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Abstract: Elderly patients suffering from chronic cognitive decline/dementia are susceptible 

to poor quality of care which further erodes their quality of life. Seemingly benign events can 

create cascade iatrogenesis in those whose compensatory ability is compromised by impairments 

in multiple domains. Under recognition, misrecognition, or failure to intervene and manage this 

vulnerable population leads to suboptimal care. This places them at risk for cognitive decline, 

functional decline, and challenging behaviors, creating financial and emotional burdens for 

not only the patients but also family, staff, and organizations that are attempting to provide 

care. Identifying, managing, and therapeutically responding to confused elderly is complex. 

Recognizing the challenges makes the development of tools that guide comprehensive assessment 

planning, interpretation of findings, and treatment plans imperative. Innovative and effective 

assessment and interventional approaches are present in the literature. This article synthesizes  

the scientific evidence to guide clinicians to implement in practice.

Keywords: dementia, older adults, assessment, intervention, quality of life, elderly, cognitive 

decline

Introduction
Hospitalized patients suffering from the sequelae of dementia have complex needs 

which challenge the delivery of acute nursing care. Despite advances in care, these older 

adults struggle with progressive cognitive decline, functional decline, and challenging 

behaviors that impact their quality of life. Suboptimal health care further erodes their 

quality of life. This is a prominent and growing health problem that impacts patients, 

families, health care systems, and society. These patients are at risk for inadequate 

care due to health care providers’ lack of understanding of the etiology of cogni-

tive impairment and misperception of the problem.1 This article aims to describe: 

(1) challenges in providing care to hospitalized patients suffering from dementia and 

delirium superimposed on dementia, (2) nursing assessments, problem identification, 

and interventions for dementia and delirium that may promote quality of life and care, 

and (3) synthesized recommendations to guide clinical practice.

Cognitive impairment can be categorized into two broad groups: chronic cognitive 

decline (diagnosable dementia) or acute cognitive changes (most likely the result of 

delirium). Accordingly, timely and accurate identification of the impairment/problem 

is important for several reasons. Under recognition, misrecognition, or failure to 

intervene and manage this vulnerable population leads to suboptimal care. Cascade 

iatrogenesis may be started by seemingly benign events in those whose compensa-

tory ability is compromised by impairments in multiple domains. In addition, acute 
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changes in cognition (delirium) may be an early warning of 

the presence of systemic illness.1 Identifying, managing, and 

therapeutically responding to cognitive status and changes 

in an older adult population is a complex endeavor. The dif-

ficulty in recognizing the challenges makes it imperative that 

the best known evidence is readily available to nurses to guide 

assessments, interpretation of findings, and intervention/

treatment plan creation that lead to improvements in quality 

of life. Hospitalization of patients with dementia adds to the 

complexity and challenge of treatment; the care focus is on 

the acute medical surgical reasons (chief complaint) for the 

admission. Cognitive impairment, dementia, and delirium 

are often overlooked in the diagnosis and treatment plans. 

The advent of electronic medical records further complicates 

adequate information transfer with the need to develop elec-

tronic readable data that describes dementia and delirium 

and that can be included in clinical information systems and 

decision support.

Background and significance
Providing optimal care for older adult populations with cogni-

tive decline is an increasing concern for health professionals 

and policymakers as evidenced by the passing of the One 

Hundred Eleventh Congress of the United States of America 

“National Alzheimer’s Project Act.”2 Recommended priori-

ties described in the bill include, but are not limited to, actions 

that improve prevention, treatment, and care for those receiv-

ing services in health care institutions focusing on quality and 

cost effectiveness. This is of significant importance because 

it is estimated that by the year 2030 there will be 65.7 million 

people with dementia worldwide3 with approximately 17% 

spending the end stages of their lives in nursing homes and 

many needing repeated hospitalizations.4,5

Alzheimer’s disease, other related dementias, and 

delirium are common phenomena causing cognitive decline 

with similar and overlapping features. Overlapping symp-

toms make it difficult to ascertain baseline mental status and 

the acuteness of the symptoms.6–8 Some older adults may 

have undetected dementia because slow progressive cogni-

tive changes may not be recognizable while in a familiar 

environment. However, changes may become apparent 

when the patient enters an unfamiliar environment such as 

the hospital. Kennedy has observed that patient families will 

report “my mother was never like this at home” suggesting 

a change has occurred during or as the result of the transi-

tion of care.9

Overall, recognition of states of confusion is problematic. 

