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Executive Summary

Over sixty thousand people in Scotland have dementia and two thirds live in the community and use general hospital services. The number of people with dementia is increasing and therefore those who pass through accident and emergency departments will also increase.  This part of the hospital is particularly hazardous for people with dementia.  The physical design of the department, the knowledge or behaviours of staff, and the processes they go through can make a person with dementia even more confused and ill.  They may end up being admitted to hospital as a direct result of what happened in A&E.  They thus start their journey through the hospital system in a way that makes adverse incidents more likely, and the admission itself may have been avoidable.

A survey conducted by the Scottish Parliament Cross Party Group on Alzheimer’s, showed that every NHS Board that responded to a range of questions has a different way of working, and none of them were particularly helpful for people with dementia.  In addition, some answers did not match what has been observed in reality.  As a result of this we are making six urgent recommendations, summarised below.  Failure to act on these in our opinion will not only cost money and endanger the whole health care system by increasing length of stay in hospital and delaying elective work, but will cause unnecessary distress to this vulnerable population, whose numbers are on the increase.

1.   An urgent, physical and psychological assessment for all older people with apparent confusion in A&E to be undertaken in order to assist with diagnosis and where possible identify whether the person may have dementia.
2.   All staff in A&E be trained in how to care for people with dementia once identified.

3.   A “flag” system to raise awareness of the need for care as the patient moves through the system and meets dozens of new faces.

4.   Health and social services to work together to prevent admission in the first place e.g. implementation of measures for fall prevention,  and to manage care in the community which should include rapid access to diagnostic testing and consultant services if necessary. 

5.   Environmental and staff attitude changes to reduce unnecessary medication and interventions to people with dementia in general hospitals.  A dementia trained nurse attached to every hospital would facilitate this.
6. Doing everything possible to reduce the multiples moves and interactions with staff that are so distressing and harmful to people with dementia.
What does the research say?

The increase in older people having emergency admissions.

Over the past 20 years there has been a steady rise in the number of emergency admissions to hospital with almost all of the increase in bed days accounted for by patients over the age of 65 years. Although older people are healthier than they have ever been, there is a lack of development in the key areas of long term disease management, poor integration and co-ordination of care, and a tendency for the system to be reactive rather than pro-active which has led to a health service geared mainly to the management of acute conditions.

The number of acute hospital beds has been reduced with the expectation that patients have short stays, early discharges and that beds have high utilisation rates
.   As a result of this demand in 2005, the National Framework for Service Change in the NHS in Scotland (the Kerr Report) and the Ministerial response, (Delivering for Health), called for a reorientation in the way healthcare is delivered in Scotland.
  The model of hospital-based treatment of acute conditions and emergency or crisis driven admissions was to move to a system founded on a preventive, anticipatory approach to the management of long-term conditions, including dementia, on a whole-person rather than a disease basis.

The SPARRA report
  was developed to identify those patients over 65 most at risk of admission or readmission to hospital.  It aimed to promote intensive case management and care co-ordination through a risk stratification programme. However, despite the high levels of co-morbidity in the elderly, only age was taken as a contributory factor in the presence of a single identified chronic health problem. Consequently mental health problems came fairly low on the level of risk scale. There are no accurate figures relating to the numbers of people admitted to a general hospital with dementia as a complicating factor. It is also anticipated that future trends in admissions to hospital in Scotland will be influenced by demographic changes, specifically the increase in the older population
.  Because ageing is the biggest risk factor in dementia there is a higher than average risk that a person with dementia will become physically ill and need treatment in a hospital setting. 

