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Abstract
Older patients with cognitive impairment are known to experience fear, anxiety and
increased confusion when admitted to the hospital environment. They are more susceptible to
falls, functional decline, prolonged length of stay, premature nursing home placement and death.
Staff stress and care burden can be greatly increased in the care of confused hospitalised older
patients with lack of time to support the necessary emotional care and safety needs highlighted.
In rural areas with high ageing populations and limited or no access to geriatrician support these
issues are more pronounced. Evidence for sustainable person centred models of care for people
with cognitive impairment in hospitals is lacking. Increasingly the use of volunteers has been
promoted as a supportive adjunct to care for patients with dementia or delirium but empirical
support in the use of volunteer interventions for this patient group is lacking.
The primary aim of the study was to establish and train a group of volunteers in a person
centred care approach to supporting patients with cognitive impairment in a rural hospital and
evaluate outcomes for patients, staff and volunteers. Sub aims were to describe the structure and
reach of the volunteer intervention, the acceptability of the intervention by nursing staff and
volunteers, as well as to determine resources for replication.
The volunteer intervention provided one to one emotional support aimed at enhancing the
psychological wellbeing for patients with cognitive impairment as well as practical assistance
aimed at reducing delirium risk and adverse outcomes. The intervention was conducted over two
shifts five days/week. The morning shift was from 8am – 12.30pm and the afternoon shift was
from 3pm – 7pm.
The intervention study used a quasi-experimental control group design. The volunteer
intervention was implemented over a six month period at a rural hospital (intervention) with
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comparison of outcomes at a different but similar sized rural hospital (control). Measures
included patient outcome data, staff and volunteer dementia/delirium knowledge and attitudes to
dementia questionnaires and post program acceptability by staff and volunteers.
The volunteer program was highly accepted with 96% of staff and 100% of volunteers
perceiving the program as having a beneficial effect on patient outcomes and should continue.
Staff felt supported and assisted in their care of patients, and volunteers perceived what they
were doing was worthwhile and beneficial to patient outcomes. No significant difference was
found in the patient outcomes analysed. There were limitations in these results as the patient
groups were not matched on all variables. The volunteer program is now continuing 30 months
post implementation, has won two health excellence awards and has been included as an
example of existing good hospital practice in the New South Wales Health (Australia) Dementia
Services Planning Framework 2010-2015. Replication of the program is occurring in other
areas.
This research addresses gaps in the literature related to both the need for intervention
studies in care of patients with dementia in acute care and the use of structured volunteer
programs in supporting patients with cognitive impairment. In doing so, it adds to the existing
body of literature by providing a detailed description of an innovative intervention for improving
acute care of patients with dementia. Additionally, it provides an intervention which has proved
to be sustainable with minimal resources. Further research is needed in evaluating patient
outcomes based on this model.

iv

Acknowledgments
This last three years associated with this research and academic studies has been a
demanding but also very enriching and rewarding period in my career for which I have many
people to thank. Firstly, I thank Barbra Williams from Alzheimer’s Australia NSW, with whom
the initial concept of a volunteer program was discussed. The partnership formed with Barbra in
recruiting volunteers, developing and conducting the training program and, in the support and
supervision of the volunteers over the course of the study, has been valued and is indicative of
the many benefits of partnership approaches.
Words cannot express how much I have enjoyed and appreciated the experience of being
involved with such a wonderful group of volunteer women who have and continue to contribute
so much of themselves for the benefit of others. The volunteer program would obviously not
have been the success it has been without their ongoing commitment and input into improvement
processes.
I doubt that I would have ever embarked on conducting this research without the
manoeuvring of Mike Bird. I had initially presumed that he would conduct the evaluation of the
volunteer program through the Aged Care Evaluation Unit he was director of at the time but the
next thing I knew, the ethics application arrived for me to complete. I am indebted to Mike for
his encouragement, guidance, support and supervision. I also thank Katrina Anderson, who
worked with Mike and provided data analysis advice and assistance and weathered my struggles
and anxiety with using SPSS.
To my University of Canberra supervisor, Catherine Hungerford and Chair of the
supervisory panel, Dianne Gibson. Catherine is particularly appreciated for doing all the ‘hard

v

work’ in ensuring I completed this thesis and for the ongoing encouragement and responsive
support she has provided me.
Grateful thanks also to Emma Webster and the NSW Centre for Education and Training
Innovation (CETI), 2008 Rural Research Capacity Building grant, which assisted me in
conducting this research and to my dear friend and colleague Alison MacTaggart for her ongoing
practical advice and mentoring.
In addition I would like to thank the following staff and managers from Bega and Moruya
Hospitals for their support and assistance in many ways during the research phase: Sally Cantrill;
Tanya Alison; Brigid Crosbie; Jenny Lockwood; Jenni Sorensen and Jim Herford. In particular
I thank Sharon Hoye and Bronwyn Raatz for their initial and continued support of the volunteer
program.
Finally, I thank Max for his advice, encouragement, support and belief in my ability. My
supportive friends and sister Barbara, who have understood my preoccupation with maintaining
this focus and my youngest son Rama, who may not have understood but has nevertheless,
weathered my preoccupation with the “thesis”.

vi

Table of Contents
Abstract......................................................................................................................................... iii
Acknowledgments ......................................................................................................................... v
List of Figures.............................................................................................................................. xv
List of Tables ............................................................................................................................. xvii
Appendices .................................................................................................................................. xix
Abbreviations ............................................................................................................................. xxi
Form B ....................................................................................................................................... xxv
Certificate of Authorship of Thesis ......................................................................................... xxv
Conference Presentations and Awards .................................................................................. xxiii
Chapter 1: Introduction and Background.................................................................................. 1
Significance of the Problem ........................................................................................................ 2
Rationale for the Study ............................................................................................................... 7
Research question ..................................................................................................................... 10
Research Aims .......................................................................................................................... 11
Research Hypothesis ................................................................................................................. 11
Chapter 2: Literature Review .................................................................................................... 15
Strategies for the Literature Review ......................................................................................... 15
Dementia ................................................................................................................................... 17

vii

Types and symptoms of dementia......................................................................................... 17
Impact of symptoms. ............................................................................................................. 19
Progression of the disease. .................................................................................................... 20
Behavioural and Psychological Symptoms of Dementia. ..................................................... 21
The impact of the hospital environment on the person with dementia. ................................ 22
Adverse outcomes for patients with dementia in hospital. ................................................... 23
Prevalence and Projections for Dementia in Australia. ........................................................ 26
Dementia in Australian hospitals. ......................................................................................... 28
Projections for dementia in Australian hospitals. ................................................................. 28
Summary of dementia. .......................................................................................................... 29
Delirium .................................................................................................................................... 29
The presentation of delirium. ................................................................................................ 30
Types and causes of delirium. ............................................................................................... 30
Risk identification, prevention and management of delirium. .............................................. 32
Incidence and prevalence of delirium. .................................................................................. 34
Delirium superimposed on dementia. ................................................................................... 34
The delirium experience. ...................................................................................................... 35
Adverse outcomes associated with delirium. ........................................................................ 36
Summary of delirium. ........................................................................................................... 37
The Care of Patients with Dementia and Delirium in Acute Care: Best Practice..................... 37

viii

Existing models of care. ........................................................................................................ 42
Summary of best practice in acute care of patients with dementia and delirium. ................ 44
Barriers to Providing Person Centred Care in the Acute Setting .............................................. 45
Issues for nursing staff. ......................................................................................................... 45
System issues. ....................................................................................................................... 47
Summary of barriers to providing person centred care. ........................................................ 48
Volunteers in the Health Care Settings ..................................................................................... 49
Benefits of volunteering........................................................................................................ 49
Experience of volunteers in health care. ............................................................................... 49
Volunteer programs. ............................................................................................................. 50
Summary of volunteers in health care settings. .................................................................... 53
Summary of the key evidence and Gaps. .................................................................................. 54
Chapter Summary ..................................................................................................................... 53
Chapter 3: Methodology ............................................................................................................ 57
Research Design........................................................................................................................ 57
Project Settings ......................................................................................................................... 66
Sample Population .................................................................................................................... 67
Sample description for group 1: patients. ............................................................................. 69
Recruitment of patient participants. ...................................................................................... 71
Sample description for group 2: staff.................................................................................... 73

ix

Recruitment of staff participants (intervention). ................................................................... 73
Recruitment staff participants (control). ............................................................................... 74
Sample description for group 3: volunteers. ......................................................................... 75
Recruitment of volunteer participants. .................................................................................. 75
The Intervention ........................................................................................................................ 76
Procedure for referral of a patient to the volunteer intervention. ......................................... 77
Measures ................................................................................................................................... 81
Patient medical record audit tool. ......................................................................................... 81
Standardised Mini Mental State Examination (SMMSE). .................................................... 83
Confusion Assessment Method (CAM). ............................................................................... 84
Staff pre and post program questionnaires............................................................................ 84
Behaviour monitoring record. ............................................................................................... 87
Staff experience and perceptions. ......................................................................................... 88
Pre post education and post program volunteer questionnaire. ............................................ 89
Volunteer demographics. ...................................................................................................... 89
Volunteer experience and perceptions. ................................................................................. 89
Summary of stages and timelines for the intervention and distribution of measures. .......... 90
Data Collection ......................................................................................................................... 91
Procedure for medical record auditing. ................................................................................. 92
Procedure for collection of patient behaviour records. ......................................................... 92

x

Data Management ..................................................................................................................... 94
Data Analysis ............................................................................................................................ 94
Ethical Considerations .............................................................................................................. 96
Summary of Method Section .................................................................................................... 97
Chapter 4: Results ...................................................................................................................... 99
Patient Results......................................................................................................................... 100
Comparison of intervention and control patient groups. .................................................... 100
Age and gender. .................................................................................................................. 101
Diagnosis of dementia and delirium. .................................................................................. 101
Cognition screening with the SMMSE. .............................................................................. 102
Reason for patient inclusion as a participant. ..................................................................... 103
Summary of comparability of patient groups by demographic and clinical characteristics.
............................................................................................................................................. 104
Correlations of patient outcome variables between intervention and control groups. ........ 105
Length of stay (LOS). ......................................................................................................... 105
Falls between patient groups............................................................................................... 105
Cognitive status of patients who fell. .................................................................................. 106
Use of antipsychotic medication between patients groups. ................................................ 109
Death rates between patient groups. ................................................................................... 109
Summary of the correlation of the patient outcome variables analysed. ............................ 109

xi

Nursing Staff Questionnaire Results....................................................................................... 110
Questionnaire response rates............................................................................................... 110
Comparability of staff attribute variables. .......................................................................... 111
Staff Designations. .............................................................................................................. 111
Staff education and training pre and post program. ............................................................ 111
Knowledge, attitudes and stress levels................................................................................ 112
Stressful behaviours. ........................................................................................................... 115
Summary of nursing staff results. ....................................................................................... 116
Volunteer Questionnaire Results ............................................................................................ 116
Volunteer questionnaire response rate and previous experience. ....................................... 117
Volunteer knowledge and attitude results. .......................................................................... 117
Summary of volunteer responses. ....................................................................................... 119
Post Program Perceptions of the Volunteer Intervention ....................................................... 120
Nursing staff perceptions. ................................................................................................... 120
Nursing staff responses to program benefits. ...................................................................... 120
Summary of the perceptions of nursing staff. ..................................................................... 122
Volunteers Perceptions ........................................................................................................... 123
Summary of the post program perceptions of volunteers. .................................................. 124
Hypothesis Testing.................................................................................................................. 125
Hypothesis 1........................................................................................................................ 126

xii

Hypothesis 2........................................................................................................................ 126
Hypothesis 3........................................................................................................................ 127
Hypothesis 4........................................................................................................................ 128
Summary of Results Chapter .................................................................................................. 129
Chapter 5: Discussion and Conclusion ................................................................................... 133
Summary of Intervention ........................................................................................................ 133
Summary of the Results .......................................................................................................... 135
Discussion ............................................................................................................................... 136
Impact of intervention on staff stress levels. ...................................................................... 137
Impact of the intervention on patient outcomes. ................................................................. 139
Impact of the intervention of nursing staff knowledge and attitudes.................................. 144
Impact of training on knowledge and attitudes of volunteers. ............................................ 145
Limitations of Study ............................................................................................................... 146
Recommendations for Future Research .................................................................................. 147
Reach of the Volunteer Program Intervention ........................................................................ 148
Replication of the Volunteer Program .................................................................................... 151
Recognition of the Volunteer Program ................................................................................... 152
Conclusion .............................................................................................................................. 153
References .................................................................................................................................. 157

xiii

List of Figures
Figure 1. Map and location of Bega Valley Shire, NSW, Australia. ............................................. 3
Figure 2. The main psychological needs for the person with dementia . ..................................... 38
Figure 3. Conceptual mapping of study project ........................................................................... 59
Figure 4. Conceptual model for the volunteer program ............................................................... 60
Figure 5. Location of the intervention and control facilities ........................................................ 68
Figure 6. Reason for patient inclusion. ....................................................................................... 104
Figure 7. Number of patients who fell and total falls by facility ............................................... 106
Figure 8. Cognition status of patients who fell by facility. ........................................................ 107
Figure 9. Shift time of falls by facility. ...................................................................................... 108
Figure 10. Program volunteer with a patient. ............................................................................. 154

xv

List of Tables
Table 1

Summary of Search Terms and their Combinations ..................................................... 16

Table 2

Common Early Symptoms of Dementia ....................................................................... 19

Table 3

Interrelationship of Stressors with the Acute Care Environment ................................. 23

Table 4

DSM1V Criteria for Delirium....................................................................................... 30

Table 5 Cornerstones of Person Centred Care ........................................................................... 40
Table 6

Common Themes of Care ............................................................................................. 40

Table 7

Sample Groups .............................................................................................................. 69

Table 8

Patient Eligibility and Exclusion Criteria ..................................................................... 70

Table 9

Duties undertaken by the Volunteers ............................................................................ 79

Table 10 List of Measures........................................................................................................... 82
Table 11 Selection Options on the Behaviour Record Chart ...................................................... 88
Table 12 Stages and Timelines for the Study Project ................................................................. 91
Table 13 Comparison of Dementia Delirium Diagnosis by Facility ........................................ 103
Table 14 Time of Falls by Facility ............................................................................................ 108
Table 15 Staff Pre Post Dementia Delirium Knowledge Results ............................................. 113
Table 16 Staff Pre Post Attitudes to Dementia for HOPE and PCC ......................................... 114
Table 17 Staff Care Stress Pre-Post Results ............................................................................. 115
Table 18 Behaviours Staff found most Stressful by Facility .................................................... 115
Table 19 Volunteer Pre Post Knowledge and Confidence in Care Results .............................. 118

xvii

Table 20 Pre Post Volunteer Results for HOPE and PCC Attitudes to Dementia .................... 119
Table 21 Coding Results for Staff Perception Post Program .................................................... 121
Table 22 Coding for Volunteer Post Program Perception Responses ...................................... 123

xviii

Appendices
Appendix A

Patient information and consent form………………………………………....179

Appendix B

Family/carer information and consent form…………………………………...181

Appendix C

Patient eligibility checklist for volunteer program – intervention facility…….183

Appendix D

Staff information and consent form – intervention facility……………………185

Appendix E

Staff pre-program questionnaire – intervention facility……………………….187

Appendix F

Staff post-program questionnaire – intervention facility………………………189

Appendix G

Staff information and consent form – control facility………………………….191

Appendix H

Volunteer pre education questionnaire…………………………………………193

Appendix I

Volunteer information and consent form………………………………………195

Appendix J

Outline of volunteer training program…………………………………………197

Appendix K

Volunteer Program Procedure and Resource Manual………………………… 199

Appendix L

Patient Personal Profile………………………………………………………...201

Appendix M Medical Record Audit Measure………………………………………………..203
Appendix N

Staff post program coded responses to open ended question………………….205

Appendix O

Volunteer post program coded responses to open ended question…………….207

xix

Abbreviations
ABS

Australian Bureau of Statistics

ALZNSW

Alzheimer’s New South Wales

ACEU

Aged Care Evaluation Unit

ANOVA

Analysis of Variance

ASET/AARC

Aged Service Emergency Team/Acute to Age related Care

BPSD

Behavioural and Psychological Symptoms of Dementia

BVS

Bega Valley Shire

CAM

Confusion Assessment Method

CNC

Clinical Nurse Consultant

CNS

Clinical Nurse Specialist

CSP

Clinical Service Plan

DAS

Dementia Advisory Service

E

Evening shift

ED

Emergency Department

EBIT

Evidence Based Practice Identification Tool

FTE

Full Time Equivalent

GP

General Practitioner

GSAHS

Greater Southern Area Health Service

HDR

Higher Degree Research

HELP

Helping Elder Life Program

IC

Infection Control

ICU

Intensive Care Unit

xxi

LGA

Local Government Area

LOS

Length of Stay

M

Morning shift

MO

Medical Officer

MPS

Multi Purpose Service

MR

Medical Record

N

Night shift

NSW

New South Wales

NUM

Nurse Unit Manager

PAR

Participatory Action Research

PCC

Person Centred Care

PPE

Personal Protective Equipment

RN

Registered Nurse

SED

State Electoral Commission

SMMSE

Standardised Mini Mental State Examination

xxii

Conference Presentations and Awards
Conference presentations
1. Bateman, C. (30 April, 2010). A pilot volunteer program to improve care of patients with
dementia in a rural hospital. Paper presented at the Change Champions ‘Who’s Challenging
Behaviour’ Conference. Sydney, Australia.
2. Bateman, C. (15 June, 2010). A Volunteer program to improve care of patients with dementia
in a rural hospital. Paper presented at the 8th Biennial Hammond Care International
Dementia Conference, Sydney, Australia.
3. Bateman, C., & Williams, B. (23-24 September, 2010). Research into Practice: Volunteers
improving Dementia Care in a Rural Hospital. Poster presented at the 2010 National
Dementia Research Forum. Surfers Paradise, Australia.
4. Bateman, C. (4-5 November, 2010). Research into Practice: A Volunteer program to
improve care of patients in a rural hospital. Paper presented at the NSW Rural and Remote
Health Care Conference, Albury, Australia.
5. Bateman, C., & Williams, B. (18-20 May 2011). Doing things differently: Volunteers
improving rural hospital dementia care. Paper presented at the 14th National Alzheimer’s
Conference, Brisbane, Australia.
6. Bateman, C. (30 March 2011). Research into Practice: Volunteers improving Dementia
care in a Rural Hospital. Poster presented at the Intergenerational Aged care Forum.
University of Canberra.
7. Bateman, C. (7 June 2011). Research into Practice: Volunteers improving Dementia care in
a Rural Hospital. Poster presented at the Canberra Health Annual Research Meeting. The
Canberra Hospital.

xxiii

8. Bateman, C. (14 October, 2011). Volunteers improving person centred dementia care in a
rural hospital. Paper presented at the NSW Health Excellence Awards Expo. Sydney,
Australia.
9. Bateman, C. (18-19 November, 2011). Research into Practice: Volunteers improving
person centred dementia care in a rural hospital. Paper presented at the Australian
Psychological Association (APA), Psychology and Ageing Interest Group Conference,
Melbourne. Australia.

Awards and peer acknowledgement

NSW Dementia Services Framework 2010-2015 (2010, p. 51). A Hospital Volunteer
Program to Improve Care of Patients with Dementia. Summary of the program included as
an example of existing good practice in hospital.
United States Agency for Healthcare Research and Quality (AHRQ) Innovations Exchange
database (July 2010). Profile of the volunteer program and research outcomes.
http://www.innovations.ahrq.gov/content.aspx?id=3109
Bateman, C., & Williams, B. (9 July 2011). Volunteers improving Person Centred Care in
a Rural Hospital. Recipient of two Southern NSW Local Health District Health 2011
Health Excellence Awards. (1) Volunteer Service category; (2) Chief Executive Officer
Award.
Bateman, C., & Williams, C., (14 October). Volunteers improving Person Centred Care in
a Rural Hospital. Selected as a finalist in the 2011 NSW Health Excellence Awards.

xxiv

Chapter 1: Introduction and Background
The impetus for this study occurred through the researcher’s clinical experience in the
care of a particular patient with dementia in a rural hospital. Throughout this patient’s
admission she was frequently distraught and anxious, was often up wandering the corridors
and would regularly cry out “I’m frightened”. When staff had time to sit with her, hold her
hand or caress her forehead and talk with her, she would settle and start to engage more
coherently in conversation. The patient had lived in the local area all her life and responded
to talking about her grandchildren and her life in the local area. Her son lived locally and
worked full time as a tank driver, so was not able to visit regularly or stay for long when he
did. Her daughter and grandchildren lived out of the area and were only able to visit
infrequently. Although staff did what they could, they simply did not have the time to be
with her and provide the level of emotional support and security the patient needed. Two
weeks after her admission, after experiencing four falls, ongoing distress and agitation, a
decline in her function, dehydration and worsening delirium the patient died in hospital.
Whilst the eventual outcome of her death may not have been avoidable, the level of
emotional distress and the adverse outcomes she experienced (particularly the number of
falls), potentially could have been. In reflecting on this circumstance and the many others the
researcher has been involved in, there was the realisation that to really meet the special care
needs of this patient group, more support was needed.
This chapter commences with a discussion of the problem of dementia and delirium
in acute care and the prevalence and impact of these conditions. The care needs and
vulnerability of this patient group and the difficulties staff face in providing for their care is
then discussed. Specific reference to the rural location and context of the study is included.
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The rationale for the study in view of the current evidence and gaps in the available literature
is then summarised. Following this, the research question, the research aim and sub aims and
hypothesis are stated.
For the purposes of this study, the term ‘cognitive impairment’ is at times used as a
broad term to encompass and describe collectively the specific terms of ‘dementia’ or
‘delirium’ or the term ‘confused older person’. It is also used in recognition that not all
patients admitted with dementia or delirium has a formal diagnosis (Australian Institute of
Health and Welfare [AIHW], 2007; Inouye, 2006). In addition the terms ‘acute care’ and
‘hospitals’ are used interchangeably. The term ‘special care needs’ is used in recognition of
the specific physical and unique emotional care needs of patients with cognitive impairment.
It is a commonly used term for the unique care needs for patients with dementia (Alzheimer’s
Australia, 2011a; Australian Government Department of Health and Ageing, 2011; Tolson,
Smith, & Knight, 1999; Wilkes et al., 2010)
Significance of the Problem
Dementia is a fast growing source of disease burden nationally and internationally and
represents a major challenge in the provision of health care (NSW Dementia Policy Team,
2010). In Australia, dementia is recognised as a National health priority and major public
health issue (Access Economics, 2009a; 2009b). Prevalence of dementia is projected to
increase exponentially with the number of people afflicted with the condition predicted to
quadruple from 245,400 in 2009 to nearly 1.13 million by 2030 (Access Economics, 2009b).
One in three people with dementia reside in New South Wales (NSW) Australia. In 2009, the
NSW Bega State Electorate Division (SED) in which this study is located, had the fifth
highest dementia prevalence in NSW. The Bega Valley Shire (BVS) is a popular coastal
retirement location on the Far South Coast of NSW, known as the Sapphire Coast of NSW.
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BVS is the largest local government area in coastal New South Wales, with an area of 6,280
square kilometres (2,420 sq mi). Figure 1 provides a map of the geographic of Bega Valley
Shire and the location of the Sapphire Coast in NSW Australia (Bega Valley Shire Council
[BVSC], 2012).