In a study of focus group interviews of 23 general practitioners 

(GPs) from different disciplines, reluctance in confirming a 

diagnosis of dementia due to social stigma and feelings of 

having little to no treatment options in the early stages of the 

disease was admitted.10 Boustani et al found that while 43% 

of their sampled population (N = 997) scored positively for 

cognitive impairments, only 424 (61%) of those with cogni-

tive impairment had documentation of the presence of cogni-

tive deficits in the electronic medical record at discharge.11 

Similarly, in a pilot study of 145 patients (65 years or older) 

admitted to three hospitals, 51 patients (35%) had cognitive 

impairment consistent with dementia. Yet, there was no docu-

mentation related to signs of dementia in 20 (39%) of the 

patient records.12 These studies are further supported by the 

work of Mitchell et al.13 These authors13 conducted a meta-

analysis from an extensive review of the recent literature and 

concluded that GPs recognized mild cognitive impairment 

only 44.7% of the time and documented this in the patient’s 

medical record only 10.9% of the time.

Delirium superimposed on dementia adds another 

layer to the problem. In a seminal integrated literature 

review, Fick et al estimated that the prevalence of delirium 

superimposed on dementia ranged from 22%–89% in 

hospitalized and community populations.14 Accordingly, 

the majority of the studies reported14 greater than 50% 

prevalence of delirium with rates as high as 89% in people 

with dementia. In addition, several studies hypothesized that 

professionals are less likely to recognize insidious forms of 

delirium. The review found the frequent lack of recognition, 

the lack of preventative strategies with behavioral approaches, 

and the use of psychoactive drugs were problematic for this 

subgroup of patients.14

The insufficient detection of cognitive impairment, 

among hospitalized older adults, places the elderly at risk 

for suboptimal care.15 Hospitalized people with chronic 

cognitive decline are at risk for falling, impaired gait 

and balance, inattention, orthostatic hypotension, eating/

hydration problems, inadequate rest/sleep, untreated pain, 

and becoming overwhelmed by being in an unfamiliar 

environment.16 They are also at risk for delirium from 

medication side effects, including pain medications and 

treatment of acute illness. In addition, they are more likely 

to exhibit challenging behaviors (wandering, agitation) and 

may experience functional decline. Best practice approaches 

aimed at controlling risk factors, promoting independence, 

and strategies to prevent behavioral consequences and func-

tional decline are available.8,17–19 However, gaps remain in 

the best way to synthesize and translate the evidence to the 

bedside caregiver.
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The clinical management of patients with dementia is 

problematic due to the frequent presence of behavioral and 

psychological co-occurring symptoms.20 Research has dem-

onstrated that cognitive impairments in the elderly patient 

interfere with nursing care. In a study of 133 caregivers, 

nurses identified that cognitive symptoms interfered with 

care (memory 96%, lack of insight/judgment 94%, loss of 

purposeful movement 92%).21 However, those who identified 

a cognitive symptom as interfering with care had difficulty 

indicating a strategy to minimize that impact (memory 50%, 

lack of insight/judgment 60%, loss of purposeful movement 

46%).21 This study highlights issues beyond just recognizing 

the problem. The nurses in this study recognized the inter-

ference with care but 40%–50% were not able to strategize 

interventions that might make a difference. Nurses need tools 

that will not only guide assessment but provide a framework 

to choose evidenced based interventions and treatment plans 

as well.

Functional impairment and behavioral symptoms are 

common consequences of confusion caused by delirium 

or dementia.22 They include dependence in daily activities, 

inability to initiate meaningful activity, spatial disorientation, 

and anxiety, which can lead to agitation, apathy, insomnia, 

repetitive vocalization, resistiveness, combativeness, food 

refusal, elopement/wandering, and interference with care. 