The role of accident and emergency departments

NHS QIS
  describe A&E and assessment units (such as medical and surgical admission wards) as a crucial interface between primary and secondary care. Effective multidisciplinary assessment there helps early clinical diagnosis and an assessment of the individual’s support needs.  That allows a fast decision about whether to admit the patient. Cunningham and McWilliam
 make several recommendations to improve the care of people with dementia in A&E.  They propose creating dementia –friendly environments, improved communication, use of assessment and attention to dehydration. A review of the literature on the role of Accident and Emergency staff showed that staff need to know about dementia and need to improve the experience of people with dementia in undergoing investigations at A&E Departments.
Cardiovascular disease, respiratory conditions and falls are among the most commonly reported problems and little mention is made of dementia, delirium or depression. Older patients are far more likely to spend longer in A&E and then to be admitted to hospital because of a lack of support at home. This results in functional decline, loss of independence and increased rates of institutional care.

McKay and 
colleagues raised the issue of the range and number of support staff that people will come into contact with in A&E. This can include clerical staff, technicians and nursing or health care assistants. The pattern of interaction with each person is usually brief with the patient being asked the same questions. There is also usually an expectation that some physical task will take place. There can then be long delays between each interaction. McKay showed in a review of the literature in this area that the average length of stay for an older person with dementia in A&E is between three and seven hours. 

Patients with dementia are many times more likely to be admitted to hospital compared with older people who do not have dementia. 

Older people with dementia will have significantly more functional decline, longer lengths of stay, increased risk of institutional care and higher mortality rates.  It is well known that elderly patients with significant physical disease are at greater risk of co-existent psychiatric morbidity
, yet there have been few studies carried out examining the prevalence of psychiatric morbidity in older people attending A&E. Two recent studies have shown that around 25% of patients will have a dementia, over 30% will be clinically depressed and 15% will have delirium i.e. 70% of patients will show some signs of mental health problems.  Despite these alarmingly high figures, admitting doctors working in the A&E units identified mental health problems in less than 10% of the patients.
 
 In another study, one third of patients discharged home from casualty were still found to be suffering from a delirium. For some patients with dementia, attendance at A&E may be the first time their dementia has come to the notice of the health service. It has been suggested that 70% of those with dementia in A&E will not have received a formal diagnosis. 

Because of the growing problems of rising hospital admissions for the elderly, the Department of Health in England issued best practice guidelines for front line staff to adopt when dealing with older people who have complex care needs. These included determining if a fall or blackout had taken place prior to referral, an assessment of gait and 
balance and a recommendation to assess confusion by the use of the Four Item Abbreviated Mental Test. The aim was to encourage the development of Urgent Care Pathways for those patients who may benefit from interventions other than hospital admission. A similar document produced by the Department of Health in 2001 ‘Reforming Emergency Care’, failed to address mental health issues at all, and the more recent one makes only a reference to brief cognitive testing. 

There are no specific guidelines for care of people with dementia attending A&E.

A study in 2004 found that 11 out of 36 A&E  sites in Scotland had an initial screening assessment tool that covered the patient’s ability to perform key activities of daily living; cognition; previous support at home; and need for more detailed assessment. This study concluded that most A&E departments in Scotland currently use the Manchester Triage Scale. Nurses using this tool assess patients and prioritise them according to clinical need. This assessment then results in a waiting time for each patient based on that assessment
. This scale is not sensitive to the particular requirements of older people, who should be moved through the A&E department as quickly as possible. The survey undertaken by Dr Gill McLean on behalf of the Cross Party Group on Alzheimer’s (2008, unpublished) found that only one Health Board in Scotland gives an automatic higher triage priority to a person with dementia.  Four other Health Boards advised that they would give priority to people with dementia in similar triage categories to patients without symptoms of dementia. Dr McLean also noted that there did not appear to be any prioritisation of people with dementia when it came to diagnostic tests.

Studies show that mental health problems are frequently missed in Casualty Departments.  It is very unfortunate that staff often have little information about a patient’s home circumstances, are ill informed about alternative community facilities or resources and have little access to out-of hours social work support. Of the patients who were discharged home from casualty, few had any attempts made to address their cognitive problems.

