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Hospitals are not properly designed to 
care for persons living with dementia  

 persons living with 
dementia who are 
extremely vulnerable to: 
  hospital-acquired 

delirium and 
  hospital-acquired 

deconditioning, leading 
to  

 hospital-acquired 
disability. 

 

 According to CIHI, when seniors 
living with dementia are 
admitted to hospital they  

 experience 1.5 X more 
hospital harms 

 they have twice the length 
of stay (LOS) of seniors 
without dementia,  

 ½ of alternate level of care 
(ALC) days 

 This contributes to 
“Hallway Medicine” 

 



The marginalization and neglect of dementia 
in hospitals occurs at many levels 

 few, if any, Canadian 
hospitals have corporate 
acute care dementia 
strategies to proactively 
plan for the escalating 
numbers of persons living 
with dementia that will 
be presenting to hospital 
even though dementia is 
already the main driver 
of their ALC problems. 

 Acute care is rarely if 
ever considered in 
provincial and national 
dementia plans 
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Published acute care dementia strategies 
( www.hospitaldementiacare.ca ) 
 
 Improving BC’s care for persons with dementia in emergency departments and 

acute care hospitals (2011): see page 13 in 
https://www2.gov.bc.ca/assets/gov/people/seniors/about-
seniorsbc/pdf/improvingcaredementiareport2011.pdf  

 

 Dementia care in the acute hospital setting: issues and strategies, a report for 
Alzheimer’s Australia (2014): see page 12 in 
https://www.dementia.org.au/sites/default/files/Alzheimers_Australia_Num
bered_Publication_40.PDF  

 

 Irish National Audit of Dementia Care, version 2 (2020): see page 26 in 
http://dementiapathways.ie/permacache/fdd/cf3/1ce/00bd672fac7c0ef730d
753ea3b10c112.pdf  
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Hospital-level 
data 
“one cannot 
manage what 
one cannot 
measure” 

Accurate identification of patients with dementia in each individual hospital to measure hospital-level 
outcomes:  
1. Prevalence of dementia in each hospital tracked over time (to determine if hospital diversion, 

interventions, and discharge measures are effective). 
2. The effectiveness of new in-hospital interventions on outcomes for hospitalized persons living 

with dementia (i.e. the analysis must be able to isolate this population) including: 
• Hospital harms (hospital-acquired delirium and hospital-acquired deconditioning with decreased 

mobility and falls, leading to hospital-acquired disability) 
• Alternate level of care (ALC) 
• Length of stay (LOS) 
• Return to hospital (readmissions) 
• Number of code whites (violent patient codes) 
• Rate of use of antipsychotic (neuroleptic) medications 
• Sitter use 



Strong 
leadership and 
corporate 
commitment  
  

1. Strong support and commitment of senior management team and board of governors to direct 
needed resources and remove barriers to move the strategy forward. 

2. Multidisciplinary dementia quality improvement teams with clear governance structure and a 
communication path to senior management.  

Detection and 
documentation 

Screen for cognitive impairment (caused by dementia, delirium, etc.) in all patients over 65 years old, 
starting in the Emergency Department. 
Flag diagnoses of dementia in the electronic medical record (EMR) so all staff are aware and will consider 
referral to services with dementia expertise. This will also enable an efficient mechanism to generate 
reports on quality metrics for this population using EMR-based analyses. 

Value and 
support families 
as “Essential 
Care Partners” 

Directly engage families in care planning, and ensure families are provided with peer support and training 
(ideally through direct engagement of community organizations who specialize in dementia) to increase 
their resilience as Essential Care Partners. Build in multiple strategies to obtain their feedback on an 
ongoing basis to refine the strategy (e.g. through surveys, committee membership, focus groups). Value and 
embed their role of Essential Care Partners in care planning, staff orientation, and training processes. 