Functional decline and behavioral changes are also associated 

with acute hospitalization. Early assessment and preventative 

measures may be useful in preserving function and prevent-

ing further decline saving health care dollars by avoiding 

suboptimal care.22,23

In a well established evidence based geriatric nursing 

protocol, assessment of symptomatic individuals is recom-

mended to alert clinicians to the extent of the cognitive and 

functional decline.23 The goal for assessment of cognitive 

impairment is to help in differentiating dementia from 

delirium and/or depression. Each condition requires tailored 

interventions based on the cause and presentation. This study 

highlights that some nurses may fail to recognize cognitive 

impairment, while others recognize but are not sure how to 

address the problem they have identified. Bringing evidenced 

based assessment and intervention practice recommendations 

to the bedside holds great promise for improving care and 

quality of life for these complex patients.

One way to bring the best evidence to the bedside for 

the nurse is to embed the evidence in electronic information 

systems as clinical decision support (CDS). Within the com-

plexities of the patients’ and the nurses’ workflow, specific 

memory based care may add to the burden. It is not feasible 

to expect nurses to readily recall the battery of assessments, 

key risk factors that trigger the problem, linkages to appro-

priate nursing specific interventions, or to go outside of the 

workflow to find the resources that help find the answers and 

guide their practice.

Some authors recommend a patient safety paradigm that 

focuses on implementing evidence based practice (EBP).24 

The recommendation concludes that when EBP is followed, 

patients will receive more appropriate care leading to bet-

ter quality of care. No single reference can provide all the 

evidence based practice information necessary to care for 

the older adult. The key is to bring a comprehensive EBP 

framework of information to the bedside for frontline care-

givers to integrate into their practice. CDS solutions are one 

proposed method of translating EBP knowledge.25–28 

The findings of this review provide evidence that can 

support bedside clinical decision making and may be used 

in the design and build of electronic support systems. Bak-

ken et al assert that stand alone approaches that strive to 

assist nurses in accessing evidence necessary for practice are 

inadequate.29 They recommend integrating the information 

needed by nurses into the workflow. Clinical information 

systems, specifically CDS solutions can be used to sup-

port the process of knowledge translation at the bedside for 

frontline nurses. CDS solutions provide clinical support for 

care strategies that promote evidenced based early recogni-

tion, risk assessment, problem identification, and selection 

of individualized interventions, and outcomes.27

Conceptual definitions
For this literature review, we were interested in capturing 

data variables for nursing assessment, problem identification, 

and nursing interventions for the hospitalized patient with 

dementia. These variables are defined at the conceptual level 

within the framework of the nursing process. The nursing 

process provides a problem solving approach to the identifi-

cation and treatment of patient health and illness problems.30 

Hence, these nursing process variables guided the criteria for 

selecting studies and facilitating data elements. The nursing 

process variables are defined as follows: (1) nursing assess-

ment is the first phase of the nursing process where informa-

tion is collected based on subjective and objective patient 

data that is necessary for identifying accurate diagnoses, plan-

ning, and interventions;30 (2) problem identification/nursing 

diagnosis phase begins with clustering information and ends 

with a judgment about the patient’s health problem;30 and 

(3) nursing intervention is a treatment that nurses perform in 

relation to the assessments to enhance patient outcomes.30
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Methods
An integrated literature review was performed to identify 

the best known evidence on the topic of dementia (chronic 

cognitive decline) for older hospitalized adults. The nurs-

ing process components were used as the framework, 

identifying key evidence that guides nursing assessment, 

diagnosis, and interventions. Hong reported the method for 

topic/question formulation and use of these nursing process 

components.31 This method included guiding questions for 

the topic, type of evidence, findings related to background, 

significance of the problem, findings related to patient 

assessment, nursing diagnosis, and interventions.31 This 

article is limited to the synthesis and recommendations 

for the topic of dementia including components of assess-

ment, problem identification, and interventions focusing on 

promoting quality of life.