Figure 1. Map and location of Bega Valley Shire, NSW, Australia.
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The Shire has a population of approximately 32,956 with those aged greater than 65 years
representing 19.2% of the shires total population (Australian Bureau of Statistics [ABS], 2010).
The BVS has the second highest ageing population aged 65 years and over and estimated
dementia prevalence in the Bega SED (Harris, 2009, cited in Webb, 2010). There is expected to
be a continuing increase in demand on local rural hospital and community health services, as
people over the age of 65 years of age are known to be the greatest users of health care services
(Access Economics, 2010; Richard Gilbert Consulting, 2011).
Dementia is a chronic debilitating condition which is usually progressive in nature and
can affect a person’s intellect, memory, judgement, behaviour, emotions, communication and
their ability to carry out activities of daily living. As the disease progresses the deterioration in
the persons mental and physical function becomes worse and there can be onset of, or an
increase in, the Behavioural and Psychological Symptoms of Dementia (BSPD) (Alzheimer's
Australia, 2007; Alzheimer's Disease International [ADI], 2009; Draper, Brodarty, & Low, 2006;
International Psychogeriatric Association [IPA], 2002; Lyketos, 2009; Mendez & Cummings,
1983; Salama, 2008). The symptoms of dementia render the person to being much more
vulnerable to any stressors. The resulting effect of these stressors can manifest in an increase in
the Behavioural and Psychological Symptoms of Dementia (McCloskey, 2004). .
Delirium is a common, serious and potentially life threatening condition in hospitalised
older people and is five times more common in patients with pre-existing dementia or cognitive
impairment (Inouye, 2006; Fick, Agostini, & Inouye, 2002; Fick, Hodo, Lawrence, & Inouye,
2007). It is characterised by an acute decline and fluctuation in mental functioning, inattention,
disorganised thinking and/or altered level of consciousness. Delirium is most often the
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consequence of a medical cause, medications or substance withdrawal (Australian Health
Ministers Advisory Council [AHMAC] 2006; Inouye, 2006).
In his address to Hammond Care’s 8th Biennial International Conference in 2010, Glenn
Rees, the Chief Executive Officer of Alzheimer’s Australia, referred to hospitals as “dangerous
places” and highlighted the significant risks for the person with dementia and those with
unrecognised cognitive impairment in acute care settings. Rees’s address made reference to the
limitations in acute care systems and staff capacity in supporting a person centred care approach.
To achieve better outcomes for people with dementia and reduce the burden on hospital staff, he
advocated for improved recognition of cognitive impairment, avoidance of hospital admissions
and recognition of the need for people with cognitive impairments to feel secure and be
emotionally supported (Rees, 2010).
The recognition that acute care environments hold inherent risks for patients with
dementia is well supported in the literature (Cunningham & Archibald, 2006; Dewing, 2001;
Goff, 2000; Härlein, Halfens, Dassen, & Lahmann, 2011; Hill, Vu, & Walsh, 2007; King, Jones,
& Brand, 2006; McCloskey, 2004). For the patient admitted with or who develops delirium in
hospital, it is equally hazardous (Inouye, 2006; Schofield, 2008). In signifying this, the care of
patients with dementia and delirium in New South Wales (NSW) hospitals has more recently
become a high order clinical governance issue (NSW Agency for Clinical Innovation [ACI],
2010). For the first time delirium has now been included as a theme for the Quality System
Assessment of hospitals (NSW Clinical Excellence Commission [CEC], 2010). This is because
of the substantial evidence that older people with cognitive impairment who are admitted to
hospital are at far greater risk for increased confusion, falls, functional decline, pressure area
development, infections and other hospital acquired complications. As a consequence they are
5

often in hospital longer, are more likely to have premature admission to residential care, have
overall poorer outcomes and higher mortality rates (ACI, 2010; Borbasi, Jones, Lockwood, &
Emden, 2006; Cunningham & Archibald, 2006; Dewing, 2001; Fick et al., 2002; Goff, 2000;
Härlein et al., 2010; Hill et al., 2007; King et al., 2006; McCloskey, 2004; Mukadam &
Sampson, 2011; Schofield, 2008).
Admission to hospital for the person with dementia can trigger major physical and
emotional stressors. There are a number of causes of these stressors identified in the literature.
The more notable causes include: the alien, noisy and unsafe physical environment; staff who are
often time poor and rushed and who do not always have the necessary skills and communication
approaches needed; the task orientated and medical model systems of care; the impact of the
medical and surgical interventions and the greater risk for development of superimposed
delirium. (Cunningham & Archibald, 2006; Dewing, 2001; Fick et al., 2002; Inouye, 2002; Fick
et al., 2007; Goff, 2000; McCloskey, 2004; Moyle, Olorenshaw, Wallis, & Borbasi, 2008). The
impact from these stressors can have a profound psychological effect on the person with
dementia, particularly that of fear, anxiety and emotional distress (Cunningham, 2006;
Cunningham & Archibald, 2006; McCloskey, 2004). This psychological effect can manifest in
increased confusion and changed behaviours.
For the person with delirium, the hospital experience can be equally frightening.
Although not all people recall their delirious episode, of those who do, the more common
experiences recounted in the literature are those of extreme fear or terror and the inability to
effectively communicate with staff (Duppils & Wikblad, 2007; Fick et al., 2007; McCurren &
Cronin, 2003; O'Malley, Leonard, Meagher, & O'Keeffe, 2008; Schofield, 1997; Schofield,
2008).
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It is the presence or increase in BPSD or disturbed behaviours which can pose particular
difficulties for both professional and lay carers in all settings but even more so in acute care
(Borbasi et al., 2006; Byers & France, 2008; Cassidy et al., 2001; Cunningham & Archibald,
2006; Jones, Borbasi, Nankivell, & Lockwood, 2006; Lakey, 2009; Marshall, 2006; Poole, 2009;
Sourial, McCusker, Cole, & Aarahowicz, 2001). The more common behaviours which challenge
nursing staff in the hospital setting are wandering, physical and verbal aggression, resistance to
care interventions and calling out (Cassidy et al., 2001; Eriksson & Saveman, 2002; Jones et al.,
2006). Caring for confused older people in the hazardous hospital environment is known to be
particularly stressful and difficult for nursing staff. Lack of available time to provide for the
emotional care and safety needs as well as hospital environments and systems of care which do
not foster a person centred care approach have been identified as major factors contributing to
this stress (Borbasi et al., 2006; Byers & France, 2008; Cassidy et al., 2001; Eriksson &
Saveman, 2002; Fessey, 2007; Jones et al., 2006; Marshall, 1999; McCormack, 2004; Nolan,
2006, 2007; Packer, 2000; Poole, 2009; Wilkes, Jackson, Mohan, & Wallis, 2010).
Rationale for the Study
Based on the overview so far, there is a clear need to reduce the harm occurring and
better provide for the special care needs of this prevalent and important patient group in
hospitals. There is also significant evidence advocating care which incorporates person centred
approaches based on Kitwood (1997), as best practice in the care of older patients and patients
with dementia and delirium in acute care (Ericson, Hellstrom, Lundh, & Nolan, 2001; Heath,
Sturdy, & Wilcock, 2010; McCarthy, 2006; McCormack, 2004; McCormack, Karlsson, Dewing,
& Lerdal, 2010; Moyle et al., 2008; Schofield, 2006). In contrast, there is limited evidence on
actual or sustainable person centred care models for patients with dementia in acute care
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(National Research Ageing Institute [NRAI], 2006). The evidence based models of care which
have been reviewed as best practice include the Helping Elder Life Program (HELP) (Moyle et
al., 2008). The HELP was initiated and researched as a delirium prevention program by Inouye
et al., (1999). Since then, it has been replicated in different ways in Australia and overseas
(Caplan & Harper, 2007; Inouye, Rubin, Wierman, Supiano, & Fenlon, 2010; Palmisano-Mills,
2007; Robinson, Rich, Weitzel, Vollmer, & Eden, 2008; Rubin et al., 2006; Sandhaus, Zalon,
Valenti, & Smego, 2010 ). Though effective in respect to reducing the incidence of delirium, the
copyright cost of the HELP program and the specialist staff resources required for
implementation, limit the transferability, especially in rural settings.
Rural areas have limited access to specialist resources, particularly geriatricians and
specialist nursing and allied health staff. In the Bega Valley there is a visiting geriatrician
providing a day clinic only 10 times per year. In addition, the availability of nursing staff
resources can often be limited. From the researcher’s clinical experience, it is not uncommon for
nursing staff to be working double shifts simply because a relief staff member could not be
found. When one to one care is required to ensure the safety of an agitated older person with
dementia, security firms are contracted as nursing staff resources are frequently not available.
The security firm employees do not have training in caring for patients with cognitive
impairment and are employed purely to ensure the patient does not abscond or cause injury to
themselves or others. Given the known anxiety and fear experienced by older patients with
dementia and delirium in hospitals, this form of one to one care is less than ideal.
Rees (2010) highlighted the importance of ensuring the provision of emotional security
and care for patients with cognitive impairment in hospitals. Providing this emotional security
and care clearly takes time, a factor which nursing staff in hospitals, more often than not, just do
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not have. Furthermore, it is recognised as particularly important that care provision to this
patient group is provided by carers who are trained in dementia and delirium and have an
understanding of person centred approaches to care (Anderson, Traynor, & Crookes, 2011; Day,
Higgins, & Koch, 2009; Fessey, 2007).
In their review of the literature on best practice and the existing models of care for
patients with dementia in acute care, Moyle et al. (2008), identified gaps in the evidence related
to effective, replicable and affordable models of care for patients with dementia in hospitals.
Their recommendations included the conduct of further intervention studies which clearly
articulate the detail of the intervention and the impact it has on improving the care and outcomes
for patients with dementia in acute care.
The use of volunteers in health care settings is wide spread and supportive to many
organisations (Warburton & Cordingley, 2004). Direct correlations have been found in the
relationship of formal volunteering and the benefits to the physical and mental health of those
who volunteer (Onyx & Warburton, 2003). The use of volunteers in hospitals has been shown to
be cost effective and result in increased levels of patient satisfaction (Hotchkiss, Fottler, &
Unruh, 2009). Although using volunteers has been recommended for supporting patients with
dementia in acute care (Jones et al., 2006; Kaplan, 2003), intervention studies evaluating their
effectiveness on person centred patient care and outcomes were not found.
This study intends to address a well-established clinical need to enhance the emotional
care, safety and wellbeing of patients with cognitive impairment. Furthermore, this study intends
to address the following four gaps in the literature. Firstly, the availability of intervention
studies in the care of patients with dementia in acute care; secondly, evidence for sustainable
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person centred care models for patients with cognitive impairment in acute care; thirdly,
evaluation of structured volunteer programs in rural hospital settings and fourthly, models of care
which practically supports nursing staff in their care of patients with cognitive impairment.
Research question
The evolvement of the research question originated through the researcher’s clinical
experience of caring for patients with cognitive impairment in a rural hospital. The research
question was underpinned by the need to improve the emotional care, safety and wellbeing of
patients with cognitive impairment and the identified gaps in the literature. The identified
clinical need and the gaps in the literature led to the concept of using trained volunteers for
enhancing person centred care to patients with dementia and delirium in a rural hospital and the
following research question:
Can a person centred dementia delirium hospital volunteer program improve the
outcomes for patients and their professional carers in a rural hospital?
The research question required the establishment of the volunteer program intervention
and an appropriate research design to measure outcomes related to the volunteer intervention.
The recruitment and training of volunteers for this purpose occurred in collaboration with the
researcher’s colleague from Alzheimer’s NSW. The evaluation of the volunteer training, the
acceptance of the volunteer program by staff and volunteers and a determination of the process
and impact of the volunteer program implementation then evolved as additional components of
the study. As a result, the following research incorporates a primary aim related to the analysis
of outcomes for the volunteer intervention and secondary aims related to analysis of the program
process, implementation and outcomes.
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Research Aims
The primary aim of this study was to establish and train a group of volunteers in a
person centred care approach to support people with cognitive impairment (or at risk of same)
and compare outcomes of the intervention with a control hospital which did not have volunteers.
The four sub-aims of the study were:
To evaluate the effectiveness of the volunteer training
To assess the process, impact and acceptability of the program for hospital nursing staff and
volunteers
To describe the structure and reach of the volunteer program
To determine the resource requirements for replication of the program establishment
Research Hypothesis
To enable statistical testing of the effect of the independent variables (i.e. the volunteer
program and the volunteer training) in relation to the research question and stated aims, the
following four research hypothesis were devised for testing.
1. Patients receiving the intervention will differ in their measured outcomes compared
to the control group.
2. Nursing staff at the intervention facility will show a difference in their dementia
delirium knowledge, attitudes to dementia and level of care stress post program in
comparison to nursing staff at the control.
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3. Volunteers will show a difference in their dementia delirium knowledge, attitudes to
dementia and care confidence post education and program.
4. Staff and volunteers at the intervention facility will positively perceive and accept
the intervention program.

Hypothesis one, two and three are non-directional hypothesis statements and hypothesis
four is a directional hypothesis statement. Non directional hypotheses do not specify an
expected positive or negative relationship between the dependent and independent variables.
Conversely, a directional hypothesis does specify an expected positive or negative relationship
between variables (Creswell, 1994; Griffin, 1999; Polit & Beck, 2011). Though directional
hypothesis are recommended in quantitative research (Griffin, 1999) and are sometime preferred
in clarifying the study framework (Polit & Beck, 2011), the decision to use non-directional
hypotheses was based on the lack of previous intervention studies or evidence in this field
(Creswell, 1994; Polit & Beck, 2011). This lack meant that the researcher could not confidently
predict a positive relationship between the variables. Whereas, based on previous studies and the
literature, the researcher was more confident in predicting a positive effect in hypothesis four.
Summary of the thesis chapters.
In the next chapter a review of the relevant literature is provided. Given the scope of the
subject area, this review focuses on the nature and prevalence of dementia and delirium, the
impact of the hospital environment, person centred care models, issues and barriers to providing
person centred care and previous studies using volunteers in health care.
Chapter three presents the theoretical and conceptual framework for the intervention
study. The selected quasi experimental research design is then described and justified. Detail on
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the sampling and measures used are provided. A comprehensive description of the volunteer
intervention, including the process of establishment, implementation and monitoring is included.
Chapter four presents the research results for the four hypothesis being tested, while
chapter five incorporates the discussion and conclusion. This includes the impact of the
intervention for patients, staff and volunteers and a description of the reach and replication of the
volunteer intervention. The study concludes with recommendations for future research and an
outline of the limitations of the study.
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Chapter 2: Literature Review
This chapter provides a review of the literature that reports on research that has been
previously undertaken in the area of caring for people with dementia in hospitals. The chapter
commences with an examination of the impact of dementia and delirium within the context of
the hospital environment for the patient and their professional carers. This is followed by a
determination of the relevance of the problem to current and projected demographics in Australia
and the specific rural context of the study. Best practice in the care of older patients in hospital
with cognitive impairment is then identified, followed by a discussion of the issues and barriers
to providing best practice care in hospitals. Following this, the research evidence related to the
use of volunteers in the acute care settings is reviewed. Finally, a summary of the current key
evidence and gaps in the literature that this study is addressing are summarised.
Strategies for the Literature Review
Strategies for undertaking the literature review included searches of PubMed, CINAHL
(EBSCO), MEDLINE (OVOID), PsycINFO (OVOID). These particular databases were chosen
because they focus on nursing and psychiatric research. The dates selected were 1995 – 2010.
This was to ensure currency of literature. A number of search terms were used in combination
with key words ‘dementia’ and ‘delirium’ and ‘volunteer’. Table 1 provides a summary of the
search terms used and their combinations.
In addition, the Google and Google Scholar databases were searched for grey literature
and the Australian Digital Thesis Program was searched for thesis subjects of dementia or
delirium. Email alerts for key journals provided additional articles up to 2011 and expansion of
searches occurred following the review of reference lists of key articles or authors found in
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initial searches. Existing relevant journal articles accessed as part of clinical practice were used.
Additional information was also gained from relevant Government reports, Access Economics
and the Alzheimer’s Australia web site.

Table 1
Summary of Search Terms and their Combinations
Search terms used in combination with ‘dementia’ or ‘delirium’
‘dementia’ OR ‘delirium’
AND
‘hosp*’ or ‘patient*’ or ‘acute*’
AND
‘Nurs* attitude*’
AND
‘aggress*’ or ‘bpsd’ or ‘challeng* behav*’
AND
‘person centre*’
AND
‘staff stress*’ or ‘care burd*’
AND
‘volunteer*’ or ‘sitter*’
AND
‘adverse event*’ or ‘outcome*’ or ‘fall*’
AND
‘antipsychot*’ or ‘psychotrophic*’
AND
‘prevalenc*’ or ‘hosp* prevalenc*’
AND
‘rural*
Search terms used in combination with ‘volunteer’
‘volunteer*’
AND
‘ health*’
OR
‘program*’
AND
‘rural*’
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Dementia
In this section, an overview is provided of the more common types and symptoms of
dementia. This is followed by a review of the impact of these symptoms on the person with
dementia when they are admitted to hospital and the adverse outcomes a person with dementia is
more likely to experience when in hospital. Lastly, the current and projected prevalence of
dementia in the Australian population, the Bega Valley (in which this study was conducted) and
Australian hospitals is reviewed. This section and review of the literature is important for this
study in understanding the prevalence, significance and impact of dementia in relation to the
particular care needs and considerations for the person with dementia in hospital.
Types and symptoms of dementia.
The term “Dementia” is defined as “a loss of mental functions” (Mendez & Cummings,
1983, p. 4). As such, dementia is a syndrome or umbrella term used to describe the symptoms of
a large number of diseases which cause a persisting decline in multiple areas of a person’s
cognitive functioning (Phillips, Pond, & Shell, 2010; Salama, 2008). This chronic behavioural
syndrome progresses and affects people in different ways depending on the type or cause of the
dementia. Some of the multiple areas that can be affected are memory, intellect, judgement,
language, perception, behaviours and emotions. This in turn impacts on the person’s ability to
plan and perform routine everyday tasks, communicate with others and respond to changes in
their environment (Alzheimer's Australia, 2007; Mendez & Cummings, 1983; Salama, 2008).
As previously alluded to, the presentation of dementia can differ depending on the
disease pathology. There are many different causes of dementia but the most common causes are
known to be: Alzheimer’s disease; Vascular Dementia; Lewy body dementia and Frontotemporal
dementia (AIHW, 2007; Phillips, et al., 2010). In Australia, Alzheimer’s Disease causes 50-70%
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of all dementias. Vascular Dementia causes 10-20% of dementias. Dementia with Lewy Bodies
causes 10% - 15% of dementias and Frontotemporal dementia causes approximately 5% of the
dementias (Access Economics, 2009b; AIHW, 2007; Phillips, et al., 2010). Many forms occur as
mixed dementia such as Alzheimer’s Disease with Vascular Dementia. Other less common
causes include, alcohol related dementia, Parkinson’s disease dementia, Huntington’s disease
and Creutzfeld-Jacob disease (Access Economics, 2009a; AIHW, 2007; Lowe, Gomes, &
Brodaty, 2008). As it is not specifically relevant for the purpose of this study, detail on the
different causes of dementia is not covered in this review. However, for the person with
dementia and their professional or lay carers, knowledge of the type of dementia assists in
understanding why certain symptoms and behaviours occur, what the expected course of the
disease is and also to determine what treatment and support options are available (Alzheimer's
Australia, 2007; Phillips, et al., 2010).
Approximately 55% of people with dementia are classified as having mild dementia,
30% as having moderate dementia and 15% with severe dementia (AIHW, 2007). Early
manifestations of dementia depend on the type of dementia and where the disease pathology
originates in the brain. Common earlier symptoms can affect memory, orientation, judgement
and problem solving, language, perceptions, behaviours and emotional reactions (AIHW, 2007;
Mendez & Cummings, 1983; Salama, 2008). Later symptoms include severe memory,
functional, expressive and receptive language impairments, inability to make judgements or
problem solve, somatic conditions and an increase in the Behavioural and Psychological
Symptoms of Dementia known as BPSD (AIHW, 2007; Lyketos, 2009). Table 2 provides detail
on the more common early symptoms and presentations of dementia (AIHW, 2007, Mendez &

18

Cummings, 1983; Salama, 2008). This provides a context to the impact of the symptoms for the
person with dementia affecting their ability to carry out routine activities of daily living.

