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Healthcare Staffs’ Experiences and Perceptions ofating for People with
Dementia in the Acute Setting: Qualitative Evidencé&ynthesis

1 Introduction and Background

Dementia is a term used to describe a group ofdlss that have common symptoms (Cabhill
et al. 2012a). The most common conditions withia ¢gnoup are Alzheimer’s disease and
vascular dementia. It is estimated that one new chdementia is added every three seconds
Worldwide (Prince 2015) and, once diagnosed, meslimvival is 4.6 years (women) and 4.1
years (men) (Xie et al. 2008). The impact on ths@e and their families is extensive. The
global cost of dementia, both financially and imis of burden of disease, is rising and
dementia has become a key health policy priorityiany countries (OECD 2015). In
Europe, dementia is estimated to cost €177 billagproximately €22,000 per person, per
year (Wimo & Prince 2010, Wino et al. 2011). Uptieventive treatments become available,
millions of people will live with dementia and effe must focus on improving their lives and
the management of their care (OECD 2015).

It is estimated that one quarter of people accgssinte hospital services are likely to
experience dementia, in addition to the health lpralithat caused their admission to hospital
(Alzheimer’s Society 2009, Cahill et al. 2012b).péArson with dementia is more likely to be
hospitalised because of their complex needs arakped risks to their wellbeing
(Cunningham & Archibald 2006). A person with deni@riso tends to stay in hospital for
longer (King et al. 2006). However, admission tcaaate hospital can exacerbate the effects
of dementia because of disorientation and distagsed by separation from familiar people,
environments and routine (Department of Health 200%e longer people with dementia are
in hospital, the effect on the symptoms of dementbesens; discharge to a care home
becomes more likely and antipsychotic drugs areerhikely to be used (Alzheimer’'s Society
2009). The pace of activity in hospital places hdgimands on staff and, in these
environments, their priority is monitoring and mgimeg the acute needs of all the patients in
the unit (Royal College of Nursing 2010). A sunimythe Alzheimer’s Society (2009)
reported that 77% of carer respondents were dssgatiwith the overall quality of the care
provided to people with dementia in acute settings.

2
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Hospital design, staffing and processes shouldlaptad to better meet the needs of people
with dementia and their carers (Travers et al. 20I8e Irish National Audit of Dementia
Care in Acute Hospitals (2014) also identified kegas for improvement such as assessment,
education, environmental design, liaison servipeicy development and review of
medication guidelines. Many initiatives are desedlilin the literature that may help in the
provision of better quality care. For example, tise of “dementia champions” has been
identified as a means of promoting best practickearsuring that staff are supported and
educated in the care of people with dementia (Gwgiram & McWilliam, 2006, Crabtree &
Mack 2010, Royal College of Psychiatrists (RCP)2®D013). A similar role is that of
dementia nurse specialist (DNS), whose resportsgsilinclude raising awareness of
dementia among staff and ensuring the provisiagoofd quality information to people with
dementia and their carers (Elliot & Adams 2011 )tlker initiatives include resource packs,
educational films and online learning packagestaff (McPhail et al. 20QDementia
Services Development Centre 2010, Wesson & Cha@0a0, Howie 2012, Duffin 2013).
More recently, the Royal College of Nursing (RCR()14) introduced the RCN
Development Programme aimed at transforming demeatie in hospitals. Positive
outcomes for staff included a boost to confidenut morale, and support in developing
engagement with carers. In addition, carers of [geepith dementia felt their relatives were
being cared for with more dignity and respect aaeis felt more involved in the care

activities.

While many exciting initiatives have been descrildibdre is currently insufficient evidence
to support their success in terms of outcomes aatitg of care. Clarity is needed to
establish how care can best be provided to peojpfede#mentia in the acute setting. This can
be first achieved by synthesising existing knowkedg how healthcare staff perceive and
experience the care that people with dementiavedrithe acute setting. Qualitative
evidence synthesis is a comprehensive approaamowl&dge synthesis and can uncover
current practices, elements of good care and cigdketo appropriate care. Conclusions can

then be drawn across studies to prompt furthecpaolevelopment and research.

2 Design
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The aim of this qualitative evidence synthesis toasxplorethe experiences and perceptions
of healthcare staff in caring for people with detreem the acute setting. Qualitative
synthesis is appropriate for this purpose as ibleisahe interpretation of isolated, qualitative
findings systematically and with rigour in orderimdorm healthcare policy and improve care
of people with dementia in the acute setting (Feidg2003, Thorne 2008). The specific
approach used was framework synthesis, adaptedffeonework analysis as described by
Ritchie and Spencer (1994). Framework synthesigighes a pragmatic approach to
synthesis, whereby an existing conceptual framevgoused to identify priori themes
(Carroll et al. 2011, Booth & Carroll 2015). It wdsemed suitable for this review because a
published framework existed that could be empldgestructure the synthesis (Carroll et al.
2013). Framework synthesis is useful for descrilaing interpreting what is happening in a
particular setting: in this case, the acute seftBapth & Carroll 2015).