Prior to the search, a group of methods and content 

experts from both academia and hospital operations met to 

define the phenomenon of concern and search terms. Next, 

an expert librarian formulated a search strategy and began 

the iterative process of extracting articles that matched 

the phenomenon of concern to describe recommended 

concepts of the nursing process. Electronic databases were 

searched using the following criteria: English language text 

 published between 2002 and 2012, including additional 

seminal dated articles outside the 10 year framework. The 

literature search focused on nursing assessment, nursing 

diagnoses, and nursing interventions. Venue focus included 

hospitalized medical and surgical patients and elements 

that were nonvenue specific but pertinent and important to 

include. Intensive care unit patient literature was excluded. 

Searches were limited to meta-analyses, systematic reviews, 

clinical trials, professional guidelines, standards of care, and 

articles from peer reviewed journals and professional texts.

Key terms were selected based on input from four con-

tent experts and an expert in meta-analysis. Ninety-nine 

major search terms/phrases alone and in various combina-

tions as subject headings were used. An example of some 

of the key terms used included dementia, confusion, chronic 

cognitive decline, disorientation, sundown syndrome, 

Alzheimer’s disease, cognitive impairment, and cognitive 

disorders. Databases searched using the select keywords 

or phrases included PubMed, Cumulative Index to Nursing 

and Allied Health Literature, PsychInfo, Embase, Cochrane 

Database of Systematic Reviews, Mosby’s Nursing Consult, 

Health and Psychosocial Instruments, Allied and Comple-

mentary Medicine Database, and Thomson Reuters Web 

of Science.

Sample
Six hundred and ten abstracts were reviewed for content 

and 325 were selected based on question guidance.31 The 

selected articles were reviewed and sorted. Those included 

met the criteria of hospitalized patients or nonvenue focus. 

Next, using the Melnyk and Fineout-Overholt rating system 

for hierarchy of evidence, the articles were rated.32 Articles 

rated level 1 to level 8 were included. Articles not meeting 

question guidance, level of evidence criteria, or venue focus 

were excluded. Sixty sources were selected and included in 

this review.

Each study, article, or text literature was rated on the 

level of evidence. In addition, the researchers analyzed sev-

eral other factors during the process of the literature review 

including (1) degree of similarity of findings between stud-

ies, (2) research setting and sample, (3) clinically important 

recommendations for practice, and (4) how the findings of the 

studies may be translated into the practice environment. The 

researchers evaluated the retrieved evidence for validity, rel-

evance, and application to the hospital environment, synthe-

sized the best available evidence, and made recommendations 

for each of the nursing process components. Once recommen-

dations were made, the synthesis was evaluated through an 

evidence review by three well established experts in clinical 

practice, meta-analysis, and synthesis consultation.

Findings
Sixty publications met the inclusion criteria for this review. 

These sources included EBP guidelines (N = 9), clinical educa-

tion articles (N = 24), descriptive studies (N = 13), systematic 

literature reviews (N = 8), and psychometric studies (N = 6). 

Findings from the 60 sources of evidence identified 59 nursing 

process components that are recommended. Table 1 provides 

an overview of the recommendations. The nursing assess-

ment factors identified intended to provide an algorithmic 

way to identify patients 65 years or older on admission with 

the presence of symptoms, behaviors, or history of cognitive 

impairment consistent with dementia while differentiating 

from delirium and offering specific strategies to prevent further 

decline of cognition, function, and behavioral symptoms.

Based on the literature, it is recommended to screen 

individuals 65 years or older, on admission, for history or 

presence of cognitive decline. For patients with a known 

history of chronic cognitive decline, additional information 

should be obtained from the medical record, patient, family, 

caregiver, or other sources available. The data collected should 

include symptoms or behaviors including type of symptoms, 

patterns, course, onset, and duration. For those who do not 
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have a history of dementia or delirium, the screening should 

include symptoms of mental status disturbances and/or fluc-

tuations in mental status. The screening determines whether 

the confusion is acute, indicating delirium, or chronic, sug-

gesting dementia. Table 2 provides these specific assessment 

recommendations identified from the literature, including 

three valid and reliable tools. In addition, assessment criteria 

include recommendations for evaluating activities of daily 

living (ADL) that directly impact the negative sequelae of 

acute hospitalization of our older adults. Overall, the evalu-

ation of the assessment data can guide the selection of an 

intervention plan.

