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Abstract 

Background: Approximately 25% of older in-patients in acute settings have dementia 

(Timmons et al., 2015). Patients with dementia are known to have poor health 

outcomes during acute hospital stays (Royal College of Psychiatrists, 2019). They 

also have negative experiences because of the focus of nursing staff on routines 

rather than the provision of person-centred care (Featherstone, Northcott, & Bridges, 

2019). 

Aims: The overarching aim of this research is to broaden current understanding of 

how to improve hospital care for people with dementia. This is divided into three 

sections.  The first aim of the study was to identify factors that affected the length of 

hospital stay of patients with dementia. The second aim was to develop two support 

bundles from interviews with staff and carers. The interviews were grounded in a 

systems approach, which involved looking at the policies, equipment, human 

interactions and the hospital environment (E. Edwards, 1972; Hawkins, 1987; 

Zecevic, Salmoni, Lewko, & Vandervoort, 2007). The third aim of the study was to 

ascertain the acceptability of the developed falls and discharge bundles through an 

online survey of members of staff, carers and people with dementia. 

Setting for the qualitative study:  Six medical wards in one acute hospital. 

Methods and Findings: This mixed-methods study comprised of three phases. The 

first phase of this study investigated the impact of administrative, demographical, 

and clinical factors on the hospital stay of patients. This was completed using an 

anonymised UK hospital dataset, which was retrieved electronically. The study 

extracted two samples (i.e. main (n=14,771) and dementia sub-samples (n=1,133)). 

Both samples involved people who had not been readmitted and whose length of 

hospital stay was greater than 24 hours. The findings reported the Incidence Rate 

Ratios (IRR), which indicate higher length of stay. The results from the main sample 

in the service evaluation indicated a higher IRR (longer length of stay) for: a) 

discharge to a care home (IRR: 2.442) b) falls without harm and falls with minor 

harm (IRR: 2.640 and 2.049) and c) category 1, 2 and 3 post-admission pressure 

sores (IRR: 2.079, 2.218 and 2.148). For the dementia sub-sample, there was a 

higher incidence rate ratio for: a) discharge to a care home (IRR: 2.443) b) falls 

without harm (IRR: 2.486). Based on these findings, the qualitative research (i.e. 
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second phase) which involved interviews with staff (n=20) and carers (n=32) 

explored how a systems based approach could help broaden current understanding 

on the reduction of falls and improving the discharge process. The first theme that 

emerged from the qualitative study was falls (this looked at issues such as the causes 

of falls and techniques used in the prevention of falls). The second theme was people 

in relation to falls. This theme revealed that family members, patient characteristics 

(e.g. frailty) and staff factors (e.g. teamwork) needed to be considered if falls are to 

be reduced. The third theme centred on the environment in relation to falls. This 

theme focused on topics such as: staffing levels, the transfer of patients between 

wards, dementia-friendly initiatives (e.g. colour schemes) and the use of mobility 

aids. The fourth theme was discharge planning. This theme for example, included 

making sure that appropriate funding arrangements had been discussed alongside the 

facilitation of preadmission visits to care homes by appropriate relatives. The fifth 

theme considered people in relation to discharge planning. This theme looked at 

factors such as the importance of teamwork and the involvement of family carers in 

the discharge process. The last theme focused on the environment in relation to 

discharge planning. This theme looked at subjects such as the use of medical 

equipment and meetings with hospital staff to discuss discharge arrangements. The 

final phase of the study involved an online survey to ascertain the acceptability of the 

falls (n=14 for hospital survey and n=38 for Join Dementia Research Survey) and 

discharge support bundles (n=3 for hospital survey and n=14 for Join Dementia 

Research Survey). The quantitative and qualitative findings from this phase indicated 

that staff, carers and people with dementia agreed with its contents. The bundle is 

now ready for evaluation in future work. 

 

Conclusion: This thesis has made an original contribution to knowledge by 

demonstrating that a systems approach could help to improve the current operandi to 

dementia care in the acute setting. The online survey revealed that people with 

dementia, carers and staff found the contents of the falls and discharge support 

bundles as acceptable.   
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Introduction 

The research is a sequential mixed-methods study. The first phase of the research 

involved analysing a hospital dataset to determine the factors that affect the length of 

stay for people with dementia. The second phase of the study involved using a 

systems approach to ascertain how to reduce falls and improve the discharge 

planning process of patients with dementia. The third phase of the study involved an 

online survey to ascertain the acceptability of the newly developed falls and 

discharge support bundles.  

 

This research is a match-funded study with the research ideas developed before my 

appointment as a doctoral student. The Royal Bournemouth and Christchurch NHS 

Foundation Trust and Bournemouth University funded the research. The aim of the 

research project was to improve dementia care in hospitals.  The research aimed to 

address the findings of the Care Quality Commission (2016) which indicated that 

improvements were still required at the hospital. I decided to use a systems approach 

as a way of understanding how to improve patient care.  

 

The initial plan was to collect quantitative data as well as interview patients, carers 

and hospital staff. However, I managed to obtain a dataset in my second year of 

appointment as a PhD student. I focused on carers and hospital staff interviews after 

the rejection of my first NHS ethics application. The first research committee 

recognised the difficulty in assessing the continuing capacity of patients in giving 

consent. My second research ethics application to the North West-Greater 

Manchester Central Research Ethics Committee was successful. In choosing to 

obtain the views of carers and staff, I obtained the most appropriate proxy 

information  (Brandt et al., 2005). One of the benefits of using proxy information is 

that I did not have to handle complex ethical issues that arise from research on 

people who do not have the capacity to consent. The use of proxy information does 

not however preclude the inaccurate representation of patient symptoms by proxies 

(Brandt et al., 2005). Further research is therefore needed to ascertain whether 

patients agree with the views of proxies. The qualitative research used interviews as 
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a method of data collection in order to obtain accounts of how to reduce falls and 

improve the discharge planning process of patients with dementia. The use of a 

systems approach enabled me to look at falls and discharge planning process from an 

interactional, instrumental, environmental and procedural level. The online survey 

asked participants to rate, explain their answers in regards to whether or not they 

agreed with the contents of the falls, and discharge support bundles.   

 

My background 

I grew up on a poultry farm in Ghana. I was the oldest daughter amongst four 

children. My father was an accountant and my mother is a poultry farmer. I trained 

to be a nurse in Ghana in 2007. In 2008, I travelled to Norway to pursue an MPhil in 

Health Promotion. My master’s degree involved analysing the Ghana Demographic 

and Health Survey dataset. This enabled me to analyse the anonymised hospital 

dataset during the first phase of my PhD. My interest in dementia was developed 

whilst working as an Associate Practitioner on a surgical ward here in the UK. 

During my time on the ward, I met people living with dementia. I found the ‘This is 

me’ leaflet to be helpful in my practice on the ward. Although the use of the ‘This is 

me’ document allowed me to adopt a person-centred approach, I noticed that the 

highly pressurised acute setting required improvements. This PhD gave me an 

opportunity to contribute to this highly important subject matter.  

 

Content of the thesis 

Chapter 1 provides an overview of the situation of dementia through a presentation 

of the descriptive statistics. I provide a description of the pathophysiology of 

dementia, which was influenced by my attendance at the Living with Dementia 

workshop, organised by Alzheimer's research UK (ARUK) Southern Network on 

14th January 2016. In addition, I have a clinical background and the project was 

based in an acute clinical environment. The project was seeking to improve the 

clinical environment for patients with dementia. I document that although dementia 

is a physiological condition, there are other models of dementia care. I review E. 
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Edwards (1972) Hawkins (1987) and Zecevic et al. (2007) models of how a systems 

approach works.  

 

Chapter 2 provides an insight into the various issues that affect people with dementia 

in acute settings. Two separate approaches were used in the literature search. The 

first search strategy involves looking at systematic studies on dementia care. The 

second approach involves looking at a wide range of studies (e.g., empirical research 

and literature reviews) that have investigated dementia care issues in hospitals. The 

literature review combines the first and second search strategies into one narrative 

review. The literature review centres around the following topics: patient-carer-staff 

relationships, the physical ward environment, the ward atmosphere, hospital 

equipment, training, falls, end-of-life care, discharge planning, nutrition and pain. 

The gap in the literature that the current research is addressing is the use of a systems 

approach to broaden current understanding of how to reduce falls and improve 

discharge planning. A further gap in knowledge that is covered in this thesis includes 

the development of a support bundle for the improvement of patient care.  I then 

introduce my research questions.  

 

Chapter 3 discusses pragmatism as a philosophical approach to understanding the 

care provided to patients with dementia in acute settings. This philosophical 

approach enabled me to select the most appropriate research methods to answer my 

research questions. I highlight the integrity of the dataset provided to me by the 

hospital. I state the advantages and disadvantages of prospective and retrospective 

quantitative studies. I discuss the ethical requirements for the quantitative, qualitative 

and online studies. Ethical issues arising from the qualitative study is also discussed. 

The advantages and disadvantages of conducting an online survey is highlighted. 

  

Chapter 4 identifies the quantitative study as a retrospective cross-sectional research. 

The rationale for the choice of variables included in the study is reviewed.  The type 

of statistical tests used in the quantitative study is discussed. The findings report the 

Incidence Rate Ratios (IRR), which indicate longer hospital stays.  The results from 
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the main sample in the service evaluation indicates a higher incidence rate ratio for: 

a) discharge to a care home (IRR: 2.442) b) falls without harm and falls with minor 

harm (IRR: 2.640 and 2.049) and c) category 1, 2 and 3 post-admission pressure 

sores (IRR: 2.079, 2.218 and 2.148). For the dementia sub-sample, there is a higher 

incidence rate ratio for: a) discharge to a care home (IRR: 2.443) b) falls without 

harm (IRR: 2.486). 

 

Chapter 5 presents the study design used for the qualitative research. The sample size 

and number of participants who took part in the study is identified. The procedure 

for the interview is highlighted. The themes generated from this aspect of the thesis 

are as follows: falls, people in relation to falls, the environment in relation to falls, 

discharge planning, people in relation to discharge planning, and the environment in 

relation to discharge planning. I demonstrate that a systems approach could be used 

to broaden current understanding of how to improve the care for patients with 

dementia in acute settings. I present the implications for policy and practice, 

contributions to knowledge as well as the strengths and limitations of the study.  

 

Chapter 6 gives a description of the development of the falls and discharge bundles 

from the qualitative interviews and the literature review. I compare the falls and 

discharge support bundles with current policies. The relationship between the 

contents of the support bundles and the systems approach is highlighted. 

 

Chapter 7 involves an assessment of whether or not people with dementia, their 

carers and hospital staff agreed with the contents of the support bundle. Quantitative 

and qualitative findings from this piece of research indicates that respondents agreed 

with its contents. I then discuss the findings from this research.   

 

The concluding chapter ascertains whether the study’s aims and objectives were met. 

A summary of previous chapters is outlined. A summary of the findings from the 

quantitative, qualitative and online studies is presented. The limitations and strengths 
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of the current study are discussed.  The implications for practice are also highlighted. 

The novel contribution of this thesis to scientific knowledge is that admission 

method is not associated with a patients’ length of hospital stay. Discharge method 

(death) is, however, associated with the patients’ length of hospital stay. Another 

novel contribution of this thesis to scientific knowledge is the fact that the qualitative 

study showed that a systems approach could help to broaden the current 

understanding of how to reduce falls and improve the discharge process. This is the 

first UK study to develop a falls and discharge support bundle. Findings from the 

online survey indicate that the falls and discharge support bundles were acceptable to 

staff, carers and people with dementia. This finding is important because it suggests 

that the introduction of these two bundles on acute wards could potentially improve 

patient care. Training of hospital staff should include the subject areas of the support 

bundle (e.g. relationship between sleep and falls) as this will give a broad 

understanding of how to reduce falls and improve the discharge process.  
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Chapter 1 

I have highlighted the global and national prevalence rate of dementia. The impact of 

dementia on individuals, carers and society is presented. I discuss the different types 

of dementia. The description of the various types of dementia enables researchers to 

understand the difficulties faced by people with dementia.  I then discuss the models 

of dementia care. I reviewed the use of a systems theory in this thesis. 

 

1.1) The global and national (UK) prevalence rate of dementia   

Dementia affects a large scale of the global population (43.8 million people) 

(Nichols et al., 2019). An extra 84.7 million people will be added to this figure by 

2050 (Alzheimer's Disease International, 2015). Although, data from the Alzheimer's 

Disease International (2015) suggest an unprecedented rise in the number of  people 

affected with dementia from the global south, the current estimate for Europe 

remains significant at 10.5 million (Alzheimer's Disease International, 2015). These 

European figures represent a 5% prevalence rate of Alzheimer’s disease (Niu, 

Álvarez-Álvarez, Guillén-Grima, & Aguinaga-Ontoso, 2017). The figures quoted for 

the UK are also substantial (885,000) (Wittenberg, Hu, Barraza-Araiza, & Rehill, 

2019) . 

 

1.2) The prevalence of dementia on acute wards 

It has been documented that the prevalence rate of dementia differs on the various 

kinds of acute wards (Alzheimer’s Society, 2009; Timmons et al., 2015).  After 

applying the Diagnostic and Statistical Manual of Mental Disorders, it was estimated 

that the prevalence of dementia was approximately 40% amongst older patients on 

an English acute hospital ward (Sampson, Blanchard, Jones, Tookman, & King, 

2009). Similarly, Zekry et al. (2009) documents a 44% dementia prevalence rate on a 

geriatric ward in Switzerland. Findings from Reynish et al. (2017) research indicates 

that 38.5% of older people who were admitted on to medical wards in an acute 

setting had cognitive impairment. Briggs et al. (2017) reported a dementia 

prevalence rate of 38% among older people admitted into hospital. Timmons et al. 
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(2015)  documented a lower prevalence rate of 25% amongst older patients in Irish 

hospitals. This figure is similar to a 21% dementia prevalence rate documented by 

Travers, Byrne, Pachana, Klein, and Gray (2014) amongst older patients who mainly 

stayed on medical and surgical wards in Australia. The authors derived this figure 

from extensive clinical assessments made by two separate physicians (Travers et al., 

2014). Zuliani et al. (2012) reported a dementia prevalence rate of 8.6% amongst 

older people admitted into various hospital wards in Italy. A 2.6% dementia 

prevalence rate is recorded in China (F. Li, Wang, & Jia, 2013). Bharath et al. (2017) 

found that 56 out of 7469 (0.7%) of patients admitted into an Indian clinic had 

cognitive impairment. The authors attributed this very low prevalence rate to the 

cultural norms which influences clinical attendance (Bharath et al., 2017). 

Furthermore, an analysis of the medical records of patients by Gordon, Hu, Byrne, 

and Stott (2009) indicated that there were a lot of people with undiagnosed dementia. 

This assertion was attributed to the finding that only 20% of older people who were 

likely to have dementia as advised by the Diagnostic Statistical Manual of Mental 

Disorders guidelines, had an official diagnosis (Gordon et al., 2009). An extensive 

review of literature conducted by Mukadam and Sampson (2011) showed a 3%-63% 

prevalence rate of dementia amongst older people in acute settings.  

 

1.3) Impact of dementia on individuals, carers and society 

Dementia can result in poor social relationships and function (Singleton, Mukadam, 

Livingston, & Sommerlad, 2017). Poor relationships with family carers could be 

because of the behavioural symptoms of dementia and this can increase the risk of 

institutionalisation (H. B. Edwards et al., 2018). Dementia can also potentially 

impact upon the person’s dignity when an individual becomes dependent coupled 

with a loss of their sense of self (van Gennip, W. Pasman, Oosterveld-Vlug, 

Willems, & Onwuteaka-Philipsen, 2016). People with dementia sometimes 

expressed emotions such as anger towards the symptoms of dementia (Caddell & 

Clare, 2011). Other feelings towards the diagnosis of dementia include denial, grief 

and relief (Aminzadeh, Byszewski, Molnar, & Eisner, 2007). Family carers have 

been reported to experience the following: psychological problems (e.g. sadness), 

physical illness, financial pressures like job loss as a result of caring for the patient 
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with dementia and reduced social activities (Kimura, Maffioletti, Santos, Baptista, & 

Dourado, 2015). In terms of the impact of dementia on society, it is a costly illness 

(Wimo et al., 2013). 

 

People with dementia who have been admitted into acute settings may have a 

negative experience because nursing staff focus on routines rather than providing 

person-centred care (Featherstone et al., 2019). They also stay in hospital for a 

longer period when compared to people without dementia (Möllers, Stocker, Wei, 

Perna, & Brenner, 2019). Patients with dementia  are also likely to experience poor 

outcomes such as falls (Härlein, Halfens, Dassen, & Lahmann, 2011). The current 

falls prevention interventions for patients with dementia are ineffective because of 

their short-term memory retention problems (Ayton et al., 2017). People with 

dementia may also experience untreated pain due to communication difficulties 

(Tsai, Jeong, & Hunter, 2018). Furthermore, patients with dementia may have 

nutritional issues because of swallowing difficulties and poor appetite (Hsiao et al., 

2018).  

 

From the above review, it is clear that the prevalence rate of dementia on the wards 

and amongst the general population is high. There are a number of people with 

undiagnosed dementia. The impact of dementia on the individual, family, society and 

hospital has been reviewed.  Research into how to improve hospital care for patients 

with dementia is therefore necessary.  

 

1.4) The different types of dementia      

There are many lenses for understanding dementia. I have provided details of the 

different types of dementia because the research is being conducted in an acute 

setting where the use of a medical approach is dominant.  

Although there are a wide range of causal factors for dementia, the main types are as 

follows: Alzheimer’s Disease, Vascular Dementia, Dementia with Lewy Bodies and 

Frontal Lobe Dementia (Alzheimer’s Research UK 2014). 
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Alzheimer’s disease is, however, regarded as the most frequently reported category 

of dementia that occurs in a population (American Psychiatric Association, 2013; 

Jacques & Jackson, 2000). This disease is characterised by a decrease of brain cells 

and the collection of amyloid plaques and tangles (American Psychiatric 

Association, 2013; Jacques & Jackson, 2000; World Health Organization, 1992). 

The presence of tangles alongside a reduction in the number of brain cells was 

observed in the biopsy of a homozygous twin who had a family history of dementia 

and showed symptoms that were consistent with Alzheimer’s disease (Kilpatrick, 

Burns, & Blumbergs, 1983). Adding on to previous work, Glenner and Wong (1984) 

used chromatography to extract amyloid beta protein from the post-mortem brain 

samples of people who had been diagnosed with Alzheimer’s disease. In order to 

assess the pathogenic role of amyloid beta in the progression of Alzheimer’s disease, 

Holmes et al. (2008) conducted a study involving people with Alzheimer’s disease 

who had been previously recruited to participate in a clinical trial designed to supress 

the build-up of amyloid in the brain. The authors  questioned the pathogenic role of 

this protein because beta amyloid immunisation did not translate into clinical 

improvements (Holmes et al., 2008). Although research on the amyloid beta protein 

(Glenner & Wong, 1984; Hardy & Higgins, 1992; Kilpatrick et al., 1983) has gained 

a lot of attention, it has been documented that a significant amount of Apolipoprotein 

E occurs in samples obtained from people with a diagnosis of Alzheimer’s Disease 

(Saunders et al., 1993). Adding to the literature on Alzheimer’s Disease, Fox, 

Freeborough, and Rossor (1996) attempted to make a distinction between the amount 

of brain cells lost from the physiological process of ageing and that of Alzheimer’s 

disease. This study was carried out by comparing two MRI scans, which had been 

obtained over a minimum one-year interval period under a precise set of rules. The 

findings from this research indicated that people with Alzheimer’s disease had a 

higher amount of brain cell loss in comparison to their healthy colleagues (Fox et al., 

1996). The main areas of the brain, which are affected in Alzheimer ’s disease, are: 

the hippocampus, the parietal and frontal lobes. These areas of the brain influence 

recent memory, orientation and self-control, respectively (Jacques & Jackson, 2000). 

Therefore, Alzheimer’s disease usually presents with learning and short-term 

memory impairments. These symptoms can occur with other difficulties (e.g. motor 

and visuospatial impairments) (American Psychiatric Association, 2013; J. C. 

Marshall, Gurd, & Kischka, 2012).   
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Vascular Dementia is cited to be the second predominant category of dementia that 

is widely reported in society (American Psychiatric Association, 2013; Jacques & 

Jackson, 2000; Thompson, 2006). This could for instance be caused by a decreased 

flow of blood to the brain generated from physiological processes such as the 

development of blood clots or thrombosis (Jacques & Jackson, 2000; World Health 

Organization, 1992). An examination of fifteen CT scans by Loizou, Kendall, and 

Marshall (1981) revealed a reduction in the density of the brain tissue of  people who 

had been diagnosed with Binswanger’s vascular dementia. There was evidence to 

suggest a diminished supply of blood to the brain tissue of the people who 

participated in the vascular aspect of the study (Loizou et al., 1981). Erkinjuntti et al. 

(1987) contribution to literature involved identifying the differences between the 

brain tissue of patients with Alzheimer’s disease and those with Vascular Dementia 

using MRI and CT scans. Findings from this research revealed that MRI scans could 

detect structural malformation in the brain tissue of people who had a diagnosis of 

vascular dementia (Erkinjuntti et al., 1987). Further evidence of a decreased blood 

flow to the brain tissue of people with a diagnosis of vascular dementia is illustrated 

in Erkinjuntti, Haltia, Palo, Sulkava, and Paetau (1988) post-mortem study. In 

comparison to people with Alzheimer’s Disease, the authors documented negligible 

amounts of plaques and tangles in people with vascular dementia (Erkinjuntti et al., 

1988). This type of dementia usually occurs with strokes, and clinical deterioration 

can occur in any manner (i.e. step-wise or slow) (American Psychiatric Association, 

2013; Thompson, 2006).  

 

Lewy bodies can be identified as tiny patches on the brain tissue of people with this 

kind of dementia (Jacques & Jackson, 2000). Okazaki, Lipkin, and Aronson (1961) 

post-mortem brain examination of two people who appeared to have dementia 

revealed the presence of Lewy bodies. According to the authors, these Lewy bodies 

share several common features with those found in Parkinson’s disease (Okazaki et 

al., 1961). The presence of Lewy bodies in the brain of people with dementia was 

also confirmed in Gibb, Esiri, and Lees (1985) post-mortem study. The post-mortem 

examinations by Gibb et al. (1985) showed pathological changes that were similar to 

Alzheimer’s disease. A similar study by Sima, Clark, Sternberger, and Sternberger 

(1986), however, provided proof of the presence of Lewy bodies in three people who 
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could not be pathologically defined as having Alzheimer’s disease. Following 

previous work on Lewy body dementia, Spillantini et al. (1997) post-mortem study 

sought to ascertain whether or not alpha synuclein was an integral element of Lewy 

bodies. The authors confirmed that alpha synuclein was not only linked to  

Parkinson’s disease but also to Dementia with Lewy bodies (Spillantini et al., 1997). 

In order to standardise the clinical diagnosis of Lewy body dementia, McKeith et al. 

(1996) collated findings from a global workshop. Following a review of the best 

available research evidence at this meeting, it was suggested that cognitive 

impairment in Lewy body dementia can possibly exist in the following clinical 

situations: the development of hallucinations which are mainly related to the sense of 

sight, and the occurrence of motor related problems which are usually documented in 

Parkinson’s disease (McKeith et al., 1996).   

 

Frontal lobe dementia occurs when there is a reduction in the amount of cells located 

in the frontal and temporal aspects of the brain (American Psychiatric Association, 

2013; Snowden, 2012; World Health Organization, 1992). This process occurs 

without the pathological collection of the plaques and tangles which are observed in 

Alzheimer’s Disease (World Health Organization, 1992). Pick’s disease is an 

example of this type of dementia (Jacques & Jackson, 2000). Holland, McBurney, 

Moossy, and Reinmuth (1985) interviewed the family of a man whose life history 

showed progressive speech difficulties and behavioural changes. Findings from the 

man’s autopsy revealed a loss in the amount of brain tissue, evidence of 

neurofibrillary tangles and the presence of Pick bodies as well as Pick cells (Holland 

et al., 1985). Similarly, Hansen, Deteresa, Tobias, Alford, and Terry (1988) post 

mortem examination of five people with a pathological diagnosis of Picks disease 

revealed a loss of frontal and temporal brain tissue.  Neary, Snowden, Northen, and 

Goulding (1988) sought to document the disparities, which existed amongst people 

with Frontal Lobe Dementia and those with Alzheimer’s disease. The authors noted 

that people with Frontal Lobe Dementia had difficulties in maintaining social 

relationships and also experienced impairments in their personality (Neary et al., 

1988).  
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1.5) Approaches to dementia care 

The biomedical model views dementia as a disease that needs to be treated by 

medical officers (Cuijpers & van Lente, 2015). Although, the biomedical model has 

helped to broaden current understanding of dementia, it does not take into account 

the lived experience of people with the disease (Vernooij-Dassen et al., 2019).  The 

medical model does not factor in the influence of the social environment on the 

individual with dementia (Bond, 1992). Also, the biomedical discourse can create a 

social environment which makes people with dementia feel devalued and diminish 

their sense of self (Beard & Fox, 2008).     

 

From a psychological viewpoint, people with dementia can experience 

depersonalisation through the following interactions with their care givers: 

“treachery, disempowerment, infantalisation, intimidation, labelling, stigmatisation, 

outpacing, invalidation, banishment, objectification” (Kitwood, 1990, pp. 181-184). 

Another similar model is the humanistic approach to care, which is characterised by 

the following principles: “insiderness, agency, uniqueness, togetherness, sense 

making, personal journey, sense of place and embodiment” (Todres, Galvin, & 

Holloway, 2009, p. 70). Dehumanization on the other hand occurs through the 

following process: “objectification, passivity, homogenisation, isolation, loss of 

meaning, loss of personal journey, dislocation, reductionist body” (Todres et al., 

2009, p. 70). The ‘Progressively Lowered Stress Threshold Model’ (Hall & 

Buckwalter, 1987), suggest that there is a reduction in the amount of stressful 

situations that a person with dementia can tolerate. Modifications, therefore, made in 

the care environment can help to minimise stressful situations which lead to anxiety 

and agitation (Hall & Buckwalter, 1987). It has been suggested that the individual’s 

care environment interacts with biological factors in the ‘Need-Driven Dementia-

Compromised Behaviour Framework’ (Algase et al., 1996). Meeting these needs  at 

the physiological, physical, social and environmental levels helps to reduce the 

behavioural symptoms of dementia (Algase et al., 1996).  
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Dementia has been socially labelled as a condition that involves a loss in one’s sense 

of self (Behuniak, 2011). There are differences in perception of self by the individual 

and society’s expectations of how the individual’s self has been altered as a result of 

dementia (Sabat & Harré, 1992). The narratives of people with dementia indicate 

that their identity and sense of self is preserved in the early stages of Alzheimer’s 

(Beard, 2004). They are therefore aware of their condition (Clare, 2003). This makes 

them use a wide range of psychological techniques to maintain their sense of self 

(Clare, 2003). Maintaining one’s sense of self involves hoping for the best outcome, 

compensating for the effects of the disease and integrating the changes that have 

been brought about as a result of the disease into one’s sense of self (Clare, 2002). 

People with dementia can live a purposeful life despite threats to their sense of self 

(Beard, Knauss, & Moyer, 2009). Maintaining the individuals’ sense of self can help 

practitioners to provide person-centred care (Kelly, 2010). Although psychosocial 

interventions are useful because they focus on strengths of the person instead of 

disabilities, they are too individualistic (Vernooij-Dassen et al., 2019). 

 

A rights based approach can be helpful in anti-discriminatory dementia care practice 

(R. Bartlett & O'Connor, 2007). This can be achieved by respecting the views and 

opinions of the person with dementia (Brannelly, 2011). The adoption  of a rights 

based approach ensures patient satisfaction with dementia care (Kelly & Innes, 

2013). Although right based approach ensures the safety of patients with dementia 

from a theoretical perspective, staff training on the use of this approach did not 

improve the quality of care received by patients (Kinderman et al., 2018). Other 

scholars have argued for the need to incorporate an appreciative inquiry (strength- 

based) approach in the care of people with dementia (McCarthy, 2017).  A limitation 

of appreciative inquiry is the difficulty in consistently evaluating the organisational 

changes, which have occurred because of the use of this method (Trajkovski, 

Schmied, Vickers, & Jackson, 2013). 
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1.6) Is a systems approach the way forward for the care of patients with 

dementia in hospital? 

I have outlined three main perspectives in dementia care (biomedical, psychosocial 

and rights based approaches). Although the biomedical approach helps us to 

understand the symptoms that are presented with a diagnosis of dementia (Innes & 

Manthorpe, 2012), it is limited in its focus on pathology (Lyman, 1989). This 

overlooks the influence of the social environment on dementia (Lyman, 1989). Even 

though psychosocial perspectives helps to provide the necessary care given to people 

with dementia, it is too individualistic (Innes & Manthorpe, 2012). Rights based 

approaches helps to understand the influences of the macro system on the individual 

(Innes & Manthorpe, 2012). They are however limited because dementia theorist and 

policy makers do not always work together (Innes & Manthorpe, 2012). The next 

paragraph discusses the usefulness of a systems approach.    

  

Vincent, Taylor-Adams, and Stanhope (1998), using Reason’s (1990) model of how 

the elements of a system function, identified a wide range of factors necessary for 

the improvement of patient care. Improvements in the care of patients need to take 

place at multiple levels (national, regional, local and at the bedside of the patient) 

(Vincent et al., 1998). This multiple level perspective is important because 

inadequacies in the provision of care cannot be attributed to a specific event 

(Vincent, 2004). Lang et al. (2010) literature review shows the potential of systems 

theory to contribute towards the care of patients with dementia. The authors assert 

that this can be achieved using a multi-faceted approach (i.e. analysis of care at the 

ward, hospital, regional and national levels) (Lang et al., 2010).  A systems approach 

overcomes the individualistic nature of psychosocial models by looking at the 

contextual and relational factors. A systems approach moves beyond the narrow 

focus on pathology, which is predominant in the biomedical model to embrace 

organisational influences on patient care. The most logical choice from a theoretical 

perspective for the current PhD was a systems approach because it looks at the micro 

and macro factors, which affect patient care.  
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1.7) A Review of Systems Theory: 

E. Edwards (1972) pioneered and conceptualised the original systems model called 

SHEL (Software, Hardware, Environment and Liveware). A modified version of 

SHEL which was identified by Hawkins (1987) and Zecevic et al. (2007) is 

discussed. This section therefore reviews the original models that form the basis of 

this PhD.  

 

Figure 1: E. Edwards (1972) SHEL (Software, Hardware, Environment & 

Liveware) Model 

 

  

 

 

 

 

 

 

 

According to E. Edwards (1972), a system is made up of three principal items which 

are: hardware (equipment), software (policy) and the liveware (humans).  

E. Edwards (1972) argues for the need to ensure that equipment has been developed 

with a detailed understanding of the human resources available, contextual factors 

and the institutional operational policies that are in place. Operational policies serve 

as a reference point for the human component of a system. An evaluation of the 

human component of the system is important because of the unique roles that each 

individual plays (E. Edwards, 1972).     

Hardware 

Environment 

Software 

Liveware 
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Howard (1972) highlights the difficulty for manufacturers to adequately fulfil every 

aspect of an organisation’s demand (i.e. producing equipment that simultaneously 

meets both the funding and the human resource elements of an organisation). 

Stallibrass (1972) suggests that negative attitudes such as overconfidence on the part 

of humans, could create problems within a system.  

 

Figure 2: Hawkins (1987) Representation of Human Interaction using E. 

Edwards (1972) SHEL model 

 

 

 

 

Hawkins (1987) places humans at the hub of E. Edwards (1972) model. It is clear 

from the diagram above that the liveware (human) aspects of SHEL connects with 

other liveware (humans), software (policy), environment and hardware (equipment). 

The interactions between humans and equipment are concerned with how the 

individual uses technology to meet workplace demands as well as how technology is 

designed to suit the features of the person operating it (Hawkins, 1987). According 

Liveware
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to Hawkins (1987) a less obvious but often intricate aspect of the system is the 

problems associated with the interaction between humans and software (operating 

policies). This for example involves the use of guidebooks to assist with the use of 

an equipment. The interaction between humans and the environment is also 

bidirectional (i.e. how people adjust to their workplace environment and how 

changes in the environment affect the activity of an individual) (Hawkins, 1987). 

Furthermore, there is a human-to-human interaction in a system. This involves 

elements such as group work, power relations and management (Hawkins, 1987). 

The hardware-environment interaction involves an assessment of the impact of 

prevailing environmental conditions on the optimal functioning of a piece of 

equipment and vice versa. (Hawkins, 1987). 

 

Figure 3: Zecevic et al. (2007) FSHEL Framework which is adapted from E. 

Edwards (1972) SHEL Model and Hawkins (1987) Representation of Human 

Interaction      
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The F-SHEL (The person who is at risk of falls, Software, Hardware, Environment 

and Liveware) framework was used by Zecevic et al. (2007) to collect information 

about falls amongst older people.  The characteristics of the person who is at risk of 

falls include details such as: the physical and the psychological state of an individual 

(Zecevic et al., 2007). The person who is susceptible to falls also interacts with other 

people (liveware). There is an interaction between the person who is at risk of falls 

and their home environment (e.g. light facilities) (Zecevic et al., 2007). According to 

Zecevic et al. (2007) items such as building regulations, reveal the interactions 

between the software and the person who falls. The interaction between the person 

who is at risk of falls and the hardware component of the model for example, 

involves the use of assistive technology (Zecevic et al., 2007). 

 

Figure 4: The current framework for this study is informed by Zecevic et al. 

(2007) work, Hawkins (1987) Frame work and E. Edwards (1972) SHEL Model. 

 

 

 

The current study used findings from the quantitative stage to inform data collection 

in the qualitative phase. The qualitative interview with staff and carers focused on 
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how the hospital environment, policies (software), equipment (hardware) and human 

interactions (liveware) can broaden current understanding on how to reduce falls and 

improve the discharge planning process. To my knowledge, this is the first UK study 

to utilise a systems approach in the care of patients with dementia. An advantage of 

this approach is its multi-dimensional focus (i.e. policies, equipment, environment 

and interactions) (E. Edwards, 1972; Hawkins, 1987; Zecevic et al., 2007). A 

systems approach may however be viewed by some as a way out of the provision of 

negligent care as wider societal factors are blamed for mistakes (Clarkson, Dean, 

Ward, Komashie, & Bashford, 2018). Another potential disadvantage of using a 

systems approach is the inadequate support that it receives at the political level as a 

result of a lack of knowledge of this approach (El-Jardali, Adam, Ataya, Jamal, & 

Jaafar, 2014). Despite these disadvantages, a recent systematic review on the use of 

systems theory in health care has found this approach to be beneficial in the 

improvement of patient outcomes (e.g. readmissions) (Komashie et al., 2021). An 

association has also been found between nurses who embraced systems thinking and 

the provision of quality patient care (Moazez, Miri, Foroughameri, & Farokhzadian, 

2020). 

 

1.8) Summary  

The prevalence of dementia in the acute setting was discussed. The impact of 

dementia on individuals, carers and society was identified. The different types of 

dementia were discussed because of the dominance of the medical approach. A 

systems approach to dementia care was selected for this thesis because of its multi-

dimensional focus. I will move on to discuss the current literature regarding 

dementia care in acute settings in the next chapter.    
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Chapter 2 

2.1) Literature Review 

A literature review is a topic which addresses a set of research questions (Rowley & 

Slack, 2004). There are four types of literature reviews namely: narrative, 

systematic, meta-synthesis and meta-analysis (Cronin, Ryan, & Coughlan, 2008). 

Narrative reviews provide an in-depth understanding of a subject area whereas 

systematic reviews provide a meaningful record of published and unpublished 

research. Also, meta-synthesis and meta-analysis integrate qualitative and 

quantitative studies respectively (Cronin et al., 2008). This section of the thesis 

integrates narrative and systematic approaches to provide an understanding of the 

issues that affect people with dementia in hospital. The literature review therefore 

uses: primary research, systematic or narrative reviews and meta-analyses or 

synthesis.  

   

2.2) Aim of the literature review 

The objective of this literature review is to explore the views of patients, carers and 

staff in relation to acute hospital care. In addition, patient health outcomes are 

reviewed. This literature search focuses on people who are experiencing dementia or 

memory loss or cognitive impairment or confusion. Confusion has been added to the 

search term because of the potential for people with dementia to experience 

disorientation (World Health Organization, 1992). The literature review combined 

the first and second search strategies into one narrative review. 

 

2.3) First literature search strategy 

I used two literature search strategies. The first search strategy utilised the following 

databases: Academic Search Ultimate, MEDLINE Complete, CINAHL Complete, 

Complementary Index, APA PsycInfo, SocINDEX with Full Text, ScienceDirect, 

Education Source, Directory of Open Access Journals, Cochrane Database of 

Systematic Reviews, Library, Information Science & Technology Abstracts, 

Environment Complete, Supplemental Index, Hospitality & Tourism Complete, 
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SPORTDiscus with Full Text, Communication Source, Emerald Insight, SwePub, 

Teacher Reference Center, Business Source Ultimate. The search strategy was as 

follows:  ‘(dement* OR Alzheimer* OR cognitive impair* OR memory los* OR 

confus*) AND (hospital* OR acute * OR inpatient dement*) AND (car* OR 

experie* OR view* OR phenonmen*) AND (systematic review* or meta-analys*) 

AND (systems theor* or thinking* or framework* or organisa*)’. The search looked 

in all fields (i.e. both abstract and titles). This initial result produced 497 full text 

peer reviewed articles over a period of 14 years (January 2006- December 2020). 

The eligibility criterion for the included studies was that its focus should be in an 

acute setting. It should describe the experiences or outcomes of patients with 

dementia or cognitive impairment and/or patients in general. The research design for 

the included studies was that it should be a systematic, scoping or general literature 

review. The studies were synthesised by reviewing the background information of 

the research, results, strengths and limitations. The quality of the included studies 

was assessed using the AMSTAR checklist because of its focus on the 

methodological value of systematic reviews (Shea et al., 2017).       
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Figure 5: The First Literature Search Strategy follows a systematic process 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

350 articles were screened after 

duplicates removed. 

27 articles were fully assessed as 

they discussed issues relating to 

cognitive impairment.  

The following were excluded 

because of the following reasons: 

Non-acute setting (38), Non-

English (3), Commentary (1), 

Diagnostic/Medication (50), 

Children (19), Caregiver Outcomes 

(3), Biological (22), Non-

Cognitive/Cognitive but not 

dementia (125), Epidemiology (2), 

Risk factors (16), 

News/Corrigendum (3), 

Technology (14), Research protocol 

(7), Management (9), Training/ 

Research (5), Statistics/Economics 

(2), Report (2), Prevalence (1), 

Unavailable (1) 
17 articles were included in the 

literature review.  

497 records were obtained from 

EBSCO Information Services 

through Bournemouth University e-

resources. 
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Table 1: Details of the 17 studies that were included in the literature review 

 

 

Author Outcome/Purpose Reason for exclusion or 

inclusion 

Shea et al. (2017) 

scores on 

research 

methods  

 

Ebell et al. 

(2004) 

3 categories of 

ranking 

research 

evidence with 

level 1 as the 

best, level 2 as 

limited and 3 

as other 

A)Houghton, 

Murphy, Brooker, 

and Casey (2016) 

Reviewed studies that 

assessed the views of 

staff in acute settings. 

Included because it looks at 

environmental and human 

component of a hospital system. 

6/16 3  

B) Moonga and 

Likupe (2016)  

Reviewed studies that 

appraised the views of 

staff.  

Included because it looks at the 

human component, the 

hospital’s environmental system 

as well as training (policy). 

6/16 3 

C)Azermai et al. 

(2012) 

Reviewed clinical 

recommendations that 

are utilised in attending 

to the behavioural 

symptoms of dementia. 

Included because it looks at the 

policy aspect of a hospital 

system. 

6/16 3 

D)Booth, Logan, 

Harwood, and 

Hood (2015)  

Examined systematic 

studies that have probed 

into the avoidance of 

falls amongst people 

with cognitive 

impairment.  

Included because it looks at the 

strategies (policies) used to 

avoid falls in hospitals and in the 

community setting. 

Not Applicable Not possible as 

it does not state 

if the systematic 

reviews are 

from 

Randomised 

Control Trials. 
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Author Outcome/Purpose Reason for exclusion or 

inclusion 

Shea et al. (2017) 

scores on 

research 

methods  

 

Ebell et al. 

(2004) 

3 categories of 

ranking 

research 

evidence with 

level 1 as the 

best, level 2 as 

limited and 3 

as other 

E) Røsvik and 

Rokstad (2020) 

Reviewed studies that 

looked at staff training 

and the hospital 

environment. 

Included because it looks at 

environmental and human 

components of a hospital 

system. 

5/16 3  

F) Diaz-Gil, 

Brooke, 

Kozlowska, 

Pendlebury, and 

Jackson (2020) 

Reviewed studies that 

appraised  surgical issues 

such as the management 

of pain and the use of 

restraint 

Included because it looks at the 

human components of the 

hospital. 

5/16 3 

G) Reilly and 

Houghton (2019) 

Reviewed studies that 

had evaluated the views 

of patients with dementia 

regarding the provision 

of hospital care 

Included because it looks at the 

human and environmental 

components of the hospital 

6/16 3 

H) Chenoweth et 

al. (2019) 

Examined the impact of 

person-centred care on 

the behavioural 

symptoms of dementia 

and quality of life 

Included because it looks at the 

human component of the 

hospital system. 

10/16 3 
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Author Outcome/Purpose Reason for exclusion or 

inclusion 

Shea et al. (2017) 

scores on 

research 

methods  

 

Ebell et al. 

(2004) 

3 categories of 

ranking 

research 

evidence with 

level 1 as the 

best, level 2 as 

limited and 3 

as other 

I) Stockwell‐

Smith et al. 

(2020) 

Reviewed studies that 

had successfully reduced 

hospital falls amongst 

people with cognitive 

impairment. 

Included because it looks at 

patient outcomes 

5/16 3  

J) Turner, Eccles, 

Elvish, Simpson, 

and Keady (2017) 

Reviewed studies that 

appraised the views of 

staff.  

Included because it looks at the 

human component, the 

hospital’s environmental system 

as well as training (policy). 

4/16 3 

K) Naef, Ernst, 

Bürgi, and Petry 

(2018) 

Reviewed the views of 

people with dementia, 

their family carers and 

hospital staff. 

Included because it looks at the 

human component, the 

hospital’s environmental system 

as well as training (policy). 

5/16 3 

L) Stockwell‐

Smith et al. 

(2018) 

Examined studies that  

looked at discharge 

planning for patients 

with dementia  

Included because it looks at 

patient outcomes. 

5/16 3 
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Author Outcome/Purpose Reason for exclusion or 

inclusion 

Shea et al. (2017) 

scores on 

research 

methods  

 

Ebell et al. 

(2004) 

3 categories of 

ranking 

research 

evidence with 

level 1 as the 

best, level 2 as 

limited and 3 

as other 

M) Dahlke et al. 

(2017) 

Reviewed studies that 

focused on teamwork 

Included because it looks at the 

human component of a hospital 

system. 

5/16 3  

N) Moehead, 

DeSouza, Walsh, 

and Pit (2020) 

Reviewed studies that 

appraised the views of 

staff.  

Included because it looks at the 

policy(training) aspect of the 

system 

6/16 3 

O) Yamaguchi, 

Greiner, Ryuno, 

and Fukuda 

(2019) 

Reviewed studies that 

appraised the views of 

staff. 

Included because it looks at the 

human component, the 

hospital’s environmental system 

as well as training (policy). 

4/16 3 

P) D. Oliver et al. 

(2007) 

Examined  falls 

interventional  studies 

amongst people with 

cognitive impairment 

who are in hospitals and 

care homes  

Included because it looks at 

patient outcomes 

7/16 3 
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2.4) The Second Literature Search Strategy (Narrative Review) 

The second literature search strategy (narrative) was conducted in order to contribute 

to our current understanding of care for people with dementia in the acute setting 

(Baumeister & Leary, 1997). The eligibility criteria for included studies was that the 

study should be concerned with either the care of patients with dementia or/and 

patients without dementia in hospital. The study design could be any of the 

following: audit, service evaluation, quantitative, qualitative, systematic review, 

literature review and randomised control trials.  I used articles from reference lists 

and Google scholar. The papers were synthesised by reviewing the background 

information, findings, strengths and limitations of the included studies. The 

quantitative studies were assessed using a guideline for randomised and non-

randomised research (Downs & Black, 1998). The qualitative studies were appraised 

using the ‘Critical Appraisal Skills Programme checklist’ (Critical Appraisal Skills 

Programme, 2018). These two appraisal tools were used for the literature review 

Author Outcome/Purpose Reason for exclusion or 

inclusion 

Shea et al. (2017) 

scores on 

research 

methods  

 

Ebell et al. 

(2004) 

3 categories of 

ranking 

research 

evidence with 

level 1 as the 

best, level 2 as 

limited and 3 

as other 

Q) Tsai et al. 

(2018) 

Reviewed studies that 

investigated the 

assessment and 

management of pain 

amongst people with 

dementia 

Included because it looks at 

patient outcomes 

4/16 3  
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because of its ability to assess the methodological quality of quantitative and 

qualitative research papers. 

 

Figure 6: Second Literature Search Strategy 
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Figure 7: The relationship between the literature review and a systems 

approach generated from the work of Zecevic et al. (2007), Hawkins (1987) and 

E. Edwards (1972) 
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2.5) Advantages of using a systems approach to structure the literature review 

The use of a systems approach in structuring my literature review enabled me to look 

at patient care from a multi-dimensional angle. I was also able to identify the most 

important issues that affect people with dementia whilst they are on admission in 

hospital.  

 

2.6) Staff-family relationships 

It is worthwhile to note that some admissions are because of relatives in need of 

respite care themselves (C. Eriksson & Saveman, 2002; Hunter, Parke, Babb, Forbes, 

& Strain, 2017). Although C. Eriksson and Saveman (2002) interviewed only 12 

nurses regarding their experiences of caring for patients with dementia, their research 

participants had worked for an average of 15 years. In addition, even though this 

study was conducted on five different wards, the interviews took place in one acute 

hospital (C. Eriksson & Saveman, 2002). I scored this study 20/34 in terms of its 

quality using (Critical Appraisal Skills Programme, 2018). In addition, even though 

Hunter et al. (2017) interviewed 17 hospital staff, their study was limited by the fact 

that they recruited their participants from two hospitals. I scored their study 21/34 

with regards to its quality (Critical Appraisal Skills Programme, 2018). The amount 

of stress that caregivers face has been found to be associated with the number of co-

morbidities documented to be present in a patient with cognitive impairment 

(Dauphinot et al., 2016). This study was however limited by the absence of 

information on demographical factors and the period of care provided by family 

members (Dauphinot et al., 2016). A strength of this study is the fact that they 

analysed information on 1,300 people (Dauphinot et al., 2016). I rated this study as 

14/27 (Downs & Black, 1998). Another source of stress for the caregiver is the 

impaired functional state of the person with dementia (Liu et al., 2017). This finding 

is however limited by the small sample size of 309 family carers and patients who 

were recruited into the study by the authors (Liu et al., 2017). The study was 

strengthened by the fact that participants were supported by nurses to complete the 

survey questions (Liu et al., 2017). I scored this study as 12/27 (Downs & Black, 

1998). The stress experienced by family carers during hospitalisation of an 

individual with dementia can be emotionally exhausting and disempowering 
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(Bloomer, Digby, Tan, Crawford, & Williams, 2014). Two strengths of this study are 

as follows: A) recruited both young and old carers of patients with dementia into the 

study. B) It interviewed an adequate sample size of 20 family carers (Bloomer et al., 

2014). I rated this study as 21/34 in terms of its quality (Critical Appraisal Skills 

Programme, 2018). Some family members require emotional support whilst their 

relative is on admission (Moyle, Bramble, Bauer, Smyth, & Beattie, 2016). Although 

this study interviewed 30 carers, they excluded the views of patients with dementia 

(Moyle et al., 2016). I gave this study a score of 20/34 in relation to its 

quality(Critical Appraisal Skills Programme, 2018). Other family members of people 

with dementia may not always act in the patient’s best interest (Nolan, 2006). 

Although this study achieved saturation, the authors only interviewed seven 

participants (Nolan, 2006). I rated this study as 20/34 in regards to its quality. 

Despite this limitation (i.e. family carers not always acting in the interest of patients), 

family members may serve as a useful resource in the provision of hospital care 

(Baillie, Cox, & Merritt, 2012b; Digby, Moss, & Bloomer, 2012; Fitzpatrick, 2018; 

Hunter et al., 2017; Iecovich & Rabin, 2014; Krupic, Eisler, Sköldenberg, & Fatahi, 

2016; Moyle, Borbasi, Wallis, Olorenshaw, & Gracia, 2011; Nolan, 2006; Scerri, 

Innes, & Scerri, 2015). Although Baillie et al. (2012b) conducted focus group 

interviews with 20 nursing students, they had worked in a wide range of hospitals. 

Nursing students in Baillie et al. (2012b) study stated that the inclusion of family 

members in the care of patients with dementia could help staff identify the patients’ 

preferred meals and recreational activities. I rated the quality of this study as 19/34 

(Critical Appraisal Skills Programme, 2018). Family members serve as advocates of 

the patient (Digby et al., 2012).  This study sought to include the views of eight 

patients with dementia. It was however limited by the fact that many of the patients 

that the authors interviewed could not  recollect the process involved in their transfer 

from an acute environment into a sub-acute setting (Digby et al., 2012). I gave this 

study a quality rating of 23/34 (Critical Appraisal Skills Programme, 2018). Family 

members can help hospital staff to understand the surgical needs of patients who 

have communication difficulties (Krupic et al., 2016).This study however recruited 

only 10 hospital staff. A strength of this study is that the researcher and the 

respondents had the same professional background. The researcher therefore had a 

pre-existing knowledge of the issues that hospital staff face when nursing patients 

with dementia (Krupic et al., 2016). I rated this study as 19/34 in terms of its quality 
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(Critical Appraisal Skills Programme, 2018). Staff may benefit from the expertise of 

family members who may also serve as the mouthpiece of the patient (K. de Vries, 

Drury-Ruddlesden, & Gaul, 2019). Family members may also help to close the gaps 

in the provision health care (K. de Vries et al., 2019). Even though this study 

interviewed 26 family carers, their views may be biased because they were all not 

happy with the care that their relatives had received on the wards (K. de Vries et al., 

2019). I gave this study a score of 17/34 (Critical Appraisal Skills Programme, 

2018). Staff may miss the opportunity to involve family carers in the care of the 

patient with dementia (Douglas-Dunbar & Gardiner, 2007). The concerns and needs 

of both the family members and the patient are therefore not always fully met 

(Douglas-Dunbar & Gardiner, 2007). This study however interviewed only nine 

family carers whose relatives had been discharged from hospital. As the patients 

were no longer under the care of the hospital, the respondents felt a greater freedom 

to be honest (Douglas-Dunbar & Gardiner, 2007). I rated this study as 16/34 (Critical 

Appraisal Skills Programme, 2018). Meeting the needs of the patient and family 

members could for example, involve helping the patient to adjust into their new 

environment and staff meeting the non-routine needs of patients (Tolson, Smith, & 

Knight, 1999). A major strength of this study is that it collected data from multiple 

sources: survey, audit and interviews (Tolson et al., 1999). However, it was limited 

by the fact that the 41 interviews with patients and their carers were only completed 

for people who had recovered from their illness (Tolson et al., 1999). 

Communication between staff and family members can be impeded by the use of 

complex medical terminologies (Simpson, Scothern, & Vincent, 1995). This study 

interviewed 41 carers who were randomly selected from a discharge list (Simpson et 

al., 1995).  Family members experience of dissatisfaction with the care of people 

with cognitive impairment is likely to occur when the patient has behavioural 

symptoms, when the family member is psychologically unwell or stressed during 

admission (Whittamore, Goldberg, Bradshaw, & Harwood, 2014). Although 462 

family carers took part in this study, they were not present with the patients 24/7 and 

may therefore not be able to give a comprehensive assessment of the quality of care 

that they receive on the wards (Whittamore et al., 2014). I rated this as 13/27 in 

terms of its quality (Downs & Black, 1998). In addition to the dissatisfaction that 

family carers experience in regards to dementia care,  there is a non-uniformity in 

advice given on the use of non-pharmaceutical therapies for managing the 
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behavioural and psychological symptoms of dementia (Azermai et al., 2012). 

Findings of this study were limited by the fact that the quality appraisal tool used in 

assessing the studies emphasised on how the guidelines were developed as opposed 

to its worth (Azermai et al., 2012). I scored the quality of this study as 6/16 (Shea et 

al., 2017). Sustained poor staff-family relationships because of family dissatisfaction 

with dementia care could potentially lead to negative outcomes identified in Jurgens, 

Clissett, Gladman, and Harwood (2012)  ‘cycle of discontent’. This cycle is a 

continuous circle where unfulfilled expectations or adverse incidents lead to 

suspiciousness. The suspicious family member begins to scrutinise patient care. Any 

form of confirmation of the family carer’s suspicions, may lead to poor quality 

relationships such as confrontation (Jurgens et al., 2012).  Although this study 

interviewed 35 carers from 12 different wards, the interviews were conducted in one 

hospital (Jurgens et al., 2012). I rated the quality of this paper as 22/34 (Critical 

Appraisal Skills Programme, 2018).    

 

In summary, although family carers can be useful in the provision of care, they may 

be stressed. If carers want to engage in patient care, they need to be supported to do 

so. On the other hand, if they have a good reason for not getting involved their 

wishes need to be accommodated. Most of the studies reviewed under the staff-

family relationships were qualitative. The studies reviewed were of good quality. 

However, majority of the studies had small sample sizes.    

 

2.7) Patient-staff relationships 

A recent quantitative study by Barker et al. (2016) in two hospitals showed that a 

considerable amount of patient-staff relationships could be classified as cordial or 

warm. In addition, poor relationships were less likely to be observed when patients 

were in the company of their visitors. Interestingly, Barker et al. (2016) observed 

that poor patient-staff relationships did not have any association with cognitive 

impairment in acute hospital settings. Although this study observed 133 patients, it 

was limited by the fact that it was conducted in only two hospitals (Barker et al., 

2016). I rated this study as 11/27 (Downs & Black, 1998). Similarly, Nilsson, 
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Lindkvist, Rasmussen, and Edvardsson (2012) documented that the majority of staff 

had a positive attitude when working with people affected by cognitive impairment. 

Poor patient-staff attitudes were likely to occur in stressful situations, when staff 

were not experienced and not qualified (Nilsson et al., 2012). Although this study 

recruited 391 staff, the study is limited by the use of a convenient sample, which 

makes it difficult to generalise to other populations (Nilsson et al., 2012). I gave this 

study a rating of 9/27 (Downs & Black, 1998).   

 

It is important to establish a very good patient-staff rapport through: the use of good 

communication strategies (Ashton & Manthorpe, 2017; Baillie et al., 2012b; Clissett, 

Porock, Harwood, & Gladman, 2013, 2014; Krupic et al., 2016; Nolan, 2006; Scerri 

et al., 2015) and the  provision of person-centred care (Ashton & Manthorpe, 2017; 

Baillie et al., 2012b; Clissett et al., 2013; Edvardsson, Sandman, & Rasmussen, 

2012; Krupic et al., 2016; Pinkert et al., 2018; Scerri et al., 2015). Although Ashton 

and Manthorpe (2017) sought to include the views of an under-researched group in 

their study, they only interviewed 12 cleaners and porters. Findings from their study 

indicated staff had to be patient and kind when communicating with people with 

dementia (Ashton & Manthorpe, 2017). I rated the quality of their study as 21/34  

(Critical Appraisal Skills Programme, 2018). A major strength of Clissett et al. 

(2013) study is that they conducted both interviews and observations on 29 patients. 

Their study was however limited by the fact that staff could have changed their 

approach to caring for patients with cognitive impairment when the researchers were 

watching them. Findings from their study indicated that the adoption of a friendly 

attitude by staff could help them establish rapport with patients (Clissett et al., 2013). 

I scored this study as 20/34 (Critical Appraisal Skills Programme, 2018). Being able 

to establish rapport with patients requires staff to be empathetic and sensitive 

(Clissett et al., 2014). Although Clissett et al. (2014) used non-participant 

observations in addition to interviewing 34 family carers, their research took place in 

only one hospital. I rated the quality of this study as 20/34 (Critical Appraisal Skills 

Programme, 2018). Staff in Scerri et al. (2015) study used both verbal and non-

verbal communication skills such as smiling and asking questions when they are 

unclear about the patient’s needs. Although the authors interviewed 33 hospital staff 

and 10 family members, they excluded the views of people with dementia (Scerri et 
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al., 2015). I scored the quality of this paper as 19/34 (Critical Appraisal Skills 

Programme, 2018). Staff can deliberately use compliments to engage the patient in 

conversations (Edvardsson et al., 2012). This study completed 36 hours of 

participant observations, which were carried out by two researchers. The study was 

however limited by the fact that all the observations were conducted in one hospital 

(Edvardsson et al., 2012). This study was rated as 19/34 (Critical Appraisal Skills 

Programme, 2018). Another way of engaging patients in conversations is to obtain 

their life story (Pinkert et al., 2018). This study performed a secondary analysis of 

data collected from 46 nurses in Austria and 22 hospital staff from Germany. A 

strength of this study is that the researchers involved in the secondary analysis of the 

qualitative dataset took part in the primary research (Pinkert et al., 2018). I rated this 

study as 20/34 (Critical Appraisal Skills Programme, 2018). Person-centred care can 

be achieved by recognising the person as an individual,  including the views of 

people with dementia in decision-making processes and offering a supportive 

environment (Brooker, 2003). The adoption of person-centred approaches has been 

documented to be beneficial to patients (Tay et al., 2018). This quantitative study 

compared 170 people who were admitted onto a ward that had adopted a person-

centred approach to 60 patients who were provided with usual care. The findings of 

this study were however limited by the fact that patients on the specialist ward and 

those on the usual care wards were remarkably different in terms of their baseline 

characteristics (Tay et al., 2018). I rated this study as 12/27 (Downs & Black, 1998). 

A systematic study involving 12 research papers revealed that the use of person-

centred approaches in the provision of dementia care enhances the quality of life of 

those involved (Chenoweth et al., 2019). Findings from this study were limited by 

the differences in the follow-up period from the time the intervention took place until 

the measurement of the outcome variable (Chenoweth et al., 2019). I rated the 

quality of this study as 10/16 (Shea et al., 2017). Other staff adopt a familial method 

(treat patient as members of their family) when providing hospital care (Thomas, 

2008). This case study involved interviews with hospital staff and observations in 

two hospitals (Thomas, 2008). I rated this study as 12/34 in terms of its quality 

(Critical Appraisal Skills Programme, 2018). Patients with dementia may have 

communication difficulties (C. Eriksson & Saveman, 2002; Krupic et al., 2016). 

Staff must therefore use good communication techniques like: allowing the person 

with dementia to talk without interruptions, respecting their views and making sure 
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that conversations are taking place within the right atmosphere in order to avoid 

distraction (Adams & Gardiner, 2005). Bad communication strategies on the other 

hand include negative attitudes like: treating the person with contempt, ignoring their 

contributions to a conversation, using complex terminologies and making decisions 

for the person as opposed to a participatory decision-making process (Adams & 

Gardiner, 2005). Communicating and understanding people with dementia who have 

incoherent speech may involve staff interpretation of their behaviour in order to 

unravel and meet the unspoken needs of patients (Berg, Hallberg, & Norberg, 1998; 

Handley, Bunn, & Goodman, 2019). Berg et al. (1998) study interviewed 13 

participants. A strength of this study is that interviewers had a similar professional 

background to the respondents and were therefore empathetic. The authors stated 

that a problem with interviews is that the interviewees may try to present themselves 

in the best possible light to the researcher (Berg et al., 1998). I rated the quality of 

this study as 18/34 (Critical Appraisal Skills Programme, 2018). A strength of 

Handley et al. (2019) study is that they collected their data from multiple sources: 

interviews, documentary analysis, observations and the use of questionnaires. Their 

study was conducted in two hospitals. Their study was however limited by the fact 

that only two family carers and four patients with dementia participated in their 

interviews (Handley et al., 2019). I scored this study as 21/34 (Critical Appraisal 

Skills Programme, 2018). Communication difficulties means that the wishes and 

preferences of patients are not always met (Ekman & Norberg, 1988; J.-J. Wang, 

Hsieh, & Wang, 2013). Although Ekman and Norberg (1988) interviewed 21 

hospital staff their study took place in one clinic. I rated this study as 14/34(Critical 

Appraisal Skills Programme, 2018). Even though J.-J. Wang et al. (2013)  

interviewed 15 nurses, they did not have lengthy work place experience. I rated the 

quality of this paper as 20/34 (Critical Appraisal Skills Programme, 2018).   

Relationships in a care setting have been documented to be a complex event which 

are guided by values such as: empathy,  patience  and respect (Rundqvist & 

Severinsson, 1999). This study interviewed only six hospital staff but they had a 

minimum work experience of 3 years. The authors ruled out carrying observations 

on patients with dementia because it was felt that the presence of the researcher 

could make them more confused and insecure (Rundqvist & Severinsson, 1999). I 

scored the quality of this paper as 21/34 (Critical Appraisal Skills Programme, 

2018).   
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Difficulties in the provision of care (Baillie, Cox, & Merritt, 2012a; Clissett et al., 

2014; Houghton et al., 2016; Moyle et al., 2011; Nolan, 2007; Pinkert et al., 2018) 

and staff preoccupation with meeting the physical needs of patients with dementia 

(Cowdell, 2010a, 2010b) mean that the relational or psychological aspects of care are 

minimally addressed in hospital (Baillie et al., 2012a; Cowdell, 2010a, 2010b). Some 

of the difficulties that the 20 nursing students who had worked in different hospitals 

in Baillie et al. (2012a) study faced were:  the best way of assisting patients to eat 

when they were refusing their meals and the most appropriate method used to handle 

delusions. I rated the quality of this study as 18/34 (Critical Appraisal Skills 

Programme, 2018). Houghton et al. (2016) reviewed findings from nine qualitative 

studies that were mainly of good quality. Findings from their study revealed that 

other difficulties related to patient care were the inappropriate hospital environment 

and an inadequate staffing levels (Houghton et al., 2016). I rated the quality of this 

study as 6/16 (Shea et al., 2017). Moyle et al. (2011) study involved 13 hospital staff 

in a single hospital. Their findings indicated that staff found it difficult to manage 

aggressive behaviour and had to prioritise patient care based on the severity of their 

illness. This implies that acutely-ill patients may be prioritised over patients with 

dementia (Moyle et al., 2011). I scored the quality of this study as 19/34 (Critical 

Appraisal Skills Programme, 2018). Nolan (2007) interviewed seven nurses who 

worked in one hospital. Findings from their research indicated that staff found it 

difficult to manage patients who wander as they have to constantly watch them 

whilst attending to the needs of other patients (Nolan, 2007). I rated the quality of 

this paper as17/34 (Critical Appraisal Skills Programme, 2018). Staff found it 

difficult to meet the emotional needs of the patient who was for example insisting on 

going back home when he/she was not medically fit for discharge (Cowdell, 2010a). 

This finding was based on 125 hours of participant observation in one hospital and 

18 interviews with hospital staff and one patient (Cowdell, 2010a). I scored the 

quality of this study as17/34 (Critical Appraisal Skills Programme, 2018). A poor 

psychosocial ward atmosphere can translate into the behavioural symptoms of 

dementia (Edvardsson et al., 2012).  

 

There is a lack of stimulation on the general wards for patients with dementia or 

cognitive impairment (Clissett et al., 2013; Moyle et al., 2016; Spencer, Foster, 
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Whittamore, Goldberg, & Harwood, 2013). Although Spencer et al. (2013) 

interviewed 40 carers, their participants were from one hospital. It is worth noting 

that even though patients with dementia may enjoy recreational activities on the 

ward, they may forget the fact that they have participated in such activities (Spencer 

et al., 2013). I rated the quality of this study as 19/34 (Critical Appraisal Skills 

Programme, 2018). Also, the use of  therapeutic lies (untruthful practice) has been 

documented to occur in difficult clinical situations and this is particularly so when an 

individual is showing the behavioural symptoms of dementia (Turner, Eccles, 

Keady, Simpson, & Elvish, 2017). This study interviewed 12 hospital staff members 

who worked for two different hospitals.  This study was limited by the fact that some 

members of the multidisciplinary group were inadequately represented due to the 

difficulties that the authors faced whilst recruiting their participants (Turner, Eccles, 

Keady, et al., 2017). I rated the quality of this study as 20/34 (Critical Appraisal 

Skills Programme, 2018). When faced with difficulties, staff may resort to the use of 

restraint (Hunter et al., 2017; Iecovich & Rabin, 2014; Moyle et al., 2011; Pinkert et 

al., 2018), one-to-one nursing (Moyle et al., 2011), use inappropriate behaviour, and 

rely on other patients to help with the care of people with cognitive impairment 

(Clissett et al., 2014). Although Iecovich and Rabin (2014) surveyed 265 nurses who 

worked in two hospitals, they were not selected on a random basis. The authors 

defined the use of restraint as chemical (e.g. medication) or physical (e.g. lap belt) 

(Iecovich & Rabin, 2014). I rated the quality of this paper as 9/27 (Downs & Black, 

1998). Another example of the use of restraint involves staff strapping the patient to 

a chair or sedating them (Thomas, 2008). Restraining patients will never be required 

amongst people with dementia if patient needs are assessed regularly (Cotter, 2005). 

 

Staff have reported variations in the type of clinical care received by people with 

dementia (Ashton & Manthorpe, 2017; Nilsson, Rasmussen, & Edvardsson, 2013). A 

strength of Nilsson et al. (2013) study is that it collected data from multiple 

sources:110 hours of participatory observations, digitally recorded interviews (1 

patient, 1 family member, 9 hospital staff) and 100 informal interviews which were 

recorded in the field notes of the researcher. The informal interviews involved 

patients, hospital staff and family members.  This study was however conducted in 

only one hospital in Sweden (Nilsson et al., 2013). I scored this study as 18/34 
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(Critical Appraisal Skills Programme, 2018). Surgical wards have for example, been 

documented to have a lower completion of important admission assessment records 

when compared to specialist wards for older people (R. Souza et al., 2014). This 

study involved a clinical audit of 7,934 patients with dementia who were admitted 

into 206 UK hospitals. A weakness of this study was that its reliability was affected 

by the researchers’ reliance on staff documentation of admission assessment in 

patients’ case notes. This therefore implies that any unrecorded admission 

assessments were missed (R. Souza et al., 2014). I rated the quality of this study as 

10/27 (Downs & Black, 1998) Another example of variations in the quality of care 

involve situations where medical interventions (lung function test) are missed for 

people with dementia who had a diagnosis of obstructive lung disease because they 

are unable to complete such tests (Frohnhofen, Heuer, Willschrei, & Falkenhahn, 

2011). This study involved 1,424 patients with obstructive lung disease. The total 

number of patients with dementia and obstructive lung disease in this study was 740. 