2.1 Conceptual Framework

A conceptual framework is an essential componemntifiolertaking framework synthesis
(Carroll et al. 2013). It helps to guide decisioegarding analysis and the interpretation of
findings. In dementia care, the VIPS framework @egeloped to provide guidance on how
the concept of person-centeredness can be appleading for people with dementia
(Brooker 2007). The framework is based on four éeynents: Values, Individualised,
Perspective and Social (VIPS). These are desciib&dble 1. Person-centred care focuses
on the individual needs of a person rather thatherefficiencies of the care provider; builds
upon the strengths of a person; and honours th&ies, choices, and preferences (Brooker
2004, 2006, 2012, McCormack & McCance 2006, McCai#003, Kitwood 1992). In the
context of dementia care, person-centerednessstaggther ideas and ways of working
with the lived experience of people with dementiat emphasises communication and
relationships (Kitwood 1997). The VIPS frameworls leeen adopted as a means of
internally benchmarking the person-centerednegsaattice within a number of service
settings, particularly within the care home sectbhas been successfully used in the UK,
Norway and USA (Rgsvik et al. 2011, Passalacquaa&ndod 2012, Baker 2014). It is
fitting that it can also be used to explore howgeavith dementia are cared for in the acute

setting.
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THE VIPS FRAMEWORK (BROOKER 2006, 2016)

V: A value base that asserts the absolute value of all hiires

regardless of age or cognitive ability.

I: An individualised approach recognising uniqueness

P: Understanding the world from tiperspectiveof the person identified

as needing support.

S: Providing asocialenvironment that supports psychological needs.
Table 1: The VIPS Framework

The “Value” element of the framework involves orgational elements such as

management, vision, human resources, staff tra@mmbpdevelopment. The “Individual”
component requires an understanding of life histeajuing personal possessions, individual
preferences and providing individualised suppod eare. “Perspective” refers to empathy,
communication and advocacy, as well as a considarat the physical environment and the
physical health needs of the person. “Social” recsaEs the importance of being part of a
community, the involvement of family and friendgnabonstration of warmth, respect,
validation and enabling the person’s social indaosiThe four elements of the VIPS
framework provided the basis for exploring and Bgstsing primary qualitative data that
focused on the care of people with dementia ineasettings. These core elements of the
framework provided a structure that recognisedrtiportance of the person with dementia

as central to the entire process.

2.2 Review Team and Advisory group

The EPPI-Centre (2010) recommends both a reviem tgad an advisory group for
conducting qualitative evidence synthesis. Theenetieam was responsible for the on-going
conduct of the review. The team included individualth expertise in qualitative research
and subject area expertise: in this case, demeatea(Lloyd Jones 2004, EPPI-Centre 2010).
The advisory team consisted of a researcher witnsive qualitative synthesis experience
and an expert who understood the experiences séttaring for people with dementia and

who had developed the VIPS framework.

2.3 Search Strategy

An extensive and exhaustive search technique web (boyd Jones 2004, Sandelowski &
Barroso 2007, Finfgeld-Connett 2010). A researdstant, with support from a librarian,
conducted the search using the databases in Tallla@search terms included all possible
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combinations of: “dementia” or “Alzheimer”; “staffir “health professional”; “qualitative”
or “grounded theory” or “ethnography” “action resdd; “hospital” or “acute care” or

“clinical setting”; “perceptions” or “attitudes”;ifiterviews” or “focus groups”.

Databases accessed:
CINAHL
Embase
ETHoS
PsychINFO
Proquest
SCOPUS
Web of Science
Table 2: Search Strategy

Language and year parameters were not set, in tr@dapture as much relevant literature as
possible. Two articles were translated from Fin@istd Spanish into English for full text
screening but were later excluded, based on thetfatthey were not relevant. In addition,
unpublished material, such as PhD theses, wasdedl|to avoid publication bias (Finfgeld
2003, EPPI-Centre 2010). Some studies focused nmefher’s disease rather than overtly
defining dementia. For comprehensiveness and indiys'Alzheimer” was included in the

search strategy. However, none of these articléeghmenclusion criteria.

Qualitative research was defined as research ctedlusing widely accepted qualitative
methods. Mixed methods studies were included difigs demonstrated that they were
supported by raw data (Finfgeld 2003). The inghrches retrieved 692 references that were
included for screening. From a management persgedndNote was used to manage all of
the references that were deemed potentially rete\féwe EndNote library was then imported
into NVivo version 10. NVivo was used to managestdiges of the synthesis process:
screening, quality appraisal, data extraction amthesis. There is little published literature
about using NVivo for all stages of framework sysis and this is the focus of another paper
(under review) focusing on the innovative methodalal processes involved in this present

review.

2.4 Screening
Each report was screened independently by two menub¢he review team, who then met
to discuss and resolve disagreements. In somenicess, the third team member was

consulted to confirm and agree decisions. The mects screen for title and abstract
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simultaneously was made because it was found thay ttitles did not describe the study

clearly, making it difficult to determine applicéibi on title alone. Table 3 outlines the

inclusion and exclusion criteria that were usedlifierscreening process. Figure 1 illustrates

the screening process.