The NHS QIS study in 2004 found that although the majority of A&E departments in Scotland did not have a formal system in place to routinely assess cognition, activities of daily living performance, and requirement for support at home, some had begun to modify and augment existing documentation and practice to address this area. Cognitive function is not routinely included in the assessment of older people in A&E, and it has been suggested that this is because of workload issues.  We believe that assessment of cognitive function is more often neglected because staff are unaware of the part cognitive deterioration might play in falls or health problems in this age group.  People with dementia need assessment with screening tools for physical and psychological needs. These tools should highlight needs, risks and areas of support or independence as well as treatment options and signpost future care planning.    

A recent study
 considered the tools used in the screening for dementia in primary care settings. The minimum requirements for a primary care screening tool were stated as cheap; acceptable to users and clinicians; brief and easy to administer; score and interpret; validated in a community, population or primary care sample and with high sensitivity and specificity; applicable across ethnically and socio-economically diverse populations; take no longer than an average consultation appointment time and be accessible and easy to use by medical and nursing staff. These requirements are transferable to those of an A&E or hospital admission setting. The study indicates that the most widely used screening tool in the UK is the Mini Mental State Examination.  They also recommend consideration of the General Practitioner Assessment of Cognition, the Memory Impairment Screen and the Mini- Cognitive Assessment Instrument.  There is no shortage of tools to indicate that there may be a problem – however these tools alone do not provide a diagnosis. 

UK policy on the care of older people continues to emphasise the principles of good quality care – person-centred, comprehensive assessment, access to specialists, multi-agency and multi-professional working. However, where A&E departments are mentioned explicitly, the standards set continue to concentrate on reducing waiting times and not on the complexity of issues affecting older people, many of whom are suffering from multiple chronic health issues.

The picture in Scotland is mixed, and probably worse than managers realise.

The recent survey undertaken by the Cross Party Group on Alzheimer’s attempted to identify what, if any, policies or procedures were in place for the management of patients with dementia presenting to A&E departments in Scotland. The responses provided by the Chief Executives of each Board area demonstrated little in the way of consistency of approach to these often complex patients. Few areas provided dedicated A&E support to patients with dementia, and little or no guidance was available to staff about admission criteria, treatment interventions or discharge planning. Only one area had a dedicated helpline for Care Homes to discuss the resident with dementia prior to transfer to hospital. Information from anyone in primary care to the receiving team was frequently inadequate and specialist psychiatric staff were often not located on the same site.  No Board had a defined care pathway or protocol for these patients with regards to diagnosis, management and/or disposal following treatment in A&E.
At present there are deficiencies across all aspects of the service. ‘A Framework for Mental Health Services in Scotland’
 was supplemented by an additional service profile on the ‘Planning, Organisation and Delivery of Joined Up services for those with Dementia and their Carers’. It clearly stated services should be flexible and adaptable, respond effectively in crisis, and be available twenty four hours a day, seven days a week. Patients should be supported to remain in their own homes, and these supports should be based on a thorough analysis of risk. The recommendations included the development of “crisis response” and “rapid response” teams. Whilst some progress has been made in these areas, few of these teams, if any incorporated sufficient mental health expertise. There is lack of leadership and ownership of dementia within NHS general hospitals, and significant deficits in the knowledge and skills base of staff to deal with the condition. Lack of specialist support, inadequate out of hours cover from Social Work and the absence of agreed care pathways compound the problem.

All staff in acute environments will have increasing numbers of people with dementia to care for. A study funded by the Scottish Executive in 2006, of undergraduate programmes in Scotland
 for all health and social care professions showed a very poor educational preparation on dementia care.  The care of older people with a mental disorder (including dementia), especially those associated with distressed behaviour in a general hospital setting, is often a challenge for staff and disturbing for other patients. This can then lead to inappropriate and unnecessary use of sedative drugs which can have harmful side effects and reduce rehabilitation potential.  