This study took place in one hospital (Frohnhofen et al., 2011). I scored this study as 

9/27 (Downs & Black, 1998).  

 

In summary, research on patient-staff relationships shows difficulties in 

communication. Staff responses in stressful situations are sometimes inappropriate. 

Further research is needed on how to transform practice and improve patient-staff 

relationships. Most of the studies reviewed under patient-staff relationships were 

qualitative in nature. Majority of the studies took place in a single hospital, which 

implies that the findings may not be generalised to other hospitals. The quality of the 

studies included in this aspect of the literature review was good.   

 

2.8) Staff related factors 

A review by Bridges et al. (2013) showed that even though nurses working on acute 

wards were passionate about providing quality positive relationships, they often face 

setbacks from organisational factors such as inadequate staffing levels. The authors 

reviewed 16 qualitative studies, which were conducted in developed countries 

(Bridges et al., 2013). Furthermore, the impact of time constraints on the type of 
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hospital care received by patients with dementia is evidenced by the findings of 

qualitative studies by Byers and France’s (2008), Krupic et al. (2016), Nilsson, 

Rasmussen, and Edvardsson (2016),  C. Eriksson and Saveman (2002) and Pinkert et 

al. (2018).  Byers and France (2008) achieved saturation in their study despite having 

a small sample size of nine nurses. Staff in their study indicated that a lower patient 

to hospital staff ratio would enable them have more time to adequately address the 

needs of patients with dementia (Byers & France, 2008). I rated the quality of this 

study 19/34 (Critical Appraisal Skills Programme, 2018). Even though Nilsson et al. 

(2016) interviewed 13 nurses who worked in one hospital, their research yielded rich 

information. Their findings indicated that staff who are hard pressed for time could 

sometimes continue to carry out nursing procedures such as wound dressing despite 

resistance from patients with cognitive impairment (Nilsson et al., 2016). I scored 

the quality of this study as 18/34 (Critical Appraisal Skills Programme, 2018). The 

findings from the Byers and France (2008) and Nilsson et al. (2016) studies 

indicated that staff experienced work-related frustration together with guilt as a 

result of the gap between ideal and actual care provided to patients. This affected 

their personal ethical framework and their professional code of conduct, as they 

sometimes have to act against the patient’s wishes (Nilsson et al., 2016). The 

discrepancy between the quality of care that staff report to give to their patients and 

the actual care provided is highlighted by Innes, Kelly, Scerri, and Abela (2016). 

This study was however limited by its small sample size of 69 staff and 16 patients 

as well as the possibility of non-response bias of the survey (Innes et al., 2016). 

 

There were occasions where staff carried work-related frustration and guilt to their 

homes (Byers & France, 2008; McPherson, Hiskey, & Alderson, 2016). McPherson 

et al. (2016) study is limited by the possibility of the occurrence of selection bias and 

the fact that the 10 hospital staff they interviewed were Caucasian. I rated the quality 

of this study 22/34 (Critical Appraisal Skills Programme, 2018). When compared to 

non-clinical nursing jobs, working in an acute setting has been found to be associated 

with higher levels of occupational stress and exhaustion (McHugh, Kutney-Lee, 

Cimiotti, Sloane, & Aiken, 2011). The authors analysed data on 68,724 nurses. Their 

findings were however limited by the fact that the hospitals, which participated in 

their survey, were situated in densely populated communities (McHugh et al., 2011). 
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I rated this study as 11/27 (Downs & Black, 1998). Nursing assistants have been 

reported to be more stressed than registered nurses (Chatzigianni, Tsounis, 

Markopoulos, & Sarafis, 2018). This piece of quantitative research comprised of a 

small sample size of 157 nurses who worked in a single hospital in Greece. The 

authors suggested that the use of longitudinal and qualitative research designs could 

help to broaden the current understanding of stress amongst hospital workers 

(Chatzigianni et al., 2018). I scored the quality of this study as 10/27 (Downs & 

Black, 1998). Higher levels of stress have also been associated with lower degrees of 

empathy (Àstrom, Nilsson, Norberg, & Winblad, 1990; H. Wilkinson, Whittington, 

Perry, & Eames, 2017). Àstrom et al. (1990) quantitative study was focused on 60 

hospital staff. Their findings indicated that stress amongst hospital staff could lead to 

a poor patient experience (Àstrom et al., 1990). I rated this study as 8/27 (Downs & 

Black, 1998). H. Wilkinson et al. (2017) systematic review excluded qualitative and 

mixed-methods studies. Their study reviewed research that were conducted in 

developed countries. They also reviewed studies that had published their findings in 

English. The authors suggested that hospital staff should be encouraged to be 

empathetic if the stress that they encounter at their workplace cannot be minimised 

(H. Wilkinson et al., 2017). I rated the quality of this study as 7/16 (Shea et al., 

2017). Berg, Hansson, and Hallberg (1994) found that the combined use of 

supervision and the provision of a personalised nursing care plan decreased 

occupational stress and exhaustion. This study involved a comparison of 19 nurses 

on an experimental hospital ward with 20 nurses on a control ward. Both nurses on 

the control and experimental wards were similar in age, gender and training. The 

supervision of nurses in this study encouraged reflective practice. The provision of a 

personalised nursing care plan enabled hospital staff to meet the needs of patients. 

The findings of this research were limited by the fact that the respondents of the 

questionnaire study may give answers that they feel are acceptable to the researcher 

(Berg et al., 1994). I rated the quality of this study as 10/27 (Downs & Black, 1998). 

This same intervention (i.e. supervision and the use of personalised care plan) has 

been found to  increase in-job satisfaction, improve patient care documentation 

(Hallberg, Hansson, & Axelsson, 1993), enhance patient-staff relationships (Hallberg 

& Norberg, 1993) and improve teamwork (Berg & Hansson, 2000). Hallberg et al. 

(1993) study involved a comparison of 19 nurses from an experimental ward with 20 

nurses from a control ward. Their findings were limited by the fact that their research 
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was the first intervention study to use a particular type of job satisfaction 

questionnaire, which had been developed in Sweden. The wards included in their 

study were also affected by political changes that occurred during the intervention 

period. They however concluded that the hospital management team was responsible 

for ensuring that hospital staff were properly supervised and encouraged to adopt 

personalised care plans (Hallberg et al., 1993). I scored the quality of this study as 

10/27 (Downs & Black, 1998). Hallberg and Norberg (1993) developed their own 

instruments for measuring strain and emotional reactions amongst nurses. The 

authors argued that their intervention (i.e. supervised practice and personalised care 

plan) on 19 nurses from an experimental ward and 19 nurses on a control ward could 

have made staff more empathetic. Staff ability to empathise with patients therefore 

enhanced the quality of patient-staff relationships. Their study was however limited 

by the poor retention of staff at the workplace.  It is important to note that patients on 

the two wards may have experienced the impact of dementia at varying levels 

(Hallberg & Norberg, 1993). I rated the quality of this study as 10/27 (Downs & 

Black, 1998). Berg and Hansson (2000) mixed-methods study involved distributing 

questionnaires and conducting interviews with 13 nurses. Their findings indicated 

that nurses felt comfortable sharing their experiences of patient care with each other. 

This feeling was attributed to the effect of the intervention (i.e. supervised practice 

and personalised care plan) on hospital staff. The study was however limited by the 

fact that the interviews may have been superficial. Despite this limitation, the 

researchers felt that the information generated from the interviews were sufficient 

(Berg & Hansson, 2000). There is the added benefit of the ability of clinical 

supervision of medical doctors to enhance patient safety on surgical wards 

(Snowdon, Hau, Leggat, & Taylor, 2016). This systematic review involved 32 

primary studies. Findings from the review were limited by the fact that there was no 

primary study that had investigated the impact of the supervision on patient care 

amongst allied health professionals. None of the primary studies reviewed in this 

research were randomised control trials. The authors suggested that on-call 

supervision could be used for competent trainee surgeons (Snowdon et al., 2016). I 

rated this study as 10/16 in terms of its quality (Shea et al., 2017). Supervised 

practice does not however have an impact on the experiences of patients (Snowdon, 

Leggat, & Taylor, 2017).  This systematic review comprised of 17 primary studies. 

According to the authors, only two of the studies reviewed employed a randomised 
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control trial approach. Another limitation of this systematic review is the possibility 

of observer bias in the two studies that measured patient care through observation. 

Despite these limitations, supervised practice can encourage staff to use the best 

available evidence when working with patients (Snowdon et al., 2017). I scored the 

quality of this study as 8/16 (Shea et al., 2017).  

 

Some staff were able to adequately respond to the emotional component of their 

work. This was done for example by obtaining support from other staff members and 

practicing self-care (McPherson et al., 2016). The findings from this study were, 

however, obtained from one hospital trust which limits its generalisability and 

transferability (McPherson et al., 2016). Obtaining support from other members of 

the multi-disciplinary team may not always be feasible due to silo working practices 

(Pinkert et al., 2018). Access to the wider multidisciplinary team by hospital staff 

can affect their ability to care for people with dementia (Helm, Balzer, Behncke, 

Eisemann, & Köpke, 2018). This study distributed questionnaires to 192 medical 

officers who worked in eight hospitals. The authors developed the questionnaire used 

in their study from a systematic review. A limitation of this study is that medical 

officers working in a particular hospital could have responded to the questionnaire in 

a similar way, which may have led to the cluster effect. The cluster effect 

phenomena could not be adjusted for in the findings because the authors collected 

their data anonymously. Another limitation of this study is the possibility of 

selection bias resulting from the fact that the authors recruited their participants 

through gatekeepers. The authors concluded that encouraging teamwork could 

increase the competence of staff who work with patients with dementia (Helm et al., 

2018).  I rated the quality of this study as 9/27 (Downs & Black, 1998). A review of 

34 studies concluded that teamwork could be fostered using good communication 

techniques and the training of staff. Findings from this research is limited by its 

focus on English studies (Dahlke et al., 2017). I scored the quality of this study as 

5/16 (Shea et al., 2017).  

 

Summary: From the review, it is evident that staff face setbacks such as time 

constraints and inadequate staffing levels. This creates gaps in the provision of care 
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(e.g. reduced ability of staff to meet the needs of patients in a holistic manner). 

Further research is needed on how to improve patient care. The review on staff 

factors looked at a wide range of research: qualitative, quantitative (observational 

and interventional), mixed-methods and systematic reviews.     

 

2.9) Physical environment 

Poor architectural designs of buildings can create navigational problems for people 

with dementia (Marquardt, 2011). This literature review revealed that navigational 

problems arising from poorly designed buildings cannot be enhanced simply through 

the use of dementia-friendly principles like colour schemes and signage (Marquardt, 

2011). In addition, a systematic review of 14 studies concluded that environmental 

challenges in the acute settings can cause confusion amongst people with dementia 

(Turner, Eccles, Elvish, et al., 2017). Findings from this review were limited by the 

fact that the studies were conducted in developed countries. Also, most of the staff 

views were from nurses as opposed to other members of the multi-disciplinary team 

(Turner, Eccles, Elvish, et al., 2017). I rated the quality of this study as 4/16 (Shea et 

al., 2017). There are wide ranges of problems with the physical hospital environment 

for people with dementia and their carers. This includes: difficulties in parking, 

inadequate signage, insufficient outdoor waiting areas and the unnecessary 

movement of patients between wards (Xidous, Grey, Kennelly, McHale, & O’Neill, 

2019). This study involved the distribution of questionnaires to 95 patients with and 

without dementia and their family members. The authors also conducted 12 

interviews with patients and their family members. The authors estimated that the 

number of people with dementia who participated in their study was approximately 

35%. Findings from this research were limited by the fact that the questionnaire that 

the authors used had not been validated. The researchers could not confirm the 

number of research participants who had an actual diagnosis of dementia because of 

patient confidentiality issues. The authors conclude that whilst it is important to 

make the hospital environment fit for purpose, it is also necessary to ensure that 

people can access them by for example good transport links (Xidous et al., 2019).  

Staff in Hynninen, Saarnio, and Isola’s (2015) and Iecovich and Rabin (2014) 

studies which were based at a hospital in Finland and Israel respectively stated that 
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they placed patients with dementia close to the nurses’ station so that they could 

monitor them. Hynninen, Saarnio, and Isola (2015) qualitative study comprised of 

interviews with19 nurses and nine doctors. Staff felt that it was their responsibility to 

create a safe hospital environment for patients with dementia (Hynninen et al., 

2015). I rated the quality of this study as 19/34 (Critical Appraisal Skills Programme, 

2018). Another dimension of the hospital environment is that the proximity of the 

individual’s bed space in relation to the toilets has been documented to be a source 

of unpleasant odour by patients with dementia in the Digby and Bloomer (2014) 

study. This study involved seven patients with dementia and four family carers in 

one sub-acute setting. Most participants in this study felt that the quality of care that 

they received was more important than issues related to hospital environment such as 

navigation. This study is however limited by its small sample size of family carers 

(Digby & Bloomer, 2014). I rated the quality of this study as 20/34 (Critical 

Appraisal Skills Programme, 2018). Health care staff on the other hand, felt  that 

toilets which were far away from the patient’s bedside spaces could potentially 

create navigation problems for people with dementia (Borbasi, Jones, Lockwood, & 

Emden, 2006). They were also concerned about the safety of people who wandered 

due to the inappropriate linear physical layout of the ward environment as opposed 

to a circular design (Borbasi et al., 2006). Although this study interviewed 25 

hospital staff in 3 hospitals, their views may not be representative of staff in other 

acute settings (Borbasi et al., 2006). I rated the quality of this study as 20/34 (Critical 

Appraisal Skills Programme, 2018). Difficulties in navigating through an unfamiliar 

hospital environment (Fukuda, Shimizu, & Seto, 2015), alongside changes to one’s 

normal routines (Porock, Clissett, Harwood, & Gladman, 2015) could result in 

adverse outcomes such as falls (Fukuda et al., 2015) or the presentation of the 

behavioural symptoms of dementia (Fukuda et al., 2015; Porock et al., 2015). 

Fukuda et al. (2015) conducted focus group interviews with 50 nurses who worked 

in six different hospitals. Findings from their research indicated that the behavioural 

symptoms of dementia because of being in an unfamiliar hospital environment might 

affect the patient’s relationship with other patients as well as their family members. 

Their study was however limited by the fact that the hospitals that participated in 

their research were small in nature. In addition, there could have been the possibility 

of selection bias as the researchers relied on gatekeepers to select their participants. 

Furthermore, there could have been recall bias as participants may not have 
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accurately remembered their previous care experiences (Fukuda et al., 2015). I 

scored the quality of this research as 19/34 (Critical Appraisal Skills Programme, 

2018). Porock et al. (2015)  conducted 72 hours of non-participant observations as 

well as 35 interviews with family members and 4 interviews with co-patients. Their 

study was however conducted in two hospitals within a single trust. They conclude 

that the exacerbation of the behavioural symptoms of dementia because of changes 

in the patient’s routine and being placed in a new hospital environment has an impact 

on the following relationships: patient-staff, patient-family carers as well as patient-

other patients. They therefore recommended further training for hospital staff who 

care for patients with dementia. The findings are however limited by the small 

number of co-patients who took part in the study. Also, the authors had to depend on 

observations as opposed to interviews because patients with dementia may not 

always be able to recollect their experiences on the ward due to memory difficulties 

(Porock et al., 2015). I rated the quality of this study as 19/34 (Critical Appraisal 

Skills Programme, 2018). The use of a wide-range of hospital staff contributes to the 

patient’s confusion in an unfamiliar hospital environment (C. Eriksson & Saveman, 

2002; Nilsson et al., 2013). 

 

It is therefore important to have hospitals, which have been designed to be dementia-

friendly (Hunter et al., 2017). Using the environmental audit tool, the dementia care 

map as well as soliciting the views of staff,  researchers in the Innes et al. (2016) 

study indicated that dementia-friendly principles need to be embedded in the 

physical and psychosocial ward environments. Sixty-nine hospital staff and 16 

patients were recruited into this study. The findings from this mixed-methods 

research were however limited by the fact that the researchers in this study observed 

a small number of patients using the Dementia Care Mapping tool. The response rate 

from the survey was also poor (47% at Time 1 and 46% at Time 2) (Innes et al., 

2016).  A dementia-friendly design could for example be achieved by ensuring that 

there is a calm atmosphere, encouraging the use of the patient’s memorabilia, as well 

as providing a suitable and sufficient lightning system (Scerri et al., 2015). Two 

examples of how to transform hospital wards to meet the needs of people with 

dementia have been given by Bray et al. (2015) case studies. The first example 

involves the use of financial resources to renovate a ward (e.g. colour coding), 
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whereas the second example, simply centres on decreasing the movement of patients 

between wards (Bray et al., 2015). The use of blue and red colour schemes as well as 

the labelling of the patient’s bed space with numbers has been found to help patients 

to identify their hospital beds and wardrobes (Motzek, Bueter, & Marquardt, 2016). 

This study involving 42 patients with dementia had the following limitations: the 

possibility of selection bias, the inability of the researchers to ascertain the impact of 

medication and co-morbidities on navigational processes (Motzek et al., 2016). Also, 

a case study of Bradford Teaching Hospital showed that it was necessary to have an 

environment that encourages independence and purposeful activity (Waller, 2012). 

In addition to engaging people with dementia in purposeful activity, a review of the 

literature indicated that taking the patient’s histories can help identify their personal 

needs and enable staff to provide person-centred care (Fitzpatrick, 2018). A case 

study of three hospitals indicated that dementia-friendly environments must enhance 

dignity, decrease anxiety, alleviate confusion and minimise falls (Mendes & Palmer, 

2018). It should also make patients with dementia feel safe, be free from clutter, 

foster socialisation and have respectful staff (Hung et al., 2017). This study 

interviewed and video recorded five participants with dementia. The researchers also 

conducted participant observations on the patients. The findings of this study were 

limited by its small sample size and the exclusion of people who could not 

communicate in English. Recall bias was however eliminated from this study 

because participants were encouraged to give their views on current events taking 

place in their environment (i.e. what is happening now as opposed to what has 

previously occurred) (Hung et al., 2017). I rated the quality of this study as 22/34 

(Critical Appraisal Skills Programme, 2018). A literature review by another author 

has suggested that dementia-friendly environments make use of contrasting colours, 

avoid shiny floors, have a good signage system and minimise the amount of noise 

generated from the use of hospital equipment (Andrews, 2013). Furthermore, it has 

been suggested that a dementia-friendly environment feels like being at home 

through the use of artwork and also, promotes the use of person-centred approaches 

(Brooke & Semlyen, 2019). Although the use of artwork, enhanced communication 

between patients and staff, some patients found the artwork which for example 

contained a photo of a dog,  frightening (Brooke & Semlyen, 2019). Also, despite 

the fact that the creation of a dementia-friendly environment helped to reduce some 

of the behavioural symptoms of dementia, it was felt that staff shortages could 
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undermine any changes made to the environment (Brooke & Semlyen, 2019). This 

study conducted focus group discussions with 38 hospital staff. The limitations of 

this research includes the absence of the views of people with dementia and the 

inability of the researchers to compare the previous and present views of staff 

regarding the environmental changes that were made in the hospital (Brooke & 

Semlyen, 2019). I scored the quality of this study as19/34 (Critical Appraisal Skills 

Programme, 2018). The use of staff to provide patients with dementia with 

meaningful activities (e.g. singing and reminiscence therapy) has been researched by 

Brooke and Herring (2016). Findings of this initiative revealed good family 

experiences of patient care and a reduction in the proportion of falls that resulted in 

injury. This initiative was carried out at The Royal Berkshire hospital and was 

implemented by 5 health care assistants (Brooke & Herring, 2016).  

 

Summary: From the review, dementia-friendly principles must be incorporated into 

the physical and psychosocial ward environment. This could for example be 

achieved by improving the ward layout and encouraging purposeful activity. Studies 

reviewed in this section included: literature reviews, case studies, qualitative and 

mixed-methods research.  

 

2.10) Ward atmosphere   

In addition to the navigational challenges that people with dementia face in hospitals, 

there is an issue of how an individual ward atmosphere and culture impacts on 

hospital care (Baillie et al., 2012a; Moyle et al., 2011). The environment in the acute 

setting is busy and noisy for patients with dementia or cognitive impairment (Hunter 

et al., 2017; Nilsson et al., 2013) and highly pressurised for staff (Hunter et al., 

2017). This means that staff have to balance the needs of other patients with those of 

people with cognitive impairment (Clissett et al., 2014). Norman’s (2006) 

observations of 8 patients, who were believed to be experiencing dementia, revealed 

that tensions existed in hospitals because of the different perceptions that nurses and 

patients have regarding the use of the ward. Whereas nurses viewed it as a 

workspace, patients saw it as a residential setting (Norman, 2006). A major 
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limitation of this observational research is that the researcher could have 

inadvertently influenced the behaviour of research participants because they knew 

that they were being watched (Norman, 2006). I rated the quality of this study as 

18/34 (Critical Appraisal Skills Programme, 2018). Furthermore, the physical layout 

of the UK bay system is designed to be communal. This type of environment lends 

itself to a wide range of issues relating to: dignity, privacy (Goldberg, Whittamore, 

Pollock, Harwood, & Gladman, 2014) and the imposing presence of the multi-

disciplinary team simultaneously on a ward (Goldberg et al., 2014; Nolan, 2007). 

However, it has been noted that this type of communal environment fosters patient-

patient interactions (Goldberg et al., 2014). This study involved 360 hours of non-

participant observations on 60 patients with cognitive impairment. Findings from 

this research were limited by the fact that hospital staff could have changed their 

behaviours because the researchers were watching them. In addition, the research 

observations took place in public places as opposed to private settings like the toilet 

(Goldberg et al., 2014). 

 

Summary: from the review, it is clear that the ward atmosphere can be chaotic. It is 

necessary to design hospital wards, which work for people with dementia (Houghton 

et al., 2016). Also, the hospital wards serve different purposes for the various 

stakeholders (person with dementia, carer and staff) (Norman, 2006). Therefore, the 

various stakeholders have different concerns in relation to how the physical 

environment can work for them. All the studies reviewed in this section were 

qualitative in nature.  

 

 2.11) Hospital Equipment (devices, appliance, stocks) 

A systematic review of 30 studies indicated that staff have mixed feelings regarding 

the benefits of technological advancement (e.g. monitors, mobility devices, fluid 

pumps) and whether they actually improve the provision of health care. This 

systematic review could not conduct a meta-analysis because the primary studies 

were heterogeneous (Zhang, Barriball, & While, 2014). I rated the quality of this 

study as 6/16 (Shea et al., 2017). A qualitative study at a hospital located in Finland 
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which involved 28 nurses and physicians on a surgical unit indicated that when 

patients with dementia are confused, they may not be able to fully appreciate the 

rationale for catheterisation or aseptic wound dressing (Hynninen et al., 2015). 

Therefore, patients could for example, remove medical devices like inflated catheters 

etc. (Hynninen et al., 2015).  

 

Furthermore, research on the ability of patients to use  medical equipment like call 

bells in hospital has been investigated by Chadwick and Hearn (2013). According to 

the authors, in order for equipment like call bells to be helpful, patients have to be 

able to memorise the rationale for their use. The authors also looked at whether call 

bells were within the reach of patients. A total of 223 beds were included in this 

study. Findings from this study indicated that 94 out of the 223 beds did not have 

their call bells within the patients reach  (Chadwick & Hearn, 2013). I scored this 

study as 10/27 (Downs & Black, 1998).  

 

The importance of UK hospital clothing in helping to protect the self-esteem of a 

patient is identified by Matiti and Trorey (2008) study. Participants in this study 

expressed their concern about the inappropriate exposure of their bodies as a result 

of poorly designed hospital clothing (Matiti & Trorey, 2008). A limitation of this 

study is that the findings may not be transferable to other settings as the research was 

conducted in three hospitals with a lack of ethnic diversity. The authors however 

interviewed 102 patients (Matiti & Trorey, 2008). I rated the quality of this study as 

17/34 (Critical Appraisal Skills Programme, 2018). Iltanen-Tähkävuori, Wikberg, 

and Topo (2011) explored the use of jumpsuits for people with dementia in Finland. 

The authors were interested in people who were likely to remove their clothing in 

public places. This study involved interviews with designers, patients, family carers 

and staff who work with people with dementia.  Although, it is argued that jumpsuits 

may help to protect the patient’s dignity by making it difficult for the patients to 

undress themselves, there are reservations about their use. The reservations centred 

around certain hospital clothing that may label a patient both to staff and potentially 

the public as incontinent or belittle them in some way (Iltanen-Tähkävuori et al., 
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2011). I scored the quality of this study as 14/34 (Critical Appraisal Skills 

Programme, 2018). 

  

A study by Varnam (2011) sought to provide suggestions on how patients with 

dementia can be safely mobilised in a hospital. Findings from the study indicated 

that the use of voice and touch were useful but this was not always comprehensive. 

This study involved 14 hospital staff who used diaries to record the success or failure 

of the interventions (i.e. sight, voice, touch and equipment) that they used in 

mobilising patients. The findings is however limited by the fact that staff could not 

try some of the interventions due to time constraints (Varnam, 2011).  A literature 

review by Warren (2016) indicates that staff need to consider practical difficulties 

encountered when using manual handling aids or equipment on patients who are 

unable to fully cooperate with staff by for example, assisting them to change position 

in a bed. 

 

Findings from a clinical trial did not provide support for the potential of hospital 

equipment, like very low-beds to reduce the falls prevalence rate amongst people 

with dementia. This finding was unexpected given the fact that patients who are 

nursed in low beds are unlikely to sustain fractures if they fall. Patients are also 

unlikely to self-mobilise from low beds, as they will need help to stand up (T.P. 

Haines, Bell, & Varghese, 2010). A possible explanation for this finding was the 

over-reliance on a piece of equipment without reference to good health and safety 

practice on the ward. This study involved 11,099 admissions over a 6-month period. 

The findings of the study were however limited by the fact that the authors relied on 

hospital staff to report fall. This reliance on hospital staff may have introduced errors 

into this research because of inconsistencies in staff documentation of falls (T.P. 

Haines et al., 2010).  I rated the quality of this study as 14/27 (Downs & Black, 

1998). 

 

Summary: It is important that hospital equipment is not only fit for purpose but also 

well designed and able to adequately meet the needs of all stakeholders (person with 
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dementia, staff and carer). I examined a wide range of literature regarding the use of 

hospital equipment: a systematic review, qualitative studies, quantitative studies, an 

interventional study and a literature review. 

 

2.12) Training 

There are concerns about the adequacy and coverage of dementia training in 

hospitals (Timmons et al., 2016). This study was an audit of 35 hospitals in Ireland. 

The study involved a review of 660 patient medical records, 35 interviews with 

senior managers and 76 interviews with ward managers. Findings from this study 

were limited by the fact that the researchers relied on staff documentation of hospital 

care in the medical notes of patients. This implied that the auditors might have 

missed important patient care activities such as discharge planning due to incomplete 

documentation (Timmons et al., 2016). I rated the quality of this study as 9/27  

(Downs & Black, 1998). A systematic review of 7 studies indicated that inadequate 

training in person-centred care could result in the delivery of task focused dementia 

care (Reilly & Houghton, 2019). I rated the quality of this study as 6/16 (Shea et al., 

2017). Leung and Todd’s (2010) literature review call for the need to address gaps in 

knowledge on dementia care and to embrace organisational and environmental 

changes. After reviewing 66 papers, Naef et al. (2018) concluded that there was the 

need to provide further dementia training for hospital staff as well as staffing 

dementia units with specialists. A strength of their study is that they looked at reports 

in German and English. Their findings were limited by the fact that majority of the 

papers they reviewed were from developed nations (Naef et al., 2018). I rated the 

quality of this study as 5/16 (Shea et al., 2017). A literature review indicated that 

deficits in staff knowledge on dementia care may make patients feel unwelcome on 

the ward and also result in poor quality care (M. Marshall, 1999). In addition, with 

difficult patient care scenarios, staff do not consistently provide person-centred care. 

This highlights the need for further dementia care education (Fessey, 2007). This 

mixed-methods study analysed data from 49 nurses. A limitation of this study is that 

staff responses to a vignette may be different from their observed practice (Fessey, 

2007). Staff who reported that they had insufficient training on dementia (Ashton & 

Manthorpe, 2017; Baillie et al., 2012a; Fukuda et al., 2015; Gandesha, Souza, 
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Chaplin, & Hood, 2012; McPhail, Traynor, Wikstrom, Brown, & Quinn, 2009; 

Moonga & Likupe, 2016) also felt they were unable to adequately manage confusion 

leaving them feeling pressurised at their workplace (A. Griffiths, Knight, Harwood, 

& Gladman, 2014). The issue of feeling under pressure is further compounded by an 

inadequate support from senior staff (A. Griffiths et al., 2014) and an inappropriate 

practical resolution of ethical dilemmas (e.g. giving the patient medication against 

their stated preference) (C. Eriksson & Saveman, 2002; Moonga & Likupe, 2016).  

Gandesha et al. (2012) audit involved 210 hospitals and adopted a mixed-methods 

approach. The audit involved a review of the patients’ medical records and the 

distribution of a hospital staff questionnaire. The authors analysed data from 1,779 

hospital staff. Their findings indicated that the number of medical officers who felt 

that they had sufficient training on dementia were higher than nursing staff. A 

limitation of this study is that the authors excluded data obtained from non-medical 

and nursing staff in their analysis (Gandesha et al., 2012). McPhail et al. (2009) 

provided training for 28 hospital staff who felt that their knowledge on dementia care 

was inadequate. Findings from their interventional study indicated that staff were 

able to identify the physiological and environmental factors, which contribute to the 

behavioural symptoms of dementia following their training. Staff who attended this 

training were well equipped to manage aggression. The findings were limited by the 

fact that the study was conducted in a small hospital (McPhail et al., 2009). Moonga 

and Likupe (2016) systematic review examined 14 primary studies. Findings from 

their review indicated that inadequate dementia training could make hospital staff 

unsure of how to address the ethical issues that they encounter in their practice. Their 

findings were limited by the fact that the majority of primary studies that the authors 

reviewed on dementia care occurred on medical wards (Moonga & Likupe, 2016). I 

rated the quality of this study as 6/16 (Shea et al., 2017). A. Griffiths et al. (2014) 

interviewed 60 hospital staff (medical officers, nurses and allied health 

professionals). Their findings indicated that inadequate staff training on how to care 

for patients with cognitive impairments could result in poor practice on the wards. 

Their research was strengthened by the fact that a wide range of health care 

professionals took part in their study. The study was limited by the fact that the 

interviews took place in a single hospital without a liaison psychiatric facility (A. 

Griffiths et al., 2014). I rated the quality of this study as 18/34 (Critical Appraisal 

Skills Programme, 2018) .  
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Normann, Asplund, and Norberg (1999) using a vignette technique showed that 

nurses with a post-basic qualification were more likely to adopt person-centred 

approaches when compared with their colleagues who have general training. This 

quantitative study involved 261 nurses who worked in 40 institutions. The authors 

attributed their findings to the fact that  post-basic education offered the participants 

in their study an opportunity to familiarise  themselves with an up-to-date literature 

on dementia care (Normann et al., 1999). I rated the quality of this study as 9/27 

(Downs & Black, 1998). Pei-Chao, Mei-Hui, and Li-Chan (2012) reported that even 

though Taiwanese staff had adequate knowledge on the provision of care for patients 

with dementia, they could not identify the differences between dementia and 

delirium. This study involved 124 nurses who worked in one hospital. The authors 

also found that people with a longer working experience were more likely to have an 

increased knowledge about dementia care. A limitation of this study is that findings 

from this research may not be transferred to other settings as data were collected 

from one hospital (Pei-Chao et al., 2012). I rated the quality of this study as 8/27 

(Downs & Black, 1998). 

 

Kang, Moyle, and Venturato (2011) noticed that there were differences in staff 

attitudes on dementia care in the various hospital wards. They were found to be more 

positive in their approach on medical wards as opposed to surgical wards. This 

finding was attributed to the fact that staff on medical wards were likely to have 

completed some form of training in geriatrics. Their study involved 100 nurses who 

worked in two hospitals. The limitations of the study includes the following: small 

sample size, response bias and the use of a convenience sample (Kang et al., 2011). I 

rated the quality of this study as 6/27 (Downs & Black, 1998). Other studies by 

Spencer, Foster, Whittamore, Goldberg, and Harwood (2014), McPhail et al. (2009), 

Surr, Smith, Crossland, and Robins (2016), Elvish et al. (2014),  Galvin et al. (2010),  

J. L. Palmer et al. (2014) and Jack-Waugh, Ritchie, and MacRae (2018) showed that 

training improved the knowledge and or attitudes of staff who care for people with 

dementia. Spencer et al. (2014) interviewed 22 hospital staff after they had 

introduced mental health nurses onto acute wards and provided staff with training on 

person-centred care. Their findings indicated that the training of staff enhanced their 

confidence, increased their ability to provide person-centred care and assisted them 
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to cope with stressful situations. The ability of staff to provide person-centred care 

and involve family members in dementia care was hindered by a lack of time in the 

acute setting. It was also felt that senior hospital staff did not promote the provision 

of person-centred care at the bedside of patients (Spencer et al., 2014). I rated the 

quality of this study as 14/34 (Critical Appraisal Skills Programme, 2018).  Surr et 

al. (2016) provided person-centred care professional course for 41 staff who were 

predominantly senior nurses. Although the authors found that their training enabled 

staff to adopt a positive approach in dementia care, their study was limited by its 

small sample size. In addition, the authors could not determine if the positive 

attitudes observed in staff after their training improved the bedside experience of 

patients (Surr et al., 2016). I rated the quality of this study as 8/27 (Downs & Black, 

1998). Elvish et al. (2014) study involved 72 hospital staff who were trained on 

dementia care on four consecutive occasions. The authors noted small increases in 

staff confidence and knowledge on dementia following training. Findings from this 

study were limited by the fact that the authors developed their own questionnaire, 

which has not been validated (Elvish et al., 2014). I rated the quality of this study as 

9/27 (Downs & Black, 1998).  Galvin et al. (2010) provided 7 hour training for 540 

hospital staff.  They found that the long-term knowledge and confidence of staff in 

dementia care was not maintained in one out of the four hospitals that participated in 

their study. This mixed-methods interventional study was limited  by the fact that the 

authors lost 159 hospital staff in a 4 months follow up period due to these reasons: 

insufficient contact details and staff resignations (Galvin et al., 2010). Although J. L. 

Palmer et al. (2014) trained 355 hospital staff only 88 people responded to their 3 

months follow up survey. Although staff attitude, confidence and knowledge had 

improved, the researchers were also unable to determine if their training had 

enhanced dementia care on the wards (J. L. Palmer et al., 2014). I rated the quality of 

this study as 8/27 (Downs & Black, 1998). Although 430 hospital staff completed 

the dementia champion training in Jack-Waugh et al. (2018) study, a total of 84 

people withdrew from the study mainly due to sickness. Findings from this study 

indicated that the knowledge, attitudes and confidence of staff improved following 

their attendance at the training sessions. The study was limited by the fact that the 

authors could not determine the ability of the training session to change the bedside 

practice. Also, the authors developed their own un-validated self-efficacy 

questionnaire (Jack-Waugh et al., 2018). I rated the quality of this study as 8/27 
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(Downs & Black, 1998). A review of 29 studies showed that training of staff 

alongside the development of effective team-based approaches helped to improve 

patient and staff outcomes (e.g. nurses’ confidence and the welfare of patients) 

(Yamaguchi et al., 2019). Findings from this study is limited by the inclusion of 

papers which focused on developed countries (Yamaguchi et al., 2019). I rated the 

quality of this study as 4/16 (Shea et al., 2017).  Although a total of 113 people 

enrolled on the dementia champion training session in Banks et al. (2014) study, nine 

people withdrew from the course. Strategies that were found to be useful in this 

mixed-methods study included: the use of the butterfly symbol system as a way of 

identifying patients with dementia and the use of the ‘This is me’ document to obtain 

the biographical data about the patient. Staff were also provided with continuing 

professional development placements, which were outside the acute setting in order 

to challenge stereotypical views on dementia (Banks et al., 2014). A limitation of 

this study is that researchers could not assess the influence of the study on the 

patient’s bedside experience (Banks et al., 2014). Information from 20 respondents 

who participated in an online qualitative survey as well as a focus group discussion 

involving 6 junior doctors at a UK hospital revealed that the receipt of a dementia 

champions training  improved the quality of  interactions between doctors and  

patients with  dementia as well as their family carers (I. Wilkinson, Coates, Merrick, 

& Lee, 2016).  Despite the positive feedback obtained from the dementia champions 

training programme, staff had concerns about their ability to deliver quality care 

under short time constraints. Also, even though this research was conducted in two 

different hospitals, the findings were limited in terms of its transferability to other 

hospitals because of its small sample size (26 people) (I. Wilkinson et al., 2016). I 

scored the quality of this study as 15/34 (Critical Appraisal Skills Programme, 

2018). Røsvik and Rokstad (2020) systematic review of 27 studies showed that 

training of hospital staff helped to improve their competence on dementia care. Their 

findings were limited by the exclusion of non-English studies (Røsvik & Rokstad, 

2020). I rated the quality of this study as 5/16 (Shea et al., 2017). Chater and Hughes 

(2013) conducted focus group interviews with four nurses and three health care 

assistants. Their findings indicated that hospital staff felt that dementia-training 

programmes should incorporate the input of the person with dementia, peer learning 

and the views of a specialist. I rated the quality of this study as 16/34 (Critical 

Appraisal Skills Programme, 2018). A practical gerontological knowledge base that 
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is multi-dimensional in nature is believed to be vital in the provision of care for 

people with dementia (Hunter et al., 2017). A mixed-methods study involving 798 

hospital staff and 240 family carers recruited from 21 hospitals found that staff 

training on the use of good communication strategies enhanced staff and family 

carers’ confidence in dementia care. The findings from this study were limited by the 

fact that one of the methods used by the authors to evaluate the success of their 

intervention involved the screening of hospital incident reporting systems which may 

contain errors as staff may for example,  not record every fall (Luxford et al., 2015).  

 

A study involving 7 patients who allowed researchers to video them in order to train 

50 hospital staff about reflexive practice found that this method of education 

encouraged empathy, stimulated reflective practice, enhanced affective education, 

improved group learning and support (Hung, Phinney, Chaudhury, & Rodney, 2018). 

I rated the quality of this study19/34 (Critical Appraisal Skills Programme, 2018). A 

mixed-methods study involving the training of 310 hospital staff in the form of one 

day’s workshop has been found to encourage the use of empathy, foster teamwork, 

and adopt a person-centred approach to hospital care. These findings were based on 

297 staff who participated in a survey (i.e. immediately after the workshop) and 24 

hospital workers who attended focus group interviews (i.e. one year after the 

workshop). This study was limited by the collection of data after the staff had 

received their training as opposed to comparing their  pre and post-training views 

(Hung, Son, & Hung, 2019). Other authors have found that the education of staff on 

dementia care reduces the use of sedatives, creates better communication channels 

between staff and carers, as well as increases the number of referrals made to the 

pain and dementia assessment teams. The findings from this audit were limited by its 

small sample size (i.e. the review of 10 medical records a month before the receipt of 

a 2 hour training on dementia care and the examination of 10 patient charts 2 months 

after the training) (Wesson & Chapman, 2010). A mixed-methods study revealed 

that the benefits of a dementia champion training included an improvement in the 

safety of health care services and the effective management of stressful situations 

amongst patients with dementia. This study was however limited by the poor 

response rate of 18% and a small number of people (34) who took part in the 

research (Mayrhofer, Goodman, & Smeeton, 2016). A systematic review of 46 
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studies found that web-based training programmes could encourage critical thinking 

and the adoption of person-centred approaches (Moehead et al., 2020). A limitation 

of this study is that some of the excluded studies could have made significant 

contributions towards the understanding of barriers associated with the delivery of  

web based dementia education programmes (Moehead et al., 2020). I rated the 

quality of this study as 6/16 (Shea et al., 2017) . 

 

Summary: there are wide ranges of dementia training programmes for staff. The best 

method for training hospital staff is to provide programmes that embrace person-

centred approaches. However, more research is needed to identify the most effective 

training approach. I reviewed a wide range of studies on staff training: literature 

reviews, mixed-methods, interventional, qualitative, quantitative, systematic review 

and a case note audit. Some of the studies had large sample sizes whilst others were 

small in nature. Findings from the literature review indicates that researchers find it 

difficult to determine the impact of staff training on the patient’s bedside experience 

and outcomes.    

 

2.13) Falls 

Findings from a mixed-methods study involving 63 family carers indicated that falls 

constituted a major unnecessary reason for hospital admission amongst people with 

dementia (Benner, Steiner, & Pierce, 2018). A dataset containing information on 

235,612 older people revealed that people with dementia were mainly admitted to 

hospitals because they had sustained a fall. A limitation of this study is that the 

researchers relied on clinical coders to identify a diagnosis of dementia (Harvey, 

Mitchell, Brodaty, Draper, & Close, 2016b). I rated the quality of this study as 11/27 

(Downs & Black, 1998). A study involving 44,143 people who had sustained a hip 

fracture found an increased mortality rate and shorter hospital stays for patients with 

dementia. The shorter hospital stays were linked to the possibility of patients being 

returned to the nursing home where they were residing. This means that they do not 

have to wait in hospital for a nursing home placement. The findings were limited by 

the fact that people with undiagnosed dementia may be missed when using a hospital 
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dataset (Scandol, Toson, & Close, 2013). I rated the quality of this study as 12/27 

(Downs & Black, 1998). In contrast, Tadokoro, Sasaki, Wakutani, Takao, and Abe 

(2018) study found that people with dementia who sustained falls had prolonged 

hospital stays when compared to other  patients who were for example admitted for  

infection. Their study involved 16,764 patients with and without dementia. The 

study is limited by the fact that the authors collected data from the medical records 

of patients which could contain errors (Tadokoro et al., 2018).  I scored the quality of 

this study as 10/27 (Downs & Black, 1998). 

 

Approximately 24 % of orthopaedic patients have dementia (Scandol et al., 2013). 

Similarly, Harvey, Mitchell, Brodaty, Draper, and Close (2016a)  reports a 21% 

dementia prevalence rate amongst orthopaedic patients. The authors analysed 

information on 171,278 people who had experienced a fall. The use of a hospital 

dataset implied that the authors had to rely on clinical coders to identify a diagnosis 

of dementia. This process is subject to errors and therefore a limitation of this study 

(Harvey et al., 2016a). I rated the quality of this study as 14/27 (Downs & Black, 

1998).  A previous study has indicated that people with cognitive impairment have 

documented a higher falls prevalence rate of 13%  when compared to a 4% falls 

prevalence rate amongst their peers who do not have cognitive impairment (Härlein 

et al., 2011). This study analysed information on 9,061 older patients who had been 

admitted into 37 hospitals. The study was limited by the fact that factors such as the 

use of psychotropic medication which could result in falls had not been documented 

in the hospital dataset that the researchers analysed (Härlein et al., 2011). I scored 

the quality of this study as 12/27 (Downs & Black, 1998). The falls prevalence rate 

amongst people with dementia (55%) has been recorded to be higher than people 

without cognitive impairment (25%) (Allali et al., 2017). This study involved 2,496 

older people who resided in seven countries. The findings were limited by the fact 

that patients with dementia may not always be able to remember their history of falls 

(Allali et al., 2017). I rated the quality of this study as 14/27 (Downs & Black, 1998). 

Researchers have found a relationship between recurrent falls and dementia or 

cognitive impairment (Chen, Van Nguyen, Shen, & Chan, 2011). This study 

compared 339 patients who had experienced falls with 69 patients without falls. A 

limitation of this study is its reliance on incident reporting systems and the medical 
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records of patients which can contain errors (Chen et al., 2011). I scored the quality 

of this study as 9/27 (Downs & Black, 1998). Other studies have found an 

association between dementia and falls or fracture (Brand & Sundararajan, 2010; 

Sharma et al., 2018). Brand and Sundararajan (2010) study involved 25,809 episodes 

of falls and fractures. A limitation of this study is that the dataset was originally 

designed to be used for funding patient care instead of assessing patient outcomes. 

Also there could have been errors in the dataset due to the inaccurate coding of the 

diagnosis of patients (Brand & Sundararajan, 2010). I rated the quality of this study 

as 10/27 (Downs & Black, 1998).  Sharma et al. (2018) research involved 8,036 

patients with dementia who were recruited over a 2.5 years period. The authors 

reported a falls prevalence rate of 31% amongst these patients. The limitations of this 

study are as follows: 1) the authors did not have information on the type of fractures 

that usually occurred amongst patients with dementia from their dataset 2) the 

researchers could not determine the full impact of medication (e.g. different types of 

antipsychotics) on falls (Sharma et al., 2018). I scored the quality of this study as 

12/27 (Downs & Black, 1998).  

 

Also, dementia or dementia with kidney disease has been documented to be 

significant predictors of hip fractures (Harvey et al., 2018; Maravic, Ostertag, Urena, 

& Cohen-Solal, 2016; H.-K. Wang et al., 2014). Harvey et al. (2018) research 

involved 24,500 people who had experienced a fracture. Their findings indicated that 

people with dementia were likely to experience two hip fractures over a 3-year 

period. A limitation of this study is that the dataset did not allow the researchers to 

distinguish between the different types of hip fractures. Also, the researchers could 

not assess the impact of medications that improves the structure of bones on the 

occurrence of a 2nd hip fracture (Harvey et al., 2018).  I rated the quality of this study 

as 11/27 (Downs & Black, 1998). Maravic et al. (2016) study involved 660,434 

patients with dementia. The authors concluded that patients with dementia and 

kidney disease as well as those with only dementia are susceptible to hip fractures. A 

limitation of this study is that the authors could not assess the severity of dementia 

from the dataset. Also, the authors did not have details of the bone density of 

participants as well as the type of medication that had been prescribed to patients in 

their dataset (Maravic et al., 2016). I scored the quality of this study as 11/27 
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(Downs & Black, 1998). H.-K. Wang et al. (2014) compared 1,408 patients with 

dementia to 7,040 patients without dementia. Their participants were matched in 

terms of their age and gender. Their findings indicated that the presence of 

osteoporosis in patients with dementia made them susceptible to hip fractures. Their 

findings were limited by the absence of information such as the educational status of 

patients in their dataset. The educational status variable could therefore not be 

controlled for in their analysis. Also, the authors did not have information on 

treatment regimen that had been provided for patients with osteoporosis (H.-K. 

Wang et al., 2014). I rated the quality of this study as 13/27 (Downs & Black, 1998). 

Although dementia was associated with hip fractures in Harvey et al. (2016a) study, 

people with dementia were less likely to receive support from the rehabilitation 

team. This finding was based on a comparison of 47,066 patients with dementia to 

181,562 patients without dementia. Limitations of this study includes an under 

diagnosis of dementia in medical records and the possibility of underrating receipt of 

rehabilitation (Harvey et al., 2016a). I rated the quality of this study as 13/27 (Downs 

& Black, 1998). 

 

Risk factors for the prevalence of falls in people with dementia include visual 

problems, mobility difficulties and incontinence (Lim, Mamun, & Lim, 2014). Data 

on 298 people with and without dementia who had experienced a fall were analysed 

in this study. Findings from this study is limited by the fact that the authors 

identified a diagnosis of dementia through the patients’ medical record when they 

could have conducted their own assessments through a geriatrician (Lim et al., 

2014). I rated the quality of this study as10/27 (Downs & Black, 1998).  Falls are 

also likely to be documented in situations where the individual is trying to mobilise 

and especially at night (Nakagawa et al., 2002). According to the authors, the two 

major reasons for the increased occurrence of falls at night-time could be inadequate 

staffing levels and the sundown syndrome (heightened confusion during the evening 

and night hours). This study involved 61 patients who were admitted into a dementia 

unit. The findings from this study is limited by the authors’ reliance on staff 

documentation of falls through the incident reporting forms which may not be 

accurate (Nakagawa et al., 2002). I scored the quality of this study as 10/27 (Downs 

& Black, 1998). Apart from the environmental causes of falls, the physiological state 
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(e.g. urinary tract infection) of individuals could increase the risk of falls (S. 

Eriksson, Strandberg, Gustafson, & Lundin-Olsson, 2009). This study involved 191 

patients with dementia. Although this study relied on staff documentation of falls 

through the incident reporting forms, the researchers also reviewed the medical 

records of patients to identify falls that had not been recorded on these forms. A 

major limitation of this study includes staff variations in assessing the factors that 

contribute to falls (S. Eriksson et al., 2009). I rated the quality of this study as 9/27 

(Downs & Black, 1998). Mossello et al. (2018) analysed data on 372 patients with 

dementia who had experienced a fall. Their findings revealed that risk factors for 

falls could be the side effect of medications. The authors suggested that patients with 

dementia who are on insulin therapy might forget to monitor their blood sugar levels, 

which could lead to hypoglycaemia and subsequently falls. A limitation of this study 

is that some of the falls history of patients with severe dementia may have been 

missed due to memory problems (Mossello et al., 2018). I scored the quality of this 

study as 9/27 (Downs & Black, 1998). 

 

Booth et al. (2015) state that the quality of the current available evidence for the 

minimisation of falls amongst people with cognitive impairment is inadequate. This 

finding was based on an analysis of seven systematic reviews. A limitation of this 

study is that the authors may not have included all the relevant literature in their 

analysis. The authors could not find enough systematic reviews that had solely 

addressed the reduction of falls amongst people with cognitive impairment (Booth et 

al., 2015). The reduction of falls through multi-factorial assessments has been 

documented to be ineffective amongst people with cognitive impairment (Shaw et 

al., 2003). This randomised control trial involved 274 patients with cognitive 

impairments who had experienced a fall. The study compared an intervention group 

(130 patients) with a control group (144 patients). The intervention focused on 

stability, environmental factors, medication review and a diagnosis of cardiovascular 

disease. Findings from this study were limited by its small sample size (Shaw et al., 

2003). I scored the quality of this study as 17/27 (Downs & Black, 1998). A 

systematic review involving 43 studies documented that multi-factorial interventions 

in hospital settings were fairly successful (D. Oliver et al., 2007). A limitation of this 

study is the heterogeneity of the included studies, which were not adjusted for in the 
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analysis (D. Oliver et al., 2007). I rated the quality of this study as 7/16 (Shea et al., 

2017). A systematic review of 10 studies, however, found that the use of the 

following strategies were helpful in the prevention of falls amongst patients with 

cognitive impairment: thorough management of delirium, conducting falls risk 

assessment and a review of patients’ medication (Stockwell‐Smith et al., 2020). I 

rated this study as 5/16 (Shea et al., 2017). A study involving 96 hospital staff who 

worked in 6 hospitals found that memory and communication difficulties amongst 

people with dementia mean that they might find it difficult to retain nursing staff 

instructions on how to minimise falls (Ayton et al., 2017). I rated the quality of this 

study as 16/34 (Critical Appraisal Skills Programme, 2018). The 16 hospital staff 

interviewed in Grealish et al. (2019) research felt that keeping the patient with 

cognitive impairment in close proximity to the nurses station and staff observation of 

patients alongside the use of technology (e.g. movement alarms) were effective ways 

of preventing falls. They were, however, not always able to translate falls prevention 

policies into practice (Grealish et al., 2019). I scored the quality of this study as 

21/34 (Critical Appraisal Skills Programme, 2018). It is therefore necessary to use a 

multi-faceted approach which looks at the physiological, psychological, behavioural 

and environmental causes of falls amongst people with dementia (Chaâbane, 2007). 

 

Summary: Falls are common amongst people with dementia.  The key risk factors 

for falls on the wards amongst patients with dementia is an exposure to an 

environmental hazard as well as the medical condition of the patient. Most of the 

research reviewed under falls were quantitative in nature and relied on data obtained 

from the medical records of patients or the incident reporting system. The sample 

size for the quantitative studies were large. The findings from this literature review 

indicates that further research is required on how to effectively reduce falls amongst 

people with dementia.   

 

2.14) End-of-life care 

Based on a literature review, end-of-life care  was defined as the delivery of quality 

services to people who have been diagnosed with an impending or near future death 
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(Izumi, Nagae, Sakurai, & Imamura, 2012). Another literature review stated that a  

significant amount of people with dementia (100,000) in the UK pass away on an 

annual  basis (Bayer, 2006). A study involving 136 family carers of people with 

advanced dementia found that the majority of them preferred Do-Not-Resuscitate 

(DNR) measures. These measures were however not likely to be used when the 

carers were older and when the diagnosis of dementia had been in place for a period 

that was longer than 2 years (Peixoto, da Silveira, Zimmermann, & de M. Gomes, 

2018). A limitation of this study was that decisions of carers was based on 

hypothetical situations rather than reality (Peixoto et al., 2018). I rated the quality of 

this study as 9/27 (Downs & Black, 1998). This finding contradicts results of an 

earlier study involving 89 family carers who reported a mixed response to whether or 

not resuscitation was needed at the end-of-life stage (Livingston et al., 2010). A 

strength of this study is that the authors managed to reach theoretical saturation. 

Despite this strength, the findings were limited by the exclusion of carers of people 

with undiagnosed dementia (Livingston et al., 2010). I scored the quality of this 

study as 20/34 (Critical Appraisal Skills Programme, 2018). The electronic record of 

322 deceased patients who participated in an end-of-life intervention which was 

implemented by nurses and physicians showed that most patients and their family 

members preferred DNR measures (Jennings et al., 2019). This study was, however, 

limited by its focus on  one medical centre (Jennings et al., 2019). I rated the quality 

of this study as 8/27 (Downs & Black, 1998). An earlier study (i.e. survey involving 

514 physicians, 676 gerontologist and 218 family members) found similar results to 

the findings of the above study. Findings from this earlier survey showed that family 

members believed that hospice care was the most suitable regime for people with 

dementia who are at the end-of-life stage (Luchins & Hanrahan, 1993). As the 

researchers focused on patients with dementia who had medical complications at the 

end-of-life stage, their findings may not be transferable to patients who do not have 

these types of complications (Luchins & Hanrahan, 1993). I scored the quality of this 

study as 8/27 (Downs & Black, 1998).  

 

Despite the preference for hospice care, 118 patients with dementia and pneumonia 

or  hip fractures who were compared with 98 patients without cognitive impairment 

received similar levels of sub-optimal end-of-life care (e.g. invasive medical 
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procedures) (R. S. Morrison & Siu, 2000b). Findings from this study were limited by 

its focus on a single hospital and its reliance on medical records (e.g. staff may not 

document their conversations with carers regarding the provision of good quality 

end-of-life care) (R. S. Morrison & Siu, 2000b). I rated the quality of this study as 

9/27 (Downs & Black, 1998). The provision of poor quality service at the end-of-life 

stage for people with dementia may for example involve a decrease in the number of 

referrals made to the end-of-life team, a reduction in the amount of end-of-life 

medication given and an increased estimation of blood gases (Sampson, Gould, Lee, 

& Blanchard, 2006). This review of the patient’s medical records compared 65 dead 

patients without dementia with 35 dead patients with dementia. Findings from the 

study may be limited by the possible exclusion of patients with undiagnosed 

dementia (Sampson et al., 2006). I scored the quality of this study as 10/27 (Downs 

& Black, 1998). Other researchers have reported incomplete medical assessments 

and the unnecessary use of antipsychotics at the dementia end-of-life stage (O’Shea 

et al., 2015). This study was an audit of 660 medical records of people with 

dementia. Findings from the study were limited by its small sample size and the 

inability of the researchers to assess if the bespoke needs of patients with dementia 

who are on the end-of-life pathway have been met (O’Shea et al., 2015). It has been 

documented that people with dementia who are at the end-of-life stage receive 

inadequate pain relief, anti-emetics (Lloyd-Williams, 1996) and the poor 

management of their palliative symptoms (Moon, McDermott, & Kissane, 2018). 

Lloyd-Williams (1996) audit was limited by its small sample size of 17 dead patients 

who had dementia whilst Moon et al. (2018) systematic review was limited by its 

focus on Western countries. I rated the systematic review as 4/16 (Shea et al., 2017). 

A case note analysis of 18 patients with dementia who were compared to 32 patients 

without dementia found that staff did not routinely refer patients with dementia to 

the end-of-life care team and were less likely to involve their relatives in their care 

(Afzal, Buhagiar, Flood, & Cosgrave, 2010). This study was limited by its focus on 

one hospital, a small sample size and the possibility of the medical notes of patients 

containing errors (Afzal et al., 2010). I rated the quality of this study as 10/27 

(Downs & Black, 1998). When compared to patients with cancer (n=51,609 deaths), 

patients with dementia (n=16,428 deaths) were provided with an inadequate 

palliative care (Martinsson, Lundström, & Sundelöf, 2018). A limitation of this study 

was with the use of a national dataset, which did not have relevant end-of-life 
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information such as the use of DNR measures (Martinsson et al., 2018). I scored the 

quality of this study as 15/27 (Downs & Black, 1998). Other researchers have 

however, found that patients with dementia were less likely to receive active and 

invasive treatment at the end-of-life stage (Richardson, Sullivan, Hill, & Yu, 2007). 

This study compared 31, 654 dead patients with dementia with 62,446 dead patients 

without dementia. Although this study had a large sample size, it was limited by the 

lack of relevant end-of-life information such as the presence of advanced decisions 

(Richardson et al., 2007). I scored the quality of this study as 14/27 (Downs & 

Black, 1998). Similarly, an increased level of active and invasive treatment was not 

documented by Morin, Beaussant, Aubry, Fastbom, and Johnell (2016) in their 

research which involved people with dementia and cancer. This study compared 

26,782 dead people who had dementia with 26,782 dead people who had been 

diagnosed with cancer but not dementia. Although the researchers had a large sample 

size, their findings were limited by the absence of information on the severity of 

dementia and the exclusion of people with undiagnosed dementia (Morin et al., 

2016). I rated the quality of this study as 14/27 (Downs & Black, 1998). People with 

dementia who are at the end-of-life stage have been reported to have bed sores, be 

physiologically unstable and experience significant discomfort (Aminoff & 

Adunsky, 2005). The study involved 71 patients with dementia and was  limited by 

the differences in views on what constitutes suffering at the end-of-life stage 

(Aminoff & Adunsky, 2005).  I scored the quality of this study as 7/27 (Downs & 

Black, 1998). Other end-of-life symptoms that have been reported in a recent study 

are weakness and changes in one’s appetite (Pinzon et al., 2013). This survey 

involved the family carers of 310 dead dementia patients who were compared to 931 

dead patients who did not have dementia. Findings from this research were limited 

by the authors’ acceptance of the family member’s declaration of a dementia 

diagnosis rather than on the researchers’ reliance on laboratory tests that had been 

conducted when the patient was alive (Pinzon et al., 2013). I rated the quality of this 

study as 10/27 (Downs & Black, 1998). 

 

It is, however, possible that staff and family carers’ poor understanding of the 

trajectory of dementia may contribute to the type of end-of-stage care that they 

receive (Thuné-Boyle et al., 2010). This study involved interviews with 20 family 
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members of people with dementia and 21 staff from hospitals and nursing homes. 

The findings were limited by a lack of cultural diversity (Thuné-Boyle et al., 2010). I 

scored the quality of this study as 19/34 (Critical Appraisal Skills Programme, 

2018). A qualitative study involving 58 hospital and community staff found that the 

palliative symptoms of dementia may be difficult to resolve because of the 

communication difficulties they experience (T. Ryan, Gardiner, Bellamy, Gott, & 

Ingleton, 2012). I rated the quality of this study as 20/34 (Critical Appraisal Skills 

Programme, 2018). Champion’s (2017) study which involved surveying 67 staff 

showed that they needed more training in order to competently recognise and refer 

people with dementia to the end-of-life team. I scored the quality of this study as 

5/27 (Downs & Black, 1998). Furthermore, a mixed-methods study of 662 

physicians and General Practitioners (GP) using vignettes found that the type of 

treatment given to people with dementia  who are at the end-of-life stage was 

dependent on the setting (i.e. acute and non-acute) and the country where care is 

delivered (Parsons et al., 2014). The findings of this study were limited by the low 

response rate and the lack of information about how the psychosocial working 

conditions of doctors affect their management of end-of-life care (Parsons et al., 

2014).     

 

A literature review stated that it was essential therefore to involve whenever possible 

family carers and specialists in the care of patients with dementia (Birch & Stokoe, 

2010). A study involving 5 health care professionals stated that it was important to 

rely on the experiential knowledge of staff in order to meet the multi-faceted needs 

of patients in a holistic manner (A. Bartlett & Clarke, 2012). I rated the quality of 

this study as 16/34 (Critical Appraisal Skills Programme, 2018). A literature review 

found that quality end-of-life care could be provided through the adoption of person-

centred principles such as knowing the individual (Carvajal et al., 2019). Another 

method to potentially improve end-of-life care for dementia patients is the utilisation 

of simple guidelines around feeding, agitation, medication and usual care (N. Davies 

et al., 2018). This study involved development and implementation of the end-of-life 

guidelines through feedback obtained from interviews, focus groups and previous 

literature. Findings of this research were limited by the fact that the guidelines are 

only appropriate for patients who do not wish to be resuscitated (N. Davies et al., 
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2018). I rated the quality of this study as 20/34 (Critical Appraisal Skills Programme, 

2018).  A mixed-methods research found that staff training improved end-of-life care 

(Selman et al., 2016).  

 

Summary: Most of the studies reviewed under this section were either quantitative or 

qualitative. The main issues that people with dementia face at the end-of-life stage 

face is whether they have to be resuscitated or not. The literature review provided 

mixed results (i.e. some authors stated people with dementia receive sub-optimal 

care (e.g. invasive procedures) whilst others have documented receipt of appropriate 

care).  

 

2.15) Discharge planning 

A study which used a Delphi approach to obtain the views of 24 hospital staff 

concluded that discharge planning ensures continuity of care between the hospital 

and home (Yam et al., 2012). It is also important because it helps to reduce 

rehospitalisation and improve the quality of care provided to patients (Yam et al., 

2012). Staff face a wide range of difficulties when they initiate the discharge 

planning process due to shortages of placements in residential facilities (Kable, 

Chenoweth, Pond, & Hullick, 2015). This study involved focus group interviews 

with 33 staff who were recruited from a hospital, nursing home and a GP practice. 

Findings from this study were limited because the interviews excluded the views of 

specialist physicians who were too busy to participate in the study. Also the 

participants who took part in this study were from one particular region of Australia 

(Kable et al., 2015). I rated the quality of this study as 19/34 (Critical Appraisal 

Skills Programme, 2018). Problems with the discharge planning process can be 

attributed to a breakdown in communication between family carers and staff 

alongside the failure of staff to include family members in the discharge process (M. 

Bauer, Fitzgerald, & Koch, 2011; M. Bauer, Fitzgerald, Koch, & King, 2011). M. 

Bauer, Fitzgerald, and Koch (2011) study involved 25 family carers of patients with 

dementia who were admitted into three hospitals. The findings were limited by the 

fact that most of the people recruited into this study were unhappy with the discharge 
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process (M. Bauer, Fitzgerald, & Koch, 2011). I scored the quality of this study as 

19/34 (Critical Appraisal Skills Programme, 2018). M. Bauer, Fitzgerald, Koch, et 

al. (2011) also interviewed 25 family carers who were not satisfied with the 

discharge process that they had experienced. Their study involved discharges from 

the following hospitals: private, public and rural (M. Bauer, Fitzgerald, Koch, et al., 

2011). I rated the quality of this study as 14/34 (Critical Appraisal Skills Programme, 

2018). Family members may not be adequately informed about hospital decisions 

regarding the placement of the person with dementia in a residential setting (Emmett, 

Poole, Bond, & Hughes, 2014). A strength of this study is that it obtained data from 

multiple sources: 29 interviews with patients with dementia, 28 interviews with 

family carers, 35 interviews with hospital staff, focus group interviews with 22 

hospital staff, 3 family carers and 2 volunteers as well as non-participant 

observations in 2 hospitals. I rated the quality of this study as 20/34  (Critical 

Appraisal Skills Programme, 2018).  A review of 15 studies also suggested that 

family members might not be adequately prepared for the discharge process. The 

authors suggested the need for hospital staff to have discharge planning meetings 

with family members and also introduce the use of family journals which serves to 

facilitate the communication process between family members and staff (Stockwell‐

Smith et al., 2018).  I scored the quality of this study as 5/16 (Shea et al., 2017).  

 

Another problem with discharges includes the amount of time involved in making 

assessments as to whether the person should be discharged home or to a care home 

(Gage et al., 2015). This quantitative study involved 109 patients with dementia and 

their family carers. A limitation with the study is that the authors mainly recruited 

people who had stayed in hospital for a long period of time (Gage et al., 2015). I 

scored the quality of this study as 9/27 (Downs & Black, 1998). There are variations 

in the staff assessment of the patients’ capacity when making decisions regarding 

their discharge into a  residential setting or to their homes (Emmett, Poole, Bond, & 

Hughes, 2013). This study had a large sample size, which comprised of 92 

interviews with patients, carers and hospital staff. The authors conducted focus 

group discussions with 22 hospital staff, 3 family carers and 2 volunteers. The 

authors also reviewed the medical records of patients and conducted observations 

(Emmett et al., 2013). I scored the quality of this study as 20/34 (Critical Appraisal 
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Skills Programme, 2018). A literature review indicated the need to respect the 

decisional capacity of the patient when making arrangements for discharge planning 

(Brindle & Holmes, 2004). Fluctuations in an individual’s capacity to consent can 

create difficulties for staff who are making best interest decisions for the patient in 

relation to their discharge destination (Poole et al., 2014). This type of situation 

makes it essential to involve family carers in dementia care. This study involved: 

ethnographic observations, the review of 29 medical records, 92 interviews with 

patients, carers and hospital staff as well as focus group discussions with 3 carers, 22 

hospital staff and 2 volunteers. The study was however limited by the lack of cultural 

diversity amongst its participants (Poole et al., 2014). I rated the quality of this study 

21/34 (Critical Appraisal Skills Programme, 2018). 