Included

Excluded

Primary research studies

Literature Review and descriptive
articles

Qualitative and mixed methods

Acute setting should not be place of
residence

Exclude community, long-term
settings, and dementia specific
settings.

All healthcare staff working in the
defined acute setting

Exclude carers, relatives and
People with dementia

Person with dementia as stated by the

study author +/- formal diagnosis of
dementia as described in the report

Includes direct care +/- managemern
of care

Perceptions and experiences of
healthcare staff

Exclude if focus is

on knowledge, decision making,
advanced care directives,
detection, diagnosis

Table 3: Inclusion/Exclusion Criteria
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DATABASES ACCESSED BY
RESEARCH ASSISTANT:

SCOPUS
EMBASE
CINAHL

WEB OF SCTENCE
PROQUEST
ETHOS
BSYCHINFO

J

N=T32
MANTTAL EXCLUSION OF 40
QUANTITATIVE RESEARCH
BASED ONTITLE

N=692
TITLE AND AESTRACT N=£523 EXCLUDED BASED
SCREEN C—,> | O CRITERL: [CENTIFIED.

DOCUMENTED IN NVIVO

l

=5
n=g :> N=55 EXCLUDED BASED
IT SCREEN ON CRITERIA IDENTIFIED.
FULL TEXT N DOCUMENTED IN NVIVO

N=14
INCLUDED REPORTS N=2
— |awarmic
i H=11 CONFIRMATION
INCLUTED STUDIES

!

N=12
FINAL DATA EXTRACTIONS

N=9
IMCLUDED STUDIES

Figure 1: Screening and Selection Flow Chart

2.5 Data extraction and quality appraisal

Two members of the review team extracted the dadacanducted the quality appraisal of
each included report (n=12). A data extraction fovas developed specifically for this
review and included all the necessary informatiooud the research design, setting and
methods. It also allowed the review team to plaeedata into the conceptual framework.
Data were defined as that which appeared in théts&ndings section of the reports. Like
previous framework synthesis conducted by Caritadl.g2011), data included verbatim
guotes from participants and findings that wereregal by the study authors. Framework

synthesis allows for the integration of primary aedondary data (Booth & Carroll 2015).
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The discussion and conclusion sections were naided in the synthesis (Carroll et al.
2011).

If data emerged that did not translate to the egs¥IPS themes, an additional section was
included in the extraction form to capture thes&a dar thematic synthesis. Thematic
synthesis was then undertaken as an interpretidective process (Carroll et al. 2011,
Thomas et al. 2012). Quality appraisal was condusi@ultaneously with extraction and the
Critical Appraisal Skills Programme (CASP) tool wasluded in the extraction form. CASP
is commonly used in qualitative evidence synth@3mvne et al, 2007, Campbell et al. 2011,
Valderas et al. 2012). It was recognised that studf low methodological quality can still
generate insights derived from the data (Dixon-Woetdal. 2005, Noyes et al. 2008).
Therefore, the purpose of quality appraisal in thisew was not to exclude studies but,
rather, to distinguish between studies in termsvefrall contribution and methodological
rigour (CRD 2008). Carroll et al. (2011, 2013) déses sensitivity analysis, as a process of
determining the effect of study quality on the $gstis findings. This helps to understand the
impact of including studies that are deemed ofadequality (Thomas and Harden 200).
this review, reports were classified using CASRyfdsigher or lower quality. In NVivo, it
was possible to query the findings and frequenagfadrences under each theme and sub-
themes using matrix query tools. Matrix query tais useful for checking the integrity of
gualitative findings (Houghton et al. 2013). A \aducolour-coded matrix query illustrated
that the weighting of the findings was almost ideadtwith or without the inclusion of lower

quality reports. This process is described in naetail in another paper (under review).

2.6. Characteristics of included studies

Table 4 outlines the study characteristics includetie review. It is evident that the studies
were conducted in 2002-2012, with many of themiedrout in Australia. Some outlined
specific qualitative methodologies, while otherfeneed to generic qualitative approaches.
No mixed-method studies were included in the feeéction. Staff participants included
medical staff, nursing staff, nurse managers,dltiealth professionals and nursing
assistants. If the study included data from pandiots other than those identified in the
inclusion criteria, or from a setting that was m#ntified as an acute setting, then those data

were not included.
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Author(s)/ | Date | Report Design Sample Methods Study Focus
Country Type
Borbasi et al. 2006 Journal Interpretivist 23 multidisciplinary Semi-structured To explore, understand, and interpret
Australia realism experts across the interviews nurses’ and healthcare professionals’
range of disciplines in experiences of managing patients
3 large teaching who have dementia and have been
hospitals admitted to hospital for treatment of
a non—-dementia-related illness. To
provide a rich description of current
practice and perceived better/best
practice.
Cooper et al. 2012 Report Qualitative 51 carers, consultant Semi-structured This project aims to explore
Australia physicians, nurses , interviews medication processes that occur
pharmacists, during acute care episodes and in
occupational care transitions for people with a
therapists, general diagnosis of dementia and to make
practitioners and recommendations to improve
Alzheimer's Australia practice.
staff [Only data from
acute care staff
included in review]
Cowdell 2008 PhD thesis Critical 12 interviews and Semi-structured To explore the experiences of
England interpretivist observational data interviews and patients, lay carers and health
ethnography from 85 staff. non-participant and social care staff of care received
plus practice Staff included observations by older people with dementia in the
development registered and non- acute hospital setting.
and registered individuals
integrative from a range of
review [only disciplines including
ethnography nursing, allied health
included in professions, social
review] work and medicine.
[Patient and carer
interviews not
included in review]