The Department of Health in England recommend that clear guidelines for involving specialist mental health services in the care of older people in hospital should be developed.  Staff on wards where patients are likely to have a degree of dementia or other mental health conditions, should be trained to recognise and appropriately manage behaviours they find challenging. The standard does not however recommend training for working with older people with a cognitive impairment or delirium generally. 
In England, a number of small projects have attempted to address some of these issues. ‘Hospital at Home’ schemes for a decade or more have primarily concentrated on those with chronic medical conditions and not dementia.
. They have shown high levels of user satisfaction, reduced hospital admissions, shorter lengths of stay and cheaper costs. Two more recent schemes have proposed the specific development of Rapid Response teams for dementia patients
. These teams aim to provide rapid multidisciplinary assessment and treatment in a patient’s own home, working alongside the carer to resolve crises without hospital admission. They emphasise: the need for good risk analysis, early decision making at a senior level and close liaison with community teams. The average time of care given at home was 6.6days, but provision was made for interventions up to 8 weeks. Given that some 60% of delayed discharges in hospital have dementia as a complicating factor, this has to be seen as a positive development. We would not want to exclude people with dementia from appropriate specialist medical care in a hospital setting, but there are many conditions that can be adequately treated in the home environment if the support systems are in place and accessible at the right time around the clock. 

Most people find the experience of hospital stressful but people with dementia are more at risk. Cunningham reported that people with dementia are more likely to find the ward environment frightening and disorientating because of the physical environment, noise, coping with the symptoms of dementia and the physiological changes due to old age. The challenges posed by the hospital environment can include coping with the stress of hospitalisation; transfer trauma from ambulance to A&E and from A&E to at least one ward environment; the volume of new information and unfamiliar people; and the unfamiliar environment, resulting in patients forgetting where they are and possibly trying to find their way home. The practice of “boarding” out should be an absolute last resort for any patient with dementia.
What can we do?

The key to all of this lies in work published by Carol Archibald
.  She highlights that the system is geared towards meeting the needs of the organisation and not the patient. This results in complications unrelated to the initial reason for admission, including iatrogenic disease, especially for people with dementia. Patients with dementia often seem problematic so their care is reduced to “finding the shortest route to compliance, frequently in the form of restraint”  Staff think that taking the time to care for people with dementia stops them getting through their work and seeing to the needs of other patients. This was a particular issue where the other patients were considered “sicker” than the person with dementia. The point is that if we don’t look after the person with dementia, “sicker” is exactly what they rapidly become. And it is often not necessary.

The recommendations in full
1. An urgent, physical and psychological assessment for all older people with apparent confusion in A&E to be undertaken in order to assist with diagnosis and where possible identify whether the person may have dementia.

Where a patient with dementia or apparent confusion does arrive at the A&E without a carer or previously recorded history, then staff must undertake a thorough assessment of both their physical needs and their psychological needs. Involving family carers, GPs and care home staff is fundamental. This should be done as a matter of urgency, in order to prevent admission if possible.  Physical needs such as dehydration often get ignored.  The likelihood of an underlying urinary tract infection should be seriously considered.  Short easy to apply mental assessment tools are available and staff should be trained in their use.  Importantly, all staff including receptionists, technicians and porters should be educated in dementia awareness, and protocols should be put in place to minimise the numbers of strange faces, and repeated requests for information. If it is suspected that the patient has dementia they should be treated promptly, before some other emergency will overtake the patient, such as a fall, or delirium, as a result of being neglected.

2. All staff in A&E to have training in how to care people with dementia once identified.

All staff in Accident and Emergency and acute hospital wards, including non clinical staff, need training in dementia.  Guidance needs to be available for staff to undertake the skilled and complex task of dealing with dementia in a pressured environment with competing demands on time.  Staff must recognise that not all impairments are symptoms of dementia that require medication or a psychiatric response. They need to be vigilant for physical causes  for discomfort such as undiagnosed health conditions, pain, constipation, hypoxia, infection, drug toxicity, renal and liver complaints The person with dementia, who appears to be aggressive, may actually be suffering from untreated pain.  The person who appears confused may be dehydrated or hungry.  Staff should be supported with easy reference materials and training materials. They should only use invasive treatments or equipment for as long as is necessary, such as the use of catheters and drains, and plan for the extra time that will be needed in providing explanation and reassurance. 