Table 3 provides an overview of best known evidence 

on interventional approaches. These intervention factors 

 provide guidance in the prevention and management of 

 further  cognitive decline, ADL function, and behavioral 

symptoms that may be associated with hospitalization in 

those  suffering from dementia. We grouped like interventions 

into  categorized bundles. Intervention bundles include thera-

peutic communication methods, strategies to reduce internal 

and external stressors, strategies to involve family or care-

givers in the plan of care, patient safety strategies, and ADL 

recommendations. Similarly, specific recommendations for 

managing patients who are exhibiting disruptive behaviors 

Table 1 Recommendation overview

Assessment recommendations
1.  For patients 65 years or older, on admission, screen for:

a. History or diagnosis of dementia or chronic cognitive decline
b. History of cognitive impairment
c.  For patient with a known history of dementia/chronic cognitive decline or other cognitive impairment, gather additional details about dementia 

or chronic cognitive decline (based on medical record, information from patient, family, caregiver, or other sources as available)
2.  For patients 65 years or older who do not have an existing diagnosis of delirium, dementia, or chronic cognitive decline, on admission screen for 

signs and symptoms of confusion (mental status disturbances and/or fluctuations in mental status)
For patients with signs and symptoms of confusion (mental status disturbances and/or fluctuations in mental status), determine whether the 
confusion is of:
a. Acute/rapid onset, within a short time frame, and fluctuating in course or
b.  Chronic, with an overall pattern of decline over time, based on the following assessments from patient or family/caregiver report, or other 

sources as available
3.  For patients with signs and symptoms of chronic cognitive decline, assess for cognitive impairment using a valid and reliable tool, if available
4.  For patients with signs and symptoms of chronic cognitive decline, assess for limitations in ability to complete activities of daily living (ADL) 

including bathing, dressing, toileting, transferring to bed or chair, continence, and eating, from self-report or family/caregiver report
Problem identification recommendation
1. Chronic cognitive decline/dementia
Intervention recommendations
1.  For patients with chronic cognitive decline or a diagnosis of dementia implement the following: 

a. Therapeutic communication strategies 
b. Strategies to reduce internal stressors 
c. Strategies to reduce external stressors 
d. involve the family/caregiver in the plan of care when capable, willing, and appropriate 
e. Strategies to promote patient safety 
f.  For patients with chronic cognitive decline who need assistance or who are dependent in ADL: 

1. implement the following based on needs 
2. Monitor ADL daily

2.  For individuals who are experiencing disruptive behaviors such as agitation, wandering, or resistiveness to care: 
a. Provide nonpharmacological interventions first 
b. Collaborate with the physician regarding pharmacological interventions if nonpharmacological interventions are not successful 
c.  if the patient is severely distressed or if there is an immediate risk of harm to the person or others, pharmacological interventions should be 

implemented first
3.  For patients who have chronic cognitive decline, assess for changes in mental status approximately every 8–12 hours for acute confusion (delirium) 

using a valid reliable tool where available: 
a. Cognition 
b. Behavior 
c. Fluctuation in mental status 
d. Altered sleep–wake cycle 
e. Psychomotor behavior

4.  For patients who do not have an existing diagnosis of chronic cognitive decline or dementia, but who screen positive for cognitive impairment, 
collaborate with the primary care provider to determine if a diagnostic interview based on the DSM-iv criteria for dementia is warranted

Abbreviation: DSM-iv, Diagnostic and Statistical Manual of Mental Disorders -iv.
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Table 2 Nursing assessment recommendations identified from the literature6,7,9,11,12,14,15,17–19,22,23,25,33–35,37,39,41–52,68,69,75,76.

Nursing assessment and factors
For patients 65 years or older, on admission, screen for:
1. History or diagnosis of dementia or chronic cognitive decline 
2. History of cognitive impairment 
3.  For patients with a known history of dementia/chronic cognitive decline or other cognitive impairment, gather additional details about dementia or 

chronic cognitive decline (based on medical record, information from patient, family, caregiver, or other sources as available): 
a.  Symptoms/behaviors

i. Symptom – types of symptoms present
ii. Patterns/frequency – how often and under what circumstances do symptoms occur?
iii. Course – how has it changed over time?

b. Onset – when did it start?
c. Duration – how long has it lasted?