2010 Journal Ethnography Focused on nursing As above The purpose of this study was to

staff only, n=17 explore the experiences of patients
and nursing staff of the care received
by older people with dementia in an
acute hospital setting.

2010 Journal Ethnography 11 people with As above To investigate the experiences of
dementia, 25 patients and nursing staff in relation
registered nurses and to the care delivered to, and received
33 nursing assistants by, older people with dementia in an
[only staff data acute hospital setting.
included in review]

Eriksson and 2002 Journal Qualitative 12 nurses in five acute | Semi-structured The aim of the study was to describe
Saveman care wards and one interviews nurses' experiences of difficulties
Sweden accident and related to caring for patients with
emergency dementia in acute care settings.
department of an
acute hospital
Jones et al. 2006 Journal Qualitative 25 health Semi-structured Generate a rich description of nurses'
Australia descriptive professionals across interviews and healthcare professionals'

exploratory

three metropolitan
hospitals including
medical staff, nursing
staff and managers,
physiotherapist,
occupational therapist
and social worker

experiences of caring for patients
who have dementia and are being
treated for non-dementia related
iliness in a hospital setting to provide
a- comprehensive picture of current
practices

10
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Author(s)/ | Date | Report Design Sample Methods Study Focus
Country Type
Moyle et al. 2010 Journal A pragmatic, N= 13 staff in acute Semi-structured The aim of this study was to describe
Australia exploratory medical and surgical interviews the staff
qualitative wards. Senior staff perspectives of current practice in the
approach included a medical care of older people
situated in doctor who with dementia in the acute care and
the specialised in to critically evaluate the current care
interpretive gerontology, two management in this setting in
paradigm acute care nursing relation to the available literature
directors and a clinical
nurse consultant who
was a specialist in the
care of older adults in
the acute care sector.
Ward staff included
three nursing unit
managers, two clinical
nurses, one registered
nurse and three
assistants in nursing.
Nolan 2006 Journal hermeneutic 7 nurses working inan | In-depth, non- The aim of this study was to
Ireland interpretatio acute hospital directive illuminate nurses’ experiences of
n conversational caring for older persons with
interviews dementia in an acute hospital setting.
2007 Journal not explicit As above As above The aim of this study was to explore
nurses’ experiences of
caring for older people with dementia
in an acute hospital
setting
Rhynas 2010 PhD Thesis A reflexive 38 nurses. 19 nurses Focus groups and The aim was to explore how nurses
Scotland sociological participated in focus interviews conceptualise dementia and how this
approach groups while a further conceptualisation relates to care and
using 15 ward nurses and 4 care planning?
Bourdieu’s Charge Nurses
Theory of contributed through
Practice individual interviews.
The majority of the
contributing nurses
were observed in
practice.
Robinson et al. 2012 Journal Interpretive Sample included staff Focus groups and The aim was to identify key elements

Canada

descriptive
study

from Emergency
medical Services:

1 Physician,

2 Leaders/managers,
Paramedic/EMT and
from the ED:
1Physician,

4 Leaders/managers
and 4 RN

[Only data from the
ED were included]

semi-structured
interviews

influencing the success of transitions
in care for residents moving between
NHs and EDs from multiple
perspectives

Table 4: Characteristics of the 12 included studies

3 Synthesis Findings

VIPS provided the framework for synthesis. Inifathdditional concepts were derived, but

on further synthesis, they were integrated withim pre-identified themes. Eight sub-themes

were also identified as outlined in Table 5.

11

Page 11 of 26




THEMES SUB-THEMES

VALUING Pathways of care
Culture of care

INDIVIDUALISED “Pieces of the puzzle”
Barriers to person-centred care

PERSPECTIVE Interactions and impact on other pagient
The built environment

SOCIAL AND PSYCHOLOGICAL “Forming relationships”
Family involvement

Table 5: VIPS themes and sub-themes

3.1 Valuing

This theme focuses on infrastructure and manageamehhow these support services in
providing person-centred care for people with demaelVithin this theme, two sub-themes

were identified: Pathways of care and culture oéca

3.1.1 Pathways of care

This sub-theme examines some of the challengesdradmission in the acute setting. Jones
et al. (2006) identified that the number of patsenith dementia in acute care settings is
growing and that these patients are admitted aalbssctors of the setting. It is difficult to
provide the specialist care needed in the acutegdéiNolan 2007). A lack of clear reason for
admission was challenging for nursing staff who tleht some people with dementia were
being admitted and being cared for in acute medveatls whilst having no definitive

medical diagnosis (Eriksson & Saveman 2002). Inadrjassessment could miss early onset
dementia, which could prevent early treatment atiogrto one geriatrician (Borbasi et al.
2006). If the person has a diagnosis of demetigy, are more likely to be assessed and
cared for appropriately (Rhynas 2010).