 

Cognitive impairment (delirium superimposed on dementia) has been associated 

with poor  patient adherence to discharge recommendations (Han et al., 2011). This 

study involved 115 patients who had been discharged from the emergency 

department of a single hospital. The findings from this study were limited by the use 

of a convenience sample and its insufficient sample size. The authors could not 

control for all possible confounders in their analysis (Han et al., 2011). I scored the 

quality of this study as 11/27 (Downs & Black, 1998). A Japanese hospital has a 

policy whereby patients without a discharge plan already in place are not admitted 

(Fukuda et al., 2015). Another hospital policy in Canada was concerned about the 

safety of patients who had been discharged into the community (Hunter et al., 2017). 

A nursing intervention which involved ensuring that there was continuity of care 

between the hospital and the community documented improved health outcomes (i.e. 

decreased rehospitalisation) for patients with cognitive impairment (Naylor et al., 

2016). This study was conducted in three hospitals and involved 388 patients with 

cognitive impairment and their family carers. Findings from this study was limited 

because it did not have sufficient power to identify clinically important differences 

between discharge interventions carried out by registered nurses and those with a 

master’s degree (Naylor et al., 2016). I rated the quality of this study as 10/27 

(Downs & Black, 1998). Despite the fact that hospitals have discharge policies, 

people with dementia who have been discharged into a sub-acute setting have stated 

that they need more time to adjust to their new environment (Digby et al., 2012).  
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Summary: From the literature review, some of key issues that delays discharge 

planning is the shortage of social care facilities and the time needed by staff to assess 

the patient’s most appropriate discharge destination. Furthermore, effective 

discharge planning requires the use of good communication techniques between 

hospital staff and the patient as well as their carers.   Hospital policies also affect the 

discharge planning process. I reviewed the following studies: quantitative, 

qualitative and literature review. Whereas the qualitative studies had adequate 

sample sizes, the quantitative studies had a small number of participants. 

 

2.16) Nutrition 

A problem with hospital mealtimes is that nurses may not always be able to assist the 

patient to eat as a result of the prioritisation of nursing tasks such as drug rounds 

over mealtimes (Ullrich, McCutcheon, & Parker, 2014). This study involved non-

participant observations as well as group discussions amongst 24 hospital staff and 

21 staff members from a nursing home. The findings of this study may not be 

generalised to other settings as the research was conducted in a single hospital and 

one nursing home (Ullrich et al., 2014). I rated the quality of this study as 17/34 

(Critical Appraisal Skills Programme, 2018). Problems related to feeding include no 

desire to participate in meals and the inability of an individual to concentrate on 

eating (Correia, Morillo, Jacob Filho, & Mansur, 2010). This study involved 50 

patients with dementia and their carers who had been admitted into a single hospital 

(Correia et al., 2010). I rated the quality of this study as 8/27 (Downs & Black, 

1998). Another problem to consider is how the poor oral health of people with 

dementia can for example cause choking (Kobayashi et al., 2017). This descriptive 

quantitative study involved 92 patients with dementia who had a dental problem 

(Kobayashi et al., 2017). I rated this study as 7/27 (Downs & Black, 1998). 

Approximately 36% of people with dementia and swallowing difficulties were 

reported to have aspirated water (Rösler et al., 2015). This study involved 161 

patients with dementia who were compared to 30 people without dementia in a 

single hospital (Rösler et al., 2015). I scored the quality of this study as 10/27 

(Downs & Black, 1998). It has been suggested that difficulties in swallowing and 

loss of appetite amongst people with advanced dementia can have an effect on their 
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nutritional status (Hsiao et al., 2018). This study involved 345 patients with 

dementia. A limitation of this study was that majority of the patients included in the 

study had mild dementia (Hsiao et al., 2018). I rated the quality of this study as 9/27 

(Downs & Black, 1998). Feeding difficulties may make hospital staff initiate 

artificial nutrition which is associated with the risk of aspiration pneumonia 

(Sampson, Candy, & Jones, 2009). I scored the quality of this study as 9/16 (Shea et 

al., 2017). People with dementia and swallowing difficulties who have been put on 

nasogastric or gastrostomy  tubes have a higher risk of aspiration pneumonia when 

compared to their peers in the oral uptake group (Cintra, de Rezende, de Moraes, 

Cunha, & da Gama Torres, 2014). This study compared 36 people who were taking 

food orally with 31 patients who were either on gastrostomy or nasogastric tubes. A 

limitation of this study is that the authors included patients with a diagnosis of stroke 

and dementia in their sample (Cintra et al., 2014). I rated the quality of this study as 

11/27 (Downs & Black, 1998). Another disadvantage faced by people  on artificial 

nutrition when compared to those who eat in the expected usual manner is the 

possibility of early mortality (Ticinesi et al., 2016). This study involved 184 patients 

with dementia who had a poor nutritional status. Findings from this study were 

limited by its small sample size and the authors’ inability to control for the effect of 

the use of psychotropic medication which is a possible confounder of mortality 

(Ticinesi et al., 2016). I scored the quality of this study as 13/27 (Downs & Black, 

1998). Takayama et al. (2017) found artificial nutrition to be beneficial in terms of 

survival rate of people with dementia. This study comprised of 108 patients with 

dementia and 44 patients with schizophrenia. The author recruited patients with 

dementia from nine psychiatric hospitals because the Japanese manage the 

behavioural symptoms of dementia on these wards. Findings from this study were 

limited by the absence of information such as the quality of life of patients with 

dementia who are on artificial nutrition. In addition, patients with dementia who are 

being managed in psychiatric hospitals may be significantly different from those 

living in the community (Takayama et al., 2017). I rated the quality of this study as 

10/27 (Downs & Black, 1998). Takenoshita et al. (2017) found that tube feeding 

prolongs life, reduces the use of antibiotics and the occurrence of pneumonia. The 

authors recruited 52 patients with dementia and 6 patients without dementia who had 

been admitted into nine psychiatric hospitals. The findings were limited by the 

authors’ inability to analyse the laboratory results of patients prior to the initiation of 
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artificial nutrition. Also, the authors excluded people who were too ill for artificial 

nutrition from their analysis (Takenoshita et al., 2017). I scored the quality of this 

study as 11/27 (Downs & Black, 1998). 

 

A wide range of factors, which may influence decisions related to the provision of 

nutritional support for people with cognitive impairment, includes: the legal 

framework, financial compensation by the state and the cultural background of the 

physician (Aita, Takahashi, Miyata, Kai, & Finucane, 2007). The authors 

interviewed 30 physicians. The findings were limited by the absence of views of 

family carers regarding the initiation of artificial nutrition in people with cognitive 

impairment (Aita et al., 2007). I rated the quality of this study as 19/34 (Critical 

Appraisal Skills Programme, 2018). Another factor that affects the decision to 

withdraw the administration of artificial nutrition and hydration is whether the 

person is in a care home, hospital or the patient’s own home (Chambaere, Loodts, 

Deliens, & Cohen, 2014). This study distributed questionnaires to 6,927 physicians 

who cared for patients who were dead. The findings indicated that the number of 

end-of-life patients who had their nutritional support withheld was higher in care 

homes than in hospitals. Limitations of this study include the possibility of non-

response bias and the physicians omission of important information when recalling 

events related to end-of-life care (Chambaere et al., 2014). I scored the quality of this 

study as 10/27 (Downs & Black, 1998). Disagreements between nurses, physicians 

and patients regarding decisions concerning the provision of nutritional support for 

patients can lead to negative feelings such as anger amongst staff (Bryon, de 

CasterlÉ, & Gastmans, 2012). This study involved 21 hospital staff who worked in 

nine hospitals. The findings were limited by the absence of the views of family 

members regarding their involvement in decisions related to the provision of 

nutritional support for their loved ones (Bryon, de CasterlÉ, et al., 2012). I rated the 

quality of this study as 19/34 (Critical Appraisal Skills Programme, 2018). Any 

conflicting views between the nurse, relatives and physician may be resolved 

covertly or overtly by the nurse (nurses may for example openly criticise decisions 

of the physician or encourage family members to object to inappropriate medical 

decisions) (Bryon, Gastmans, & de Casterlé, 2010). The authors interviewed 21 

hospital staff who were based in nine hospitals. A limitation of this study includes 
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gender bias (i.e. inadequate number of males). In addition, a single person conducted 

the interviews and analysis (Bryon et al., 2010). I scored the quality of this study as 

21/34 (Critical Appraisal Skills Programme, 2018). It is therefore necessary for 

nurses and other professionals involved in the care of patients with dementia to work 

in partnership (Bryon, Gastmans, & de Casterlé, 2012). This study involved 21 

nurses who were employed by nine hospitals. A limitation of this study was that the 

authors focused on nurses and excluded the views of physicians (Bryon, Gastmans, 

et al., 2012). I rated the quality of this study as 18/34 (Critical Appraisal Skills 

Programme, 2018).  

 

A literature review indicated that the following strategies could be employed when 

providing meals for people with dementia: the use of prompts to enable them to eat 

their meal, making them aware that they have been served with food and the 

minimisation of upsetting or stressful situations when meals are served (Archibald, 

2006). Other strategies that have been found to be beneficial at mealtimes includes 

assisting patients with feeding, encouraging the patient to take snacks and the use of 

music to improve the atmosphere of the ward (A. Wong, Burford, Wyles, Mundy, & 

Sainsbury, 2008). This study was conducted in four stages. The first stage, which 

comprised of the control group, had 23 patients. The second, third and fourth stages 

had 40, 7 and 28 patients respectively. A limitation of this study is the possibility of 

staff changing their behaviours to suit the researchers requirements (A. Wong et al., 

2008). I scored the quality of this study as 11/27 (Downs & Black, 1998). Allen, 

Methven, and Gosney (2014) found that the use of glass beakers enhanced the intake 

of dietary supplement when compared to the use of straws in containers. The study 

recruited 31 and 14 people with cognitive impairment from care homes and hospitals 

respectively. The total number of care homes and hospitals that participated in the 

study were eight and three respectively. The findings of this study were limited its 

small sample size and the possibility of staff facilitating the fluid intake of 

participants who were using glass beakers as they were not blinded to the study 

(Allen et al., 2014). I rated the quality of this study as11/27 (Downs & Black, 1998). 
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Summary: People with dementia experience complex nutritional issues for example, 

the impact of swallowing difficulties on the patients’ diet. There are ethical 

dilemmas and tensions amongst staff regarding the initiation of artificial nutrition. 

Strategies to improve the nutritional status of people with dementia has been 

discussed. I looked at the following types of research: quantitative, qualitative, one 

systematic review and a literature review. Most of the studies reviewed had adequate 

sample sizes. Some of the studies reviewed were conducted in more than one 

hospital.  

 

2.17) Pain 

The International Association for the Study of Pain (2019) has described pain as “An 

aversive sensory and emotional experience typically caused by, or resembling that 

caused by, actual or potential tissue injury.” It could be Nociceptive (injury to 

organs), neuropathic (impaired nerves) or central non-nociceptive (interference with 

how pain is processed in the body) (K. Phillips & Clauw, 2011). The prevalence rate of 

self-reported pain amongst patients with dementia has been reported to be 27% by 

Sampson et al. (2015). The authors also found an association between pain and the 

behavioural symptoms of dementia. This study involved 230 patients with dementia 

who had been admitted into two UK hospitals. A strength of this study is that 

researchers collected data from multiple sources: interviews with family carers, 

medical records and observations. A limitation of this study is that the researchers 

could not control for all the possible confounding factors (e.g. the relationship 

between mood and pain) (Sampson et al., 2015). I scored the quality of this study as 

9/27 (Downs & Black, 1998).  

 

A review of 14 studies concluded that the assessment and management of pain 

amongst people with dementia was inadequate (Tsai et al., 2018). Findings from this 

review were limited by its focus on studies published in English and the exclusion of 

studies that did not clearly define its sample as having a diagnosis of dementia (Tsai 

et al., 2018). I rated the quality of this paper as 4/16 (Shea et al., 2017). It has been 

suggested that people with dementia experience untreated peri-operative pain after 
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sustaining a hip fracture because of communication difficulties with ward staff (R. S. 

Morrison & Siu, 2000a). This study compared 38 patients with dementia to 59 

people without dementia. A limitation of this study is that it was carried out in a 

single hospital. In addition, it is possible that the patients were in pain because of 

their refusal to take pain medication. This was however unlikely as the authors could 

not evidence this from their treatment charts or interviews (R. S. Morrison & Siu, 

2000a). I rated the quality of this study as 9/27 (Downs & Black, 1998). Untreated 

peri-operative pain is further evidenced in Green, Bernoth & Nielsen’s (2016)  pilot 

study where people with dementia were less likely to receive as-required analgesia 

for a fracture. This study involved a comparison of 10 people without dementia to 10 

patients with dementia. Findings from this study were limited by: the small number 

of people recruited into the study, the research being conducted in a single hospital 

and the exclusion of some type of analgesics from the researchers analysis (Green et 

al., 2016). I scored the quality of this study as 10/27 (Downs & Black, 1998).  A case 

study of 4 patients with dementia revealed that they may be unable to give an 

accurate report about the side-effects of their prescribed pain relief (A. S. Kelley, 

Siegler, & Reid, 2008).  

 

The ability of people with dementia to recognise and tolerate pain may be altered 

(Oosterman et al., 2014). This study compared 26 people with dementia in a UK 

hospital to 13 patients without dementia who resided in the Netherlands. Findings 

from this research were limited by the small number of people recruited into the 

study as well as the researchers inability to control for the influence of culture on the 

expression of pain (Oosterman et al., 2014). I rated the quality of this study as 9/27  

(Downs & Black, 1998). A literature review indicated that alterations in the 

perception of pain does not affect people with mild dementia as they are able to 

report pain (Thuathail & Welford, 2011). Although the use of pain rating scales 

helps to monitor and manage pain, it is not widely used amongst staff in 17 hospitals 

based in Finland (Rantala, Kankkunen, Kvist, & Hartikainen, 2012). This mixed-

methods study involved 333 hospital staff. Findings were limited by the use of a 

newly developed questionnaire and the absence of the views of patients with 

dementia regarding the management of their pain (Rantala et al., 2012). 
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According to Dowding et al. (2016), Lichtner et al. (2016), Lichtner, Dowding, and 

Closs (2015) there are differences in the management of pain amongst people with 

dementia who have been admitted into medical and surgical wards. Dowding et al. 

(2016) interviewed 52 hospital staff and 4 family carers. They also observed 31 

patients and reviewed their medical records. Findings from their study indicated that 

in addition to the differences in the management of pain on the various wards, there 

were multiple staff involved in the management of pain. A multidisciplinary 

approach to the management of pain sometimes resulted in fragmented care on the 

wards as staff documentation and communication regarding the management of pain 

was poor. A strength of their study is that they conducted their study in 4 hospitals 

(Dowding et al., 2016). I scored the quality of this study as 19/34 (Critical Appraisal 

Skills Programme, 2018). Lichtner et al. (2016) in addition, observed 31 patients and 

conducted interviews with 52 hospital staff and 4 family carers. Findings from their 

research indicated that a trial-and-error approach was adopted on non-surgical wards 

for the management of pain. A strength of this study is that the researcher’s 

observations on the ward allowed them to collect information regarding the patient’s 

journey. The small number of carers who participated in the research limited this 

study (Lichtner et al., 2016). I rated the quality of this study as 20/34 (Critical 

Appraisal Skills Programme, 2018). Lichtner et al. (2015) conducted 170 hours of 

non-participant observations on 31 patients and interviewed 52 hospital staff and 4 

family carers. Findings from their study indicated that in addition to the 

dissimilarities present in the management of pain on various wards, the four 

hospitals included in their study also used different pain assessment tools. A 

limitation of their study is that the three out of the four hospitals studied used paper 

based systems. Their findings may therefore not be transferrable to hospitals, which 

use electronic systems. Their findings also excluded the views of patients with 

dementia regarding how they self-rate their pain (Lichtner et al., 2015). I scored the 

quality of this study as 20/34 (Critical Appraisal Skills Programme, 2018). 

Inconsistencies in the surgical management of pain amongst people with dementia 

has also been documented by Diaz-Gil et al. (2020) who systematically reviewed 

eight studies. A strength of their research is that it reviewed studies that had been 

conducted in seven different countries. Their findings were limited by the fact that 5 
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out of the 8 articles reviewed focused on hip fracture as opposed to general surgical 

operations (Diaz-Gil et al., 2020). I rated the quality of this study as 5/16 (Shea et al., 

2017). Whereas analgesics were administered to 93% the people who had been 

admitted on to surgical wards, only 36% of people on medical wards received similar 

medication (Mehta, Siegler, Henderson, & Reid, 2010). The authors reviewed the 

medical records of 100 patients with cognitive impairment and pain during 

hospitalisation. The findings of the study were limited by its use of a convenient 

small sample size (Mehta et al., 2010). I rated the quality of this study as 8/27 

(Downs & Black, 1998). A major factor that may impede the effective management 

of pain amongst people with dementia is the inability of staff to adequately assess 

pain due to cognitive decline (Rantala, Kankkunen, Kvist, & Hartikainen, 2014). 

This mixed-methods study involved the distribution of questionnaires to 331 hospital 

staff who worked in 17 hospitals. A limitation of this study was the use of a newly 

developed questionnaire (Rantala et al., 2014).  

 

Difficulties in the assessment of pain implies that nurses have to sometimes rely on 

their own professional opinion (Dowding et al., 2016). The lack of certainty around 

the assessment of pain amongst people with cognitive impairment alongside  

inadequate pain rating scales means that nurses have to rely on their experiential 

knowledge (Fry, Chenoweth, & Arendts, 2016). This study involved focus group 

discussions with 80 hospital staff who worked in four hospitals. Findings from this 

study were limited by the fact that some participants in focus group interviews may 

be more dominant. Therefore, the views of silent participants may be lost (Fry et al., 

2016). I scored the quality of this study as 18/34 (Critical Appraisal Skills 

Programme, 2018). Nurses have to sometimes identify the non-verbal symptoms of 

pain amongst their patients (Brorson, Plymoth, Örmon, & Bolmsjö, 2014). This 

study involved seven hospital staff who worked in a hospital. Findings of this study 

were limited by its small sample size and the possibility of recall bias as participants 

could not always recollect previous events (Brorson et al., 2014). I rated the quality 

of this study as 19/34 (Critical Appraisal Skills Programme, 2017). Self-reporting 

pain using the number scoring system may be inappropriate for people with dementia 

who may have communication difficulties (Lichtner et al., 2015). In addition to the 

challenges present in the assessment of pain amongst people with dementia, hospital 
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staff may have inadequate knowledge about the side-effects of some analgesics 

(Rantala, Hartikainen, Kvist, & Kankkunen, 2015). This study involved 267 hospital 

staff who worked in 17 hospitals. A limitation of this study is the poor response rate 

of 54%. The authors indicated that non-respondents may either have an in-depth 

understanding or inadequate knowledge about the side effects of analgesics (Rantala 

et al., 2015). I scored the quality of this study as 9/27 (Downs & Black, 1998).  

 

Other barriers to the optimal relief of pain amongst people with dementia who are at 

the end-of-life stage include difficulties in obtaining a prescription at a Swedish 

hospital and the receipt of active treatment (e.g. patients on antibiotics) instead of 

receiving palliative care (Brorson et al., 2014). A major consequences of poor pain 

management is the possibility of giving an overdose of pain relief (A. S. Kelley et 

al., 2008). Barriers in the management of pain occurred when patients declined pain 

relief, when staff reported poor multi-disciplinary relationships and when staff could 

not keep up-to-date their continuing professional development (De Witt Jansen et al., 

2017). This study involved 6 staff from 2 hospitals, 6 staff from 3 hospices and 12 

staff from 10 nursing homes. Findings from this study were limited by the possibility 

of self-selection bias as the people who participated in the study may be different 

from those who declined to be interviewed (De Witt Jansen et al., 2017). I rated the 

quality of this study as 22/34 (Critical Appraisal Skills Programme, 2018). Another 

barrier in the management of pain as reported by Fry, Arendts, and Chenoweth 

(2017) include the limited use of pain assessment tools amongst people with 

cognitive impairment. This focus group study involved 36 hospital staff who worked 

in three hospitals. There was the potential of agreement bias to have occurred in this 

research because the researcher knew the respondents. In addition, the interviews 

were conducted in the afternoons, which made it difficult for some staff members 

(i.e. night staff) to participate (Fry et al., 2017). I scored the quality of this study as 

20/34 (Critical Appraisal Skills Programme, 2018). Despite these barriers, family 

members serve as an important resource for the assessment and management of pain 

amongst people with cognitive impairment or dementia (Fry et al., 2017; Fry, 

Chenoweth, MacGregor, & Arendts, 2015; Lichtner et al., 2016). Fry et al. (2015) 

conducted focus group interviews with 80 hospital staff who worked in four 

hospitals. Findings from their study indicated that although family members are 
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important in the management of pain they may sometimes interfere with medical 

decisions. This study however excluded the views of family carers regarding the 

management of pain. Also the views of inexperienced nurses were excluded from the 

research (Fry et al., 2015). I rated the quality of this study as 21/34 (Critical 

Appraisal Skills Programme, 2018). Findings from a literature review indicated that 

in order to properly address the pain that is experienced by people with dementia, it 

is necessary to train hospital staff and introduce specialist pain teams to aid in the 

assessment and management of pain (Achterberg et al., 2013).   

 

Summary: Some people with dementia are able to report their pain whilst others are 

not able to do so because of communication difficulties. In order to manage pain, 

staff have to rely on their professional opinion, experiential knowledge and patient 

non-verbal communication of pain. Barriers to management of pain are discussed. 

Some of the studies reviewed under pain had adequate sample sizes whilst others 

were small in nature.  

 

2.18) Conclusion from the literature review 

In this chapter, I have outlined the main issues that affect people with dementia in 

hospitals. The quality of the studies reviewed in this literature search was good. The 

studies reviewed were mainly quantitative and qualitative. Most of the studies 

reviewed, focused on issues, which the researchers thought, were important in the 

provision of dementia care. I suggest that the main issues affecting people with 

dementia in a hospital setting are as follows: patient-carer-staff relationships, the 

physical ward environment, the ward atmosphere, hospital equipment, training, falls, 

end-of-life care, discharge planning, nutrition and pain.  I have identified that the 

type and quality of patient-carer-staff interactions has an impact on the well-being of 

the various stakeholders (i.e. person with dementia, carer and staff). Therefore, it is 

important to strive to improve these interactions in hospital. I have highlighted the 

different factors in the ward atmosphere and environment that affect people with 

dementia. An example of this is the navigational challenges created by poor 

architecture (Marquardt, 2011). I have described how patient care is affected by the 
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use of hospital equipment. An example of this is how the use of clothing can 

undermine or uphold an individual’s dignity. I have outlined the need to provide 

adequate dementia care training for healthcare staff. 

 

2.19) Gaps in current knowledge 

From the literature review, it is clear that the issues (e.g. falls, malnutrition etc.) 

affecting patients with dementia in acute settings have been extensively researched. 

Strategies for reducing these adverse outcomes is, however, limited. The aim of the 

quantitative phase of the PhD was to identify specific outcomes that affected length 

of hospital stay amongst patients with dementia at a local hospital. This was 

followed by a qualitative research which sought the views of staff and carers on how 

to reduce falls and improve the discharge planning process using a systems 

framework (environment, equipment, policy and interactions) (E. Edwards, 1972; 

Hawkins, 1987; Zecevic et al., 2007).  The research focused on falls and discharge 

planning because these factors had the highest incidence rate ratios at the 

quantitative stage of the study. To my knowledge, this is the first attempt in the UK 

to explore how a systems based approach can be used to help reduce falls and 

improve discharge planning in a hospital setting. In addition, this is the first study to 

ascertain the acceptability of a falls and discharge bundle through an online survey 

of staff, carers and people with dementia. 

 

2.20) Aims of the study 

The issues covered in the literature review influence the experience of patients with 

dementia on the wards. One method of evaluating patient experience is by looking at 

the factors that influences the length of hospital stay. Furthermore, previous research 

has revealed that the length of hospital stay for patients with dementia was longer 

than people without dementia (Möllers et al., 2019). This finding could be due to 

reasons such as co-morbidities and the behavioural symptoms of dementia (Möllers 

et al., 2019). Also a Freedom of Information request from 73 NHS Trusts, showed 

that the period of  hospitalisation for older patients with dementia was doubled 

(Boaden, 2016).  The aim of the service evaluation was, therefore, to identify health 
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outcomes that affect the length of hospital stay amongst people with dementia at a 

local hospital. The qualitative study focused on falls and discharge planning because 

the quantitative analysis indicated that they had the highest incidence rate ratios. The 

aim of the qualitative aspect of the study was to explore how a systems based 

approach can be used to help understand the factors that contribute towards the 

reduction of falls and the improvement of the discharge planning process amongst 

people with dementia in hospital. The aim of the online survey was to ascertain the 

acceptability of the falls and discharge bundles amongst people with dementia, their 

carers and staff.  

 

2.21) Objectives of the study 

To generate knowledge on the factors that affect the length of hospital stay amongst 

patients with dementia. 

To gather information on how a systems based approach can be used to help reduce 

falls and improve the discharge planning process amongst patients with dementia in 

hospital. 

To ascertain the acceptability of the falls and discharge support bundles through an 

online survey involving people with dementia, carers and staff.  

 

2.22) Research Question 

How might a systems approach contribute to reducing falls and improving discharge 

planning amongst patients with dementia?  
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Chapter 3 

This section provides details about the philosophical underpinning of this research. I 

discuss the mixed-methods approach. The advantages and disadvantages of 

prospective and retrospective research is highlighted. The integrity of the dataset that 

was utilised in the phase 1 of the research is discussed. I present the ethical 

requirements for the quantitative, qualitative and online studies. Ethical issues in the 

qualitative study are documented. The advantages and disadvantages of online 

surveys are highlighted. The strengths and limitations of the study design are 

documented. 

 

3.1) Research Philosophy 

Philosophy can be simply defined as the knowledge and questions that we have 

concerning the world (M. Williams & May, 1996). A positivist philosophical 

approach which is associated with quantitative research is based on the assumption 

that sociological knowledge can be derived from scientific principles (Bryman, 

1988). A phenomenological philosophical approach which is linked with qualitative 

research is based on how an individual interprets their subjective reality (Bryman, 

1988). Proctor (1998) argues for the use of a realist philosophical approach because 

of its three dimensional focus: subjective, objective and the organisational factors, 

which influences an event. The epistemological approach of the current study is 

embedded in pragmatism (what works best) (Denscombe, 2010). The origins of a 

pragmatic approach can be traced to Dewey’s (1903) work on logic because it finds 

solutions to problems (Poradzisz & Florczak, 2019). According to Dewey (1903) 

there are four stages in the scientific process. In the first stage, people do not 

recognise the problem and therefore do not engage in reflection. The second stage is 

called the empiric stage whereby people gather facts in an unstructured format. The 

third stage is named the speculative stage in which people begin to make hypotheses. 

The final stage involves experimentation and reflection (Dewey, 1903).“The 

pragmatic method is primarily a method of settling metaphysical disputes that 

otherwise might be interminable. Is the world one or many?—fated or free?— 

material or spiritual?—here are notions either of which may or may not hold good 

of the world; and disputes over such notions are unending. The pragmatic method in 
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such cases is to try to interpret each notion by tracing its respective practical 

consequences” (James, 1907, pp. 35-36). A pragmatic approach gives the researcher 

the ability to choose the best approach needed to address the research question 

(Cherryholmes, 1992). Pragmatists are concerned about the consequences that occurs 

with the acceptance or dismissal of an approach (Rorty, 2000). The current research 

employed the most appropriate data collection methods (quantitative, qualitative and 

online approaches) to address the research aims and overall goal. The first study 

identified the factors that affect the hospital stay for people with dementia and 

patients in general. Findings from the first study informed the second stage as the 

factors (falls and discharge planning) which had the highest incidence ratios were 

selected for the qualitative interviews. Two support bundles were developed from the 

interviews with staff and carers. An online survey involving people with dementia, 

their carers and hospital staff was conducted to ascertain to the acceptability of the 

developed falls and discharge bundles.  

 

3.2) Mixed-methods 

Mixed-methods study is a research approach that uses both qualitative and 

quantitative data to answer research questions (Fetters, Curry, & Creswell, 2013). 

The main types of mixed-methods research are as follows: explanatory sequential, 

exploratory sequential and the convergent approach (Fetters et al., 2013).The 

sequential mixed-methods approach uses one stage to inform the other, whereas the 

convergent design implements quantitative and qualitative approaches 

simultaneously (Schoonenboom & Johnson, 2017). According to Kroll and Morris 

(2009) the challenges in the use of a mixed-methods approach are as follows: (A) 

requires researcher to have knowledge of both quantitative and qualitative 

approaches (B) Expensive (C) Labour intensive. Tariq and Woodman (2013) 

identified the following strengths of a mixed-methods approach: (A) Findings from 

one stage of a study could complement the results of another aspect of the same 

study (B) Findings from an aspect of the study can be used to develop another stage 

of the study. Another strength of a mixed-methods study is that variations in the 

findings of quantitative and qualitative studies could help to generate new 
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knowledge. Also, the results of both qualitative and quantitative data can be 

converged (Tariq & Woodman, 2013) . 

 

I used a sequential mixed-methods approach because I wanted to follow up the 

results of the quantitative data with two studies (i.e. qualitative and online research). 

An advantage of using a quantitative approach is that it enables the researcher to 

measure the occurrence of a phenomenon (McCusker & Gunaydin, 2015). The 

service evaluation was therefore able to identify the factors that affect the patients’ 

length of hospital stay using a large sample size. Qualitative research on the other 

hand enables researchers to understand a research phenomenon (McCusker & 

Gunaydin, 2015).  Although the service evaluation enabled me to identify the factors 

that affect the patients’ length of hospital stay, the views of staff and carers regarding 

these issues was missing. The qualitative study helped to provide an in-depth 

understanding of the main issues that affect people with dementia in hospital. The 

qualitative research was however limited by the absence of the views of patients with 

dementia. A thematic approach was used in the analysis of the qualitative data 

because it helped me to identify patterns in the transcripts that addressed the research 

question (Braun & Clarke, 2006). A grounded theory approach was deemed an 

inappropriate method for my data analysis because it focuses on the development of 

theory from an interview dataset (Corbin & Strauss, 2008). Furthermore, I could still 

have used this in my analysis of the qualitative data. However, thematic analysis was 

the most appropriate choice because I was not seeking to develop a new theory but 

rather address the key issues (i.e. falls and discharge) that emerged from my 

quantitative analysis. Content analysis was considered unsuitable for the research 

because it uses numbers to represent the codes generated from a qualitative dataset 

(Marks & Yardley, 2004). Narrative analysis was viewed as an inappropriate method 

because of its focus on the whole story as opposed to thematic analysis which uses 

sections of the transcripts (Greenhalgh, Russell, & Swinglehurst, 2005). Discourse 

analysis was also considered to be inappropriate because it focuses on analysing the 

construction of language within a particular context (Crowe, 2005).  Findings from 

the qualitative stage informed the online survey as respondents were asked whether 

they agreed or disagreed with the issues that emerged from the interviews. 
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3.3) Prospective versus Retrospective approaches in research on dementia 

Prospective research which involves the observation of people enables the researcher 

to validate the diagnosis of dementia through the use of experts such as: 

Geriatricians (Timmons et al., 2015; Travers et al., 2014),  Neuropsychologist (Zekry 

et al., 2009),  Psychiatrist (Timmons et al., 2015) as well as Neuropsychological tests 

(Timmons et al., 2015; Travers et al., 2014; Zekry et al., 2009). However, the 

prospective researcher may end up with a biased sample size as in the case of 

Travers et al. (2014) who was not available to recruit patients continuously. 

Hospitals clearly run a day and night system (Travers et al., 2014).  

 

In terms of retrospective research which involves the examination of the medical 

records of people with dementia, there is the possibility of excluding people with 

undiagnosed dementia in statistical analysis as hospital codes are given to people 

who have been formally identified as living with dementia (Tropea, LoGiudice, 

Liew, Gorelik, & Brand, 2016). Confirmation of a diagnosis of dementia may be 

problematic for clinicians (Cummings et al., 2011). This is because some of the 

symptoms of dementia such as confusion share similar features with other curable 

illnesses. In addition, a poor performance on a neuropsychological test may be 

caused by other acute illnesses such as stroke (Cummings et al., 2011). The clinical 

coding team, therefore, need to thoroughly review the hospital records of patients 

with dementia before assigning them a code  (Cummings et al., 2011). Natalwala, 

Potluri, Uppal, and Heun (2008) argue that although the retrospective researchers are 

unable to validate a diagnosis of dementia by reviewing the medical records of 

patients, it can be assumed that a diagnosis of dementia having been made in an 

acute hospital setting is true. In addition, neurological assessments of the severity of 

dementia may not be reflected in the International Classification of Diseases codes, 

which have been assigned to patients (Hu, Liao, Chang, Wu, & Chen, 2012).     

 

This study used a retrospective research method for the quantitative study because it 

analysed patient information recorded in a hospital dataset. The research used an 

existing dataset because of its cost-effectiveness, time-efficiency and its ability to 
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address the research aim (the identification of the health outcomes, which affect the 

hospital stay of people with dementia at a local hospital).  

 

3.4) Ethical requirement for the quantitative study 

According to the NHS Confidentiality Code of Practice (2003), researchers should 

ideally use anonymised patient information. The quantitative study is considered as a 

service evaluation because it met the following Health Research Authority (2016) 

requirements: the study used routinely collected anonymised data, the study looked 

at the factors that affect patients length of stay at a local hospital, and information 

used in the analysis had not been randomised.  

 

Ethical Approval for the quantitative aspect of the study was obtained from 

Bournemouth University. The main ethical issue for using a de-identified hospital 

dataset is that patient information was collected for medical purposes as opposed to 

being used for a PhD study. As the first aspect of this study was a service evaluation, 

it contributed to patient care by identifying the factors that affect the length of stay of 

patients with dementia. Following up the quantitative service evaluation with the 

qualitative research enabled me to seek the views of carers and staff regarding falls 

and discharge planning. The findings from the qualitative research and the online 

survey adds to current knowledge on patient care.    

 

3.5) The Integrity of the Dataset 

The dataset was obtained from the Royal Bournemouth and Christchurch NHS 

Hospital Foundation Trust Information Technology Department. The dataset 

comprised of 35,792 emergency admissions with a recorded discharge date between 

01/01/2016 and 31/12/2016. I extracted two samples (i.e. main (n=14,771) and 

dementia sub-samples (n=1,133)). Both samples involved people who had not been 

readmitted and whose length of hospital stay was greater than 24 hours. Some of the 

information (including the diagnosis of patients) that was available in the dataset 
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forms part of the details presented to the Secondary Uses Service of the NHS Digital 

Department. The International Classification of Diseases (ICD) codes that are sent to 

the NHS Digital Department are entered into the hospital system by competent 

clinical coders who use the patients’ discharge summaries and national coding rules. 

This information is, therefore, subject to rigorous standard NHS data quality 

assessments and retrieved from the hospital’s patient management system called 

CAMIS. The other clinical variables (e.g. Waterlow scores) do not form part of the 

submissions to the NHS Digital Department. They were retrieved anonymously from 

the following hospital electronic records: Vital Pac, Electronic Nursing Assessment 

and Datix (software used in reporting issues related to the safety of patients in 

hospital). 

 

3.6) Ethical requirement for the qualitative study 

Having contacted the hospital’s research and development office I applied for my 

first NHS ethical approval. I proposed interviewing five patients, five carers and five 

staff.  My first application was rejected because of the following reasons: (A) The 

committee highlighted that the study was not clear on how to exclude participants 

who had not consented to take part in the research. (B) The committee felt that it 

would be more appropriate to conduct a pilot study and use the results from this to 

inform further research. (C) Findings from the service evaluation were not presented 

to the ethics committee. (D) The inclusion and exclusion criteria for the study was 

not specific. (E) The study did not specify the method for crosschecking the accuracy 

of the transcripts. (F) The study was focused on the concerns of patients, carers and 

staff rather than the quality factors that affect their experiences. (G) The Consultee 

Information Sheet and the Declaration Forms mentioned consent instead of advice or 

opinion. (H) The research committee recognised the difficulty in assessing the 

continuing capacity of patients in giving consent. 

 

My second application to the North West-Greater Manchester Central Research 

Ethics Committee focused on carers of patients with dementia and hospital staff. I 

proposed interviewing 20 carers and 20 staff. The application for the carer and staff 
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interviews was approved. After interviewing 20 carers and 20 staff I amended the 

ethics application to enable me interview an additional 20 carers. The request for 

further fieldwork was arranged because the carer interviews yielded insightful 

information regarding the topic. I however managed to interview 32 carers in total. I 

did not interview patients because the first ethics committee recognised the difficulty 

in assessing the continuing capacity of patients in giving consent.  

 

3.7) Ethical issues arising from the qualitative study 

A) Purpose. 

Creswell (2009) emphasises the importance for research not to create disadvantages 

for participants. The main aim of this study was to explore how a systems based 

approach can be used to help with the reduction of falls and the improvement of the 

discharge planning process by conducting interviews with hospital staff and carers of 

people with dementia. The research was designed with an aim of not compromising 

patient care.  

 

B) Informed consent. 

Creswell (2009) notes that obtaining informed consent from participants ensures that 

their rights are upheld throughout the research process. P. Oliver (2010) states that 

the process of informed consent involves presenting information about the main 

ideas of the research project so that the participants can easily understand it. It is 

important that the essence of the research is not lost in the process of simplifying the 

research ideas (P. Oliver, 2010). In addition, research participants should not be 

patronised in this process. Furthermore, it is important for participants to know that 

they can withdraw from the study at any time (prior to the anonymisation of the 

transcripts) (P. Oliver, 2010). Although research may not always have immediate 

short-term benefits, it could potentially boost the self-esteem of participants. In 

addition, the informed consent process should take into account the potential 

disadvantages that participants can encounter in research (P. Oliver, 2010).  

Therefore, I placed posters on the ward. Staff and carers of people with dementia on 

the ward were informed about the study. I gave a flyer (miniature poster) and 
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participant information sheet to staff and carers so that they could read it prior to the 

commencement of the study. This enabled staff/carers to have an idea of the entire 

research project. In addition, this gave them some time to weigh the advantages and 

disadvantages of participating in the research project or otherwise.  

 

I passed the participant information sheet onto hospital staff and carers of people 

with dementia who had volunteered to take part in the research. I addressed any 

questions that they had. Once the consent form was signed, I found out the most 

convenient time to conduct the interview in a quiet room on the ward 

 

C) Inclusion and Exclusion criteria. 

The inclusion criteria were as follows: 

a) Staff (nursing, medical, allied healthcare professionals, support staff) - those who 

had worked with people who have dementia and were able and willing to provide 

informed consent. 

b) Carers of people with dementia (paid or unpaid) - those who visited the ward once 

a week and were able and willing to give informed consent. 

 

The exclusion criteria were as follows: 

a) Staff (nursing, medical, allied healthcare professionals, support staff)  

-Staff who had not worked with people who have dementia 

-Staff who were unable or unwilling to provide informed consent. 

b) Carers of people with dementia 

- People who did not visit the patients once a week on the ward. 

- People who were unable or unwilling to provide informed consent. 

 



107 
 

D) The impact of the researcher on the environment. 

P. Oliver (2010) states that the presence of the researcher could have an impact on 

the behaviour of participants, as they are likely to be conscious that there is a visitor 

on the ward. It is important to maintain the equilibrium of the research setting and 

this can be achieved by demystifying the research process (P. Oliver, 2010). I 

achieved this by ensuring that the posters, flyers and participant information were 

written in plain English. Also, the researcher can familiarise themselves with the 

research setting (P. Oliver, 2010). I tried to maintain the equilibrium of the ward by 

conducting interviews when it was convenient for staff/carers. In addition, I was 

friendly, warm and flexible so that staff and carers could easily approach me. 

Interviews were conducted at an appropriate time and place (quiet room on the ward) 

so that they did not affect patient care and safety. 

 

E) Recruitment of research participants. 

The Nuremberg Code forms the elementary blocks for the expected code of ethics 

which need to be adhered to when working with humans in research. It mandates the 

need for research to be devoid from any form of coercion. In addition, it is important 

for research participants to be able to give informed consent. There is the need for 

researchers to give enough time to participants so they can make a well-informed 

decision (Nuremberg Code, 1949). Therefore, I put the following measures in place: 

1) The process of passing the participant information sheet onto staff and carers as 

well as answering their questions ensured that they understood the purpose of the 

research project. In addition, the participant information sheet makes it clear that the 

research participants are free to withdraw from the study at any time (prior to the 

anonymisation of the transcripts). 2) The retention of a copy of the signed written 

consent form by the hospital staff and carers reinforced the principles of voluntary 

participation. 
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F) Advantages and disadvantages of participating in the research. 

I made it clear in the staff and carers' participant information sheet that there were no 

perceived benefits in terms of current care on the ward.  However, the possible use 

of the findings in conferences and scientific journals should hopefully broaden the 

current knowledge on how to improve acute hospital care for people with dementia. 

P. Oliver (2010) states that although there may not be visible benefits of research to 

participants, seeking their views on for example, how to improve patient care may 

make participants feel valued. P. Oliver (2010) mentions that although researchers 

do not intend to inflict any form of psychological damage, participants can have an 

emotional reaction during the interview process. These can for example, arise when 

participants remember memories that may be upsetting (P. Oliver, 2010). These 

situations may be minimised by giving the participant a summary of the topics that 

will be discussed during the interview or simply giving the option of providing 

answers for questions they are comfortable with (P. Oliver, 2010). The participant 

information sheet and interview guide state that the research can be discontinued or 

halted until the staff/carers are ready to resume at any point in time should the 

staff/carers feel uncomfortable. Drawing on P. Oliver (2010), participants were made 

aware of the fact that they are not required to answer all questions. 

 

G) Confidentiality. 

The Department of Health (2013) reviewed and published a document on how to 

utilise the “Caldicott Principles” in regards to confidential information. It suggests 

the need to separate confidential data which have multi-purpose usages (The 

Department of Health, 2013). Data (please refer to interview guide) gathered from 

the interviews were kept in a locked cabinet and room at the Royal Bournemouth and 

Christchurch hospital, only accessible to me. 

 

I transcribed the audio recordings. The audio recordings were immediately deleted 

once the accuracy of the transcripts had been confirmed. The anonymised transcripts 

were stored on a password protected Bournemouth University computer with no 
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reference to staff/carers' details. Staff and carers were informed that if they shared 

anything that indicates any form of harm, I had to inform the safeguarding team. 

 

H) Conflict of Interest. 

Bournemouth University as well as the Royal Bournemouth and Christchurch 

Hospitals NHS Foundation Trust funded this research. According to P. Oliver 

(2010), it is possible that there can be conflict of interest issues between the 

researcher and the organisation sponsoring the project. These situations arise when 

the researcher and the funding organisation have different objectives (P. Oliver, 

2010). Therefore, a possible method for mitigating against these differences is to 

allow the funding organisation to be involved in the determination of the research 

questions (P. Oliver, 2010). However, the researcher has the right to utilise 

appropriate data collection methods and publish unbiased findings which may not 

have been anticipated by the funders (P. Oliver, 2010). In such situations, it is 

reasonable for the researcher to give the funding organisations an opportunity to 

make a public statement prior to the publication of the results if they are in 

disagreement with them (P. Oliver, 2010). Also, it is important to declare the sources 

of funding, so that readers have the widest understanding of the entire research (P. 

Oliver, 2010). 

 

I had three supervisors. Professor Vassallo was employed by the hospital where the 

research was conducted. Dr Nyman and Dr Kelly were independent from the NHS 

Trust (i.e. the research location). Therefore, with four members involved (including 

me), research bias will be minimised. Research bias was minimised by having my 

supervisors review the codes and findings of the research. I stated the origins of my 

funding in my publication. 

 

I) Accuracy of Transcripts. 

Hagens, Dobrow, and Chafe (2009) examined the strengths and weaknesses 

associated with an inspection of the accuracy of interview transcripts by participants. 
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The authors used a three-stage process: a professional first transcribed the audio 

recording, the researcher crosschecked this and finally by the participants. The 

authors argued that the examination of transcripts by participants could potentially 

enhance the findings of a study by for example, amending errors that could not be 

identified by the transcription services or the researcher. However, the researcher 

must be aware of weaknesses such as the potential for losing important information 

and additional data protection risks generated by postage or electronic mails (Hagens 

et al., 2009).  

 

Following the ethical requirements to ensure that the interview transcripts are 

accurate, I loosely followed the three major steps described by Hagens et al. (2009). 

I transcribed the audio recordings. The supervisory team to ensure accuracy 

crosschecked a sub-set of the transcripts of those who consented. Staff/carers were 

given an opportunity to comment on their own transcripts if they wished to do so. 

This information was included on the consent form.  

 

3.8) Online Survey 

A survey has been described as a process of obtaining information (Sue & Ritter, 

2016). The information obtained from surveys can either be exploratory, descriptive 

in nature or explanatory (Sue & Ritter, 2016). There are currently two types of 

internet survey: probability online surveys and non-probability based methods 

(Couper, 2000). Whereas participants in a non-probability survey may not have an 

equal chance of being selected for the research, probability surveys use a sampling 

framework and therefore researchers are able to account for non-response rates 

(Couper, 2000).  

 

There are various problems associated with surveys. These include concepts such as 

the total survey error which seeks to describe statistical faults within a sample 

(Toepoel, 2016). Problems such as recall bias, the possibility of respondents to 
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under-report sensitive issues (Blattman, Jamison, Koroknay-Palicz, Rodrigues, & 

Sheridan, 2016) and poorly designed questionnaires which can introduce 

measurement errors into a survey (Toepoel, 2016). Another problem with online 

surveys is when those who do not respond have distinctly different characteristics in 

comparison to those who do respond (Toepoel, 2016). Some people may also not 

complete online surveys because the link to the research is misdirected to spam 

folders (Weaver, Beebe, & Rockwood, 2019). One method of assessing non-

respondent bias is to compare people who reluctantly took part in the research to 

those who readily agreed to take part in the study (T. P. Johnson & Wislar, 2012). 

This approach is built on the premise that reluctant participants are likely to have 

similar characteristics as non-respondents (T. P. Johnson & Wislar, 2012).  Another 

weakness with online surveys is that participants who have access to internet may be 

significantly different from those without internet access (Toepoel, 2016). An 

inadequate sample size could also result in a sampling error (Toepoel, 2016).  

 

An advantage of online research is that it is fast and cost effective when compared to 

other methods of data collection (Sue & Ritter, 2016). It is faster to design because 

of the availability of survey builders (McInroy, 2016). It is also easier to recruit 

online participants when compared to other modes of recruitment (McInroy, 2016). 

Participants in online surveys can remain anonymous and therefore more likely to 

give honest responses to sensitive questions (Teitcher et al., 2015). 

 

The types of questions that are not suitable for surveys include: questions that 

address several issues at once, those that are unclear and those that provide clues as 

to how to answer the question (K. Kelley, Clark, Brown, & Sitzia, 2003; Sinkowitz-

Cochran, 2013). Questions asked in surveys can be open or closed in construction 

and they need to be selected based on the research question (Sinkowitz-Cochran, 

2013). Numerical rating scales which are commonly used for close ended questions 

in medical research should be analysed using the frequency of the variable rather 

than its mean (Sullivan & Artino, 2013). A problem with using visual rating scales 

as opposed to numerical ones is that they may have higher levels of missing data 
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(Couper, Tourangeau, Conrad, & Singer, 2006). Additionally, respondents may take 

a longer time to complete these visual scales (Couper et al., 2006). It is however 

possible to estimate the mean value of variables presented on a visual rating scale 

(Klimek et al., 2017). The third type of scale used in close ended questions is the 

semantic differential rating scale which has been used to successfully describe sexual 

violence (e.g. whether a person who has experienced sexual violence is a survivor or 

a victim) (Papendick & Bohner, 2017).  

 

It is also necessary for questionnaires to be valid (i.e. respondents need to understand 

the aim of the questions asked in a survey) and also reliable (i.e. yield similar 

responses when it is re-administered after short period of time) (Jenn, 2006). 

Statistical tests for calculating reliability include measures such as the coefficient 

alpha and omega (Deng & Chan, 2017). Factor analysis can be used to estimate the 

construct validity of measuring instruments (A. C. d. Souza, Alexandre, & 

Guirardello, 2017).   

 

3.9) Ethical requirement for the online survey 

As advised by Bournemouth University and the research facilitator of the University 

Hospital Dorset NHS Foundation Trust, I submitted a non-substantial no study-wide 

review, which required an amendment of the initial ethics application to the Health 

Research Authority. As the online survey was anonymous, I could not ascertain the 

severity or diagnosis of dementia amongst people affected with the disease. I could 

also not verify the background details of carers and hospital staff. The main ethical 

issue with my online survey is my inability to mitigate against any stress that my 

research questions could have caused participants.  

 

3.10) Strengths and limitations of the study design 

Although the quantitative study involved a large number of people (n=14,771 for the 

main sample and n=1,133 for the dementia sample), it was limited by the absence of 
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the influence of non-routine variables (e.g. sleep) on the length of hospital stay. 

However, I was able to address the first aim of the study, which was to identify the 

factors that affected the length of hospital stay of patients with dementia. Although 

the qualitative study interviewed a large number of people (n=52), it was limited by 

the absence of the views of people with dementia regarding issues that affect them in 

hospital. I managed to achieve the second aim of the research, which was to develop 

two support bundles from interviews with staff and carers.  Although the online 

survey included the views of people who identified themselves as having a diagnosis 

of dementia, I could not verify their diagnosis. The third aim of the study was met by 

ascertaining the acceptability of the developed falls and discharge support bundles 

amongst staff, people with dementia and their carers. 

 

3.11) Summary 

This chapter presented the philosophical underpinning of mixed-methods research, 

which is pragmatism. The chapter then justifies the use of a mixed-methods 

approach by listing its advantages and disadvantages. The quantitative study was 

identified as a retrospective research. The ethical dilemmas present in the 

quantitative, qualitative and online survey are highlighted. The benefits and 

drawbacks of online surveys were highlighted. The next chapters discuss the analysis 

of the quantitative, qualitative and online studies. 
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Chapter 4 

4.1) Phase 1 (Quantitative) 

The aim of this chapter (Phase 1) of the thesis is to describe a retrospective cross 

sectional study of 14,771 people who had stayed in hospital for more than 24 hours 

and not been readmitted. Another sample of 1,133 people with dementia, who had 

not been readmitted and had stayed in hospital for more than 24 hours, was 

extracted. These two samples were analysed separately. The two samples were 

obtained from 35,792 emergency admissions with a recorded discharge date between 

01/01/2016 and 31/12/2016. The prevalence rate of dementia in the sample was 5.4% 

(1,950 out of 35,792). The hospital dataset forms a part of the details submitted to 

Secondary Uses Service of the NHS Digital Department.  

 

4.2) Study design 

The study is a retrospective cross-sectional study of patients who were admitted into 

hospital between 01/01/2016 and 31/12/2016. This research was cross-sectional in 

nature because it sought to document the factors (i.e. demographic, administrative 

and clinical variables) that affect the patients’ length of hospital stay. Cross-sectional 

studies offer researchers the ability to look at a wide range of variables (Levin, 

2006). Also, it does not require a huge amount of financial resources for its 

implementation (Levin, 2006). The results obtained from cross-sectional studies 

may, however, not indicate causality (Levin, 2006).  

 

4.3) Rationale for the choice of the variables included in the analysis  

Dependent Variable 

A. Increased length of stay 

A systematic review of 52 studies indicated that the length of hospital stay for 

patients with dementia was longer than those without dementia (Möllers et al., 

2019). This was attributed to reasons such as co-morbidities and the behavioural 

symptoms of dementia (Möllers et al., 2019). Answers obtained from 73 NHS 
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Trusts, following a Freedom of Information request showed that the period of  

hospitalisation for older patients with dementia was doubled (Boaden, 2016).  This 

variable was chosen as a dependent variable because of previous research has 

indicated that there are differences in the length of hospital stay for people with and 

without dementia.  

 

Demographical Independent Variables 

B. Age 

Whilst some researchers have found  an association between older age and length of 

stay (Aminzadeh & Dalziel, 2002), others have found younger age to be associated 

with prolonged hospital stay (Marfil-Garza et al., 2018). This study will investigate 

if there is a relationship between age and hospital length of stay.  

 

C. Gender  

Previous research has found an association between prolonged hospital stay and 

being a male medical patient (Barba et al., 2015) and a female emergency unit 

patient (Vetrano et al., 2014). This study will ascertain if there are differences in 

length of hospital stay in relation to gender. 

 

Administrative Independent variables 

D. Type of residence 

A previous study has found that placements in a nursing home increased the length 

of hospital stay for patients (Toh, Lim, Yap, & Tang, 2017). Also, feedback obtained 

from a Freedom of Information request indicated that the discharge destination after 

hospitalisation for approximately 7.7% people with dementia had changed from 

home to a care home (Boaden, 2016). This study will assess if there are differences 

in length of stay for admissions and discharges to care homes.  
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E. Admission Day 

Kasteridis et al. (2015)  study found that people with dementia who were admitted 

on Wednesday and Thursday were likely to spend an additional 4-5 days in hospital 

if they were going to be discharged into an institution.  Findings from another  study 

indicated a non-significant difference in the length of stay for patients who were 

admitted on public and non-public holidays (Dagar, Sahin, Yilmaz, & Durak, 2016). 

This study will investigate whether there are differences in length of stay for the 

various admission days. 

 

Clinical Independent Variables 

F. Dementia 

A systematic review found that a diagnosis of dementia is associated with longer 

lengths of hospital stay (Möllers et al., 2019). Dementia in the present study was 

defined using International Classification of Diseases (ICD) codes. The study will 

therefore ascertain if there are differences in length of stay for patients in general and 

those with dementia.  

 

G. The National Early Warning Signal (NEWS) 

The NICE (2007) guideline mandates hospitals to monitor the physiological 

measurements of patients in acute settings. The values produced from these 

physiological measurements are categorised into three risk groups: low, medium and 

high. These risk groups indicate stable and unstable physiological measurement 

(NICE, 2007). Findings from a previous study has documented a relationship 

between high early warning signal scores and prolonged length of hospital stay 

(Groarke et al., 2008).  This study will ascertain if there are differences length of stay 

in terms of the severity of illness. 

 

H. Falls  

Royal College of Physicians (2015) stated that a dementia diagnosis in addition to 

being in a new hospital environment can make one vulnerable to falls. Furthermore, 
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the feedback provided by 38 NHS Trusts upon receipt of a Freedom of Information 

request, indicated that approximately  30% of documented falls occurred amongst 

older patients with dementia (Boaden, 2016). Also, a previous study has documented 

an association between in-patient hospital fall with prolonged hospital stay (Dunne, 

Gaboury, & Ashe, 2014). This study will find out if there are differences in the 

length of stay for falls on the ward. 

 

I. Nutrition 

The Alzheimer's Society (2013a) identifies a wide range of reasons why people with 

dementia may have inadequate nutrition. These reasons include: difficulties in 

expressing hunger and the stress generated from using cutlery as a result of co-

ordination problems (Alzheimer's Society, 2013a). Goldberg et al. (2012) found that 

older people with cognitive impairment are likely to be susceptible to 

malnourishment. The relationship between malnourishment in the form of 

Malnutrition Universal Screening Tool (MUST) scores have been documented to be 

associated with a prolonged hospital stay (Stratton, King, Stroud, Jackson, & Elia, 

2006). This study will determine if there are differences in length of stay for the 

malnutrition scores. 

 

J. Pressure Sores  

According to the Alzheimer's Society (2013b) people living with dementia are prone 

to developing bedsores because of factors such as: difficulties in movement, a 

reduction in blood flow and inadequate nutrition. Furthermore, an association 

between prolonged hospital stay and the experience of pressure sores has been 

documented in a previous study (Theisen, Drabik, & Stock, 2012). This study will 

seek to find out if there are differences in length of stay with the development of 

pressure sores.  

 

K. Waterlow score (susceptibility to pressure sores) 

Sampson, Blanchard, et al. (2009) established that there was an increased possibility 

of acquiring pressure sores in older patients with dementia. An association between 

Waterlow scores and prolonged hospital stay has been documented by a previous 
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research (J. W. Wang et al., 2019). This study will establish if there are any 

differences in length of stay for the various Waterlow sores.  

 

4.4) Which statistical test and why?  

The anonymised information was analysed using SPSS 19. A normality test for the 

dependent variable was conducted. I first conducted bivariate statistics and then 

followed them up with multivariate analysis in order to identify which variables 

predicted patients’ length of stay. This approach enabled me to meet one of my 

research objectives (i.e. to generate knowledge on the factors that affect the length of 

hospital stay amongst patients with dementia). The rationale for selecting a main 

sample was to ascertain if a diagnosis of dementia predicted length of hospital stay. I 

was also able to establish whether the factors that predicted length of stay in the 

main sample were similar to the dementia sub-sample. As the dependent variable 

was continuous and skewed, I used the following non-parametric tests: Mann-

Whitney Test (two groups), Spearman’s Test (continuous variable)  and Kruskal 

Wallis Test (three or more groups) (Field, 2005). I only used the variables that 

showed significant associations (p<.05) in the Negative Binomial Regression model. 

The Negative Binomial Regression model was used because previous authors have 

suggested that it is the most appropriate test for continuous data which are skewed 

(Carter & Potts, 2014; Kasteridis et al., 2015). The One-Sample Kolmogorov-

Smirnov Test for length of stay in both the main and dementia sub-sample were 

significant for Poisson, which demonstrates that the data does not follow a Poisson 

distribution.  In the main sample, a negative binomial regression was chosen because 

the variance for hospital length of stay (97,245.106) was greater than the mean 

(202.539). In the dementia sub-sample, a negative binomial regression was chosen 

because the variance for hospital length of stay (220,287.735) was greater than the 

mean (344.936). This phenomenon is known as over dispersion. Therefore, a 

Negative Binomial Regression is the most appropriate statistical technique used for 

this type of situation (Trentino et al., 2013). 
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4.5) Screening the dataset 

1) Checking for missing data 

There were no missing values in the dataset for the following variables: Age, 

Gender, Admission method, Discharge method, Admission from a care home, 

Discharge to a care home, Admission day, Admission is a bank holiday, Dementia 

spell, Dementia history, Falls and Pressure sores. The missing values in the dataset 

were systematic as opposed to random missing values. The ward (REOBS) had 

highest missing values. The missing MUST scores on admission, which was 12,341 

(34.5%), missing Waterlow scores on admission was 12,408 (34.7%) and the 

missing data for the first early warning signal were 13,450 (37.6%). I therefore used 

the exclude pairwise option (this was completed so that the details that are available 

are included in the analysis). 

 

2) Figure 8: Checking for outliers in the main sample 

 

Box plot showing the distribution of length of hospital stay 
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The box plot shows the number of outliers in the main sample. As the data forms 

part of the submissions made to Secondary Uses Service, the outliers were 

considered as genuine.  In the main sample, the five percent trimmed mean was 

155.106 when compared to a mean of 202.539. The Kolmogorov-Smirnov test 

(Statistic=.285, df =14,771, Sig. =000) was significant. This means that the data does 

not follow a normal distribution.  

 

3) Figure 9: Checking for outliers in the sub-sample 

 

Box plot showing the distribution of length of hospital stay 

The box plot shows the number of outliers in the dementia sub-sample. As the data 

forms part of the submissions made to Secondary Uses Service, the outliers were 

considered as genuine.  In the dementia sample, the five percent trimmed mean was 

277.412 when compared to a mean of 344.936. The Kolmogorov-Smirnov test 
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(Statistic=.248, df =1,133, Sig. = .000) was significant. This means that the data does 

not follow a normal distribution.  

 

Figure 10: The selection of patients in the main sample 

 

 

 

 

 

 

 

 

 

 

 

There was a total of 35,792 emergency admissions between 1st January 2016 and 31 

December 2016. I then extracted a sub-sample of 28,391 participants that had not 

been readmitted.  A final sample of 14,771 people who had stayed in hospital for 

more than 24 hours and not been readmitted was extracted from the dataset.   

 

 

 

 

 

Patients who stay in the hospital for less 

than a day were excluded.  The clinical 

profile of people admitted for a  period of 

one day may be different from those who 

stay in hospital for several days 

(Trentino, Swain, Burrows, Sprivulis, & 

Daly, 2013) 

All emergency admissions that were 

discharged in 2016 and had not been 

readmitted (n=28,391) 

 

People who were readmitted were 

excluded 

 

All emergency admissions that were 

discharged in the year 2016 (n=35,792) 

 

Emergency admissions who stayed in 

hospital for more than 24 hours and had 

not been readmitted (n=14,771) 
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Figure 11: The selection of patients in the dementia sub-sample 

 

 

 

 

 

 

 

 

 

 

 

 

 

There was a total of 35,792 emergency admissions between 1st January 2016 and 31 

December 2016. I then extracted a sub-sample of 28,391 participants that had not 

been readmitted.  A sample of 14,771 people who had stayed in hospital for more 

than 24 hours and not been readmitted was extracted from the dataset. A final sample 

of 1,133 people with dementia, who had not been readmitted and had stayed in 

hospital for more than 24 hours, was extracted.  

 

4.6) The dependent variable 

The dependent variable was length of stay.  The minimum length of stay in hours 

was 0.0 and the maximum length of stay in hours was 9,289 for n=35,792. The mean 

All emergency admissions that were 

discharged in the year 2016 (n=35,792) 

 

All emergency admissions that were 

discharged in 2016 and had not been 

readmitted (n=28,391) 

 

Emergency admissions who stayed in 

hospital for more than 24 hours and had 

not been readmitted (n=14,771) 

 

Patients who stay in the hospital for less 

than a day were excluded.  The clinical 

profile of people admitted for a  period of 

one day may be different from those who 

stay in hospital for several days (Trentino 

et al., 2013) 

People who were readmitted were 

excluded 

 

People with dementia who stayed in 

hospital for more than 24 hours and had 

not been readmitted (n=1,133) 

 

People without dementia 
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length of stay was 113.6 hours (median=29, Mode=2, Std. Deviation=243.4) for 

n=35,792. In the main sample (n=14,771), the mean length of stay was 202.5 hours 

(median=98, mode=25, Std. Deviation=311.8). In the dementia sub-sample 

(n=1,133), the mean length of stay was 344.9 hours (median=181, mode=25, Std. 

Deviation=469.3)  

 

Figure 12: Assessing for the normality of the dependent variable (hours)  

 

The mean length of stay was 113.63 hours with a positive skew. The Kolmogorov-

Smirnov statistic was significant (statistic=.320, df=35,792, Sig=.000). This means 

that the data does not follow the normal distribution curve.   

The independent variables in the dataset were: demographical, administrative and 

clinical. 
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4.7) Findings of the demographic data 

The demographic details of participants were included in the analysis to give 

background information on the sample. The minimum age in the sample was 14 and 

the maximum age was 106. The mean age of the participants for n=35,792 was 62.9 

(median=68, mode=85, Std. Deviation=22.1). The mean age of the participants for 

n=14,771 was 69.5 (median=75, mode=85, Std. Deviation=19.8). The mean age of 

the participants for n=1,133 was 85.5 (median=86, mode=87, Std. Deviation=7.2). 

Sex was originally coded as 1=Male and 2=Female (NHS Digital Data Dictionary, 

2017c). For n=35,792, the total number of males=17,246 (48.2%) and the total 

number of females=18,546 (51.8%). For n=14,771, the total number of males=7,162 

(48.5%) and the number of females=7,609 (51.5%). For n=1,133 the total number of 

males=460 (40.6%) and the number of females=673(59.4%). The prevalence rate of 

dementia in the sample was 5.4% (1,950 out of 35,792).   

 

Objective 1: To assess the relationship between age and length of hospital stay. 

The non-parametric correlation was used to assess the relationship between age and 

length of stay. Results from the main sample indicated a medium correlation 

between age and length of hospital stay (n=14,771, r=.322, p=.000). Results from the 

dementia sub-sample showed a very weak correlation between age and length of stay 

(n=1,133, r=.072, p=.015). This means that older age is associated with higher length 

of stay. 

 

Objective 2: To investigate whether males and females have the same length of stay. 

The non-parametric (Mann-Whitney) test was used to examine the differences in 

length of stay for males and females. Results from the main sample (n= 14,771, 

U=26,896,146, p=.175, z=-1.358) and the dementia sub-sample (n=1,133, 

U=153,033.5, p=.745, z=-.325) showed no significant differences between males and 

females in regards to their length of stay  
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4.8) Findings of the administrative variables 

Admission method was originally coded as 21=attendance at an Emergency Unit 

(A&E), 22=Referral from a Medical Practitioner (MP), 24=Referral from a 

consultant and 28=Admitted from for example, another hospital (NHS Digital Data 

Dictionary, 2017a). For n=35,792, A&E admissions=21,597 (60.3%), MP 

admissions=11,797 (33%), Admissions from consultant=436 (1.2%) Admissions 

from another hospital=1,962 (5.5%). For n=14,771, A&E admissions=8,383 

(56.8%), MP admissions=5,273 (35.7%), Admissions from consultant=159 (1.1%), 

Admissions from another hospital=956 (6.5%). For n=1,133, A&E admissions=706 

(62.3%), MP admissions=400 (35.3%), Admissions from consultant=2 (0.2%), 

Admissions from another hospital=25 (2.2%). 

 

Objective 3: To examine whether there are differences in length of stay for the 

various admission methods. Results from the Kruskal-Wallis statistical test showed 

no significant differences in the length of stay for the various admission groups in 

the main sample (n=14,771, χ=6.113, p=.106) and the dementia sub-sample 

(n=1,133, χ=5.250, p=.154). 

 

Discharge method was originally coded as 1=Discharge is based on clinical advice, 

2=Self discharge 3=Discharged by an institution such as a court and 4=Death (NHS 

Digital Data Dictionary, 2017b). For n=35,792, clinical advice discharge=33,816 

(94.5%), self-discharge =447 (1.2%), discharged by an institution such as a court=13 

(.0%) and died=1,516 (4.2%). For n=14,771, clinical advice discharge=13,674 

(92.6%), self-discharge=129 (0.9%), discharged by an institution such as a court=1 

(.0%) and died=967(6.5%). For n=1,133, clinical advice discharge=984 (86.8%), 

self-discharge=2 (0.2%) and died=147 (13%). 