For patients 65 years or older who do not have an existing diagnosis of delirium, dementia, or chronic cognitive decline, on admission screen for signs 
and symptoms of confusion (mental status disturbances and/or fluctuations in mental status) 
For patients with signs and symptoms of confusion (mental status disturbances and/or fluctuations in mental status), determine whether the confusion 
is of: 
1. Acute/rapid onset, within a short time frame, and fluctuating in course, OR 
2.  Chronic, with an overall pattern of decline over time, based on the following assessments from patient or family/caregiver report, or other 

sources as available
3.  By assessing for: 

a. Level of consciousness 
b. Thought process 
c. Attention 
d. Orientation 
e. Memory
f. Perception (hallucinations/illusions)
g. Sleep/wake cycle
h. Motor behavior
i.  Affect/behavior

i. verbal/physical aggression/agitation
ii. Resistance to care
iii. wandering

Note: Acute change or fluctuating pattern of altered attention, thought process, and/or level of consciousness may indicate acute confusion 
(delirium)
For patients with signs and symptoms of chronic cognitive decline, assess for cognitive impairment using a valid and reliable tool, if available. The 
following tools are valid and reliable
1. Mini-Cog 
2. Orientation-Memory-Concentration Test (short version Blessed Test) 
3. Folstein’s Mini-Mental State examination (MMSe)
For patients with signs and symptoms of chronic cognitive decline, assess for limitations in ability to complete activities of daily living including bathing, 
dressing, toileting, transferring to bed or chair, continence, and eating, from self-report or family/caregiver report

are provided. Nonpharmacological interventions are recom-

mended as a first line of management unless patients are at 

risk for harming themselves or others. The recommenda-

tions include strategies to manage agitation, wandering, and 

potential triggers to the behavior. Finally, recommendations 

to evaluate changes in mental status providing an algorithmic 

way for ongoing assessment to differentiate chronic from 

acute confusion states are provided.

Discussion
Bringing evidence to the bedside nurse is one way to promote 

quality of care to hospitalized patients suffering from the 

consequences of dementia. Stand alone approaches limit a 

nurse’s ability to access information while providing care 

within task based systems.27 Current best practice knowledge 

is available but may not be easily accessible to the bedside 

nurse. As others have reported, CDS tools that embed the 

best known knowledge in an easily accessible format for 

the nurse offer a solution to this plaguing problem.27–29 

Similarly, based on Lang’s vision for the transformation 

of practice and research, within an era of electronic health 

records and clinical information systems environment, the 

work presented in this article represents the first component 

necessary to fill this gap.27

In this review, findings from the evidence that met the 

selection criteria were synthesized into recommendations 
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Table 3 Nursing intervention recommendations identified from 
the literature

Intervention recommendation and factors
For patients with chronic cognitive decline or a diagnosis of dementia 
implement the following: 
Therapeutic communication strategies
a. establish person’s primary language
b.  introduce self, offering day, date, time, and place during each 

interaction
c. Use patient’s preferred first name
d.  Use hearing and vision assistive devices as needed; ask family to bring 

from home
e. Approach patient in a calm, gentle and relaxed manner
f.  Speak directly to the person (even if unable to respond) and make 

eye contact
g. Remain calm if patient is agitated 
h. Avoid excess stimuli during communication 
i. Allow ample time for patient to respond before repeating information
j. Limit choices
k. Observe both verbal and non-verbal methods of communication
l. Avoid moving or walking during communication 

m. Repeat sentences using the same words
n. Use short, simple sentences and a soft tone
o. Ask simple questions that require a short answer (yes/no)
Strategies to reduce internal stressors
a. Control pain 
b. Provide adequate nutrition and fluids 
c. Ambulate based on patients ability
d. Promote rest (avoid sleep medication)
e. Monitor side effects of medications 

Strategies to reduce external stressors
a. Reduce environmental stimulation

1. Place patient in private room away from busy/noisy areas of the unit
b. Plan and maintain a consistent routine 
c. Mimic home routine and rituals where possible
d. Provide memory aids such as calendars, schedules for the day
e. Provide consistent caregivers when possible
f.  Provide diversion, such as music, games, repetitive hand activities 