Once in the acute setting, patients were oftersteared between settings for investigations.
This could be difficult for patients with demenéa it involves meeting with many different
staff members (Eriksson & Saveman 2002). In thergerey Department (ED), in

particular, this could add the potential for delim and it was considered important to transfer

the person to a calmer environment as soon asgp@¢Bobinson et al. 2012).

12
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Planning for discharge could prove challenginghwidélays in securing a place in residential
care. These delays in transfer meant that the pevgh dementia might stay longer in the
acute setting than was necessary and could beiyside be "blocking beds" (Borbasi et al.
2006, Rhynas 2010). The need for an effectiveidisttiplinary approach to care and
discharge planning was identified (Borbasi et @0& Cowdell 2008). There was also a need
for mutual respect and effective communication it working with people with

dementia in the community to facilitate the “seassl&ansfer of care” (Cooper & Deeks
2012, Robinson et al. 2012). There is a requirerf@mhanagement to examine how people
with dementia are introduced and moved within the&esetting. Care pathways should

focus on consistency and minimal disruption wher@assible.

3.1.2 Culture of Care

This sub-theme describes both the personal andisegeonal philosophies surrounding care
of the person with dementia and how they impadhenrculture of care. For some nurses,
caring for people with dementia can be viewed asdane and not particularly rewarding or
prestigious (Cowdell 2010aYlany nursing staff articulated the view that thagived to care
for people with dementia as they would member$eir town family. However, in reality,
they often provided care with kind intention butile-personalising way (Cowdell 2008,
Cowdell 2010a).A focus on safety meant that attending to fundaaigaitysical and
psychosocial needs became less of a priority (Meykd. 2011, Rhynas 2010). It was
identified that because of the acute environmesupfe with dementia may present with
more challenging behaviours than they would in ofettings and, therefore, restraint and

“specialing” were more commonly used (Jones e2@G06).

Restraint was defined in the studies as physicahemical methods of demobilising a person
with dementia (Borbasi et al. 2006). It was ideetlfthat restraint was sometimes
inappropriately used because staff were too budydahnot have time to care for the person
with dementia (Borbasi et al. 2006, Eriksson & Sase 2002, Jones et al. 2006). Being
“under pressure” due to limited time and resoumas commonly referred to in the reports
(Borbasi et al. 2006, Cowdell 2008, Cowdell 201@awdell 2010b, Eriksson and Saveman
2002). The use of restraint was also justifiecenmis of staff and patient safety (Moyle et al.
2011). It was ethically challenging for nurses wiere caring for patients who had been

13
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chemically sedated, which sometimes threatenegdlson’s dignity (Eriksson and Saveman
2002). The use of "specialing” was consideredlehging because the staff involved often
did not patrticipate in care and would sit and neider than interact with the person with
dementia (Moyle et al. 2011). There is a need thregs the capacity of staff in acute settings
to provide appropriate care to people with demeantean often busy and stressful

environment. Alternatives to restraint and “speogil should be considered.

In addition to capacity, the attitudes and knowkedfthe staff need to be examined. The
studies showed that while staff members were aftersidered knowledgeable about
dementia; some stereotyping was entrenched, whalrepted nurses seeing beyond the
person's confusion. This was more prevalent inisakgvards (Borbasi et al. 2006).
Uncertainty in caring for people with dementia mehat staff often focused on physical
needs (Cowdell 2008). Nursing assistants tendédve had training only in managing
aggressive behaviour (Cowdell 2008), whereas oc¢imuzd therapy and social work staff
believed their education had embraced dementiaficarethe outset (Cowdell 2008). Nurses
could actively seek out education on dementia batét was found to be not readily
available (Cowdell 2008). It was noted in Rhyna®1(® that mental health nurses had
greater knowledge of dementia care than generaksuit was felt that a lack of
understanding about care of the older person casatnlimpact on care of people with
dementia (Robinson et al. 2012). In care plannimglerstanding the disease of dementia
would help staff to understand the associated pegies, thus plan care more effectively
(Rhynas 2010) and facilitate more effective catbways (Robinson et al. 2012). Itis
necessary to provide education about appropriatefoathe person with dementia but also
there is a need to make education available andiatary in areas where staff will meet and

care for people with dementia.

3.2 Individualised
This theme focuses on evidence supporting indiVised, person-centred approaches to care,
or on the contrary, where this approach to careneagvident. The sub-themes were:

“Pieces of the puzzle” and barriers to person-eghtare.