Person-centred, 
timely, 
individualized 
care that meets 
basic physical 
needs that 
persons living 
with dementia 
sometimes 
cannot express 

With assistance of caregivers, develop practical care plans (within an established target timeline) that 
proactively address the needs of the person with dementia through all parts of their journey from the 
emergency department to inpatient ward to discharge and follow-up in ambulatory care services. 
Examples of approaches include:  
1. The TOP5 program where caregivers share the top five care strategies for care (e.g. preferences, 

likes, dislikes, routines, triggers of behavioural decompensation, approaches to employ if the 
person is upset, etc.) with clinical staff, who then incorporate these strategies in their 
professional care.4 

2. Dementia care pathways.9  
3. The 48/6 approach3 : develop care plans to address needs in the following six areas: 

cognition/delirium (screening, prevention, treatment), medications, functional mobility, 
nutrition/hydration, bowel/bladder, and pain. Additions to the 48/6 approach would include an 
assessment of adequacy of sleep and assessment for mood disorders (e.g. depression and 
anxiety)—a 48/8 approach. 

  



Staff education, 
ongoing training, and 
support 

Support staff with timely access to education and real-time frontline coaching (e.g. positive, caring, and slow communication 
strategies with patients to maximize collaboration and minimize behavioural issues; partnership with and guidance from caregivers; 
assessment of capacity to make specific decisions; best approaches during code white (violent patient code), etc.) as well as 
supporting staff in dealing with the emotional impact of dementia care to prevent compassion fatigue and burnout. 

Dementia care 
expertise 

Require services with dementia care expertise be present in the Emergency Department and available specialist services (e.g. Geriatric 
Medicine and Geriatric Psychiatry) with expertise in dementia care be available throughout the hospital. In addition to clinical care, 
these experts can also support staff education and real-time frontline coaching. 
  
Additions to previously published strategies would include: 
  

Develop Serious Illness Conversation guides specifically designed for persons living with dementia and their caregivers/care 
partners. 
  
Develop Palliative Care approaches specifically designed for persons living with dementia. 

Non-pharmacological 
prevention and 
management of 
responsive behaviours 

Prioritize non-pharmacological behavioural prevention and management through the development of dementia care pathways/protocols, 
policies (including a policy of minimal restraints), and hospital-wide education and training.  
  
Use medications as a last resort where non-pharmacological approaches are inadequate or where the person is an imminent risk to self or 
others, with subsequent review by specialists in dementia care who have expertise in the use of these medications given their potentially 
serious side effects.  
  
In terms of prevention of behavioural issues, attention should be given to the value of engaging the person in meaningful activity, 
including availability of tactile activities (e.g. activity boxes with objects that can be handled and manipulated), reading or visual 
materials, interaction with their Essential Care Partner, and engagement of recreation therapy and volunteers.  



Individualized 
proactive 
discharge 
planning 

Initiate early discharge planning, assessing both the patient and caregivers’ /care partners’ needs, 
engaging key community organizations, providing support and resources to caregivers, and clarifying 
goals of care and limits of care (advance care planning resources such as 
https://www.advancecareplanning.ca/ can be employed but do not yet have modules specific to 
dementia), and including the patient with dementia in the discussion whenever they are cognitively 
and emotionally capable of participating.  
  
In the context of a comprehensive strategy, acute care hospitals, community organizations, and long-
term care should have the capability to effectively collaborate and communicate online to facilitate 
effective hand-offs during the discharge/transition process. 

Supportive 
physical 
environment 

Create an appropriate physical environment to reduce distractions, help orient patients, and minimize 
responsive behaviours (e.g. Dementia Enabling Environment Project 
https://www.enablingenvironments.com.au/ ).  
Recognize that simple changes such as labelling items, using whiteboards for messages, calendars, and 
clocks can all assist in helping to orient patients and minimizing responsive behaviours.   
  
In addition to upgrading or retrofitting existing hospitals, consider the above design features in the design 
of any new hospitals.  
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