 

Objective 4: To determine if there are significant differences in the length of stay for 

the various discharge methods. Results from the Kruskal- Wallis test showed a 

significant difference in length of stay for the various discharge methods in the main 

sample (n=14,771, χ =352.003, p=.000) and the dementia sub-sample (n=1,133, χ 

=11.866, p=.003). For the main sample, death as a method of discharge recorded a 

higher median length of stay (210 hours) when compared to discharge based on 



126 
 

clinical advice (96 hours), Self-discharge (63 hours) and Discharge by an Institution 

(55 hours). For the dementia sub-sample, death as a discharge method recorded a 

higher median length of stay (234 hours) when compared to discharge based on 

clinical advice (167.5 hours), and self discharge (144 hours). 

 

For n=35,792, admission from a care home was coded as Yes (2,860 or 8%) and No 

(32, 932 or 92%). For n=14,771, admissions from care home=1, 412 (9.6%) and not 

admitted from a care home=13,359 (90.4%). For n=1,133, admissions from care 

home=416 (36.7%) and not admitted from a care home=717 (63.3%). This 

information was based on the patients’ postcode details, which indicated that it was a 

registered care home.  

 

Objective 5:  To assess whether there is a significant difference in length of stay for 

admissions from a care home. Results from the Mann-Whitney test showed that there 

were significant differences in length of stay for admission from a care home in the 

main sample (n=14,771,U=8,297,403.5, p=.000, z=-7.442) and the dementia sub-

sample (U=111,724.5, p=.000, z=-7.047). For the main sample, the median length of 

stay for people who were not admitted from a care home was shorter (97 hours) than 

those admitted from a care home (124.5 hours). In contrast, for the dementia sub-

sample, the median length of stay for people who were not admitted from a care 

home was longer (221 hours) than those admitted from a care home (135.5 hours). 

 

For n=35,792, discharge to a care home was coded as Yes (3,069 or 8.6%) and No 

(32, 723 or 91.4%). For n=14,771, discharges to a care home=1,572 (10.6%) and not 

discharged to a care home=13,199 (89.4%). For n=1,133, discharges to a care 

home=458 (40.4%) and not discharged to a care home=675 (59.6%).   

 

Objective 6: To investigate whether there are significant differences in the length of 

stay of patients who are discharged to a care home. Results from the Mann-Whitney 

Test showed that there were significant differences in length of stay for people 

discharged to a care home in the main sample (n=14,771, U=8,318,857.5, p=.000 z=-

12.862) and the dementia sub-sample (n=1,133, U=133,349.5, p=.000 z=-3.927). For 

the main sample, the median length of stay value for those discharged to a care home 

was 141 hours when compared to those who were not discharged to a care home (96 
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hours). In contrast, for the dementia sub-sample, the median length of stay for those 

discharged to a care home was shorter (144 hours) than those who were not 

discharged to a care home (205 hours). 

 

Admission Day was automatically recoded as follows: 1=Friday 2=Monday, 

3=Saturday, 4=Sunday 5=Thursday, 6=Tuesday, 7=Wednesday. For n=35,792, there 

were the following admissions: Friday=5,514 (15.4%), Monday=5,477 (15.3%), 

Saturday=4,421 (12.4%), Sunday=4,411 (12.3%), Thursday=5,470 (15.3), Tuesday= 

5,350 (14.9 %) and Wednesday=5,149 (14.4%). For n=14,771, there were the 

following admissions: Friday=2,152 (14.6%), Monday=2,291(15.5%), 

Saturday=1,860 (12.6%), Sunday=1,914 (13%), Thursday=2,199 (14.9%), 

Tuesday=2,227 (15.1%), Wednesday=2,128 (14.4%). For n=1,133, there were the 

following admissions: Friday=161 (14.2%), Monday=155 (13.7%), Saturday=166 

(14.7%), Sunday=192 (16.9%), Thursday=170 (15%), Tuesday=155 (13.7%), 

Wednesday=134 (11.8%).  

 

Objective 7: To determine if there is a significant difference in the length of stay for 

the various admission days. The Kruskal- Wallis test showed a significant difference 

in length of stay for the various admission days in the main sample (n=14,771, 

χ=19.2, p=.004) but not in the dementia sub-sample (n=1,133, χ =4.856, p=.562). For 

the main sample, the highest median for length of stay was Thursday (113 hours) 

when compared to Friday (107 hours), Saturday (101 hours), Wednesday (97 hours), 

Sunday (95 hours ),  Monday (94 hours) and  Tuesday (86 hours). 

 

For n=35,792, Admission is a bank holiday was coded as 0=Not a bank holiday    

(35,099 or 98.1%) and 1=Bank holiday (693 or 1.9%). For n=14,771, admissions on 

a bank holiday=294 (2%) and not admitted on a bank holiday=14,477 (98%). For 

n=1,133, admissions on a bank holiday=28 (2.5%) and not admitted on a bank 

holiday=1,105 (97.5%).  
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Objective 8: To ascertain whether there are significant differences in length of stay 

for admissions on a bank holiday. The Mann-Whitney Tests did not show any 

significant differences in length of stay for admissions on a bank holiday in the main 

sample (n=14,771, U=2,088,643.5, p=.585, z=-.545) and the dementia sub-sample 

(n=1,133, U= 15,275.5, p=.909, z=-.114).  

 

4.9) Findings of the clinical variables 

The dataset (n=35,792) had dementia spell coded as 0 =No Dementia Spell (33,842 

or 94.6%) and 1=Has Dementia Spell (1,950 or 5.4%). For n=35,792, dementia 

history was coded as 0=No dementia history (33,730 or 94.2%) and 1=Has Dementia 

(2,062 or 5.8%). For n=14,771, dementia spell=1,133 (7.7%) and no dementia 

spell=13,638 (92.3%).  For n=14,771, dementia history=1,182 (8%) and no dementia 

history=13,589 (92%). The ICD codes that were used is as follows: 

“F00(Alzheimer’s disease), F01(Multi-infarct Dementia or Vascular Dementia), F02 

(Dementia due to other causes such as Picks disease), F03 (Dementia with an 

unnamed aetiology), G301 (Alzheimer’s Disease with an onset in older people) and 

G308 (Other types of Alzheimer’s disease)” (World Health Organisation, 2010). 

Dementia spell was defined as the presence or absence of dementia coding applied to 

a specific spell. Dementia history was defined as the presence or absence of 

dementia coding applied to a specific spell or to any previous spell in the Trust.  

 

Objective 9: To evaluate whether there are significant differences in length of stay 

for people with dementia. In the main sample, the Mann-Whitney test showed that 

there were significant differences in length of stay for dementia spell (n=14,771, 

U=5,368,991.0, p=.000, z=-17.09) and dementia history (n=14,771, U=5,628,709.0, 

p=.000, z=-17.08). In the main sample, the median length of stay for people with 

dementia spell was 181 hours compared to 96 hours for those without dementia 

spell. In the main sample, the median length of stay for people with dementia history 

was 178 hours compared to 95 hours for people without dementia history. 
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The dataset had information on the first Early Warning Signals of patients. I recoded 

this variable into the three groups made mention of in Fogg, Meredith, Bridges, 

Gould, and Griffiths (2017) study: Low Early Warning Signal Group (0→0, 1→0, 

2→0, 3→0, 4→0), Medium Early Warning Signal Group (5→1,6→1), High Early 

Warning Signal (7→2, 8→2, 9→2, 10→2, 11→2, 12→2, 13→2, 14→2, 15→2, 

16→2). For n=35,792, Low Early Warning Signal=19,864 (55.5%), Medium Early 

Warning Signal=1,489 (4.2%), High Early Warning Signal=989 (2.8%), Missing 

data=13,450 (37.6%). For n=14,771, Low Early Warning Signal=10,843 (73.4%), 

Medium Early Warning Signal=1,043 (7.1%), High Early Warning Signal=680 

(4.6%), Missing data=2,205 (14.9%). For n=1,133, Low Early Warning Signal=808 

(71.3%), Medium Early Warning Signal=106 (9.4%), High Early Warning 

Signal=61 (5.4%), Missing data=158 (13.9%).   

 

Objective 10: To assess whether there are significant differences in the length of stay 

for the various early warning signals. Results from the Kruskal- Wallis test showed a 

significant difference in length of stay for the various early warning signal in the 

main sample (n=14,771, χ=170.1, p=.000) but not in the dementia sub-sample 

(n=1,133, χ=.562, p=.755). In the main sample, the high early warning signal had the 

greatest median length of stay value (144 hours) when compared to the medium (141 

hours) and low (94 hours) early warning signals.  

 

The dataset had facts relating to the occurrence of falls without injury on the wards 

and the frequency with which they occurred.  I recoded this variable into two groups: 

No falls (0→0) and fall without Harm (1→1, 2→1, 3→1, 4→1, 5→1, 6→1, 7→1, 

8→1, 9→1). The falls without harm included the following people who fell from 1 

up to 9 times.  For n=35,792, No falls without harm=35,123 (98.1%) and Falls 

without harm=669 (1.9%). For n=14,771, No falls without harm=14,279 (96.7%) 

and Falls without harm=492 (3.3%). For n=1,133, No falls without harm=1,023 

(90.3%) and Falls without harm=110 (9.7%). 

 

Objective 11: To determine whether there is a significant difference in length of stay 

for falls without injury. Results from the Mann-Whitney test showed that there were 

significant differences in length of stay for falls without injury in the main sample 

(n=14,771, U= 1,234,809.5, p=.000, z=-24.495) and the dementia sub-sample 
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(n=1,133, U= 24,117.5 p=.000, z=-9.858). In the main sample, the median length of 

stay for people who had a falls without injury was 449 hours when compared to 

those without falls (96 hours). In the dementia sub-sample, the median length of stay 

for people who had falls without injury was 549.5 hours compared to those without 

falls (162 hours). 

 

I had data on falls, which occurred with minor harm variable and the frequency with 

which they occurred.  This variable was coded as follows: No falls (0→0) and falls 

with minor injury (1→1, 2→1, 3→1, 4→1, 5→1, 9→1). The falls with minor harm 

included the following people who fell from 1 up to 9 times. For n=35,792, No falls 

with minor harm=35,413 (98.9%) and Falls with minor harm=379 (1.1%). For 

n=14,771, No falls with minor harm=14,498 (98.2%) and Falls with minor 

harm=273 (1.8%). For n=1,133, No falls with minor harm=1,088 (96%) and Falls 

with minor harm=45 (4%).   

 

Objective 12: To examine whether there are significant differences in length of stay 

for falls with minor injury. Results from the Mann-Whitney test showed that there 

were significant differences in length of stay for falls with minor injury in the main 

sample (n=14,771, U= 568,673.5, p=.000, z=-20.205) and the dementia sub-sample 

(U=9,828.5, p=.000, z=-6.812). In the main sample, the median length of stay for 

falls with minor harm was 524 hours compared to 97 hours for those without falls. In 

the dementia sub-sample, the median length of stay for falls with minor harm was 

598 hours compared to 171 hours of people without falls. 

  

As the dataset with 35,792 records had 19 falls, which occurred with, moderate harm 

and 16 falls, which occurred with major harm. I added these two variables. For 

n=14,771, No falls with moderate and major harm=14,750 (99.9%) and Falls with 

moderate and moderate harm=21(0.1%). For n=1,133, No falls with moderate and 

major harm=1,128 (99.6%) and Falls with moderate and major harm=5 (0.4%). 

 

Objective 13: To investigate whether there are significant differences in length of 

stay for falls with moderate and major harm. The Mann-Whitney test showed that 
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there was a significant difference in length of stay for falls with moderate and major 

harm in the main sample (n=14,771, U=89,895.0, p=.001, z=-3.328) but not in the 

dementia sub-sample (n=1,133, U=2,143.0, p=.354, z=-.927). In the main sample, 

the median length of stay for people who fell and sustained a moderate and major 

injury was 283 hours compared to a median stay of 98 hours of people who did not 

fall. 

    

The dataset had documentation regarding the MUST scores of patients on admission. 

I recoded this in the same manner as Fogg et al. (2017) study. Low MUST score 

Group (0→0), Moderate MUST score Group (1→1), and High MUST score Group 

(2→2, 3→2, 4→2, 5→2, 6→2). For n=35,792, Low MUST score Group=19, 

911(55.6%), Moderate MUST score Group=1,131 (3.2%) and High MUST score 

Group=2,409 (6.7%), Missing data=12,341 (34.5%). For n=14,771, Low MUST 

score Group=12,147 (82.2%), Moderate MUST score Group=671 (4.5%) and High 

MUST score Group=1,629 (11%), Missing data=324 (2.2%).  For n=1,133, Low 

MUST score Group=816 (72%), Moderate MUST score Group=44 (3.9%), High 

MUST score Group=261 (23%), Missing data=12 (1.1%).  

 

Objective 14: To examine whether there are significant differences in the length of 

stay for the various MUST scores. The Kruskal-Wallis test showed a significant 

difference in length of stay for the various MUST scores in the main sample 

(n=14,771, χ=302.6, p=.000) and the dementia sub-sample (n=1,133, χ =6.045, 

p=.049). In the main sample, the high MUST score had the greatest median length of 

stay value (172 hours) when compared to the moderate (106 hours) and low (95 

hours) MUST scores. In the dementia sub-sample, the high MUST score had the 

greatest median length of stay value (226 hours) when compared to the moderate 

(149 hours) and low (171.5 hours) MUST scores. 

 

The dataset had details about the type of pressure sores that patients presented on 

admission into the hospital and the frequency with which they occurred. This 

variable was coded as follows: No category 1 pre-admission pressure sore (0→0) 

and people with a category 1 pre-admission pressure sore (1→1, 2→1, 3→1, 4→1, 

5→1, 6→1). The people with category 1 pre-admission pressure sores had sustained 

from 1 up to 6 pressure sores. For n=35,792, No category 1 pre-admission pressure 
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sores=35,153 (98.2%) and category 1 pre-admission pressure sores=639 (1.8%). For 

n=14,771, No category 1 pre-admission pressure sores=14,310 (96.9%) and category 

1 pre-admission pressure sores=461 (3.1%). For n=1,133, No category 1 pre-

admission pressure sores=1,038 (91.6%) and category 1 pre-admission pressure 

sores=95 (8.4%).  

 

Objective 15: To determine whether there are significant differences in length of stay 

for category 1 pre-admission pressure sores. The Mann-Whitney test showed that 

there were significant differences in length of stay for category 1 pre-admission 

pressure sore in the main sample (n=14,771, U=1,863,749.0, p=.000, z=-15.921) and 

the dementia sub-sample (n=1,133,U=42,454.0, p=.025, z=-2.244). In the main 

sample, the median length of stay for people with category 1 pre-admission pressure 

sores was 239 hours compared to 97 hours for those without pressure sores. In the 

dementia sub-sample, the median length of stay for people with category 1 pre-

admission pressure sores was 222 hours compared to 172.5 hours for people without 

pressure sores. 

 

There was information on patients who presented at the hospital with category 2 pre-

admission pressure sores and the frequency with which they occurred. I recoded this 

variable as follows: No category 2 pre-admission pressure sore (0→0) and people 

with a category 2 pre-admission pressure sore (1→1, 2→1, 3→1, 4→1, 5→1, 6→1). 

The people with category 2 pre-admission pressure sores had sustained from 1 up to 

6 pressure sores. For n=35,792, No category 2 pre-admission pressure sores=34,743 

(97.1%) and category 2 pre-admission pressure sores=1,049 (2.9%). For n=14,771, 

No category 2 pre-admission pressure sores=14,061 (95.2%) and category 2 pre-

admission pressure sores=710 (4.8%). For n=1,133, No category 2 pre-admission 

pressure sores=1,030 (90.9%) and category 2 pre-admission pressure sores=103 

(9.1%). 

  

Objective 16: To ascertain whether there are significant differences in length of stay 

for category 2 pre-admission pressure sores. The Mann-Whitney test showed that 

there were significant differences in length of stay for category 2 pre-admission 

pressure sore in the main sample (n=14,771, U=2,775,753.0, p=.000, z=-19.989) but 
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not the dementia sub-sample (n=1,133, U=47,821.0, p=.099, z=-1.650). In the main 

sample, the median length of stay for people with category 2 pre-admission pressure 

sores was 248.5 hours compared to 96 hours for those without pressure sores.  

 

Information on patients’ category 3 pre-admission pressure sores was also made 

available in the dataset alongside the frequency with which they occurred. This 

variable was recoded as follows: No category 3 pre-admission pressure sore (0→0) 

and people with a category 3 pre-admission pressure sore (1→1, 2→1, 3→1, 4→1). 

The people with category 3 pre-admission pressure sores had sustained from 1 up to 

4 pressure sores. For n=35,792, No category 3 pre-admission pressure sores=35,474 

(99.1%) and category 3 pre-admission pressure sores=318 (0.9%). For n=14,771, No 

category 3 pre-admission pressure sores=14,555 (98.5%) and category 3 pre-

admission pressure sores=216 (1.5%). For n=1,133, No category 3 pre-admission 

pressure sores=1,107 (97.7%) and category 3 pre-admission pressure sore=26 

(2.3%).  

 

Objective 17: To investigate whether there are significant differences in length of 

stay for category 3 pre-admission pressure sores. The Mann-Whitney test showed 

that there were significant differences in length of stay for category 3 pre-admission 

pressure sore in the main sample (n=14,771, U=692,468.5, p=.000, z=-14.137) and 

the dementia sub-sample (n=1,133, U=10,376.0, p=.015, z=-2.435). In the main 

sample, the median length of stay for people with category 3 pre-admission pressure 

sores was 357.5 hours compared to 97 hours for those without pressure sores. In the 

dementia sub-sample, the median length of stay for people with category 3 pre-

admission pressure sores was 279.5 hours compared to 178 hours for people without 

pressure sores. 

 

The dataset had figures regarding the presence of category 4 pre-admission pressure 

sores amongst patients alongside the frequency with which they occurred. This 

variable was recoded as follows: No category 4 pre-admission pressure sore (0→0) 

and people with a category 4 pre-admission pressure sore (1→1, 2→1, 3→1, 4→1). 

The people with category 4 pre-admission pressure sores had sustained from 1 up to 

4 pressure sores.  For n=35,792, No category 4 pre-admission pressure sore=35,690 
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(99.7%) and category 4 pre-admission pressure sore=102 (0.3%). For n=14,771, No 

category 4 pre-admission pressure sore=14,708 (99.6%) and category 4 pre-

admission pressure sore=63 (0.4%). For n=1,133, No category 4 pre-admission 

pressure sore=1,123 (99.1%) and category 4 pre-admission pressure sores=10 

(0.9%). 

 

Objective 18: To determine whether there are significant differences in length of stay 

for category 4 pre-admission pressure sores. The Mann-Whitney test showed that 

there were significant differences in length of stay for category 4 pre-admission 

pressure sore in the main sample (n=14,771, U=229,751.5, p=.000, z=-6.915) but not 

in the dementia sub-sample (n=1,133, U=4,523.0, p=.289, z=-1.060). In the main 

sample, the median length of stay for people with category 4 pre-admission pressure 

sores was 308 hours compared to 98 hours for those without pressure sores.  

 

There was information on un-stageable pre-admission pressure sores alongside the 

frequency with which they occurred. This variable was recoded as follows: No un-

stageable pre-admission pressure sore (0→0) and people with un-stageable pre-

admission pressure sore (1→1, 2→1, 3→1, 4→1). The people with un-stageable pre-

admission pressure sores had sustained from 1 up to 4 pressure sores. For n=35,792, 

No un-stageable pre-admission pressure sore=35,732 (99.8%) and un-stageable pre-

admission pressure sore=60 (0.2%). For n=14,771, No un-stageable pre-admission 

pressure sores=14,726 (99.7%) and un-stageable pre-admission pressure sore=45 

(0.3%). For n=1,133, No un-stageable pre-admission pressure sores=1,130 (99.7%) 

and un-stageable pre-admission pressure sores=3 (0.3%). 

 

Objective 19: To examine whether there are significant differences in length of stay 

for un-stageable pre-admission pressure sores. The Mann-Whitney test showed that 

there were significant differences in length of stay for un-stageable pre-admission 

pressure sore in the main sample (n=14,771, U=183,292.0, p=.000, z=-5.183) but not 

in the dementia sub-sample (n=1,133, U=1,214.5, p=.396, z=-.849). In the main 

sample, the median length of stay for people with un-stageable pre-admission 

pressure sores was 237 hours compared to 98 hours for those without pressure sores.  
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The dataset also documented information regarding the development of category 1 

post-admission pressure sores and the frequency with which they occurred. This 

variable was recoded as follows: No category 1 post-admission pressure sore (0→0) 

and people with category 1 post-admission pressure sore (1→1, 2→1, 3→1, 4→1, 

5→1, 6→1). The people with category 1 post-admission pressure sores had sustained 

from 1 up to 6 pressure sores. For n=35,792, No category 1 post-admission pressure 

sore=35,340 (98.7%) and category 1 post-admission pressure sore=452 (1.3%). For 

n=14,771, No category 1 post-admission pressure sore=14,421 (97.6%) and category 

1 post-admission pressure sore=350 (2.4%). For n=1,133, No category 1 post-

admission pressure sore=1,075 (94.9%) and category 1 post-admission pressure 

sore=58 (5.1%).  

 

Objective 20: To investigate whether there are significant differences in length of 

stay for category 1 post-admission pressure sores. The Mann-Whitney test showed 

that there were significant differences in length of stay for category 1 post-admission 

pressure sore in the main sample (n=14,771, U= 784,170.0, p=.000, z=-22.069) and 

the dementia sub-sample (n=1,133, U=16,831.5, p=.000, z=-5.909). In the main 

sample, the median length of stay for people with category 1 post-admission pressure 

sores was 453 hours compared to 97 hours for those without pressure sores. In the 

dementia sub-sample, the median length of stay for people with category 1 post-

admission pressure sores was 547.5 hours compared to 171 hours for people without 

pressure sores. 

 

There were also figures on category 2 post-admission pressure sores and the 

frequency with which they occurred. This variable was recoded as follows: No 

category 2 post-admission pressure sore (0→0) and people with a category 2 post-

admission pressure sore (1→1, 2→1, 3→1, 4→1, 5→1). The people with category 2 

post-admission pressure sores had sustained from 1 up to 5 pressure sores. For 

n=35,792, No category 2 post-admission pressure sore=35,227 (98.4%) and category 

2 post-admission pressure sore=565 (1.6%). For n=14,771, No category 2 post-

admission pressure sore=14,345 (97.1%) and category 2 post-admission pressure 

sore=426 (2.9%). For n=1,133, No category 2 post-admission pressure sore=1,053 

(92.9%) and category 2 post-admission pressure sore=80 (7.1%).  



136 
 

 

Objective 21: To investigate whether there are significant differences in length of 

stay for category 2 post-admission pressure sores. The Mann-Whitney test showed 

that there were significant differences in length of stay for category 2 post-admission 

pressure sore in the main sample (n=14,771, U=866,840.0, p=.000, z=-25.235) and 

the dementia sub-sample (n=1,133, U=25,481.5, p=.000, z=-5.897). In the main 

sample, the median length of stay for people with category 2 post-admission pressure 

sores was 526 hours compared to 96 hours for those without pressure sores. In the 

dementia sub-sample, the median length of stay for people with category 2 post-

admission pressure sores was 459 hours compared to 168 hours for people without 

pressure sores. 

 

The dataset had details on the number of people with category 3 post-admission 

pressure sores and the frequency with which they occurred. This variable was 

recoded as follows: No category 3 post-admission pressure sore (0→0) and people 

with a category 3 post-admission pressure sore (1→1, 2→1, 3→1). The people with 

category 3 post-admission pressure sores had sustained from 1 up to 3 pressure 

sores. For n=35,792, No category 3 post-admission pressure sore=35,680 (99.7%) 

and category 3 post-admission pressure sores=112 (0.3%). For n=14,771, No 

category 3 post-admission pressure sores=14,689 (99.4%) and category 3 post-

admission pressure sores=82 (0.6%). For n=1,133, No category 3 post-admission 

pressure sores=1,123 (99.1%) and category 3 post-admission pressure sores=10 

(0.9%). 

 

Objective 22: To evaluate whether there are significant differences in length of stay 

for category 3 post-admission pressure sores. The Mann-Whitney test showed that 

there were significant differences in length of stay for category 3 post-admission 

pressure sore in the main sample (n=14,771, U=130,963.5, p=.000, z=-12.239 ) and 

the dementia sub-sample (n=1,133, U=2,598.0, p=.003, z=-2.929). In the main 

sample, the median length of stay for people with category 3 post-admission pressure 

sores was 677.5 hours compared to 98 hours for those without pressure sores. In the 

dementia sub-sample, the median length of stay for people with category 3 post-
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admission pressure sores was 544 hours compared to 179 hours for people without 

pressure sores. 

 

The dataset documented the number of people with category 4 post-admission 

pressure sores and the frequency with which they occurred. This variable was 

recoded as follows: No category 4 post-admission pressure sore (0→0) and people 

with a category 4 post-admission pressure sore (1→1, 2→1, 3→1). The people with 

category 4 post-admission pressure sores had sustained from 1 up to 3 pressure 

sores. For n=35,792, No category 4 post-admission pressure sore=35,767 (99.9%) 

and category 4 post-admission pressure sores=25 (0.1%). For n=14,771, No category 

4 post-admission pressure sores=14,749 (99.9%) and category 4 post-admission 

pressure sores=22 (0.1%). For n=1,133, No category 4 post-admission pressure 

sores=1,128 (99.6%) and category 4 post-admission pressure sores=5 (0.4%). 

 

Objective 23: To evaluate whether there are significant differences in length of stay 

for category 4 post-admission pressure sores. The Mann-Whitney test showed that 

there were significant differences in length of stay for category 4 post-admission 

pressure sore in the main sample (n=14,771, U=30,801.0, p=.000, z=-6.577) and the 

dementia sub-sample (n=1,133, U=1,252.5, p=.032, z=-2.147). In the main sample, 

the median length of stay for people with category 4 post-admission pressure sores 

was 802 hours compared to 98 hours for those without pressure sores. In the 

dementia sub-sample, the median length of stay for people with category 4 post-

admission pressure sores was 835 hours compared to 180 hours for people without 

pressure sores. 

 

There was information on post-admission pressure sores that were un-stageable and 

the frequency with which they occurred. The re-coding of this variable was done as 

follows: No un-stageable post-admission pressure sores (0→0) and people with un-

stageable post-admission pressure sores (1→1, 2→1, 3→1). The people with un-

stageable post-admission pressure sores had sustained from 1 up to 3 pressure sores. 

For n=35,792, No un-stageable post-admission pressure sores=35,738 (99.8%) and 

un-stageable post-admission pressure sores=54 (0.2%). For n=14,771, No un-

stageable post-admission pressure sores=14,725 (99.7%) and un-stageable post-
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admission pressure sores=46 (0.3%). For n=1,133, No un-stageable post-admission 

pressure sores=1,129 (99.6%) and un-stageable post-admission pressure sores=4 

(0.4%). 

 

Objective 24: To evaluate whether there are significant differences in length of stay 

for un-stageable post-admission pressure sores. The Mann-Whitney test showed that 

there were significant differences in length of stay for un-stageable post-admission 

pressure sore in the main sample (n=14,771, U=106,966.5, p=.000, z=-8.024) and 

the dementia sub-sample (n=1,133, U=848.5, p=.031, z=-2.158). In the main sample, 

the median length of stay for people with un-stageable post-admission pressure sores 

was 418.5 hours compared to 98 hours for those without pressure sores. In the 

dementia sub-sample, the median length of stay for people with un-stageable post-

admission pressure sores was 503 hours compared to 180 hours for people without 

pressure sores. 

 

The dataset had information on Waterlow score on admission. The minimum 

Waterlow score on admission was 2 and the maximum score was 50. These were 

coded into the following categories: Scores from 2-10 (Low risk Waterlow score 

group)=0 Scores from 11 to 15 (Medium risk Waterlow score Group)=1 and Scores 

above 15 (High risk Waterlow score Group)=2. This coding is similar to Webster, 

Gavin, Nicholas, Coleman, and Gardner (2010) categories. However, I combined the 

high and very high risk categories into one group. For n=35,792, Low risk Waterlow 

score group=8,833 (24.7%), Medium risk Waterlow=5,126 (14.3%), High risk 

Waterlow score=9, 425 (26.3%) and Missing values=12,408 (34.7%). For n=14,771, 

Low risk Waterlow score group=5,082 (34.4%), Medium risk Waterlow score 

group=3,091 (20.9%), High risk Waterlow score=6,276 (42.5%) and Missing 

values=322 (2.2%). For n=1,133, Low risk Waterlow score group=66 (5.8%), 

Medium risk Waterlow score group=179 (15.8%), High risk Waterlow score=878 

(77.5%) and Missing values=10 (0.9%). 

 

Objective 25: To assess whether there is a significant difference in the length of stay 

for the various Waterlow scores. Results from the Kruskal-Wallis test showed a 

significant difference in length of stay for the various Waterlow scores in the main 
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sample (n=14,771, χ=1440.3, p=.000) but not in the dementia sub-sample (n=1,133, 

χ=.172, p=.917). In the main sample, the high Waterlow score had the greatest 

median length of stay value (145 hours) when compared to the medium (100 hours) 

and low (67 hours) Waterlow scores.  

 

4.10) Introduction to the subsequent tables  

The first three tables comprise of the descriptive statistics for original dataset, main 

and dementia sub-samples. I then provide the results from the Mann-Whitney, 

Spearman and Kruskal-Wallis statistical tests. Results from the Negative Binomial 

Regression test is then presented. The reference groups for the negative binomial 

regression model are as follows: Discharge based on clinical advice, Low MUST 

score Group, Low Early Warning Signal Group and Low risk Waterlow scores.  
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Table 2: Descriptive statistics 

Variable n=35,792(%) n=14,771(%) n=1,133(%) 

Discharge age Mean=62.9 Mean=69.5 Mean=85.5 

Gender 

Male 

Female 

 

17,246 (48.2%) 

18,546 (51.8%) 

 

7,162 (48.5%) 

7,609 (51.5%) 

 

460 (40.6%) 

673(59.4%) 

Admission methods 

Attendance at 

Emergency unit 

Referral from a medical 

practitioner 

Referral from a 

consultant 

Other (e.g. hospital) 

 

21,597 (60.3%) 

 

11, 797 (33%) 

 

436 (1.2%) 

 

1,962 (5.5%) 

 

8,383 (56.8%) 

 

5,273 (35.7%) 
 
159 (1.1%) 

 

956 (6.5%) 

 

706 (62.3%) 

 

400 (35.3%) 

 

2 (0.2%) 

 

25 (2.2%) 

Discharge methods 

Based on clinical advice 

Self-discharge 

Discharged by 

institution (e.g. court) 

Death 

 

33,816 (94.5%) 

447 (1.2%) 

 

13 (.0%) 

1,516 (4.2%) 

 

13,674 (92.6%) 

129 (0.9%) 

 

1 (.0%) 

967(6.5%) 

 

984 (86.8%) 

2 (0.2%) 

 

- 

147 (13%) 

Admissions from a care 

home 

Yes 

No 

 

 

2,860 (8%) 

32, 932 (92%) 

 

 

1, 412 (9.6%) 

13,359 (90.4%) 

 

 

416 (36.7%) 

717 (63.3%) 

Discharges to a care 

home 

Yes 

No 

 

 

3,069 (8.6%) 

32, 723 (91.4%) 

 

 

1,572 (10.6%) 

13,199 (89.4%) 

 

 

458 (40.4%) 

675 (59.6%) 

Admission day 

Friday 

Monday 

Saturday 

Sunday 

Thursday 

Tuesday 

Wednesday 

 

5,514 (15.4%) 

5,477 (15.3%) 

4,421 (12.4%) 

4,411 (12.3%) 

5,470 (15.3) 

5,350 (14.9 %) 

5,149 (14.4%) 

 

2,152 (14.6%) 

2,291(15.5%) 

1,860 (12.6%) 

1,914 (13%) 

2,199 (14.9%) 

2,227 (15.1%) 

2,128 (14.4%) 

 

161 (14.2%) 

155 (13.7%) 

166 (14.7%) 

192 (16.9%) 

170 (15%) 

155 (13.7%) 

134 (11.8%) 

Admission is a bank 

holiday 

Yes 

No 

 

 

693 (1.9%) 

35,099 (98.1%) 

 

 

294 (2%) 

14,477 (98%) 

 

 

28 (2.5%) 

1,105 (97.5%) 

Dementia Spell 

Yes 

No 

 

1,950 (5.4%) 

33,842 (94.6%) 

 

1,133 (7.7%) 

13,638 (92.3%) 

 

- 

- 

Dementia History 

Yes 

No 

 

2,062 (5.8%) 

33,730 (94.2%) 

 

1,182 (8%) 

13,589 (92%) 

 

- 

- 

First Early Warning 

Signal 

High(>6) 

Medium(5-6) 

Low(0-4) 

Missing 

 

 

989 (2.8%) 

1,489 (4.2%) 

19,864 (55.5%) 

13,450 (37.6%) 

 

 

680 (4.6%) 

1,043 (7.1%) 

10,843 (73.4%) 

2,205 (14.9%) 

 

 

61 (5.4%) 

106 (9.4%) 

808 (71.3%) 

158 (13.9%)   
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Variable n=35,792(%) n=14,771(%) n=1,133(%) 

Falls without harm 

Yes 

No 

Falls with minor harm 

Yes 

No 

Falls major and 

moderate 

Yes 

No 

 
669 (1.9%) 

35,123 (98.1%) 

 

379 (1.1%) 

35,413 (98.9%) 

 

 

35(0.1%) 

35,757(99.9%) 

 

492 (3.3%) 
14,279 (96.7%) 

 

273 (1.8%) 

14,498 (98.2%) 

 

 

21(0.1%) 

14,750 (99.9%) 

 

110 (9.7%) 

1, 023(90.3%) 
 

45 (4%) 

1,088 (96%) 

 

 

5 (0.4%) 

1,128 (99.6%) 

MUST scores  

High(>1) 

Medium (1) 

Low (0) 

Missing 

 

2,409 (6.7%) 

1,131 (3.2%) 

19, 911(55.6%) 

12,341 (34.5%) 

 

1,629 (11%) 
671 (4.5%) 
12,147 (82.2%) 

324 (2.2%) 

 

261 (23%) 

44 (3.9%) 

816 (72%) 
12 (1.1%) 

Category 1 preadmission 

pressure sores 

Yes 

No 

Category 2 preadmission 

pressure sores 

Yes 

No 

Category 3 preadmission 

pressure sores 

Yes 

No 

Category 4 preadmission 

pressure sores 

Yes 

No 

Un-stageable 

preadmission pressure 

sores 

Yes 

No 

 
 

639 (1.8%) 
35,153 (98.2%) 

 

 

1,049 (2.9%) 

34,743 (97.1%) 

 

 

318 (0.9%) 

35,474 (99.1%) 

 

 

102 (0.3%) 
35,690 (99.7%) 

 

 

 

60 (0.2%) 
35,732 (99.8%) 

 
 

461 (3.1%) 

14,310 (96.9%) 

 

 

710 (4.8%) 

14,061 (95.2%) 

 

 

216 (1.5%) 

14,555 (98.5%) 

 

 

63 (0.4%) 

14,708 (99.6%) 

 

 

 

45 (0.3%) 
14,726 (99.7%) 

 
 

95 (8.4%) 

1,038 (91.6%) 

 

 

103 (9.1%) 

1,030 (90.9%) 

 

 

26 (2.3%) 

1,107 (97.7%) 

 

 

10 (0.9%) 

1,123 (99.1%) 

 
 

3 (0.3%) 
1,130 (99.7) 
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Variable n=35,792(%) n=14,771(%) n=1,133(%) 

Category 1 

Postadmission pressure 

sores 

Yes 

No 

Category 2 

Postadmission pressure 

sores 

Yes 

No 

Category 3 

Postadmission pressure 

sores 

Yes 

No 

Category 4 

Postadmission pressure 

sores 

Yes 

No 

Un-stageable 

Postadmission pressure 

sores 

Yes 

No 

 

 
452 (1.3%) 

35,340 (98.7%) 

 

 

 

565 (1.6%) 

35,227 (98.4%) 

 

 

 

112 (0.3%) 
35,680 (99.7%) 

 

 

 

25 (0.1%) 

35,767 (99.9%) 
 
 
 
 

54 (0.2%) 
35,738 (99.8%) 

 
 
 

350 (2.4%) 
14,421 (97.6%) 

 

 

 

426 (2.9%) 

14,345 (97.1%) 

 

 

 

82 (0.6%) 

14,689 (99.4%) 

 

 

 

22 (0.1%) 

14,749 (99.9%) 

 

 

 

46 (0.3%) 

14,725 (99.7%) 

 
 
 

58 (5.1%) 

1,075 (94.9%) 

  

 

 

80 (7.1%) 

1,053 (92.9%) 

 

 

 

10 (0.9%) 
1,123 (99.1%)  

 

 

 

5 (0.4%) 

1,128 (99.6%) 

 

 

 

4 (0.4%) 

1,129 (99.6%) 

Waterlow scores 

High  (>15) 

Medium (11-15) 

Low (0-10) 

Missing 

 

9, 425 (26.3%) 
5,126 (14.3%) 
8,833 (24.7%) 

12,408 (34.7%) 

 

6,276 (42.5%) 
3,091 (20.9%) 
5,082 (34.4%) 

322 (2.2%) 

 

878 (77.5%) 
179 (15.8%) 
66 (5.8%) 

10 (0.9%) 
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Table 3: Bivariate statistics with length of stay as the dependent variable (n=14,771) 

Variable U or χ or rho value/p value/Z value 

Age .322/.000 

Gender 26,896,146/.175/-1.358 

Admission methods 6.113/.106 

Discharge methods 352.0/.000 

Admissions from a care 

home 

8,297,403.5/.000/-7.442 

Discharge to a care home 8,318,857.5/.000/-12.862 

Admission Day 19.2/.004 

Admission is a bank 

holiday 

2,088,643.5/.585/-.545 

Dementia  Spell 5,368,991.0/.000/-17.09 

Dementia History 5,628,709.0/.000/-17.08 

First Early Warning 

Signal 

170.1/.000 

Falls without harm 

 

Falls with minor harm 

 

Falls major and moderate 

1,234,809.5/.000/-24.495 

 

568,673.5/.000/-20.205 

 

89,895.0/.001/-3.328 

MUST scores 302.6/.000 

Category 1 Preadmission 

pressure sores  

 

Category 2 Preadmission 

pressure sores 

 

Category 3 Preadmission 

pressure sores 

 

Category 4 Preadmission 

pressure sores   

 

Un-stageable 

Preadmission pressure 

sores 

1,863,749.0/.000/-15.921 

 

 

2,775,753.0/.000/-19.989 

 

 

692,468.5/.000/-14.137 

 

 

229,751.5/.000/-6.915 

 

 

183,292.0/.000/-5.183 

Category 1 

Postadmission pressure 

sores 

 

Category 2 

Postadmission pressure 

sores 

 

Category 3 

Postadmission pressure 

sores 

 

Category 4 

Postadmission pressure 

sores 

 

Unstageable 

Postadmission pressure 

sores 

 

 

784,170.0/.000/-22.069 

 

 

866,840.0/.000/-25.235 

 

 

130,963.5/.000/-12.239 

 

 

30,801.0/.000/-6.577 

 

 

 

106,966.5/.000/-8.024 

Waterlow scores 1,440.3/.000 
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Table 4: Bivariate statistics with length of stay as the dependent variable (n=1,133)  

Variable U or χ or rho value/p value/Z value 

Age .072/.015 

Gender 153,033.5/.745/-.325 

Admission methods 5.250/.154 

Discharge methods 11.866/.003 

Admissions from a care 

home 

111,724.5/.000/-7.047 

Discharge to a care home 133,349.5/.000/-3.927 

Admission Day 4.856/.562 

Admission is a bank 

holiday 

15,275.5/.909/-.114 

First Early Warning Signal .562/.755 

Falls without harm 

 

Falls with minor harm 

 

Falls major and moderate 

24,117.5/.000/-9.858 

 

9,828.5/.000/-6.812 

 

2,143.0/.354/-.927 

 

MUST scores 6.045/.049 

Category 1 Preadmission 

pressure sores/  

 

Category 2 Preadmission 

pressure sores/ 

 

Category 3 Preadmission 

pressure sores 

 

Category 4 Preadmission 

pressure sores   

 

Unstageable Preadmission 

pressure sores 

42,454.0/.025/-2.244 

 

 

47,821.0/.099/-1.650 

 

 

10,376.0/.015/-2.435 

 

 

4,523.0/.289/-1.060 

 

 

1,214.5/.396/-.849 

Category 1 Postadmission 

pressure sores 

 

Category 2 Postadmission 

pressure sores 

 

Category 3 Postadmission 

pressure sores 

 

Category 4 Postadmission 

pressure sores 

 

Unstageable 

Postadmission pressure 

sores 

16,831.5/.000/-5.909 

 

 

25,481.5/.000/-5.897 

 

 

 

2,598.0/.003/-2.929 

 

 

1,252.5/.032/-2.147 

 

 

848.5/.031/-2.158 

Waterlow scores .172/.917 
 

 

 

 



145 
 

Table 5: Main sample: Negative Binomial Regression with length of stay as the dependent 

variable  

Variable IRR/  p value 95% Confidence Interval 

  Lower Upper 

Discharge Age 1.008/.000 1.007 1.009 

Death as a Discharge 

cause 

Self-discharge  

1.238/.000 

.850/.079 

1.142 

.709 

1.341 

1.019 

Admissions from a care 

home 

.347/.000 .296 .407 

Discharges to a care 

home 

2.442/.000 2.097 2.843 

Admission Day 

Wednesday 

Tuesday 

Thursday 

Sunday 

Saturday 

Monday 

 

.995/.884 

.972/.382 

1.032/.335 

.955/.181 

1.002/.951 

1.026/.438 

 

.932 

.911 

.968 

.893 

.936 

.962 

 

1.062 

1.036 

1.101 

1.022 

1.072 

1.094 

Dementia Spell 1.380/.040 1.015 1.876 

Dementia History .876/.389 .647 1.184 

High First Early 

Warning Signal 

Medium First Early 

Warning Signal  

1.080/.057 

 

1.056/.096 

.998 

 

.990 

1.169 

 

1.127 

Falls without harm 

Falls with minor harm 

Falls major and 

moderate 

2.640/.000 

2.049/.000 

1.157/.538 

2.387 

1.788 

.727 

2.920 

2.348 

1.842 
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Variable IRR/ p value 95% Confidence Interval 

  Lower Upper 

High MUST scores 

Medium MUST scores 

1.281/.000 

1.071/.104 

1.209 

.986 

1.357 

1.163 

Category 1 Preadmission 

pressure sores 

Category 2 Preadmission 

pressure sores 

Category 3 Preadmission 

pressure sores 

Category 4  

Preadmission pressure 

sores 

Unstageable 

Preadmission pressure 

sores 

1.251/.000 

 

1.350/.000 

 

1.550/.000 

 

1.601/.001 

 

1.099/.547 

1.126 

 

1.237 

 

1.331 

 

1.203 

 

.808 

1.390 

 

1.473 

 

1.804 

 

2.131 

 

1.496 

Category 1 

Postadmission pressure 

sores 

Category 2 

Postadmission pressure 

sores/ 

Category 3 

Postadmission pressure 

sores/ 

Category 4 

Postadmission pressure 

sores/ 

Un-stageable 

Postadmission pressure 

sores 

 

2.079/.000 

 

2.218/.000 

 

2.148/.000 

 

1.861/.020 

 

 

1.644/.006 

 

1.845 

 

1.985 

 

1.680 

 

1.101 

 

 

1.154 

 

2.343 

 

2.479 

 

2.746 

 

3.145 

 

 

2.343 
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Variable IRR/ p value 95% Confidence Interval 

  Lower Upper 

High Waterlow scores 

Medium Waterlow 

scores 

1.418/.000 

1.232/.000 

1.349 

1.169 

1.492 

1.298 

 

Negative binomial regression was conducted to examine the impact of a number of 

independent factors on length of hospital stay. The model was statistically significant 

χ² (df=32, N=14,771) =4,526.86, p=0.000. The strongest predictor of hospital stay 

was falls without harm with an IRR of 2.640. This showed that participants who 

experienced falls without harm were 2.6 times more likely to stay in hospital for a 

longer period than those who did not experience falls without harm. 
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Table 6: Dementia sub-sample: Negative Binomial Regression with length of stay as the 

dependent variable 

Variable IRR/  p value 95% Confidence Interval 

  Lower Upper 

Discharge Age 1.000/.992 .992 1.008 

Death as a Discharge 

cause 

Self-discharge  

1.228/.028 

.541/.390 

1.022 

.134 

1.476 

2.193 

Admissions from a care 

home 

.252/.000 .182 .349 

Discharges to a care 

home 

2.443/.000 1.778 3.357 

Falls without harm 

Falls with minor harm 

2.486/.000 

1.750/.000 

2.029 

1.284 

3.045 

2.384 

High MUST scores 

Medium MUST scores 

1.163/.037 

.945/.721 

1.009 

.694 

1.340 

1.287 

Category 1 

Preadmission pressure 

sores/  

Category 3 

Preadmission pressure 

sores 

1.189/.113 

 

.978/.916 

.960 

 

.652 

1.474 

 

1.467 
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Variable IRR/  p value 95% Confidence Interval 

  Lower Upper 

Category 1 

Postadmission pressure 

sores/ 

Category 2 

Postadmission pressure 

sores/ 

Category 3 

Postadmission pressure 

sores/ 

Category 4 

Postadmission pressure 

sores/ 

Unstageable 

Postadmission pressure 

sores  

 

1.787/.000 

 

1.621/.000 

 

.966/.915 

 

1.641/.279 

 

 

1.814/.242 

 

1.363 

 

1.275 

 

.508 

 

.669 

 

 

.669 

 

2.342 

 

2.060 

 

1.837 

 

4.028 

 

 

4.916 

 

Negative binomial regression was conducted to examine the impact of a number of 

independent factors on length of hospital stay in the dementia sub-sample. The 

model was statistically significant χ² (df=16, N=1,133) =361.362, p=0.000. The 

strongest predictor of hospital stay was falls without harm with an IRR of 2.486.  

This showed that participants who experienced falls without harm were 2.5 times 

more likely to stay in hospital for a longer period than those who did not experience 

falls without harm. 

 

The results from the two multivariate regression analysis indicated a higher 

incidence rate ratio in the main sample for: a) discharge to a care home (IRR: 2.442) 

b) falls without harm and falls with minor harm (IRR: 2.640 and 2.049) and c) 

category 1, 2 and 3 post-admission pressure sores (IRR: 2.079, 2.218 and 2.148). For 

the dementia sub-sample, there was a higher incidence rate ratio for: a) discharge to 

a care home (IRR: 2.443) b) falls without harm (IRR: 2.486).  
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4.11) Discussion 

The aim of the service evaluation was to identify health outcomes that affect length 

of hospital stay amongst people with dementia at a local hospital. Furthermore, the 

research objective was to generate knowledge of the factors that affect the length of 

hospital stay amongst patients with dementia. The key variables that affected length 

of hospital stay from the multivariate analysis in the main sample and dementia sub-

sample were falls and discharge to a care home. 

 

A previous research has found older age to be associated with length of stay 

(Aminzadeh & Dalziel, 2002).  In contrast, another study found younger age to be 

associated with prolonged hospital stay (Marfil-Garza et al., 2018). The findings for 

the main sample were consistent with that of previous researchers but this was not 

the case in the dementia sample. Although the median age for the dementia 

subsample (86 years, n=1,133) was higher than that of the main sample (75 years, 

n=14,771), there was no association between age and length of stay for the dementia 

subsample in the regression analysis. A possible explanation for these findings could 

be due to the sample size (i.e. sample size of 14,771 for the main sample was larger 

than the sample size of 1,133 for the dementia sub-sample). 

 

Death was found to be a predictor of length of stay in the main and dementia sub-

samples. This could be explained by the fact that chronic co-morbidity has been 

found to be associated with length of hospital stay and mortality (Librero, Peiró, & 

Ordiñana, 1999). It is therefore possible that people who died in hospital had greater 

co-morbidities. In addition, there is the possibility that patients who are unwell and 

likely to die are not discharged but kept in hospital.   

 

Admissions and discharges to a care home from hospital were found to predict 

length of hospital stay in the main and dementia sub-samples. Gaugler, Duval, 

Anderson, and Kane (2007) found that people who were admitted to care homes 

were likely to need help with self-care activities and have cognitive impairment. 

Kable et al. (2015) reported that social care provision is generally inadequate when 
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compared to the demands placed on it. Long waiting lists for social care provision 

may increase length of hospital stay (Kable et al., 2015). Admissions from a care 

home was associated with decreased length of stay because of the possibility that 

people admitted from care homes do not have to wait for a care package as care is 

already in place. If they are on the other hand moving from their homes to care 

homes, they may have to wait in hospital for a longer period.  

 

S. Connolly and O’Shea (2015) document a relationship between dementia and 

hospital length of stay. This is consistent with the finding on dementia spell but not 

dementia history in the regression analysis. It is possible that people with a dementia 

history may be coming from a care home and therefore discharge is easier because a 

care package is already in place. Those with dementia spells may need complex care 

packages to be arranged and therefore their discharge is delayed.  

 

Falls without harm and those that occurred with minor harm predicted length of 

hospital stay in the main and dementia sub-sample. Dunne et al. (2014) revealed that 

hospital falls with and without harm were associated with length of hospital stay. 

Experiencing  injurious hospital falls has been associated with poor end results like 

death and placement in a nursing home (Murray, Cameron, & Cumming, 2007). 

Liddle and Gilleard (1995) report poor psychological outcomes amongst patients and 

family members who have experienced falls. Zecevic et al. (2012) found that there 

were financial implications of falls, which occurred in hospitals.  

 

High MUST scores were shown to predict hospital length of stay in the main and 

dementia sub-samples. People who are malnourished are more likely to need help 

with their self-care activities (Oliveira, Fogaça, & Leandro-Merhi, 2009). They are 

also likely to have other co-morbidities and incontinence (Saka, Kaya, Ozturk, Erten, 

& Karan, 2010). Previous researchers have found an association between 

malnutrition and length of hospital stay (Stratton et al., 2006) as well as death 

(Henderson, Moore, Lee, & Witham, 2008). Malnourished individuals are likely to 

stay in hospital for longer periods because they are poorly. 
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Category 1 and 2 post-admission pressure sores predicted length of stay in the main 

and dementia sub-sample. Pressure sores have been found to be associated with 

admissions from a care home, along with incontinence, limited mobility and 

malnutrition (Baumgarten et al., 2006). Other predictors of pressure sores are limited 

sensitivity to pain, dehydration and skin conditions in the affected area 

(Nonnemacher et al., 2009). Theisen et al. (2012) indicated a relationship between 

pressure sores and the length of hospital stay. It is therefore possible that people with 

pressure sores are more poorly than those without pressure sores. They therefore stay 

in hospital for a longer period. It is worth noting that the risk of developing pressure 

sores was found to predict length of stay in the main sample but not in the dementia 

sub-sample. This may be because of differences in sample size instead of true 

differences. 

 

4.12) Contribution to knowledge 

Most of the variables used in the quantitative aspect of the study have been 

investigated in previous research. I will discuss the findings, as this was the focus of 

the service evaluation. I will then list the novel findings of the quantitative study. 

Previous studies have examined the relationship between age and length of stay 

(Aminzadeh & Dalziel, 2002; Marfil-Garza et al., 2018). Whilst one of the studies 

focused on analysing data from previous research (Aminzadeh & Dalziel, 2002), the 

other study analysed a dataset comprising of 85,904 admissions (Marfil-Garza et al., 

2018). The present research is the first UK study to document a significant and non-

significant relationship between age and length of hospital stay amongst a main and 

dementia sample. This could be because of the sample size. The relationship between 

discharges to care homes and longer length of hospital stay has been documented in 

previous literature (Toh et al., 2017). This study involved 353 patients with short and 

prolonged hospital stays who had been admitted into a hospital in Singapore (Toh et 

al., 2017). The finding between discharge to a care home and prolonged hospital 

stays could be because of the fact that patients may have to wait for a care home 

placement. The relationship between discharge to a care home and prolonged 

hospital stay confirms the work of Toh et al. (2017) who used a smaller sample size 

when compared to the present research. The possible link between admissions from a 
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care home and longer hospital stay has been documented in previous literature 

(Dwyer, Gabbe, Stoelwinder, & Lowthian, 2014). Findings of this study focused on 

analysing 83 primary studies (Dwyer et al., 2014). Only four out of the 83 studies 

reviewed by Dwyer et al. (2014) focused on cognitive impairment. This study 

therefore adds to the limited literature on admission from a care home and decreased 

length of hospital stay. The non-significant relationship between length of hospital 

stay and admission on a bank holiday has been documented in previous literature 

(Dagar et al., 2016). This study comprised of 6,353 patients who attended a hospital 

in Turkey (Dagar et al., 2016). This is the first UK study to find a non-significant 

relationship between admission on a bank holiday and length of hospital stay in a 

main and dementia sub-sample. The hospital must therefore continue to monitor this 

so that there remains a non-significant relationship between the length of hospital 

stay for patients admitted on a bank holiday and those admitted on a normal working 

day. People with dementia have a prolonged hospital stay when compared to those 

without dementia (Möllers et al., 2019). This finding was based on 52 primary 

studies (Möllers et al., 2019). In addition, only three out of the 52 studies reviewed 

by Möllers et al. (2019) focused on the UK. Findings of this study adds to the limited 

UK literature on the relationship between having a diagnosis of dementia and being 

at risk of prolonged hospital stay. The relationship between higher early warning 

signal and prolonged hospital stay has been documented in previous literature 

(Groarke et al., 2008). This finding was however based on 225 admissions (Groarke 

et al., 2008). This study is the first UK study to find a non-significant relationship 

between early warning signals and long hospital stays in the multivariate analysis. 

Previous research has documented the relationship between falls and longer hospital 

stays (Dunne et al., 2014). This study used information on 622 patients with and 

without falls (Dunne et al., 2014). This study once again uses a large sample size 

when compared to previous findings on the length of hospital stay and falls. The 

relationship between prolonged hospital stay and malnutrition has been documented 

in previous literature (Stratton et al., 2006). The number of people recruited into this 

previous study was 150 (Stratton et al., 2006). This small sample size limitation was 

improved upon by the current study. People with pressure sores are likely to stay in 

hospital for a longer period of time (Theisen et al., 2012). This previous study was 

based on a sample size of 3,198 (Theisen et al., 2012). Once again, the sample size 

of this research (i.e. main sample) is larger than the previous study.  Previous 
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literature has documented that Waterlow scores can predict prolonged hospital stay 

(J. W. Wang et al., 2019). This finding was based on a sample of 834 patients (J. W. 

Wang et al., 2019). The authors of this study used a smaller sample size when 

compared to this study (i.e. main sample).  

 

A novel finding of the service evaluation is that admission method (attendance at an 

emergency unit, referral from a medical practitioner, referral from a consultant and 

admission from for example, another hospital) was not significantly associated with 

extending the length of stay. Discharge method (i.e. death) was however associated 

with the patients’ length of stay. 

 

4.13) Strengths of this study 

A major strength of this study is the large sample size. Some of the information in 

the dataset forms part of the details presented to the Secondary Uses Service of the 

NHS Digital Department. This information is, therefore, subject to rigorous standard 

NHS data quality assessments. As patient information in the dataset was anonymous, 

this study maintained robust ethical standards. 

 

4.14) Limitations of this study  

I was unable to independently verify the accuracy of the variables included in the 

dataset. It is possible that the clinical coders who entered patient details in the dataset 

missed patients with undiagnosed dementia. Furthermore, contextual information 

such as the lead up to a fall were missed out in the dataset.  I should have found out 

if there were differences in the length of stay for patients who reported mild, 

moderate and intense pain on the ward. A previous research has documented an 

association between the quick management of pain and the shortening of patient 

hospital stays (Sokoloff, Daoust, Paquet, & Chauny, 2014). 
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4.15) Future Research 

Future researchers should look at the ability of the use of non-routine clinical data 

such as sleep to predict length of hospital stay. Researchers should look at involving 

the patient and carers on how to reduce some of the factors that prolongs the 

patient’s hospital stay. 

 

4.16) Implications for policy/practice 

Staff need to be aware of the factors that prolong patient hospital stays through their 

online training. Policy makers need to support research that is aimed at reducing 

patient length of hospital stays. A systems approach to the reduction of falls and the 

improvement of discharge planning could help to complement the current strategies 

that are used on the wards.  

 

4.17) Conclusion 

The key variables that affected length of hospital stay amongst patients with 

dementia, which could be changed, were falls and discharge to a care home. The 

next chapter therefore seeks to gather information on how to reduce falls and 

improve the discharge planning process using a systems approach.  
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Chapter 5 

5.1) Phase 2 (Qualitative)   

The results from the service evaluation indicated a higher incidence rate ratio for: a) 

discharge to a care home b) falls without harm and falls with minor harm and c) 

category 1, 2 and 3 post-admission pressure sores. For the dementia sub-sample, 

there was a higher incidence rate ratio for: a) discharge to a care home b) falls 

without harm. The research question was how might a systems approach contribute 

to reducing falls and improving the discharge planning process amongst patients 

with dementia? The qualitative study therefore focussed on falls and discharge 

planning.   

 

5.2) Study design 

A qualitative methodology was used to explore the views of carers and staff in 

relation to how to reduce falls and improve the discharge planning process. A semi-

structured interview guide was used to guide conversations between hospital staff 

and me. I also interviewed family carers. The aim of the interviews was to ascertain 

if a systems approach could facilitate the reduction of falls and improve the 

discharge planning process. The average time for the interviews was approximately 

20 minutes. The interviews were conducted in one acute hospital. My first supervisor 

listened to three of the interviews in order to crosscheck the accuracy of the 

transcripts.   

 

5.3) Sample size 

According to Morse (1995), qualitative researchers do not utilise statistical tests to 

inform their decisions on how to obtain an optimal sample size. Therefore, the notion 

of saturation in qualitative data occurs when the information gathered from a sample 

gives a holistic and detailed view of the phenomenon under study (Morse, 1995). 

Starks and Trinidad (2007) define saturation at a point where the information 

gathered on a particular topic adequately addresses a theory. Guest, Namey, and 

Chen (2020) define saturation as a level during qualitative data analysis where data 
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generated from a study has adequately addressed the research questions. In order to 

achieve saturation, Morse (1995) recommends the following: the use of a sample 

which has attributes that are comparable, the inclusion of an in-depth holistic 

documentation of the phenomenon being studied and a  description of recurring as 

well as contrasting views of participants. The decision to stop interviewing after 

obtaining information from 52 participants was due to data saturation. I reached data 

saturation because there were no new information being generated from the 

interviews. In addition, the interviews had provided sufficient information on how a 

systems approach could be used to help reduce falls and improve discharge planning. 

I also stopped interviewing due to limited resources.   

 

5.4) Setting 

The interviews took place on six medical wards at the Royal Bournemouth hospital 

(United Kingdom). This hospital provides both inpatient and outpatient services. It 

has 723 beds and serves a community of 550,000 people (Care Quality Comission, 

2018).  

 

5.5) Participants 

I used a convenience sampling strategy to interview staff and carers of patients who 

had been admitted from 14th October 2019 to 14th January 2020. The total number of 

staff who participated in the interviews was 20. They comprised of 1 male staff and 

19 female staff. This sample reflects the demographical details of staff who work on 

the ward (i.e. mainly female).There were three staff nurses, six healthcare assistants, 

three dementia and delirium specialist nurses, one Occupational therapist, one 

specialist nurse in Parkinson’s disease, one discharge  co-ordinator, four deputy 

sisters and one Assistant practitioner. The minimum and maximum duration of 

employment was 4 months and 23 years respectively. The following people were 

approached but refused to be interviewed: one Occupational therapist, one domestic 

assistant, three doctors and one dementia support worker.  A total of 32 carers were 

interviewed. This comprised of 11 males and 21 females.13 carers were approached 

but refused to take part in the interviews. Some of the reasons for their refusal 
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included: lack of time, family member did not see himself as a carer because his 

mum had been living independently and a carer had engaged in a difficult 

conversation with a social worker. 

 

5.6) Ethics 

I obtained ethical approvals from North West-Greater Manchester Central Research 

Ethics Committee, the Health Research Authority and the Royal Bournemouth and 

Christchurch Hospitals NHS Foundation Trust gave their Confirmation of Continued 

Capacity and Capability. 

 

5.7) Procedure  

I obtained confirmation from carers and staff that they had read the participant 

information sheet (Appendix 4 and 5). I obtained written consent from carers and 

staff who agreed to participate in the study after reading the information sheet 

(Appendix 6 and 7). A semi-structured interview guide (Appendix 8 and 9) was used 

to facilitate conversations between carers and staff as well as me. The interviews 

were recorded on a digital device. I conducted a verbatim transcription of the 

interviews. In order to ensure anonymity, staff respondents are numbered one 

through to number 20. Similarly, carer respondents are numbered one through to 32.  

References to respondents in this chapter are by numbers.  

 

5.8) Analysis  

The transcripts were thematically analysed by looking for patterns in the dataset 

(Marks & Yardley, 2004). A code has been defined by Marks and Yardley (2004) as 

a method of grouping the data for analysis. In addition, data were initially 

inductively coded by relying on the dataset rather than the use of theory. Once the 

codes had been generated, I deductively grouped them under a systems framework. I 

therefore used a mixture of inductive and deductive coding. Furthermore, each code 

was exclusive which meant that meaningful utterance were put into one group 



159 
 

(Marks & Yardley, 2004). The data were analysed using Ritchie, Spencer, and 

O'Connor’s (2003)  approach on how to analyse qualitative data using four steps: 

A. Familiarisation and indexing: I conducted 52 interviews and transcribed the 

data verbatim. I was therefore familiar with the contents of the interviews. I 

read the transcripts several times to ensure that I was conversant with the 

data.  

B. Labelling the transcripts: The transcripts were imported into Nvivo 11. I 

assigned labels to the raw data. This was completed in an inductive manner. 

All the labels were listed in Nvivo 11. I constantly compared the codes. I then 

merged and separated the codes as I went through the transcripts. 

C. Sorting the transcripts: Text with similar features in the transcripts were 

collated together using Nvivo 11. The text with similar contents was then 

grouped into themes.  

D.  Summarising the findings: This was completed after exporting text from 

Nvivo 11 into Microsoft Word in order to identify the most important 

phenomena (staff and carers’ experiences of caring for patients with 

dementia).  

 

5.9) Themes 

I will first discuss the interviews with staff and then move on to present the views of 

carers. Four underlying themes were identified in the staff and carer interviews. 

These are as follows: People, Falls, Discharge Planning and the Environment.  

Figure 13: Themes 
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Table 7: Themes for staff interviews 

 Overarching 

themes 

Themes Sub-themes 

Staff experiences 

of  falls  

Falls   Causes of falls 

among patients 

with dementia 

   Falls prevention 

measures 

   Difficulties in falls 

prevention 

   Consequences of 

falls 

 People in relation 

to falls 

Carer factor Working with 

families 

  Patient factor Diagnosis 

   Inadequate 

understanding of 

medical procedures 

  Staff factor Nursing 

   Teamwork 

 The environment 

in relation to falls 

Policies Large caseloads 

   Transfer between 

wards 

   Training 

  Physical 

environment 

 

  Hospital equipment  
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 Overarching 

themes 

Themes Sub-themes 

Staff experiences 

of  discharge 

planning 

Discharge planning  Efficient discharge 

process 

   Discharge 

assessment 

   Difficulties with 

discharge 

   Delayed discharge 

   Poor discharge 

practice 

   Liaising with 

community teams 

   Nursing and 

Residential Home 

Costs 

 People in relation 

to discharge 

planning 

Carer factor Working with 

families 

   People without 

families 

  Patient factor The physiological 

state of patients 

   Understanding your 

patient 

  Staff factor  Attitudes on policy 

   Teamwork 
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 Overarching 

themes 

Themes Sub-themes 

Staff experiences 

of  discharge 

planning 

Environment in 

relation to 

discharge planning 

Policies 

 

Documentation 

 

   Property checklist 

  Hospital 

equipment 

 

 

5.10) Overarching Theme 1: Falls  

This theme explored the perception of staff regarding hospital falls amongst people 

with dementia. It looks at how staff prevent falls in the acute setting. It also describes 

what happens to a patient following a fall.  

 

Causes of falls among patients with dementia 

Staff reported that falls resulted from instability of the foot, tiredness, postural 

hypotension, sleep deprivation and the side effects of medication. This view is 

illustrated with the following quote: 

 

Everybody on an older persons ward would be on a medication that will put them at 

high risk of falls; I would imagine (Staff 11). 

 

Poor visibility at night-time also contributed to falls. Staff stated: 

 

Sometimes the most of the falls are at night-time. They feel confused, they are sleepy 

and they feel they need to go to the loo. They get up go to the toilet. The light is off 

and they fall (Staff 15). 
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Falls prevention measures 

The main methods used to prevent falls on the ward was observation and one-to-one 

nursing. Eleven participants spoke about how this method was used on the wards. 

This is supported by the following quote: 

 

Often with patients that are risk of falls, they are often in bays where there is always 

a member of staff in the bay. They are called our obs bays. So they are quite 

important in trying to reduce falls. Also, if some patients are at very high risk they 

might benefit from a 1:1. Although, that can be difficult to find (Staff 13). 

 

Other methods used for the prevention of falls involved looking at the environmental 

hazards for falls. This for example included making sure that the bed space had 

adequate lighting and was free from clutter to prevent falls. This was expressed as 

follows: 

 

But I think it is just making sure, like the Kings Funded a lot of projects about 

environment and colour and layouts things to help reduce falls. So I think it is trying 

to adopt those kinds of, those kinds of policies really into. And also obviously stuff 

like making sure things are clear and free of clutter. The cleaners are aware of the 

importance of keeping things clear as well so that they can encourage people to do it 

as well (Staff 19). 

 

It is clear from the interviews that promoting the use of appropriate patient footwear 

also contributed to the reduction of falls. Encouraging mobility was seen as a falls 

prevention measure. However, staff needed to balance the positive benefit of the 

freedom of mobility with the increased risk of a hospital acquired infection. In 

addition, one participant stated that there were occasions when people were confined 

to beds or recliner chairs due to their risks of falls. Staff stated the following:  
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Because some people get to such a risk that actually they are better off being nursed 

in bed or a recliner chair (Staff 7). 

 

The training of staff was seen to be important tool for the reduction of falls. Training 

the staff equips them with the knowledge required to identify falls risk and mobilise 

patients safely. Staff said the following: 

 

I suppose just making sure everyone is trained. That they are aware of what is a falls 

risk. And that’s just even around the bed space. Making sure things are kept out of 

the way. There are not wires hanging. Making sure, the staff know the patient really 

well. So they know they need two people to transfer or mobilise. I think that is the 

way of doing it. So training staff is a big one I would say. We do have falls training. I 

think it is every two years (Staff 18).  