3.2.1 “Pieces of the puzzle”

This sub-theme explores how getting to know the@eind their diagnosis could help in

care planning and the provision of person-centegd.Senior staff seemed to use the

14
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language of person-centred care more readily, vases&ff providing direct care alluded to it
in a more abstract way or referred to it as indigigsed care (Cowdell 2008, Rhynas 2010).
In one study, two physiotherapists were observestippming a session with a person with
dementia who was not responding, thus acknowledhi@geeds of the person were more
important than adhering to routine (Cowdell 200&)owledge of the person with dementia
was important in not assigning blame for their bédwar. Familiarity with the person
facilitated an understanding of what might havggered the behaviour (Nolan 2006). A
thorough assessment promoted more appropriaterceeans of personal preferences and
triggers (Robinson et al. 2012). Having all theety@s of the puzzle” was viewed as
particularly important (Cowdell 2008, Robinson et2912).

Having the pieces of the puzzle and knowing theg@ewith dementia allowed staff to make
efforts to promote autonomy and independence iratlige setting. Signs, photographs and
clocks gave people with dementia a "sense of pland"acted as visual prompts (Borbasi et
al. 2006, Rhynas 2010). However, these opportunitight be limited in the acute setting
due to infection control and the need for medicgiipment (Rhynas 2010). Only one study
identified nurses’ efforts to maintain autonomy gamdmote independence (Nolan 2006).
"Nurses wished to care for the older person witinelgia as an autonomous being.
Perceptions of the person with dementia as a pelisomot diminish with admission to the
acute context or the degree to which the demeatisaldvanced" (Nolan 2006, p210).

3.2.2 Barriers to person-centred care

Routine approaches to care were often not persotneckbut focused on physical care
(Cowdell 2008, 2010a, 2010b). Nurses did "what eddd be done" (Cowdell 2010b,
Rhynas 2010). This could be attributed to poor Kedge and resources (Eriksson &
Saveman 2002, Jones et al. 2006). Staff couldafturdtl that luxury” of sitting down and
spending time with the person with dementia (Jated. 2006).

Sometimes, person-centred care could be overlookid pursuit of safety. Moyle et al.
(2011) illustrated an example where a nurse mardegaribes her advice to new nursing
assistants. She outlines that she always pricgigaéety over dignity, even if this means
compromising privacy and propriety, such as lea@rmathroom door open. This conflict
between safety and dignity needs to be explorad fio infrastructural perspective. Re-

examining the care environment could allow modtfaas to be made that would permit
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increased levels of dignity without forfeiting safeThis relates back to the earlier findings

outlining the need to explore alternatives to eastr

3.3 Perspective
This theme refers to the perspective of the pevdgtindementia and how they might interact
with the acute setting and what staff can do/naodaffect this interaction. The sub-themes

were: Interactions and impact on other patientd,tha built environment.

3.3.1 Interactions and impact on other patients

This sub-theme identified that people with demeintithe acute setting could exhibit
behaviours that staff could find challenging (Baibet al. 2006). This caused frustration for
nurses trying to carry out care when a person wasny them physically or shouting at them
(Eriksson & Saveman 2002, Jones et al. 2006).daxwhere patients were being restrained,
it seemed that the person was being blamed far blediaviour rather than the approach being
used to manage the behaviour being questioned @veial. 2011).

In addition to aggressive behaviour, other intéoast could pose problems in the acute
setting. Sometimes the person might not be ablegoa bell or tell staff that they needed
something, thus diminishing the quality of care thay received (Borbasi et al. 2006).
Walking about in a disoriented way, as often dertrated by the person with dementia in the
acute setting, could impact on other patients, might feel intrusion of their bed space and
belongings (Eriksson and Saveman 2002, Jones 20@6). Advocacy was described in two
studies (Borbasi et al. 2006, Nolan 2007), in teofmsurses acting as advocates for the
person with dementia to prevent labelling, discniation and stigmatisation in the acute

setting.

It can be concluded that emphasis in these situmBbould be on finding the cause of the
person’s behaviour rather than attributing blamthéindividual. Healthcare staff members
need to advocate for the person with dementia andugage understanding and compassion
from other individuals. The situation can be difficwvhen other admitted patients may be
dealing with their own ill health. Again, focusieg environment and infrastructure should
include specialist areas that could appropriatate ¢or people with dementia without

impacting on the care of others.
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3.3.2 The built environment

The acute environment is unfamiliar to the persah dementia, with noise and stimuli that
could make their confusion worse and increase aniorbasi et al. 2006, Eriksson &
Saveman 2002, Rhynas 2010). It could thereforecleendd unsafe, particularly at night-time
(Borbasi et al. 2006, Jones et al. 2006). The lay@s also described as unsuitable, with
bathrooms often at a distance from the bedsideb@et al. 2006). Doors sometimes
needed to be locked; otherwise constant monitaxiag required (Eriksson & Saveman 2002,
Moyle et al. 2011, Nolan 2007). “Many nurses tallddut the inappropriateness of the
physical environment for dementia care. They hgitted the lack of privacy and use of
communal facilities, repetitive décor” (Rhynas 20pP64). Specialised environments are

necessary to accommodate people with dementia.