Table 2
Common Early Symptoms of Dementia
Persisting short term memory problems related to conversations, appointments or
the taking of medications etc.
Difficulty in carrying out routine daily tasks such as shopping, driving or
organising finances
Communication and language difficulties such as problems with being able to
express or understand language or the inability to recognise and name familiar
objects
Wandering and getting lost
Poor concentration and loss of interest in previously enjoyed activities
Personality and behaviour changes such as onset of irritability, apathy, agitation
or aggression
Psychological changes such as delusions, hallucinations and depression

Impact of symptoms.
The symptoms of dementia can worsen when the person is under stress or removed from
their familiar environment. It is recognised that in the circumstance of hospital admission the
familiar world of the person with dementia can be transformed into one of confusion,
fragmentation, bewilderment, anxiety and fear (Cunningham, 2006; Cunningham & Archibald,
2006; Pritchard & Dewing, 2001). So for the person with dementia, even in the early stages,
admission to hospital necessitates particular care considerations and empathy to their experience.
For example, the person with dementia may not recognise or remember where the toilet is or find
their way back to their bed after going to the toilet and so may wander the corridor trying to find
their way. If they are unable to get out of bed independently because of physical impairment,
they may not be able to communicate their need to go to the toilet and so will try and get out of
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bed despite their physical limitations and in doing so, place themselves at risk of injury or harm.
They may also not remember to drink, recognise an unfamiliar cup, be able to communicate their
thirst or hunger or be able to independently uncover and undo food items on the meal tray. This
in turn can place the person with dementia more vulnerable to becoming dehydrated and
malnourished (Heath et al., 2010).
Progression of the disease.
The lifespan for the person with dementia can vary depending of the type of dementia
and other comorbidities. On average though, the lifespan for a person with dementia is 5 – 10
years but it can be as long as 20 years (Mendez & Cummings, 1983). As the disease progresses,
the person becomes more severely debilitated losing their ability to verbally communicate,
recognise familiar people and environments, mobilise and eat independently. They experience
problems with swallowing, are more at risk for falls and become incontinent. In the terminal
phase which can last months to years, the person is non-verbal, bed bound and requires total
nursing care. It is this progressive debilitation which causes increased vulnerability to infections,
aspiration, severe injury from falls and emaciation that leads to death (Lyketos, 2009). People
with advanced stages of dementia are mostly cared for in residential aged care where a palliative
approach to care is provided. Notwithstanding this, admission to hospital can be necessitated
when the person with advanced dementia has a fall and sustains a fracture to their neck of femur
or when other acute surgical intervention is required such as for a bowel obstruction. In these
circumstances the combination of symptoms of advanced dementia, an unfamiliar environment,
the presence of pain, prescribing of additional medications as well as a surgical intervention, can
result in the escalation of the behavioural and psychological symptoms of dementia placing the

20

person at increased risk of adverse events (Cunningham & Archibald, 2006; Dewing, 2001; Goff,
2004; McCloskey, 2004; Moyle et al., 2008; Pritchard & Dewing, 2001).
Behavioural and Psychological Symptoms of Dementia.
For professional and lay carers it is the presence or increase in the Behavioural and
Psychological Symptoms of Dementia (BPSD) that can pose the biggest challenges to care
(Alzheimer's Disease International [ADI], 2009; Borbasi et al., 2007; Byers & France, 2008;
Cassidy et al., 2001; Cunningham, 2006; Jones et al., 2006; Lakey, 2009; Marshall, 2006; Nolan
2006, 2007; Poole, 2009; Salama, 2008). The term BPSD differentiates the behavioural and
psychological symptoms of dementia and is now the widely accepted term for behavioural issues
associated with dementia (Draper et al, 2006). Previous and sometimes still used terms include,
challenging behaviour and behaviours of concern. In BPSD, the behavioural symptoms of
dementia can include restlessness, agitation, extreme apathy, wandering, shadowing, resistance
to care, physical and verbal aggression, screaming, hoarding, inappropriate behaviours and
sexual disinhibition. Whereas the psychological symptoms of dementia include such things as
anxiety, depressive mood, hallucinations, delusions and psychosis (Draper et al., 2006; IPA,
2002).
Although the causes of BPSD cannot always be discerned, it is recognised that they are
the result of a complex combination of biological, psychological, physical, environmental and
social factors (Keady & Jones, 2010; Lindsay & Buckwater, 2009). These factors are often
triggered or exacerbated when the person with dementia is unwell and admitted to the unfamiliar
hospital environment (Cunningham, 2006; Cunningham & Archibald, 2006; Dewing, 2004;
Goff, 2004; Jones et al., 2006; Kaplan, 2003; Keady & Jones, 2010; McCloskey, 2004; Moyle et
al., 2008).
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The impact of the hospital environment on the person with dementia.
People with dementia are known to experience significant fear, anxiety and increased
confusion when admitted to hospital. Factors such as removal from familiar people and
surroundings, the unfamiliar, disorientating and noisy physical environment and the change in
normal routines, impact on the behaviours and psychological experience of the person with
dementia in hospital (Borbasi et al., 2006; Cunningham, 2006; Cunningham & Archibald, 2006;
Dewing, 2009; McCloskey, 2004; Pritchard & Dewing, 2001; Strachen, Jarrad, & Nankivell,
2003). An important study by Carmel and Hunter (1989) was able to show that disruptive
behaviour in people with dementia is more likely to occur over times of peak hospital activity, in
particular early morning, meal and visiting times.
The interrelationship of emotional and behavioural responses of the person with dementia
to the many stimuli and stressors of the hospital environment is well covered by McCloskey,
(2004). In discussing the relationship of emotional stressors to behavioural changes, McCloskey
(2004), makes reference to six main groups of stressors identified by Gerdner, Buckwalter and
Reed (2002), which can accelerate behaviours and negatively impact on the person with
dementia. While discussed in different ways by different authors, the overwhelming impact of
the hospital environment, stimuli, routines and interventions on a person with dementia who is so
much more vulnerable to any stressor is widely recognised (Borbasi et al., 2006; Cunningham,
2006; Cunningham & Archibald, 2006; Dewing, 2009; Edvardsson & Nay, 2009; Goff, 2000;
Heath, et al., 2010; Moyle et al., 2008; Nolan, 2007; Pritchard & Dewing, 2001).
Describing the impact of the hospital environment in relation to the specific stressors
discussed by McCloskey (2004), is a helpful way of understanding the impact of hospitalisation
on a person with reduced cognitive ability and why they have special care needs. Table 3

22

provides a list of the stressors discussed by McCloskey (2004) in association with the identified
factors impacting on the person with dementia in the acute care environment.

Table 3
Interrelationship of Stressors with the Acute Care Environment
Stressor for the person with dementia
Fatigue
Changes in environment, routine
and care giver
Excessive demand in relation to
functional capacity
Excessive and competing stimuli

Loss of control and familiarity
Physical stressors

The influence of the acute care setting
Lack of sleep and physical illness
Noisy, busy unfamiliar hospital environment,
unfamiliar staff, frequent room changes, different
hospital routines and meal times
Communication and language impairments, staff
who are rushed or have unrealistic expectations of
what the person with dementia can do
Sound of trolleys, call bells, alarms, monitors,
telephones, televisions, staff talking, bright lights
and being overwhelmed with too many people in
the room at once
Anxiety, fear, anger, aggression
The effects of pain, medications and physical
illness

Adverse outcomes for patients with dementia in hospital.
Patients with dementia admitted to hospital are more vulnerable to adverse events such as
falls, functional decline, pressure areas and superimposed delirium. This in turn has direct
consequences on adverse outcomes such as increased length of stay, premature residential care
placement and increased mortality (Borbasi et al., 2006; Cunningham & Archibald, 2006; Fick et
al., 2002; Fick et al., 2007; McCloskey, 2004; Mukadam & Sampson, 2011).
A diagnosis of dementia has been shown to increase length of stay (LOS) and hospital
resource utilisation (Hill et al., 2007; King et al., 2006). A recent systematic review by
Mukadam and Sampson (2011), into the prevalence and outcomes for patients with dementia in
general hospitals found a direct correlation in numerous studies between a diagnosis of dementia
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and a significant increase in LOS of between 6-30days. Moreover, their review also questioned
whether these adverse outcomes were purely secondary to the dementia itself or whether they
were more a result of the complexity of forces at play in the acute environment. This is a view
supported by Hill et al.(2007), who found length of stay was more often associated with other
interacting factors such as falls and delirium.
This interaction of multiple causative contributing factors is also implicated in the risk
and occurrence of falls in this patient group. Impaired mental status is the most commonly
identified factor in patients who fall while in hospital (Australian Commission on Safety and
Quality in Health Care [ACSQHC], 2009; Härlein et al., 2011). Falls are a major clinical
governance issue impacting on older hospitalised patient outcomes (Schofield, 2008). A
diagnosis of dementia or delirium has been shown to have a direct correlation with rates of falls
and associated resource utilisation in Australia and overseas (Härlein, et al., 2011; Hill, et al.,
2007; Miller, Campbell, Moore, & Schofield, 2004; Schofield, 2008). In the person with
dementia, decreasing motor performance associated with the loss of cognitive function is the
main contributor to them being more susceptible to falling (Härlein, et al., 2011). Furthermore,
the level of risk for falls is dependent on the type and severity of dementia and the presence of
coexisting factors such as superimposed delirium, gait imbalance, advancing age, visual
impairment, incontinence, postural hypotension, the use of psychotropic medications, and their
interaction with the unfamiliar and hazardous hospital environment (ACSQHC, 2009; Fick et al.,
2002; Fick et al., 2007; Hill, et al., 2007). Therefore, even though it is recognised that cognitive
impairment greatly increases the risk for falls in older hospitalised patients, the occurrence of
falls is commonly the result of a complex multifactoral interaction of intrinsic and extrinsic
factors (Härlein, et al., 2011). As a consequence, preventing falls in patients with cognitive
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impairment in the hospital setting is known to be a particularly challenging and difficult task.
Despite a number of studies with interventions aimed at preventing falls in hospitals, there
remains inconsistent evidence on strategies resulting in sustained and significant changes in
reducing falls in this patient group (Evans, 2008).
Brief mention has previously been made regarding the interrelationship of the use of
psychotrophic medications and falls. The use of antipsychotic medication in older people with
dementia is strongly associated with increased risk of falls, confusion, and over sedation
(AHMAC, 2006; Gareri et al., 2006). Antipsychotic medication such as Haloperidol,
Risperidone and Olanzipine are commonly used for agitated or aggressive behaviours in patients
with dementia and delirium (Australian Medicines Handbook [AMH], 2003; Lindsey, 2009;
Tropea, Slee, Holmes, Gorelik, & Brand, 2009). Antipsychotics are known to have serious
safety concerns for people with dementia with long term use (Banerjee, 2009; bpac nz, 2010;
Nazarko, 2009). Even with short term use the consequences can be dire and result in worsening
of confusion, over sedation, functional decline and increased incidence of falls due to the
hypotensive side effects (Banerjee, 2009; Nazarko, 2009; Tropea, et al., 2009). In recognition of
this, use of antipsychotic medication is only recommended where there is severe behavioural
disturbance and then, should be used cautiously and in association with non-pharmacological
interventions (AHMAC, 2006; bpac nz, 2010; Flanagan & Fick, 2010; Lindsey, 2009; National
Institute for Health and Clinical Excellence [NICE], 2010). Notwithstanding these
recommendations, antipsychotic medications are still commonly used as first line management
for behaviours of people with dementia in hospitals, with a recent Alzheimer’s Society UK
report, finding that 77% of nursing staff indicated that antipsychotic drugs were always or
sometimes used to treat dementia in hospitals (Lakey, 2009).
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Additionally, carer dissatisfaction and concerns about the adverse outcomes associated
with hospitalisation of the person with dementia are not uncommon. A background paper
prepared for Alzheimer’s Australia SA, titled ‘Issues and initiatives in acute care in South
Australia’ (Strachen et al., 2003) presented confronting case studies depicting the negative
experiences and outcomes for patients with dementia and their carers in acute care. Their interim
survey results of 104 family members found that 44% of respondents perceived there to be a
decline in the person with dementia’s health, as a direct consequence of admission to hospital.
Significant concerns related to the physical hospital environment, poor communication skills by
staff and lack of access to meals and fluids due to insufficient staff assistance were also voiced
by family members. Similar findings were reflected in a more recent Alzheimer’s Society UK,
2009 report. This report found that 47% of carer respondents reported a decline in the overall
physical health of the person with dementia which was not directly related to their medical
condition. Additionally a significant number of carers (54%) reported that being in hospital
caused worsening of symptoms with increased confusion and dependence (Lakey, 2009).
It is evident that there can be significant emotional and physical adversity for the person
with dementia admitted to the acute care environment. In fully appreciating the extent of the
problem, the next section will review the literature related to the prevalence and projections for
dementia in Australia, with a focus on the rural location of the study.
Prevalence and Projections for Dementia in Australia.
In 2009, the number of people with dementia in Australia was 245,000 or 1.1% of the
population in our cities and 1.2% out of cities (Access Economics, 2009a). Although dementia
does occur in the younger population, advancing age is recognised as the main risk factor for
developing dementia. In general western populations, at age 65 years the prevalence of dementia
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is 1 in 20. After this, the prevalence approximately doubles every 5 years so that by age 80 the
prevalence is 1 in 4 (Access Economics, 2009b; AIHW, 2007). In their 2009 predictions, Access
Economics used a combination of data from published epidemiological studies and metaanalysis, in projecting the number of people with dementia in Australia to be 565,000 by 2030,
increasing to nearly 1.13 million by 2050 and includes the suggestion that there are many more
people who have cognitive impairment without a dementia diagnosis (Access Economics,
2009b). This is important in respect to hospitalised older people where the presence of cognitive
impairment and potential dementia may only firstly be identified when they are admitted to
hospital (AIHW, 2007).
At a state level, one in three people with dementia in Australia reside in NSW. In 2009,
the Bega State Electoral Division (SED) which encompasses Bega Valley and Eurobodalla
Shire’s had the fifth highest dementia prevalence in NSW with 1,322 persons with dementia.
The Bega SED is projected to remain in the top five SED’s of dementia prevalence with an
increase to 5, 830 persons or 340.9% by 2050 (Access Economics, 2009b).
Prevalence of dementia is linked to advancing age. Eurobodalla and Bega Valley Shires
are located on the Far South Coast of NSW. These two shires have high retirement populations
and the greatest percentage of people over 65 years of age in the Bega SED (Webb, 2010). In
respect to use of acute health services, the greatest users are people aged over 65. In the Bega
Valley LGA this population aged over 65 is projected to increase by 80% by 2021 (Richard
Gilbert Consulting, 2011).
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Dementia in Australian hospitals.
In hospitals, dementia is coded as a principle diagnosis when it is the reason for
admission, whereas an additional diagnosis is coded when the admission is the result of other
causes but the presence of dementia contributes to hospital care costs (AIHW, 2007). Out of all
hospital separations in 2003-04, dementia was recorded as the principle diagnosis in 0.2%
(10,989) and as either a principle or additional diagnosis in 1.2% (82,806). Overall there was an
increase of 7% (729) in the number of separations with a principle diagnosis of dementia from
1999-00.
Projections for dementia in Australian hospitals.
Based on the AIHW (2007), data on hospital separations for patients with a principle or
additional dementia diagnosis, in association with current care models and projected increases in
the ageing population, a quadrupling of separations for patients with dementia over the next 25
years is expected. Separations purely for the medical management of dementia are expected to
have a threefold increase. Admitted hospital patient expenditure for patients with dementia is
expected to rise from $150 million in 2003 to $473 million in 2030-31 (AIHW, 2007). More
recent projections predict a 433% increase in admitted patient service expenditure for dementia.
This is third retrospectively, behind diabetes and Parkinson disease (Goss, 2008).
The prevalence and projected increases in dementia patient numbers and health
expenditure has and continues to be the subject of increasing public and political attention
(Alzheimer's Australia, 2011b; Lyketos, 2009). Added to this is the greater likelihood of a
person with dementia experiencing a delirium when admitted to hospital resulting in additional
complexity of care. The current prevalence and expected increase in patient populations
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necessitates the need for further improvements in the quality of care, emotional care, hospital
care models and environments to better support the safety and special care needs of people with
dementia now and into the future, a fact which has been advocated by Alzheimer’s Australia and
others (Borbasi et al., 2006; Cunningham & Archibald, 2006; Edvardsson & Nay, 2009; Goff,
2000; Jones et al., 2006; Lakey, 2009; McCloskey, 2004; Moyle et al., 2008; Pritchard &
Dewing, 2001; Rees, 2010; Strachan et al., 2003).
Summary of dementia.
Dementia is a progressive and debilitating condition impacting on the person’s cognition,
behaviour, communication and function. The prevalence of older people and people with
dementia or cognitive impairment in hospitals is increasing and is directly related to ageing
demographics. Dementia prevalence in Bega Valley is one of the fifth highest in NSW. An
understanding of the impact, symptoms and progression of dementia assists in recognising why
patients with dementia in hospital have particular care needs. Admission to hospital and removal
from familiar people and surroundings can cause significant anxiety and stress for the person
with dementia which can manifest in disturbed behaviour and place them at greater risk of
adverse outcomes including delirium. The following section focuses on the particular
significance of delirium and how it impacts on patient outcomes, experience and care needs.
Delirium
This section commences with an overview of delirium, the different types and causes,
its interrelationship with dementia and the recognised risk and precipitating factors for delirium.
This is then followed by a review of the incidence and prevalence of delirium, the impact of the
delirium experience and adverse outcomes associated with delirium in the hospitalised older
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person. This review of delirium is important in highlighting the features and impact of this
detrimental condition for older people in the acute setting. In doing so it also signifies the
special care needs and considerations for older patients experiencing this condition in hospital.
The presentation of delirium.
Delirium is a common and potentially life threatening condition in older adults. It is
characterised by an acute decline in cognition, attention, thinking and a change in level of
consciousness (Inouye, 2006). The diagnosis of delirium relies on the presence of the four
criteria defined in the Diagnostic and Statistical Manual of Mental Disorders (DSM4),
(American Psychiatric Association [APA], 2003). These criteria are in Table 4.

Table 4
DSM1V Criteria for Delirium
DSM 1V criteria for delirium (American Psychiatric Association, 2003, p.143)
A – Disturbance of consciousness (that is, reduced clarity of awareness of the environment)
with reduced ability to focus, sustain or shift attention.
B – A change in cognition (such as memory deficit, disorientation, language disturbance) or
the development of a perceptual disturbance that is not better accounted for by a pre-existing,
established or evolving dementia.
C – The disturbance develops over a short time (usually hours or days) and tends to fluctuate
during the course of the day.
D – There is evidence from the history, examination or laboratory findings that the
disturbance is caused by the direct physiological consequences of a general medical condition
or are the result of substance abuse, intoxication or withdrawal or a combination of these or
other cause not listed.