 

In order to reduce falls, staff have to complete online risk assessment forms or have 

the falls risk assessment team come on to the wards to identify and address the risk 

of falls. The falls risk assessment administration for patients needed to be completed 

within 24 hours of admission. Good handover was also seen as an important method 

of preventing falls, as staff were made aware of the high falls risk patients. Other 

falls prevention measures include monitoring patients’ blood pressure readings, 

using low beds and ensuring that staff are patient facing especially when they are 

writing their notes at the nursing stations. Staff states the following: 

 

And at night things like putting desks when they do their writing at the entrance of 

the bays. They can look at look at patients rather than turn their backs to them to do 

writing (Staff 8).  

 

Difficulties in falls prevention 

The ability of patients to walk around varied depending on what time of the day it 

was. Whilst some were able to walk in the mornings and were exhausted in the 
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afternoon, others were fine in the afternoon and unable to do anything in the 

morning. The physical movement of patients was sometimes unpredictable. These 

unpredictable movements could result in falls. Staff states the following: 

 

And then in one second, she just she can move, and in one second she stand up and 

went to the bed. In one second, she could fall. I was sitting in there, juice to the other 

lady. So maybe those things.  If there was other person that could be more close to 

them. Or if she fall, the floor that I said will help (Staff 10). 

 

A response from one of the participants indicated a lack of low beds in the hospital. 

This was thought to have been because of the hospital’s decision to rent low beds 

instead of buying them. Staff responded as follows: 

  

We have to hire in the low beds as well. So people, wards are very reluctant to hire 

in those beds. Because obviously they are quite expensive. A charity did fundraise 

for the beds. But the decision was made not to buy them. Just to use the money to 

hire them (Staff 11). 

 

Patient memory loss made it difficult at times to prevent falls. This was because of 

the fact that patients sometimes simply forgot how to use their call bells when they 

needed help.  

 

Because a lot of our patients with dementia, they do not remember to ring the bell. 

They do not remember that they cannot walk. They cannot remember that they 

should not climb out of bed.  And with the best will in the world. You cannot keep an 

eye on all of them all the time (Staff 7). 

 

There were instances where the prioritisation of patient falls risk was difficult 

because several patients needed help simultaneously. One staff reported that the 

prioritisation of the reduction of falls on the various wards differed. Some wards 

focused on falls because they admitted many older patients who were at risk of falls. 

Staff stated the following: 
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I think there is probably some areas where falls are not high priority because 

perhaps they are like more surgical or more sort of younger people throughout the 

Trust. It probably means that the environment is not as conducive to how it is on sort 

of these older person’s wards (Staff 19).  

 

Participants indicated that despite the fact that patients were monitored some falls 

were inevitable. Staff stated: 

 

There is not an awful lot you can do, really. They get up, they fall. We watch them 24 

hours and they still fall (Staff 17). 

 

Consequences of falls 

Staffs were mandated to report falls, which had occurred in the acute settings. The 

administration following a fall was extensive, as it required staff to report all aspects 

of care received by the patient on the ward. It was also necessary for staff to reassess 

the risk of a patient following a fall. Staff express this view as follows: 

 

They’ve also got the post falls management plan as well which does say that you 

need to reassess the risk (Staff 11). 

 

A member of staff stated that falls on the ward could generate feelings such as fear in 

patients and increase the length of their hospital admission. A quote from a member 

of staff is as follows: 

  

Once they are on the ward and they have had a fall, then they have aggression, they 

have fear all coming in. Cos they do not know why they have fallen (Staff 14). 
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It was also necessary to inform the patients’ relatives about the occurrence of falls. 

Staff reported that they felt ‘bad’ and ‘terrible’ after the occurrence of falls. The 

view of a member of staff is expressed as follows: 

 

And you always feel bad that you turn your back look after one in there somebody 

opposite get up and fall. And then you then feel terrible as a nurse. But you cannot 

be everywhere all the time. And I think sometimes, the expectations are that because 

they are in a safe place they will not fall. We cannot. We feel terrible when they do 

fall (Staff 8). 

 

Summary 

The causes of falls could be medical or environmental. Staff reported a wide range of 

techniques used in the prevention of falls. This included: observation, one-to-one 

nursing, environmental interventions, promoting mobility, completing risk 

assessment and using the information obtained through handovers. Although staff 

used multifactorial interventions to reduce falls, some falls were inevitable. Staff 

faced difficulties with the prevention of falls. This included issues such as poor 

patient balance and the inability of patients to retain information on falls prevention 

strategies. Staff had to complete hospital paperwork following a fall. They also had 

to inform relatives about the fall and manage their own negative emotions following 

a fall on their watch.  

 

5.11) Overarching Theme 2: People in relation to falls 

This theme looked at the role of carers in preventing falls in the acute setting. It also 

described staff perceptions about patients with dementia in hospital as well as 

exploring the responsibilities of staff. 
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Carer factor 

Working with families 

Seven staff members stated that involving families in the care of patients enables 

staff to know more about the patient. It can also bring a measure of contentment and 

approachability to the patient. This may help to reduce negative behaviour such as 

agitation. Family involvement in patient care can settle the patient and avoid 

isolation. Staff stated: 

 

So it helps if you get to know the family. And  find out how they use. What techniques 

they use. They can tell you more what time of the day their relative can be more 

active or more sleepy. When they eat when they do not like eating. And how. We 

have certain patients. That if their relatives are in they are much calmer. So 

sometimes, it pays to ask the family, would you like to come in during the day and 

stay. And help feed. Because then they are not likely to get up during feed times 

looking for the family member. The family member is there. Therefore, it enables 

them to sit in a chair. The family member is there. We also do invite them to stay. 

There is a John’s campaign that offers them tokens for meals for the relatives. So it 

is interaction with the dementia on the ward. Still with the family. So they do not feel 

isolated that they have come into a strange place with dementia. They have some 

clarity of the family coming in with them. And so there some home life still there 

even though they are ill (Staff 14). 

 

Families can help staff to identify the needs of the patient. They also complement the 

care given to patients during their hospital admission. Families can help to explain 

medical processes and procedures to the patient. They provide staff with medical 

information regarding a patient’s health such as their past medical history alongside 

relevant family medical detail. Involving family members in hospital care also 

contributed to a gradual acceptance of the deterioration of the patient’s health. This 

is highlighted in the following staff interview extract: 
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The mobility decrease very quick sometimes. Then if the patient. The family see the 

patient everyday they can see if they going I mean the mobility is going down or is 

the same or is you know is not improving when they are living with dementia. 

Normally the mobility is reduced when they are living with dementia. Because of the, 

you know affecting some parts of the brain. The mobility is affected as well.  Then if 

the family are involved. The carers. They can see. That the state of the patient.  Then 

they can tell, they can pass to the community, the GP, whatever. This patient is going 

to fall. Or he needs more help. Or is does not have enough support. Then they can do 

something (Staff 15). 

 

A situation was referred to where a family member felt the need to pay a carer to be 

with their relative in hospital in order to reduce falls because the hospital staff could 

not provide one-to-one nursing care for the patient. Families can help to reduce falls 

by identifying the patients’ risk factors to staff. Other methods used by family 

members to reduce falls include assisting the patient with mobilisation. Staff 

provided families with advice on how to manage their relatives care at home. This is 

illustrated in the following staff interview: 

 

But obviously if the person has got a relative. A wife or husband then we definitely 

get them involved. We highlight on our visit that the risk in the environment. We 

have to highlight and recommend for example like removing rugs (Staff 18). 

 

Patient factor 

Diagnosis 

Previous research has found an association between having a diagnosis of dementia 

and the prevalence of falls (Brand & Sundararajan, 2010). Two members of staff 

described dementia as a sad and horrible disease, which affects the mood of people 

involved. This is highlighted by a comment from a member of staff:  
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Cos dementia can be, is a very, very horrible disease. If I can use a better word. It 

affects people in a lot of ways. Their mood swings. How they are feeling. Basically 

their day-to-day life really (Staff 5). 

 

Staff 11 spoke about their involvement in giving patients a diagnosis of dementia. 

Staff indicated that nursing patients with dementia involved meeting their 

psychological and physical needs. Staff considered the receipt of a dementia 

diagnosis as a ‘label of disability’. Staff refer to this labelling as follows:   

 

Well the dementia is increased. I think that our awareness of dementia has 

increased. So people before were just senile. So now I do not know if it is good or 

bad they have a label now of dementia. Is good some ways if they have Alzheimer’s 

because they can get treatment.  And for the general public to understand people 

with Alzheimer’s or vascular dementia. So it is a better awareness and 

understanding.  But it does give people a label of disability (Staff 7). 

 

Inadequate understanding of medical procedures  

Some people with dementia may find it difficult to retain and follow information 

related to the prevention of falls (Burgon et al., 2019). Therefore, patients do not 

always understand the reason why they are subject to certain medical procedures. 

For example, the use of chest drains. This lack of understanding made a patient to 

fidget with and almost pull out their chest drains. Another patient walked away from 

his catheter bag, which was attached to his bed. This resulted in the catheter being 

stretched out. Staff stated: 

 

I was over there in bed one and the person in bed four got up out of his chair. His 

catheter was in a bag. His catheter was on the leg bag it was on the night bag 

attached to his bed. He just walked and walked away from it.  I managed to run to 

him (Staff 1).  
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Staff described nursing patients with dementia as challenging, complex, hard and 

trying. A member of staff explained that patients could sometimes refuse the 

provision of personal care. Staff referred to the principle of walking away from a 

tense situation and returning later:  

 

Patient could be refused medication, could be refused to be washed. So we just need 

to explain to them why we need do it. If they still refuse or it really, upset them. 

Comeback again, leave them, come back. We do not want to upset them too much. If 

they, if, we have to work on their best areas (Staff 9).  

 

Staff factor 

Nursing 

Furthermore, communication difficulties can increase a person’s risk of falls because 

of the inability to understand and process information (Chaâbane, 2007). A member 

of staff stated that patients were unable to articulate their needs. Another member of 

staff felt that patients could verbalise their needs even though they may be confused. 

It was also necessary to communicate with patients very slowly and be especially 

aware of their body language. Staff in the following quote illustrate this:  

 

My experience with dementia patients is you have to give them time. I have learned 

not to give them difficult questions. I have learned to speak to them, to speak to them 

very slowly. Explain, and wait and listen for the answers. The answers might not be 

verbal, they might be visual. And you can see by the body language what they are 

trying to say. It is a complex way of looking after patients (Staff 16).  

 

It was also felt to be very important for patients to have undisturbed sleep at night. 

Staff felt that patients were often prone to falls at night-time as they were confused 

after suddenly waking up. Staff highlights this: 
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Especially at night-time is when the falls are more they are increase. Because they 

are more confused. And they cannot. You know they are sleeping and suddenly they 

need to go to the toilet.  Suddenly they are not proper, you know. They cannot walk. 

They are a bit wobbly and they fall (Staff 15).  

  

Teamwork 

Reducing falls on the ward involved bringing to the attention of staff the 

environmental hazards the wards presented as well as placing the findings of 

mobility assessments on boards, which were located behind the patients’ beds. 

Supporting new members of staff by giving them a detailed handover helped to 

address the needs of patients. Other elements of a good handover involved staff 

identification of patients who were at risk of a fall and the circulation of instructions 

regarding the safe mobilisation of patients on the wards. Staff felt that it was 

necessary to obtain help from their direct line manager when they were faced with 

difficulties in the reduction of falls. Staff contacted the falls resource team to help 

them with the reduction and management of falls. A team-based approach was used 

to detect people who were at risk of falls. Staff had to rely on other staff members to 

observe patients who were susceptible to falls. Staff states:  

 

Yes, the whole team again works together and we identify anyone that is someone we 

think is a falls risk. We try to put them in observation bays here.  And if necessary, 

we request more staff so that the individual can be specialised. Have a 1:1 carer 

with them to try to prevent falls from happening (Staff 3). 

 

A member of staff felt that hospital volunteers contributed towards patient care 

through their one-to-one conversations with the patients. A member of staff stated 

that keeping patients occupied also reduced falls. Staff quotes: 

 

Volunteers as well. They come to talk to their people. It does not matter they have 

dementia or not. But, especially people they are more anxious. If you sit down with 
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them. Talk to them. Have a cup of tea with them. They settle, you know. They need 

some time, attention (Staff 15). 

Summary 

Working with families helped to reduce falls because it resulted in the patients being 

more settled. Family members also assisted patients with mobilisation. Staff 

described a diagnosis of dementia as horrible. Patients were at times uncooperative 

and resistant when ward staff endeavoured to apply medical procedures. This finding 

implies that patients may be uncooperative towards falls prevention measures. 

Complexities with communication made it difficult for staff to attend to the needs of 

patients, which include the risk of falls. Waking up during the night to use the toilet 

could make patients vulnerable to falls. A team-based approach to the reduction of 

falls involved good handovers, reliance on volunteers and the use of the falls 

resource team.  

 

5.12) Overarching Theme 3: The environment in relation to falls 

This theme looked at some aspects of the policies governing patient care. In addition, 

the physical environment of the hospital alongside equipment used by patients is 

discussed. 

 

Policies 

Large caseloads 

High staffing levels have been associated with a lower falls rate (Dunton, Gajewski, 

Taunton, & Moore, 2004). The dementia and delirium team struggled with large 

caseloads of patients. This made it impossible for staff to deliver bespoke services to 

all the patients with dementia who have been admitted into hospital. The total 

number of staff employed within the dementia and delirium team was felt to be 

inadequate. Staff states: 

 

We see around 80-90 new patients a month. And our support workers will have 

about between sort of 40 and 50 patients on their caseload at any one time. We have 
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only got two at the moment that can actually go out and both of those are part-time. 

We are not spending as much time as we would like with individual patients. 

Obviously, they are the higher-level patients. That is not everybody living with 

dementia (Staff 11).  

 

According to six employees, the number of staff present in the acute settings is 

inadequate. Furthermore, the staffing levels are reduced at night-time. It was also 

recognised that there were recruitment issues that were hindering the reaching of 

adequate staffing levels. Staff noted the following:  

 

Today we were out for a special but they could not cover. So that has obviously 

made us a bit thinner on the ground (Staff 8).  

 

Transfer between wards 

As part of hospital procedures, patients were moved from assessment units to short 

and long stay wards. This, according to staff, results in the hospital experience of 

patients with dementia to be even more unsettling. Staff reported the following: 

 

Often they go to A&E, ward 26, ward 24 then come here. But you know sometimes if 

there is pressure in the night that is what they have to do. But I think that unsettles 

them again. Especially if it is in the middle of the night (Staff 7). 

 

They are moved, before they come to us, they are moved through a couple of wards 

as well. So again arriving in somewhere new. Takes a while for them to settle with 

us. And then they do settle and then of course they are moved again. So I think it is 

hard in hospital with dementia (Staff 8).  

 

Training 

Online colour codes (Red: out of date, Yellow: out of date soon, Green: in date) on 

BEAT (Bournemouth Education and Training) were used to notify staff about their 
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training needs. Staff training included the following: manual handling, falls 

champions and dementia education. Staff also provided training to care agencies and 

their fellow colleagues. Staff trained family members on how use special equipment, 

mobilise patients and how to assist a patient who has fallen. Staff stated the 

following: 

 

The family must be trained too. We do it here. Because they want to be part and they 

are part (Staff 10). 

 

Being able to teach family how to do falls recovery. So being able to get up from the 

floor. So even if the patient has forgotten how to do it. The family if they are there 

are able to safely help them get up (Staff 19). 

 

Physical environment 

Insufficient space around the patient’s bedside environment makes it difficult to 

accommodate the various items of hospital equipment that are available to patients. 

In order to create more room near the patient’s bed space, one ward discarded the use 

of patient lockers. Staff felt that some narrow toilets in the hospital environment 

made it difficult to help the patient. Staff noted the following: 

 

Also, some of the toilets are really narrow. They are just too narrow. You cannot get 

round to the side to help the patient up.  The one that you can help the patient in is 

too far down the corridor (Staff 1). 

 

The lack of day rooms on the ward discouraged social activities. Other staff felt that 

there needed to be quiet spaces. There was also a lack of observation side rooms on 

some of the wards for patients with dementia who were at risk of falling and needed 

to be isolated. Staff stated the following: 
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The layout of the wards is really good for people who are at risk of falls. You have 

your two observation bays. On ward X and Y, they do not have observation side 

rooms. That poses a risk for anyone that needs to be isolated because there is no way 

to see them from the communal area. That would be a change that I would make if 

that was my wards. Neither of them have got observation side rooms. Other than 

that, I think that the environment is quite good for falls reduction (Staff 11).  

 

Staff suggested the use of warmer colours on the walls, adequate lighting and the use 

of calendar clocks. The doors in the hospital have different colours to enhance their 

visibility. Other staff suggested the use of bright coloured toilet seats and handles to 

make toilet facilities visible. Staff stated the following: 

 

They are looking at you know making things colour coordinated. So that things are 

clear. So for people who have got poor eyesight. Having bright coloured toilets, 

handlebars, and things so that they can sit down (Staff 19). 

 

Staff felt that the orientation boards in the hospital contained too much information 

and proved confusing for patients. It was felt that the acute environment was 

unfamiliar to patients. Staff therefore suggested the placement of familiar things such 

as photographs in the patients’ bed space. Patient unfamiliarity with the location of 

the toilet in a hospital environment can worsen their incontinence. It was therefore 

necessary to try to place patients with dementia near toilet facilities. Staff noted the 

following:  

 

To a certain extent, you can, you can go for a dementia-friendly environment such as 

we talking about before. Colour, nearest to facilities, toilet, and bathroom. That type 

of thing, chairs, and alarms. There all kinds of things you can put in place to support 

the ability to reduce falls (Staff 20). 

 

A member of staff felt that the flooring in the hospital needed to be cushioned, 

similar to that used in care homes. Another member of staff felt that the hard flooring 

in hospitals could not be helped. Staff stated that the flooring in the hospital looked 
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like steps, which confused the patients. The flooring for the dementia garden has 

different linings to help with navigation. This garden was however limited in its use 

when the weather was in inclement. Staff in the following illustrate this:  

 

We have the petal garden (the dementia garden). But unfortunately when it is 

raining or is weather like today. You cannot really engage people out in the garden. 

So taking people away and having time away from that really hectic, busy 

environment. I think would help (Staff 12). 

 

Nursing interventions include orientating the patient to the hospital environment. It 

was also felt that the acute hospital was an inappropriate environment for patients 

with dementia. Staff expressed the following:   

 

It is very difficult for people here in this environment because it is the wrong 

environment for dementia people to be in, really (Staff 7). 

 

Hospital equipment 

Having the right mobility aids, the use of low beds, bed levers and commodes could 

reduce falls. The unsafe use of certain equipment such as slide sheets left under the 

bed sheet obviously contributed to falls. Staff reported the following:  

 

Obviously if you have gone to sit at the edge of the bed and you have a slippy sheet 

underneath you gonna fall forward. Appropriate use of slide sheet I think is one 

thing (Staff 8). 

 

Being familiar with the patient enabled staff to understand their movement pattern 

and made them aware of the type of walking aids that they use. Staff stated: 

 

Our patients are here a long time so we are quite familiar with what their aids are 

(their walking aids) (Staff 8). 
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Forgetfulness associated with dementia alongside the patient’s inability to request for 

nursing assistance have been named as causative factors for falls (Struksnes, 

Bachrach-Lindström, Hall-Lord, Slaasletten, & Johansson, 2011). Patients 

sometimes forget to use their mobility aids. There are occasions when patients’ use 

furniture as an aid to walking. A member of staff felt that the use of brightly 

coloured equipment could help patients remember to use their mobility aids. Staff 

stated the following: 

 

Brighter coloured equipment might help patient take it with them rather than leave it 

behind (Staff 6). 

 

Summary 

In terms of policies around staffing levels, some staff felt that these have been unable 

to be fulfilled because of recruitment and retention issues. The hospital protocols 

sometimes resulted in the transfer of patients between wards. Staff had to ensure an 

up-to-date knowledge base for themselves, family carers and care agencies.  

 

Regarding the physical environment, staff stated that there was not enough room 

around the patients’ bed space. The hospital did not have an indoor area for 

activities. There was an insufficient number of observation side rooms in some of the 

wards. Staff suggested dementia-friendly initiatives such as the use of colour 

schemes, family photographs around the bedside and appropriate flooring. Such 

initiatives can help to reduce falls by orientating the patient to their environment.  

 

The most appropriate hospital equipment must be used in the provision of patient 

care. Staff mentioned that patients sometimes forgot to use their mobility aids.  

 

5.13) Overall summary on falls 

The interviews identified the causes of falls. Some of the strategies used in the 

reduction of falls included one-to-one observation and the elimination of 

environmental hazards. Despite staff interventions to reduce falls, patients still 



179 
 

experienced falls. This was for example due to the inability of patients to retain 

information on falls prevention strategies. Staff had to follow the hospital’s 

procedures on how to report falls. In relation to the people factor, working with 

families helped to reduce falls because it resulted in the patients being more settled. 

It was also important to use a team-based approach to the reduction of falls. In terms 

of policies around staffing levels, staff stated that there were recruitment and 

retention issues. Patients experienced ward transfers because of the hospital’s 

protocols. Staff suggested the use of dementia-friendly initiatives such as the use of 

colour schemes. Such initiatives were helpful because it orientated the patient to 

their environment. It was important to use the most appropriate hospital equipment 

in the provision of patient care to reduce falls.  

 

5.14) Overarching Theme 4: Discharge 

This theme illustrates staff perceptions of delayed and efficient discharge. Discharge 

planning is important in reducing the patients’ length of hospital stay.  Liaising with 

community teams was thought to be an important component of discharge. Poor 

discharge practices, staff home visits as well as nursing and residential home care 

cost are also discussed.  

 

Efficient discharge process 

Staff described efficient discharge planning as well organised and quick. Efficient 

discharge planning needed to be started as soon as after admission. Complex case 

reviews were also conducted for patients who had remained in hospital for a long 

time. In order to reduce length of hospital stay for patients, staff supplied outreach 

support services for patients with delirium. The views of staff are presented: 

 

So we provide outreach service for people with delirium so that they do not have to 

stay in hospital any longer than they need to once we have fixed all of their physical 

problems (Staff 11). 
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As soon as they get into hospital, we start planning the discharge. So that actually 

we have done as much as we can in preparation for when they are medically fit and 

able to go home (Staff 3). 

 

Discharge assessment 

Staff had to make decisions as to whether the patient could stay at home with a care 

package or needed to be in a nursing home. Staff used care diaries and behaviour 

charts to document the amount of care that a patient required during their hospital 

admission in order to make decisions regarding their discharge destination. 

Decisions regarding the location of patients on discharge were also arrived at after 

staff simulated care packages on the ward. Staff stated the following:   

 

You can simulate if the patient are wanting to go home with packages of care and 

that type of thing. We will try to simulate that package of care prior to discharge. So 

that we have, we gain a bit of understanding around their ability to cope with that.  

So wherever possible we will simulate a discharge package in the environment prior 

to leaving hospital (Staff 20).  

 

Staff met with family or lasting power of attorney in order to discuss discharge 

destination decisions. This enabled staff to assess the viability of an individual 

patient’s preferred discharge destination. These decisions were affected by the 

deterioration of the patient whilst they were in hospital. 

 

Because usually when people come back into hospital, their needs change again 

(Staff 7).  

   

Difficulties with discharge 

Staff described discharge planning as a complex process, which required 

considerable navigation. This was because the patient could potentially become sick 

whilst awaiting a discharge destination decision. A patient may also change their 

mind regarding their preferred discharge location. In addition, patients did not 
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always adequately assess the risk associated with a particular discharge destination. 

Staff therefore supported them to understand these risks through multi-disciplinary 

team meetings. Staff also faced difficulties in discharge planning when a patient did 

not have the capacity to consent to a particular discharge destination. In situations 

where staff and patient could not reach a consensus in regards to their discharge 

location, interim measures were put in place. The emphasis is always on making 

every effort to move the patient out of the acute setting. Staff mentioned the 

following: 

 

Clearly you gonna want to try to agree a discharge that is the optimum for the 

patient to their preferred wishes. If you cannot do that then quite often, we end up 

with an interim solution with the view to long term being determined outside the 

acute hospital (Staff 20). 

 

Discharge destination decisions could also be affected by the assessments that staff 

make during their home visits. In terms of care home placements, relatives did not 

always choose the care homes that had been suggested by staff. This could be due to 

financial constraints or the care home being inappropriate for a particular patient. It 

was also felt that family carers preferred to keep their relatives in hospital for a 

longer period because it reduced costs associated with care home placements. There 

were also instances where care homes would not accept patients because they could 

not manage their specific needs. Staff state the following: 

 

They come and assess them and then they will say whether they think that their 

particular care home can manage their type of dementia.  Not all care homes can. If 

it is too far they will not take them (Staff 17). 

 

Sometimes the families do not want them discharged.  The people want to go but the 

families do not want them to go. They treat the place like a nursing home. I have 

seen that quite a lot here. We have had people here and the family especially if they 
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are self-funding. They will try to use excuses to keep them in hospital so that they do 

not have to pay (Staff 2). 

 

Delayed discharge 

Discharges were delayed in situations where the delivery of hospital equipment was 

not possible because the patient’s home was unoccupied during their hospital stay. In 

addition, discharges were delayed because of their complexity. This was especially 

so when a patient had to wait for the following: telecare, sensors, door alarms, care 

packages, hospital beds, special hoists and specialised equipment. Staff felt that the 

delivery of equipment in Hampshire took longer than those made in Dorset. Staff 

stated that equipment could be delivered the next day if patients lived in Dorset.  

However, staff arrangements to visit the patient at home to make the necessary 

assessment and take measurements could also cause delay. Delayed discharges could 

result in increased hospital acquired infections or the unnecessary occupation of a 

bed space. Staff stated the following: 

 

 So that we are trying to prevent delay discharges in hospital because that is not 

great for the person because they are in an unfamiliar environment.  And it will only 

make things worse. They are more likely to pick up bugs than arrived in the hospital. 

Obviously, it has a knock on effect then because the bed is being taken by someone 

who does not need hospital anymore but could be given to someone else coming in 

that does urgently need a bed. There is obviously the cost implication as well (Staff 

3). 

 

Poor discharge practice 

There were instances where the transport booked to take the patient to their home did 

not arrive. Staff sometimes neglected to include in a patient’s belongings to take 

home on discharge a Zimmer frame that they had used and become familiar with 

whilst in hospital. Below are the views from staff.    
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The other day I discharged a patient. I did everything by the book. I did all the 

checklist.  I checked everything. I done everything by the book. I had spoken to the 

discharge lounge. I said this patient is going to home at 2pm. He needs to be home at 

5pm. Yeah. How clear again. She said yes A… (Name) I said listen I do not do this 

very often. I have done it. And I come back the following day. It was touch and go 

meter. The transport did not come. I said why did it not come. I said here is my 

evidence. I had to show them (Staff 16).  

 

There have been cases where someone has left the ward, pop in the ambulance, they 

are gone but we have always managed to get the Zimmer taken to them privately, in 

a private ambulance (Staff 8).  

 

The non-arrival of booked transport inevitably affects the patient’s experience of 

hospital discharge. On top of the transport that does not arrive, patients could 

experience stress when staff forgot to put the patients’ equipment in the ambulance.   

 

Liaising with community teams 

For discharge to be effective, staff felt that it was necessary to liaise with other 

services to adequately assess the patient’s needs prior to discharge. This included 

contacting the Community Mental Health Teams as well as the Intermediate Care 

Service for Dementia to support the discharge of a patient. Patients are also 

discharged so that assessments could be completed in their own home environment. 

Liaising with these community teams could significantly improve the discharge 

process making it quicker and more efficient. Staff state the following: 

  

What we will do is try and we all recognise that coming into an acute hospital is not 

beneficial for this group of patients. So therefore, you want to do the interventions 

that you need to do very quickly. Actually you can get community services to support 

that intervention carry it on out in the community. Then to a certain extent, you can 

turn them around really quickly. Get them back into their own environment. And the 
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community services will deliver treatment or interventions that are required. So we 

work really closely with our community service colleagues (Staff 20). 

 

We might get other services involved like CMHT (Community Mental Health Team) 

or ICSD (Intermediate Care Service for Dementia) and any other services that might 

be able to support them on discharge if they meet that criteria as well (Staff 12). 

 

Home visits were made by the Occupational Therapist. They conducted these visits 

to ensure that discharges to the home environment were viable. Patients were then 

assessed in their homes after discharge to ensure that they had settled in well.  

Another reason for conducting home visits was to train carers and offer advice. 

Family members were asked to remove things like rugs in their living room to avoid 

falls. In addition, home visits were conducted in order to take the measurement for 

hospital equipment that would be required for the home. Staff refers to this: 

 

I obviously have to do the visits. Measure for the equipment. Make sure it is the 

appropriate equipment. Try it here on the ward first. And then order the equipment 

(Staff 18).  

 

Involving the community teams ensures that a patient’s needs are met and this 

further improves the discharge process. This can potentially reduce hospital length of 

stay. Staff visit to patients’ homes makes the transition from hospital to home 

smoother.  

 

Nursing and Residential Home Costs 

There were costs associated with discharge into a residential or nursing home. 

According to staff, the costs associated with a nursing home placement could be very 

high. Staff refers to this: 

 

That is middle of the road. That is middle of the road. You go to somewhere like 

BUPA and it is through the roof. Mine was only a small private one. You go to the 
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bigger places and stuff like that you are talking £2,000 plus a week. So you can sort 

of see the family side of it. But then a lot of them they are doing it as a financial 

thing because they do not want to spend the money. And you see it.  I have seen that.  

I have seen that so many times. And then on the other hand you get a lot of people 

that want to go home and the family is saying because they are not ready but you can 

but do your best (Staff 2). 

 

According to a member of staff, family carers often do not have an understanding of 

the funding streams, which may or may not be available to them.  

 

We quite often find that they do not understand how social services funding work. So 

somebody who has never had a package of care before. It is very difficult for them to 

just go straight to placement. But we do a lot of communication with the carers and 

families. To try to educate them on how processes normally work. And how, talking 

about funding streams work as well (Staff 11). 

 

Summary 

Staff had to determine if patients were to be discharged into a care home or go back 

to their own home with a care package in place. Discharge decisions were affected 

by hospital acquired infections alongside a patient’s preferred discharge destination, 

staff home visits, cost of social care and the capacity of care homes to cater for the 

patient’s needs. It was also thought necessary to involve community teams in 

discharge planning. Some of the discharges were completed quickly, others were 

delayed. The delays in the discharge process could be due to reasons such as 

provision of a care package and the delivery of special equipment. There were 

occasions when transport was not available and patients had returned home but left 

some of their belongings behind.     
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5.15) Overarching Theme 5: People in relation to discharge planning 

This theme examined the role of carers in regards to discharge decisions. Staff views 

about the patient discharge planning process are explored. The role of staff in 

discharge planning is also described.  

 

Carer factor 

Working with families 

Involving family members in discharge decisions has been found to improve their 

satisfaction with the process (Bull, Hansen, & Gross, 2000; Carole Cox, 1996; Hahn-

Goldberg, Jeffs, Troup, Kubba, & Okrainec, 2018). It is therefore good practice for 

families to be involved wherever possible in best interest decisions. They help to 

ensure continuity of care when patients are discharged. They also bridge the gaps 

when a care package does not cover what is required. They also help to make 

decisions regarding the discharge destination of the patient. Staff refers to the 

support given to families during the discharge planning as follows:  

 

I have supported difficult conversation with families when we are planning 

discharge. Obviously, it can be quite a stressful time for them when they are having 

to make some major decisions (Staff 20). 

 

However, the difficulties with the dynamics of staff-family carer relationships was 

also highlighted. Staff stated the following: 

  

And some, and to be fair sometimes the families can be very difficult. They can really 

make it difficult. (Staff 16). 

 

Four staff members mentioned that carers might be under stress because of demands 

of caring for a patient. This often resulted in staff having to offer support to carers as 

well as individual patients. Staff stated: 
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 The relatives may be particularly stressed under a lot of carer strain. They may 

view things very differently to other people (Staff 12).  

 

People without families 

Staff felt that it was especially important to support people who were without family 

or a close network of support. Staff also referred to patients who also had close 

family members who were contending with a dementia diagnosis as well. Staff 

highlighted the following: 

 

But of course, a lot of people have not got relatives. Or they also have relatives with 

dementia (Staff 7). 

 

Lack of family support was believed to be linked to frequent rehospitalisations. For 

patients without family or any support network, staff had to liaise with care agencies 

or involve the Independent Mental Capacity Advocates in the discharge decision-

making processes. Staff refer to this process:  

 

Obviously if people are living on their own, you begin to speak to care agencies 

(Staff 18).  

 

If the patients live on their own, staff endeavour to let the relevant agencies know.  

 

Patient factor 

The physiological state of patients 

People with complex discharges have multiple conditions, lack support from family 

members and experience functional decline (Nardi et al., 2007). Staff recognised the 

fact that people with dementia may have other illnesses and be on a range of 

different medications.  
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Although the patient has dementia, they might also have other ailment like they 

might be diabetic, might have epilepsy. They might have different things. They might 

be on warfarin (Staff 16). 

 

Staff have different approaches to addressing the capacity of a patient in relation to 

their discharge planning destination (Emmett et al., 2013). The ability of patients to 

engage in conversations varied from time to time. As did their capacity to consent to 

treatment. Staff highlighted this difficulty:  

 

It is very fluctuating. One day one behaviour the next minute different behaviour. It 

is all ever changing really. Some days they can seem to understand and you can have 

a very good conversation.  The next time it all goes off in a tangent. So very variable 

I think. It is not consistent. It is very difficult to say with capacity and things. One 

minute they appear to have capacity and then the next minute it gets a bit lost 

somewhere on the way. Very varied.  I do not think anyone is the same (Staff 8). 

 

Understanding your patient 

Spending time getting to know the patient as an individual was clearly invaluable. 

Staff stated that this patient-centred approach enabled them to appreciate the 

patient’s idiosyncrasies especially around their use of the toilet facilities and their 

mealtime preferences. Staff said the following: 

 

She was one of the ladies that would only eat finger food. There is no point putting a 

dinner in front of her. She would not let you feed her and she could not use a knife 

and fork. So everything was picked up. So we can pass that information on. To help 

the next place they go to. To give them a little bit of an insight on some of the things 

we have picked up on (Staff 17).   

 

Staff also expressed insight and empathy in identifying the patient’s rationale behind 

inappropriate behaviour. This is expressed in the quote below from staff:    



189 
 

 

So for dementia you need to understand them. You not angry with them. Why you 

doing this? Why you hit me? I do not think that is appropriate. They think, they 

might be feeling a little bit scared of danger. They might be thinking that I am going 

to kill them. You need to reassure them. I think that it is very important (Staff 9). 

 

Staff factor  

Attitudes on policy 

Staff were initially unconvinced in the use of a behaviour management tool (allows 

staff to document the behaviour of patients and how it was managed) which they 

thought involved tick box methodology. However, with experience of its use, staff 

testified to its value in relation to monitoring the behaviour of patients. Staff explains 

this as follows: 

 

We said we are just writing all these out but nothing is being collaborated together. 

It just seemed as if you do tick boxing and writing the reasons. So now they have 

decided, we are still trialling it. Obviously, it is a fairly recent thing on the ward. 

They have the second volume of the book of the discharge, dependency book has 

been changed and we use it on delirium patient and patients with discharge. You just 

tick if they are screaming, shouting. At periods of time in the day. And then you can 

see each day, if there is a pattern. So then we can say. That time of the day, they do 

not like getting dressed, they do not like getting washed. Or that time of the day, this 

is normal. So let us see how we can intervene (Staff 14). 

 

A member of staff felt that hospital policies were far more beneficial to staff who 

were inexperienced compared to experienced staff. Staff states:  

 

I think it is probably helpful for people that do not know how to work with people 

with dementia. I have been here for a long time working with people with dementia 

for a long time so I am not sure it teaches me a great deal more than what I already 

know (Staff 3). 
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Teamwork 

Teamwork involved using the multi-disciplinary team to provide patient care. This 

process involved supporting and helping each other with patient care. Multi-

disciplinary team meetings for discharge were held on a daily basis during the 

weekdays. A member of staff felt that it was necessary to have good working 

relationships with the discharge service manager in order to bring to her attention 

complex discharges. Discharge planning workers co-ordinate discharges on the 

wards. The discharge planner, occupational therapist and social workers are 

responsible for drawing up care packages using the care diaries, which have been 

provided by nursing staff. Doctors declared patients as medically fit for discharge. 

The physiotherapist and occupational therapist are also involved in discharge 

planning and mobility assessments. The occupational therapist assessed how the 

patients could be supported in their home environment with the aid of equipment. 

Other staff involved in discharge planning were the ward hostesses who may have an 

idea about the patient’s nutritional intake. Health care assistants were involved in the 

provision of personal care. Pharmacists were also involved in supplying patients 

with their discharge medication. Best interest meetings for discharge planning 

involved the multi-disciplinary team and the patient’s advocate or family members. 

This is supported by the following quote from staff: 

 

To get to the best optimal outcome. So you gonna use all your experts, so you going 

to want your carer there, a family, use local authorities workers, we will use Dorset 

advocacy, an advocate, an IMCA if we feel the patient is not befriended and not 

supported. It seems to be a best interest decision with an independent person who is 

advocating for the patient. We do use our dementia and delirium team experts. We 

will use the site liaison if we feel that is appropriate also. So basically, you make 

sure you have the right professionals in the room to enable an effective decision to 

be made (Staff 20). 

 

The dementia and delirium team provided recreational therapy (e.g. games, music 

etc.) for patients and de-escalated distressed behaviours. Staff quotes: 
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When we have the dementia team come and support them with activities, they are 

more settled. They get restless because they are probably bored. Trying to look for 

something. If somebody. I think by having more, by the dementia team doing their 

work, reduces the agitation. Yeah it does. Because I think, it is when you have 

somebody with you, you are not constantly wanting to get up all the time (Staff 8). 

 

Summary 

Where possible, family carers were involved in the discharge planning process. 

Working with families had its own challenges. However, it was noted that some 

patients also had no families. The co-morbidities of patients and their fluctuating 

capacity affected discharge decisions. It was necessary for staff to understand a 

patient prior to discharging them. Staff initially expressed negative attitudes towards 

the use of a behavioural chart. They, however, found it to be a useful tool. A team-

based approach was used in discharge planning. The dementia and delirium team 

contributed positively towards the care of patients with dementia.  

 

5.16) Overarching Theme 6: Environment in relation to discharge planning 

This theme focused on the protocols and policies that guide patient care. The use of 

equipment in discharge planning is also discussed. 

 

Policies 

Documentation 

Staff documented activities related to patient health in care diaries and behavioural 

charts. This enabled staff to have an idea on the level of care required particularly 

when patients were discharged home. Staff used Datix (NHS incident reporting 

system) to report the incidence of falls. The Learning Event Report Notification form 

was used to document successful events and mistakes. Transfer letters to care homes 

included information on the patient’s mobility and continence status. Other 

documentation used by the Occupational Therapist included manual handling care 

plans and forms that carers complete after receiving training from hospital staff. A 

recent audit by the dementia team found that the ‘This Is Me’ document for 

delivering person-centred care is not routinely used on the wards. Staff stated the 
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following: 

 

At the moment, there is not anything really apart from your care plan document.  

And there is like a tiny little space in there to write about cognition. It is not really 

enough for somebody with dementia. We have just done a recent audit on ‘This Is 

Me’ and there was only three across the whole of older person’s medicine. So that is 

something that we are working on to improve the documentation. But hopefully your 

study will help us support that (Staff 11). 

 

The various forms for documenting patient care allows staff to accurately assess the 

level of care that is required by patients with dementia. The ‘This is Me’ document 

enables staff to know the patient and plan their discharge effectively.  

 

Property checklist 

Staff were mandated to update the property checklist of patients on a daily basis. 

This process ensured the availability of the patient’s personal items. This was 

particularly important when patients were being transferred between wards. Staff 

stated the following: 

 

We do property checklist every day. Check they have the stick, if it is their own stick. 

Check  Zimmer’s are nearby as much as we can. We have a lot of wandering patients 

who would take each other’s Zimmer (Staff 8). 

 

Ensuring that a patient has their properties with them facilitates discharge planning 

and reduces patient stress.  

 

Hospital equipment 

It was thought to be necessary to have a patient discharged with mobility aids that 

they had become used to in hospitals on their return to their homes. This ensures 

patient familiarity with hospital equipment. Staff stated the following: 
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They get the equipment and the equipment they get home is not the same as what we 

use in here.  So then you have another scenario the dementia patient has been in the 

ward. Used equipment here and then they go home and it is a different type of 

equipment. That they not got used to. Hence, something happens at home and they 

are re-brought back in. We have recently now had therapy get equipment that they 

have when they go home. So we have got equipment now on this ward, regarding 

patients what they will be using when they are at home (Staff 14). 

 

Telecare (remote care packages for those living alone) was believed to support a 

discharged patient in their home. The hospital Occupational Therapist supplied 

patients with the right equipment in their homes and on the wards. As part of 

hospital discharge planning, staff had to visit patients in their homes to ensure that 

there was enough space for incoming hospital equipment. Staff stated that the next 

day delivery of hospital equipment to a patient’s home if they resided in Dorset was 

possible. Staff states: 

 

Although normally it is quite quick to get equipment sent home. So you can get a next 

day delivery. It is a bit different from Hampshire. Hampshire works differently. 

Sometimes there is delays and things in Hampshire region as opposed to Dorset 

(Staff 3). 

 

Summary 

Staff had different methods for recording activities depending on the specific 

intervention. Completing the property checklist of a patient was important in 

ensuring an efficient discharge process. It was believed that patients could be 

supported to live in their own homes through the installation of telecare devices. The 

delivery of hospital equipment to people’s homes was processed efficiently and in a 

consistent manner, especially for residents in Dorset.    
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5.17) Overall summary on discharge planning 

Staff assessed patients’ discharge destination whilst they were in hospital. Staff 

sometimes involved community teams in discharge planning. Discharges were 

sometimes delayed because of the need to ensure that care packages were in place. In 

addition, patients had to wait for the delivery of special equipment. In relation to the 

people factor, it was necessary to involve family carers in the discharge planning 

process despite the challenges associated with their involvement in patient care. 

Some patients also had no families. It was also important to use a team-based 

approach in discharge planning. In regards to policies, it was necessary to complete 

the property checklist for a patient. Staff felt that patients could be supported to live 

in their own homes through the installation of telecare devices.  
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Table 8: Themes for carer interviews 

 Overarching 

themes 

Themes Sub-themes 

Carers experiences 

of  falls  

Falls  Falls in hospital 

   Falls prevention 

measures 

 People in relation 

to falls 

Patient factor Consequences of 

admission 

   Reliance on others 

   Nutrition 

   Sleep 

  Staff factor Communication 

   Inadequate care 

   Volunteers 

 The environment 

in relation to falls 

Policies Transfer between 

wards 

   Staff changeover 

   Staffing  

   Training  

  Physical 

Environment 
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 Overarching 

themes 

Themes Sub-themes 

Carers experiences 

of  discharge 

planning 

Discharge planning  

 

Nursing and Care 

Package Costs 

   Delayed discharge 

   Discharge 

assessment 

   Discharge decision 

   Efficient discharge  

   Liaising with the 

community 

   Visiting a care 

home 

 People in relation 

to discharge 

planning 

Carer factor Coping 

   Experience at home 

  Patient factor Co-morbidities 

   Understanding the 

patient 
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 Overarching 

themes 

Themes Sub-themes 

Carers experiences 

of  discharge 

planning 

The environment 

in relation to 

discharge planning 

Policies 

 

Dementia ward and 

nurses 

   Concerns 

   Documentation  

   Meetings 

   Property 

   Suggestions 

  Hospital 

Equipment 

 

 

5.18) Overarching Theme 1: Falls 

This theme looks at the views of carers regarding falls amongst people with 

dementia. It explores the experiences of carers in relation to falls in the hospital. The 

carers highlight useful falls prevention strategies. 

 

Falls in hospital  

The carers also referred to medical falls. Three patients fell because they were 

unstable on their feet. One had Parkinson’s disease, another had cerebella ataxia and 

the last one had a stroke. A previous fall at home was believed to have been caused 

by a urine infection and delirium. This particular patient had multiple co-morbidities 

like sub-arachnoid haemorrhage, postural hypotension, knee replacement and stroke. 

A carer stated that her husband could not walk far because he had pain in his knees. 

A carer felt that her mother’s delirium and blood pressure issues resulted in her 

susceptibility to falls. Another carer stated that her relative had fallen in a care home 

because of a urine infection, which affected her balance. Carer stated the following: 
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It was a fall that brought her into the hospital. She fell. She was in a care home. And 

she fell in the care home. And an ambulance brought her into the hospital. And they 

found that she had a really bad urine infection, which made her unsteady and fall 

(Carer 24).  

 

One carer observed a hospital fall. According to her, another patient on the ward fell 

because staff were not available to attend to his toileting needs. Another carer 

referred to a hospital fall that did not result in any injuries. A carer spoke of a falling 

patient on the ward who was caught by those around them. Another carer spoke of 

their relative’s multiple falls on the ward. A carer was suspicious that her relative 

had sustained a fall in hospital because she observed an injury during his admission. 

Another carer mentioned a similar incident. The staff confirmed this later. Carer 

stated the following: 

 

He had been mobile. And he had gone to bed under his own steam. So I think he 

found it very confusing that people were expecting him to stay in bed. And they told 

me afterwards he was probably looking for the loo. But of course, he fell over. 

Because he had not realised, he could not walk very well. They rang me to tell me 

that he had fallen. The second time he fell which was actually on this ward. I did not 

find out until I went in that day. I found a bruise on his elbow. And one of the staff 

told me he tried to get out of bed again and he bruised his elbow. But they said they 

had not been able to check him over because he would not have let them (Carer 21).  

 

Falls prevention measures  

Six carers stated that members of staff could reduce falls through observation. One 

participant stated that her father had been given medication to stabilise his blood 

pressure. The staff also supervised her father during mobilisation. Four participants 

believed that the appropriate use of bed rails could reduce falls. Carer mentions the 

following: 
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Because there are people here, that are watching them. And they have the bedsides 

that come up. They have very supportive chairs (Carer 17).  

 

Summary 

Carers reported falls in the hospital. Falls could be accidental or medical in nature.   

Ward staff telephoned a family member regarding a fall in a hospital on the first 

occasion. On the second occasion, staff did not follow the same procedure.  Falls 

prevention measures highlighted included: observation, use of medication, 

supervision and the appropriate use of bed rails. 

 

5.19) Overarching Theme 2: People in relation to falls 

This theme looks at the experiences of carers in relation to the prevention of falls. 

Carers’ views about patients with dementia in hospital are reviewed. The role of staff 

in hospital is explored.  

 

Patient factor 

Consequences of admission 

Previous literature has found frailty to be associated with the prevalence of 

sustaining a fall (O. J. de Vries, Peeters, Lips, & Deeg, 2013). Seven carers reported 

that the process of hospitalisation caused a deterioration in the physical health of the 

patient. One patient became frailer during hospitalisation whilst another experienced 

delusions. A carer felt that her dad was going to lose weight in hospital. Another 

carer felt that his dad had lost his ability to stand because staff relied on a hoist 

instead of standing aids. A carer stated that he worried about whether or not the 

needs of his wife were understood and met by staff who had competing pressures. 

Carers state the following quote: 

 

When I go back home, I do worry about my wife.  Because I know in the house, I 

know what she wants. I told you of course. We live together. I help her. I am sure 
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here they help as well. But it is a lot of people. Sometimes I do not know if the nurses 

have all the time to concentrate on a person with dementia (Carer 18). 

 

And it is always a worry because we do not want my father to go in to hospital even 

when he is really poorly.  We only bring him if we have to. Because we know he’s 

gonna go downhill when he is here. He’s gonna lose weight. They will deal with the 

medical things. But all the other things will suffer (Carer 3). 

 

Reliance on others 

Four carers spoke of how patients with dementia forgot to use their mobility aids. 

This, according to a carer, would inevitably lead to falls. Another carer felt that her 

husband’s forgetfulness made the use of a wheelchair more appropriate rather than 

his usual mobility aid. Carer stated the following: 

 

But with a person with dementia, you try to get them to walk with a Zimmer frame. 

You can show them how to walk with a Zimmer frame. Do a couple of steps. Then 

that is it. They forget what else to do. How to walk. That is what I found now at the 

stage he is with the dementia (Carer 15). 

 

A carer spoke of how a patient was asked to wait for supervision to ensure their safe 

mobilisation. 

 

We have, we have eventually have to but partly due to her frailty and her lack of 

reducing strength. She does not move around by herself anymore at home. She does 

not have, she sometimes would like to but we discourage her. She understands when 

we talk to her about it. She cannot have access to her walker to try to move around. 

So she has to wait in her chair or a bed if it is first thing in the morning. For her 

carer to come and to help with the transfer into a wheelchair or commode (Carer 

11). 
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Nutrition 

A 45% prevalence rate of malnutrition has been documented to occur amongst 

people who have fallen in hospital (J. D. Bauer, Isenring, Torma, Horsley, & 

Martineau, 2007). Five carers assisted their relatives at meal times. Two of the carers 

felt that hospital staff were too busy to provide nutritional care for patients with 

dementia. One carer said how the patient was not interested in meal times whilst 

another spoke of a patient’s diminished appetite. A carer stated that his mother found 

the food more edible if tomato sauce is added. In addition, he said that his mother 

was not concerned about her nutrition because she was not afraid of dying. Another 

carer who said that his wife’s default answer was ‘yes’ ran the risk of being served 

food that she actually disliked. Carer highlighted the following: 

 

Then the second one is, if they come with the food. You must know if J…has got any 

allergies. I.e. they come round and say, would J… like a cheese? She cannot stand 

cheese but because she does not understand what you are saying, she could say yes 

to everything and mean no (Carer 14). 

 

The link between nutrition and falls has been explained earlier.  

 

Sleep 

Experiencing sound sleep has been associated with a lower risk of falls (Eshkoor, 

Hamid, Nudin, & Mun, 2013). Four carers stated that their relatives slept during the 

day and remained awake at night. This made it impossible for carers to interact with 

patients during normal visiting hours. Carers stated the following:  

 

All he seems, all he seem to do is sleep. Which at home he was much more awake. 

Although he would sleep a couple of hours in the morning, he was sleeping at night. 

Here he seems to be sleeping all day. And being awake half the night which I cannot 

keep him awake when I come which makes it difficult for the staff (Carer 7). 
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You do not know if it is night or day. You are trying to get into a routine where they 

sleep at night and wake during the day. He’s out of that routine now completely. He 

slept all day yesterday. He did have some medication to help him sleep (Carer 19). 

 

The relationship between sleep and falls has been explained above.  

 

Staff factor 

Communication 

Three carers found it difficult to communicate with their relatives (i.e. patients). 

They were therefore not sure of the patient’s needs. This situation was compounded 

by a carer’s own nervous disposition and associated stress. A carer felt that staff had 

listened to her concerns. However, another carer felt that communication with the 

staff regarding the care provided for the patient was inadequate. Furthermore, 

another carer highlighted his concern that information was not passed to various staff 

during handovers. Staff were sometimes unavailable to provide information to 

patients and carers during visiting hours. Carers stated the following: 

 

Lack of information. There is not a lot of information. On some occasions, there is 

no one on the ward depending on what time you are visiting (Carer 3). 

 

Communication is zilch. Because you have to repeat yourself every time. I know they 

do it. They change shift all the time. But the communication is not there. The 

feedback is not getting to the people who is coming on for it to work. I know its shift 

swap. Its different shift. But I have told them many, many times. And I am fed up of 

repeating myself that L… (Name) cannot do anything for herself. She cannot cough 

it up or nothing. And I do not get told anything in the way of her care, care or 

anything (Carer 31). 
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It is important that a patient’s needs are met through effective communication. For 

example if patients want to visit the toilet and carers and staff do not understand this 

need, patients may mobilise themselves and fall.   

 

Inadequate care 

Staff reported a higher prevalence rate of falls amongst patients who had received 

inadequate nursing care on the ward (Sochalski, 2001). A carer felt that the services 

of a hairdresser and chiropodist would be a helpful addition. One carer felt that her 

husband received inadequate personal care on the ward. According to her, she was 

not sure if staff maintained his oral and intimate hygiene. Another carer mentioned 

that patients who had soiled themselves were sometimes left unattended. Carer stated 

the following: 

 

A gentleman was in side room 2. I think it was. I did not know, apparently, he is 

deaf, stone deaf which is weird because I had a conversation with him and he 

answered my questions. Very strange. Anyway, he was backing out of the room using 

the wheeled trolley they have by the bed. And he had pooed everywhere in the bed 

and all over himself. And he was backing out of the room wanting someone to help 

him but no one was coming to help him. And he was calling and shouting. So he 

could have had a fall and I had to assist him and wave several times to get someone 

to come down. Eventually they did (Carer 25). 

 

This carer stated that inaccurate food and drink charts were passed on to the doctors. 

The carer also mentioned that staff were sometimes not present on the ward. Another 

carer stated that his mother was not being mobilised on the ward but was rather 

confined to a bed or chair. A carer mentioned that she was not involved in discharge 

decisions. She felt it was unwise because her husband had forgotten about the 

resources that he already had at home. This resulted in duplication and delay. 

Another carer stated that pertinent patient information was mislaid when her Dad 

was transferred to a different ward. This particular patient was found eating a normal 

diet when he was supposed to be on a special diet because of his swallowing 
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difficulties. This carer also stated that her father had lost weight in hospital because 

staff were not assisting him at meal times. In addition, nursing staff placed an 

incontinence pad on her continent father. Carer highlighted the following: 

 

But they might not know on one ward what they capable of. Because they have seen 

them for the 24 hours or whatever. They know o yeah he is ok to walk to the toilet on 

his own or he is not.  They move him to another ward.  One example, my Dad is fine 

to go to the toilet. He has never had a problem at home going to the toilet. But when 

they moved him from the onto from the ward X to this ward Y. Suddenly they put 

paper pants on him assuming that he can’t, that he’s incontinent and he can’t go to 

the toilet. But that is not the case. What has confused him was why he had paper 

pants on. So they are not looking at the whole person (Carer 3). 

 

The connection between inadequate care and falls has been explained above.  

 

Volunteers  

The use of volunteers on the wards to observe at risk patients has been reported to 

reduce falls (Giles et al., 2006). A carer felt that volunteers could be used to assist 

patients at meal times. Another carer’s mother did not want to interact with hospital 

volunteers because they were unfamiliar to her and she had no interest in developing 

new relationships. Carers highlighted the following:  

 

Maybe it could just be somebody sitting in their little desk in the middle ward or one 

side and making sure that they are comfortable, they are eating. I know there are 

volunteers that do things like that (Carer 3).  

 

Even when she has had, volunteers or people come to sit and talk to her and break 

up the day. She is not really willing to engage. She treats, she thinks of them as what 

do I want to talk to you for. I do not know you, you are a busy body (Carer 6). 
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The use of volunteers in the reduction of falls has been explained above 

 

Summary 

Patient characteristics such as frailty can make them susceptible to falls. Patients 

with dementia had to rely on others to meet their needs.  Having an unmet need 

could lead to falls, if the patient was for example trying to self-mobilise to the toilet. 

It was necessary to ensure that patients were well nourished and had adequate sleep 

to reduce falls. Effective communication between carers, staff and the patient is 

necessary to reduce falls. Patients who received inadequate care on the ward could 

be at risk of falls (e.g. a patient could slip in their own urine). Volunteers can be 

effectively used on the wards to reduce high risk falls patient’s.  

 

5.20) Overarching Theme 3: The environment in relation to falls 

This theme looked at the policies that assist with the care of patients. The 

contribution of the environment towards the prevention of falls is also discussed.  

 

Policies 

Transfer between wards 

Patients who are disorientated  may fall as they wander round trying to find their 

bearings (Wynaden, Tohotoa, Heslop, & Al Omari, 2016). Three carers said that 

transfer between wards could unsettle the patient and cause agitation as well as 

disorientation. Furthermore, ward transfers result in the patient having to encounter 

new staff and another unfamiliar ward environment. One carer reflecting on this 

subject stated that such transfers were inevitable because patients were moved 

between wards depending on the needs of the hospital (i.e. whether they are staying 

in hospital for a short or long period). Another carer spoke of the hospital staff not 

informing him and explaining the reason behind a particular ward transfer. This is 

illustrated by the following quote from a carer: 
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The latest scenario of it L… (Name) got moved. They have my phone number, they 

have my mobile phone number. But they never told me. And I have been in this ward 

X two days now and not one of them has come up to me and told me that why she 

was moved from Ward Y to Ward X (Carer 31). 

 

The link between falls and disorientation has been highlighted above.  

 

Staff changeover 

Effective staff communication is necessary to reduce the risk of falls during patient 

ward transfer and staff changeovers (Toye et al., 2019). A carer spoke about their 

relative’s agitation when there were routine changes of staff at the end of a shift. 

Another carer said that their relative found it very difficult to develop any 

relationship with staff because of the large number of staff working different shift 

patterns on the ward. Carers stated the following:  

 

When the staff change a lot and the other patients in the ward change a lot. It throws 

him completely and he then becomes agitated (Carer 1).  

 

It just seems so busy here. I do not know who anybody is. My mum certainly does not 

know who anybody is (Carer 13). 

 

Patients are not familiar with staff. There are multiple staff from nurses to 

occupational therapist etc. It is an incredibly disorientating environment to patients. 

Patients may not even have the awareness they can ask for help and consequently fall 

in the process of trying to meet their own needs. 

 

Staffing  

Eight carers stated that more staff were needed on the ward. Two carers felt that the 

staffing levels were adequate. A carer stated that there was inconsistency in the care 
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provided on a dementia ward because it was really about which staff were on duty at 

any particular time. Another carer recognised the pressures and difficulties faced by 

staff when managing the behavioural symptoms of dementia on the ward. This is 

illustrated by the following quotes from carers:  

 

There is too many patients and not enough nurses. They need more nurses. End of 

story. That will solve all the problems (Carer 14). 

 

They do help a lot. But at the end of the day, they are just human beings. And they 

can only do what they can do. Because when they have so many, six in a ward to 

look after. I do not know how many staff are on duty there. Whatever. The staff are 

good. They do try to help. When you have people wandering round not knowing what 

they are doing or how to cope. You have only get two of them going and you have 

only x amount of staff. It does make it difficult (Carer 7). 

 

Patients who are vulnerable to falls need constant observation. The variance of 

changing patients means that any one week may be different from another. 

Therefore, on a ward, there may be several patients who are vulnerable to falls on 

any given week and then none on another. There needs to be a flexibility in staffing 

levels to accommodate these variations.   

 

Training 

Two carers felt that staff were not adequately trained around dementia care. Another 

carer spoke about the time he spent training staff to the idiosyncrasies of his father’s 

use of a standing aid. Carers stated the following: 

 

I do not get any particular feeling that any of them are tremendously well trained in 

dealing with patients with dementia (Carer 25). 
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Well, it is difficult isn’t it, because I am not sure whether the nurses are very very 

good but some of them may not be trained within the dementia area do you 

understand? I do not know how to express it but then again you cannot have. I am 

sure they do have some sort of training with dementia but it is possible they could do 

more with more training but they all do very very well. I think that is the only thing I 

can think of more training might be necessary in the dementia patient (Carer 26). 

 

Training of staff on dementia care, will keep them up-to-date with the best practice 

on falls prevention amongst people with dementia.  

 

Physical Environment  

Patients on the ward are susceptible to falls when they do not request assistance and 

this is especially so when staff appear to be preoccupied with the care of other 

patients (Carroll, Dykes, & Hurley, 2010). Three carers said that the ward 

environment needs to be less busy and noisy. Staff had a role to play in creating a 

more peaceful atmosphere. The carer said that sometimes patients screaming at 

night-time disturbed the other patients on the ward. Carer expressed the following: 

 

If they can make the environment a bit more peaceful, a bit more tranquil 

particularly at night-time. That will be good. You do see signs on the ward that try to 

encourage that in the staff. But on a dementia ward, particularly you can have 

someone screaming all night. Which affect all the rest of the patients. There is 

nowhere else to put that person.  I am not suggesting that you will put the patient 

somewhere else. I am not suggesting there is anything else you can do (Carer 25).  

 

A carer said that helping patients become familiar with the hospital ward would 

mean keeping ward transfers to a minimum. Two carers stated that displaying the 

date, time and weather on the wards was useful for patient orientation. This is 

illustrated by the following quote from a carer: 

 

I like the way the that the date, time and the weather is very clearly shown (Carer 
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20) 

 

A carer suggested that the environment could be improved by the use of colour on 

the wards along with appropriate art. Another suggested the use of colour codes to 

differentiate the various bays. According to a participant, the hospital wards would 

resemble a ‘prison cell’ if the colourful doors were removed. The hospital 

environment could also benefit from having direct daylight. Another carer said that 

the usual odours associated with hospital were absent because the cleaners were 

doing a good job. A carer said that sustaining a fall on the hard hospital floor could 

result in a serious injury. Alternative flooring such as the use of carpets was 

discussed but in conclusion believed to be unhygienic. The carer therefore suggested 

the use of crash mats. Carer stated the following: 

 

Well you have very hard floors here. Which obviously if anybody is elderly and they 

fall on these floors, they going to hurt themselves. I do not know what the solution to 

that is. Because carpets are obviously, going to be unhygienic and you cannot have 

that in a hospital environment. But maybe a crash mat might be ok if somebody is 

say in a single room (Carer 21). 

 

A noisy environment could add to the effect of patients’ disorientation and make 

them susceptible falls. The use of colour schemes can help the patient to successfully 

navigate their environment.  

 

Summary 

The transfer of a patient between wards could result in disorientation and 

subsequently increase their risk of falls.  When there is a shift change patients are 

disadvantaged because they are unfamiliar with staff and have to begin patient-staff 

relationships all over again. This coupled with inadequate staff ratios have an impact 

on the successful prevention of falls. The hospital environment was unfamiliar and 

often unsuitable. Hard flooring (i.e. no carpets) and the absence of colour codes to 

differentiate the various bays contributes to falls.  
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5.21) Overall summary on falls 

Carers reported that falls could be accidental or medical. Carers identified falls 

reduction measures such as the use of one-to-one observation and the review of 

patients’ medication. A patient factor, which increases susceptibility to falls, is 

frailty. Other patient factors necessary to reduce falls include the maintenance 

adequate nutrition and sleep. It was important to ensure good communication 

channels between carers, staff and patients in order to reduce falls. Volunteers could 

be employed to reduce falls. Ward transfers could result in disorientation and 

subsequently increase the risk of falls. It was also necessary to use colour codes to 

differentiate the various hospital bays. In terms of policies, carers stated that 

inadequate staff ratios could have an impact on the reduction of falls.  

 

5.22) Overarching Theme 4: Discharge 

According to carers, costs associated with nursing home placement and care 

packages was high. Issues around difficult and delayed discharges are discussed. 

Hospital staff assessed and visited patients in their homes. Carers made mention of 

instances when discharge was efficient. Furthermore, carers highlighted the 

challenges and opportunities of engaging with social services.  

 

Discharge 

Nursing and Care Package Costs  

Two carers stated that costs for nursing home placements and packages of care were 

expensive. A carer put down the high cost to extensive training that staff received in 

the nursing homes. Carers stated the following:  

 

They are trying to say that we need help in the house. But I am not very keen on that 

because several people who live in our block have had help and they say it is 

dreadfully expensive. And I do not think I… (Name) is hurt enough to spend a great 

deal of money on something that is not totally necessary (Carer 9). 
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It is very expensive. But then the argument is that people in these homes have had to 

do a lot of exams and courses and things. They are highly qualified than someone 

who is just looking after someone who is at the end of their life and a normal death 

(Carer 15). 

 

If the patient is being discharged home, there needs to be a care package in place. 

There is the need to decide if the care package is funded privately, by the social 

services or the NHS. If patients are being discharged into a nursing home or 

residential care, the necessary funding arrangements need to be discussed.  

 

Delayed discharge 

A carer spoke of how their relative had to wait several hours for his discharge 

medication. Another carer referred to his or her relative’s long wait for an ambulance 

to take him home because he used a wheelchair. A carer stated that discharge was 

delayed by a few days because a patient required a hospital bed. Another carer spoke 

of the delayed discharge because they had to wait for a social services care package 

to be in place. Carer stated the following: 

 

Well, it is fine except for social services, which I am going to write to the MP about. 

Because, I mean the hospital have done everything. They have got us a hospital bed, 

they have got us a sensor mat so that if he gets out of bed I hear him. They are doing 

everything they can. The people we are waiting for is social services to help with the 

care for three times a day (Carer 30).   

 

There were communication problems with social services. Because the patient is in 

hospital, the carer can engage with staff face-to-face. Social services on the other 

hand is more remote. It is often by telephone and they may not be immediately 

available. A carer was therefore not satisfied with her engagement with social 

services.  
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A carer spoke of how they became anxious after receiving a telephone call from the 

hospital advising that their mother was being discharged with interim care. Their 

anxiety was because of the relatives not prepared for her return home and 

consequently no care package was in place. However, the discharge plan was later 

rescinded by the hospital. Hospital staff kept on altering the dates for discharge to 

another hospital. The funding for NHS continuing health care or the payment of care 

fees by the local authority can influence the patient discharge destination (i.e. 

discharge to a care home or discharge to the patient’s home with a care package). 

Living and being hospitalised in different counties presents a challenge for patients 

and carers alike as two separate social workers are involved in the discharge. This is 

explained by the following quote from a carer: 

 

It is proving difficult because we live in Hampshire and the hospital is in Dorset. So 

the process is going through but it can be difficult because it is two different counties 

and two different social workers to deal with (Carer 26). 

 

Discharge assessment  

A carer spoke about how social workers assess patients to ascertain whether they are 

suitable to go back home with a care package or to a care home. Furthermore, after 

hospitalisation a patient was reassessed to determine whether she could return to her 

assisted living residence. Physiotherapists conduct mobility assessments in the 

hospital or home environment to inform patient care. A carer spoke about how a 

patient refused to comply with the mobility assessment completed by the 

physiotherapist. A carer reports this:   

 

 The physios come along and say oh can you show us how you are walking.  And she 

just will refuse. Because she, I guess it is an aspect of control that she still has. She 

can say no. Even though you can explain to her well, if the physios can see how you 

are walking they can help you (Carer 6). 