(folding towels), reminiscence, and stuff animals/dolls 
g. Avoid use of physical or pharmacological restraints 

involve the family/caregiver in the plan of care when capable, willing, and 
appropriate 
a. Ask family to bring in pictures or familiar objects (eg, favorite hat)
b.  Ask family member to stay (when possible) during times when 

behavioral changes are noticed
c.  include family members in providing care (ie, eating, bathing, 

toileting, walking) 
Strategies to promote patient safety
a. Keep environment uncluttered and eliminate environmental hazards
b. Provide visual prompts and signage
c. Camouflage or hide intravenous catheters or other tubes, if in use

For patients with chronic cognitive decline or a diagnosis of dementia 
who need assistance or are dependent in activities of daily living (ADL):
a. implement the following based on needs: 
 1. Related to eating:

a.  Provide eating assistive devices (covered cups, plate with suction)
b. Offer one food at a time
c. Cut food in small pieces
d. Offer finger foods
e. Feed when necessary

(Continued)

Table 3 (Continued)

  2. Related to personal hygiene:
a. Cover bathroom mirror if image invokes fear or agitation
b. Bathe one part at time, keep body covered
c. Re-approach at a later time if care is refused
d. Toileting schedule

  3. Related to impaired physical mobility
  4. Monitor ability to perform ADL daily

a.  For patients with a decline in ADL, collaborate with physician 
to evaluate the patient’s status

For individuals who are experiencing disruptive behaviors such as 
agitation, wandering, or resistiveness to care:
a. Provide non-pharmacological interventions first 
  1. General strategies

a. Determine the potential source
i. internal stressors

– implement strategies to reduce internal stressors 
ii. external stressors

– implement strategies to reduce external stressors
b. Promote therapeutic communication 

  2. Strategies to manage agitated behavior   
a. Diversion activities

i. Games, cards, stuff animals/dolls, folding towels 
ii. Music and reminiscence therapy

b. Social contact
i. encourage family member visitation
ii. One to one social interaction
iii. volunteer visits

c. Environmental modifications
i. Manage stimulation
ii. Noise (provide periods of quiet time)
iii. Light (manage light to promote day/night cycle)

d. examine potential triggers and patterns of behavior
  3. Strategies to prevent and manage wandering behavior

a. Provide supervision/surveillance
i. Staff should accompany patient off the unit
ii.  Place patient in a room that allows maximum  

surveillance
iii. Regular patient checks
iv. volunteers or sitters when necessary
v. Bed/chair alarm

b. Reduce environmental triggers
i. Avoid rooms near high traffic or noise
ii.  Keep stairs, elevators, and other exit cues out of the 

patient’s view
iii.  Keep suitcase, shoes, and street clothes out of the 

patient’s view
iv.  Position bed for best visibility and access to the 

bathroom
c. Provide individual interventions 

i. Familiar objects
ii. Avoid room changes
iii. Reduce noise (provide periods of quiet time)
iv. Provide diversion therapy
v. encourage movement and exercise (mobility)
vi. Assess and treat for pain
vii. Toilet and incontinence care
viii. Promote sleep/wake cycle
ix. Provide food and fluids

(Continued)
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Table 3 (Continued)

d. Strategies to manage resistiveness to care
i. Monitor and treat for pain
ii. Cover bathroom mirror if image invokes fear or agitation
iii. Allow patient to bath self when capable

iv.   if requires assistance, bath one part at time, keep body 
covered

v. Re-approach at a later time if care is refused
vi. Use no-rinse disposable cloths
vii. Ask family to participate in care when appropriate

b.  Collaborate with the physician regarding pharmacological 
interventions if non-pharmacological interventions are not successful. 

c.  if the patient is severely distressed or there is an immediate risk of 
harm to the person or others, pharmacological interventions should 
be implemented first. 

d. Consider implementing risk for falls protocol
For patients who have chronic cognitive decline, assess for changes 
in mental status approximately every 8–12 hours for acute confusion 
(delirium) using a valid reliable tool where available: 
a. Cognition