3.4 Social and Psychological
This theme addresses the social and psychologealshof the person with dementia through
communication, respect and bonding, and family imement. The two sub-themes were:

“Forming relationships” and family involvement.

3.4.1 “Forming relationships”

Respect was articulated in terms of staff treativegperson with dementia like a family
member (Cowdell 2008). Bonding and building relasioips with the person with dementia
was viewed as a prerequisite to good care (Nol&é 2Rhynas 2010). "The process was
described as requiring persistence and authentnitye part of the nurse...the requirement
to treat the person with dementia as one would tneaperson whom one was getting to
know" (Nolan 2006, p211).

Interactions sometimes focused on physical caguse staff often experienced uncertainty
regarding psychosocial care and communication (@008, 2010a, 2010b) Similarly,
Jones et al. (2006) identified that communicating aegotiating care was seen as important
but often hindered by lack of time. Communicatiam ®e difficult between staff and people
with dementia (Eriksson & Saveman 2002). Staffriafor people with dementia needs to

recognize that people with dementia, even thoseamnmore advanced stages, can
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communicate given sufficient time and support. Cel2008, 2010b) recommends that

staff need to listen to this client group and lelaom their experiences.

3.4.2 Family involvement

The family's knowledge of the person with demewniges important in the delivery of
individualised care and in helping people feel psyogically safe (Nolan 2006, Robinson et
al. 2012). Family members can inform staff aboutipalar triggers that exacerbate or soothe
the manifestations of confusion in their relatiVleeir insight is crucial and members of staff
need to maintain effective relationships with fgnmiembers wherever possible (Nolan
2006). Family was a source of support for the persibh dementia but there was also
potential for conflict if families made decisions behalf of the confused person that were
not in their best interest (Cowdell 2008, Nolan @0@hile support can be beneficial, there

is often no clear strategy for family involvemektdyle et al. 2011).

4 Discussion

It is evident that the acute setting is not theag¢ace for a person with dementia. This
present synthesis identifies barriers to appropigate for the person with dementia. These
include ineffective pathways of care, unsuitablei@mments, inadequate resources and
staffing levels and lack of emphasis on educatmhteaining for staff caring for people with
dementia. Ultimately, the culture of the acuteisgtimpacts on the care that is given and
there needs to be “sweeping environmental andraliithanges” (Jones et al. 2006, p144).
The reality remains that healthcare staff will clrepeople with dementia in the acute
setting and efforts must be placed on improvingavelstandards for this client group.
Person-centred care requires improving standardgsathe whole healthcare organisation in
a sustainable way and not just at the individudlaard level (Brooker & Latham 2016).
This needs to be reflected in policies developeatine setting to address the specific care

needs of people with dementia and the strategibe tmployed across the organisation.

Ultimately, there needs to be capacity, in ethoganisation and structure, to care effectively
for people with dementia in a person-centred waadership is required at a senior level to
instil the values needed for appropriate care arehsure standards and procedures are in
place within an organisation. In addition, leadgrss also required for the day-to-day
management and provision of care (Brooker & Latl281h6). Efforts should be placed on

building organisational capacity and creating streed pathways of care to transition people
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within the acute setting and to and from the comitgirasidential settings (Borbasi et al.
2006, Cooper & Deeks 2012, Robinson et al. 201Ris flequires effective multidisciplinary
engagement across acute and community settingsRdyed College of Psychiatrists (2013)
identified an increase in the number of hospitalhe UK that have care pathways in place
for people with dementia but this may not be reflecof other countries. In addition, a
discharge co-ordinator could improve the transferemple with dementia from the acute
setting (Cornell et al. 2012).

The environmental design of the traditional acet#irsy in the studies was shown to place
people with dementia at risk of harm (Borbasi eR@D6, Eriksson and Saveman 2002,
Nolan 2007). There needs to be a focus on waysharee the environment. Borbasi et al.
(2006) identifies that risk management should batagral part of assessment and care. All
new builds should incorporate dementia-friendlyigies (Irish National Audit of Dementia
Care in Acute Hospitals 2014). There are a numbgyals available to audit existing
environments and even minor changes can improvexperience for the person with
dementia. One example of such an audit tool i€titeancing the Healing Environment
(EHE) dementia care tool for wards and hospitale(King’'s Fund, no date). An appropriate
environment will minimise the need to prioritisdetg over dignity and ensure people are
cared for in a safe and dignified manner. Regarthagpropriate use of restraint, Hughes
(2008) emphasises that its use is a violation afidurights. Staff should explore more
carefully the cause of the behaviour of conceranreffort to reduce the use of restraint. This
requires education and training (De Bellis et 8L D). It also necessitates the allocation of
adequate resources as restraint may be more comomed in instances where there are
staff shortages (Hughes 2008).