 

A relative wanted an occupational therapist to visit her mother at home. Home visits 

were made to ensure that the home environment was safe for the patient. Staff 
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sometimes requested improvements to be made in the home environment where 

necessary. This is illustrated with the following quote from a carer: 

 

We have had community nurses and occupational therapist have come and looked at 

the house and arranged for modifications (Carer 17). 

 

There are different people involved in assessing a patient for discharge from the 

hospital. Perhaps, there needs to be a lead who advocates for the patient’s needs.   

 

Discharge decision 

A carer disagreed with a medically fit for discharge decision for their relative. This is 

illustrated by the following quote from a carer: 

 

They have said the other day that medically she was fit to go home. There is no way. 

She is a hundred times worse now than she was when she came in here (Carer 16).  

 

The nursing needs of individual patients can change when they are in hospital. Two 

carers felt that they could not continue to provide nursing care for their relatives at 

home. Hospital staff told another carer that she will not be able to cater for her 

husband’s nursing needs at home. A relative felt ‘relieved’ to know that the hospital 

would cater for her husband until they found a suitable nursing home. Two carers 

referred to their endeavour to respect the wishes of their parents in avoiding a care 

home placement. The family members of another patient did not want their relative 

to be discharged into a care home. Discharge decisions involved arranging for a care 

package or nursing home placement. In a previous hospital admission, a carer 

advocated for his mother to be discharged home with a care package instead of her 

being placed in a nursing home. This carer spoke about his willingness to pay for 

extra care should this be required. Another carer was unsure as to whether it was best 

for him to advocate for a care package or accept a nursing home placement. He was 

not sure if his mother’s behaviour had deteriorated because she was in a hospital. He 

therefore felt that having an in-depth conversation with hospital staff would enable 
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him to make the right decision regarding his mother’s discharge destination. A carer 

refers to this:  

 

What you really want is to sit down with someone who can go through. Say well yes 

this is what has been happening. This is the care she has needed. I know they do care 

diaries. She is maybe incontinent every night. That sort of thing will say yes, make 

me realise that she cannot go back home because the care that she needs cannot be 

provided there. And that maybe, a care home is the best. But to sit down with 

someone (Carer 6). 

 

The long-term decision as to whether care fees should be paid by the NHS or the 

local authority was made after discharge. A carer expresses this as follows: 

 

So if the next assessment, which takes place, is negative. I.e. the clinical 

commissioning group cannot continue to fund G…. (Name). We are then having to 

be referred to the social services. And the social services will then do a financial 

assessment of us as to how his placement can be funded. Whether he can stay in the 

nursing home that he will be going out to on Monday. That is where it is 

disconcerting (Carer 27). 

 

A carer labelled discharge decisions as a ‘fast track’ system. This carer felt that 

hospital staff took advantage of the fact that carers had an inadequate knowledge of 

the hospital’s policies. Carer stated the following:       

 

Discharge planning is tricky. It tends to be they play their cards close to their chest. 

It is quite secretive. And they rely very, very much, on what you do not know as the 

person that is involved on behalf of the patient. They very much rely on what you do 

not know. They abuse the privilege of the fact that you do not know the policies. That 

is discharge planning unfortunately for someone with dementia. They are relying on 

the person with dementia has no clue. So he needs someone to advocate for them. 

That can be anyone, social worker or not. There are not many social workers in 

Hampshire. It is a fudged system. It’s a fast track get out of hospital. And the fast 
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track is being abused. They should not use the fast track to get someone out of the 

hospital in that way (Carer 25). 

 

Efficient discharge  

A carer felt that she had been well informed about the discharge planning process. 

The carer had been provided with details of the funding streams that were available 

to them. Another carer felt that their discharge planning process was easy because 

they already had a care package. According to this carer, it was helpful to have a 

discharge planner who co-ordinated all the discharge activities of medically fit 

patients. The carer stated that staff made sure that they had all of the patient’s 

valuables and medication on discharge. A carer was made aware of the brokerage 

that identified appropriate care homes. Another carer mentioned that the discharge 

process was started on admission to the ward. This according to him helps to prevent 

nosocomial infections and frees-up beds on hospital wards. Another carer stated that 

the discharge process could be improved by allowing relatives to pick-up 

prescriptions directly from the pharmacy. Carer mentioned the following: 

 

Well, if they knew we were going home. Or they were gonna be allowed to go home 

that day. Maybe as soon as the doctor said yeah that is your patient, your father can 

go home today. If they went on the screen and did, the prescription and it went 

straight through to pharmacy. Then maybe you could go yourself with your patient 

and go to pharmacy to pick up your prescription (Carer 3). 

 

It is clear that some carers were satisfied with the discharge planning process. 

However, the interviews indicate a lack of consistency. The satisfaction appears to 

depend on particular staff who make the system work. There needs to be a system 

that does not rely on individual staff members performing well.  
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Liaising with the community  

A carer had been waiting for two months for assistance from social services. He had 

been told to wait but decided to keep things under control himself by buying the 

equipment that his mother required. However, another carer said that their 

experience of social services had been positive in that certain resources had been 

provided. Carers state this as follows: 

 

The social services people gave me a seat for him to sit in the shower. So he was sat 

down in case he got dizzy. They have been very good. They have tried to put toilet 

seat on so he does not have so far to sit down onto the toilet (Carer 15). 

 

Like I said, it seems very well organised from the hospital the NHS side. It is not 

joined up to anything on the other side. Once it get to the, once it gets to social 

services. Social services are supposed to be helping, they are not, they are not 

helping. We have not had any. My mum came from another hospital. Last time she 

was in Alderney hospital in Poole. She was discharged at the end of August and we 

have not had any contact with social services, with community therapist, carers. I 

asked for a carer’s assessment. Absolutely nothing.  Just say you have to wait, you 

have to wait, you have to wait (Carer 13). 

 

Visiting a care home 

Although two carers visited care homes for the possibility of placement, the care 

homes refused to accept the patients because they could not cater for challenging 

behaviour and complex needs. Carers stated the following: 

 

I have been to three nursing homes they have given me. They are supposed to come 

and assess him but as soon as they hear, challenging behaviour they are not that 

interested. The reason being again staff. At the hospital, you have security guards 

you can call on. In the nursing home, you probably only have nurses. Or maybe not 

even. Maybe just one nurse and maybe four carers. But they are all women. And 

even if it is a man, he needs someone quite strong because he is a big man.  And that 
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is why they call on security guards when he starts being aggressive.  I do not want to 

see him hurt somebody or himself. So those are the things that I find quite, I am quite 

concerned with (Carer 10).  

 

They tried to put him into somewhere. But they would not take him. They said they 

could not accommodate his needs. At the moment, that is how it is (Carer 5). 

 

Summary 

Carers stated that nursing home placements and care packages were expensive. 

Discharge could be delayed by a few hours or days. This was often due to reasons 

such as the dispensation of discharge medication or the arrangement of care 

packages. A discharge decision, which involved the provision of interim care, was 

made without the inclusion of a family carer. This discharge plan was later on 

rescinded by the hospital. Funding stream arrangements for social care pose a 

challenge to carers. Social workers and physiotherapists completed discharge 

assessments. Carers had to make difficult decisions as to whether they should accept 

a nursing home placement or a care package. Some carers were satisfied with the 

hospital’s discharge process whilst others were unsatisfied. Hospital staff visited the 

homes of patients in order to ensure that it was safe for their return. A carer was 

satisfied with the support they received from social services, another carer was 

unsatisfied. Carers visited care homes to ascertain its suitability for their relative on 

discharge. However, the care homes could refuse to accept patients because of a lack 

of appropriate staff.  

 

5.23) Overarching Theme 5: People in relation to discharge planning 

The experiences of carers in relation to discharge planning is discussed. Carers’ 

perceptions around the patient’s role in discharge planning are reviewed.  
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Carer factor 

Coping 

The assessment of the coping strategies that carers use can be important in the 

discharge planning process because it enhances their satisfaction and the 

sustainability of the discharge (Carole Cox, 1996). One respondent modified their 

approach to their dementia relative following conversations with personnel from an 

Alzheimer’s charity. Similarly another came to the same conclusion having 

researched information from the internet. They both accepted the patients’ false 

sense of reality in order to avoid arguments. Another carer spoke about how he gave 

as much autonomy as possible to his mother by allowing his mother to take her own 

medication. She sometimes, however took an incorrect dosage. Another carer said 

that neither herself, the nursing home or the hospital could cope with her husband’s 

challenging behaviours. Carer said the following:   

 

I know I cannot cope with him. It has been proved by nursing home not coping, 

hospital not coping. It seems to me that all the hospital want to do is get him out 

quick (Carer 10). 

 

Experience at home 

Caring for a patient with dementia at home caused fear and anxiety in a participant 

who was coping with nervous anxiety in herself. This fear was because the carer was 

uncertain of ‘what is going to happen’. Eight relatives had paid carers coming in to 

assist with personal care. A relative stated that paid carers needed to be conversant 

with the patient’s routines as well as be compassionate. He felt that compared with 

hospital staff, paid carers were more adept at home helping his Dad to stand 

regularly with a standing aid.  Family carers assisted patients with activities such as 

shopping, paying bills, managing the patients’ finances, washing and cleaning. Other 

family carers were directly involved in the provision of personal care. A carer said 

that the patient could maintain her own personal hygiene. Another carer stated that 

her mother found contentment in simply folding napkins at home. Carer expresses 

this as follows: 
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Like my mum likes folding things. Like at home I just give her napkins and she just 

sits and folds them (Carer 17). 

 

Patient factor 

Co-morbidities  

Co-morbidities  are associated with prolonged hospital stays (Bahrmann et al., 2019) 

and necessitates the need for a thorough discharge planning process (Kralik, 2005). 

Carers stated that people with dementia also experienced multiple or single co-

morbidities. Carers stated that their relatives had the following conditions: 1) 

Parkinson’s disease. 2) Infection. 3) Repair of hip replacement. 4) Stroke. 5) 

Incontinence. 6) Confusion. 7) Arthritis. 8) Falls. 9) Cerebella Ataxia. 10) Fracture. 

11) Sepsis. 12) Shingles. 13) Delirium. 14) Subarachnoid haemorrhage. 15) Postural 

hypotension. 16) Knee replacement. 17) Epilepsy. 18) Blocked pancreas. 19) 

Pneumonia. 20) Food on lungs. 21) Headache. 22) Malunion of fracture. 23) Seizure. 

24) Fluid retention. 25) Severe bleeding. 26) Poor eyesight. 27) Hearing loss. 

Carers stated the following: 

 

Very long-lived very long slow developing Parkinson’s disease. So we have been 

living with it for quite a long time (25 years) (Carer 11). 

 

She has had to have a hip replacement and she has had to have an operation to 

repair the hip replacement. That is what, why she went into Poole hospital because 

she had fallen (Carer 13). 

 

Understanding the patient 

A carer spoke of how individual patients experienced dementia in a unique and 

constantly changing way. The task of relating to them and therefore responding to 

their needs is exceedingly difficult. It was therefore essential that staff spent time 

getting to know the patient as individuals if they are to offer appropriate and 
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consistent care. A carer felt that there was a lot of empathy for patients as well as 

their families and she was surprised and encouraged by the employment of specialist 

dementia staff. Carers stated the following: 

 

Each patient is at a different level of their dementia and it can change from day to 

day as well. It is very difficult. In a hospital environment. You do not really know the 

patient too well. You do not know what is normal for them. Even like the last 48 

hours, I do not know what is normal for my mum now (Carer 13). 

 

People are more understanding of the problems caused by dementia and they are 

more sympathetic, more empathic towards people with dementia and the relatives as 

well. I think there are more services in place because I did not realise there were 

dementia nurses in the hospital. And I spoke to one of them when my husband was 

admitted. So that has been quite useful (Carer 21). 

 

Summary 

Carers had different methods of coping with dementia.  It was necessary to involve 

carers in discharge because of the various levels of their participation in patient care. 

The discharge of patients was affected by their co-morbidities. It was necessary to 

know patients in order to facilitate their discharge.  

 

5.24) Overarching Theme 6: The environment in relation to discharge planning 

This theme looks at the policies that guide dementia care. Carer perceptions 

regarding the use of hospital equipment is discussed.  

 

Policies 

Dementia ward and nurses 

The use of a dementia specialist has been documented to enable patients with 

dementia to leave hospital sooner because of their ability to reduce the patients’ 
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challenging behaviour (Elliot & Adams, 2011). Five carers felt that the hospital 

needed to have specialist dementia wards and nurses to deliver patient care and 

appropriate activities. It was felt that staff were not sufficiently trained to cater for 

the needs of patients with dementia who may have communication difficulties 

alongside challenging behaviour. Staff needed to have sufficient time to find out 

from the patient what their individual needs were. A carer expresses this as follows: 

 

I think all the people that got dementia need to be on the same ward if possible. With 

people who are trained to look after people with dementia. That have got the time. 

To say. Find out are they capable of going to the toilet. If they do, if they do.  I think 

it could make things a lot easier. Maybe it does not have to be a nurse. Maybe a 

dementia friend person on the ward that goes round and talks to them. And tries to 

ascertain do you want to go to the toilet. I think that is one of the main things it 

seems to be toilet issues where they are not listened to or they are not comfortable. 

And because they have dementia, I think they are ignored a bit.  It is easy to ignore 

somebody who is saying the same things over and over again.  But generally, they 

are saying it for a reason. I think (Carer 3).  

 

Concerns 

A carer felt that staff were always writing in medical notes rather than providing 

bedside care. Another carer stated that they had not received a discharge letter for his 

mother’s previous admission. Carer reported the following:  

 

I had good conversations with this sister. She was the sister on duty and she was 

clear about what was happening and what the medications were she was giving me. 

And that all the tests had been done. But there was not a discharge letter available 

for me to take home and to be immediately sent to the GP because the doctors were 

busy. So we just carried on with the discharge anyway. And she said well it will 

come in the post and I do not think we ever got it (Carer 11). 
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One carer recounted the fact that the hospital contacted the wrong brother to obtain 

information regarding patient care. A carer felt that busy hospital staff were unable 

to spend enough time with patients. Another carer felt that staff did not know 

individual patients well enough to understand and meet their unique needs.  A carer 

monitored the care given to his relative because he was concerned it was inadequate. 

He also felt that he was not being involved in his relative’s care. Another carer stated 

that staff put soiled linen from another patient on to her husband’s bed space 

(Infection prevention issues could potentially delay discharge). A carer was 

concerned about the fact that her relative was not being assisted during meal times. 

Carer stated the following:  

 

They do not seem to help them with the food enough. They put the food in front of 

mum and if she does not eat it, they take it away. If they cut it, up perhaps and try to 

coax her to eat. She might eat something. But they have not got the time (Carer 16).  

 

Another concern raised by a carer was the dispensation of liquid medication instead 

of tablets. Staff dispensed liquid medication because of the patient’s swallowing 

difficulties. According to the carer, her swallowing difficulties were worse in 

hospital rather than at home. He therefore arranged for the GP to change the 

medication to tablets enabling his relative to take her medication by herself at home. 

Another carer spoke of how her relative was discharged with tablets instead of liquid 

medication. Carer stated the following: 

 

He was discharged about 6 weeks ago. And it was, it was ok. He was sent out with 

medication, solid form. And he cannot take tablets so I had to ring the ward and say 

it should be soluble or liquid because he will just spit it out. I think there was a 

breakdown in communication between what the doctors were writing up the chart 

and pharmacy (Carer 21). 
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In terms of hospital discharge procedures, a carer was anxious regarding the 

discharge of his mother because he would be overwhelmed by her needs should the 

care agencies be unable to respond. However, the hospital social worker reassured 

him that community resources would be available and adequate. A carer referred to 

an occasion where booked hospital transport did not arrive. Carer stated the 

following: 

 

The transport is the most difficult. Because it does not always turn up. He has to 

have. He has to have transport to take him home. On an ambulance. We did have a 

situation here in March where the transport was so busy. That it just literally did not 

turn up.  Sister L… (Name) had to say I am sorry it is too late for him to go home. So 

I had to go home and then come back again the next day sort of for his discharge. 

But that was not the wards fault. That was just the sheer volume of patients I suppose 

wanting transport (Carer 12).  

 

Documentation  

According to a carer, although hospital staff completed documents intended to give 

person-centred care, this is not reflected in practice. This carer felt that there was a 

lack of transparency regarding hospital discharge policies. Patients who no longer 

required medical care received letters from the hospital if the progress of their 

discharge was not meeting the hospital’s expectation. This is illustrated in the 

following quote from a carer:  

 

There is a flow chart for discharge. So if it is not going where the hospital wants you 

get letter one. If it is not going still where the hospital wants it to go for kicking you 

out of the hospital quickly basically into a care home as a transition place you get  

letter two. You do not get much in terms of policy to allow you understand the 

process and you to understand how they are allowed to apply it. No disrespect it 

does not help them if they give you the information that they are meant to be going 

by. Which allows them to work in a grey area if you will. So we do not get much in 
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way of paperwork. Just happy stuff that says you are going home now. It is nothing 

helpful (Carer 25). 

 

Meetings 

A carer felt that good handovers and team meetings were essential in providing 

person-centred care. Another carer had a meeting with the doctors on the ward to 

discuss patient care. Carer expressed the following: 

 

We talked to a doctor on Ward Y. And he explained everything. Now she has been 

moved. They want to, a doctor wants to talk to me (Carer 31)  

 

Another carer had a meeting with staff to discuss the funding arrangements of social 

care on discharge. Two carers met with staff to discuss the discharge destination of 

their relatives. A carer had a positive experience at the multi-disciplinary team 

meeting. She felt that the discussion with hospital staff about a nursing home 

placement for her husband went well. A carer who attended a multi-disciplinary 

team meeting highlighted the competing agendas of the hospital, patient, carer and 

social worker. The carer felt that it was not necessarily the patient’s interest that was 

the focus but rather the hospital need to discharge the patient quickly. Another carer 

had difficulties understanding the acronyms that were used in a multidisciplinary 

team meeting. Following the meeting, he telephoned the ward staff to explain that he 

had not understood the proceedings and much of the terminology. The response of 

the ward was unhelpful. He therefore spoke to staff at the Dorset Clinical 

Commissioning Group where staff were far more prepared and able to help him with 

the terminology and decisions made. This is illustrated by a quote from a carer: 

 

I was not clear in mind what the process was, what the stages were. When I phoned 

back the ward, it was like I was told well we did explain this in the MDT meeting.  

To me that came out of the blue. I did not really register half of it or it was not fully 

or I did not feel. I did not feel I had a good understanding of the process and what 

the stages and what was going to be happening and my involvement in it. But then I 



225 
 

did speak to a person at the Dorset CCG who did explain things very, very clearly 

(Carer 6). 

    

Property 

A carer stated that her father’s property was mislaid when he was transferred 

between wards. This is illustrated by the following quote from a carer: 

 

The information gets lost as well as belonging and bits and things like that. Like his 

battery, hearing aids had gone (Carer 3). 

 

Suggestions 

A carer stated that patient’s medical notes should be available electronically to avoid 

unnecessary repetition of medical information. Another carer stated that the 

electronic provision of patient discharge details would be beneficial to carers as staff 

are often too busy to respond to relatives request for information. Carer stated the 

following: 

 

Maybe sometimes wards are busy. And it is hard, hard to get hold of people because 

they are busy doing things. I do not want to stop them from attending to other 

patients. So if there was maybe I do not know like a computer or something so that 

we can tap in the details of our relatives we can find out what has been planned for 

them with regards to discharge. Because sometimes pinpointing someone to talk to is 

quite tricky (Carer 17). 

  

Hospital Equipment  

Carers spoke about using the following equipment for patients in their homes: 

hospital beds, commodes, wheelchairs, handrails, ramps, seats and Zimmer frames. 

A carer stated that the particular clinical commissioning group involved directed the 

type of equipment provided for the patient at home. He felt that the standing aid that 
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he had at home was unsuitable for transferring his father into his tilt and space 

wheelchair. Another carer said that social services had provided a standing aid for 

his relative, although he did not use this for transferring his mother. It was rather the 

paid carers in the home who utilised this equipment. Carer expressed the following: 

 

We have each of those at home supplied by social services. They are used in most of 

her transfers through that sort of distance. About a foot or so. But when I am 

transferring her, myself, I, we, we quite successfully use. I just hold her and she 

stands. And I help her shuffle into her new position. So we do not use equipment, we 

just use wheelchair. So that equipment we are familiar with and it is very helpful. 

Certainly, it helps the carers have a more uniform approach to her transfers. Where 

they do not have to use their own strength to support her. We do not use hoist or 

anything more complicated like that to do transfers (Carer 11). 

 

A carer felt that her husband may need simple equipment like a Zimmer frame when 

discharged. Four carers stated that extensive equipment were provided for the 

patients on discharge. Two carers felt that the hospital was well equipped with 

resources like beds, mattresses and Zimmer frames. This is illustrated with the 

following quote from a carer: 

 

I think you have all the equipment here. The bed, special mattress and all that. She is 

getting loads of care (Carer 13). 

 

Summary 

In terms of policies and direction, five carers felt that there was a need to have 

specialist dementia wards and nurses in the hospital. Carers raised their concerns and 

suggestions on how to improve patient care. According to one participant, patient 

care documents intended to encourage staff to apply person-centred principles were 

not adopted in practice. Carers highlighted various meetings with hospital staff to 

discuss the care of the patient as well as discharge arrangements. Another carer also 
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highlighted the loss of patient property in ward transfers. Carers referred to the use 

of specialised equipment on the hospital wards. Much of which was available for use 

in the home when the patient was discharged.  

 

5.25) Overall summary on discharge planning 

Carers were concerned about the costs of nursing home placements and care 

packages. Some of the reasons for delayed discharges included the dispensation of 

discharge medication and the arrangement of care packages. Whereas some carers 

were satisfied with the hospital’s discharge process, others were not. Hospital staff 

made patient home visits in order to ensure that it was safe for their return. Carers 

visited care homes to ascertain the suitability for their relative on discharge. In terms 

of the people factor, it was necessary to involve family carers in discharge planning. 

The hospital discharge process was affected by patient characteristics such as their 

co-morbidities. In terms of policies, carers felt that there was a need to have 

specialist dementia wards and nurses. Carers raised their concerns and provided 

feedback on how to improve dementia care. Carers attended various meetings with 

hospital staff to discuss discharge arrangements. Patient property was sometimes 

mislaid during ward transfers. Carers stated that hospital equipment was provided for 

them to use in the home when the patient was discharged.  

 

5.26) Discussion 

This study used a systems framework for the qualitative aspect of the study. 

Interviews with staff and carers were conducted over a period of three months in six 

medical wards of an acute hospital. The focus of the qualitative aspect of the study 

was to ascertain if a systems approach could be used to reduce falls on the wards as 

well as improve discharge planning. Twenty hospital staff and thirty-two family 

carers consented to the individual interviews, which were embedded in a systems 

framework. The discussion of the findings will be guided by the research question: 

How might a systems approach contribute to reducing falls and improving discharge 

planning amongst patients with dementia? This research question is answered by 

exploring the current experiences of carers and staff in relation to these issues so as 
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to develop a support bundle to improve care on the wards. For the staff interviews, 

all the overarching themes and themes under falls confirmed previous knowledge. 

The overarching staff themes and themes associated with people in relation to falls 

also confirmed prior studies. The staff theme, which made a novel contribution to 

current knowledge, was the use of hospital equipment. For the carer interviews, the 

overarching themes on falls and the environment in relation to falls confirmed 

previous studies. The subthemes under the overarching theme (i.e. people in relation 

to falls) that made a novel contribution to the literature on falls was reliance on 

others and inadequate care. Prior studies have focused on staff views regarding the 

reduction of falls amongst patients with dementia (Ayton et al., 2017; Burgon et al., 

2019). I have broadened current understanding on this issue by presenting the views 

of carers regarding the reduction of falls amongst patients with dementia in hospital.  

For staff interviews, the overarching themes and themes under discharge confirmed 

previous studies.  Novel staff sub-themes under the overarching theme (i.e. people in 

relation to discharge) included the following: Understanding your patient and 

Attitudes on policy. These two sub-themes enable staff to discern the long-term 

discharge needs of the patient. The staff theme (i.e. hospital equipment) under 

overarching theme (i.e. Environment in relation to discharge planning) was novel. 

The carer sub theme (i.e. understanding the patient) under the overarching theme (i.e. 

people in relation to discharge) was a novel contribution to literature. The carer 

theme (i.e. hospital equipment) in relation to discharge was novel. Prior studies have 

explored the views of patients with dementia, staff (Emmett et al., 2013, 2014; Poole 

et al., 2014) and family carers (M. Bauer, Fitzgerald, & Koch, 2011; M. Bauer, 

Fitzgerald, Koch, et al., 2011; Emmett et al., 2013, 2014; Poole et al., 2014) 

regarding the discharge process. I have broadened current understanding on this 

issue by approaching it from a systems perspective.  

 

The following falls sub-themes and themes were common to carers and staff: falls 

prevention, transfer between wards, training and the physical environment. The sub-

themes that carers and staff agreed on in relation to discharge planning were: nursing 

and care package cost, delayed discharge, discharge assessment, efficient discharge, 

liaising with the community, documentation, property, understanding the patient and 

hospital equipment. Carers and staff identified the same issues made mention above.  
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Falls 

Findings from this study suggested that the causes of falls could be medical (e.g. 

postural hypotension) and environmental (e.g. poor night-time visibility). A similar 

finding is reported in previous literature in which the authors found that the factors 

that trigger falls could be physical (e.g. slipping on the floor) and medical (e.g. side 

effect of prescribed medication) (Tängman, Eriksson, Gustafson, & Lundin-Olsson, 

2010). This suggests that environmental interventions  (e.g. anti-slip procedures) 

designed to reduce falls need to take into account the patient’s medical condition 

(Tängman et al., 2010). Such an approach will enable staff to adequately address the 

various causes of falls.  

 

This study indicated that falls could be prevented by one-to-one observation. This 

method of falls prevention was however deemed expensive (Ayton et al., 2017). 

Other less expensive methods of preventing falls reported in the current study 

included eliminating environmental hazards such as the provision of adequate 

lighting and making the bed space free from clutter. This resonates with another 

research conducted in Sweden where the authors list the environmental hazards of 

falls (S. Eriksson et al., 2009). These hazards include factors such as inadequate 

lighting and inappropriate footwear (S. Eriksson et al., 2009). This suggests the need 

for hospital staff to have a multi-faceted approach to the prevention of falls. 

Participants in this study felt that encouraging mobility in patients helped to reduce 

falls. Previous research has highlighted the benefits of physical activity in reducing 

falls (Allan, Ballard, Rowan, & Kenny, 2009). The evidence from Cameron et al. 

(2018) work suggested that the benefits of physical activity on the wards was 

unclear. The findings of this research suggested that there were occasions when staff 

limited the physical movement of patients with dementia in hospital because they 

were at risk of falls. It should however be noted that the use of such an approach 

could increase the agitation of patients (Scherder, Bogen, Eggermont, Hamers, & 

Swaab, 2010). Findings on the benefits of multifactorial interventions to reduce falls 

are mixed (Cumming et al., 2008; Hill et al., 2015). Whereas some authors have 

documented that the training of patients and staff can reduce falls (Hill et al., 2015), 

a previous study has found such an approach to be ineffective (Cumming et al., 
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2008). Findings of this study are closely aligned with research that suggests that 

training of staff is important in the reduction of falls (Hill et al., 2015). Although 

staff in this study used online risk assessment tools to reduce falls, previous research 

suggests that staff observation of patients is far more effective than staff reliance on 

such tools (Vassallo, Poynter, Sharma, Kwan, & Allen, 2008). This study was 

however conducted at a time when online risk assessment tools was not used 

regularly. Staff were therefore more familiar with observation rather than online risk 

assessment tools. Other researchers have found that both staff identification of 

patients who are at risk of falls and the use of falls prevention tools are ineffective 

because of staff inability to differentiate between people who are at risk of falls and 

those who are not affected (Myers & Nikoletti, 2003).   

 

Staff stated that one difficulty in the prevention of falls was the lack of low beds. 

Although  previous studies found support for the use of low beds in preventing falls 

(Tzeng et al., 2013; Tzeng, Yin, Anderson, & Prakash, 2012), other researchers have 

found this to be ineffective because of the lack of staff diligence (T.P. Haines et al., 

2010). Another difficulty in the prevention of falls includes staff perceptions that 

patients do not retain the advice and information given to them on falls prevention. 

This finding is consistent with that of previous literature (Ayton et al., 2017; 

Chaâbane, 2007). Prioritising the falls risk of individual patients was difficult 

because of the competing needs that staff attend to. A member of staff for example 

stated that four patients could climb out of bed at the same time. Another member of 

staff stated that some wards focused on falls because they admitted many older 

patients who were at risk of falls. This finding is further expanded upon by 

Rooddehghan, Yekta, and Nasrabadi (2018) and Suhonen et al. (2018)  who  stated 

that the prioritisation of nursing care could result in negative outcomes such as  

missed care. 

 

Staff in this study stated that they were mandated to report falls via the incident 

reporting form. They used Datix (NHS incident reporting system) to report the 

incidence of falls. The Learning Event Report Notification form was also used to 

document successful events and mistakes. Some staff and wards appears to practice 
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transparency in the documentation of falls whilst others appear not to (T. P. Haines, 

Cornwell, Fleming, Varghese, & Gray, 2008). This inconsistency in staff 

documentation of falls could be due to a decreased incentive to complete the relevant 

forms if they are not liable (T. P. Haines et al., 2008). This suggests the need to 

adequately train all staff on how to use the falls notification system (T. P. Haines et 

al., 2008). This current study reported that sustaining a fall on the wards could result 

in negative outcomes such as fear and increased length of stay amongst patients. 

Previous literature has associated falls with post traumatic disorder (Bloch et al., 

2014; Chung et al., 2009) and the prevalence of psychological conditions such as 

fear of falling (C. Cox & Vassallo, 2015). This suggests the need for patients and 

their carers to have greater understanding of the psychological responses that occur 

following a fall. Staff reported feeling bad and terrible after a patient had fallen. 

Previous literature indicated that staff felt bad after a fall (King, Pecanac, Krupp, 

Liebzeit, & Mahoney, 2018). This suggests the need to create a supportive, learning 

environment where staff are encouraged to express their feelings and natural 

defensiveness is discouraged. 

  

Although carers in this study stated that the appropriate use of bed side rails could 

reduce falls, findings from the literature indicate that the use of side rails could result 

in serious harm because some patients might climb the rail and fall from a higher 

position (Hanger, Ball, & Wood, 1999; O'Keeffe, Jack, & Lye, 1996). This suggests 

the need to use bedside rails appropriately both at home and on the wards. There is 

no consistency in the use of side rails on the wards. Some wards use side rails and 

others use low beds. More research appears to be required in this area.  

 

People in relation to falls  

In relation to falls and the human component of a systems approach, which has been 

discussed in Chapter 1, this section reviews the role of the carer, patient and staff. 

Involving families in the care of patients made them more settled and therefore 

reduced behaviours such as agitation which has been found to be associated with the 

susceptibility of falls (Mansutti, Venturini, & Palese, 2019). It has been documented 
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that staff have negative experiences with dementia and this could influence the type 

of falls training given to patients with dementia as it is felt that they are unable to 

retain the information given (Bamford, Wheatley, Shaw, & Allan, 2019). It is 

therefore necessary to train staff on how to offer innovative, sustainable and bespoke 

services to people with dementia (Bamford et al., 2019). 

 

The human component of a systems approach necessitates research encompassing 

patient characteristics such as their diagnosis and the level of frailty. A systems 

approach also looks at the role that staff, family carers and managers play in the care 

of patients with dementia. Staff used emotional phrases such as sad and horrible 

disease to describe the observed effects of dementia. People with a diagnosis of 

dementia are likely to fall in hospital (Brand & Sundararajan, 2010). Some 

suggestions for the reduction of falls amongst people with dementia include the 

management of hypotension (e.g. drinking fluids and the review of patients’ 

medication) and the encouragement of physical activity (Allan et al., 2009). Staff in 

this study referred to situations where patients were at risk of falls because they did 

not understand the rationale behind their treatment. An example of this included a 

scenario whereby a patient walked away from his catheter bag, which had been 

strapped, to his bed. Such actions by patients could cause injury and also increase the 

patients’ length of hospital stay (Leslie, Sajjad, & Sharma, 2019). Their difficulty in 

recalling or retaining information around their medical condition means that they 

may not be able to retain information related to falls (Burgon et al., 2019). Findings 

from a literature review indicates that communication difficulties are more 

pronounced in patients with dementia particularly as the disease progresses 

(Banovic, Zunic, & Sinanovic, 2018). A member of staff in this study, however, 

stated that people with dementia could communicate when they are confused. Both 

carers and staff in this study stated that patients with dementia experienced poor 

sleep quality. Poor sleep quality has also been associated with the risk of falls 

(Eshkoor et al., 2013). It is therefore necessary to effectively manage environmental 

and physiological factors which affect sleep quality such as pain and lighting (Ooms 

& Ju, 2016).  
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Carers in this study indicated that their relatives experienced a deterioration of their 

physical health over time during their hospital admission. Frailty has also been found 

to be a predictor of falls (O. J. de Vries et al., 2013; Ensrud et al., 2007) and fractures 

(Ensrud et al., 2007). Some successful interventions designed to reduce frailty 

include improving the patient’s nutritional status and encouraging physical activity 

(Marcucci et al., 2019; Puts et al., 2017). Another patient characteristic that was 

related to falls in the current study was the patient’s inability to remember to use 

their mobility aids. Forgetfulness in the use of one’s mobility aid could result in 

serious injury (Luz, Bush, & Shen, 2017). A previous study did not however find 

any significant differences in the risk of  falls amongst people used or did not use 

mobility aid (Gell, Wallace, LaCroix, Mroz, & Patel, 2015). Furthermore, people 

who use mobility aids can fall when they lift these assistive devices, despite research 

supporting the fact that mobility aids help to improve balance (Bateni & Maki, 

2005). Findings from this study indicated that patients had impaired mobility. They 

were therefore at a greater risk of falls (Dionyssiotis, 2012; Vassallo, Vignaraja, 

Sharma, Briggs, & Allen, 2004). It is therefore necessary to encourage balance 

training exercises in order to reduce falls (Sherrington et al., 2008). However, the 

benefits of exercises amongst patients in hospital requires further research 

(Sherrington et al., 2017). Also, only 10% of 140 staff interviewed in a previous 

study identified the use of exercises as a falls prevention measure (Shever, Titler, 

Mackin, & Kueny, 2011).   

 

Carers in this study stated that they helped their relatives with mealtimes. Findings 

from previous studies indicate that malnutrition could make one susceptible to 

injurious (Lackoff et al., 2020) and multiple falls (Julius et al., 2015). A strategy 

adopted by a carer in this study to improve the nutritional intake of his mother 

involved the simple act of adding tomato sauce to her meal. Other strategies that are 

useful to improving nutritional intake include the use of volunteers at meal times to 

assist the patient alongside the provision of relaxing music to accompany meal times 

(A. Wong et al., 2008). The finding that volunteers could be usefully employed to 

assist patients at meal times was confirmed in another research (H. C. Roberts et al., 

2014) and this current study. However, caution in this area is necessary, as some 

patients will require professional nursing experience in such a task.  
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Staff in this study confirmed that teamwork on the ward helped to reduce falls. This 

involved: bringing to the attention of staff the environmental hazards that were 

present on the wards, placing the findings of mobility assessments on boards, which 

were located behind the patients’ beds, having detailed handovers and the use of the 

falls resource team. This finding is similar to a previous study which reported the 

benefit of a high degree of staff accountability  (Dykes, Carroll, Hurley, Benoit, & 

Middleton, 2009). A team-based approach to the reduction of falls could however be 

undermined by poor staff retention (Eckstrom et al., 2016). Staff in this study 

suggested that volunteers could help with reduction of falls by keeping patients 

occupied. Previous studies have documented that volunteers can be used to reduce 

falls through patient observation (Donoghue, Graham, Mitten-Lewis, Murphy, & 

Gibbs, 2005; Giles et al., 2006). There was however a situation where a carer stated 

that a patient was not receptive to the idea of engaging with a volunteer. It is 

therefore necessary to adequately train and support volunteers to enable them to 

carry out tasks assigned to them on the wards (Koivula, Karttunen, Dickinson, & 

Hujala, 2014). It is also important not to impose a volunteer on an unwilling 

recipient.  

 

Carers on the ward indicated that there were often communication difficulties 

between themselves and their relatives. People with communication difficulties are 

susceptible to falls because of their inability to understand information related to 

their risk of a fall (Hemsley et al., 2019). The training of family members could help 

to reduce anxiety, stress and depression amongst older people who have 

communication difficulties (Ghazavi, Feshangchi, Alavi, & Keshvari, 2016). It also 

helps to reduce the isolation that people with communication difficulties face (A. D. 

Palmer, Newsom, & Rook, 2016). 

 

A carer in this study stated that communication between him and staff, particularly 

centred on information sharing around handover was inadequate. Poor 

communication between staff and carers have been documented to be a source of 

discontentment (Jurgens et al., 2012; Spencer et al., 2013). A possible reason for the 

poor communication between staff and family members could be the time pressures 



235 
 

that staff face (Manias, 2015). Susceptibility to these pressures runs the risk of losing 

the significant contribution that family members make to patient care (C. M. 

Williams, 2005). Carers in this study stated that their relatives had received 

inadequate nursing care (e.g. carer mentioned that patients who had soiled 

themselves were sometimes left unattended). A higher falls rate was reported on 

wards where staff stated that there were gaps in nursing care (Sochalski, 2001).  

 

Environment in relation to falls 

The other components of the systems approach are policies, environment and 

equipment (E. Edwards, 1972; Hawkins, 1987; Zecevic et al., 2007). These 

components are discussed in this section. In regards to policies covering staffing 

levels, staff and carers in this study indicated that they were inadequate. In addition, 

some staff complained of large caseloads. Previous literature shows that an adequate 

staff-to-patient ratio reduces falls (Dunton et al., 2004; Krauss et al., 2005) and the 

patients hospital stay (Tschannen & Kalisch, 2009). An adequate staff-to-patient 

ratio aids in the observation of patients and their safe mobilisation (Dunton et al., 

2004). In contrast, Donaldson et al. (2005) did not find an association between 

nursing staffing levels and falls. Staff and carers stated that patients were unsettled 

when they were transferred between wards. Multiple patient ward transfers could 

increase the likelihood of falls (Kanak et al., 2008; Toye et al., 2019). Such transfers 

can make patients lose their network of friends and new ward staff may be 

unfamiliar with the nursing care required by the patient (Goulding, Adamson, Watt, 

& Wright, 2015). Staff had to fulfil their own training requirement and additionally 

educate care agencies and family members. Some carers in the present study felt that 

staff had inadequate training. Staff in a previous research felt that the education of 

people with a diagnosis of dementia on the risk of falling was ineffective (Ayton et 

al., 2017). This does not apply to patients in general as a previous research have 

found that patient and staff education on the risk of falls to be effective (Hill et al., 

2016). Other researchers have stated that it is helpful to involve family members in 

the training on falls prevention in hospitals (Gu, Balcaen, Ni, Ampe, & Goffin, 

2016).  
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In regards to the hospital environment, staff indicated that there was not enough 

room around patients’ bed spaces. This finding is important because a previous study 

concluded that most falls in the acute setting occur around the patients’ bed space 

(M. Johnson, George, & Tran, 2011). A possible solution to insufficient patient bed 

space could be in the use of single rooms instead of multiple occupancy. However, 

the use of single rooms has been associated also with an increased falls rate because 

hospital staff were not able to observe patients (Singh, Okeke, & Edwards, 2015). 

Simon, Maben, Murrells, and Griffiths (2016) did not observe an association 

between patient falls and the use of single rooms. Some staff advocated for the use of 

Quiet Spaces and Day Rooms. This helps to reduce falls by counteracting the 

busyness of the ward. It is important to note that a previous study  found that patients 

hardly used Day Rooms in hospitals because they were not aware of the availability 

of such facilities (Maben et al., 2016). This suggests the need for staff to be more 

patient-focused by orientating them towards the facilities that are available. 

  

Staff and carers suggested the use of colour to enhance visibility of toilets, bays and 

equipment. Findings from a previous study indicated that patients found it difficult to 

orientate and navigate themselves in hospitals because there were no distinctive 

colour schemes at entrances and hallways (Hung et al., 2017). Staff stated that 

patients found orientation boards in hospital to be confusing because they contained 

too much information. Previous research has documented that people who are 

disoriented (Härlein et al., 2011) and unfamiliar with their surroundings are also at 

risk of falls (Morris & O'Riordan, 2017). Carers stated that the hospital environment 

was often busy. The successful implementation of any falls prevention programme in 

busy hospital environments may be difficult to achieve because of the time 

constraints that are present in such institutions (Schwendimann, Bühler, De Geest, & 

Milisen, 2006). Also, patients who are at risk of falls may for example mobilise 

without assistance if they feel that staff are too busy to help them (T. P. Haines, Lee, 

O'Connell, McDermott, & Hoffmann, 2015). Carers felt that although carpeted floors 

could prevent patients from injuring themselves when they fall, they were 

unhygienic and therefore unsuitable for hospitals. Previous research has found that 

carpeted floors in hospital settings contain a large amount of pollutants (Harris, 

Pacheco, & Lindner, 2010). Furthermore, the use of carpets could exacerbate 
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respiratory conditions such as asthma (Ferry, Duffy, & Ferreira, 2014; Jaakkola, 

Ieromnimon, & Jaakkola, 2006).  

 

In relation to equipment, staff felt that the use of the right mobility aids could 

prevent falls. Gell et al. (2015), however, reported that there were no significant 

differences in falls amongst people who used mobility aids and those who did not 

rely on this type of equipment. Further research is required to ascertain if falls risk 

assessment programs that may accompany the use of mobility devices actually 

prevent falls (Gell et al., 2015). Other researchers have documented that the use of 

mobility aids alongside the encouragement of physical activity could in fact help to 

reduce falls (Graafmans, Lips, Wijlhuizen, Pluijm, & Bouter, 2003). Staff in this 

study stated that the use of brightly coloured mobility aids could prompt patients to 

remember to use them. This finding is consistent with previous research which found 

that patients with dementia were more likely to use red Zimmer frames as opposed to 

grey ones (L. Morrison, 2017).  

 

Discharge planning 

Staff in the current study indicated that efficient discharge planning was quick and 

well organised (i.e. patient is prepared for discharge so that as soon as they are 

medically fit, they can go home). Previous research has found that such an approach 

was necessary in reducing the patient’s hospital stay (Gonçalves-Bradley, Lannin, 

Clemson, Cameron, & Shepperd, 2016). Whilst there are considerable benefits in an 

efficient discharge process, there are a number of negative factors, which may affect 

this (M. Connolly et al., 2009; E. L. Wong et al., 2011). A negative factor referred to 

by staff in this study included the ability of patients to change their minds regarding 

discharge plans (e.g. patient becomes well and opts for a care package instead of a 

nursing home placement). This finding is consistent with that of other researchers 

who have found that some patients do not want long-term institutional care (E. L. 

Wong et al., 2011). Another barrier to discharge planning identified in this study 

included the inadequate preparation of the patients’ carers (e.g. poor 

communication). This has also been referred to by M. Bauer, Fitzgerald, Koch, et al. 
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(2011). It is therefore necessary to ensure the involvement of family carers during 

the patient’s hospital admission as well as in the discharge planning process (M. 

Bauer, Fitzgerald, & Koch, 2011). There was a situation in this study where staff had 

discharged patients without their belongings. This could have been as a result of 

inconsistent patient transfer procedures as well as the time constraints faced by staff 

(Catchpole, Sellers, Goldman, McCulloch, & Hignett, 2010). 

 

Staff in this study had to undertake difficult negotiations with patients and carers in 

regards to whether placement in a nursing home residence is a better option than 

home. Such placements can be influenced by the individual’s ability to perform daily 

living activities (Luppa et al., 2010; Miller, Schneider, & Rosenheck, 2011). Another 

factor to consider in nursing home placements is that stressed caregivers may be too 

ready to accept a placement (Gallagher et al., 2011; Spitznagel, Tremont, Davis, & 

Foster, 2006). Some family members involve the patient in the decision-making 

process of accepting a nursing home placement whilst others do not consider the 

views of the patient (Lord, Livingston, Robertson, & Cooper, 2016). Carers and staff 

in this study stated that nursing home costs and care packages were expensive. There 

is the need to consider the fact that costs associated with nursing home placements 

are likely to be considerably higher than home based care services (Knapp et al., 

2016). The decision as to whether a nursing home is more appropriate than the 

patient’s residence, therefore, lies with the careful consideration of patient and 

family alongside monetary factors. Findings from this study indicated that some care 

homes refused to accept patients with complex needs and challenging behaviours. 

The process of selecting a care home for patients has been described as challenging 

by carers because of the absence of relevant information (S. Davies & Nolan, 2003). 

This is however not the case for all because the reputation of particular care homes is 

known in the locality (A. Ryan & McKenna, 2013). This suggests that the selection 

of care homes by carers favours local knowledge and residency.  

There was a divergence of views on the patient requirements around community 

teams. Whereas staff focused on services such as the Community Mental Health 

team, carers were concerned around support provided by social services. 

Communication and involvement between the hospital and community services 
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could range from a simple telephone call to a complex visit by the nurse (Guerin, 

Grimmer, & Kumar, 2013). However, a previous study reported difficulties in 

communication between staff in the acute environment and those in the community 

setting (Baillie et al., 2014). A carer in this study felt that communication with the 

staff regarding the care provided for the patient was inadequate. There also seemed 

to be an inadequate involvement of patients in the planning and provision of their 

community care (Georgiadis & Corrigan, 2017; Zakrajsek, Schuster, Guenther, & 

Lorenz, 2013). Lapses in the communication process between staff and patients 

resulted in a lack of preparedness for the patients return home (Nielsen, Gregersen 

Østergaard, Maribo, Kirkegaard, & Petersen, 2019).  

 

According to participants in this study, discharge could be delayed by a few hours or 

days. This was due to reasons such as the delivery of hospital equipment for use at 

home and the delay in the dispensation of medication. Other reasons for the delays in 

discharge are the admission process to a nursing home and an arrangement for the 

receipt of care packages at home (Challis, Hughes, Xie, & Jolley, 2014). This finding 

resonates with the current research, which found that some patients had to wait for 

care packages. Furthermore, delays in discharge could cause anxiety in patients 

(Kydd, 2008). There is the added risk of patients acquiring new hospital infections 

(Rojas‐García et al., 2018). Others, may disengage from the discharge planning 

process because of its complexity and their own complex health needs (Swinkels & 

Mitchell, 2009). It is therefore necessary to address these delays through the 

successful integration of a wide range of policies such as the introduction of 

discharge co-ordinators and intermediate care services (Baumann et al., 2007; Bryan, 

2010).  

 

Although carers and staff in this study indicated that home visits ensured patient 

safety in the home post-discharge, a previous study has shown that these do not have 

any effect on reducing further admissions (F. K. Wong et al., 2008). In contrast, the 

use of telephone calls together with home visits was found to lower 

rehospitalisations (F. K. Wong, Chow, Chan, & Tam, 2014). Furthermore, home 

visits by a pharmacist enabled them to detect problems related to the use of 
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medication  (Kogut, Goldstein, Charbonneau, Jackson, & Patry, 2014). Also, even 

though home visits by occupational therapists was believed to enhance patient safety, 

these visits were undermined by the late delivery of hospital equipment to the 

patient’s home (Nygård, Grahn, Rudenhammar, & Hydling, 2004). Interestingly, 

home visits made by occupational therapists whilst the patient is still in hospital have 

been found to increase the anxiety of the patient but reduce the anxiety of carers 

(Atwal, McIntyre, Craik, & Hunt, 2008). 

 

People in relation to discharge planning 

Previous researchers have identified the invaluable role that family members play in 

the provision of care (Baillie et al., 2012b; Digby et al., 2012; Fitzpatrick, 2018; 

Hunter et al., 2017; Iecovich & Rabin, 2014; Krupic et al., 2016; Moyle et al., 2011; 

Nolan, 2006; Scerri et al., 2015). This previous work supports the findings of the 

current research in relation to discharge planning, which is part of continuing patient 

care. According to staff, although family carers help to complement the care given to 

patients on the wards, some of the carers were stressed. This stress is because of the 

anticipated additional care demand that will be placed on them when their relative is 

discharged (Slatyer et al., 2019). The well-being of family carers can therefore be 

improved with interventions such as yoga and meditation (Waelde, Thompson, & 

Gallagher-Thompson, 2004). Some patients do not have the support of family 

members. Staff therefore had to involve care agencies or the Independent Mental 

Health Capacity Advocates. The role of the Independent Mental Health Capacity 

Advocates in an acute setting is however not fully understood by hospital staff 

(Chatfield et al., 2018).  

 

Some carers in this study were able to cope with symptoms of dementia whilst others 

managed challenging behaviours less well. Individual patients who deteriorated 

whilst they were at home often were rehospitalised due to their poor coping skills 

(Hodgins, Filiatreault, Keeping‐Burke, & Logan, 2020). It is therefore necessary to 

support patients with targeted bespoke services in the home if hospital readmissions 

are to be reduced. Whilst some carers in this study were involved in the provision of 
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personal care for their relatives, others were not. A previous study reported that 

carers who provided round-the-clock personal care for their relatives felt lonely and 

tired (van Wijngaarden, van der Wedden, Henning, Komen, & The, 2018). The 

strains associated with caregiving however co-exist with positive feelings such as 

personal fulfilment and achievement in the care of relatives (Krutter et al., 2020; 

Sanders, 2005). 

 

Carers and staff in the current study stated that patients with dementia have co-

morbidities. Having co-morbidities can affect discharge planning because it makes 

the process more  complex (Nardi et al., 2007). This complexity is as a result of the 

involvement of multiple professionals in the care of people with co-morbidities (S. 

O'Connor, Deaton, Nolan, & Johnston, 2018). The use of multiple professionals can 

make it difficult for a  patient to keep up-to-date with information related to their 

care because of the miscommunication and the lack of consistency amongst the 

various specialists (Kralik, 2005). This suggests that many people are not being 

cared for in a holistic manner. Staff stated that people with dementia had fluctuating 

capacity. Staff who attend to people with fluctuating capacity have varied 

approaches to deciding the patients’ capacity to consent to their discharge destination 

(Emmett et al., 2013). Discharging a patient with fluctuating capacity presents a 

dilemma for staff because they have to decide whether the patient will be safe in 

their home with impaired memory or be better served with a permanent placement in 

a nursing home (Stewart, Bartlett, & Harwood, 2005). This suggest the need for 

further research on capacity assessments and individual freedom in the context of 

fragility. Carers and staff stated that it was necessary to get to know their patient. 

Knowing the patient is important in discharge planning because it enables 

professionals and patients to find a collaborative approach to continuing care 

(Hyslop, 2020). The adoption of a person-centred approach to discharge planning 

can however be undermined by pressures on staff time and the involvement of 

multiple professionals due to shift patterns (Hesselink et al., 2012).  

Although staff in this study were initially reluctant to use a behavioural management 

tool (allows staff to document the behaviour of patients and how it was managed) to 

monitor patients with dementia, with education and familiarity they were 
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increasingly convinced of its value. It is important to note that a patient who 

experiences the challenging behavioural symptoms of dementia is more likely to be 

placed in the care of a nursing home (V. L. Phillips & Diwan, 2003). The likelihood 

of a nursing home placement is reduced when hospital staff visit a patient in their 

home and make recommendations as to how their home environment can be 

modified to accommodate their illness (Wilson, Atwal, Richards, & McIntyre, 2012). 

This suggests that a more accurate discharge assessment is made when health 

professionals visit the patient’s home. Staff used a team-based approach in the 

discharge of patients. The building and maintaining of healthy staff teams for 

discharge planning involves factors such as having clearly defined roles and 

boundaries as well as effective leadership (Pethybridge, 2004). A team-based 

approach to discharge planning may, however, be undermined by hospital pressures 

to quickly discharge patients alongside inadequate liaison between staff (M. 

Connolly et al., 2009; E. L. Wong et al., 2011). The emphasis should be on patient-

centred care as opposed to the pressure of vacating bed space. 

 

The environment in relation to discharge planning  

This section discusses how policies and equipment affect discharge planning. In 

relation to policies, staff stated that the documentation of nursing care in the medical 

records of patients enabled them to assess continuing nursing requirement on 

discharge. A family carer on the other hand felt that staff did not adopt person-

centred models despite completing documents that promote the use of such an 

approach. Previous research has found that the timely receipt of discharge 

documentation by the patient’s GP can help to reduce the risk of rehospitalisation as 

it ensures continuity of care (J. Y. Li, Yong, Hakendorf, Ben-Tovim, & Thompson, 

2013; van Walraven, Seth, Austin, & Laupacis, 2002). Discharge documentation 

may however be incomplete as relevant patient information can be excluded 

(Sakaguchi & Lenert, 2015; Were et al., 2009). Although staff crosschecked patient 

valuables to ensure that their belongings were with them, a family carer reported that 

her father’s property had been mislaid during a ward transfer. Findings from a 

previous study indicated that staff did not assist patients in the packing of their 

personal property on discharge (Hegney et al., 2002). Another study on discharge 
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planning, however, educated staff to assume responsibility for the packing of 

patients’ personal items (Gray, Santiago, Dimalanta, Maxton, & Aronow, 2016). 

Family carers mentioned how valuable specialist dementia wards and nurses were to 

patients. Previous research has found that the use of specialist nurses helped to 

improve the discharge process because of their ability to manage challenging 

behaviours (Elliot & Adams, 2011). Dementia specialist nurses could also take a 

more active role in the discharge planning process by following-up discharged 

patients and working with other members of the multi-disciplinary team (P. Griffiths, 

Bridges, Sheldon, & Thompson, 2015). Family carers highlighted concerns in this 

study ranging from patients receiving inadequate care to the incorrect constitution of 

a patient’s medication. A previous study has categorised patient complaints into 

three groups: those that are clinical in nature, those that relate to managerial issues, 

such as waiting list delays, and those that involve the experiences of patients 

(Reader, Gillespie, & Roberts, 2014). Also, there is the issue of inadequately 

addressing the complaints of patients regarding the hospital care that they receive 

(Skär & Söderberg, 2018). Family carers met with staff to discuss social care 

arrangements and discharge destination. Whilst one carer was satisfied with the 

progress of the discharge meeting, two carers were dissatisfied. This was because 

one carer felt that the meeting was aimed at discharging the patient quickly rather 

than emphasising the patient’s interest whilst the other carer did not fully understand 

the acronyms used at the meeting. A well organised discharge meeting involves 

helping the patient to formulate questions before the start of the meeting and making 

sure that patients have understood the purpose of the meeting by asking for a 

summary of the points that have been discussed (Bångsbo, Dunér, & Lidén, 2014).  

It is also important to encourage patients to actively contribute towards discharge 

meetings by allowing them to provide staff with the necessary information needed to 

make the most appropriate discharge decision (Schoeb, Staffoni, & Keel, 2019).  

Two family carers felt that making medical information electronic could reduce 

unnecessary repetition of information. It was also believed to have the potential of 

making it easier for carers to ascertain proposed medical interventions. Although the 

use of electronic medical records could help researchers to improve the health 

outcomes of patients, there are several disadvantages such as the cost associated with 

its use alongside possible security risks (Menachemi & Collum, 2011).  
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In relation to equipment, staff felt that it was necessary to discharge patients with 

equipment that they had used in hospital as they had become familiar and adapted to 

its use. Family carers and staff stated that patients used hospital equipment at home. 

It was felt that telecare (remote care packages for those living alone) could be used 

to support patients in the home environment. It is therefore necessary to train staff on 

these type of interventions (Guise & Wiig, 2017). There is the need to train family 

carers and patients too.  

 

5.27) Implications for policy and practice 

Acute hospitals are there to make people better or to make them as comfortable as 

possible if death is inevitable. It is clear from the research that coming into hospital 

can compound the experience of dementia. The hospitals are clearly not always 

serving the needs of dementia patients and the family carers. The outcomes appear at 

times to serve the institution rather than the patient.  

 

It appeared that some carers were satisfied with the care provided to their relatives 

whilst others were not. Hospitals comprise of health professionals, patients and 

family carers. However, there are competing vested interest.  Staff do not use a 

systems approach in the prevention of falls and discharge planning. Staff are, 

however, guided by a discharge checklist and falls protocol (see Appendix 13 and 

14). A systems approach to falls and discharge planning may create a better 

environment because it is uses a holistic approach. However, it is difficult for staff to 

embed this in their practice because of the busy nature of acute settings. There is 

little time given to the bigger picture. A systems approach brings the whole resource 

of the hospital together for the patient and family. It therefore has the potential to 

improve patient care.  

Policy makers can provide staff with training on how to prevent falls and improve 

the discharge planning process through a systems approach. This training could be 

provided online or face-to-face. It would be helpful if staff on the ward felt that their 
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contribution was valued and important. Staff need to be incentivised to adopt a 

systems approach to care. In essence, this will only happen if staff own the value and 

contribution that a systems approach could make.  

 

Findings from this research need to be fed back to practitioners on the ward. This is 

the goal of many academic research studies. However, we know in practice this does 

not often happen. A systems approach is a practical method to patient-centred care. I 

would like to see its natural use on the wards through a digital tool (i.e. an App 

(Application)). A true embodiment of a systems approach would encourage a full use 

of such an App by the multi-disciplinary team and include access by family carers 

(with usual safeguarding protocols in place). This would encourage transparency and 

empower principal carers of dementia patients.   

 

5.28) Contribution to knowledge 

By interviewing staff and carers, I have used the work of E. Edwards (1972), 

Hawkins (1987) and Zecevic et al. (2007)  (which was originally focused on aircraft 

safety and falls within  the community) to explore how to improve the dementia 

patient’s experience in an acute hospital. I have expanded on their work by showing 

that patient (e.g. frailty), staff (e.g. teamwork) and carers (e.g. stress) characteristics 

affect the discharge planning process and falls. I have also illustrated how the 

hospital environment affects falls and discharge planning. My research has shown 

that the various components of the system (people, policies, equipment and 

environment) interact to influence patient outcomes. I have grouped the following 

subthemes (policies, equipment and the physical environment) under the hospital 

environment because they contribute towards the ward atmosphere. Whereas falls 

was influenced by policies, equipment and the physical environment, discharge 

planning was only influenced by policies and equipment. Issues regarding the 

discharge lounge as a physical environment were not raised. Three novel themes and 

subthemes emerged from the staff and carer interviews regarding falls. These were: 

the use of equipment in relation to falls, reliance on others and inadequate care. 

Previous studies have focused on the perception of staff in relation to the reduction 
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of falls (Ayton et al., 2017; Burgon et al., 2019). I have created new knowledge by 

looking at the perceptions of carers in relation to the reduction of falls amongst 

patients with dementia in hospital.  The novel themes and sub-themes generated 

from the staff and carer interviews on discharge planning is as follows: 

Understanding your patient, Attitudes on policy and the use of hospital equipment. 

Prior studies have examined the perception of patients with dementia, staff (Emmett 

et al., 2013, 2014; Poole et al., 2014) and family carers (M. Bauer, Fitzgerald, & 

Koch, 2011; M. Bauer, Fitzgerald, Koch, et al., 2011; Emmett et al., 2013, 2014; 

Poole et al., 2014) in relation to the discharge process. I have broadened current 

understanding on this issue by addressing it from a systems perspective. 

    

5.29) Strengths and Limitations of the qualitative study 

A major strength of this study was the large sample size of 52 carers and staff on 

acute medical wards. Interviews with staff and carers ensured that wide ranges of 

views were sampled. Another strength of the study was the wide range of 

professionals interviewed (three staff nurses, six healthcare assistants, three dementia 

and delirium specialist nurses, one occupational therapist, one specialist nurse in 

Parkinson’s disease, one discharge co-ordinator, four deputy sisters and one assistant 

practitioner).  

 

As the data from the qualitative study were obtained from a single hospital within the 

UK, the results may not be applicable to other environments (Callahan et al., 2012; 

Tropea et al., 2016). In order to transfer findings from both qualitative and 

quantitative projects, Polit and Beck (2010) argue for the need of researchers to 

repeat the studies in different environments and incorporate the results obtained from 

a review of relevant literature into clinical practice. Other limitations of the current 

study are: the absence of the views of patients with dementia, the lack of 

observational data to support the findings from the interviews and insufficient 

information obtained about the patient journey (i.e. patient experience from 

admission to discharge).    

 



247 
 

5.30) Conclusion 

The researcher obtained information regarding the experiences of carers and staff on 

how to reduce falls and improve discharge planning amongst patients with dementia. 

The next chapter seeks to develop a support bundle to help improve the care on the 

wards.  
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Chapter 6 

Development of a falls and discharge planning support bundle 

6.1) Introduction 

A bundle has been defined as “a small set of evidence-based interventions for a 

defined patient segment/population and care setting that, when implemented 

together, will result in significantly better outcomes than when implemented 

individually.” (Resar, Griffin, Haraden, & Nolan, 2012, p. 2). Examples of care 

bundles include a bundle to assist clinicians in the use of ventilator equipment 

(Institute for Healthcare Improvement, 2012) and those for central venous lines (Ista 

et al., 2016). The ventilator associated pneumonia bundle was developed from a 

review of previous literature (Institute for Healthcare Improvement, 2012). After 

identifying the relevant literature in regards to the problem that the support bundle is 

addressing, it is necessary to pilot the bundle (Borgert, Binnekade, Paulus, Goossens, 

& Dongelmans, 2017). Other documents providing guidance for practitioners are 

referred to as clinical pathways. These outline key evidenced based actions which 

are to be used by hospital staff in order to provide quality patient care (Lawal et al., 

2016). Clinical guidelines are recommendations aimed at improving patient care 

(Rotter, Kinsman, James, Machotta, & Steyerberg Ewout, 2012; Tetreault et al., 

2019). Clinical protocols are formal adopted methods of care which specify a clear a 

inclusion and exclusion list of expectation required for the care of a specific patient 

group (Prasad, Christie, Bellamy, Rubenfeld, & Kahn, 2010). I chose to develop a 

bundle as opposed to clinical guidelines, protocols or pathway because of their 

ability to ensure that consistent care is given to patients on the wards, if properly 

applied (Rello, Chastre, Cornaglia, & Masterton, 2011). The support bundle I have 

developed is simple to use and addresses the key concerns of the various 

stakeholders in dementia care.    

 

6.2) How was the support bundle developed? 

I identified that falls and discharge to a care home were affecting the length of 

hospital stay of patients with dementia. I therefore interviewed staff and carers about 

their views on how to reduce falls and improve the discharge planning process. I 
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developed the support bundle by extracting the key points from the findings and 

compiled them into a list of points that could be used by staff to improve the care of 

patients with dementia on the ward. The key points for falls centred on: nutrition, 

sleep, pain, medication, physical activity, environmental hazards, mobility aids, one-

to-one nursing, training, liaising with the falls team and the minimisation of ward 

transfer. The key points for discharge planning centred on: discharge assessment, 

discharge planning meetings, funding arrangements, GP/social services/community 

team referrals, visit to patients’ homes or care homes, delivery of patient equipment 

to their home, patient medication, patients’ property, discharge summary and 

arrangements for patient transport.  

 

6.3) Evidence for the falls support bundle and tasks to be undertaken by staff 

A. Encourage patients with dementia to eat their meals.  

Supporting evidence: Malnourishment could lead to falls (Julius et al., 2015; 

Lackoff et al., 2020). The incidence rate ratio for malnourishment in the 

service evaluation was 1.163 (p=.037). Findings from the qualitative 

interviews indicated that carers assisted their relatives at meal times. Two of 

the carers felt that hospital staff were too busy to provide nutritional care for 

patients with dementia.  

 

What needs to happen: Staff need to clearly identify patients that require 

assistance during mealtimes. Staff should encourage relatives and volunteers 

to help with mealtimes. If there are patients without families /carers who 

require assistance with their meals, ward staff should ensure this happens and 

document the activity in the patient care notes. 

 

B. Create an atmosphere that encourages patients with dementia to sleep.  

Supporting evidence: People who experience poor sleep quality are likely to 

fall (Eshkoor et al., 2013). Findings from the qualitative study indicated that 



250 
 

some patients slept during the day and remained awake at night. This made it 

impossible for carers to interact with patients during normal visiting hours. 

 

What needs to happen: Ensure that the lighting on the wards is dimmed at 

night-time (outside visiting hours). Ensure that staff are available to assist 

patients who require the toilet during the night. For patients who are unable 

to sleep at night, ask carers if they have any bedtime rituals. These should be 

recorded in their care notes. Optimise sleep hygiene and administer any 

sleeping medication. If there are nursing interventions, which assist the 

patient to sleep, document these in their case notes alongside possible reasons 

why they remain active at night (sundown syndrome: heightened confusion 

during the evening and night hours). 

 

C. Assess and manage both verbal and non-verbal expression of pain.  

Supporting evidence: Pain is a predictor of falls (Stubbs et al., 2014). People 

with dementia may underreport their experiences of pain (Oosterman et al., 

2014). There is the need to use observational pain assessment instruments 

like the ‘Abbey Pain Scale’ (Abbey et al., 2004). A carer in the qualitative 

study stated that her husband could not walk far because he had knee pain.  

 

What needs to happen: If a patient condition is associated with pain (e.g. 

arthritis), an immediate referral to clinicians to ensure a review of pain relief 

is made. Ask carers for the patient non-verbal expression of pain signs, if the 

patient has communication difficulties. Identify physiological symptoms of 

pain such as changes in vital signs. Bring to the attention of medical staff the 

physiological symptoms of pain.   

 

D. Review patients’ medication.  

Supporting evidence: The use of psychotropic and hypnotic medication has 

been associated with the prevalence of falls (Hayakawa et al., 2014). Staff in 

the qualitative study reported that falls could result from postural 

hypotension and the side effects of medication.   
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What needs to happen: It is the responsibility of ward staff to create a 

supportive environment where staff, patients and carers can bring to the 

attention of medical staff the need to review patient medication, if necessary. 

Raise awareness on the types of medication that increases the patient’s risk of 

falls. There is also the need to educate staff on how polypharmacy increases 

the susceptibility of an individual to falls (Dhalwani et al., 2017). 

 

E. Encourage physical activity.  

Supporting evidence: A previous study has found patient engagement in 

physical activity to be beneficial in the prevention of falls (Allan et al., 2009). 

Staff in this study stated that encouraging mobility was a falls prevention 

measure. However, staff needed to balance the positive benefit of the 

freedom of mobility with the increased risk of a hospital acquired infection. 