Types and causes of delirium.
Delirium can present in different ways with variation in symptoms and clinical features
categorised into three subtypes according to the clinical presentation (Mittal et al., 2011; NICE,
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2010). The first of these subtypes is hyperactive or hyper-alert delirium where the person
presents as restlessness, agitated or aggressive. They may be suspicious and resistive to care
interventions or experience persecutory delusions or visual and auditory hallucinations. Patients
experiencing this type of delirium are often at great risk of harm to themselves or others. It is not
uncommon for them to be wandering the corridor or into other patient’s rooms. Their care and
safety poses difficulties for staff in acute care settings and has significant clinical governance
implications (ACI, 2010; Inouye, 2006; Schofield, 2008). The second of these subtypes is
hypoactive or hypo-alert delirium where the person presents as withdrawn, lethargic, quiet or
sleepy or with reduced level of consciousness. This type of delirium is often not recognised,
takes longer to resolve and is strongly associated with poorer outcomes (Inouye, 2006; Kuehn,
2010; Mittal, et al., 2011; Schofield, 2008). The third subtype is known as mixed hyperactive
and hypoactive delirium, where the person has a fluctuating presentation between the two
subtypes (Mittal, et al., 2011; NICE, 2010).
The causes of delirium are varied and often multi factorial. Common causes are
medical conditions, constipation, dehydration, drug toxicity or withdrawal, medication side
effects, pain, sensory deprivation and stress or a combination of these (AHMAC, 2006). If the
underlying cause can be found and is able to be treated, the delirium will resolve. Though, when
there are multiple aetiologies the causes can become much more difficult to discern and result in
a prolonging of the delirium (Inouye, 2006). Delirium in older people can often be complex, and
there is evidence that proactive specialist geriatrician consultation can reduce incidence and
severity of delirium (Siddiqi, Stockdale, Britton, & Holmes, 2007). For rural areas though,
proactive geriatrician consultation for patients with delirium is virtually non-existent, as access
to specialist resources such as geriatricians is limited or in a number of locations, not available at
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all. In the Bega Valley, the rural location of this study, there is a visiting geriatrician who
provides an outpatient clinic 10 times a year. During these 10 visits, geriatrician access for
hospital inpatients is restricted to one scheduled appointment time per clinic. This impacts on the
capacity for any proactive consultations.
Risk identification, prevention and management of delirium.
In spite of continuing research, the pathophysiology of delirium remains poorly
understood (Caplan, 2011). What has been recognised is the influence of risk and precipitating
factors on a person’s susceptibility to development of delirium (AHMAC, 2006). A landmark
study by Sharon Inouye and colleagues in 1999, demonstrated that a multicomponent
intervention targeting known delirium risk factors was effective in preventing the initial
development of delirium and reducing the total number of delirium bed days but had no effect on
recurrent episodes or severity of delirium (Inouye et al., 1999). The supportive strategies
involved in the intervention address cognitive stimulation, sleep deprivation, visual and hearing
impairment, dehydration and immobility. The strategies require designated specialist geriatric
nursing, medical and allied health staff and included trained volunteers. The intervention since
named the Helping Elder Life Program (HELP) has subsequently been emulated in settings
across the United States and in Australia (Caplan & Harper, 2007; Inouye et al., 2010;
Palmisano-Mills, 2007; Robinson et al., 2008; Rubin et al., 2006; Sandhaus et al., 2010 ).
In spite of this replication, a number of these studies had limitations in their design. A
systematic review by Siddiqi et al. (2007) titled ‘Interventions for preventing delirium in
hospitalised patients’ reported only sparce evidence for the effectiveness of strategies to prevent
delirium and recommended further delirium prevention studies to strengthen the evidence base.
Subsequently, a meta-analysis of studies on delirium prevention interventions (Hempenius et al.,
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2011) reported clear evidence that interventions to prevent delirium were effective. This
evidence was found to be strongest in study populations with incident delirium greater than 30%.
Based on the overall evidence though, recognising and addressing delirium risk in the
assessment and management of delirium now forms part of Australian and International delirium
guidelines (AHMAC, 2006; NICE, 2010) and the more recently released Delirium Care
Pathways (Australian Health Ministers Advisory Council [AHMAC], 2010). Despite the fact
that these guidelines have been in place since 2006, integrating delirium risk identification and
delirium prevention strategies into hospital systems of care is inconsistent and remains an
ongoing challenge (Poole, 2009). A study by Day et al. (2009) was successful in using
Participatory Action Research known as PAR to implement practice redesign in both improving
nursing staff awareness of delirium and implementing delirium prevention protocols in a NSW
acute hospital. The authors report that the practice change was sustained nine months after the
study commencement with anecdotal reporting of less physical and chemical restraint use and
fewer incidences of delirium occurring. Based on the positive PAR findings the authors
perceived there to be incentive to trial the process in other settings. A follow up analysis of
patient outcomes measures based on the PAR method would strengthen the empirical base of this
approach.
Delirium management strategies mirror delirium prevention strategies and as such, nonpharmacological approaches are universally recommended for primary management of delirium.
These strategies focus on addressing the causes, maintaining hydration and nutrition, enhancing
sleep, ensuring the wearing of visual and hearing aids, optimising function and mobility,
cognitive stimulation, involving family and carers and prevention of complications (AHMAC,
2006, 2010; Caplan, 2011; Hempenius, et al., 2011; Inouye, 2006; NICE, 2010). As previously
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discussed, because of the inherent risks and side effects associated with the use of sedatives and
antipsychotics in older people, pharmacological interventions are only recommended when there
is the presence of behaviours which place the person at risk to themselves or others (AHMAC,
2006; AHMAC, 2010; AMH, 2009). This may particularly be the case when the patient has a
hyperactive delirium causing resistance to necessary medical interventions or safety concerns.
Incidence and prevalence of delirium.
The incidence and prevalence of delirium in hospitalised older people who are 70 years
or older is dependent on ward setting and patient demographics. Prevalence rates can range from
5-10% prevalence in Emergency Departments to 70% prevalence for Intensive Care Unit (ICU)
delirium (AHMAC, 2006). In relation to older surgical and medical ward patients, the highest
incidence of 40.5-55.9% was for hip surgery patients 65 years and older. Whereas prevalence
rates for patients aged 65 years and older in general medical wards was 18-20% at time of
admission, with a further 18% developing delirium during their admission. For patients admitted
from long term care, 52.6%, experienced delirium during their hospital stay.
Delirium superimposed on dementia.
The prevalence of and risk for delirium is significantly increased in older people with
dementia or pre-existing cognitive impairment. A systematic review of delirium superimposed
on dementia in hospitalised older adults identified prevalence rates of between 22% to 89%, with
variances related to the ward setting and patient populations (Fick et al., 2002; Fick et al., 2007).
Delirium superimposed on dementia is often more difficult to diagnose, can frequently be missed
and this places the person at greater risk of more rapid functional and cognitive decline and
adverse outcomes (Fick et al., 2002; Fick et al., 2007; Flanagan & Fick, 2010; Schofield, 2008).
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The delirium experience.
In reviewing the literature on the delirium experience, O’Malley, Leonard, Meagher and
O’Keeffe (2008), found that feelings of fear, anxiety and being threatened were the dominant
emotions found in most studies into the delirium experience. This was particularly the case in
patients with agitated delirium with perceptual disturbances. This fear and feeling of being
threatened can cause the person to become combative, resist medical and care interventions and
try to escape from their environment and professional carers (Duppils & Wikblad, 2007; Fick et
al., 2007; McCurren & Cronin, 2003; O'Malley et al., 2008; Schofield, 1997; Schofield, 2008).
Through the process of interviewing patients who have experienced and recalled their delirium,
studies have identified the importance of empathetic communication and a feeling of being safe
and understood for those patients experiencing a delirium (Duppils & Wikblad, 2007; McCurren
& Cronin, 2003; Neville, 2006; O'Malley, et al., 2008). McCurren & Cronic (2003), used
phenomenological inquiry through interviews with 14 hospitalised elderly to gain an
understanding of their lived experience of delirium. The importance for these patients of
therapeutic communication including reassurance and explanations from staff about what is
happening to them and why was communicated by those interviewed.
A subsequent study by Duppils and Wikblad (2007) looked at 45 patients aged 65 years
and older who had developed delirium or experienced short episodes of nightly delirium post hip
replacement. Of these, 12 who could recall their delirious episode were interviewed. The
patients interviewed were asked what they remembered, their feelings and experience of being
delirious. Many communicated they could not decipher dream from reality or night from day.
Others had communication difficulties in that they felt they could not be understood or that
others did not listen to them. Their stories depicted their intense fear and terrifying experiences
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in their delirious state. Importantly two of those interviewed recalled feeling either cold or
thirsty with the authors questioning whether adequate nursing focusing on these needs could
possibly reduce delirium and better support the particular care needs of this patient group.
Finally, in his critical analysis of nursing care offered to delirious patients, Neville
(2006) drew from semi structured interviews with older people who could recall their delirious
episode, their clinical notes and related publications. In his findings, Neville drew person
centred care parallels based on Kitwood (1997), in discussing the importance of therapeutic
relationships and communication which acknowledges the individual personal and social
differences of the person experiencing delirium.
Ultimately, it is clear that the delirium experience can be one of significant physical and
emotional adversity for patients. Therapeutic approaches which better support the individual
physical and emotional care needs for the patient experiencing delirium are recognised as
needing further exploration (O’Malley et al., 2008).
Adverse outcomes associated with delirium.
Delirium is an independent predictor of increased length of hospital stay, increased risk
of falls, use of antipsychotic medication, development of hospital acquired infections, poor
functional recovery, premature nursing home admission and death (AHMAC, 2006; Inouye,
2006; Eamonn et al., 2010; Inouye & Ferrucci, 2006; Schofield, 2008; Schofield & Dewing,
2001). Mortality rates for hospitalised patients with delirium are high, ranging from 22-76%
(Inouye, 2006). This aligns it with the mortality rates associated with sepsis or acute myocardial
infarction (Robertson & Robertson, 2006). The prevalence and adverse outcomes associated
with delirium and delirium superimposed on dementia highlights the significance of this issue in
the acute care management of older people. It is justification for opportunities to improve care in
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both addressing the recognised risk factors for delirium, providing emotional security and
support, and reducing the risk of adverse outcomes associated with delirium (O’Malley et al.,
2008; Schofield, 2008; Rees, 2010).
Summary of delirium.
Delirium is a serious and common condition in acute care. Patients with dementia are
much more likely to experience a superimposed delirium. Delirium is a strong predictor of
increased length of stay and other adverse outcomes including falls and use of antipsychotic
medication. There is empirical evidence that implementation of strategies that target delirium
risk factors can reduce the risk and incidence of delirium. The experience of delirium can be one
of extreme anxiety and fear which can manifest in disturbed behaviours. Person centred care
approaches particularly related to therapeutic communication can potentially alleviate some of
the distress of the delirium experience. While this is important, a broader examination of the
literature to identify what is best practice in care of patients with cognitive impairment will now
follow.
The Care of Patients with Dementia and Delirium in Acute Care: Best Practice
Earlier discussions have signified the challenges in providing care to meet the special
care considerations for patients with cognitive impairment in acute care settings. These
challenges raise a number of questions. For example, what is best practice in the care of patients
with dementia and delirium?
The fact that there are “special care needs” for people with dementia in acute care has
been articulated in the literature for some time (Tolson, Smith, & Knight, 1999; Wilkes et al.,
2010). Other, studies have referred to the importance of a person centred care approach in
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supporting the emotional care needs of the person with dementia based on the writings of
Kitwood (1997) (Ericson et al., 2001; McCarthy, 2006; McCormack, 2004; McCormack et al.,
2010). Kitwood defined the main psychological needs of the person with dementia as,
attachment, comfort, identity, inclusion, occupation and love (Kitwood, 1997). Figure 2 shows
Tom Kitwood’s flower depicting the main psychological needs of the person with dementia. The
principles of person centred care advocated by Kitwood incorporate respect, knowledge and
value of the person’s past, a focus on their abilities rather than disabilities, supporting choice,
enhancing communication, valuing attachments and maintaining a social environment.

Figure 2. The main psychological needs for the person with dementia (Kitwood, 1997, p.82).

Person centred care is reliant on having an understanding of the persons past, their
occupations, what and who is important to them, their likes and dislikes and their preferences in
food and fluids and the interactions, music, movies or activities which give them pleasure or
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meaning. An understanding of the person through completion of a personal profile is advocated
as a way of supporting a person centred care approach in acute care settings (Archibald, 2003;
Cunningham & Archibald, 2006; Edvardsson & Nay, 2009). The philosophy of person centred
care shifts the focus from the behaviour of the person with dementia to a holistic view of what
may be causing or contributing to the behaviour. It is based on the fact that cognition does not
determine capacity for emotional wellbeing or ill being, rather it relates to how others interact
and understand the person with dementia in respect to interpersonal relationships. The
philosophy and principles of person centred care advocated by Kitwood (1997) are well
recognised and accepted in the literature as underpinning best practice models and education for
staff in the care of people with dementia or cognitive impairment in all settings including acute
care (Cunningham & Archibald, 2006; Ericson, et al., 2001; Heath, et al., 2010; Higgins, Slater,
Van Der Riet, & Peek, 2007; Keady & Jones, 2010; McCormack, 2003, 2004; McCormack, et
al., 2010; McCormack & McCance, 2006; Norman, 2006; Peek, Higgins, Milson-Hawke,
McMillan, & Harper, 2007; Pritchard & Dewing, 2001; Schofield, 2008; Willick & Willick,
2007).
Other authors researching person centred care in hospitals argue that the principles of
person centred care cannot be seen in isolation without addressing the broader system
requirements that facilitate a person centred care approach (Dewing, 2004; Edvardsson,
Fetherstonhaugh, & Nay, 2010; McCormack, 2004; McCormack & McCance, 2006; Moyle et
al., 2008). In reviewing the concept of person centred care in the context of the many challenges
faced by older people in acute care, Edvardsson and Nay (2009, p.65) identified eight
“cornerstones of person-centred care” needed for hospitalised older people. These cornerstones
are in Table 5 on the following page.
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Table 5
Cornerstones of Person Centred Care (Edvardsson and Nay, 2009)
1.
2.
3.
4.
5.
6.
7.
8.

Establishing a philosophy of care that is person centred and holistic
Developing care systems that support person-centred care
Collecting personal history on patients
Establishing a trusting relationship
Adapting environments to assist comprehension rather than confusion
Developing care plans that identify the strengths rather than the problems
Offering a calm pace and optimal stimulation
Having expert staff

In their review of the literature related to best practice management of older people with
dementia in acute care settings, Moyle et al. (2008) analysed theoretical and research based
literature on models and principles of care for older people with cognitive impairment, dementia
or chronic confusion in acute care. In doing so they identified common themes of care which
have been summarised in Table 6 on page 61. These themes are mirrored in other key papers on
care of patients with dementia in acute (Dewing, 2001; Ericson, et al., 2001; McCloskey, 2004;
Moyle et al., 2008; Pritchard & Dewing, 2001). They are also embedded in the strategies and
recommendations of the recent United Kingdom (UK) guide to “Improving quality of care for
people with dementia in general hospitals” (Heath, et al., 2010).
In Australia, a Victorian project aiming to improve admission and discharge practices
for people with dementia in acute and sub-acute facilities developed the Evidence Based Practice
Identification Tool (EBIT), (Nay & Koch, 2003). Evidence Based Practice (EBP) indicators
were identified through literature reviews and expert opinion. Whilst the research by Moyle et
al. (2008) is a later paper, a number of the patient centred themes they identified are aligned with
the categories of the EBP assessment tool. These categories relate to an organisational mission
statement and infrastructure, staffing, environments, assessment processes, communication and
care practices.
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Table 6
Common Themes of Care
Themes of care for patients with dementia
Importance of early assessment and detection of cognitive impairment and delirium
Improving staff knowledge and attitudes to care through education and support at both
individual and administrative level
The importance of appropriate or dementia friendly communication approaches
Implementation of environmental strategies such as clock calendars, personal photos,
reducing room changes, engagement in meaningful activity, ensuring use of and
access to sensory aides, reducing noise and clutter in wards, adequate lighting,
appropriate signage, dementia friendly colours
Recognising and addressing internal stressors such as pain, hunger, thirst, vision and
hearing impairments, fear, anxiety, fatigue and perceptions of loss
The importance of family and carer involvement and participation in care

A component of the EBIT was subsequently used as part of a broader study in
evaluating education and training for staff in dementia care and management across four
Victorian hospitals (Foreman & Garner, 2005). The key findings of this study were translated
into recommendations for (a) organisational culture change (b) education (c) communication
strategies for staff and (d) strategies for supporting family/carer relationships with patients and
the organisation (Victorian Department of Human Services, 2005). Regardless of this important
work, subsequent research into the implementation of these recommendations to support
sustainable models of care in acute care was not found.
A study tour of health care organisations in Melbourne by Traynor, Brisco, and
Coventry (2005), explored the effectiveness of how multidisciplinary teams worked in aged and
dementia care. Their acute care visits uncovered two examples of person centred dementia care
initiatives. The initiatives lead by nursing staff included strategies to improve behavioural
assessment and management and the implementation of ward changes for a more person centred
environment. Though, no detail was given on their implementation, resource implications,
research evaluation or sustainability. In their synopsis of key lessons learnt, the authors did
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highlight the particular challenges for rural based services in developing imaginative solutions
with scarce resources.
A literature review into person centred health care commissioned by the Victorian
Government Best Practice in Person-Centred Health Care for Older Victorians Project in 2006,
differentiated person centred health care and person centred approaches to care. The section on
dementia discussed the evidence around person centred principles and approaches to care but did
not uncover any empirical models of person centred dementia care in acute care. Overall the
review found a lack of empirical evidence about the effectiveness or otherwise of person centred
health care. The review identified seven main enablers for person centred health care which
included the opportunity to involve service users, carers, family and volunteers in health care and
the importance of care that was enriched physically and emotionally (NRAI, 2006).
Edvardsson and Nay (2009) see the dominant medical model of care as posing
constraints for staff and the Australian hospital systems to respond to the person centred care
needs of older people. In suggesting solutions, the authors advocate for alternative and more
integrated hospital admission models, utilising existing residential care environments and
community teams. Granting this is an important and realistic vision for the future, it is evident
that in Australia, it will require a major shift and integration in health care policy between
Commonwealth and State levels of government for this to occur. It seems evident, that until
then, more immediate solutions to providing person centred care for patients with cognitive
impairment in hospitals need to be considered.
Existing models of care.
Moyle et al. (2008) note a shortage of programs which focus specifically on the care of
people with dementia in acute care. The benefits and limitations of three models were analysed
42