We note the good practice in some hospitals with dedicated dementia nurses and would like to see more hospitals follow this model.  This could provide a useful interface with A & E and general wards. 
3.  A “flag” system to raise awareness of the need for care as the patient moves through the system and meets dozens of new faces.

There should be a mechanism which will trigger an organisational response including need for continuity and intensity of staff, closer involvement of family and carers, communications strategies and cues to remind the person who they are, where they are, and why they are at the hospital. All attempts should be made to contact family, friends, the patient’s GP and care home staff, where necessary The person with dementia should not have uneaten food taken away without a proper assessment being made by a nurse.  They should have their space respected and distractions limited.  Tools should be used to chart episodes of agitation or restlessness to find a pattern.  Their individual expression of being tired, anxious, or stressed can then be plotted in order to allow early intervention.  Staff need to know how to demonstrate a relaxed, sensitive, non-judgemental approach when working with the person with dementia. The flagged person with dementia should never have their bed moved, or their ward changed unless there is recorded justification of the benefit to them. Avoidance of admission should be seriously considered from the moment they arrive at an Accident and Emergency department. The presence of dementia should be flagged by all GPs on the Emergency Care Record (ECR) and NHS 24. Hospital Pharmacists should have access to the ECR and not simply as part of unscheduled care. 
4.  Health and social services to work together to prevent admission in the first place and to manage care in the community which should include rapid access to diagnostic testing and consultant services if necessary.

Health and social service integration must be improved if we are to meet the needs of people with dementia who are at risk of hospital admission, because hospitals are now designed for short stay treatment of acute problems, not for convalescence. This includes better integration of IT systems, and availability of specialist assessments in the community to aid management of the condition at home or in the care home. Primary Care teams now should register all patients with dementia in a Quality and Outcomes Framework (QOF) database. Better integration of healthcare IT systems would ensure that cognitive impairment is flagged up prior to hospital transfer and wherever possible a carer should be encouraged and supported to accompany the patient.  Primary Care teams should have access to specialist assessments to ensure that only the most acutely ill are admitted to hospital. It is recognised that to date there have been difficulties in integrating local Care Pathways in order to prevent admission and a solution to this would be the development of a Rapid Response Team able to access consultant and diagnostic services.  A Rapid Response team or Crisis Team could in such cases be employed to manage the patient at home. These teams should be multidisciplinary and multi-agency, available 24hrs/day and 7 days a week. They should incorporate nurses, including psychiatric nurses, occupational therapists, physiotherapists and social workers as well as having consultant medical and psychiatric support. They should have access to resources for home care, nursing care and respite where necessary. All staff will be required to be well trained in risk management.  Good local Care Pathways developed by health and social care staff will ensure a consistency of approach and lessen the tensions between these agencies when it comes to deciding who takes overall responsibility for the patient.

Proactive management of patients with dementia reduces the frequency of crises. Early referral to specialist services, early diagnosis, patient and carer education and support, good communication between agencies and joint planning can avert many of the problems currently encountered when a patient with dementia becomes unwell. Patients with dementia admitted to hospital have high levels of functional decline, show increased lengths of stay and increased morbidity. Some 30% die within 6 months. They account for more than 10% of readmissions to hospital and frequently end up in institutional care.  We need to avoid this by ensuring that all medical staff are aware of options in caring for people with dementia at home. We believe that practice should always be guided by what is in the best interests of the person with dementia, and we recognise that in doing this some savings in avoiding admission could be redirected towards rapid response at home. 
5. Environmental and staff attitude changes to reduce unnecessary medication and harm to people with dementia in general hospitals.
Having a dementia trained nurse working within hospitals is highly desirable. A study in Newcastle found this had a significant impact on patient outcomes, improved the education and skills of the local A&E staff and ensured more patients were appropriately discharged.  But all staff that come into contact with older people should receive basic training in dementia and risk assessment analysis.  Establish routine and familiar staff where possible. People with dementia benefit enormously from established routines and familiar staff, and this should be put in place where possible. Staff need to know how to promote rest, particularly at night, to compensate for loss of reserve energy.  Information must be modified to make it accessible for people with dementia, and the environment should also promote dementia friendly guidance as this will maximise safety and encourage independence. Every NHS Board has trained auditors for dementia friendly premises and these should be involved in assessment of the A&E department and wards to suggest high impact changes that could be made a little or no cost.  