 

What needs to happen: Check patient notes to ensure appropriate 

physiotherapist referrals have been made. Encourage patients to exercise 

whilst sitting or lying down. If appropriate, carers should be encouraged to 

support their relatives to mobilise on the ward. Volunteers could help people 

with dementia to exercise or support them in attending an activity.   

 

F. Ensure that the environment is free from hazards (e.g. hanging wires 

and clutter).  

Supporting evidence: Previous research has found the use of inappropriate 

footwear and inadequate lightning to be associated with falls (S. Eriksson et 

al., 2009). Staff in the qualitative study stated that making sure that the bed 

space had adequate lighting and was free from clutter was necessary to 

prevent falls. 

 

What needs to happen: Declutter the patient bedside environment (e.g. 

hanging wires and items that may cause slips). Ensure patient has appropriate 

footwear. Provide adequate lighting on the ward.   
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G. Ensure that patients are familiar with their mobility aids. 

Supporting evidence: The use of mobility aids alongside physical activity 

could help to reduce falls (Graafmans et al., 2003). Staff in the qualitative 

study stated that the right mobility aids together with the use of low beds, bed 

levers and commodes could reduce falls. Furthermore, being familiar with the 

patient enabled staff to understand their movement pattern and made them 

aware of the type of walking aids that they use. 

 

What needs to happen: Support patients to use the equipment that has been 

provided by the hospital. The medical equipment department needs to train 

staff and competently assess their ability to operate hospital equipment.      

 

H. Provide one-to-one nursing for patients who are at high risk of falls. 

Supporting evidence: Staff felt that the provision of one-to-one nursing for 

patients who were at risk of falls was effective (Ayton et al., 2017). Eleven 

staff members in the qualitative study stated that the main methods used to 

prevent falls on the ward was observation and one-to-one nursing.  

 

What needs to happen: Identify patients who need one-to-one support. 

Request additional staffing from the ward manager and consider group 

supervision of patients. Assess the potential for the use of trained volunteers 

to observe patients and offer one-to-one support (Giles et al., 2006).   

 

I. Provide training for patients, staff and carers.  

Supporting evidence: Previous research has found that patient education in 

addition to staff training helped to reduce falls (Hill et al., 2015).  The 

training of staff was seen to be important for the reduction of falls in the 

qualitative study. Training of staff equips them with the knowledge required 

to identify falls risk and mobilise patients safely. Staff training included the 

following: manual handling, falls champions and dementia education. Staff in 

the qualitative study trained family members on how to use special 

equipment, mobilise patients and assist a patient who had fallen. A carer 
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spoke about the time he spent training staff to the idiosyncrasies of his 

father’s use of a standing aid. 

 

What needs to happen: Ward managers must give staff time to complete their 

online training modules. The hospital needs to provide practical face-to-face 

falls training for staff.  Staff need to listen to and include carers if they wish 

to be involved in meeting the continuing needs of the patient.  

                      

J. Liaise with the falls team. 

Supporting evidence: Previous research has indicated that teamwork is vital 

in the prevention of falls (Dykes et al., 2009). Findings from the qualitative 

study indicated that staff felt it was necessary to support new members of 

staff by giving them a detailed handover, which helped to address the needs 

of patients. Other elements of a good handover involved staff identification 

of patients who were at risk of a fall, together with the circulation of 

instructions regarding the safe mobilisation of patients on the wards. Staff 

felt that it was necessary to obtain help from their direct line manager when 

they were faced with difficulties in the reduction of falls. Staff contacted the 

falls resource team to help them with the reduction and management of falls. 

 

What needs to happen: Staff should refer patients with dementia who are at 

risk of falls to the falls resource team; it is also imperative that the wards’ 

responsibility is taken seriously. Staff need to indicate on their hand-over 

sheet, patients who are at risk of falls. Staff training should highlight the 

benefits of a team-based approach to the prevention of falls.   

 

K. Minimise ward transfer. 

Supporting evidence: Transferring patients between wards could make them 

vulnerable to falls (Kanak et al., 2008; Toye et al., 2019). Staff in the 

qualitative study stated that as part of hospital procedures, patients were 

moved from assessment units to short and long stay wards. This, according to 

staff, results in the hospital experience of patients with dementia to be even 

more unsettling. Three carers said that transfer between wards could unsettle 

the patient and cause agitation as well as disorientation. Furthermore, ward 
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transfers result in the patient having to encounter new staff and another 

unfamiliar ward environment. One carer reflecting on this subject stated that 

such transfers were inevitable because patients were moved between wards 

depending on the needs of the hospital (i.e. whether they are staying in 

hospital for a short or long period). This practice is not patient focused and 

seems to serve the needs of the institution rather than the patient. 

 

What needs to happen: the bed management team should endeavour to put 

patients with a diagnosis of dementia on a special pathway in regards to the 

allocation of beds to ensure that transfer between wards is minimised.   
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Table 9: The falls support bundle as staff would see it 

Patient’s name 

Day of admission 1 2 3 4 

A) Encourage patients with dementia to eat their 

meals. Completed by: 

Staff 

Carer 

Patient 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

B) Create an atmosphere that encourages patients with 

dementia to sleep. Completed by: 

Staff 

Carer 

Patient 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

C) Assess and manage both verbal and non-verbal 

expression of pain. Completed by: 

Staff 

Carer 

Patient 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

D) Review patients’ medication. Completed by: 

Staff  

 

☐ 

 

☐ 

 

☐ 

 

☐ 

E) Encourage physical activity. Completed by 

Staff 

Carer  

Patient 

 

 

☐ 

☐ 

☐ 

 

 

☐ 

☐ 

☐ 

 

 

☐ 

☐ 

☐ 

 

 

☐ 

☐ 

☐ 
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Patient’s name 

Day of admission 1 2 3 4 

F) Ensure that the environment is free from hazards. 

Completed by: 

Staff 

Carer 

Patient 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

G) Ensure that patients are familiar with their mobility 

aids. Completed by: 

Staff 

Carer 

Patient 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

H) Provide one-to-one nursing for patients who are at 

high risk of falls. Completed by: 

Staff 

Carer 

 

 

 

☐ 

☐ 

 

 

 

☐ 

☐ 

 

 

 

☐ 

☐ 

 

 

 

☐ 

☐ 

I) Provide training for patients, staff and carers. 

Completed by: 

Staff 

 

 

☐ 

 

 

☐ 

 

 

☐ 

 

 

☐ 

J) Liaise with the falls team. Completed by: 

Staff 

 

☐ 

 

☐ 

 

☐ 

 

☐ 

K) Minimise ward transfer. Completed by: 

Staff 

 

☐ 

 

☐ 

 

☐ 

 

☐ 
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6.4) Evidence for the discharge planning support bundle and tasks to be 

undertaken by staff 

 

A. Assess the dementia patient’s discharge destination (e.g. home with or 

without a care package, nursing or residential home) with patient and 

family carers.  

Supporting evidence: The incidence rate ratio for discharge to a care home 

was 2.443 (p=.000) in the service evaluation. This showed that participants 

who were discharged to a care home were 2.4 times more likely to stay in 

hospital for a longer period than those who were not going to a care home. 

This finding could be due to the discharge assessments that staff made during 

the patients’ hospital stay. Staff in the qualitative study used care diaries and 

behaviour charts to document the amount of care that a patient required 

during their hospital admission. This was completed in order to make 

appropriate decisions regarding their discharge destination. The decisions 

regarding the location of patients on discharge were also arrived at after staff 

simulated care packages on the ward. A carer spoke about how social 

workers assess patients to ascertain whether they are suitable to go back 

home with a care package or go to a care home. Furthermore, after 

hospitalisation a patient was reassessed to determine whether she could return 

to her assisted living residence. Physiotherapists conduct mobility 

assessments in the hospital or home environment to inform patient care. It is 

worth noting that there is not a consistent approach in the level of 

involvement that staff give to patient/carers in discharge decisions (Lord et 

al., 2016). 

 

What needs to happen: Simulate care packages that patients with dementia 

will receive in their homes on the ward. Document in the patient care notes 

the amount and type of care that is required following the ward’s simulation.   
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B. Arrange a discharge planning meeting with family.  

Supporting evidence: Staff stated that multi-disciplinary team meetings for 

discharge were held on a daily basis during weekdays. Best interest meetings 

for discharge planning involved the multi-disciplinary team and patient 

advocates or family members. Two carers met with staff to discuss the 

discharge destination of their relatives. A carer had a positive experience at 

the multi-disciplinary team meeting. She felt that the discussion with hospital 

staff about a nursing home placement for her husband went well. A carer who 

attended a multi-disciplinary team meeting highlighted the competing 

agendas of the hospital, patient, carer and social worker. The carer felt that it 

was not necessarily the patient’s interest that was the focus but rather the 

hospital’s need to discharge the patient quickly. Another carer had difficulties 

understanding the acronyms that were used in a multi-disciplinary team 

meeting. In order to ensure that patients benefit from discharge planning 

meetings, they have to be encouraged to formulate questions before the 

meeting and also asked to summarise the points that have been raised during 

the meeting (Bångsbo et al., 2014). 

 

What needs to happen: Arrange a ‘round table’ meeting with staff, patient 

and family carers to discuss the patient’s discharge destination. Explain to 

carers and patients all the hospital acronyms as and when used in the 

discharge planning process. 

 

C. Discuss funding arrangements with family. 

Supporting evidence: According to staff, the costs associated with a nursing 

home placement could be very high. Another member of staff stated that 

family carers often do not have an understanding of the funding streams, 

which may or may not be available to them. Two carers stated that costs for 

nursing home placements and packages of care were expensive. A carer 

stated that she had been provided with details of the funding streams that 

were available to them. Another carer had a meeting with staff to discuss the 

funding arrangements of social care on discharge. It is worth noting that costs 
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associated with nursing home placements are higher than care packages 

(Knapp et al., 2016). There is a great deal of confusion around funding and 

the actual cost of care packages and nursing home placement. There is a lack 

of transparency in the process.  

 

What needs to happen: Arrange a round table meeting with staff, patients and 

family carers to discuss the funding streams that are available to patients. 

Staff should discuss the positives and negatives associated with each funding 

stream with the family. This approach provides a better way of educating 

patients and carers of the funding stream that is available to them. For 

patients without family, involve the Independent Mental Capacity Advocate 

in such discussion. 

 

D. Refer patients to GP, social services or community teams.                                                  

Supporting evidence: Staff in the qualitative study felt that it was necessary 

to liaise with other services. This included contacting the Community Mental 

Health Teams as well as the Intermediate Care Service for Dementia to 

support the discharge of patients. A carer had been waiting for two months 

for assistance from social services. Another carer said that their experience of 

social services had been positive in that certain resources had been provided. 

The involvement of community teams could range from telephone calls to 

home visits made by the nurse etc. (Guerin et al., 2013). 

 

What needs to happen: Nursing staff must check the patient care notes to 

ensure that they have been referred to the appropriate community team. If 

this action has not been completed, staff should take the necessary action of 

referring the patient and document this. This action should be completed as 

soon as the patient has been declared fit for medical discharge. 

 

E. Arrange a visit to patients’ homes or care homes. 

Supporting evidence: Carers in the qualitative study visited care homes to 

ascertain the suitability of a placement. Care homes sometimes refused to 

accept patients because they could not cater for challenging behaviour and 

complex needs. According to staff in the qualitative study, home visits were 
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made by the Occupational Therapist to ensure that discharges to the home 

environment were viable. Another reason for conducting home visits was to 

train carers and offer advice. A previous research stated that the Occupational 

Therapist visited patient homes in order to make recommendations on how 

their home environment could be modified to accommodate their illness 

(Wilson et al., 2012).  

 

What needs to happen: signpost carers to possible care homes by providing 

them with a neutral broker. Encourage carers to visit care homes. 

Occupational Therapists need to find a convenient time to visit a patient’s 

home to ascertain its suitability for discharge. For patients living with carers, 

the home visit could be arranged virtually to ensure convenience and 

efficiency.  

 

F. Ensure the delivery of patient equipment to their home.  

Supporting evidence: Staff thought it necessary to have patients discharged 

with the same mobility aids that they had become used to in the hospitals 

when they are discharged. This ensures patient familiarity with hospital 

equipment. The hospital Occupational Therapist supplied patients with the 

right equipment in their homes and on the wards. As part of hospital 

discharge planning, staff had to visit patients in their homes to ensure that 

there was enough space for incoming hospital equipment. Staff stated that the 

next day delivery of hospital equipment to a patient’s home in Dorset had 

been achieved suggesting that fast track delivery was possible. Carers spoke 

about using the following equipment for patients in their homes: hospital 

beds, commodes, wheel chairs, handrails, ramps, seats and Zimmer frames. 

 

What needs to happen: Nursing staff should provide written details of the 

types of equipment used by the patient in hospital. Visit the patient’s home to 

ensure that there is adequate space for the equipment that they need. Ask the 

Occupational Therapy Team to order and ensure the timely delivery of 

equipment.   
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G. Review patients’ medication. 

Supporting evidence: A carer in the qualitative study stated that liquid 

medication was dispensed instead of tablets. Staff dispensed liquid 

medication because of the patient’s swallowing difficulties. He therefore 

arranged for the GP to change the medication to a more appropriate method 

enabling his relative to take her medication by herself at home. Another carer 

spoke of how her relative was discharged with tablets instead of liquid 

medication. 

 

What needs to happen: Staff may need to liaise with patients and carers in 

regards to the format of their discharge medication (i.e. liquid or tablet). They 

also have to liaise with clinicians and pharmacists regarding the medication 

required by patients. 

 

H. Ensure patients’ property is with them (e.g. equipment and valuables).  

Supporting evidence: Staff in a previous study did not assist patients with the 

packing of their belongings (Hegney et al., 2002). Staff in this qualitative 

study sometimes neglected to include in the patient’s belongings their 

Zimmer frames that they had used whilst in hospital. A carer stated that her 

father’s property was mislaid when he was transferred between wards.  

 

What needs to happen: If patient is mobile, nursing staff should encourage 

them to assemble their belongings. Otherwise, give assistance as necessary. 

Ask carers to ensure that all items have been taken.  

 

I. Print patients’ discharge summary and give a copy to the patient or 

carer.  

Supporting evidence: Previous research has found that the timely receipt of 

the discharge summary by the patients’ GP ensures continuity of care (J. Y. 

Li et al., 2013; van Walraven et al., 2002). A carer in the qualitative study 

stated that he had not received a discharge letter for his mother’s previous 

admission. 
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What needs to happen: Provide a copy of the discharge letter to the patient, 

carer and GP. If there are no family carers involved, provide it for patient.  

 

J. Arrange transport.  

Supporting evidence: Staff in the qualitative study stated that there were 

instances where the transport booked to take the patient to their home did not 

arrive. 

 

What needs to happen: Staff must ensure that patient transport is booked in a 

timely manner. If patient or family carers can make appropriate travel 

arrangements, they should be encouraged to do so. 
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Table 10: The discharge support bundle as staff would see it 

Patient’s name 

Day of admission 1 2 3 4 

A) Assess the discharge destination with patient and 

family carers.  Initiated by: 

Staff 

Carer 

Patient 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

B) Arrange a discharge planning meeting with family. 

Initiated by: 

Staff 

Carer 

Patient 

 

 

☐ 

☐ 

☐ 

 

 

☐ 

☐ 

☐ 

 

 

☐ 

☐ 

☐ 

 

 

☐ 

☐ 

☐ 

C) Discuss funding arrangements with family. 

Initiated by: 

Staff 

Carer 

Patient 

 

 

☐ 

☐ 

☐ 

 

 

☐ 

☐ 

☐ 

 

 

☐ 

☐ 

☐ 

 

 

☐ 

☐ 

☐ 

D) Refer patients to GP, social services or community 

teams. Initiated by: 

Staff 

 

 

☐ 

 

 

☐ 

 

 

☐ 

 

 

☐ 

E) Arrange a visit to patients’ homes or care homes. 

Initiated by: 

Staff 

Carer 

Patient 

 

 

☐ 

☐ 

☐ 

 

 

☐ 

☐ 

☐ 

 

 

☐ 

☐ 

☐ 

 

 

☐ 

☐ 

☐ 
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Patient’s name 

Day of admission 1 2 3 4 

F) Ensure the delivery of patient equipment to their 

home. Initiated by: 

Staff 

Carer 

Patient 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

 

 

 

☐ 

☐ 

☐ 

G) Review patients’ medication. Initiated by: 

Staff 

 

☐ 

 

☐ 

 

☐ 

 

☐ 

H) Ensure patients’ property is with them. Initiated by:  

Staff 

Carer 

Patient 

 

 

☐ 

☐ 

☐ 

 

 

☐ 

☐ 

☐ 

 

 

☐ 

☐ 

☐ 

 

 

☐ 

☐ 

☐ 

I) Print patients’ discharge summary and give a copy 

to the patient or carer. Initiated by: 

Staff 

 

 

☐ 

 

 

☐ 

 

 

☐ 

 

 

☐ 

J) Arrange transport. Initiated by: 

Staff 

 

☐ 

 

☐ 

 

☐ 

 

☐ 
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6.5) Comparison of the falls and discharge support bundles with current 

policies 

I am looking at an addition to existing policies in the Trust rather than 

creating a new protocol or guideline. An illustrated summary of the falls and 

discharge bundles has been provided in Appendix 15 and 16. The current 

checklist for the reduction of falls and discharge is a comprehensive 

document. The Royal Bournemouth Hospital falls prevention policy (see 

Appendix 14) consists of the following: ‘risk assessment, medication, blood 

pressures, patient leaflet, bed rails, low beds, footwear, post-falls 

management, training and reporting’. This policy excludes important 

information such as: sleep, pain, physical activity and the minimisation of 

ward transfers. The input of patients’ carers in the prevention of falls is also 

excluded in the falls prevention policy.  

 

The Royal Bournemouth Hospital discharge policy seeks to involve carers in 

the discharge planning process. The discharge checklist comprised of the 

following: confirmation of address, communication with patient, family 

carers as well as the community teams, discharge conference, medication, 

circulation of the discharge summary, property checklist and removal of 

cannula.  The content of the support bundle that I developed can be found in 

the discharge checklist (see Appendix 13).   
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6.6) Falls and discharge planning App 

Figure 14: App 

  

 

From the evidence of the staff and carers interviews, patients and carers 

encounter inconsistency, frustration and at times a poor patient experience. 

The reality is that health professionals who are serving the institutions that 

they represent complete the forms. A true systems approach allows the whole 

team to contribute to both the discharge and falls prevention processes. That 

team must therefore include, most importantly, the patients and their carers. 

The way forward could be the development of a digital App, where the team 

members and again most importantly patients (if they have capacity) and 

their recognised carers all contribute to this process (falls prevention, 

discharge planning). Simply put, all would login to the digital App and 

contribute whether that be by typing the information and (this is especially 

for patients and carers) digitalising their contribution via voicemail access 

etc. so that their comments and contributions could be included, easily (See 

diagram above). 

 

 

Falls/Discharge 
planning App

Recognised 
Carers

StaffPatient
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Figure 15: The relationship of the falls support bundle and a systems 

theory generated from the work of Zecevic et al. (2007), Hawkins (1987) 

and E. Edwards (1972) 
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Figure 16: The relationship of the discharge support bundle and a 

systems theory generated from the work of Zecevic et al. (2007), 

Hawkins (1987) and E. Edwards (1972) 
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6.7) Conclusion 

I have developed a discharge and falls support bundles. The contents of the 

bundles were based on my qualitative interviews and the literature review. I 

have presented a graphical display of the support bundles. I then compared 

the support bundles with the existing falls and discharge policies. I have 

documented the relationship between the support bundles and a systems 

approach. The next chapter seeks to ascertain the acceptability of the falls 

and discharge bundles amongst people with dementia, their carers and staff.   
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Chapter 7 

Phase 3 (Online Survey) 

7.1) Introduction 

The aim of the online study was to ascertain the acceptability of the 

developed falls and discharge bundles by asking for the views of staff, carers 

and people with dementia. 

 

7.2) Study design 

The study design was a cross-sectional online survey. Participants were 

anonymous to the researcher. The online survey contained 20 items for the 

falls survey. The discharge survey contained 19 items. The researcher 

designed the questionnaire based on the findings from the interview study 

and the literature review.    

 

7.3) Ethics 

Ethical approval was obtained from the North West-Greater Manchester 

Central Research Ethics Committee by adding a non-substantial no study-

wide review required amendment to the original application made for the 

interview study. This was based on advice received from the research 

facilitator at the Royal Bournemouth and Christchurch Hospitals NHS 

Foundation Trust. I also obtained Confirmation of Continued Capacity and 

Capability from this same hospital. 

 

7.4) Recruitment 

The research was advertised on the Join Dementia Research platform from 

11th December 2020 to 31st January 2021. The target population for people 

with dementia was 4,861and that of the carers was 3,819. On 22nd December 

2020, the survey for staff was advertised on this website: 

(https://www.uhd.nhs.uk/news/our-publications/staff-bulletins/staff-bulletin-

22-december-2020). On 13th January 2021, the staff survey was re-advertised 

on the University Hospitals Dorset Facebook page with 10,548 followers: 

(https://m.facebook.com/story.php?story_fbid=2378066545673497&id=2236

93914444115). On 13th January 2021, the staff survey was re-advertised on 

University Hospitals Dorset Twitter page with 8,536 followers: 

https://www.uhd.nhs.uk/news/our-publications/staff-bulletins/staff-bulletin-22-december-2020
https://www.uhd.nhs.uk/news/our-publications/staff-bulletins/staff-bulletin-22-december-2020
https://m.facebook.com/story.php?story_fbid=2378066545673497&id=223693914444115
https://m.facebook.com/story.php?story_fbid=2378066545673497&id=223693914444115
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(https://mobile.twitter.com/UHD_NHS/status/1349389511822893057). On 

15th January 2021, the staff survey was re-advertised on this website: 

(https://www.uhd.nhs.uk/news/our-publications/staff-bulletins/staff-bulletin-

15-January-2021). I was unsuccessful at recruiting participants from the 

following organisations: Alzheimer’s Research, Age UK, Carers UK, 

Alzheimer’s Society and Dementia UK.  

 

7.5) Participants  

Participants for the hospital survey on the falls support bundle 

A total of 14 people consented to the staff survey on falls.  This comprised of 

12 staff who had worked with people who have dementia and two carers of 

people with dementia. Staff work experience ranged from 3 months to 27 

years. Thirteen people had either fallen or cared for someone who had 

experienced a fall.  

 

Participants for the hospital survey on the discharge support bundle 

A total of three people consented to the staff survey on discharge. This 

comprised of two staff who had worked with people who have dementia and 

one carer of a person with dementia. Staff work experience ranged from 3 

years to 11 years. All the three people had either been discharged or cared for 

someone who had experienced a hospital discharge.  

 

Participants for the Join Dementia Research survey on the falls support 

bundle 

A total of 38 people consented to the Join Dementia Research survey on falls.  

This comprised of eight persons with dementia, 29 carers of people with 

dementia and 5 staff who had worked with people who have dementia. The 

number of people who consented (38) is less than the total number (42) in the 

various categories (i.e. person with dementia, carer of person with dementia 

etc.) because respondents may have been eligible to tick more than one box. 

People with dementia had lived with the disease from 18 months to 5 years. 

Carers had been responsible for people with dementia from 18 months to 10 

years. Staff work experience could not be determined from the responses 

https://mobile.twitter.com/UHD_NHS/status/1349389511822893057
https://www.uhd.nhs.uk/news/our-publications/staff-bulletins/staff-bulletin-15-January-2021
https://www.uhd.nhs.uk/news/our-publications/staff-bulletins/staff-bulletin-15-January-2021
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because they did not indicate months or years. Fourteen out of the 38 people 

had either fallen or cared for someone who had experienced a fall. 

 

Participants for the Join Dementia Research survey on the discharge support 

bundle 

A total of 14 people consented to the Join Dementia Research survey on 

discharge.  This comprised of four persons with dementia, 10 carers of people 

with dementia and 2 staff who had worked with people who have dementia. 

The number of people who consented (14) is less than the total number (16) 

in the various categories (i.e. person with dementia, carer of person with 

dementia etc.) because respondents may have been eligible to tick more than 

one box. People with dementia had lived with the disease from 18 months to 

5 years. Carers experience could not be determined from the responses 

because they did not indicate months or years. Staff work experience could 

not be determined from the responses because they did not indicate months or 

years. Twelve out of the 14 people had either been discharged or cared for 

someone who had been discharged.  

 

7.6) Procedure 

The online questionnaire had sections on the background details of 

respondents such as the length of time that the person has lived with 

dementia. Participants were then presented with statements that reflect the 

contents of the support bundles and asked to explain and rate their answers. 

The rating of the answers were based on the following scale: strongly agree, 

agree, neutral, disagree and strongly disagree.    

 

7.7) Analysis 

I analysed the quantitative data by presenting the figures in a table. I 

immersed myself into the qualitative data by reading over it several times. I 

highlighted meaningful texts from the data produced. I then grouped similar 

items together and summarised this information. Contradictory views were 

also incorporated into my findings.    
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7.8) Findings 

The first set of results mainly relates to staff and then later for carers as well 

as patients with dementia. 

Table 11: Quantitative findings on the hospital falls survey 

Staff and carers rating of the falls support bundle 

Statement Strongly 

Agree 

Agree Neutral Disagree Strongly 

Disagree 

Total 

Statement 1 

(Meals) 

4 7    11 

Statement 2 

(Sleep) 

6 5    11 

Statement 3 

(Pain) 

7 3 1   11 

Statement 4 

(Medication) 

9 2    11 

Statement 5 

(Physical 

activity) 

11 1    12 

Statement 6 

(Hazards) 

9 3    12 

Statement 7 

(Mobility 

aids) 

8 4    12 

Statement 8 

(One-to-one 

nursing) 

8 2 2   12 

Statement 9 

(Training) 

9 2 1   12 

Statement 10 

(Falls team) 

6 2 4   12 

Statement 11 

(Ward 

Transfer) 

10 1 1   12 
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Statement 1: Encouraging patients with dementia to eat their meals can help 

to reduce falls. 

 

Qualitative findings:  

In favour of the support bundle point 

A staff member believed that adequate nutrition made patients feel settled. A 

member of staff and a carer believed that adequate nutrition helped to build 

the muscles of patients with dementia and provided them with energy. 

 

Further points being made 

A member of staff felt that hungry patients with dementia might leave their 

bedside and make their way to the kitchen in order to look for food.   

 

Statement 2: Creating an atmosphere on the ward that encourages patients 

with dementia to sleep and rest can help to reduce falls. 

 

Qualitative findings:  

In favour of the support bundle point 

A member of staff felt that inadequate sleep could result in tiredness, which 

can increase the risk of falls. Another staff member felt that having adequate 

sleep reduced mobility-related risk of falls.   

  

Further points being made 

A member of staff believed that patients who woke up during the night could 

feel disoriented to their environment. Another member of staff noted that 

patients with dementia might find it difficult to sleep because of their 

admission into an unfamiliar environment.  
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Statement 3: Assessing and managing both spoken and non-spoken 

expressions of pain can help to reduce falls amongst patients with dementia. 

 

Qualitative findings:  

In favour of the support bundle point 

A member of staff felt that patients with dementia who are in pain could pace 

around the ward and this could increase their susceptibility to falls. A 

member of staff felt that untreated pain could cause agitation and 

subsequently result in falls if the patient has problems with their mobility. A 

member of staff stated that patients with dementia who are in pain are likely 

to be unsettled and self-mobilise in an attempt to alleviate their symptoms, 

which could increase their risk of falls.  

 

Further points being made 

Another staff stated that pain could make it difficult to mobilise. Another 

member of staff felt that pain could exacerbate confusion.  

 

Statement 4: Reviewing the medication of a patient with dementia can help 

to reduce falls. 

 

Qualitative findings:  

In favour of the support bundle point 

Two members of staff felt that polypharmacy contributed towards falls. Two 

staff members felt that falls could be because of the side effects of 

medication. Two members of staff felt that the use of inappropriate 

medication could result in falls. An example of an inappropriate medical 

prescription given by a staff member is the use of haloperidol for treating the 

behavioural symptoms of dementia, which may be caused by untreated pain.  

 

Further points being made 

One member of staff suggested that the pharmacy was responsible for 

reviewing the medication of patients whilst another hospital staff noted that 

doctors or pharmacists could complete this task.  
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Statement 5: Encouraging physical activity amongst patients with dementia 

can help to reduce falls. 

 

Qualitative findings:  

In favour of the support bundle point 

Five members of staff felt that physical activity helped to strengthen the 

muscles of patients with dementia.  

 

Further points being made 

Two members of staff stated that falls had increased because of the 

temporary inactivity on the wards, which have been caused by Covid. 

 

Statement 6: Ensuring that the ward environment is free from hazards (e.g. 

hanging wires and clutter) can help to reduce falls amongst patients with 

dementia. 

 

Qualitative findings:  

In favour of the support bundle point 

According to a member of staff, patients can push trolleys and movable items 

left on the ward and this can cause them to fall.  

 

Further points being made 

A member of staff felt that a busy hospital environment could make the 

patient unsettled. Another member of staff stated that they could quickly de-

escalate difficult situations by reducing the amount of stimulation that the 

patient gains from their environment. 
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Statement 7: Ensuring that patients with dementia are familiar with their 

mobility aids can help to reduce falls. 

 

Qualitative findings:  

Further points being made 

A member of staff noted that patients could sometimes refuse to use their 

mobility aids. Another member of staff stated that patients should not share 

mobility aids. Three members of staff stated that patients should be familiar 

with their mobility aids and have these near to them so that they can have 

access to them. 

 

Statement 8: Providing one-to-one nursing for patients with dementia who 

are at high risk of falls can help to reduce falls. 

 

Qualitative findings:  

In favour of the support bundle point 

A member of staff felt that potential falls could be detected through one-to-

one nursing.  

 

Not in favour of the support bundle point 

A member of staff felt that one-to-one nursing could sometimes lead to falls 

if patients with dementia get frustrated when staff prevent them from 

mobilising on the ward. 

 

Further points being made 

Two members of staff felt that inadequate staffing levels made one-to-one 

nursing provision difficult. A member of staff felt that falls occurred when 

staff were on break or involved in multi-disciplinary team meetings. Two 

members of staff believed that staff providing one-to-one nursing needed 

regular breaks and formal handovers.   
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Statement 9: Training in falls prevention for patients, carers and staff can 

help to reduce falls amongst patients with dementia. 

 

Qualitative findings:  

Further points being made 

A member of staff felt that the training that they received on dementia care 

was inadequate. Another member of staff who provided dementia training 

felt that other colleagues working on the wards do not fully understand the 

needs of patients with dementia. 

 

Statement 10: Ward staff liaison with the hospital falls team can help to 

reduce falls amongst patients with dementia. 

 

Qualitative findings:  

Further points being made 

Two members of staff stated that they had not been involved with the falls 

team. Another member of staff felt that the falls team could increase their 

input to the training of ward staff. 

 

Statement 11: Minimising transfers of patients between wards can help to 

reduce falls amongst patients with dementia 

 

Qualitative findings:  

In favour of the support bundle point 

Two members of staff felt that ward transfers could contribute to falls. 

 

Further points being made 

Six hospital staff members thought that transferring of patients between 

wards caused disorientation and confusion. Two members of staff felt that the 

transfer of patients at night-time increased the behavioural symptoms of 

dementia.  
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Digital App (How would it reduce falls if a patient or/and their family carer 

was able to contribute to the process (i.e. reduction of falls) through logging 

into patient hospital notes via a digital App?) 

 

In favour of a Digital App 

A carer and a hospital staff stated that information obtained from the App 

could help staff to manage falls. Three members of staff felt that this idea 

would enable staff to ascertain the likes and dislikes of the patient, provide 

them with knowledge about their behaviours and give them background 

information. A staff believed that an App would make staff involve relatives 

in the provision of care, as they will be seen as members of the team.  

 

Not in favour of a Digital App 

A member of staff stated that they were not sure about the level of access that 

families would have in the implementation of a digital app. 

 

Falls reduction strategies 

Two members of staff felt that more staff were needed on the wards to reduce 

falls. Another member of staff stated that volunteers, falls champions and 

activity co-ordinators could be used to engage patients to reduce the 

mobility-related risk of falls. A hospital staff member stated that patients 

needed to be observed, given appropriate footwear, encouraged to mobilise, 

provided with their glasses and their hearing aids. This same respondent 

suggested that staff needed to have up-to-date manual handling training to 

enable them to safely mobilise patients. Another member of staff suggested 

that the regular use of pain relief, encouraging patients to use the toilet and 

the provision of person-centred care could help to reduce falls. 

 

Summary 

Both the quantitative and qualitative data suggested that staff generally found 

the contents of the support bundle acceptable. The training of hospital staff 

on falls needs to include issues identified in the support bundle to try to 

improve bedside practice.  
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Table 12: Quantitative findings on the hospital discharge survey 

Staff and carers rating of the discharge support bundle 

Statement Strongly 

Agree 

Agree Neutral Disagree Strongly 

Disagree 

Total 

Statement 1 

(Assessment) 

3     3 

Statement 2 

(Meeting) 

2  1   3 

Statement 3 

(Funding) 

2 1    3 

Statement 4 

(Referral) 

1  1   2 

Statement 5 

(Visit) 

2  1   3 

Statement 6 

(Equipment) 

2 1    3 

Statement 7 

(Medication) 

2 1    3 

Statement 8 

(Property) 

2 1    3 

Statement 9 

(Discharge 

Summary) 

2  1   3 

Statement 10 

(Transport) 

2 1    3 
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Statement 1: Assessing the dementia patient’s discharge destination (e.g. 

home with or without a care package, nursing or residential home) by 

hospital staff with the patient and family carers present can improve the 

discharge planning process. 

 

Qualitative findings:  

In favour of the support bundle point 

A carer and a member of staff felt that an assessment of the patient discharge 

destination was essential, and needed to be incorporated into everyday 

practice. An Occupational Therapist felt that it was important to assess the 

patient’s home environment in order to ensure a safe discharge. 

 

Statement 2: Arranging a discharge planning meeting with the dementia 

patient’s family in attendance can help to improve the discharge planning 

process. 

 

Qualitative findings:  

In favour of the support bundle point 

A member of staff felt that family involvement in discharge planning was 

necessary. 

 

Not in favour of the support bundle point 

Another member of staff felt that the involvement of families in the discharge 

planning process needed to occur in the following circumstances: when the 

patient demands this, in situations where the family had concerns about the 

process or if the discharge is complex in nature. This same member of staff 

stated that the involvement of family members in every single ward discharge 

could cause delays to the process.  

 

Further points being made 

A carer felt that they needed to be treated as partners and members of the 

team in the provision of care.  
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Statement 3: Discussing the nursing home and care package funding 

arrangements with the dementia patient’s family can help to improve the 

discharge planning process. 

 

Qualitative findings:  

Further points being made 

A member of staff felt that this was important for patients who are self-

funding their social care packages and those with complex needs.  

 

Statement 4: The referral of a patient with dementia made by hospital staff 

to their GP, social services or community teams can help to improve the 

discharge planning process. 

 

Qualitative findings:  

Not in favour of the support bundle point 

A member of staff felt that the involvement of multiple professionals makes 

the discharge process slower.  

 

Further points being made 

A carer felt that this should take place if the referral services are helpful. 

 

Statement 5: Arranging a hospital staff visit to patients’ homes or 

alternatively arranging a care home visit by relatives can help to improve the 

discharge planning process. 

 

Qualitative findings:  

Further points being made 

A member of staff stated that the discharge to assess guidelines mandates the 

need for Therapists to reduce their home visits and refer patients to the 

community therapy team for home visits.  

 

 

 



283 
 

 

Statement 6: Ensuring the delivery of equipment to the dementia patient’s 

home can help to improve the discharge planning process. 

 

Qualitative findings:  

Further points being made 

A member of staff felt that willing family members could collect hospital 

equipment. This same member of staff stated that temporary measures could 

be put in place when equipment is not immediately available.  

 

Statement 7: A clinical review of the dementia patient’s medication can help 

with the discharge planning process. 

 

Qualitative findings: There were no responses to this statement.  

 

Statement 8: Ensuring that the dementia patient’s property is with them (e.g. 

equipment and valuables) can help to improve the discharge planning 

process. 

 

Qualitative findings:  

Further points being made 

A carer stated that her mother’s hearing aids were misplaced.  

 

Statement 9: Printing the dementia patient’s discharge letter and giving a 

copy to the patient or carer can help to improve the discharge planning 

process. 

 

Qualitative findings: There were no responses to this statement.  

 

Statement 10: Arranging transport for the patient with dementia on their 

leaving hospital helps to improve the discharge planning process. 

 

Qualitative findings: There were no responses to this statement.  
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Digital App (How would it improve the discharge planning process if a 

patient or/and their family carer was able to contribute to the process (i.e. 

discharge planning) through logging into patient hospital notes via a digital 

App?) 

 

In favour of a Digital App 

A member of staff felt that this would be a good way of involving family 

members in patient care. A carer felt that this could be helpful. 

 

Not in favour of a Digital App 

A member of staff was unsure of the boundaries and parameters round the 

digital app when it comes to family access to the medical records of the 

patient. 

 

Strategies for improving the discharge planning process 

A carer and member of staff stated that adequate involvement of families in 

the discharge process could help to improve care. Another member of staff 

felt that the discharge process needs to be recognised as a collaborative 

procedure. 

 

Summary 

Noting the exception of statement 4, the majority of the participants 

quantitatively agreed with the contents of the discharge support bundle. 

Respondents felt that two aspects of the discharge bundle (i.e. involvement of 

family members and the multidisciplinary team) could cause delays. Another 

participant made mention of the fact that the discharge to assess guidelines 

encouraged the use of the Community Therapy Team for home visits. This 

means that ward staff would have to modify the contents of the discharge 

support bundle to suit their needs.  
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Table 13: Quantitative findings on the Join Dementia Research falls 

survey  

Staff, carers and persons with dementia rating of the falls support bundle 

Statement Strongly 

Agree 

Agree Neutral Disagree Strongly 

Disagree 

Total 

Statement 

1(Meals) 

12 16 9   37 

Statement 

2(Sleep) 

18 13 7   38 

Statement 

3(Pain) 

18 12 8   38 

Statement 4 

(Medication) 

18 12 5 1  36 

Statement 5 

(Physical 

activity) 

24 9 5   38 

Statement 6 

(Hazards) 

29 7 2   38 

Statement 7 

(Mobility 

aids) 

25 11 2   38 

Statement 8 

(One-to-one 

nursing) 

23 12 3 1  39 

Statement 9 

(Training) 

27 9 2   38 

Statement 

10  

(Falls team) 

18 12 7  1 38 

Statement 

11  

(Ward 

Transfer) 

22 6 8 1  37 
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Statement 1: Encouraging patients with dementia to eat their meals can help 

to reduce falls. 

 

Qualitative findings:  

Further points being made 

Two carers believed that inadequate nutrition caused weakness and two other 

carers believed this could cause dizziness. Whilst one carer stated that her 

mother left hospital underweight, another carer believed that nutritional 

interventions in hospitals are unlikely to make a difference as patients are in 

hospital for a short period. One carer and staff member stated that patients 

with dementia sometimes refused their meals. Three carers felt that patients 

with dementia were sometimes not assisted with their meals.  Two carers felt 

that adequate nutrition enhances the strength of bones. Five carers felt that 

good nutrition makes one strong and fit. One person with dementia and a 

carer believed that adequate nutrition prevented low sugar levels. A carer 

stated that maintaining adequate nutrition was important for her husband 

because he had diabetes and dementia. 

 

Statement 2: Creating an atmosphere on the ward that encourages patients 

with dementia to sleep and rest can help to reduce falls. 

 

Qualitative findings:  

In favour of the support bundle point 

A carer noted that his/her grandad had reduced falls after he was prescribed 

sleeping pills. A person with dementia and two carers stated that inadequate 

sleep could cause tiredness, which can increase the risk of falls. 

 

Further points being made 

Another carer stated that inadequate sleep could affect the individual’s 

standing and balancing capacity. A carer felt that inadequate sleep could 

cause delirium. A carer stated that excessive sleep and inactivity could lead 

to muscle wastage. A carer felt that sleep improves one’s physical health. 
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Another member of staff believed sleep enhances one’s mental health. 

Despite the benefits of sleep, a carer stated that hospital wards were noisy. 

Two carers therefore stated that it was necessary to create a calm atmosphere 

on the ward. A member of staff who was a carer suggested the use of sensor 

lights. Another carer proposed the use of calming music on the wards. 

Another carer felt that sleeping pills reduced one’s quality of life.  

 

Statement 3: Assessing and managing both spoken and non-spoken 

expressions of pain can help to reduce falls amongst patients with dementia. 

 

Qualitative findings:  

In favour of the support bundle point 

Two carers stated that untreated pain could cause agitation and subsequently 

lead to falls. A member of staff stated that untreated pain could cause 

frustration and result in falls.   

 

Further points being made 

A person with dementia and three carers stated that pain could affect safe 

mobilisation. A person with dementia and a carer stated that pain affected 

one’s ability to balance. A carer stated that his/her mother’s pain resulted in 

delirium. A carer stated that untreated pain could affect one’s ability to 

concentrate on mobility related tasks. Two carers stated that patients with 

untreated pain are likely to self-mobilise in order to relieve their symptoms. 

A member of staff who was a carer noted that pain assessment tools are 

hardly used on the wards. A carer felt that people with dementia are not given 

adequate pain relief even when their relatives bring this to the attention of 

hospital staff.  
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Statement 4: Reviewing the medication of a patient with dementia can help 

to reduce falls. 

 

Qualitative findings:  

In favour of the support bundle point 

A carer stated that medication balanced out the peaks and troughs of the 

disease and therefore reduced the risk of falls. A list of medications that 

carers felt could contribute to falls included: laxatives, benzodiazepines, 

blood pressure tablet, sleeping pills and anti-depressants. A carer mentioned 

that low vitamin D levels in the body could result in falls. Two carers felt that 

polypharmacy could increase falls risks. A person with dementia and a carer 

stated that the side effects of some types of medication includes dizziness, 

which can lead to falls.  

 

Further points being made 

Another carer stated that a side effect of some types of medication includes 

an alteration in balance. Two carers felt that inappropriate medication could 

lead to drowsiness.   

 

Statement 5: Encouraging physical activity amongst patients with dementia 

can help to reduce falls. 

 

Qualitative findings:  

Further points being made 

A member of staff who was a carer, an individual carer as well also stated 

that people with dementia are encouraged to sit down instead of exercising. A 

carer felt that people with dementia needed assistance with exercise whilst a 

person with dementia believed that they required encouragement. Two carers 

and a person with dementia suggested that exercises needed to be tailored to 

meet the requirement of the patient as they may have additional physical 

impairments. Eleven carers, a person with dementia and a member of staff 

believed that physical activity improved muscle strength. Four carers felt that 

physical activity was important for one’s mental well-being. A member of 

staff who was a carer, staff and five carers stated that physical activity 
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enhanced one’s stability. A member of staff who was a carer stated that 

physical activity reduced agitation. A carer stated that physical activity 

facilitates relaxation. Another carer felt that exercise reduced swelling of the 

feet.  

 

Statement 6: Ensuring that the ward environment is free from hazards (e.g. 

hanging wires and clutter) can help to reduce falls amongst patients with 

dementia. 

  

Qualitative findings:  

In favour of the support bundle point 

A person with dementia felt that walking sticks could be a potential tripping 

hazard. A member of staff who was also a carer felt that the remote controls 

for hospital beds were a tripping hazard because of the cable. This same 

person believed that hospital socks could cause falls if they are incorrectly 

fitted. A carer felt that flooring that resembled holes could contribute to falls.  

 

Further points being made 

Two carers stated that some people with dementia have visual difficulties and 

therefore required a hazard free environment. Two carers felt that some 

people with dementia might have poor spatial awareness.  

 

Statement 7: Ensuring that patients with dementia are familiar with their 

mobility aids can help to reduce falls. 

 

Qualitative findings:  

Further points being made 

A member of staff who was a carer and four carers felt that people with 

dementia might forget to use their mobility aids. A carer felt it was important 

to constantly remind patients with dementia to use their mobility aids. Two 

carers felt that it was difficult to introduce people with dementia to new 

mobility aids. A member of staff who was a carer and a carer stated that it 

was necessary to supervise the use of mobility aids. A staff and one carer 

mentioned the need to encourage and support patients with dementia to use 
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their mobility aids. A carer noted the need to ensure that mobility aids are 

easily accessible. A carer stated that it was necessary to make sure that 

patients with dementia are using correctly sized walking aids. 

 

Statement 8: Providing one-to-one nursing for patients with dementia who 

are at high risk of falls can help to reduce falls. 

 

Qualitative findings:  

In favour of the support bundle point 

A carer felt that one-to-one nursing would enable patients with dementia 

receive the assistance that they need in order to mobilise safely. Another 

carer felt that one-to-one nursing had multiple benefits: encouraging patients 

to eat their meals, engaging them in physical activity and putting in place the 

necessary measures required to prevent falls.  

 

Not in favour of the support bundle point 

A person with dementia, carer and a member of staff who was a carer felt that 

this approach was labour intensive. Three carers felt that this method was too 

expensive. A member of staff who was a carer stated that in principle this is a 

good idea. However if it was a tool to manage and control patient behaviour 

(e.g. insisting patient sits down all day) this would be inappropriate and 

unfair as patients are adults. 

 

Further points being made 

Two carers felt that one-to-one nursing needed to be provided by staff with 

specialist dementia knowledge for it to have an impact on falls. Another carer 

stated that willing relatives or trained volunteers could be used to provide 

one-to-one dementia care.   
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Statement 9: Training in falls prevention for patients, carers and staff can 

help to reduce falls amongst patients with dementia. 

 

Qualitative findings:  

In favour of the support bundle point 

A carer stated that staff needed to combine training with common sense in 

order to identify and reduce the risk of falls. 

 

Further points being made 

A carer felt that the training on falls was inadequate.  A person with dementia 

noted that falls training needed to be repeated on a regular basis. A member 

of staff who was also a carer stated that students should have mandatory 

placements on dementia units. A carer felt that unpaid carers should be 

provided with free falls training. Another carer stated that they were engaged 

in the supervision of physiotherapy exercises even though they had not 

received any training for this.    

 

Statement 10: Ward staff liaison with the hospital falls team can help to 

reduce falls amongst patients with dementia. 

 

Qualitative findings:  

In favour of the support bundle point 

Two carers felt that the falls team have specialist knowledge, which can be 

shared with ward staff. A carer felt that involving the falls team would ensure 

the introduction of necessary falls interventions. A member of staff stated 

that the involvement of multiple professionals in patient care was good. 

 

Not in favour of the support bundle point 

A carer said that there appeared to be limits with the falls team because they 

sent her husband home for falling too much. A person with dementia stated 

that an additional layer of staff on a high rate of pay is not valuable because 

patients with dementia need to have familiar faces.  
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Further points being made 

A member of staff who was a carer mentioned that staff turnover prevented 

continuity of care. A carer stated that the falls team needed to screen all 

patients immediately after admission. Another carer stated that there should 

already be a procedure in place for referring patients to the falls team.   

 

Statement 11: Minimising transfers of patients between wards can help to 

reduce falls amongst patients with dementia. 

 

Qualitative findings:  

Further points being made 

A person with dementia and seven carers stated that the transfer of patients 

between wards could result in confusion or disorientation. Two carers stated 

that patients with dementia might find ward transfers stressful. Another carer 

felt that ward transfers could unsettle patients with dementia.   

 

Digital App How would it reduce falls if a patient or/and their family carer 

was able to contribute to the process (i.e. reduction of falls) through logging 

into patient hospital notes via a digital App? 

 

In favour of a Digital App 

A carer felt that the use of an App would make staff aware of the patient’s 

idiosyncrasies. A member of staff who was a carer stated that the use of an 

App would hasten patient referrals and ensure that falls prevention measures 

were put in place. A carer stated that Covid restrictions on visiting the 

hospital highlighted the potential usefulness of an App in facilitating family 

involvement in patient care. Two members of staff who were carers and one 

carer stated that the use of an App would ensure greater family involvement 

in patient care. Another carer noted that the use of an App would save them 

time spent trying to get information from the ward regarding the welfare of 

the patient. A carer stated that the documentation of falls through an App 

would enable staff to identify the circumstances surrounding falls and 

facilitate the adoption of the most appropriate intervention. 
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Not in favour of a Digital App 

A carer felt that face-to-face interactions with hospital staff was better than 

the use of an App. Another carer had no confidence that information given to 

staff on App will be used in patient care. A person with dementia stated that 

the use of an App could compromise the protection of patient information. A 

carer stated that relatives who do not use smart phones could not access an 

App.  

 

Further points being made 

A carer felt that the admission process should include the completion of falls 

risk assessment forms by families. Another carer stated that families were 

sometimes excluded from patient care. A carer noted that paper records were 

sometimes mislaid. This same carer stated that he/she had to keep reminding 

staff of his/her concerns because staff were not reading previous medical 

records.  

 

Falls reduction strategies 

A person with dementia, three carers and a member of staff who was a carer 

felt that staff needed more training in order to reduce falls. A member of staff 

who was a carer and five carers stated that more staff were needed on the 

wards. Four carers believed that one-to-one nursing was important in falls 

prevention. A member of staff who was a carer and two carers noted that 

patients should be given properly fitted shoes. Two carers stated that mobility 

aids should be within the patient’s reach. A member of staff who was a carer 

and a carer mentioned the need to have adequate lighting.  A carer noted that 

staff should quickly respond to patients who have finished using the toilet so 

that they do not attempt to self-mobilise as they seek assistance. A person 

with dementia felt that drip stands were a trip hazard and so staff should 

discourage patients from walking long distances when they are attached to 

such equipment. A member of staff stated that patients with dementia needed 

to be supported to engage in gentle exercises. Another carer mentioned the 

need to engage patients with dementia in physiotherapy exercises.  A member 

of staff who was a carer felt that the use of equipment, which sits on wheels, 

needed to be reduced because it can be easily used for furniture walking. A 
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carer believed that patients would benefit from the installation of handrails. 

Another carer indicated the need for patients to mobilise with assistance and 

supported at meal times. A carer felt that dehydration could cause urinary 

tract infections and confusion. This respondent therefore believed that it was 

necessary to maintain adequate intake of fluids. A carer stated that it was 

necessary to declutter the environment and address issues such as impaired 

vision and low blood pressure. Another carer raised the need to review the 

medication of the patient and keep incontinent patients dry as they may 

attempt self-mobilise in order to get assistance if they have soiled themselves. 

A carer stated that it was important to use pressure mats in hospitals so that 

staff are able to monitor the movements of patients. A carer mentioned the 

need to repeat mobility-related risk assessments throughout the patient’s 

hospital stay.  

 

Summary 

Findings from the quantitative and qualitative survey suggested that 

respondents generally agreed with the contents of the support bundle. One-to-

one nursing and the use of the falls team were deemed as expensive methods 

of falls prevention. 
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Table 14: Quantitative findings on the Join Dementia Research 

discharge survey 

Staff, carers and persons with dementia rating of the discharge support 

bundle 

Statement Strongly 

Agree 

Agree Neutral Disagree Strongly 

Disagree 

Total 

Statement 1 

(Assessment) 

10 3 1   14 

Statement 2 

(Meeting) 

11 2  1  14 

Statement 3 

(Funding) 

10 3 1   14 

Statement 4 

(Referral) 

10 2 1 1  14 

Statement 5 

(Visit) 

9 1 3 1  14 

Statement 6 

(Equipment) 

12 1 1   14 

Statement 7 

(Medication) 

7 4 2   13 

Statement 8 

(Property) 

8 3 3   14 

Statement 9 

(Discharge 

Summary) 

10 4    14 

Statement 10 

(Transport) 

10 3 1   14 
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Statement 1: Assessing the dementia patient’s discharge destination (e.g. 

home with or without a care package, nursing or residential home) by 

hospital staff with the patient and family carers present can improve the 

discharge planning process. 

 

Qualitative findings:  

In favour of the support bundle point 

A member of staff who was also a carer stated that the assessment of the 

patients’ discharge destination would enable staff to identify the potential 

difficulties that the patient could face in their home environment. This would 

ensure the provision of an appropriate care package. Another carer noted that 

assessments allowed staff to identify the most suitable discharge location. 

 

Not in favour of the support bundle point 

A carer felt that discharge assessments could cause delays to the discharge 

process.  

 

Further points being made 

A carer stated that they had sleepless nights because of the bureaucracy 

surrounding the discharge process. A carer mentioned that discharge 

assessments were not routinely carried out in their experience as this 

happened for their mother on only one out of three hospital admissions.  

 

Statement 2: Arranging a discharge planning meeting with the dementia 

patient’s family in attendance can help to improve the discharge planning 

process. 

 

Qualitative findings:  

In favour of the support bundle point 

A carer stated that family involvement in the discharge process would enable 

them to make the necessary preparations required to receive the patient at 

home. Another carer felt that families could help staff make the right 

discharge decisions.   
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Further points being made 

A person with dementia stated that they lived far away from their family. It 

was therefore unrealistic to involve their family in the discharge process. A 

carer stated that family involvement in the discharge process should not 

merely seek to enforce staff decisions (i.e. the avoidance of tokenism).  

 

Statement 3: Discussing the nursing home and care package funding 

arrangements with the dementia patient’s family can help to improve the 

discharge planning process. 

 

Qualitative findings: 

In favour of the support bundle point 

A carer mentioned that family involvement in funding arrangements made 

them aware of social care costs. A member of staff who was a carer stated 

that family involvement in funding arrangements would enable them to 

ascertain if they can privately top up a care package. Another carer stated that 

family involvement in funding arrangements was particularly important in 

situations where the patient did not have the capacity to consent to discharge 

decisions. A carer stated that their participation in meetings regarding 

funding arrangements was crucial because they close the gaps in the social 

care sector. 

 

Further points being made 

A person with dementia noted that it was very difficult to be awarded 

continuing healthcare funding. A carer stated that a care home did not 

encourage her sister to be active or independent, and that a care package for 

her to remain in her home would have been better as the family would have 

had a greater say in her activity levels.  
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Statement 4: The referral of a patient with dementia made by hospital staff 

to their GP, social services or community teams can help to improve the 

discharge planning process. 

 

Qualitative findings:  

In favour of the support bundle point 

A carer stated that a referral to the community team would make relatives 

aware of the various sources of support. A member of staff who was a carer 

stated that a referral to the community team would enable them to put in 

place the necessary interventions that are required by the patient prior to 

discharge. 

 

Not in favour of the support bundle point 

A person with dementia stated that GPs are only interested in filing 

information rather than analysing and using the data for the patient’s welfare. 

A carer noted that there was no consistency with social services as they dealt 

with different staff every time they called. This same carer mentioned that the 

district nursing team sometimes did not notify patients when they missed 

their appointments. Another carer believed that social services did not 

promptly attend to their sister’s needs. 

 

Further points being made 

A carer noted that their mother had been visited by social services once in a 

period of five years after a referral. A carer stated that they were marginalised 

from a care home discussion over a funding issue.  

 

Statement 5: Arranging a hospital staff visit to patients’ homes or 

alternatively arranging a care home visit by relatives can help to improve the 

discharge planning process.  

 

Qualitative findings:  

In favour of the support bundle point 

A person with dementia and a member of staff who was a carer stated that 

home visits enable staff to decide on the type of care required by the patient 
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upon discharge. Another carer felt that recommendations made from home 

visits were beneficial because the stress associated with hospital admissions 

meant that carers might not be able to think rigorously about the discharge. A 

carer believed that it was important for relatives to be allowed to select the 

type of care homes they prefer.  

 

Not in favour of the support bundle point 

One carer stated that a home visit benefited them minimally as they 

experienced issues with effective communication. 

 

Statement 6: Ensuring the delivery of equipment to the dementia patient’s 

home can help to improve the discharge planning process. 

 

Qualitative findings:  

In favour of the support bundle point 

A person with dementia stated that patients should be encouraged to become 

familiar with their discharge equipment whilst in hospital. A person with 

dementia and three carers stated that hospital equipment needed to be 

supplied before discharge. A carer stated that the use of equipment makes life 

easier for everyone (i.e. patient and carers). 

 

Further points being made 

A member of staff who was a carer stated that most of the time, families are 

not given any training on how to use hospital equipment at home. Another 

carer noted that a care home prevented social services from providing their 

relative with equipment.  

 

Statement 7: A clinical review of the dementia patient’s medication can help 

with the discharge planning process. 

 

Qualitative findings:  

In favour of the support bundle point 

A carer stated that a clinical review provided staff with an opportunity to 

bring to the attention of relatives the side effects of patients’ medication.  



300 
 

Further points being made 

A person with dementia noted that their repeat prescriptions had not been 

reviewed since the beginning of the Covid pandemic. A carer was concerned 

about long-term medication because they felt that these were not thoroughly 

reviewed. A person with dementia felt that it was not necessary to review 

long-term medications. A member of staff who was a carer noted that 

patients could conceal small tablets in their mouth in order to spit it out. This 

same person noted that some patients with dementia could have difficulties 

consuming big tablets and issues with their swallowing reflex. A carer stated 

that the dispensation of medication for discharge could take the whole day to 

arrange. 

 

Statement 8: Ensuring that the dementia patient’s property is with them (e.g. 

equipment and valuables) can help to improve the discharge planning 

process. 

 

Qualitative findings:  

In favour of the support bundle point 

A member of staff who was a carer stated that this was crucial because 

patients become attached to their personal belongings.  

 

Further points being made 

A carer felt that ensuring care equipment was with a patient is far more 

important than their personal belongings.  

 

Statement 9: Printing the dementia patient’s discharge letter and giving a 

copy to the patient or carer can help to improve the discharge planning 

process. 

 

Qualitative findings:  

In favour of the support bundle point 

A member of staff who was a carer stated that the discharge letter helps the 

ambulance crew to provide appropriate care. A person with dementia 

mentioned that the discharge letter should provide an insight into the 
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patient’s condition and clearly present follow-up instructions. A carer stated 

that issuing patients or carers with a discharge letter presents staff with an 

opportunity to discuss patient care. 

 

Further points being made 

Whilst one carer stated that she had never received a discharge letter, a 

person with dementia mentioned that this had always been given to them 

upon request. A carer stated that patient or carer receipt of a discharge letter 

is not possible if the printer is broken down. A carer stated that a discharge 

letter should explain technical terms. A carer noted that a thorough discharge 

plan reduces uncertainty and follow-up calls.  

 

Statement 10: Arranging transport for the patient with dementia on their 

leaving hospital helps to improve the discharge planning process. 

 

Qualitative findings:   

In favour of the support bundle point 

Two members of staff who were carers and a person with dementia stated 

that it was important to have a relative travel with the patient. The member of 

staff who was a carer thought this necessary because it reduced anxiety. 

  

Further points being made 

A member of staff who was a carer stated that hospital staff who arranged for 

patient transport did not liaise with family to ensure a detailed knowledge of 

the patients’ home situation (i.e. spouse of patient also had dementia and 

could not care for the patient). A person with dementia felt the arrival of 

patient transport could take a long period.  
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Digital App How would it improve the discharge planning process if a 

patient or/and their family carer was able to contribute to the process (i.e. 

discharge planning) through logging into patient hospital notes via a digital 

App? 

 

In favour of a Digital App 

Two carers noted that relatives could contribute to the discharge process 

using an App. A member of staff who was a carer stated that relatives could 

use the App to make staff aware of potential problems. A carer stated that 

staff would need to be alerted to issues detected on the App through 

conversations. 

 

Not in favour of a Digital App 

A carer and a person with dementia stated that face-to-face discussions were 

better than the use of an App. A person with dementia stated that some carers 

might need help depending on their skill or familiarity with technology. A 

carer mentioned that some people may not have access to smart phones and 

so other alternatives (i.e. paper forms) should be made available.  

 

Further points being made 

A carer felt that there was a complete lack of consultation with the Next of 

Kin in regards to the patient’s discharge destination. Another member of staff 

who was a carer felt that that there should be greater transparency and 

openness in regards to carer access to patient notes especially when the 

patient did not have capacity. 

 

Strategies for improving the discharge planning process 

A carer felt that ‘bed blocking’ happens because of hospital-associated 

infections and this causes delays to the discharge process. A carer stated that 

patient care in the discharge lounge needed to be improved because their 

mother was placed there without food for a period of 8 hours. A person with 

dementia noted that discharge medication need to be ordered in good time. A 

carer felt that the discharge process needed to be quicker. Two members of 

staff who were carers and three carers mentioned that discharge planning 
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needed to involve patients and their families as well as addressing any 

concerns. Two carers stated that a discharge checklist needed to be completed 

in consultation with the patient’s relatives to ensure that mistakes are 

minimised. A carer noted the need for staff to signpost relatives to 

community support services in order to reduce readmissions. Another carer 

felt that hospital staff needed to liaise with the community care agencies and 

GPs in order to adopt a consistent approach in patient care. 

 

Summary 

Most of the participants quantitatively and qualitatively agreed with the 

contents of the discharge support bundle. Some of the respondents 

experienced difficulties in engaging with social services. Hospital staff need 

to involve families who are willing to engage in patient care in order to 

improve the discharge process. 

 

7.9) Discussion  

This study sort to ascertain the views of people with dementia, their carers 

and staff regarding the acceptability of two newly developed support bundles. 

The surveys were advertised on the Join Dementia Research platform as well 

as the staff bulletin, Facebook and Twitter pages of the University Hospitals 

Dorset NHS Foundation Trust. A total of 52 people with dementia, their 

carers and hospital staff participated in the falls survey. The number of 

people with dementia, their carers and hospital staff who took part in the 

discharge survey was 17. Discussion of the findings will be guided by the 

contents of the falls and discharge bundles, which have been previously 

described.  

 

Falls 

The first statement contained in the falls support bundle was to encourage 

patients with dementia to eat their meals. Findings from the survey indicated 

that adequate nutrition helped to strengthen the muscles and bones of 

patients. This finding is consistent with a previous study, which found that 

muscle weakness was associated with malnutrition (Chatindiara et al., 2018). 

Furthermore, researchers have documented an association between muscle 
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weakness and falls (Ahmadiahangar et al., 2018). Participants in the survey 

made mention of the link between diabetes and falls. This finding is in 

agreement with a previous systematic review, which found an association 

between diabetes and an individual’s susceptibility to fall (Yang, Hu, Zhang, 

& Zou, 2016). Some online respondents stated that patients with dementia 

sometimes refused their meals. Other participants felt that patients with 

dementia were sometimes not assisted with their meals. A previous 

systematic review found that one way of encouraging people with dementia 

to eat well included having meals with family members present (Bunn et al., 

2016).  

 

The second statement of the falls support bundle was to create an atmosphere 

that encourages patients with dementia to sleep. Some online respondents felt 

that inadequate sleep could result in tiredness, which can increase the risk of 

falls. This finding is similar to a previous study that found an association 

between tiredness and an individual’s susceptibility to falls (Renner et al., 

2020). A respondent felt that inadequate sleep could cause delirium. Another 

online participant believed that patients who woke up during the night could 

feel disoriented to their environment. A previous study has found an 

association between delirium and sleep disturbance (FitzGerald et al., 2017). 

Furthermore, a group of researchers have documented a relationship between 

delirium and falls (Babine et al., 2016). In contrast,  Kamdar et al. (2015) did 

not find a relationship between the risk of developing delirium and sleep 

disturbance.  

 

The third statement of the falls support bundle was to assess and manage both 

verbal and non-verbal expression of pain. A respondent felt that untreated 

pain could cause agitation and subsequently result in falls if the patient had 

problems with their mobility. This result contradicts findings of a previous 

study which did not report a relationship between pain and agitation 

(Sampson et al., 2015). Another study, however, found an association 

between pain and agitation (Habiger, Flo, Achterberg, & Husebo, 2016). 

Furthermore, a relationship between agitation and patients’ susceptibility to 

falls has been documented in previous literature (Mansutti et al., 2019). A 
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participant stated that their mother’s pain resulted in delirium. The 

association between pain and delirium has been documented in previous 

literature (Feast et al., 2018). A group of researchers who tried to improve the 

management of delirium through education found that this strategy reduced a 

hospital’s falls rate (Babine et al., 2018).  

 

The fourth statement of the falls support bundle was to review patients’ 

medication. Findings from the survey indicated that falls could be because of 

the side effects of medication. This finding is consistent with the results of 

previous studies, which have found that an individual’s susceptibility to falls 

is associated with the intake of certain types of medication (Hatahira et al., 

2018; Seppala et al., 2018). Respondents in the survey felt that polypharmacy 

contributed towards falls. This finding is supported by a previous study, 

which reported a weak association between harmful falls and polypharmacy 

(Morin et al., 2019). Other researchers have argued that the current cut-off 

criteria for a comprehensive review of patients’ medication may need to be 

extended to include people on more than 4 drugs as they are at risk of falls 

(Dhalwani et al., 2017).  

 

The fifth statement of the falls support bundle was to encourage physical 

activity. Findings from the survey indicated that online respondents believed 

that physical activity helped to strengthen the muscles of patients with 

dementia. Findings from a previous systematic review concluded that muscle 

strengthening exercises helped to reduce falls (Ishigaki, Ramos, Carvalho, & 

Lunardi, 2014). A participant stated that physical activity reduced agitation. 

This finding is consistent with a previous study, which found a reduction in 

agitation following the introduction of an exercise initiative (Fleiner, Dauth, 

Gersie, Zijlstra, & Haussermann, 2017). In contrast, some researchers have 

documented a non-significant relationship between agitation and physical 

inactivity (Fleiner et al., 2019).  

 

The sixth statement of the falls support bundle was to ensure that the 

environment is free from hazards. Online participants stated that people with 

dementia have visual difficulties and therefore required a hazard free 
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environment. This finding is echoed in a previous research, which found that 

patients with dementia are more likely to have visual difficulties (Marquié et 

al., 2019). The presence of visual difficulties have been associated with the 

occurrence of falls within a five-year period (Hong, Mitchell, Burlutsky, 

Samarawickrama, & Wang, 2014). A survey participant felt that flooring that 

resembled holes could contribute to falls. A group of researchers stated that 

dark patches on the floor and shiny surfaces may be a trip hazard because 

people with dementia may think that they are steps or that the flooring is wet 

(Waller & Masterson, 2015).  

 

The seventh statement on the falls support bundle was to ensure that patients 

are familiar with their mobility aids. Participants in the survey felt that people 

with dementia might forget to use their mobility aids. This finding is echoed 

in a previous research which indicated that mobility aids could end up being 

a trip hazard when patients with dementia forget to use them and place them 

in a shared space on the ward (Burgon et al., 2019). Two respondents stated 

that it was difficult to introduce people with dementia to new mobility aids. 