It is evident that training and education are keyaa for improvement. The synthesis
revealed that staffs were not equipped with thietrekills to provide appropriate dementia
care in the acute setting and education is crifaralhe provision of meaningful care
(Borbasi et al. 2006, Cowdell 2008, Eriksson & Saaa 2002, Nolan 2007, Rhynas 2010).
Education and training should be easily accessihteorganisation led (Cooper & Deeks
2012, Jones et al. 2006). However, other resead¢tsmre found that education alone will not
sustain a change in a culture of care (Cowdell 20Mbyle et al. 2011). Staff education and
training is of prime importance but must go beytimeleducation of individuals to facilitate

positive organisational change (Moyle et al. 20Ptactice development initiatives need to
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focus on staff at an emotional and intellectuaéléZowdell 2010a), with education
endeavouring to rekindle empathy and focus mongesson-centred approaches (Cowdell
2010b, Nolan 2006, Nolan 2007).

Recommendations arising from the synthesis inctbdeequirement for "floating expertise”
(Borbasi et al. 2006). Specialists, such as climoase specialists and transitional care
pharmacists could advocate and build capacity iarganisation to effectively care for
people with dementia (Borbasi et al. 2006, Coop&eks 2012). This emphasises the
potential value in some of the initiatives desadilearlier, such as “dementia champions”
(Cunningham and McWilliam, 2006, Crabtree & Mack@PRCP 2010, RCP 2013) and the
dementia nurse specialist (DNS) (Elliot & Adams 201

Some of the studies in the synthesis identifieédedrto focus on best practice initiatives,
championed by staff from the top of the organiza{iBorbasi et al. 2006, Jones et al. 2006).
These initiatives could include development oficihguidelines and models of best practice
(Borbasi et al. 2006, Jones et al. 2006), focusmgmpathy and person-centred care, and the
elimination of the use of restraint (Cowdell 2008nes et al. 2006). Using the VIPS
framework as a guide to examining practices iraitige setting would allow recognition of
good practice and also identify areas for improvwaniBrooker 2006, Brooker & Latham
2016). This review has shown that this frameworsuigable for looking at the care of people

with dementia in this context and could also bedwsea framework for policy development.

Further, more extensive, research is needed tade@n evidence base for dementia care
(Cowdell 2010a, Eriksson & Saveman 2002, Robingah. €012). It should be noted that
the studies identified for synthesis were condugtezD02-2012. A number of audits and
reports have been published since then and thes&prmore clear recommendations on
what needs to be done to improve the care of peufiledementia in acute settings.
Consequently, more intervention research is wagth(i¥loyle et al. 2011), with a particular
emphasis on measuring the effectiveness of sorteanhitiatives that have been introduced
in the acute setting in recent years. The studigsided in this synthesis were qualitative,
exploring experiences and perceptions of care. é¥ew little research has been undertaken
to examine the effectiveness of interventions tpriowe care for people with dementia in the
acute setting. There is also a need to examineaiteeof the people with dementia in non-

dementia specialist facilities, such as ICU or maigvards (Cowdell 2008, Nolan 2006).
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This review employed framework synthesis as a pedgnapproach to exploring the care of
people with dementia in acute settings using aipusly published framework. It was
deemed an appropriate approach, capturing a widgeraf issues in a cohesive way. Having
the developer of the VIPS framework as an advisané review was helpful for clarification
purposes. The framework was found to be easy ¢odrgt, very comprehensive and suitable
for exploring the care needs of people with denaefthis is evident by the fact that no
additional themes were needed to describe angnetathe data. The search strategy was
comprehensive and screening conducted by at lwastsearchers added rigour to the
process. In terms of critical appraisal, the méjaf studies were deemed of high quality.
Reports of lower quality were still included in thgnthesis. Sensitivity analysis, using
matrix queries within NVivo, confirmed that the diings from these studies did not influence
the overall findings in terms of weighting or cabtition. This review explored only the
perspectives and experiences of staff but proviltiser scope for evidence synthesis
focusing on care in the acute setting from thepgesve of the person with dementia and
their carers.

5 Conclusion

This review has identified key issues in the cdneemple with dementia in the acute setting.
These include improving pathways of care, creaguntable environments, addressing
resources and staffing levels and placing empluastbe education and training for staff
caring for people with dementia. Recommendatioasveade for practice consideration,
policy development and future research. Throughitatise evidence synthesis, it has been
possible to draw conclusions from a number of gsidind this strengthens the findings and
recommendations, which, in turn, provides bettédevce for policy makers. This synthesis
identified the usefulness of VIPS as a structurgdeyto exploring the care of people with
dementia in acute settings. This paper recommdradghis framework should be use to
guide policy development also. The VIPS framewadknitifies issues at all levels of the
acute hospital infrastructure, which can inforndies at organisational and ward level. This,
is turn, may inform the development of effectiveeimventions to improve the quality of

person-centred care for people with dementia itegcaspitals.

What is already known about the topic?
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* Dementia is a global issue that impacts greatliieaith care delivery systems
* People with dementia have specific care needs atamtted to acute settings
* The acute environment is often unsuitable for thies@n with dementia

What this paper adds

* There is a need to create capacity in the ethgangation and environment in which
care is provided to people with dementia in acatérgys

» This capacity can be created through educatiodelksaip and structural design
changes to the acute environment.

* The VIPS framework is suitable for guiding policypéoring ways to improve care
for people with dementia in acute settings
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