in their review. These were the Progressively Lowered Stress Threshold (PLST), the Hospital
Elder Life Program (HELP) and the Creating Avenues for Relative Empowerment (CARE). All
three models rely on staff education, standardised protocols, dementia care expertise and
adaptation of the environment. The PLST model is targeted towards reducing identified stressors
known to trigger behavioural symptoms but had not been evaluated in acute care settings. The
CARE focused on providing family members with strategies to practically assist them in the care
of their family member with cognitive impairment during hospitalisation.
Previous reference has been made to the HELP, which is a multicomponent intervention
program targeting key delirium risk factors of cognitive impairment, sleep deprivation,
immobility, dehydration, vision and hearing impairment. It consists of a providing daily
reorientation, therapeutic activities, regular mobilisation, feeding assistance, hydration
assistance, vision and hearing protocols and sleep enhancement protocols (Inouye et al., 1999).
The model incorporates highly trained and supervised volunteers and although effective in
reducing incident delirium, the model is resource intensive. The purchase cost of the copyright
program is expensive with Moyle et al. (2008), concluding that uptake may remain limited
without demonstrated cost effectiveness. In addition, the HELP relies on the existence and
support of specialised interdisciplinary team including a geriatrician and program coordinator.
This limits its transferability in smaller rural settings.
In recognising the need for cost effective and replicable models with a stronger
evidenced base Moyle et al. (2008, p.129) say “Future research should incorporate the current
principles of care of older people with dementia into intervention studies that document the type
of intervention used in sufficient detail for others to implement”.
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A more recent study by Wilkes at al. (2010), evaluated the effect of using paid nursing
specials to provide close observations and enhance safety of older patients with behavioural
disturbances in a large Australian tertiary teaching hospital. The methodology incorporated two
phases. The first was a retrospective analysis of data on the patients who were specialled. This
included indication for specialling and the behaviour management strategies implemented when
they were being specialled. The second phase recorded in depth interviews with both nurses and
specials involved in caring for confused older patients. The specials employed were nursing
students, assistance in nursing or enrolled nurses. No specific training was provided to the
specials in the care of patients with behavioural disturbance and detail on any previous training
or experience was not included. In spite of the study findings indicating that some staff found
the specials to support their care, the use of specials did not have any real effect in improving
patient outcomes. Negative staff attitudes to older patients with cognitive impairment were
uncovered in the study and the need for specific training for both specials and staff was
recognised as needed by the authors. A cost analysis related to the use of specials was not
provided. Given that specialling was mostly provided at night this may have been significant.
Ultimately though because of the resource implications, there would be much difficulty
replicating this sort of study in a rural hospital. In smaller rural areas, it is frequently a challenge
for managers to try and find staff to fill vacant shifts, so having a staff pool available as specials
in these settings is far less likely.
Summary of best practice in acute care of patients with dementia and delirium.
Even though there is ample evidence identifying the principles and components of person
centred dementia care, based on the reviewed literature, there is a gap in available evidence
around the application of sustainable person centred dementia care models and practices in acute
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care. In an effort to determine why this may be, the following section further explores what are
perceived to be the issues and barriers to providing person centred dementia care in hospitals.
Barriers to Providing Person Centred Care in the Acute Setting
In this section, the barriers to providing person centred dementia care in the acute
setting are examined. This includes a review of both staff and system issues impacting on the
provision of person centred care. An analysis of what the literature says about the experience for
staff in providing person centred care to older patients in hospitals is important in understanding
the challenges staff face and how system issues impact on these challenges. In the context of this
study, it justifies why alternative solutions to supporting staff in their care of patents with
cognitive impairment in hospitals are important to consider.
Issues for nursing staff.
The difficulties for nurses in caring for patients with dementia or cognitive impairment
in acute care environments has been well documented, with aggression and wandering
frequently being reported as behaviours which challenge nursing staff in providing care (Borbasi
et al., 2006; Cassidy et al., 2001; Davies et al., 2005; Eriksson & Saveman, 2002; Jones et al.,
2006; Lakey, 2009; Moyle, Borbasi, Wallis, Olorenshaw, & Gracia, 2011; Nolan, 2006, 2007;
Tolson et al., 1999; Wilkes et al., 2010). A study by Sourial et al. (2001) assessed what impact
agitated behaviours in patients with dementia had on professional caregivers. Three groups of
patient’s behaviours were studied in relation to their level of impact on staff burden of care.
These were: verbal agitation; physical non-aggression and physical aggression. Even though the
sample size of 31 nurses was relatively small, and other variables such as level of training and
staff experience were not analysed, the study did report a correlation between number of
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behaviours and the frequency of disruptiveness with increased staff burden. A later study by
Jones et al. (2006) identified environmental constraints communicated by staff in the care of
patients with challenging behaviour, in particular the environmental difficulties when there is
wandering behaviour against a backdrop of time pressures and competing demands. This finding
is supported in the Alzheimer’s Society UK report (Lakey, 2009), where 89% of nursing staff
found working with patients with dementia challenging. Key areas of concern identified by staff
in this report included not having time to provide the necessary one-to-one care and dealing with
behavioural and safety issues associated with wandering patients.
Similar issues have been identified in Australian literature where hospital environments,
demand for beds, staffing constraints and a medical model of care directly impacts on the ability
of nursing staff to use a person centred approach in dealing with the challenges associated with
the care needs of people with dementia and behavioural issues (Chang, Chenoweth, & Handcock,
2003; Edvardsson & Nay, 2009; Goff, 2000; Jones et al., 2006; Moyle et al., 2008). The care of
these patients can pose a constant balancing act in supporting their needs, the needs of their
relatives and the care needs of other patients affected by the disruptions (Moyle et al., 2008). In
these situations, nursing staff are often left feeling frustrated by the competing demands and lack
of time to provide the necessary care, monitoring and support these patients and their relatives
require (Borbasi et al., 2006; Byers & France, 2008; Cassidy et al., 2001; Moyle et al., 2011;
Nolan, 2007). The reality is that person centred care takes time and because of this, time has
been identified as a main barrier to providing person centred health care (NRAI, 2006).
Indeed, lack of time has been repeatedly highlighted as posing challenges, leading to
increased staff stress and care burden in caring for patients with cognitive impairment in acute
care (Borbasi et al., 2006; Byers & France, 2008; Goff, 2000; Jones et al., 2006; Lakey, 2009;
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Marshall, 1999; Moyle et al., 2011; Moyle et al., 2008; Nolan, 2007; Tolson, et al., 1999). Byers
and France (2008) study into the lived experience of registered nurses providing care to patients
with dementia in acute care, identified the effect on staff stress and job satisfaction, associated
with their feelings of remorse and frustration when not able to practice as they should or would
like to.
In her study into how nurses viewed caring for people with dementia in acute settings,
Nolan (2007), exposed how safety for these patients within the limitations of the hospital
environment caused great concern and challenges for staff in providing care. There was also a
clear differentiation of views amongst staff that caring for patients who were non agitated was
preferred over caring for patients with agitated behaviours. This primarily related to their lack of
confidence and ability to support the specific care requirements for the agitated or aggressive
dementia patient. This is supported in other studies where nurses feel poorly equipped to meet
the special care needs of older patients with disturbed behaviours (Moyle et al., 2011; Moyle et
al., 2008; Nolan, 2007; Tolson et al., 1999; Wilkes et al., 2010).
System issues.
It is recognised, that staff knowledge, attitudes and understanding of dementia using
person centred care approaches impacts on their ability to provide care and in particular deal
with the behavioural symptoms of dementia (Fessey, 2007; Lakey, 2009; McCormack, 2004;
McCormack, et al., 2010; Packer, 2000). Moreover, as has previously been referred to, it is the
interrelationship of system issues, the hospital environment as well as staff knowledge and
attitudes which is perhaps more influential.
Poole (2009) used action research in examining the effect of a person centred approach
to care of older people with cognitive impairment and disturbed behaviour on patient outcomes,
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family satisfaction, nursing practice and nurse stress levels in a large Sydney teaching hospital.
Practice development methods were used for the action research, which was ultimately hampered
by organisational dysfunction, inconsistent managerial support and high staff turnover. In her
conclusions, Poole (2009, p.227) identified “ingrained barriers to systems change in the way
nursing care is organised and practiced at a structural level”. In the context of the system
impediments to practice improvement experienced in her study, Poole at times questioned
whether the provision of person centred care for older people in hospitals was really possible.
In recognising similar issues regarding practice change, Packer (2000), discussed the
important effect of system and environmental barriers and argued that it is not enough to address
only knowledge of dementia to change care practices. This argument is mirrored in a number of
other papers related to staff knowledge in care of people with cognitive impairment, where it is
acknowledged that education must incorporate a person centred approach and be accompanied
by organisational policies and philosophies that reflect and support system change as well as
support staff in providing person centred care (Borbasi et al., 2006; Edvardsson et al., 2010;
McCormack, 2004; McCormack & McCance, 2006; Moyle et al., 2008; Schofield, 2008,).
Summary of barriers to providing person centred care.
There is an evident need to implement and evaluate models of care that address both the
special care needs for patients with cognitive impairment as well as addressing the time demands
and support needed for staff in their care of these patients in hospitals. Current systems barriers
have been shown to pose major limitations, particularly related to time in the provision of person
centred nursing practice. Within the fiscal constraints of the existing medical model there is
little likelihood of increased resources to address the issue of insufficient time in a sustainable
way. While the involvement of families is recommended as a component of best practice in
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hospital dementia care (Moyle et al., 2008), the use of other community members such as
volunteers has been suggested but is less well explored. The final section of this review
therefore looks at the concept of volunteers in health care and examines the existing evidence
related to structured volunteer programs.
Volunteers in the Health Care Settings
In this section, the literature on volunteers and their use in health care settings is
reviewed. The previous section highlighted the challenges for staff, particularly their lack of
time to provide the necessary care for patients with dementia and delirium. In this context,
discussion of effectiveness of volunteers in health care setting is important to this study in
justifying why volunteers have been used for the study intervention.
Benefits of volunteering.
Volunteering is promoted as a way for community members to experience personal
satisfaction through helping others, develop new skills, confidence and friendships as well as
being part of a team. Importantly, there is evidence that participation in formal volunteering can
improve the physical health and mental wellbeing of those who volunteer. In their review of the
literature looking at the relationship of volunteering and health amongst older people, Onyx and
Warburton (2003, p.67) conclude, “that formal volunteering has a direct impact on well-being,
functional health and longevity, and this impact is net of initial health levels, socioeconomic
status, or informal social integration”.
Experience of volunteers in health care.
The use of volunteers is widespread and essential to the operation of many community
organisations (Warburton & Cordingley, 2004). Within a hospital context “volunteers are
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perceived to add to the quality of a hospital by contributing to the happiness and comfort of
patients, their families and visitors. They add a human touch to the technical aspect of care”
(Hotchkiss et al., 2009, p.119).
A United States (US) study into the impact of volunteerism on hospital performance
showed that higher levels of volunteerism in patient settings corresponded to higher levels of
patient satisfaction. The conclusion was drawn that the greater the level of volunteer
involvement, the greater the likelihood that patients would have a more positive experience
(Hotchkiss, et al., 2009). Reference in this study was also made to the health benefits associated
with volunteering. Apart from examining the relationship of volunteer programs to patient
satisfaction, this study also described detailed analysis to examine the relationship of cost
savings to levels of volunteerism, professionalism of volunteer programs and volunteerism in
patient settings. The authors found that cost savings were strongly linked to the level of
volunteerism within an organisation and even though there were costs associated with volunteer
programs, the financial benefits to the organisation far outweighed these costs.
Within the Australian health care sector, more than 330,000 volunteers over the age of
age 18 provide more than 12 million hours of service, most of this is in the not for profit sector
(National Health and Medical Research Council [NHMRC], 2003). Concurrent with this is the
recognition that the nature of responsibility and potential risks for volunteers in health
environments has to be addressed by providing formal education programs and supported
volunteer management structures (NHMRC, 2003).
Health Care Volunteer programs.
Despite an increasing interest in, and use of volunteers in Australian hospitals, studies
examining broader outcomes associated with hospital volunteer programs are limited (Prabhu,
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Hanley, & Kearney, 2008). There have been a number of recent studies conducted in Australia
and overseas in the use of volunteer sitters in falls prevention programs with mixed results
regarding the benefits and cost effectiveness (Giles et al., 2006; Tzeng et al., 2008; Wright et al.,
2008). A South Australian study by Giles et al. (2006) looked at the impact of volunteer
companions on falls rates in two South Australian metropolitan hospitals. Falls rates were
measured over a three month period 12 months before the volunteer companion intervention and
then compared over the same period one year later concurrent with the intervention. Although
no difference was found in the falls rate or distribution of falls between the baseline and
intervention periods, it was found that the volunteer intervention did impact on other dimensions
of care. This was drawn from positive family member feedback on the adjunctive support and
company the volunteers provided and the benefit volunteers perceived their role to be to patients
and themselves.
In contrast though, there was less staff satisfaction, primarily attributed to almost a third
of staff perceiving that the volunteer companions required too much supervision. Still, the time
frame of three months for the study intervention was short. With a longer period of evaluation
this perception could potentially have been different. The attrition rate of volunteers in this study
was relatively high with only 60% retained at the end of the three months. The authors identified
that sustainability of volunteer programs was dependent on effective recruitment, selection,
training and ongoing education but did not make reference to volunteer supervision and support.
Their study conclusions recognised the role of volunteers in enhancing patients care, saying such
programs should be “actively encouraged and supported with creative solutions developed for
expanding the pool of these valued community members” (Giles et al., 2006, p. 7).
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Other research based volunteer intervention in hospitals has focused on targeted feeding
assistance for older patients with dysphagia. A United Kingdom (UK) study by Wright et al.
(2008), used specially trained volunteers in a prospective observational study to analyse the
effect of providing feeding assistance to older patients diagnosed with dysphagia in comparison
to a control group. Results showed the intervention group had an increased energy and protein
intake compared to the control. The study made reference to other empirical evidence
supporting the benefit of volunteers in feeding assistance for dysphagic and non dysphagic
patients in hospital and residential settings (Wright et al., 2008).
In relation to patients with cognitive impairment, the use of trained ‘sitters’ for people
experiencing agitation, wandering and hallucinations has been recommended as an important
adjunct to care for people with dementia and delirium – particularly where family members or
nursing specials are not available (Balas et al., 2004; Day, Higgins, & Koch, 2008; Jones et al.,
2006; Kaplan, 2003; Schofield, 2008). In Australia, the Recruitment of Volunteers to Improve
Vitality in the Elderly (REVIVE) study replicated the US HELP delirium prevention program
(Caplan & Harper, 2007). This study purchased HELP training materials and employed a full
time volunteer coordinator to recruit and train volunteers to deliver the multicomponent delirium
prevention intervention. The results showed a reduced length of stay, a lower incidence of and
reduction in severity of delirium. Whilst not significant, trends were found in reduction of falls
and residential care placement. Rudimentary cost effectiveness based on reduced LOS x cost per
bed day were purported. There were a number of limitations discussed including the small
sample size impacting on statistical power. In spite of this, the many other variables which can
impact on length of stay were not discussed in the context of results. Overall though, the results
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supported the benefits of the HELP delirium prevention model in the Australian hospital setting
(Caplan & Harper, 2007).
In relation to dementia care, the role of volunteers in supporting person centred
dementia care in hospitals is less well explored. In their study on dementia related aggression in
acute care, Jones et al. (2006) focused on the issues, difficulties and experiences for staff in
managing behaviour and suggested that the use of structured programs for volunteers to provide
intensive dementia support could assist in reducing this problem. Their conclusions
recommended further research “to explore the role of volunteers and carers within acute care
settings and the impact they could have on reducing the incidence of dementia related
aggression” (Jones et al., 2006, p.103).
Summary of volunteers in health care settings.
There is evidence that the use of volunteers in providing supportive patient care in
hospitals is cost effective and has benefits for patients, carers, the organisation and the
volunteers. Though the evidence is less clear in relation to staff benefits, further exploration of
volunteer use in supporting the care of patients with dementia and delirium in hospitals has been
recommended in the literature.
Chapter Summary
This chapter provided a background to the study in the form of a literature review. A
particular focus of the review was the knowledge that has already been developed on the
provision of care to people with dementia and delirium in hospitals with reference to smaller
rural settings. The chapter commenced with an examination of the impact of dementia and
delirium within the context of the hospital environment for the person and their professional
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carers. This was followed by a determination of the relevance of the problem in respect to
current and projected demographics in Australia. Best practice in the care of older patients in
hospital with cognitive impairment was then reviewed, followed by a discussion of the issues
and barriers for staff in providing best practice or person centred care. The research evidence
related to the use of volunteers in the health care system was discussed. Finally the current
evidence and gaps in respect to this study were summarised.
Summary of the key evidence and Gaps.
This literature review has highlighted the increasing prevalence and special care needs of
patients with cognitive impairment in hospitals. There are particular challenges faced by smaller
rural hospitals with high ageing demographics and limited access to specialist and nursing
resources. The impact of admission to hospital for the person with cognitive impairment exposes
them to increased stress and vulnerability to adverse outcomes. The emotional care and support
for these patients has been identified as fundamental to supporting a person centred approach.
The time constraints and difficulties for nursing staff in providing the necessary emotional and
practical care needs is evident. There is a recognised clinical need to implement and evaluate
person centred models of care that both support staff and patient well-being. Whilst there is
empirical support related to the benefits of using volunteers in structured patient support
programs in hospitals, evidence in the use of volunteers in supporting the special care needs of
patients with cognitive impairment in hospitals is limited. No evidence was found in the use of
structured volunteer interventions for patients with dementia in rural settings.
Based on the evidence reviewed in the literature, this study intends to add to the existing
body of evidence for volunteers in health care and care of patients with cognitive impairment in
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acute care. In addition the study intends to address the following gaps which have been
identified in the literature. Firstly, the availability of intervention studies for improving care of
patients with dementia acute care. Secondly, evidence for sustainable person centred care
models for patients with cognitive impairment in acute care. Thirdly, the evaluation of
structured volunteer programs for patients with cognitive impairment in rural acute care settings.
Lastly, models of care which practically supports nursing staff in their care of patients with
cognitive impairment.
The stated aim of this study was to establish and train a group of volunteers in a person
centred care intervention to supporting people with cognitive impairment (or at risk of same) and
compare outcomes for patients and staff with a control hospital which did not have volunteers.
In addition, the research aims to assess the effectiveness of the volunteer training program for the
volunteers, the impact and acceptability of the program for staff and volunteers, the structure and
reach of the program and the resource requirements for replication of the volunteer program.
As noted in Chapter 1, four hypotheses are being tested. Firstly, it was proposed that
there would be a difference in patient outcomes at the intervention facility. The outcomes being
tested which will be discussed in the next chapter include incidence and rate of falls, use of
antipsychotic medication, length of stay and death rates. Secondly, it was hypothesised that
nursing staff at the intervention facility would show a difference in dementia and delirium
knowledge, attitudes to dementia and care stress post program and in comparison to the control.
Thirdly, it was proposed that volunteers would show a difference in dementia and delirium
knowledge, attitudes to people with dementia and confidence in care post education and
program. Finally, it is hypothesised that there would be a positive perception and acceptance of
the program by staff and volunteers at the intervention facility.
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The next chapter will cover the theoretical and conceptual framework for the study and
the methodology used to test the four study hypotheses.
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Chapter 3: Methodology
In this chapter, justification for the theoretical approach taken to the study is provided.
A definition is provided of the intervention study, together with an explanation of why this
approach was chosen. This is followed by a description of the research design, including the
sampling and settings, the instruments used, the process of data collection and the way in which
the data were analysed. Details are then provided of the volunteer intervention, including stages
of establishment and implementation. The final section of the chapter addresses the ethical
issues related to the study and how these were overcome.
Theoretical approach
Intervention research has been defined as “research involving the development,
implementation and testing of an intervention” (Polit & Beck, 2011, p.371). The approach is
broadly based upon the scientific method which, by convention, involves the systematic
observation, measurement, experiment, formulation, and testing of an object(s) or subject(s).
The data generated by intervention research give rise to verifiable and replicable results (e.g.
Wieland, Manheimer & Berman 2011). The intention of intervention research is to improve the
outcomes or conditions of an individual or group (Lesaffre & Verbeke, 2005).
The research undertaken as part of this project was guided by the principles that frame all
intervention studies – that is, a group of two or more study subjects was provided with a
particular intervention, and the outcomes achieved by these groups were compared with those of
subjects who were not provided with the intervention. These subject groups are followed
prospectively to compare the outcome of the intervention group with the control group (Pillemer,
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Suitor, Wethington, 2003). While the main intervention study design is the randomised
controlled trial (RCT), the intervention study can be adapted according to need or circumstance.
In this study, the theoretical framework of the intervention study was adapted to meet the
needs of the target population – older people with dementia who are located in small rural
hospitals. The adaptation was also made according to a conceptual mapping of the context,
which was undertaken at the commencement of the study. The findings of this conceptual
mapping exercise are provided in Figures 3 and 4.
Figure 3 provides a brief outline of the project aim and background of the study. The
summary of the Project Design, also provided, was added at a later time after the formal mapping
exercise had been completed. Figure 3 also illustrates the movement of concepts from the issues
identified as impacting on the person with dementia in acute care. This includes the physical,
emotional and environmental issues. These issues are interdependent, with one impacting upon
the other. These issues also influence the type of intervention that is required. The dependent
variables and measures were identified from a range of sources, including the clinical experience
of the researcher; the requirements of the clinical governance systems and structures that guide
the way in which care is provided by the NSW Health service; and the literature review provided
in chapter 2, in which it was identified what is known about the problem, the factors that
contribute to this problem, and the possible solutions to the problem.
Figure 4 provides another diagram that illustrates the conceptual mapping exercise
undertaken, in relation to the Volunteer Program. This includes the necessity to train volunteers
in the key principles of person-centred care, which is the model of care that frames the
intervention; support the essential emotional and psychological needs of the person with
dementia; and finally the objective, to reduce the risk for and improve the well being of the

58

Figure 3. Conceptual mapping of study project.
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Figure 4. Conceptual model for the volunteer program.
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person with dementia. A number of interventions that were identified as being required to
achieve this objective are also listed in this diagram. They include maintaining nutrition and
hydration, reducing risk of falls, improving orientation, reducing fear and anxiety, reducing need
for sedation, and reducing carer stress.
In light of the need identified to provide this group of interventions, and to test if the
provision of these interventions made a difference, the intervention study research approach was
chosen for this study. The conceptual mapping exercise also influenced the way the intervention
study was adapted and the overall design of the study. This is explained in the next section.
Research Design
In determining which research design to use to test the stated hypothesis, it was
necessarily to consider six operational issues. This is because these issues had the potential to
challenge the completion of the project. The first of these issues was the six month time frame
available for the data collection. This six month time frame was determined by the two year
timeline for the study completion. This timeline was stipulated by the NSW Institute of Rural
Clinical Services and Teaching (IRCS&T) Rural Research and Capacity Building study grant
received by the researcher. The grant provided one day per week position relief funding over
two years to conduct the research. The second operational issue was the rural clinical setting in
which the research was being conducted. This posed potential limitations to the available size of
the patient and staff sample populations. Thirdly, to optimise the validity of the results, there
was the need to ensure a suitable sample size for each of the sample groups. Fourthly, it was
necessary to consider the different sample groups and the number of dependant variables being
tested in respect to the available researcher resources. Fifthly, there were significant resource
limitations to consider, in particular those of the researcher who was also working in a full-time
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senior clinical role. This ultimately was compounded by the researcher being unable to find an
interested and experienced staff member to backfill her position one day per week over the two
year period. Finally, there were ethical and practical issues to consider, with regard to the
randomisation of patient participants. These will be discussed in the following section.
In conducting research, experimental designs such as randomised controlled trials are
often termed the ‘gold standard’ of research designs on which other designs are judged
(Trochim, 2006). The primary reason for this is their recognised internal validity strength.
Internal validity is based on the degree of ability to control for extraneous factors which
potentially can impact on the cause-effect relationship of a study (Polit & Beck, 2011; Trochim,
2006). In relation to this study, the cause is the intervention (independent variable) and the effect
is the impact on patients, staff and volunteers (dependant variables). In experimental designs,
the strength of internal validity is related to the randomisation of similar types of subjects to two
groups. In randomisation, subjects are selected based on their similarity and assigned to either a
treatment or control group based on a random sampling method, to create two equivalent groups
in which the same treatment is being administered. To achieve an effective balance of subjects
between the two groups, randomisation is reliant on having a large study population to select
from. Use of randomisation in small studies can often result in random imbalance (Lesaffre &
Verbeke, 2005). It is therefore not suited to studies with sample groups. Experimental designs
usually involve strictly administered treatment or intervention protocols to the randomised
subjects for which the effect is measured. Regardless of the recognised internal validity strength,
this type of controlled experimental research design is often impractical and difficult to conduct
in a clinical setting (Fain, 1999; Gillis & Jackson, 2002; Polit & Beck, 2011; Trochim, 2006).
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In respect to this study, an experimental design would not have been practical. There are
five reasons for this. Firstly, the type of person centred care intervention program which
provided individualised emotional security and support to patients as well as practical assistance
was not amenable to a strict protocol of application. Secondly, the six month time frame of the
study intervention in association with the small rural hospital setting in which it was being
conducted meant that the sample size for two experimental groups would be restricted. Thirdly,
it was not practical or appropriate to randomise subjects in all three (patient, nursing staff and
volunteer) sample groups as equivalence would not have been possible. Fourthly, there would
have been ethical issues related to the patients who could have potentially benefited from the
intervention and were not receiving it because they were in the control group. In addition, this
factor could potentially cause distress to a volunteer who saw a need but was unable to provide
support to a control patient or a staff member who felt that a control patient could benefit from
the volunteer intervention. This then may have resulted in contamination of the groups if staff
assigned a patient to the intervention on this basis. Lastly, the single researcher would not have
been able to monitor strict intervention protocols, control for possible contamination or ensure
consistency of the clinical environment in which the study was being conducted.
Based on these reasons, a quasi-experimental design was chosen. Quasi-experimental
designs are experimental designs without randomisation and are traditionally used in intervention
studies. Whilst this type of design commonly incorporates a control group, not all quasi
experimental designs do (Gillis & Jackson, 2002; Polit & Beck, 2011; Schneider, Elliott,
Beanland, LoBiondo-Wood, & Haber, 1999). Strength of quasi-experimental design is
determined by the use of a control group. In general this design is more vulnerable to threats to
internal validity but is seen to have advantages in being able to infer causal relationships between

63

the variables being measured. However, generalisation of findings is dependent on the
population being studied, the strength of the quasi-experimental design and data collection
procedures (Fain, 1999).
The current study incorporated a control group and three of the more widely used types
of quasi experimental design. These include the non-equivalent control group post-test design;
the non-equivalent control group pre-test, post-test design; and the one-group pre-test, post-test
design (Polit & Beck, 2011; Schneider, et al., 1999). Each of these is described in turn in the
paragraphs that follow.
Firstly, the non-equivalent control group post-test design was used for collecting data
on patient participants in the study. The reason for using this type of quasi-experimental design
was to allow the comparison of patient characteristics and outcome data for the group of patients
receiving the volunteer intervention that occurred over a six month period at one facility. This
was then compared to a control group at a different but similar sized facility which did not
receive the intervention. It is acknowledged that this particular design is more vulnerable to
selection threat, particularly related to potential (uncontrolled) differences in the characteristics
of the intervention and control groups (Borbasi & Jackson, 2008; Polit & Beck, 2011). Patient
clinical and demographic characteristics were collected and analysed, to determine comparability
of the patient groups. In relation to the post test design though, this assessment of comparability
did not occur until after the intervention. Patients were assigned to the intervention and control
groups based on meeting certain eligibility criteria which are further described in the method
section. As previously discussed, because of the six month time frame for the study which
spanned across two sites as well as the need to maximise the number the patient participant’s
within this time, randomisation was not feasible. Additionally, it was not appropriate in relation
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to the type of data being collected to do a pre post data collection of both patient groups. A
stronger design to minimise differences would have been to collect outcome data over six
months for assigned patients at the intervention facility before the intervention was implemented,
then implement the intervention and collect patient outcome data for the six months of the
intervention. Nevertheless, because of the limited time frame of the study and single researcher
resources, this was not feasible.
The second type of quasi experimental design was the non-equivalent control group pretest, post-test design. This design was used for collecting data on staff participants in the study.
More specifically, the design was used to collect and compare data related to staff knowledge of
dementia and delirium, attitudes to dementia and care stress (dependant variable) pre and post
within and between the groups. The intervention was the independant variable. This design
does pose threats to internal validity. In this study, the internal validity threat related to the
uncontrolled pre-existing differences in staff knowledge and experience pre and post-test. To
minimise this threat, information was collected on these attribute variables to determine if the pre
post staff groups were matched in previous education and experience. Furthermore, there was an
internal validity threat related to rotation of staff at both facilities. Meaning, that it was not
possible for the same staff to complete the questionnaire pre and post-test at both facilities. This
presented difficulty in being able to ensure consistency with matching of pre and post test scores
for all staff participants. To accommodate this, matched pre post test results were analysed
separately for each facility and compared between the two facilities. In addition, total pre post
test results at each facility were analysed and compared.
The third quasi experimental design was the one-group pre-test, post-test design. This
design was used for the volunteer pre post training and a repeated follow-up test post study was
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used to collect data on the volunteer participants. This type of quasi-experimental design was
used to measure the within group effect of the volunteer training (independent variable) and any
additional effect following the volunteer intervention period (independent variable). Given the
small sample group, randomisation of the volunteer group was not appropriate. Though the one
group pre-test post-test is not generally considered a strong design, it is recognised as an
appropriate design to test baseline and post education knowledge following a brief education
intervention (Polit & Beck, 2011).
In summary, all three types of quasi experimental design have some limitations related
to the risk of internal validity threats. This in turn then potentially affects external validity or the
ability to generalise any of the study findings outside the study setting type (Trochim, 2006).
Notwithstanding this, there were overall strengths in relation to comparing attribute and outcome
variables between patient groups and to measure the dependant variables pre and post-test within
groups for staff and volunteers and between the intervention and control staff groups. Upon
balance, the strengths related to the type of study being conducted and the research resources
available were seen to outweigh the limitations.
Project Settings
The hospital dementia delirium volunteer program intervention was established and
implemented at Bega Hospital which is a 63 bed rural acute hospital. Bega Hospital is the larger
of two acute bed hospitals located in the Bega Valley Shire Local Government Area (LGA).
Patient and staff outcomes were compared simultaneously at Moruya Hospital which did not
have the volunteer program. Moruya is a 59 bed rural acute hospital and it is the larger of two
acute bed hospitals located in the Eurobodalla Shire LGA’s. Both of these LGA are situated
within the Southern NSW Local Health District and have aged populations greater than the state
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average. In 2008 the population of the Bega Valley Shire was 32,956 with those aged greater
than 65 years representing 19.2% of the shires population. In the same year the population of the
Eurobodalla shire was 37, 064 with those aged greater than 65 years representing 23% of the
total population (ABS, 2010).
The driving distance between the two hospitals is 120km with driving time of approximately
1hour 30minutes. Both hospitals provided similar types of patient services. However, the
intervention hospital did conduct orthopaedic surgery whereas the control hospital did not.
Whilst this could potentially have posed an internal threat to the design, most patients from other
areas (including the control hospital) who underwent orthopaedic surgery at the intervention
facility were transferred back to their referring hospital within 48 hours of surgery. This was
viewed as minimising this risk. Figure 5 on the following page provides a map of the Southern
NSW Local Health District and the location of the two hospitals (NSW Government, Health,
2011).
Sample Population
There were three separate sample groups in the study population. The first sample group
comprises the patients from the two facilities. The second group comprises the nurses, also from
these same two facilities. The third group comprises the volunteers. These groups are listed in
Table 7 on page 89 and described in turn in the paragraphs that follow. Also provided is a
description of the way the sample groups were recruited to participate in the project.