Each general hospital should be sure to provide education and support so that the care homes, social workers and home care operators in their catchment area keep their staff aware of what they can do to prevent hospital admissions, for example using care home liaison nurses, a model that has reduced admissions all over Scotland, but is only implemented in a fragmented way.  Buildings should be modified, and staff attitudes to dementia modified, to prevent people with dementia from being subjected to disabling environments and preconceived ideas about what they can and cannot do.

6. Do everything possible to reduce the multiples moves and interactions with staff that are so distressing and harmful to people with dementia.
Targets which require people with dementia to move too quickly throughout the acute hospital system need to be reviewed, with a dementia diagnosis being classified as an exception, because the mechanisms designed properly for meeting those targets requires multiple moves and multiple interactions with staff, which is dangerous for people with dementia. No person with dementia who has been admitted to hospital should be moved between wards unless a good clinical reason for doing so outweighs the distress and disorientation that such a move would cause. 

CASE SCENARIO ONE.
Agnes has been brought to Casualty by the police after being found walking along a main road in the early hours of the morning looking for her husband. She can give the officers her name, but gives an address in England as that of her home. She has a daughter, but doesn’t know where she lives and has no contact number for her. She repeatedly tells the police she must find her husband and that she has done nothing wrong and asks why she is being arrested. Despite their attempts to reassure her, she becomes increasingly distressed and on arrival at hospital attempts to leave. The junior doctor tries to talk to her but she becomes very agitated and starts screaming. She is taken to a single room and given a sedating injection to calm her down. She is left with a nursing assistant, but within 10 minutes she is called away to help with another emergency. Agnes attempts to get up, still determined to find her husband. Unfortunately the medication has made her unsteady on her feet and she falls to the floor. She screams and staff run to her aid. The fall has caused her to fracture her hip. She is admitted to the orthopaedic unit for surgery. The staff are concerned that she does not have the capacity to consent to the operation and so this is carried out under common law as an emergency. 

A neighbour eventually arrives at casualty having noticed Agnes’s front door lying open. She is able to tell the medical team how to contact Agnes’s daughter.

Agnes was not known to the local social services. Her neighbour and daughter both confirmed that although Agnes was a little forgetful at times, she was 86 years old and usually coped very well in her own home. She did her own shopping, looked after her house and spoke regularly with her daughter by phone each week. She collected her pension and made a weekly visit to the hairdresser.

Post surgery, Agnes remains confused and agitated.  A request is made for psychiatric assessment. Agnes is diagnosed with a Toxic Confusional state most likely secondary to an untreated urinary tract infection in combination with the analgesics she has been given after her operation. Antibiotics are commenced and there is some improvement in her mental state. A review by the psychiatry team confirms an underlying Alzheimer’s type dementia. Her rehabilitation is slow and staff feel that due to the combination of her mental state and physical frailty she should not return home but be transferred to a Care Home.

CASE SCENARIO TWO

The police officers who find Agnes (have undertaken the Tuliallan dementia awareness module as part of their training), were summoned by police call centre staff (who also have dementia awareness training). They do not take her to hospital at all, but to another place, to have a cup of tea in a quiet room while things are sorted out.  The Crisis team comes to see her there, and because they know her, they can see that she has rapidly got worse and the nurse tests her urine for infection and starts her on antibiotics.  She goes back home with a care assistant from the team, who makes sure she takes a good amount of food and drink, and takes her tablets through the morning, and the care assistant team over the next 24 hours gradually withdraws as the confusion decreases. Because she was known to these services, her neighbour and daughter can be quickly informed of the situation and may feel able to help support her.

