedents, behaviour and consequences (ABC) analysis of
behaviour tool may also help to challenge such assumptions.
Such a method may help to stop practitioners’ inappropriately labelling and blaming people with dementia, and to
explore how they might adapt their practice and the
environment rather than to change the person.
The available evidence suggests that there are a number of
principles that acute hospitals would do well to incorporate
to maximize the care of older people with dementia in acute
care. Of prime importance is the development of staff
expertise and education in the care of older people with
chronic confusion. Further assistance could be made possible
through standardized care protocols that include evidence
based assessment and detection of confusion tools and that
follow a plan of action so that the person is treated and cared
for as appropriate. Furthermore, environmental modifications that promote orientation and decrease negative stimulation may assist older people with dementia to wander
without feeling confined or being restrained. However, given
the relative paucity of studies that test and report on best
practice models of care of people with dementia and the
dominance of small scale studies, this review of the literature
demonstrates the need for further research that aims to
identify and evaluate such a model of care. In particular, the
authors argue that the review demonstrates the need for
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intervention studies that move beyond the descriptive to an
evidence base for care of people with dementia in acute
settings. Future research should incorporate the current
principles of care of older people with dementia into
intervention studies that document the type of intervention
used in sufficient detail for others to implement. Although
there is an assumption that the principles are common to
both acute and chronic care there is limited research to
support such a premise and it is timely that such assumptions
are tested.
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