67

Control

Intervention

Figure 5. Location of the intervention and control facilities.
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Table 7
Sample Groups
Group 1. Patients

Group 2. Nursing Staff

Intervention facility
(Bega)
Patient participants
recruited over 6 months

Nursing staff participants
from intervention facility
Pre and Post (6 months)

Control Hospital (Moruya)
Patient participants
recruited over 6 months

Nursing staff participants
from control facility
Pre and Post (6 months)

Group 3. Volunteers
Volunteers at first and
second recruitment Pre and
post education and post
program (6 months)

Sample description for group 1: patients.
Patients in the intervention and control facility who met specified eligibility and
exclusion criteria were asked to participate in the study over a six month period at each facility.
The inclusion criteria included cognitive status of dementia or delirium, the presence of cognitive
impairment identified through screening with the Standardised Mini Mental State Examination
(SMMSE) (Molloy et al., 1991) or the presence of delirium risk factors. The evidence based
high level delirium risk factors for a person developing delirium include: (a) pre existing
dementia or cognitive impairment (b) aged > 70 years, (c) depression, (4) abnormal sodium level
and (5) visual impairment (AHMAC, 2006). In addition, it is recognised that certain patient
groups aged 65 years and older are more predisposed to developing delirium in particular those
admitted with fracture neck of femur, patients undergoing orthopaedic or cardiac surgery,
patients with severe medical illness and patients with heavy alcohol use (AHMAC, 2006; NICE,
2009; Poole, 2009). Therefore in this study, patients with high level risk factors for delirium
and/or precipitating factors (with the exception of cardiac surgery which was not performed at
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the hospitals) were included as participants at the intervention and control. The specified
inclusion and exclusion criteria for patient participants is detailed in Table 8.

Table 8
Patient Eligibility and Exclusion Criteria
Eligibility criteria for patient participants
Age > 65 years or for aboriginal people age > 45 years and
A diagnosis of dementia OR;
A diagnosis of delirium OR;
A Standardised Mini Mental State Examination (SMMSE) score of < 25/30 OR;
The presence of one or more risk or precipitating factors for delirium including depression,
heavy alcohol use, vision and hearing impairment, severe medical illness, a previous history
of delirium or if the patient was admitted with a hip fracture.
Exclusion criteria
Non consenting patients
Patients whose Length of Stay was <48 hours
Patients with physically aggressive behaviours that were identified as potentially placing a
volunteer at risk
Patients because of the level of risk to themselves or others required professional one to one
specialling

Although prevalence associated with this admitted patient data is based on coding for
primary or additional diagnosis of dementia, it is recognised that there are many more people
with dementia who have not been formally diagnosed. The AIHW (2007) more specifically
articulates this in the context of their recommendation that all future data collected for dementia
should include both dementia diagnosis and presence of cognitive impairment arguing that by
not doing so excludes people with cognitive decline who have not yet been formally diagnosed
with dementia and potentially impacts on their rightful access to service support and care
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options. Hence the broader term cognitive impairment is also included, in recognition that there
are people admitted to hospital with cognitive impairment and without a diagnosis of dementia.
Recruitment of patient participants.
Eighty three patient participants from the intervention facility and 58 from the control
facility were recruited in the study. Due to the study time frame restrictions and single
researcher resources, sample size was dependant on the number of consenting patients who could
be recruited over a six month period at the intervention and control facilities. Therefore
estimation of required sample size using power analysis was not performed. It is recognised that
power analysis of sample size when using inferential statistics such as the Analysis of Variance
(ANOVA) or t-test is important in determining the risk for Type II error resulting in a false
negative result in the relationship between variables or groups (Polit & Beck, 2011).
A non-probability convenience sample was used for patients at the intervention and
control facilities. It is recognised that non-probability sampling has a greater potential for
sampling bias. Given that randomisation was not feasible, this was the most practical form of
sampling in the context of researcher resources, when the sample was across two sites. In
selecting the sample, potential patients were identified each week at both the intervention and
control hospital by the researcher. Identification occurred with the researcher reviewing the
daily patient ward list on a particular day at each facility in discussion with the Nurse Unit
Manager or the Aged Service in Emergency Team/ Acute to Aged Related Care (ASET/AARC)
Clinical Nurse Consultant (CNC). The researcher was based at the intervention facility and
travelled to the control facility once a week. Clinical work at both the intervention and control
facility was also conducted at the same time.
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Once eligible patients were identified, the research was verbally explained by the
researcher to the patient and/or their family/carer and an information sheet was provided. The
patient information sheet and consent from were designed with size 14 font for ease of reading
for this patient group (Appendix A). Written consent was obtained from the patient and/or their
carer for inclusion. In the circumstance where the patient was unable to give informed consent
due to lack of cognitive capacity, the carer or legal guardian was asked to give consent. In
gaining consent, the patient/carer at the intervention facility consented to being assigned a
volunteer, for their medical record to be accessed by the researcher to obtain information about
their care and treatment and that this data could be published provided that identifying
information was removed (Appendix B). An information sheet and copy of the signed consent
from was left with the patient and/or carer.
A patient eligibility checklist which included the inclusion and exclusion criteria was
developed and completed by the researcher for each participating patient at the intervention
(Appendix C) and control facility. Further detail regarding the procedure for referral of a patient
to the volunteer intervention who met the eligibility criteria is included in the section on the
intervention later in this chapter. Once a patient at the intervention and control hospital had
consented to participation, a notation was made in the patient’s medical record progress notes by
the researcher. This notation stated that the patient had consented to participate in the research
program. At the intervention facility, patients were recruited over six months between May and
November 2009.
At the control facility the patient/carer consented to their medical record to be accessed
by the researcher to obtain information about their care and treatment and that this data could be
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published provided that identifying information would be removed. Patients at the control
facility were recruited over six months between June and December 2009.
Sample description for group 2: staff.
The staff sample used convenience sampling of all permanent full time or part time
Registered Nurses (RN’s) Enrolled Nurses (EN’s) and the Nurse Unit Managers (NUMs) who
were on the current roster at both the intervention and control facilities. The sample size at the
intervention was 50 and at the control hospital 40. Casual staff were excluded due to
unreliability of being able to match pre and post study questionnaires. Probability sampling was
not appropriate given the relatively small total staff numbers. In addition it was hoped that
including all nursing staff would maximise the response rate.
Recruitment of staff participants (intervention).
A meeting was initially held with the NUMs regarding what they perceived to be the
most appropriate process for recruitment of staff participants through distribution of the
information sheet, consent form and questionnaire. On the surgical ward, it was decided to place
the questionnaires in individual staff mail pigeon holes, whereas on medical floor the decision
was made to distribute them in the central staff meeting and handover room. Daily half hour
staff information sessions explaining the research and introducing the research and the Volunteer
Program procedure and resource manual occurred. Explanation was also given about completion
of the behaviour monitoring charts. These sessions were conducted at handover time in the week
prior to the program implementation. In spite of conducting these daily sessions, how busy the
ward was on the day dictated how many staff could attend. Overall there were low numbers of
staff attending these sessions. Those staff attending were informed that participation in
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completion of the pre and post program questionnaires was voluntary and that the completed
questionnaires would be sent to the Area Health Service research unit in Queanbeyan for de
identification. Attending staff were also informed that the researcher would not have access to
identifiable questionnaires. In addition, this information was written in the staff information
sheet which accompanied the consent form.
Envelopes containing the staff information sheet and consent form (Appendix D), and
the pre-program questionnaire (Appendix E) were left by the researcher with the medical and
surgical ward NUM for distribution to staff (total distributed = 50). Those returned were then
collected in sealed envelopes two weeks later by the researcher and forwarded to the Greater
Southern Area Health Service (GSAHS) Aged Care Evaluation Unit (ACEU) for coding and deidentification by independent researchers. Post- program questionnaires (Appendix F) were
given to the NUM for distribution to staff with the same process for coding and de-identification.
All de-identified and coded pre and post program questionnaires were then sent back to the
researcher for data entry. Pre-program staff questionnaire data were collected in May 2009 and
post program questionnaire data in November 2009.
Of the 50 questionnaires left for staff at both pre and post program for the intervention
facility, n=29 (58%) were returned pre-program and n= 31 (62%) post program. The number of
matched pre post responses was lower n=18 (36%). Further detail of the response rate is
presented in the results and discussion sections.
Recruitment staff participants (control).
As with the intervention facility, consultation occurred with the NUM and
ASET/AARC CNC positions. Two in-service sessions were conducted explaining the research
and the requirement of completion of patient behaviour record charts. Information posters were
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developed and displayed in the main office area. Envelopes containing the staff information
sheet, a consent form (Appendix G) and the pre-program questionnaire were left by the
researcher in individual staff mail pigeon holes (Total = 40). This was repeated post program.
The same process for coding and de identification occurred as for the intervention hospital. Preprogram staff questionnaire data were collected in July 2009 and post program questionnaire
data in December 2009 by the researcher. Of the 40 questionnaires left for staff at pre and post
program, n=13 (32%) were returned pre-program and n=10 (25%) post program. The number of
matched pre and post questionnaire responses at the control was even lower n=7 (17.5%). Again
further detail regarding the impact and outcomes of the response rates will occur in the results
and discussion sections.
Sample description for group 3: volunteers.
The volunteer sample consisted of a convenience sample of all volunteers in both the
first and second recruitments totalling 18. Given the small sample size this was the most
appropriate sampling method.
Recruitment of volunteer participants.
Volunteers were recruited through media releases, promotion of the program through
existing volunteer groups and approaching individuals who it was considered may be interested.
This occurred in partnership with a colleague from Alzheimer’s NSW. Twelve volunteers were
recruited in April 2009, with a second recruitment of a further six volunteers in
August/September 2009. The volunteers were community members who came from a range of
backgrounds, including past carers, retired nurses, a first year nursing student, a physiotherapist
and other community members who wanted to contribute to and become involved with a hospital
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volunteer program. The research component was initially explained at volunteer interview.
Information was also included in volunteer application and information packs. The preeducation questionnaires (Appendix H) and information and consent forms (Appendix I) were
distributed on the first day of volunteer training in April (first volunteer group) and September
(second volunteer group).
The post-education questionnaires with the same knowledge and attitude questions were
distributed on the last day of training in May (first volunteer group) and October (second
volunteer group). Post Program questionnaires were distributed to both volunteer groups in
November 2009. The researcher was responsible for administering questionnaires to the
volunteer’s pre and post education and post program. The coding and de identification of all
questionnaires was the same as for the staff participants.
The Intervention
The intervention establishment and implementation phase occurred between November
2008 and May 2009. The volunteer training program was underpinned by the philosophy and
principles of person centred dementia care (Kitwood, 1997). The training program was
developed and delivered jointly by the researcher and her Alzheimer’s Australia NSW
(ALZNSW) colleague. An initial twelve volunteers underwent training over four days in April
and commenced on 5th May 2009.
The training program consisted of eight sessions run over four days plus an additional
day for mandatory hospital education (Appendix J). Infection Control and use of Personal
Protective Equipment (PPE) was covered in the training and a session on the use of hearing aids
and replacing batteries was incorporated. Additional presenters included a physiotherapist for
gentle exercises and safe walking, a dietician for assisting with menu completion and food
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choices and, a speech pathologist for positioning and feeding patients with swallowing problems.
The volunteers were able to assist patients who were on thickened fluids when assessed as safe to
do so by the speech pathologist. A second recruitment and training of six volunteers occurred in
August/September 2009. For the second group, the initial volunteers were able to provide a
buddy support system, and their training was run over two days. The second recruitment was to
increase the available pool of volunteers and allow for two volunteers per shift when needed.
For identification, the volunteers were provided with a gold Polo T- Shirt with ‘Hospital
Volunteer’ embroidered on the front. The choice of gold as the colour was made by the first
group of volunteers based on a range of dementia friendly colour choices presented to them.
Procedure for referral of a patient to the volunteer intervention.
The patient eligibility checklist incorporating the patients’ medical record number was
completed for all consenting patients at the intervention facility. This tick box checklist
determined what eligibility criteria the patient met for them to be assigned a Program volunteer.
This included confirmation that written consent had been obtained. Additionally it included
specific patient information necessary for the volunteer to know such as, whether the patient
needed fluids encouraged; whether they were having restricted or thickened fluids; what level of
assistance was needed with meals; if there were any communication difficulties; whether the
patients required the volunteer to wear personal protective equipment; whether the patient was
safe to be walked with a volunteer and, any other pertinent information. This checklist was
completed by the researcher and then placed in the volunteer referral folder which had dividers
for the patients referred to the program. A photocopy was also taken of this form for the
researcher records.
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Subsequent to this, the researcher then updated the program patient priority list which
was at the front of the volunteer referral folder. This identified the patient’s level of priority for
the volunteer program. For example, a patient with dementia who was wandering or an agitated
or a drowsy delirious patient would be the first priority, whereas patients with delirium risk
factors but who were relatively independent would be a lower priority. The level of priority was
based on the clinical judgement of the researcher or, in the circumstance where the researcher
was not present; the procedures required the volunteer to check with the NUM. Each shift the
volunteer would check the referral documentation folder for any new patients. The volunteers or
the researcher then additionally inserted the volunteer documentation records. These records
recorded the amount of food and fluids given, other types of assistance or activities provided and
the patient’s response to these.
A staff and volunteer program procedure and resource manual was written by the
researcher to support the implementation process (Appendix K). This documented the aim,
process and scope of the volunteer intervention, the volunteer reporting lines and the
responsibilities and boundaries for the volunteers and staff. The procedures documented that a
maximum of four patients be assigned per individual volunteer for their shift. Volunteers
provided support for patients on medical and surgical wards. Minor aspects of the procedures
were updated over the six month period based on feedback from the volunteers and the NUM.
The separate volunteer documentation system was also established as part of the procedures. All
volunteer intervention records including the eligibility checklist and the volunteer documentation
were then included in the patients’ medical record on discharge.
The volunteers provided supportive care to patients at the intervention hospital who met
specified eligibility criteria between May and November 2009. This care was provided over two
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shifts five days/week. Morning shift was from 8am – 12.30pm and afternoon shift from 3pm –
7pm, excluding weekends and public holidays. A personal profile collecting relevant personal
and social information was completed by the volunteer with the patient participant if they were
able to do so or if not by their family member or carer (Appendix L). This provided essential
information to support the person centred care approach (Archibald, 2003; Cunningham &
Archibald, 2006; Edvardsson & Nay, 2009). Assisting with meals and fluids, playing patient
preferred music and movies, hand and foot massage and talking one to one were the most
common activities performed with patients during the intervention. The volunteer duties were
detailed in their signed duty statement and are contained in Table 9.

Table 9
Duties undertaken by the Volunteers
Volunteer Duties
Sitting with the patient on a one to one basis or in group activity sessions
Assisting with making patients comfortable to support their sleep and rest –including
adjusting pillows or providing warm drinks or a hand massage or foot massage
Making sure the patient is wearing their glasses and hearing aids and checking that
these are clean and working properly
Talking to the patient about current events and surroundings
Assisting the patient with eating and drinking and when needed regularly offering
fluids to drink
Assisting patients with completion of their menus
Accompanying and helping the person with walking and exercise as advised by the
nurses or physiotherapist
Supporting the person with activities they enjoy such as reading to them, playing
cards etc.
Using dementia friendly communication when interacting with the person with
dementia
Communicating any concerns that may arise to the hospital staff or the CNC for
Dementia/Delirium as per volunteer guidelines
Write down any changes that are noticed in the behavior of the patient in the
volunteer records
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Project Implementation
Extensive consultation and communication with managers and staff occurred as part of
the planning and implementation process. This primarily occurred though an existing hospital
dementia care working group which had previously been established by the researcher as part of
her clinical role. Staff information sheets for the intervention hospital were developed and
distributed to nursing, allied health staff, medical officers and domestic staff by the researcher.
Volunteer program information posters were also developed and displayed on the hospital wards
at the intervention hospital.
There was media promotion through local radio and newspapers to support community
awareness of the program, as well as to enhance volunteer recruitment. Regular meetings were
held with NUMs and volunteers throughout the implementation phase to monitor the program
implementation and adjust or address any program processes issues as they occurred. The
ALZNSW colleague assumed responsibility for drafting and distributing the monthly volunteer
rostering over the six month study time period. Regular monthly volunteer feedback and
support meetings were conducted by the researcher and ALZNSW colleague over the six month
time frame. Written and verbal feedback from the volunteers was gained as part of these
meetings and was used to adjust process issues as they arose.
As there was not a volunteer coordinator or volunteer management position at the
intervention facility, the volunteers were monitored and supported individually on a weekly basis
during their ward shift by the researcher. Issues that related to the wellbeing and support of
volunteers, including the potential circumstance of a volunteer being confronted with an
unexpected death of a patient such as that in a cardiac arrest, were covered in the training and
written procedures. The researcher made a commitment to the ongoing monitoring and
coordination of the program at the intervention hospital until April 2010 with continuation after
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this time dependant on the commitment of hospital management. This included identifying and
referring patients to the Program and the continued conduct of regular volunteer support and
feedback meetings with the colleague from ALZNSW.
A table detailing the timelines associated with the different stages of the establishment
and implementation of the intervention and the associated distribution of the measures is
contained at the end of the measures section (see page 111). This next section describes what
measures were used and why for the patient, staff and volunteer sample groups.
Measures
In this section, the instruments used to measure changes in outcomes of the project are
described. This includes the patient measures, nursing staff measures and volunteer measures.
A list of these measures is provided in Table 10 on page 102. Each of these measures is
described in turn in the paragraphs that follow. This description includes an explanation of what
the instrument is and why they were chosen.
Patient medical record audit tool.
The medical record audit tool was developed and used to collect data from the records
of patients at the intervention facility who received the volunteer intervention over the period
May – November 2009. The same medical record data items were collected on a control group
of patients from the control facility who did not receive the volunteer intervention between June
– December 2009. A medical record audit tool was developed by the researcher in consultation
with the Greater Southern Area Health Service (GSAHS) Aged Care Evaluation Unit. This was
completed post program through a medical record audit of all patient participants at the
intervention and control facilities (Appendix N).
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Table 10
List of Measures
Sample group

Measure used

Patients

Medical record audit. This collected information on age, gender, diagnosis of
dementia or delirium, SMMSE completion, SMMSE score, length of stay,
incidence and number of falls per patient, number of times an antipsychotic was
used and if the patient died.
The Standardised Mini Mental State Examination (SMMSE) (Molloy,
Alemayehu, & Roberts, 1991)
Confusion Assessment Method (CAM), (Inouye et al., 1990).
Behaviour Monitoring (Cassidy et al., 2001)
Pre post staff questionnaire included details of previous aged care education and
experience and incorporated the following measures:
Alzheimer’s Disease Knowledge Test (ADKT) (Dieckmann, Zarit, Zarit, &
Gatz, 1988).
Delirium quiz questions from the Vancouver Health Authority ‘Delirium in the
older person: a Medical Emergency’ education resources (Vancouver Island
Health Authority [VIHA], 2006).
Approaches to Dementia Questionnaire (Lintern, 1996; Macdonald & Woods,
2005; Zimmerman et al., 2005).
Four likert-scaled questions related to care stress in dealing with patients with
dementia and delirium.
Two Likert scaled program acceptance questions, a close ended and one open
ended program acceptance question for the intervention staff group.
Pre post education and post program questionnaire included details of previous
aged care education or experience in caring for a person with dementia and
incorporated the following measures:
Alzheimer’s Disease Knowledge Test (ADKT) (Dieckmann et al.,1988).
Adapted delirium quiz questions from the Vancouver Health Authority
‘Delirium in the older person: a Medical Emergency’ education resources
(Vancouver Island Health Authority [VIHA], 2006).
Approaches to Dementia Questionnaire (Lintern, 1996; Macdonald & Woods,
2005; Zimmerman, et al., 2005).
Six likert-scaled questions related to care confidence in dealing with patients
with dementia and delirium.
Two Likert scaled program acceptance questions, a close ended and one open
ended program acceptance question for the intervention staff group.