The importance of this case is that it demonstrates both how inappropriate responses can be devastatingly disabling, and the crucial importance of dementia care and awareness training for not only health care staff but others in contact with vulnerable other people in the community.  

CONCLUSION 

It is the intention of this report to ensure that no matter where people with dementia live in Scotland, they will always receive appropriate and timely treatment in a way that provides the medical and nursing care they need with the least disruptions necessary and with respect for their dignity and independence, so that they can continue to live as fulfilling a life as possible. We believe that the old people of Scotland who have dementia deserve no less.  
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The Survey - 

· The following 11 out of 14 Health Boards responded to the survey 

NHS Fife

HHS Highland

NHS Dumfries and Galloway 

NHS Tayside

NHS Lanarkshire 

NHS Ayrshire and Arran 

NHS Grampian 

NHS Borders 

NHS Lothian 

NHS Western Isles

NHS Forth Valley

· Copy of letter sent to Health Boards 

Irene Oldfather MSP

Sovereign House

Academy Road

Irvine 

KA12 8RL

Tel: 01294 313078

Fax: 01294 313605

(INSERT NHS HEALTH BOARD ADDRESS) 

Our ref: RG/IO/CPG/

Please quote in all correspondence
Friday 7th December, 2007 

Dear (INSERT CHIEF EXECUITVE NAME) 
Procedures for dealing with Alzheimer’s in A & Es
I am writing to you on behalf of the recently formed Cross Party Group on Alzheimer’s and Dementia based in the Scottish Parliament whose remit is to seek improvements in the quality of services, care and treatment of those suffering from dementia. 

Group membership currently includes representatives from Alzheimer Scotland, Care Commission, The Royal College of Old Age Psychiatrists, the Dementia Services Development Centre at Stirling University and the Mental Welfare Commission, as well as MSP’s from across the political spectrum. 

Part of the agreed work programme for the coming year includes improving treatment of dementia patients where possible. Given that research has shown the vulnerability of people with dementia to adverse incidents in hospitals I am sure that you will agree that it is vital that action is taken to address this. 

In light of this the Group would like to ask the following questions – 

· What procedures are in place to ensure that someone with dementia is not left alone in Accident and Emergency?

· Whether people with Alzheimer’s are considered a priority in terms of being seen by medical staff and having any necessary diagnostic tests?  

· What guidance is issued to medical staff to ensure that patients with dementia are only admitted if absolutely necessary and are treated as a priority where possible?   

· How is guidance regarding the admission of patients with Alzheimer’s and dementia monitored by the Health Board to ensure best practice is being implemented?

Any further comments you may wish to make about improving the experience of dementia suffers in (NHS HEALTH BOARD), including any potential future initiatives that may be undertaken in the local area, would also be appreciated. 

I look forward to receiving your response.

Yours sincerely,

Irene Oldfather MSP

Convener 

Cross Party Group on Alzheimer’s 
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Membership of the Cross Party Group on Alzheimer’s
MSPs

Irene Oldfather MSP 

Marilyn Livingstone MSP 

James Kelly MSP 

Margaret Smith MSP 

Michael Matheson MSP 

Roseanna Cunningham MSP 

Mary Scanlon MSP 

Robin Harper MSP 

Dr Richard Simpson MSP 

NON – MSP INDIVIDUALS 

Henry Simmons – Alzheimer Scotland

Kate Fearnley - Alzheimer Scotland 

Lindsay Kinnaird - Alzheimer Scotland 

Jan Killeen - Alzheimer Scotland

Jacquie Roberts - Care Commission 

Karen Addie - The Royal College of Old Age Psychiatrists

Dr. Gillian McLean - The Royal College of Old Age Psychiatrists

Andrea Morgan - Community Care Services, Fife 

Marlene Smith - Crossreach 

Professor June Andrews - Dementia Services Development Centre, Stirling University 

Marcia Ramsey - Care Commission 

Susan Brimelow - Care Commission

Susan Polding - Clyde, Care Commission 

Dr. Donny Lyons - Mental Welfare Commission
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