This finding is replicated in a previous study, which found that patients with 

severe cognitive impairment found it difficult to use assistive devices (Mc 

Carroll & Cooke, 2019).  

 

The eighth statement on the falls support bundle was to provide one-to-one 

nursing for patients who are at high risk of falls. A survey respondent noted 

that one-to-one nursing could sometimes lead to falls if a patient with 

dementia gets frustrated because of staff preventing them from mobilising on 

the ward. These negative patient-staff interactions (e.g. not explaining the 

rationale for giving intravenous or oxygen therapy to an agitated patient) that 

can occur with the provision of one-to-one nursing has been documented by 

previous researchers (Cook, Palesy, Lapkin, & Chenoweth, 2020). Three 

online respondents felt that one-to-one nursing was too expensive. The cost 

of one-to-one nursing has been raised in previous literature (Coyle, Wilson, 

Lapkin, & Traynor, 2020).  
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The ninth statement on the falls support bundle was to provide training for 

patients, staff and carers. Two respondents mentioned that the training on 

falls or dementia care was inadequate. A recent study found that the majority 

of the training on dementia care in hospitals and care homes were likely to 

exclude important topics such as the pharmacological management of 

dementia patients/residents and end-of-life care (Smith et al., 2019). Two 

online respondents felt that carers should be provided with falls training and 

advice on how to supervise physiotherapy exercise at no cost. This finding 

resonates with that of a previous research where carers stated that they 

required further training on how to provide quality care for patients with 

dementia (Teles, Paúl, Sosa Napolskij, & Ferreira, 2020).  

 

The tenth statement on the falls support bundle was to liaise with the falls 

team. An online participant believed that involving the falls team would 

ensure the introduction of the necessary falls interventions. This finding is 

supported by a previous study which found that people who attended a 

programme run by a falls clinic reported reduced falls (Blain et al., 2019). 

Despite this advantage, one online participant stated that an additional layer 

of staff on a high rate of pay was not valuable because patients with dementia 

need to have familiar faces. A previous study reported a similar concern (i.e. 

cost associated with the use of a falls clinic) (Evron, Schultz-Larsen, & 

Fristrup, 2009). The cost associated with the treatment of falls needs to be 

weighed against potential expenditure incurred whilst using the falls team 

(Morello et al., 2015).  

 

The eleventh statement on the falls support bundle was to minimise ward 

transfer. Some online participants thought that transferring patients between 

wards caused disorientation and confusion. Confusion and disorientation 

amongst people with cognitive impairment has been associated with falls 

(Härlein et al., 2011). Other respondents stated that patients with dementia 

might find ward transfers stressful. A relationship between stress and falls 

has been documented in previous literature (Noh et al., 2017). 
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Discharge planning 

The first statement in the discharge support bundle was to assess the patients’ 

discharge destination with patient and family carers. An online respondent 

felt that it was important to assess the patient’s home environment in order to 

ensure safe discharge. This finding is consistent with previous research, 

which has found an association between home visits conducted whilst the 

patient is in hospital and a decrease in  poor outcomes such as susceptibility 

to falls (Lockwood, Taylor, & Harding, 2015). An online participant felt that 

discharge assessments could cause delays to the discharge process. One of 

the reasons cited in previous literature for the delays in discharges includes 

the time spent in waiting for assessments by the social services team (Hendy, 

Patel, Kordbacheh, Laskar, & Harbord, 2012).  

 

The second statement of the discharge support bundle was to arrange a 

discharge planning meeting with family. A respondent stated that the 

involvement of family members in every single ward discharge could cause 

delays to the process. A possible reason for the delays in the discharge 

process caused by the involvement of family members is a lack of agreement 

on the best plan of action (Zhao et al., 2018). An online participant stated that 

family involvement in the discharge process should not merely seek to 

enforce staff decisions (i.e. the avoidance of tokenism). This result 

contradicts findings from a previous research where the preferences of family 

members were given due weight (Rhynas, Garrido, Burton, Logan, & 

MacArthur, 2018).  

 

The third statement of the discharge support bundle was to discuss funding 

arrangements with the family. Online participants mentioned that family 

involvement in funding arrangements made them aware of social care costs 

and offered them the opportunity to privately top up a care package. The high 

cost of social care for self-funders has been described in previous research 

(Tanner, Ward, & Ray, 2018). A respondent stated that it was very difficult 

to be awarded continuing healthcare funding. This finding is consistent with 

a previous study, which found that patients eligible for continuing healthcare 
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funding have very poor outcomes (i.e. likely to die within a year) (Martin, 

Valiyaparambath, & Gray, 2013).  

 

The fourth statement of the discharge support bundle was to refer the patient 

to GP, social services or community teams. A respondent believed that the 

involvement of multiple professionals made the discharge process slower. 

This finding could be explained by the differing professional focuses of the 

multidisciplinary team (Mizuma et al., 2020). An online respondent stated 

that a referral to the community team would make relatives aware of the 

various sources of support. This is particularly important as family carers 

who reported that they had received inadequate support for their relatives 

with dementia who attended appointments at day clinics ended up being 

rehospitalised (Sadak, Zdon, Ishado, Zaslavsky, & Borson, 2017).  

 

The fifth statement of the discharge support bundle was to arrange a visit to 

patients’ homes or care homes. Some online respondents stated that home 

visits enabled staff to decide on the type of care required by the patient upon 

discharge. This result is consistent with findings of a previous research where 

pre-discharge home visits informed staff decisions regarding the patient’s 

discharge options (Godfrey et al., 2019). An online respondent believed that 

it was important for relatives to be allowed to select the type of care homes 

they preferred. This finding is particularly important as relatives may want to 

select care homes that are closer to where they live, so that they can more 

easily visit their loved ones (Hefele et al., 2016).   

 

The sixth statement of the discharge support bundle was to ensure the 

delivery of patient equipment to their home. A respondent stated that most of 

the time, families are not given any training on how to use hospital 

equipment at home. This contradicts findings of previous research where 

Occupational Therapists stated that they preferred to educate relatives on how 

to use adaptive equipment in their homes as patients with cognitive 

impairment may forget to how to use them (Collins, 2018). An online 

respondent stated that the use of equipment made life easier for everyone (i.e. 

patient and carers). This result confirms findings of a previous study, which 
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suggested that the low levels of difficulties experienced by some family 

members in the provision of dementia care might be due to the availability 

and the use of the right hospital equipment (Amato et al., 2021).  

 

The seventh statement of the discharge support bundle was to review 

patients’ medication. An online respondent was concerned about long-term 

medications because they felt that these were not thoroughly reviewed. This 

concern is relevant because people with dementia are likely to be on repeat 

prescription (Clague, Mercer, McLean, Reynish, & Guthrie, 2017). An online 

participant stated that the dispensation of medication on discharge could take 

the whole day. This result contradicts findings of a previous study, which 

concluded that patients were promptly attended to when their prescriptions 

were completed electronically (Fernando, Nguyen, & Baraff, 2012).  

 

The eighth statement of the discharge support bundle was to ensure patients’ 

property is with them. An online respondent stated that her mother’s hearing 

aids was misplaced. This finding may be explained by staff not consistently 

following policies related to the safe transfer of patients from the emergency 

setting into a medical ward (D. T. O'Connor, Rawson, & Redley, 2020). An 

online respondent stated that ensuring a patient’s property is with them is 

important because patients become attached to their personal belongings. 

This finding is consistent with the results of a previous literature review, 

which concluded that older people are likely to get attached to their 

possessions due to their sentimental value (Dozier & Ayers, 2020).  

 

The ninth statement of the support bundle was to print patients’ discharge 

summary and give a copy to the patient or carer. An online respondent stated 

that a discharge letter should explain technical terms. This finding is 

consistent with a previous research, which found that some patients were 

unable to fully comprehend medical instructions given by their doctors 

(Gignon, Ammirati, Mercier, & Detave, 2014). Whilst one respondent stated 

that she had never received a discharge letter, another participant mentioned 

that this had always been given to him or her upon request. Findings from a 

previous study found that none of the 100 patients who took part in an 
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interview study and an audit had received a discharge letter (Stevens, Fry, 

Browne, & Barnes, 2019).  

 

The tenth statement of the discharge support bundle was to arrange for 

transport. A respondent felt the arrival of patient transport could take a long 

time. Previous research has documented that a patient’s discharge may be 

delayed for a day because of the hospital’s inability to fully co-ordinate with 

transport facilities (Ragavan, Svec, & Shieh, 2017). Online respondents 

stated that it was important to have a relative travel with a patient. 

Conclusions from a previous research noted that the experience of patients 

with dementia who used the hospital transport system could be enhanced 

with the provision of trained escorts (N. Roberts et al., 2010).  

 

7.10) Revisions to the discharge support bundle and the Digital App 

Statement 6 of the discharge support bundle needs to be amended to include 

training. The issues raised by some of the respondents in regards to the 

Digital App would be addressed in the normal way (i.e the app would be 

fully compliant with the NHS protocols around privacy).                                         

                                                                                                                                                                  

7.11) Strengths and Limitations 

A major strength of this study is that participants were able to answer the 

questions anonymously. The anonymity provided the participants with an 

opportunity to be honest with the researcher. The online survey provided 

participants with flexibility and convenience to complete the questions. I was 

able to target the respondent audience accurately through the Hospital Trust 

communication system and the Join Dementia Research platform.  

 

A major limitation of this study was that I could not verify the diagnosis of 

people with dementia who responded to the survey. There was also no 

opportunity to ask additional and follow-up questions.  
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7.12) Ideas for future research 

Future research could target the implementation of the support bundle in an 

acute setting. There needs to be an exploration of the digital resources and 

resourcing for the improvement of the care of patients with dementia in 

hospitals.  

 

7.13) Implications for policy and practice 

Policy makers have an important role to play in the provision of quality 

dementia care. This is because of their responsibility for the enactment of the 

relevant legislative framework that can be incorporated into practice. There 

needs to be a set of expectations when dementia patients are admitted into 

hospital. Wards would then be accountable to patients and family members 

for the bespoke care plan of dementia patients, and how these are 

implemented and actioned in the acute hospital setting.  

 

In terms of improving dementia care practice on the wards, the content of the 

support bundle needs to be incorporated into staff mandatory training. It 

should, however, be noted from literature reviewed in Chapter 2 that training 

may or may not improve bedside practice. However, training may enable 

staff to become aware of the distal causes of falls and allow them to 

familiarise themselves with effective discharge processes. 

 

7.14) Conclusion 

To conclude, respondents generally agreed with the contents of the support 

bundle. Findings from the survey indicated that falls could be related to a 

wide-range of factors such as pain and sleep. The survey also highlighted the 

challenges and strengths of the discharge process. A member of staff for 

example, felt that the involvement of multiple professionals would result in 

the discharge process becoming slower. Despite the challenges in the 

prevention of falls (e.g. patient forgetting medical instructions) and the 

discharge planning process, there is a potential for the support bundle to 

improve patient care on the wards. The next section is the concluding 

chapter. 
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Chapter 8 (Concluding chapter) 

The concluding chapter ascertains whether the study’s aims and objectives 

were met. A summary of previous chapters is outlined. The limitations and 

strengths of the study are discussed. The implications for practice are also 

highlighted. 

 

8.1) Aims and Objectives  

The aim of the service evaluation was to identify health outcomes that affect 

length of hospital stay amongst people with dementia at a local hospital. This 

aim was fully met by identifying demographic, administrative and clinical 

variables that affect patient hospital length of stays. The qualitative study 

focused on falls and discharge planning because the quantitative analysis 

indicated that they had the highest incidence rate ratios. The aim of the 

qualitative aspect of the study was to explore how a systems based approach 

can be used to help understand the factors that contribute towards the 

reduction of falls, and the improvement of the discharge planning process 

amongst people with dementia in hospital. This aim was fully met by 

interviewing staff and family carers on their views regarding the reduction of 

falls and how to improve the discharge planning through the lens of a 

systems approach. The aim of the online survey was to ascertain the 

acceptability of the falls and discharge bundles amongst people with 

dementia, their carers and staff. This aim was fully met by asking for the 

views of people with dementia, their carers and hospital staff about the 

contents of the support bundle. The first objective was to generate knowledge 

on the factors that affect the length of hospital stay amongst patients with 

dementia. This objective was fully met. The second objective was to gather 

information on how a systems based approach could help to reduce falls and 

improve the discharge planning process amongst patients with dementia in 

hospital. This objective was fully met. The third objective was to ascertain 

the acceptability of the falls and discharge bundles through an online survey 

involving people with dementia, their carers and hospital staff. This objective 

was fully met.  
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8.2) Summary of previous chapters 

Chapter 1 focused on describing the pathophysiology of dementia because 

the research took place in an acute setting. It also referred to the various 

perspectives on dementia care such as: the biomedical viewpoint, the 

psychosocial model and rights based approaches (e.g. the inherent rights of 

being a human being). Chapter 1 then recommended the use of a systems 

approach because of its holistic focus. A systems approach considers the 

impact of the environment, equipment, polices and human interactions (E. 

Edwards, 1972; Hawkins, 1987; Zecevic et al., 2007) on the reduction of falls 

and the improvement of the discharge planning process. 

 

Chapter 2 examined the main issues that affected people with dementia in a 

hospital setting. In terms of the human interaction aspect of the systems 

approach, there is the need to look at the following relationships: staff-

family, patient-staff and staff-staff. Findings from the literature review 

indicated that although the involvement of family carers in the provision of 

dementia care can be useful, they could be experiencing stress. The wishes of 

carers who do not want to get involved in care of patients whilst in hospital 

need to be accommodated. The literature review also showed difficulties in 

patient-staff communication. Staff responses in stressful situations were 

sometimes inappropriate. Further research is therefore needed on how to 

transform practice and improve patient-staff relationships. Findings from the 

literature review revealed that staff faced setbacks such as time constraints 

and inadequate staffing levels. Staff were also stressed. This created gaps in 

the provision of care. Further research is therefore needed on how to improve 

patient care in a pressurised environment. In terms of the environmental 

aspect of the systems approach, the literature review indicated that dementia- 

friendly principles must be incorporated into the physical and psychosocial 

set-up of the wards. This could for example, be achieved by improving the 

ward layout and encouraging purposeful activity. The literature review stated 

that the ward atmosphere could be chaotic. It was therefore necessary to 

design hospital wards, which work for people with dementia (Houghton et 

al., 2016). Also, the hospital wards serve different purposes for the various 

stakeholders (person with dementia, carer and staff) (Norman, 2006). The 
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literature review indicated that the various stakeholders have different 

concerns in relation to how the physical environment can work for them. In 

terms of the equipment related to the systems approach, the literature review 

suggested that it was necessary to design hospital equipment that adequately 

met the needs of all stakeholders (person with dementia, staff and carer). In 

terms of the policies related to the systems approach, the literature review 

showed that there were a wide-range of dementia training programmes for 

staff and carers. However, more research is needed to identify the most 

effective training approach.  Furthermore, it was evident that policies related 

to improving the care of people with dementia must be directed towards all 

stakeholders (patients, carers and staff). In addition, there should be a greater 

emphasis on policies related to the priority of patient-centred care. The 

literature review then focused on patient outcomes. The literature review 

showed that patient outcomes such as falls were common amongst people 

with dementia. Further research is therefore needed on how to prevent falls 

amongst people with dementia. The literature review showed that one of the 

main issues that people with dementia face at the end-of-life stage is whether 

a DNR form should be completed or not. Furthermore, staff do not always 

recognise the end-of-life stage for dementia. Patients are therefore at risk of 

receiving poor end-of-life care. Issues relating to discharge that emerged 

from the literature review involved delays in the discharge planning 

procedure and the inadequate involvement and focus on the person with 

dementia. The literature review indicated that people with dementia 

experienced complex nutritional issues for example, the impact of 

swallowing difficulties on the patients’ diet. Strategies to improve the 

nutritional status of people with dementia was discussed. The literature 

review indicated that some people with dementia are able to report their pain 

whilst others are not able to do so because of communication difficulties. In 

order to manage pain, staff had to rely on their professional opinion, 

experiential knowledge and the patient’s non-verbal communication. Barriers 

to management of pain was discussed.  

 

Chapter 3 identified the philosophy that underpinned the quantitative and 

qualitative studies. This study utilised a mixed-methods approach. The 



316 
 

advantages and disadvantages of prospective and retrospective dementia was 

highlighted. The justification for the use of a retrospective method in the 

quantitative study included its cost effectiveness, time efficiency and its 

ability to address the research aim. The process of obtaining appropriate 

ethical approval for the quantitative, qualitative and online studies were 

described. The integrity of the dataset is outlined. Ethical issues arising out of 

the qualitative study are also highlighted. The benefits and drawbacks of 

using online survey methods were identified.  

   

Chapter 4 analysed data on 14,771 people who had stayed in hospital for 

more than 24 hours and not been readmitted. A further sample of 1,133 

people with dementia, who had not been readmitted and had stayed in 

hospital for more than 24 hours, was extracted and analysed. Length of stay 

was chosen as a dependent variable because people who stay in hospital for a 

long period are at risk of acquiring health care associated infections (Rosman, 

Rachminov, Segal, & Segal, 2015). A novel finding of the quantitative study 

was the non-significant relationship between admission method (attendance 

at an emergency unit, referral from a medical practitioner, referral from a 

consultant and admission from for example, another hospital) and the length 

of hospital stay. Discharge method (i.e. death) was however associated with 

the patients length of stay in the main and dementia sub-samples. 

 

The demographic variables for the quantitative study were age and gender. 

Whereas age was associated with length of stay in the multivariate analysis of 

the main sample, this was not the case for the dementia sub-sample. This 

suggests the need to identify the various factors that influence the length of 

hospital stay for the different age groups.  

 

Admissions and discharges to care homes were associated with length of stay 

in the main and dementia sub-sample for the multivariate analysis. This 

suggests the need for robust discharge planning.  

 

There were no significant differences in length of stay for early warning 

signal in the main sample for the multivariate analysis. This suggests that 
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current policies for identifying deteriorating patients in order to reduce their 

length of hospital stay are adequate. There were significant differences in 

length of stay for falls without injury and falls with minor harm in the main 

and dementia sub-samples in the multivariate analysis. There is the need to 

adopt a systems approach in the prevention or reduction of falls to reduce the 

hospital stay of patients. High MUST scores were associated with length of 

stay in the main and dementia sub-sample in the multivariate analysis. 

Hospital staff need to be made aware of the relationship between malnutrition 

and length of hospital stay so that they can adopt an active approach in 

assisting patients with their meals. Category 1, 2, 3 and 4 pre-admission 

pressure sores were significantly associated with length of stay in the main 

sample for the multivariate analysis. Category1, 2, 3, 4 and un-stageable post 

admission pressure sores were associated with length of stay in the main 

sample for the multivariate analysis. Category 1 and 2 post-admission 

pressure sores were associated with the hospital stay of patients with 

dementia. There were significant differences in Waterlow score for length of 

stay in the main sample but not in the dementia sub-sample in the 

multivariate analysis. This suggests the need for an early referral of people 

with pre- and post-admission pressure sores as well as high Waterlow scores 

to the tissue viability team, so that the necessary actions can be put in place. 

Dementia spell but not history was associated with length of stay in the main 

sample of the multivariate analysis. This suggests the need for dementia 

specialist nurses to be available during the weekends and at night to reduce 

the hospital stay of patients.  

 

Chapter 5 focused on falls and discharge planning because the incidence rate 

ratio for falls without harm was 2.486 and discharge to a care home was 

2.443. This means that participants who experienced falls without harm were 

2.5 times more likely to stay in hospital for a longer period than those who 

did not experience falls without harm. A total of 52 carers and staff were 

interviewed. The novel themes and subthemes that emerged from the staff 

and carer interviews regarding falls were: the use of equipment in relation to 

falls, reliance on others and inadequate care. The novel themes and sub-

themes generated from the staff and carer interviews on discharge planning is 
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as follows: understanding your patient, attitudes on policy and the use of 

hospital equipment. These themes were derived from a systems approach. 

 

In terms of falls, findings from the qualitative study indicated that they could 

be caused by medical or environmental conditions. A timely identification of 

a patient falls risk will enable staff to intervene appropriately. In addition, 

participants in the qualitative study felt that physical activity could help 

reduce falls. This suggest the need for staff to encourage physical activity 

where appropriate. The training of hospital staff as well as the use of online 

risk assessment tools were believed to be important in the reduction of falls. 

Falls prevention training needs to be directed towards staff, patients and 

carers. There is also a need to simplify online risk assessments so that staff 

can easily integrate it into their busy schedule. As the evidence on the use of 

low beds is inconclusive, staff need to be encouraged to continue observing 

patients who are at risk of falls. For patients who are unable to retain 

information related to falls, staff have to try new and innovative ways of 

communicating with patients. They can for example use pictures to help the 

patient understand their risk of falls and repeat this message continuously.    

Staff need to be trained so that they can consistently document falls in the 

online incident reporting process. Staff often felt bad after a patient fell on 

the ward. There should be a recognised emotional support system where staff 

are able to use buddies or champions within the Trust. These would be 

trained to listen in a non-judgemental way so that staff are able to reflect on 

their anxieties and stress. Patients on the other hand could become especially 

fearful following a fall, and their stay in hospital consequently could be 

prolonged. Preventable falls should become ‘never, never’ incidences to 

prevent patients from becoming fearful. 

 

In terms of the people factor in relation to falls, findings from the qualitative 

study indicated that the involvement of family members in the care of 

patients with dementia made them more settled. Family carers should be 

embraced as key members of the multi-disciplinary team. This would 

enhance their confidence in the prevention of falls through patient 

observation as well as the use of calming techniques.  However, some family 



319 
 

members had especially negative experiences with dementia. Family 

members who have had negative experiences with dementia (e.g. coping with 

challenging behaviour) may be more content to delegate the care of patients 

to staff. Therefore, the involvement of family members in the care of patients 

should be tailored to meet their specific needs. Some carers may be too 

exhausted from meeting the demands of the patient whilst others may not. 

Patient characteristics such as their diagnosis, frailty, nutritional status could 

make them susceptible to falls. Staff will need to be trained on how to 

mitigate against the distal causative factors of falls e.g. frailty and 

malnutrition. Patients also experienced poor sleep quality. It would be helpful 

if patient handovers included patient specific detail of what aids their sleep 

pattern.  Patients were also forgetful regarding the use of their mobility aids. 

There should be a system whereby staff record the patients’ use of mobility 

aids each time they transfer between wards. Communication difficulties 

between patient and carers as well as staff also affected the reduction of falls. 

Staff should therefore refer patients with communication difficulties to the 

therapy team (i.e. speech therapist). Equipment such as hearing aids and 

mobile phones need to be electronically tracked in order to minimise 

inconvenient and stressful loss of property. The use of a team-based approach 

and trained volunteers in the reduction of falls was felt to be helpful. The 

reduction of falls must be seen as everyone’s responsibility from the 

consultant to ward clerk and domestic staff. Hospitals need to embrace 

published research in the successful use of volunteers in falls prevention.  

 

In terms of the environment in relation to falls, staff stated that they had large 

caseloads and the staffing levels were inadequate. There needs to be a 

management commitment to maintaining realistic staffing levels to ensure 

patient safety. There was also the issue of multiple ward transfer of patients, 

which could make patients susceptible to falls. There needs to be a 

commitment to the dementia patient that the appropriate care comes to them 

rather than they to the care. Therefore, when a dementia patient is admitted, 

they remain on their ward of admission. This becomes part of the Charter of 

Care expected for the dementia patient. Staff should provide falls training to 

family members, care agencies as well as themselves. Additional mandatory 
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online training should be provided for staff caring for dementia patients. It 

was felt that it was necessary to use colours in order to enhance the visibility 

of toilets, specific bays and hospital equipment. Again, there needs to be a 

commitment from the estate department etc. of the hospital Trust so that 

these simple approaches are fully adopted. Mobility aids need to be tailored 

to the specific requirement of the patient. Then, staff need to ensure that these 

are used appropriately for the individual patient. All these expectations 

should be included in a Patient Charter for people with dementia. 

 

Efficient discharge planning is well organised. Patients may however change 

their minds regarding their discharge destination. It is necessary to uphold the 

rights of patients regarding their discharge destination. If the patient has 

capacity, then they have the right to make those essential decisions. Carers 

may also not be adequately prepared for patient discharge by the hospital. 

There needs to be an expectation that family carers will be fully involved. 

Patients and family carers therefore need to be intrinsically involved in 

discharge decisions. Care homes may not have the capacity to accept patients 

with challenging behaviour or complex needs. It is therefore necessary to 

involve community teams (e.g. Community Mental Health Team) or ICSD 

(Intermediate Care Service for Dementia) in the discharge of patients. These 

teams can signpost to the support services that are available in the community 

(e.g. day centres). Home visits were made by hospital staff to ensure the 

viability of the discharge into the patient’s home. The home visit should be 

arranged at the earliest opportunity on admission to ensure a full assessment 

of the patients’ needs. Discharge could be delayed for reasons such as the 

dispensation of medication, the delivery of hospital equipment and receipt of 

care packages. People whose discharges are likely to be delayed should be 

identified at the earliest opportunity so that the necessary interventions are 

put in place. As in other areas of health care, where there is non-compliance 

there should be financial implications for hospital Trusts where delayed 

discharges are frequent.   

 

In terms of people in relation to discharge, the input of family members in the 

care of patients with dementia was invaluable. This should be more than ‘lip 
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service’ in the hospital. Fundamentally, family carers are essential to the care 

of patients before admission, during admission and on discharge. Some 

carers were however unable to cope with the symptoms of dementia whilst 

others managed just fine. There needs to be a greater emphasis on the well-

being of carers in their crucial role. It was important for staff to know the 

patient when planning their discharge. The use of a falls/discharge 

Application (App) (described above) where the multi-disciplinary team 

including family carers contribute to this task is essential. It will then be a 

truly collegiate approach to decision-making.  

 

In terms of policies in relation to discharge planning, the use of specialist 

dementia wards and nurses was deemed important in the care of patients. 

Dementia specialist nurses need to be available 24/7. Some family carers 

were satisfied with the discharge planning meeting whilst others were not. 

There needs to be a ‘round table’ approach where the recognised family carer 

is an equal partner alongside the multi-disciplinary team. Carers stated that 

the use of electronic records could help avoid duplication and improve 

patient care. There is an urgency around electronic medical record keeping. 

Hopefully, the new NHS electronic medical system (Sunrise) will address 

these issues as NHS Trusts adopt it nationally.  

      

Chapter 6 discussed the development of the two support bundles from the 

findings of the qualitative interviews. The falls support bundle centred on the 

following: nutrition, sleep, pain, medication, physical activity, environmental 

hazards, mobility aids, one-to-one nursing care, falls training, liaising with 

the falls team and the minimisation of ward transfers. The discharge support 

bundle centred around the following: discharge assessment, discharge 

meeting, funding arrangements, community referral, visit to a care home or 

patient’s home, delivery of equipment, medication, patients’ property, 

discharge summary, transport. The relationship between the support bundles 

and a systems approach was highlighted.  
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Chapter 7 presented the findings from the online survey in terms of the 

following: responses that were in support of the support bundle statements, 

those that disagreed with the support bundle points and those that provided 

additional clarification.  

 

8.3) Strengths 

A major strength of the service evaluation is that it used real world data to 

identify issues affecting patients with dementia in hospital. The issues 

identified in the service evaluation affected 1,133 people with dementia. The 

findings of the service evaluation therefore applied to a large number of 

people. 

 

A major strength of the qualitative study was that it involved conducting 

interviews that were centred on the systems framework. By adopting this 

framework, I was able to obtain a holistic account of the issues (i.e. falls and 

discharge planning) that affect people with dementia in hospital.  

 

Another strength of the qualitative study was the fact that I interviewed 52 

staff and carers. The relational approach that I used in the interviews enabled 

staff and carers to be frank and honest in their responses.  

 

A strength of the online survey was that the participants were anonymous to 

the researcher. The respondents were therefore more likely to provide honest 

feedback.  

 

8.4) Limitations 

A limitation of the service evaluation was that it relied on data, which had 

already been collected by staff. It is possible that I could have received a 

different result if I had collected the data myself. I could have for example; 

collected information on the impact of sleep on length of hospital stay if I had 

reviewed the medical records of individual patient’s myself. The information 

that was available in the dataset forms part of the details presented to the 

Secondary Uses Service of the NHS Digital Department. The research 

therefore makes inferences from the use of a real world dataset.  
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A limitation of the qualitative study involved the use of a single method of 

data collection (i.e. individual interviews). The use of video recordings and 

observations would have enabled me to obtain an accurate picture of the care 

received by patients on the ward. However, this was not possible because the 

NHS ethics committee recognised the difficulty in assessing the continuing 

capacity of patients in giving consent. 

 

A limitation with the online survey was that the researcher was not able to 

verify the dementia diagnosis of the research participants.  

 

Future researchers should focus on the best way of integrating the support 

bundles developed from this thesis into the existing pathways for falls and 

discharge planning. There is also the need to involve patients and carers in 

the best way of reducing the length of hospital stay.  

 

8.5) Reflection 

I managed to obtain a dataset in my second year of appointment as a PhD 

student. Upon reflection, I should have arranged to obtain the dataset in my 

first year of study at Bournemouth University. This would have prevented 

delays in the progress of the study.  

 

My first ethics application was rejected because the NHS ethics committee 

recognised the difficulty in assessing the continuing capacity of patients in 

giving consent. Upon reflection, I should have identified this outcome before 

applying to the ethics committee. An early recognition of this would have led 

to an amended application. 

 

The study sought to develop a support bundle for the reduction of falls and 

the improvement of the discharge planning process through interviews with 

carers and staff. Upon reflection, I should have asked staff about how the 

current falls and discharge planning policies could be improved.  
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8.6) Implications for practice 

The findings from this study suggest that staff and carers do not use a 

systems approach in dementia care. Toolkits and policies that guide staff in 

the care of patients with dementia need to adopt a systems perspective 

because of its holistic focus.  

 

Family carers need to be considered as partners in the provision of dementia 

care. Current guidelines on the care of patients with dementia need to 

acknowledge the crucial role that family carers play in the provision of that 

care. 

 

Findings from this study indicated that some carers were not satisfied with 

care provided on the wards. It is therefore necessary to train staff and 

students on how to address informal complaints.  

 

8.7) Recommendations 

One staff suggested that the recruitment of an enhanced care team with a 

remit to therapeutically engage patients would have a likely reduction in the 

need for one-to-one nursing to prevent falls.  

 

Another member suggested that having more staff on the ward to observe 

patients would reduce the number of falls that occur on the wards. In 

addition, having adequate numbers of staff would enable patients to spend 

more time in the dementia garden. Clearly having extra staff is always 

worthwhile because they can engage with the patients through conversation. 

The use of volunteers in observation is clearly effective from the literature 

review. 

 

The use of an App by patients, carers and staff would create a greater sense 

of working as a team.  

 

Staff will be required as part of their mandatory training to incorporate the 

support bundle that has been developed into patient safety and care.  
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There should be a set of expectations (a Charter of Care for the dementia 

patient). This along with the support bundle should be incorporated into the 

policy and protocols for dementia patients. The adherence to that policy will 

be the specific responsibility of the dementia nurse specialist.  

 

The expectations in the care of dementia patients should be public 

documents, which are displayed in public areas especially on dementia 

wards.  

 

8.8) Conclusion 

The study analysed data on a sample of 14,771 people who had stayed in 

hospital for more than 24 hours and not been readmitted. It also analysed 

information on a sample of 1,133 people with dementia, who had not been 

readmitted and had stayed in hospital for more than 24 hours. These two sub-

samples were extracted from a convenience sample of 35,792 emergency 

admissions with a recorded discharge date between 01/01/2016 and 

31/12/2016. The study identified some of the factors that affect patient 

hospital stays. The findings from the service evaluation were important 

because they enabled me to identify the specific factors to focus on in the 

qualitative study. The factors identified were falls and discharge planning. A 

novel finding of the service evaluation is that admission method (attendance 

at an emergency unit, referral from a medical practitioner, referral from a 

consultant and admission from for example, another hospital) was not 

significantly associated with extending the length of stay of patients. 

Discharge method (i.e. death) was, however, associated with the length of 

stay of a patient.   

 

The qualitative study was grounded in a systems approach. Using interviews, 

I solicited the views of staff and carers regarding how a systems approach 

could be used to reduce falls and improve discharge planning.  Findings from 

the research indicated that even though some carers were satisfied with the 

care given to their relatives, others were not. In terms of the people 

component of a systems approach, patient (e.g. co-morbidities), staff (e.g. 

teamwork) and carer (e.g. stress) characteristics affected falls and discharge 
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planning. In addition, the environment (including the physical environment, 

policies and equipment) influenced falls and discharge. Three novel themes 

and subthemes that emerged from the staff and carer interviews regarding 

falls were: the use of equipment in relation to falls, reliance on others and 

inadequate care. The novel themes and sub-themes generated from the staff 

and carer interviews on discharge planning were: understanding your patient, 

attitudes on policy and the use of hospital equipment.  

 

Two support bundles on falls and discharge support bundles were developed 

to help improve patient care and reduce length of hospital stay. The support 

bundles were developed using a bottom-up approach (i.e. its contents were 

mainly derived from the issues that emerged from my interviews with carers 

and staff). The findings from the interviews were then supported with data 

from previous research. This approach to the development of the support 

bundles was important as a recent research has suggested that patient 

tokenism cannot be ruled out in the processes used to develop guidelines 

(Kim, Berta, & Gagliardi, 2021). An online survey to ascertain the 

acceptability of the falls and discharge bundles amongst people with 

dementia, carers and staff was conducted. Findings from the survey indicated 

that people with dementia, their carers and staff generally agreed with the 

contents of the support bundles. 

 

I have outlined the practice implications for this study.  The findings from the 

study could be used to improve patient care. The key message from my 

quantitative, qualitative and online studies is that there needs to be a greater 

sense of cohesion between the multidisciplinary staff team, patients and 

carers. There is also the need to have dedicated dementia wards with a 

targeted goal to significantly reduce ward transfers during patient hospital 

stays.  
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Appendix 1: Details of the 10 studies that were excluded from the literature review 

Author Outcome/Purpose Reason for exclusion or 

inclusion 

 Shea et al. (2017) 

scores on research 

methods  

 

Ebell et al. 

(2004) 

3 categories 

of ranking 

research 

evidence with 

level 1 as the 

best, level 2 

as limited and 

3 as other 

A)Cole, Ciampi, 

Belzile, and 

Lihong (2009) 

Reviewed studies 

that have evaluated 

the occurrence of 

adverse health events 

amongst people with 

chronic delirium. 

Excluded because it 

focuses on chronic 

delirium 

5/16 3 

B)Bowling et al. 

(2015) 

Reviewed studies 

that have evaluated 

the use of a wide-

range of scales that 

measure the quality 

of life amongst 

people with 

dementia. 

Excluded because it 

assesses the general well-

being of people with 

dementia  

7/16 3 

C)Fuller (2016) Reviewed studies 

that have examined 

the experiences of 

people who have a 

formal episode of 

delirium. 

Excluded because the 

study mainly focuses on 

transient loss of memory 

without any emphasis on 

dementia.   

5/16 3 

D)Handley, Bunn, 

and Goodman 

(2015) 

The study intends to 

seek how   the 

hospital environment 

can be improved. 

Excluded because it is a 

research proposal. 

Not Applicable Not 

Applicable 
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Author Outcome/Purpose Reason for 

exclusion or 

inclusion 

 Shea et al. 

(2017) scores on 

research 

methods  

 

Ebell et al. 

(2004) 

3 categories of 

ranking 

research 

evidence with 

level 1 as the 

best, level 2 as 

limited and 3 as 

other 

E) Robinson et al. 

(2012) 

Reviewed studies 

that have 

investigated the 

use of advanced 

care plans amongst 

people with 

cognitive 

impairment. 

Excluded because 

it focused on care 

homes where 

people usually 

reside on a long-

term basis. 

8/16 2 

F)Robins Wahlin 

and Byrne (2011) 

Examines studies 

that have analysed 

personality 

impairments 

amongst people 

with dementia 

using valid scales. 

Excluded because 

of its strong 

emphasis on 

general 

psychological 

principles.  

5/16 3 

G)Sockalingam et 

al. (2014) 

Reviewed studies 

that have explored 

the benefits of 

delirium 

educational 

programmes on 

patient care.   

Excluded because 

it focuses on 

educational 

packages which 

targets people 

who are 

experiencing 

delirium. 

7/16 3 
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Author Outcome/Purpose Reason for 

exclusion or 

inclusion 

Shea et al. 

(2017) scores 

on research 

methods  

 

Ebell et al. 

(2004) 

3 categories of 

ranking 

research 

evidence with 

level 1 as the 

best. 

H)Öhman, 

Savikko, 

Strandberg, and 

Pitkälä (2014) 

Reviewed studies that 

have investigated the 

potential benefits of 

exercise amongst 

people with cognitive 

impairment. 

Excluded 

because majority 

of the studies 

reviewed 

involved people 

with dementia in 

non-acute 

settings. 

5/16 2 

I)Randall and 

Clissett (2016) 

Reviewed evidence for 

the best way of 

managing the 

behavioural symptoms 

of dementia. 

Excluded 

because all of 

the studies 

reviewed 

involved people 

with dementia in 

non-acute 

settings. 

6/16 2 

J) van der Linde, 

Stephan, Savva, 

Dening, and 

Brayne (2012) 

 

 

 

Mainly examines 

systematic studies that 

have looked at the 

incidence rates, risk 

factors and the health 

outcomes for the 

behavioural and 

psychological 

symptoms amongst 

people with or without 

cognitive impairment.    

Excluded 

because of its 

main attention to 

prevalence rates, 

risk factors and 

general health 

outcomes.  

Not Applicable 3 
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Appendix 2: Descriptive statistics of patients with and without dementia (n=35,792)   

Variable Dementia (n=1,950)/ 

n% 

No Dementia (n=33,842)/ n% 

Gender 

Male 

Female 

 

807 (41.4) 

1,143 (58.6) 

 

16,439(48.6) 

17,403(51.4) 

Admission methods 

Attendance at Emergency unit 

Referral from a medical 

practitioner 

Referral from a consultant 

Other (e.g. hospital) 

 

1,296 (66.5) 

604 (30.9) 

6 (0.3) 

44(2.3) 

 

20,301(59.9) 

11,193(33.1) 

430(1.3) 

1,918 (5.7) 

Readmission 

Yes  

No 

 

406(20.8) 

1,544((79.2) 

 

6,995(20.7) 

26,847(79.3) 

Discharge methods 

Based on clinical advice 

Self-discharge 

Discharged by institution (e.g. 

court) 

Death 

 

1,748(89.6) 

2 (0.1) 

0 

200 (10.3) 

 

32,068 (94.8) 

445 (1.3) 

13(0.04) 

1,316 (3.9) 

Admissions from a care home 

Yes 

No 

 

753(38.6) 

1,197(61.4) 

 

2,107(6.2) 

31,735(93.8) 

Discharges to a care home 

Yes 

No 

 

808 (41.4) 

1,142 (58.6) 

 

2,261 (6.7) 

31,581 (93.3) 

 

First Early Warning Signal 

High(>6) 

Medium(5-6) 

Low(0-4) 

Missing 

 

85(4.4) 

137(7.0) 

1,188 (60.9) 

540 (27.7) 

 

904 (2.7) 

1,352 (4) 

18,676 (55.2) 

12,910 (38.1) 
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Variable Dementia (n=1950)/ 

 

No Dementia (n=33842)/ n% 

Falls without harm 

Yes 

No 

Falls with minor harm 

Yes 

No 

Falls major and moderate 

Yes 

No 

 

143 (7.3) 

1,807(92.7) 

 

61(3.1) 

1,889 (96.9) 

 

10 (0.5) 

1,940 (99.5) 

 

526(1.6) 

33,316 (98.4) 

 

318(0.9) 

33,524(99.1) 

 

25(0.1) 

33,817 (99.9) 

Category 1 Preadmission 

pressure sores 

Yes 

No 

Category 2 Preadmission 

pressure sores 

Yes 

No 

Category 3 Preadmission 

pressure sores 

Yes 

No 

Category 4 Preadmission 

pressure sores 

Yes 

No 

Unstageable  

Preadmission pressure sores 

Yes 

No 

 

 

125 (6.4) 

1,825 (93.6) 

 

 

154 (7.9) 

1,796 (92.1) 

 

 

42 (2.2) 

1,908 (97.8) 

 

18(0.9) 

1,932 (99.1) 

 

 

 

6 (0.3) 

1,944(99.7) 

 

 

514 (1.5) 

33,328 (98.5) 

 

 

895 (2.6) 

32,947 (97.4) 

 

 

276(0.8) 

33,566 (99.2) 

 

84 (0.2) 

33,758 (99.8) 

 

 

 

54(0.2) 

33,788(99.8) 
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Variable Dementia (n=1950)/ 

n% 

No Dementia (n=33842)/ n% 

Category 1 Postadmission 

pressure sores 

Yes 

No 

Category 2 Postadmission 

pressure sores 

Yes 

No 

Category 3 Postadmission 

pressure sores 

Yes 

No 

Category 4 Postadmission 

pressure sores 

Yes 

No 

Unstageable  

Postadmission pressure sores 

Yes 

No 

 

 

79(4.1) 

1,871(95.9) 

 

 

101(5.2) 

1,849(94.8) 

 

 

13 (0.7) 

1,937 (99.3) 

 

 

5(0.3) 

1,945(99.7) 

 

 

4 (0.2) 

1,946 (99.8) 

 

 

373(1.1) 

33,469(98.9) 

 

 

464(1.4) 

33,378(98.6) 

 

 

99 (0.3) 

33,743(99.7) 

 

 

20(.06) 

33,822(99.94) 

 

 

50 (0.2) 

33,792 (99.8) 

MUST scores  

High(>1) 

Medium (1) 

Low (0) 

Missing 

 

347(17.8) 

70(3.6) 

1,188(60.9) 

345 (17.7) 

 

2,062 (6.1) 

1,061(3.1) 

18,723(55.3) 

11,996(35.5) 

Discharge Age Mean= 85 

Median=86 

Mean=62 

Median=66 

Waterlow scores 

High  (>15) 

Medium (11-15) 

Low (0-10) 

Missing 

 

1,236 (63.4) 

269(13.8) 

100 (5.1) 

345(17.7) 

 

8,189(24.2) 

4,857(14.4) 

8,733(25.8) 

12,063 (35.6) 
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Variable Dementia (n=1950)/ 

n% 

No Dementia (n=33842)/ n% 

Admission day 

Friday 

Monday 

Saturday 

Sunday 

Thursday 

Tuesday 

Wednesday 

 

271(13.9) 

273 (14) 

274(14) 

304 (15.6) 

306 (15.7) 

273 (14) 

249 (12.8) 

 

5,243 (15.5) 

5,204 (15.4) 

4,147 (12.3) 

4,107 (12.1) 

5,164 (15.3) 

5,077 (15) 

4,900 (14.4) 

Admission is a bank holiday 42 (2.2) 651(1.9) 
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Appendix 3: Graphs for the descriptive statistics 
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Appendix 4: Participant information sheet for carers 

 

 

 

 

 

The Royal Bournemouth Hospital 

Castle Lane East 

Bournemouth 

Dorset 

United Kingdom 

BH7 7DW 

 

Tel: 01202 303626 

www.rbch.nhs.uk  

 

 

Participant information sheet for carers 

A systems approach to falls and discharge planning 

Invitation 

We would like to invite you to take part in a study that investigates the factors that 

influences falls and the discharge planning process of people with dementia. 

You have been selected because you are a carer for someone who has been diagnosed with 

dementia. 

First of all, it is important to know why this research is being conducted and what is needed 

before you decide to get involved.  

Please do not hesitate to contact us should you have any questions 

 

The Royal Bournemouth and  

Christchurch Hospitals  

NHS Foundation Trust 

http://www.rbch.nhs.uk/
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Why this study? 

The NHS is striving to improve care for patients with dementia. Your views on how to 

improve care is essential in this process. Therefore, we would like to know the factors that 

affect falls and the discharge planning process of people with dementia.  

This study is being conducted by Bournemouth University as part of a PhD research degree. 

Your decision to take part in this study or not, will in no way affect the care that is received 

by the person you care for on the ward.  

 

How will taking part affect me? 

If you agree to take part in this study, an appointment will be made for a researcher to 

interview you. The interview will last approximately 30 minutes and will be conducted in a 

private space. The interviews will be focused on you and your experiences in hospital as a 

carer.  

The interviews will be recorded for accuracy. Once the notes from the interviews have been 

written, the tapes will be erased. Anything you say during the interviews will be 

confidential. Any written notes will be anonymised; your name will not appear on them, 

though the researcher will assign a code number to help with interpretation later. The 

researcher will need your details if you choose to cross-check the accuracy of the interview 

transcript or want a copy of the results of this study posted or emailed to you.  

   

Do I have to take part? 

You can choose whether to take part in this study or not.  You can also decide to stop taking 

part in this study at any time. You can choose to refuse to answer any questions you are not 

comfortable with. 

 

Are there any possible benefits? 

There are no direct benefits in terms of the current care and treatment that the patient is 

receiving in this hospital. Staff will also not receive any benefits. 

The results from this study may be published and may be presented at conferences. These 

may include direct quotes from the interviews, though all these will be anonymous. 



400 
 

Whilst there are no immediate benefits, it is hoped the findings from this research will widen 

the current understanding on how to improve care for people with dementia in hospitals. 

 

Are there any possible disadvantages? 

You may stop the interview at any time if you are finding it difficult or stressful. If you wish 

to receive additional support, the researcher will put you in touch with a specialist nurse or 

consultant physician.  

 

Will my personal details be kept privately? 

The Royal Bournemouth and Christchurch Hospitals will keep your name and contact details 

confidential and will not pass this information to Bournemouth University. The Royal 

Bournemouth and Christchurch Hospitals will use this information as needed, to contact you 

about the research study, and make sure that relevant information about the study is recorded 

for your care, and to oversee the quality of the study. Bournemouth University will only 

receive information without any identifying information. The people who analyse the 

information will not be able to identify you and will not be able to find out your name or 

contact details. 

 

The Royal Bournemouth and Christchurch Hospitals will keep identifiable information 

about you from this study for 3-6 months. 

 

The original audio recording and paper field notes will be stored in a locked cabinet at my 

supervisor's office in the Royal Bournemouth and Christchurch Hospitals. The tape 

recording of the interview will be destroyed after the notes have been written. A study 

number only will identify any written notes, this is to assist in analysis of the data, and the 

notes will not contain your name or any other details, which may identify you. A copy of 

your signed consent sheet will be given to you, another copy will be kept on the hospital 

record of the person you care for, and a final copy will be kept in a locked cabinet at the 

Royal Bournemouth and Christchurch Hospitals NHS Foundation Trust.  

 

Bournemouth University is the sponsor for this study based in the United Kingdom. We will 

be using information from you in order to undertake this study and will act as the data 
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controller for this study. This means that we are responsible for looking after your 

information and using it properly. Bournemouth University will keep research data for 5 

years after the study has finished                           

 

Your rights to access, change or move your information are limited, as we need to manage 

your information in specific ways in order for the research to be reliable and accurate. If you 

withdraw from the study, we will keep the information about you that we have already 

obtained. To safeguard your rights, we will use the minimum personally identifiable 

information possible. 

 

You can find out more about how we use your information by contacting James Stevens, 

Chief Data Officer on researchgovernance@bournemouth.ac.uk or for more enquiries that 

are general: DPO@bournemouth.ac.uk.  

 

Your name and contact details will not be passed to Bournemouth University. If you have 

provided contact information this will only be used to contact you about this study. Staff 

from Bournemouth University may need to crosscheck the accuracy of the research study. 

These staff will only receive anonymous information in which you cannot be identified.  

 

BU’s Research Participant Privacy Notice sets out more information about how we fulfil our 

responsibilities as a data controller and about your rights as an individual under the data 

protection legislation.  We ask you to read this Notice so that you can fully understand the 

basis on which we will process your information.   

 

How will the findings of this study be used? 

The findings of the study will be presented as part of a PhD thesis. The findings from the 

study will be shared by publication in professional journals and presentations at scientific 

conferences If you do not want the researcher to use anything you say when compiling the 

information, please let the team know at any time (prior to publication), contact details are 

below. Also, contact the team if you wish to be informed of the findings of the study when it 

is complete.  

 

mailto:DPO@bournemouth.ac.uk
https://intranetsp.bournemouth.ac.uk/documentsrep/Research%20Participant%20Privacy%20Notice.pdf
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Who is responsible for this study? 

The Royal Bournemouth and Christchurch Hospitals NHS foundation Trust and 

Bournemouth University are funding this study. 

Professor Michael Vassallo, a consultant physician employed by the Royal Bournemouth 

Hospital, is supervising this research. 

The two other supervisors for this research are: Dr. Samuel Nyman, Bournemouth 

University, and Dr. Fiona Kelly, Queen Margaret University. 

 

Name of Researcher: Mary Duah-Owusu White 

Phone number: 07923269758 

Email address: mduahowusuwhite@bournemouth.ac.uk 

Postal address: Bournemouth University, Dementia Institute, fifth Floor Executive Business 

Centre, 89 Holdenhurst Road, Bournemouth, BH8 8EB. 

 

Name of Supervisor: Samuel Nyman 

Phone number: 01202968179 

Email address: snyman@bournemouth.ac.uk 

Postal address: Bournemouth University, Dept. of Psychology, Faculty of Science and 

Technology, BH12 5BB  

 

Except where it has been anonymised your personal information will be accessed and used 

only by appropriate, authorised individuals and when this is necessary for the purposes of 

the research or another purpose identified in the Privacy Notice. This may include giving 

access to BU staff or others responsible for monitoring and/or audit of the study, who need 

to ensure that the research is complying with applicable regulations. 

 

 

 

https://intranetsp.bournemouth.ac.uk/documentsrep/Research%20Participant%20Privacy%20Notice.pdf


403 
 

Complaints 

If you have any concerns about the conduct of the study, or your involvement in it you can 

contact the study team. 

If the study team has not answered your concerns you should contact Professor Tiantian 

Zhang, Deputy Dean for Research & Professional Practice, Faculty of Science and 

Technology, Bournemouth University by email to researchgovernance@bournemouth.ac.uk. 

 

For concerns separate to the study, please contact the hospital PALS team, contact details 

below. 

The Patient Advisory Liaison Service in this hospital can be contacted by calling 01202 

704886 or 01202 704301 

 

Finally 

If you decide to take part, you will be given a copy of the information sheet and a signed 

participant consent form to keep. Another copy will be kept on the hospital record of the 

person you care for. 

 

Thank you for considering taking part in this research project. 

 

Mary Duah-Owusu White 
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Appendix 5: Participant information sheet for staff 

 

 

 

 

The Royal Bournemouth Hospital 

Castle Lane East 

Bournemouth 

Dorset 

United Kingdom 

BH7 7DW 

 

Tel: 01202 303626 

www.rbch.nhs.uk  

 

Participant information sheet for staff (nursing, medical, allied healthcare 

professionals, support staff) 

A systems approach to falls and discharge planning 

Invitation 

We would like to invite you to take part in a study that is seeking to identify the factors that 

influence falls and the discharge planning process of people who have been diagnosed with 

dementia in hospital. 

The research is interested in the views of staff on how to improve care for people with 

dementia. Therefore, we need your consent in order to participate in an interview on the 

ward.  

 

First of all, it is important to know why this research is being conducted and what is needed 

before you decide to get involved.  

 

The Royal Bournemouth and  

Christchurch Hospitals  

NHS Foundation Trust 

http://www.rbch.nhs.uk/
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Please do not hesitate to contact us should you have any questions 

 

Why this study? 

The NHS is striving to improve care for patients with dementia. Your views on how to 

improve care is essential in this process. Therefore, we would like to know your views about 

the factors that influences falls and the discharge planning process of people with dementia. 

 

This study is being conducted by Bournemouth University as part of a PhD research degree. 

Your decision to take part in this study or not will remain confidential.  

 

What is needed? 

This study will involve an interview which is expected to take approximately thirty minutes. 

The interviews will be focused on your thoughts about the factors that influences falls and 

the discharge planning process of people with dementia. I should like to record the interview 

with your permission. 

 

How will taking part affect me? 

If you agree to take part in this study an appointment will be made for a researcher to 

interview you. The interview will last approximately thirty minutes and will be conducted in 

a private space.  

 

The interviews will be audio-recorded for accuracy. Also, a sub-sample of the interview 

transcripts will be cross-checked for accuracy by the research team. The researcher will need 

your details if you choose to cross-check the accuracy of the interview transcript or want a 

copy of the results of this study posted or emailed to you.    

 

Once the transcribed interviews have been confirmed to be accurate, the audio record will be 

deleted. Anything you say during the interviews will be confidential. Any written notes will 

be anonymised; your name will not appear on them, though the researcher will assign you 

with a research number to help with interpretation later. 
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Do I have to take part? 

You can choose whether to take part in this study or not.  You can also decide to stop taking 

part in this study at any time. You can choose to refuse to answer questions that you are not 

comfortable with. 

 

Whether you decide to take part or not will not affect your role on the ward. 

 

Are there any possible benefits? 

There are no direct benefits for you, the ward or hospital by taking part in this study. The 

results from this study may be published in peer reviewed journals and presented at 

scientific meetings. These may include direct quotes from the interviews, though all these 

will be anonymised. 

 

Whilst there are no immediate benefits, it is hoped the findings from this research will widen 

the current understanding on how to improve care for people with dementia in hospitals. 

 

Are there any possible disadvantages? 

You may stop the interview at any time if you are finding it difficult or stressful. If you wish 

additional support from the employee support programme,-Care First, you can telephone 

01452 623243, open 24hrs per day, or online at www.carefirst-lifestyle.co.uk 

 

Will my personal details be kept confidential? 

The Royal Bournemouth and Christchurch Hospitals will keep your name and contact details 

confidential and will not pass this information to Bournemouth University. The Royal 

Bournemouth and Christchurch Hospitals will use this information as needed, to contact you 

about the research study, and make sure that relevant information about the study is recorded 

for your care, and to oversee the quality of the study. Bournemouth University will only 

receive information without any identifying information. The people who analyse the 

information will not be able to identify you and will not be able to find out your name or 

contact details. 

http://www.carefirst-lifestyle.co.uk/
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The Royal Bournemouth and Christchurch Hospitals will keep identifiable information 

about you from this study for 3-6 months. 

 

The original audio recording and paper field notes will be stored in a locked cabinet at my 

supervisor's office in the Royal Bournemouth and Christchurch Hospitals. The audio record 

of the interview will be destroyed after confirmation of the accuracy of the transcribed notes. 

Any written notes will be identified by a study number only, this is to assist with the analysis 

of the data, and the notes will not contain any details which may identify you. 

 

A copy of your signed consent sheet will be given to you and one copy will be kept in a 

locked cabinet at the Royal Bournemouth and Christchurch NHS Foundation Trust.  Any 

papers published or conference presentations used to share the findings of this study will not 

include the names of, or any means of identifying the participants. 

 

Bournemouth University is the sponsor for this study based in the United Kingdom. We will 

be using information from you in order to undertake this study and will act as the data 

controller for this study. This means that we are responsible for looking after your 

information and using it properly. Bournemouth University will keep research data for 5 

years after the study has finished.                             

 

Your rights to access, change or move your information are limited, as we need to manage 

your information in specific ways in order for the research to be reliable and accurate. If you 

withdraw from the study, we will keep the information about you that we have already 

obtained. To safeguard your rights, we will use the minimum personally-identifiable 

information possible. 

 

You can find out more about how we use your information by contacting James Stevens, 

Chief Data Officer on researchgovernance@bournemouth.ac.uk or for more general 

enquiries: DPO@bournemouth.ac.uk.  

 

mailto:DPO@bournemouth.ac.uk
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Your name and contact details will not be passed to Bournemouth University. If you have 

provided contact information this will only be used to contact you about this study. Staff 

from Bournemouth University may need to cross-check the accuracy of the research study. 

These staff will only receive anonymous information in which you cannot be identified.  

 

BU’s Research Participant Privacy Notice sets out more information about how we fulfil our 

responsibilities as a data controller and about your rights as an individual under the data 

protection legislation.  We ask you to read this Notice so that you can fully understand the 

basis on which we will process your information.   

 

How will the findings of this study be used? 

The findings of the study will be presented as part of a PhD thesis. The findings of the study 

may be published in peer reviewed journals and presented at scientific meetings. If you do 

not want the researcher to use anything you say when compiling the information, please 

inform the research team at any time (prior to analysis). If you are interested in the findings 

of this study, please let me know. 

 

Who is responsible for this study? 

This study is being funded by the Royal Bournemouth and Christchurch Hospitals NHS 

foundation Trust and Bournemouth University. 

This research is being supervised by consultant physician, Professor Michael Vassallo. 

The two other supervisors for this research are: Dr. Samuel Nyman, Bournemouth 

University, and Dr. Fiona Kelly, Queen Margaret University. 

 

Name of Researcher: Mary Duah-Owusu White 

Phone number: 01202962539 

Email address: mduahowusuwhite@bournemouth.ac.uk 

Postal address: Bournemouth University Dementia Institute, 5th Floor Executive Business 

Centre, 89 Holdenhurst Road, Bournemouth, BH8 8EB. 

 

https://intranetsp.bournemouth.ac.uk/documentsrep/Research%20Participant%20Privacy%20Notice.pdf
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Name of Supervisor: Samuel Nyman 

Phone number: 01202968179 

Email address: snyman@bournemouth.ac.uk 

Postal address: Bournemouth University, Dept. of Psychology, Faculty of Science and 

Technology, BH12 5BB 

 

Except where it has been anonymised your personal information will be accessed and used 

only by appropriate, authorised individuals and when this is necessary for the purposes of 

the research or another purpose identified in the Privacy Notice. This may include giving 

access to BU staff or others responsible for monitoring and/or audit of the study, who need 

to ensure that the research is complying with applicable regulations. 

 

Complaints 

If you have any concerns about the conduct of the study, or your involvement in it you can 

contact the study team.                                     

 

If your concerns have not been answered by the study team you should contact Professor 

Tiantian Zhang, Deputy Dean for Research & Professional Practice, Faculty of Science and 

Technology, Bournemouth University by email to  

researchgovernance@bournemouth.ac.uk.  

 

Finally 

If you decide to take part, you will be given a copy of the information sheet and a signed 

participant consent form to keep. 

Thank you for considering taking part in this research project.  

Mary Duah-Owusu White 

 

 

https://intranetsp.bournemouth.ac.uk/documentsrep/Research%20Participant%20Privacy%20Notice.pdf
mailto:researchgovernance@bournemouth.ac.uk
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Appendix 6: Consent sheet for carers 

 

 

 

 

 

 

The Royal Bournemouth Hospital 

Castle Lane East 

Bournemouth 

Dorset 

United Kingdom 

BH7 7DW 

 

Tel: 01202 303626 

www.rbch.nhs.uk  

 

Consent Sheet for interviews with carer: A systems approach to falls and discharge planning 

Carer’s ID number for this study: 

Ward:  

REC Number: 

Name of Researcher: Mary Duah-Owusu White 

 

Please initial each box below 

 

I confirm that I have read and understand the information sheet dated ……… Version No. 3  

for the above study.  I have had the opportunity to consider the information, ask questions  

and have had these answered satisfactorily. 

 

                                                                                                                                                

The Royal Bournemouth and  

Christchurch Hospitals  

NHS Foundation Trust 

http://www.rbch.nhs.uk/
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I understand that my participation is voluntary and that I am free to withdraw at any         

time without giving any reason, without my position or legal rights being affected. 

 

I give consent for Mary to record the interview and I am happy for a member of the research team to 

cross-check the accuracy of my interview transcript.                                                                                                                                                                

.                                                       

I confirm that I understand the information gathered about me in this study may be used without any 

mention of my name in a public document. 

 

I confirm that I am happy to cross-check the accuracy of the interview transcript. 

 

I confirm that I want a copy of the results of this study posted or emailed to me.    

 

I agree to take part in the above study. 

 

 

            

Name of Participant  Date    Signature 

 

            

Name of Person  Date    Signature 

taking consent 

 

1 Copy for participant, 1 Copy for researcher, 1 Copy for hospital records 
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Appendix 7: Consent sheet for staff 

 

 

 

 

 

The Royal Bournemouth Hospital 

Castle Lane East 

Bournemouth 

Dorset 

United Kingdom 

BH7 7DW 

 

Tel: 01202 303626 

www.rbch.nhs.uk  

 

Consent Sheet for interviews with staff: A systems approach to falls and discharge planning 

Staff ID number for this study: 

Ward:  

REC Number: 

Name of Researcher: Mary Duah-Owusu White 

Please initial each box below 

 

I confirm that I have read and understand the information sheet dated ……… Version No. 3  

for the above study.  I have had the opportunity to consider the information, ask questions  

and have had these answered satisfactorily. 

 

I understand that my participation is voluntary and that I am free to withdraw at any         

time without giving any reason, without my position or legal rights being affected. 

 

The Royal Bournemouth and  

Christchurch Hospitals  

NHS Foundation Trust 

http://www.rbch.nhs.uk/
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I give consent for Mary to record the interview I am happy for a member of the research team to 

cross-check the accuracy of my interview transcript.                                                       

 

I confirm that I understand the information gathered about me in this study may be used without any 

mention of my name in a public document. 

                                                                                                                                                                

I confirm that I am happy to cross-check the accuracy of the interview transcript. 

 

I confirm that I want a copy of the results of this study posted or emailed to me.  

 

I agree to take part in the above study. 

 

            

Name of Participant  Date    Signature 

 

            

Name of Person  Date    Signature 

taking consent 

 

1 Copy for participant, 1 Copy for researcher 
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Appendix 8: Semi-structured interview guide for carers 

Interview guide for carers using a system framework (human interactions, 

environment, equipment, paperwork): 

Introduction  

Researcher: My name is Mary Duah-Owusu White. I am a student from 

Bournemouth University. How should I address you? 

Carer: Wait for response. 

Researcher: How are you today?  

Carer: If the person is feeling OK, the researcher will continue with this introduction. 

If the person is not feeling too great, the research will ask if it is ok to continue or 

rebook the meeting).  

Researcher: I am currently researching on how to improve the health concerns or the 

positive aspects of care for people with dementia.  This interview will take 

approximately 30 minutes.  Please interrupt this interview at any point should you 

feel uncomfortable. In the event that you say something that indicates significant 

harm such as abuse, I will be obligated to report to the hospital safeguarding team. I 

would like to record this interview on a tape if that is ok. The recorder will be 

securely locked and the researcher will delete everything after she has transferred 

results on to paper. “You can refuse to answer any questions that you are 

uncomfortable with. Your name will not be linked to what you say. Is that OK?” 

Carer: If the carer accepts, then I will proceed. 

Researcher: I will read through the study’s information sheet with you so you know 

in detail what the research is all about. Please stop me at any point whilst I read if 

you have any concerns.  I will go through the consent sheet with you to confirm that 

you are happy to continue with this study.  

 

What has been your experience of being a carer for a patient with dementia on a 

hospital ward? 

What has been your experience of discharge planning and what slows it down? 
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Prompts 

Do you find it helpful involving staff in the discharge planning process? 

How can the hospital environment be improved to help with the discharge planning 

process? 

How does the use of patient equipment affect the discharge planning process? 

Do Trust documents help with the discharge planning process?  

Are you aware of any Trust (hospital) document on the care of patients with 

dementia? 

 

What has been your experience of falls and what are the factors that influences it? 

Prompts 

Do you find it helpful involving patients and other carers in the reduction of falls?  

In what ways do you utilise members of staff in order to help with the reduction of 

falls?  

How can the hospital environment be improved to help with the reduction of falls? 

How does the use of patient equipment affect the reduction of falls? 

Do Trust documents help with the reduction of falls?  
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Appendix 9: Semi-structured interview guide for staff 

Interview guide for staff (nursing, medical, allied healthcare professionals, 

support staff) using a system framework (human interactions, environment, 

equipment, paperwork): 

Introduction  

Researcher: My name is Mary Duah-Owusu White. I am a student from 

Bournemouth University. How should I address you? 

Staff: Wait for response. 

Researcher: How are you feeling today?  

Staff: If the person is feeling OK, the researcher will continue with this introduction. 

If the person is not feeling too great, the researcher will ask if it is ok to continue or 

re-book the meeting).  

Researcher: I am currently researching on the discharge planning process and the 

reduction of falls amongst people with dementia. This interview will take 

approximately thirty minutes.  Please interrupt this interview at any point should you 

feel uncomfortable. In the event that you say something that indicates significant 

harm such as abuse, I will be obligated to report to the hospital safeguarding team. I 

would like to audio-record this interview if that is ok. The recorder will be locked in 

a cabinet and the researcher will delete everything after she has transcribed the 

interview herself. The researcher’s supervisors will cross-check a sub-set of the 

transcripts for accuracy. “You can refuse to answer any questions that you are 

uncomfortable with. Your name will not be linked to what you say. Is that OK?” 

Staff: If the member of staff accepts, then I will proceed. 

Researcher: Please read through the study’s information sheet so that you know in 

detail what the research is all about. Please ask me questions if you have any 

concerns.  Please sign the consent sheet to confirm that you are happy to continue 

with this study.  

What is your role in the hospital? 

How long have you worked in this role in the hospital? 
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What has been your experience of talking with or meeting patients who have 

dementia in this hospital?   

Do you find it helpful involving family or paid (home) carers in the discharge 

planning process?  

In what ways do you utilise other members of staff in order to help with the 

discharge planning process?  

How can the hospital environment be improved to help with the discharge planning? 

How does the use of patient equipment affect the discharge planning process? 

Are you aware of any Trust (hospital) document on the care of patients with 

dementia? 

Do Trust documents help with the discharge planning process?  

Do you find it helpful involving family or paid (home) carers in the reduction of 

falls?  

In what ways do you utilise other members of staff in order to help with the 

reduction of falls?  

How can the hospital environment be improved to help with the reduction of falls? 

How does the use of patient equipment affect the reduction of falls? 

Are you aware of any Trust (hospital) document on the care of patients with 

dementia? 

Do Trust documents help with the reduction of falls?  
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Appendix 10: Flyer and Poster 

 

 

 

 

 

 

 

 

 

 

 

 

 



419 
 

Appendix 11: Ethics Approval 
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Appendix 12: HRA Approval 
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Appendix 13: Discharge policy 
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Appendix 14: Falls policy 

 

 



432 
 

 



433 
 

 



434 
 

 



435 
 

 



436 
 

Appendix 15: Illustrated summary of falls 
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Appendix 16: Illustrated summary of discharge 
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