Staff

Volunteers

A number of patient attribute and outcome variables were included in the MR audit tool
all of which were not analysed for this study. The patient attribute variables collected and used
from the medical record audit for this study were age, gender, diagnosis of dementia, diagnosis
of delirium, cognition screening scores and reason for volunteer assignment. The patient
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outcome variables collected for this study were: length of stay (LOS), number of patients who
fell, number of falls, time of falls, the use of antipsychotic medication and deaths.
Standardised Mini Mental State Examination (SMMSE).
The Standardised Mini Mental State Examination (Molloy et al., 1991) was used to
screen for cognitive impairment. This cognition screening tool incorporates a set standardised
guideline to the conduct of the Mini Mental State Examination (Folstein, Folstein, & McHugh,
1975), and was shown by Molloy et al. (1991) to have better interrater and intrarater reliability
than using the Mini Mental State Examination (MMSE). The MMSE is a widely used tool in
both clinical and research settings to screen for the presence of cognitive impairment (Molloy et
al., 1991). It tests orientation, registration, recall, attention, language, ability to follow
commands and praxis using a series of questions, a writing and drawing task. The total score is
out of 30. A score of 24/30 or less is indicative of presence of cognitive impairment. The
SMMSE takes approximately 5-10 minutes to administer.
The intervention and control facilities were already using the SMMSE for cognition
screening in the clinical setting and procedures for the conduct and scoring of the SMMSE were
in place. Cognition screening with the SMMSE was either performed by the researcher, the
ASET/AARC CNC or by other ward staff (who had been trained in using the SMMSE) and who
conducted a cognition screen as part of the routine admission assessment. The researcher
regularly used the SMMSE as part of clinical practice and had written the procedures for staff in
the conduct of the SMMSE. The SMMSE was conducted on patients who did not have a
diagnosis of dementia but who presented with confusion, memory impairment or suspected
delirium.
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Confusion Assessment Method (CAM).
The Confusion Assessment Method (Inouye et al., 1990) is a validated tool which has
been widely tested and used in clinical and research settings to assess for delirium (AHMAC,
2006). The CAM, which was designed to be used in the hospital settings, assesses the presence
of four key features of delirium based on the DSM1V criteria. The first of these is acute onset
and fluctuating course. The second is inattention. The third is disorganised thinking. The fourth
is altered level of consciousness. The presence of delirium is supported by the presence of the
first and second, and either third and fourth (Inouye et al., 1990). The CAM is designed to be
used in conjunction with a cognitive screening tool to assist in assessment for the presence of the
four key features of delirium. The researcher had undergone training as part of her clinical
practice in the use of the CAM and used this to assess and differentiate patients on the program
for the presence of delirium.
Staff pre and post program questionnaires.
The pre and post questionnaires were used at the intervention and control hospitals. The
pre and post program staff questionnaire was administered to consenting staff at the facility
receiving the intervention. The same questionnaire was administered pre and post to consenting
staff at the control hospital without the intervention. The questionnaire incorporated questions
on knowledge of dementia and delirium, attitudes to dementia and staff care stress. The post
program questionnaire for staff at the intervention facility also included additional questions on
Program acceptance. Advice was sought from the GSAHS Aged Care Evaluation Unit in
development of the questionnaires.
The staff pre-program questionnaires for the intervention and control included five
demographic questions related to staff position or designation, previous aged care experience and
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education, recent in-service in the last 18 months on dementia and/or delirium and the length of
time the staff member had been working in the hospital. These questions were included as
attribute variables to compare matching of intervention and control staff participants. In the post
program questionnaire, the staff participant was asked a question on whether they had completed
any training on dementia delirium since the program commenced. Again, this was included as
an attribute variable for comparison within and between groups.
The staff questionnaires incorporated four different measures. These were: the
Alzheimer’s Disease Knowledge Test; the Delirium Pre and Post Knowledge Test; the
Approaches to Dementia Questionnaire and the Carer Stress Scale. These are explained in turn
in the paragraphs that follow.
The Alzheimer ’s Disease Knowledge Test used in this project comprised multiple
choice questions adapted from the Alzheimer’s Disease Knowledge Test (ADKT) (Dieckmann,
et al., 1988). This tool was initially developed by Dieckmann and colleagues in recognition of
the need to assess dementia knowledge as part of planning, conduct and evaluation of education
for carers and health professionals, involved in caring for people with dementia. The ADKT
consists of 20 multiple choice questions. It is a recognised measure of Alzheimer’s Disease
knowledge and has been used in subsequent papers assessing changes in Alzheimer’s Disease
knowledge in undergraduate students (Karlin & Dalley, 1998; Sullivan & O’Connor, 2001, as
cited in Sullivan, Finch, & O’Conor (2003).
An established measure for assessing delirium knowledge could not be located in the
literature at the time the questionnaires were being developed. The researcher had used pre post
delirium quiz questions from the Vancouver Island Health Authority ‘Delirium in the older
person: a Medical Emergency’ education resource in clinical education sessions (Vancouver
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Island Health Authority [VIHA], 2006). In view of not being able to locate another measure, the
multiple choice questions from this education resource were used. Some of these questions had
options of two to four right choices in the multiple choice questions. Due to data analysis
complexity these questions were removed and only those questions with one right answer were
included. Subsequent to the development of the questionnaire, a study was published (Hare,
Wynaden, McGowan, Landsborough, & Speed, 2008) which developed and used a
questionnaire to determine nurses knowledge of delirium and it’s risk factors. This measure had
options or true or false responses, so would have been simpler to analyse. Though, this measure
had also not been validated.
The Approaches to Dementia Questionnaire measures staff attitudes to care and their
perception of people with dementia. It consists of eight attitudinal questions related to ‘Hope’
and 11 attitudinal questions related to recognition of person hood or Person Centred Care (PCC).
The ADQ had been tested in three studies (Lintern, 1996; Macdonald & Woods, 2005;
Zimmerman, et al., 2005). The mean score for the two themes of hope and personhood were
consistent in all studies. The three studies were conducted on staff working in residential care
settings in the United Kingdom or United States. The likert scale used for the 19 ADQ in the
Lintern (1996) study was used for the nursing staff and volunteer questionnaires. This measure
was included to examine any changes in person centred attitudes to patients with dementia pre
and post within and between the nursing staff groups and within the volunteer group.
Finally, a care stress scale was also utilised. Previous studies using measures for staff
perception of care stress are focused in residential care and have used a more general work stress
scale (Zimmerman et al., 2005). Whilst there have been studies (mentioned in the literature
review) which examined staff stress and perceptions in caring for confused older people in
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hospitals (e.g. Byers & France, 2008; Jones et al., 2006), these have used qualitative
methodology. No validated measure was found to measure hospital nursing staff perception of
their level of stress directly related to caring for confused older people.
To accommodate the need of this study, four likert scale questions asking staff at both the
intervention and control facility to rate how stressful they found caring for patients with
dementia or delirium were developed. In addition, one open ended question asking staff what
type of behaviour they found most stressful when caring for a patient with dementia and/or
delirium was included. These questions were included to measure the pre post effect of the
independent variable (the intervention) on the dependant variable (staff stress perception) at the
intervention facility and in comparison with the control facility.
Behaviour monitoring record.
A measure for staff to record patient behaviours each shift over a 7 day period once
every 6 weeks (four x 7 day periods over the 6 months) was conducted at the intervention and
control facility based on Cassidy et al., (2001). Documentation of changed patient behaviours by
staff in the clinical setting, on the existing health service behaviour record chart had traditionally
been very poor. It was recognised in planning the research that it would be unrealistic to expect
that staff would maintain compliance with recording patient behaviours continually over the six
month period of the study. Given this and the limited researcher resources previously discussed,
it was decided to collect intermittent measures of patient behaviours every six weeks to compare
any changes between the intervention and control facility over the six month study period. This
equated to 4 separate weekly measures. It was considered that doing this would allow the
researcher to focus on strategies to maximise staff compliance with recording of patient
behaviours over these separate intermittent periods.
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The behaviour record used categories of behaviour known to be more common in acute
care for patients with dementia and delirium (Cassidy et al., 2001). There were ten behaviour
categories and an option for staff to write ‘other’ behaviour. Nursing staff were asked to
complete the tick box chart each shift selecting how often the behaviour occurred. The tick box
frequency options for staff to select were: never, almost never, sometimes, often, very often,
most of the time. Table 11 contains the behaviour categories used in the behaviour measure for
staff to record frequency of occurrence each shift.

Table 11
Behaviour Selection Options on the Behaviour Record Chart
Type of Behaviour
Physically resisting care
Physical aggression not related to care
Screaming or shouting
Unsafe or disruptive wandering
Inappropriate sexual behaviour
Hallucinations (sees/hears things that are not there)
Delusions (strongly believes something that isn’t true)
Repetitive questioning or shadowing
Verbal aggression (e.g. swearing at staff)
General restlessness or agitation not included above
Other:_____________________________

Staff experience and perceptions.
In the staff post program questionnaire, additional questions were included for the
intervention facility related to staff perceptions of the project. This questionnaire included a
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closed ended question asking staff whether they enjoyed being part of the project, followed by an
open ended question on what benefits or difficulties staff experienced. Two Likert questions
were also included asking if staff thought the program was worthwhile and should continue.
These questions were included to analyse staff acceptance of the program and whether they
thought it should continue. Staff acceptance of the program was a sub aim of the research.
Pre post education and post program volunteer questionnaire.
Pre and post-education and post program volunteer questionnaires consisted of the same
multiple choice dementia knowledge questions as for staff, the non-clinical multiple choice
delirium knowledge questions, and the Approaches to Dementia Questionnaire. Six likert scaled
questions related to level of confidence in understanding and caring for a patient with dementia
or delirium were included. This was to measure the effect of the volunteer training and
intervention (independent variable) on volunteer knowledge attitudes and confidence (dependant
variable). The questionnaire was administered to recruited volunteers prior to their training. The
same questionnaire was administered at the end of the volunteer training and then repeated at the
end of the study period.
Volunteer demographics.
Four closed and open ended questions were included asking volunteer participants about
their previous paid or unpaid experience working with a person with dementia. These questions
were included as attribute variables within the volunteer group.
Volunteer experience and perceptions.
Post program, the volunteer questionnaire included the same close ended, open ended
and two scaled likert questions related to worthwhileness and continuation as the staff post
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program questionnaire at the intervention facility. These questions were included to analyse
volunteer experience and acceptance of the program and whether they thought it should continue.
Summary of stages and timelines for the intervention and distribution of measures.
The establishment and implementation of the intervention and associated collection of
measures for the project occurred in four stages. The first stage incorporated the recruitment and
training of volunteers and collection of the volunteer pre and post education measures. The
second stage incorporated the staff information sessions and collection of the pre-program
measures at the intervention and control. The third stage included the implementation of the
volunteer intervention and recruitment of patient participants at the intervention and control
facility. The fourth and final stage included collection of the post program measures for
volunteers and staff at the intervention and control and the completion of medical record
auditing.
A summary of the timeframes associated with the stages of the project and collection of
the measures is contained in Table 12 on the following page.
In this section, the research instruments or data collection tools have been described and
the timelines detailed. Justification for the measures used has also been provided. Detail on how
the staff and volunteer questionnaires were distributed has been covered. In the next section, the
steps that were taken to collect the patient data are outlined. Specifically, this includes the
procedures followed for undertaking the medical record auditing and the patient behaviour
records.
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Table 12
Stages and Timelines for the Study Project

Stage
Stage 1

Stage 2

Stage 3

Stage 4

What occurred

Time Line

Planning and consultation, development of
volunteer criteria and application pack, media
promotion and volunteer recruitment

November 2008 –
March 2009

Writing of Program Procedures

March/April 2009

First volunteer training program and collection of
and pre and post volunteer education measures

April 2009

Staff information/education sessions and collection
of pre-program measure at Intervention facility

April 2009

Staff information sessions and collection of preprogram measures at control facility

June 2009

Commencement of volunteer intervention with first
group of Volunteers

5th May 2009

Recruitment of patient participants (intervention)

May – November
2009

Recruitment of patient participants (control)

June – December
2009

Second volunteer recruitment and training

September –
October 2009

Post program staff measures ( intervention)

November 2009

Post program staff measures (control)

December 2009

Post Program measures (volunteers)

December 2009

Post program medical record auditing

January-March
2010

Data Collection
A timetable was drawn up with time frames for collection of patient, staff and volunteer
measures at the intervention facility and patient and staff measures at the control facility. This
timetable included the dates for the distribution of the staff and volunteer questionnaires and the
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time frames for the conduct of the behaviour monitoring. This timetable was generally adhered
to. The procedures for collecting the data are described in the paragraphs that follow.
Procedure for medical record auditing.
The medical records were audited by the researcher over January to March 2010 with
some supervised student assistance for the intervention records. A total of 86 participant records
were assessed for patients who had been referred to the Volunteer Program between May –
November at the intervention facility. Twenty two records were excluded due to lack of written
consent from the patient or their carer, length of stay (LOS) being less than 48 hours or those not
meeting other program eligibility criteria. Sixty four participant records were included for the
intervention. Of these, six records were noted and included as second admissions to the program
during the six month study period. Fifty eight records were audited by the researcher for control
patients assessed between July and December. Six were excluded due to lack of written consent
or LOS less than 48 hours. Fifty two records were included for the control. Of these, five records
were second admissions over this period.
Procedure for collection of patient behaviour records.
At the intervention facility the seven days recording of patient behaviours by staff on
each shift commenced on a Monday for the weeks beginning 29th June, 24th August, 5th
October and 16th November 2009. At the control facility the four 7 day periods of staff
recording patient behaviours commenced on a Tuesday or Thursday for the weeks beginning
27th July, 4th September, 19th October and 23rd November 2009. The details of these time
frames were emailed to the NUM’s at the intervention and control facilities.
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All patients who were currently recruited as an intervention or control patient
participant from the Monday of the allocated weeks had seven separate behaviour record forms
inserted by the researcher into the front of their medical record. Each separate form had the
same tick box selection of behaviour options for staff to tick which were separated into morning
shift, evening shift and night shift. The forms were printed on yellow/gold paper so that they
would stand out in the patients MR.
Once the forms had been placed into the MR, the researcher would document in the
medical record, that behaviour recording for seven days had commenced as part of the research
and communicate this to the Registered Nurse looking after the patient. In addition, the
researcher typed in bold that ‘7 days of behaviour recording for volunteer program research
commenced’ including the timeframe, on the staff handover list. This list was used by staff in
their handover and incorporated a listing of all current patients on the ward and their diagnosis.
As it was not possible for the researcher to travel to the control hospital more than once per
week, additional visits to monitor compliance with staff completing the behaviour records did
not occur at the intervention or control. The researcher kept a record of which patients had
behaviour recording commenced at each facility. On the eighth day the researcher would then
retrieve the behaviour records from the patients’ medical record on the ward if they were still an
inpatient or from their discharge records.
It eventuated, however, that there were major limitations to this procedure and the
collection of the behaviour record measure. This resulted in poor data quality and the inability to
use this data for the research. There were three mains reasons for this. Firstly, there was
inconsistent completion of the records particularly for the evening and night shift times at both
facilities but more so at the control. Secondly, there was a total lack of completion of the record
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over the weekend period. Thirdly, there were difficulties obtaining seven consistent days of
behaviour recording for the majority of patients. The reason for this being that patients were
often discharged or transferred to another facility two or three days after the behaviour recording
commenced. Therefore due to the poor and inconsistent data quality for the behaviour
monitoring, the decision was made not to include this data in the final analysis for the study.
Data Management
The section includes a description of the way in which the data was managed. For the
staff and volunteer questionnaires, the completed and enclosed questionnaires were sent to
independent researchers at the GSAHS Aged Care Evaluation Unit where they were de-identified
and coded with a randomly selected number to allow pre and post program matching. The deidentified questionnaires were then returned to the researcher. A coding system for entry of the
data into SPSS was established. The post program questionaries for staff and volunteers were
managed in the same way. All hard copy data was kept in a secure room in a locked filing
cabinet. Electronic data was password protected. Ten per cent of the data was cross checked by
an independent researcher.
Data Analysis
In this section, the approach to the data analysis is outlined. A more comprehensive
explanation is provided in Chapter 4. The description provided in this section is preliminary
only and included to enable a full explanation and justification of the research methodology.
Variables were established and data were analysed with the Statistical Package for Social
Sciences (SPSS) Version 15. Inferential statistics were used in the data analysis. Inferential
statistics such as of the Chi-Square test and independent t-test are used to test a null hypothesis
(that there will be no effect) to an alternative hypothesis (that there will be an effect). In this
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study they were used to analyse whether the intervention had an effect and in doing so reject the
null hypothesis (Howell, 1997; Lund & Lund, 2010). Conventionally, the Chi-Square test is
used to compare categorical or numerical variables between two independent groups (Howell,
1997). In this study, the Chi-Square was used to analyse the categorical demographic and
attribute variables related to comparability between the patient and staff sample groups.
Conventionally, the independent t-test is used to compare differences in the range and means
between two independent groups (Howell, 1997). In this study, the independent t-test was used
to analyse patient variables that were not categorical. That is, where there was a range of scores
or numbers for that variable. Therefore, the independent t-test was used to compare differences
in the mean and range for the age, cognition screening scores and length of stay between groups.
Repeated measures Analysis of Variance (ANOVA) testing was used for comparing pre
and post questionnaire scores for the staff and volunteer groups. Repeated measure ANOVA is
used for testing the equality of means of the same characteristic over different times (Field,
2008). More specifically, the two way repeated measure ANOVA was conducted to compare
changes in scores for the three separate independent variables – that is, firstly, dementia and
delirium knowledge; secondly, attitudes to dementia; and thirdly, carer stress within respondents
in the intervention and control staff groups. This was undertaken at the two intervals of pre and
post-test and between the intervention and control staff groups at pre and post-test.
The repeated measure ANOVA measures each sample member individually and so is a
stronger statistical test when there is variance within the sample groups (Howell, 1997). In
relation to the lower pre post matched response rates and variance of nursing staff completing the
pre and post questionnaire, the repeated measure ANOVA was the most appropriate statistical
test. A three times repeated measure ANOVA was used to compare changes in volunteer
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questionnaire scores within group for dementia and delirium knowledge and attitudes to
dementia at the three intervals of pre post education and post program.
Cronbach’s Alpha was used to assess for the internal consistency of the likert scaled
questions for the care stress, the ADQ, and the volunteer confidence in care. Chronbach’s Alpha
is a commonly used statistical test used to measure the internal consistency in the sub scales of
an instrument. The range of alpha values is from .00 – 1.00. Higher values correlate with higher
internal consistency (Polit & Beck, 2011, p.333).
Finally, and given the relatively small sample sizes, the open ended questions responses
for the nursing staff at the intervention facility and the volunteer sample group were manually
coded and then analysed and discussed related to common themes that emerged.
Ethical Considerations
In this final section of the chapter, the ethical considerations of the project are described.
The study was initially approved by the GSAHS Human Research Ethics Committee and
subsequently through the University of Canberra Ethics Committee. Initial ethical
considerations related to ensuring that there was notation on the patient, carer and staff
information sheets that due to the novice status of the researcher, they would be under the
supervision of experienced researchers. Written consent was required for patients to be included
in the study. Issues related to consent in a vulnerable patient group such as the circumstance
where the person may lack mental capacity to give informed consent was covered by the
inclusion of carer consent or, the requirement of both carer and patient consent. As the
researcher had over 30 years of nursing experience and was specialised in dementia and delirium
assessment, the decision of capacity to consent was made through clinical assessment and
judgement. Non consenting patients or carers were not included in the study.
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Summary of Method Section
In this section, the quasi experimental control group research design, sample groups and
settings and the research measures have been described. Justification for the design and
measures used has also been provided. A detailed description has been provided for the process
involved in the establishment and implementation of the volunteer intervention. This was
followed by a description of the stages and timelines associated with the project implementation
and collection of measures. The procedures used for data collection, management and the data
analysis have then been described. In the final section ethical considerations were discussed.
In the next chapter the results of the data which was collected and analysed using the
measures that have been described in this chapter will be presented.
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Chapter 4: Results