1. Awareness
2. Alertness (level of consciousness)
3. Attention
4. Orientation
5. Memory
6. Thinking
7. Perception (illusions, delusions, hallucinations)

b. Behavior
1. verbal and/or physical aggression/agitation
2. Resistance to care
3. wandering

c. Fluctuation in mental status
d. Altered sleep-wake cycle
e. Psychomotor behavior 
For patients who do not have an existing diagnosis of chronic cognitive 
decline or dementia, but who screen positive for cognitive impairment, 
collaborate with the primary care provider to determine if a diagnostic 
interview based on the DSM-iv criteria for dementia is  
warranted.14,18,20,25,36,38,39,53–74,76

Abbreviation: DSM-iv, Diagnostic and Statistical Manual of Mental 
Disorders -iv.

for assessment, problem identification, and interventions 

related to dementia in hospitalized older adults. This work 

represents the first two steps which include: (1) identifying, 

synthesizing, and rating the current nursing knowledge for 

the phenomena, and (2) making recommendations with 

discrete, clear data elements that are meaningful and ready 

for immediate use for clinical nurses, health information 

technology (HIT) developers, and researchers.27 This review 

provides the recommendations that are ready for the next 

steps in electronic decision support.

The next steps are the design and building of this best 

evidence into integrated HIT solutions. This information 

technology solution can also provide a Web based system 

that contains the database of articles used in the synthesis 

(referential knowledge). The practice recommendations are 

transformed into a machine readable format (actionable 

knowledge/data modeling) with standardized terminology 

to share data across a system. These coded data elements 

are embedded within an electronic “point of care” CDS and 

documentation system (executable knowledge). Once the 

electronic infrastructure is developed, the next step of the mis-

sion instills the synthesized knowledge into practice, where 

the nurses use the electronic clinical information system. The 

documented data are captured in a clinical repository and 

data warehouse where they can be retrieved and analyzed for 

reports, quality improvement studies, clinical research, and 

new knowledge discovery. This data set/base is created from 

numerous patient encounters and can also be used to study 

nursing practice, staffing, patient satisfaction, administrative 

data, and further research.

The steps described in this article are necessary to realize 

the full process of transforming the synthesized knowledge 

into actionable knowledge for use at the bedside. Having 

access to synthesized knowledge in an electronic format will 

speed up the vendor and health organization’s electronic sup-

port systems providing nurses with access to the best avail-

able knowledge at the bedside. In sum, nurses are faced with 

complex patient situations and are challenged with making 

judgments integrating different aspects of data and informa-

tion about the patient. Providing them with integrated HIT 

solutions, based on the best known evidence, provides patients 

with chronic cognitive decline the best chance of receiving 

optimal care during acute hospitalization.24–28 The synthesis 

and assessment, problem identification, and intervention 

recommendations identified in this article are the first step 

in this work.

Conclusion
In summary, the journey for those suffering from dementia 

should include supportive strategies for assessment, problem 

identification, and nursing interventions that aim to promote 

their quality of life which hinges on the knowledge of the 

patients cognitive state. Most emphasis for hospitalized patients 

is on the presenting medical/surgical problem and  interventions. 

Mental and behavioral health problems and interventions, 

associated with dementia care, are often overlooked or receive 

little priority.15 Furthermore, the difficulty in identifying 

 features of the mental and behavioral health conditions make 

it imperative that nurses recognize the problems through a 

 comprehensive assessment, then link nursing interventions to 

the problem.33 Using knowledge through best available evidence 

offers hope that complex patients with dementia can receive 

Powered by TCPDF (www.tcpdf.org)

www.dovepress.com
www.dovepress.com
www.dovepress.com


Nursing: Research and Reviews 2013:3 submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

115

Caring for elderly patients

optimal care. This review provides an overview of practice 

 recommendations that are thought to promote quality of care, 

therefore promoting quality of life. The work is a first step 

toward an integrated coordinated plan of care for patients with 

medical, surgical and mental and behavioral health  conditions. 

Also, the work provides foundational content for use in the 

design and build of complex electronic clinical information 

systems. We recognize that the importance of the content and 

decision support to clinicians must also be recognized appro-

priately in adequate staffing, competencies, productivity, and 

payment systems to be fully implemented.
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