This chapter reports on the statistical analysis of results from the data collected with the
measures used for the patient, staff and volunteer participants in the study. These results will be
provided in four sections. The first section will provide the patient results, including the
comparability of the demographic and clinical characteristics between patient participants in the
intervention and control groups. This will be followed by correlations of the patient outcome
variables of length of stay, incidence of falls, death rates and use of antipsychotic medications,
between the intervention and control groups. The second section will provide the results relating
to the nursing staff. In the second section, the first report will outline results from the individual
and matched questionnaire response rates for the intervention and control; and compare the
attribute variables of staff designation and baseline education and training between the
intervention and control groups. This will be followed by analysis of the within and between
group effect on the dependent variables of staff dementia/delirium knowledge, attitudes to
dementia and care stress pre and post for the intervention and control staff groups. The third
section will provide the results for the volunteers, and will report on the differences in attribute
variables within the volunteer participants and then the comparison of changes in
dementia/delirium knowledge, attitudes and care confidence pre post education and post
program. Finally, the program acceptance results will report on the analysis of data related to
acceptance and perception of the program by staff and volunteers at the intervention facility.
Following the provision of the results, the results for the four research hypothesis will be
presented. The chapter will conclude by looking on into the final chapter, in which the results
will be discussed and recommendations will be made.
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Patient Results
This section will provide the results generated through the survey and analysis related to
the patients involved in the project. As noted in the introduction, this includes the comparability
of the demographic and clinical characteristics between patient participants in the intervention
and control groups. Following this, correlations will be made between the patient outcome
variables of both of the groups, those located in the intervention hospital and those located in the
control hospital. Variables will include length of stay, incidence of falls, death rates and use of
antipsychotic medications, between the intervention and control groups.
A total of 86 participant records were assessed for patients who were recruited as
participants at the intervention facility. Twenty two records were excluded due to lack of written
consent from the patient or their carer, length of stay being less than 48 hours or those not
meeting other program eligibility criteria. Sixty four participant records were included for the
intervention. Of these, six records were noted and included as second admissions to the program
during the six month study. Fifty eight patient records were assessed for patients recruited at the
control facility. Six were excluded due to lack of written consent or length of stay being less
than 48 hours. Fifty two records were included for the control. Of these, five records were
second admissions over this period.
Comparison of intervention and control patient groups.
The demographic characteristics of age and gender and the clinical characteristics of
dementia or delirium diagnosis and cognition screening rates and scores were examined for
between patient group comparisons.
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Age and gender.
The independent t-test was used to compare patient age by facility. No statistical
significance was found in the age of patients between facilities, t(113) = -.99 (p =0.33). The
mean age was similar at both facilities, (M AGE=83, SD=8, range: 51-98) at the intervention and
(M AGE=84, SD=6, range: 72-100) at the control. The Chi-Square test was used to compare the
proportion of males and females within the intervention and control group. There was a
significant difference in gender between facilities X2(1) = 5.08, p=.024, with the intervention
having a greater number of females (n =44, 68%) than the control, (n=25, 48%). Therefore,
although the mean age of patients was comparable between groups, there were significantly more
females at the intervention facility than the control.
Diagnosis of dementia and delirium.
As previously mentioned in the methodology section on measures, a diagnosis of
dementia was recorded if it had been noted in the patient’s medical assessment or if it was
recorded on a copy of the General Practitioner (GP) health summary within the patient’s medical
record (MR). A diagnosis of delirium was recorded if the Confusion Assessment Method
(CAM) form was completed confirming the features of delirium, if the CAM features of delirium
were documented in the MR, or, if there was a documented diagnosis of delirium by a Medical
Officer (MO) in the MR or on the discharge summary.
The Chi-Square test was used to compare the categorical variables of number of patients
with a diagnosis of dementia and delirium between the two patient groups. There was found to
be a significant difference in the number of patients with a diagnosis of dementia X2(1) = 7.4,
p=0.006 at the intervention facility. The intervention facility had a greater number of patients
with a diagnosed dementia (n=31, 52%), compared to the control, (n=13, 26%). There was no
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significant difference between facilities in the number of patients diagnosed with delirium X2(1)
= 0.42, p=0.837. In addition, there was no significant difference found in the completion of
CAM rates between the two facilities X2(1) = 3.38, p=0.66. Therefore, the groups were not
comparable as there were a greater proportion of patients with a diagnosis of dementia at the
intervention facility.
Cognition screening with the SMMSE.
In relation to the comparability of the clinical characteristics of cognition screening and
cognition screening scores, there were differences between the intervention and control patient
groups in the number who had cognition screening completed. However, the groups were
comparable in cognition screening scores. The Chi-Square test was used to compare the rate of
cognition screening with the SMMSE between patient groups. There was a significant difference
in the number of patients who had cognition screening completed with the SMMSE, X2(1) =
17.1, p=0.000, with more patients in the control, (n=43, 84%), compared to the intervention,
(n=30, 46%). Independent t-test analysis used to compare the mean SMMSE scores between the
groups showed there to be no significant difference for SMMSE scores between the intervention,
(M score=21, SD=5, score range: 10-28) and control, (M score=20, SD=6, score range: 13-30)
t(1.01) = -.71, (p =0.29). Even though there were a greater number of patients with a diagnosis
of dementia at the intervention facility, in contrast, there were significantly more patients who
had cognition screening completed with the SMMSE at the control.
Table 13 provides a breakdown of the differences in number and percentages between the
intervention and control facility in the patient clinical characteristics of dementia and delirium
diagnosis. As can be seen, the percentage of patients with delirium was similar in the two groups
but there were significantly more patients with a dementia diagnosis at the intervention facility.
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This shows that the intervention and control groups were different in the clinical characteristic of
dementia diagnosis.

Table 13
Comparison of Dementia Delirium Diagnosis by Facility

Intervention
Yes
Diagnosis of dementia
31 (52%)
Diagnosis of delirium
32 (50%)
Note. Significant difference highlighted in bold

No
29 (48%)
32 (50%)

Control
Yes
13 (26%)
25 (48%)

No
37 (74%)
27 (52%)

Reason for patient inclusion as a participant.
The medical record audit tool also collected data on the reason for participant inclusion at
the intervention and control facility. The intervention facility had a greater percentage of
patients assigned for dementia, whereas the control had a greater percentage included with
SMMSE scores <24/30. Percentage of patients for delirium was similar for both facilities as was
percentage with delirium risk. Figure 6 provides a graph showing the reason for patient
inclusion by percentage for the intervention and control facility. As can be seen, there was a
greater percentage of patients recruited with a diagnosis of dementia at the intervention facility
and in contrast a greater percentage included with identified cognitive impairment based on
SMMSE score <24/30 at the control.
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60%
50%
40%
30%

Intervention
Control

20%
10%
0%
Dementia

Delirium

Cog imp <24/30 Delirium risk only
no diagnosis

Figure 6. Reason for patient inclusion.

Summary of comparability of patient groups by demographic and clinical
characteristics.
In relation to demographic and clinical characteristics, the intervention and control
groups were comparable in age, diagnosis of delirium and SMMSE scores. In contrast, the
groups were not comparable in relation to gender and dementia diagnosis and number who had
cognition screening completed with the SMMSE. There were a significantly greater number of
females and patients with a diagnosis of dementia at the intervention facility. Whereas there
were more patients who had cognition screening completed with the SMMSE and a greater
percentage of patients recruited with identified cognitive impairment determined by SMMSE
<25/30 at the control. Therefore, the intervention and control groups were not comparable
(matched) on all demographic and clinical characteristic variables.
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Correlations of patient outcome variables between intervention and control.
The patient outcome variables analysed for the study were length of stay, incidence and
rate of falls, use of antipsychotic medications and death rates. Given the relevance of the time of
falls in respect to the volunteer intervention shifts, number and percentage results for the time
frame that falls occurred at both the intervention and control facility are also presented. This is
followed by a percentage comparison of the cognition status of patients who fell at the
intervention and control facility. In the next section, correlations will be examined between a
selection of important indicators, including length of stay, number of falls, cognitive status of
patients who fell, time frame of falls, use of antipsychotic medications, and death rates.
Length of stay (LOS).
The independent t-test was used to compare the mean LOS between groups. In the
analysis, one record from the intervention facility was found to be three standard deviations
above the mean and was therefore removed. There was no statistical significance found in LOS
between the intervention (M LOS=15, SD=13, LOS range: 3-54) and control patient participants
(M LOS=14, SD=9, LOS range: 3-50), t(112) =.460, p=0.64. The significance of these results
will be discussed in the final chapter of this dissertation.
Falls between patient groups.
The Chi-Square test was used to analyse the differences in number of patients who fell
and total falls between groups. At the intervention facility (n=5, 8%) patients fell, compared to
the control (n=8, 15%). Though this was not statistically significant X2(1) = 1.65, p=0.19.
Similarly, while the total number of falls was less for the intervention facility n=9 (14%),
compared to the control, (n=13, 25%), this was also not statistically significant. X2(1) = 2.23,
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p=0.13. Figure 7 shows the number of patients who fell and total falls at the intervention and
control (Note: some patients fell more than once at each facility). Statistical power of this
correlation analysis is likely to be low due to the small numbers of falls being analysed. Whilst
not statistically significant it does show a trend towards a decrease in number who fell and total
falls at the intervention facility.

14
12
10
8
Number who fell

6

Total falls

4
2
0
Intervention

Control

Figure 7. Number of patients who fell and total falls by facility.

Cognitive status of patients who fell.
The majority of patients who fell at the intervention (n=4, 80%) and the control facility
(n=6, 75%) had either a diagnosis of delirium or delirium superimposed on dementia. At the
intervention facility (n= 3, 60%) out of the 5 patients who fell had delirium superimposed on
dementia, (n=1, 20%) had delirium and (n=1, 20%) had diagnosed dementia. At the control
facility (n=4, 50%) had a diagnosis of delirium, (n=2, 25%) had delirium superimposed on
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dementia and (n=2, 25%) were cognitively impaired based on SMMSE score of <25/30.
Figure 8 presents the cognition status of the patients who fell at the intervention and control
facility. As can be seen the greatest proportion of those who fell at the intervention facility had
delirium superimposed on dementia while the greatest proportion at the control had a diagnosis
of delirium. This indicates that delirium was implicated in most patients who fell.

70%
60%
50%
40%
Intervention
30%

Control

20%
10%
0%
Dementia

Dementia/delirium

Delirium

Cog imp <24/30

Figure 8. Cognition status of patients who fell by facility.

Time frame of patient falls between facilities.
Only one fall occurred during a morning (M) volunteer shift time at the intervention and
three at the control. All other falls occurred outside volunteer shift times either late evening (E)
or overnight shift (N). Table 14 details the time that falls occurred for patients at each facility.
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Table 14
Time of Falls by Facility
Facility

Time of falls

Intervention

0920; 1430; 2000; 2030; 2100; 2130; 0230; 0300; 0400

0950; 1230; 1300; 1430; 1600; 2130; 0015; 0120; 0155; 0330; 0345; 0350; 0540
Control
Note. Falls that occurred in a volunteer shift time are highlighted in bold

Also in relation to the comparison of the time frame of patient falls between facilities,
Figure 9 provides a graph of the shift times that falls occurred for each patient group. This more
graphically shows the occurrence of falls at both facilities in the evening and overnight. These
times were outside the time a volunteer would have been rostered on of 8am – 12.30pm or 3pm
to 7pm.

8
7
6
5
Intervention

4

Control

3
2
1
0
Morning shift

Evening shift

Night shift

Figure 9. Shift time of falls by facility.
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Use of antipsychotic medication between patients groups.
The medical record audit recorded incidences where antipsychotic medication were
prescribed and administered to recruited patients at the intervention and control facility. Data
were analysed using the Chi-Square test for correlations in the number of times antipsychotic
medication was administered in the intervention and control patient groups. There were three
types of antipsychotic medication prescribed to patients at the intervention and control. These
were: Haloperidol, Risperidone and Olanzapine. Records were analysed for patients prescribed a
new antipsychotic medication on or after admission. Further analysis looked separately at
patients who were already taking an antipsychotic medication prior to admission.
No difference was found between the intervention and control patients prescribed a new
antipsychotic on or after admission X2 (1) = 2.50, p=0.114, or between patient groups already
taking an antipsychotic prior to admission X2 (1) = 0.79, p=0.37.
Death rates between patient groups.
Over the course of six months five patients (8%) died at the intervention facility, and six
patients (12%) at the control. The Chi-Square test was used to analyse the number of patients
who died between groups. No statistical difference found between the facility death rates X2 (1)
= 0.46, p=0.49. The cause of death was not analysed in this study.
Summary of the correlation of the patient outcome variables analysed.
The outcome variables analysed of length of stay, incidence and rate of falls, use of
antipsychotic medication and death rates showed no difference between the intervention and
control patient groups. Further analysis of the dependent variables of falls showed that the
majority of patients who fell at both the intervention and control had a diagnosis of delirium or
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delirium superimposed on dementia. The time that most falls occurred for both patients groups
occurred in the late evening and overnight which was outside the time a volunteer would have
been rostered on of 8am – 12.30pm or 3pm to 7pm.
Nursing Staff Questionnaire Results
This section provides results for the pre-test, post-test dependent variables of dementia
and delirium knowledge, attitudes to dementia and care stress for nursing staff at the intervention
and control facility. It presents results for within group effect at the intervention facility of the
intervention (independent variable) and the between group effect for nursing staff at the
intervention and control facility. Results are also presented for the types of patient behaviours
staff found most difficult (in the preceding month) pre and post-test at both facilities.
Questionnaire response rates and comparability of the staff attribute variables (professional
position or designation, pre and post aged care training and experience), for the intervention and
control staff groups in relation to other results are first presented, followed by the other aspects
of the surveys identified above.
Questionnaire response rates.
Of the 50 questionnaires left for staff pre and post program at the intervention facility,
(n=29, 58%) were returned pre-program and (n= 31, 62%) post program. At the control facility,
of the 40 questionnaires left for staff at pre and post program, (n=13, 32%) were returned preprogram and (n=10, 25%) post program. However, the number of matched pre and post
questionnaire responses at both facilities was lower (n=18, 36%) at the intervention and (n=7,
17.5%) at the control. Therefore, the control group response rate pre-program for staff
questionnaire was just over half that of the intervention facility and post program 37% less than
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the intervention staff group. The matched response rate for the staff questionnaire at the control
facility was low and just under half that of the intervention facility.
Comparability of staff attribute variables.
A comparison of staff designations, training and experience pre-program between the
intervention and control groups was undertaken using the Chi-Square test. In this section, the
results of staff designations will be provided first, followed by staff education and training,
including knowledge and attitudes. Indicators of the level of stress in staff will then be provided.
The section will conclude with a summary of the results of the comparative analysis of the staff
groups at the intervention and control facilities.
Staff designations.
There were significantly more Registered Nurses (RN) (45%) and Enrolled Nurses (EN)
(52%), completing the pre-program survey at the intervention facility compared to other
designations (3%), X2(2) = 5.83, p=0.05. This compared to control, where (32%) RN, (32%)
EN and (28%) of other designations completed the survey. Other designations included Clinical
Nurse Consultant (CNC), Clinical Nurse Specialist (CNS) and Nurse Unit Manager (NUM).
This showed that the staff groups were not comparable for the attribute variable of staff
designation. There were a greater proportion of nurses with higher grade classifications
completing the questionnaire at the control facility.
Staff education and training pre and post program.
There was no difference in relationships between facilities for staff who had specialist
aged care training X2(1) = 2.87, p=0.09, those with previous aged care experience X2(1) = 0.76,
p=0.38, or for staff who had attended any delirium or dementia education in the six months
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preceding the questionnaire completion X2(1) = 1.41, p=0.23. At post program, there was no
significant difference between facilities in the number of staff who had undergone aged,
dementia or delirium training since the program commencement X2(1) = 2.17, p=0.14. The staff
groups at the intervention and control were therefore comparable in aged care training and
experience pre post-test.
Knowledge, attitudes and stress levels.
Changes over time within and between facilities were measured and correlated between
the facilities in three ways. Firstly, the pre and post staff knowledge of dementia and delirium
were measured. Secondly, pre and post staff stress or difficulty in caring for patients with
dementia were measured. Thirdly, pre and post staff attitudes to people with dementia were
analysed using 2 x 2 repeated measures analysis of variance (ANOVA). The analysis also
looked separately at results for the (n=8) ‘Hope’ and the (n=11) ‘PCC’ attitudes to dementia
questions within and between nursing staff groups. Internal consistency for the care stress and
attitudes to dementia likert scales were examined using Cronbach’s Alpha. The alpha’s were
moderate-good, .69 pre and .77 post for the care stress scale and higher .79 pre and post for the
attitudes to dementia (Polit & Beck, 2011).
Over the six month period, no significant differences were found in pre and post staff
dementia, delirium knowledge f(1,23)=.08, p=.77 at either the intervention facility or the control,
f(1,23)=.00, p =.98. No difference was also found in staff knowledge between the intervention
and the control staff groups, f(1,23)=.49, p=.48. Similarly, there was no significant difference
found in staff pre post attitudes to people with dementia f(1,21)=.01, p=.92, at either the
intervention facility or the control f(1,21), p=.48, or between staff groups, f(1,21)=1.66, p=.21.
Finally, there was no significant difference in pre post staff stress or difficulty in caring for
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patients with dementia at the intervention f(1,19)=3.74, p=.68 or the control, f (1,19)=1.37,
p=.25, or between the intervention and control staff groups, f(1,19)=2.55, p=0.12. The separate
analysis of the (n=8) Hope questions showed no difference within staff groups, f(1.0,21)=.30,
p=.58, or between staff groups f(1.0,21)=.01,p=.91. Additionally there was no difference in
(n=11) PCC question responses within staff groups f(1.0,23)=.24,p=.63, or between staff groups
f(1.0,23)=.85,p=.36.
The following three tables present the Number (N), Mean (M), Standard Deviation (SD)
and score range for staff groups at the intervention and control facility. This shows the results
for the matched and non-matched questionnaire scores. As can be seen there were no significant
differences on the means score between the staff groups for all the independent variables
analysed.
Table 15 shows dementia delirium knowledge results for nursing staff at the
intervention and control. The total correct score for the dementia delirium knowledge questions
was 18. As can be seen the mean score is the same for both groups pre and post-test.

Table 15
Staff Pre-Post Dementia Delirium Knowledge Results
Facility

Time of testing

N

M

SD

Range

Intervention

Pre-program knowledge
Post program knowledge
Pre-program knowledge
Post program knowledge

29
31
15
9

13
13
13
13

3
2
2
2

5-17
8-18
10-18
9 -17

Control

Secondly, Table 16 shows the mean, standard deviation and range scores for the
separate likert scaled staff attitudes to dementia for HOPE and PCC for the intervention and
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control staff groups. For the Hope questions a score of 40 indicated a strongly positive
attitudinal response and a score of 8 a strongly negative response. For the PPC questions, a score
of 15 indicated a strongly positive attitudinal response and a score of 51 a strongly negative
attitudinal response. As can be seen the mean score for the Hope questions is similar for both
staff groups pre and post-test and indicates a moderately positive attitudinal response. The mean
score for the PCC questions pre and post within and between groups is also similar and indicates
a more positive attitudinal response.

Table 16
Staff Pre Post Attitudes to Dementia for HOPE and PCC
Facility

Staff pre post for Hope and PCC

M

SD

Range

Pre-program - Hope
27
21
Post program - Hope
31
21
Pre-program -PCC
27
19
Post program - PCC
31
18
Control
Pre-program -Hope
15
20
Post program - Hope
9
20
Pre-program -PCC
15
18
Post program PCC
9
17
Note. Hope scores: 40 = strongly positive and 8=strongly negative.
PCC scores: 15 = strongly positive and 51 strongly negative.

3.8
3.7
3.9
4.3
4.9
4.8
5.6
5.6

14-28
15-30
12-27
11-27
9-29
13-26
11-27
11-27

Intervention

N

Finally, Table 17 shows likert scaled staff care stress question results. There were four
likert scaled care stress questions with a score of 1 (indicating least stress difficulty) to 5 (most
stress difficulty). Therefore, the lowest total score would be 4 indicating no stress/difficulty to
the highest total score of 20 indicating extreme stress/difficulty. As can be seen the score range
for both nursing staff groups, showed a moderate to extreme stress/difficulty pre and post-test.
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Table 17
Staff Care Stress Pre Post Results
Facility

Time of testing

N

M

SD

Range

Intervention

Pre-program staff carer stress
Post program staff carer stress
Pre-program staff carer stress
Post program staff carer stress

27
29
14
9

15
15
15
15

3
3
3
3

10-20
9-20
10-20
10-19

Control

Stressful behaviours.
Staff were asked pre and post program at the intervention and control facilities to indicate
what type of behaviour they found most stressful in dealing with patients with dementia and
delirium in the preceding month. The most common stressful behaviours pre and post for staff
groups at both facilities was wandering. Table 18 on the following page lists the number and
percentages of responses. As can be seen wandering was the predominant behaviour nursing
staff found most difficult pre and post for both staff groups and the second most common
difficult behaviour was the patient “trying to get out of bed or escape”.
Table 18
Behaviours Staff found most Stressful by Facility
Behaviour

Intervention
Intervention
Post
Pre
Wandering
9 (21%)
12 (28%)
Aggression (verbal or physical)
7 (16%)
8 (19%)
Repetitive questioning
2 (5%)
8 (19%)
Repetitive behaviours
1(2%)
4 (9%)
Resisting care
2 (5%)
1 (2%)
confusion
7 (16%)
2 (5%)
disorientation
1 (2%)
2 (5%)
Emotional distress
5 (12%)
2 (5%)
Trying to get out of bed or escape
9 (21%)
2 (5%)
Unpredictable behaviours
0
2 (5%)
Total Responses
43
43
Note: Most common behaviour across facilities highlighted in bold
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Control
Pre
6 (27%)
3 (14%)
1 (5%)
3 (14%)
3 (14%)
1 (5%)
1 (5%)
1 (5%)
1 (5%)
2 (9%)
22

Control
Post
7 (44%)
2 (12%)
0
0
0
1 (6%)
1 (6%)
1 (6%)
4 (25%)
0
16

Summary of nursing staff results.
Overall the questionnaire response rate was greatly lower pre and post at the control
facility with only 17.5% matched pre post program response rate. The staff groups were not
comparable on the attribute variable of professional position or designation. There were a
greater proportion of higher designation positions completing the questionnaire at the control
facility. The staff groups were comparable on level of aged care education and experience and
dementia delirium education pre and post program. No difference was found in the independent
variables of dementia delirium knowledge, attitudes to dementia or care stress pre-post program
within or between the staff groups at the intervention and control facility. Also, staff at both
facilities found wandering the most difficult type of behaviour they had experienced in the
preceding month pre and post-test.
Volunteer Questionnaire Results
This section provides results for the pre-post education and post program volunteer
questionnaire for the three dependent variables. The first of these is dementia and delirium
knowledge of volunteers. The second is the attitudes of volunteers to dementia. The third is the
confidence of volunteers in volunteer role they were undertaking at the intervention facility. The
section presents results for the within group effect of the education pre and post program and the
effect of the volunteer program experience on the program acceptance. Questionnaire response
rates and volunteer attribute variables of previous experience are presented first, followed by the
dependant variables identified above.
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Volunteer questionnaire response rate and previous experience.
There was 100% (n=18) response rate to pre post education questionnaires and 89%
(n=16) response rate to post program questionnaire. Ten (56%) of volunteers had personally
cared for someone with dementia, four (22%) had previously or were currently working as a
volunteer and four (22%) had previous experience in paid aged care work. So a high proportion
(79%) of volunteers had previous experience either personally or professionally caring for a
person with dementia.
Volunteer knowledge and attitude results.
Changes over time in, firstly, volunteer knowledge of dementia and delirium; secondly,
volunteer attitudes to people with dementia; and, thirdly, volunteer confidence in their role was
tested at three different times. These included pre education, post education and post program
using 3 x repeated measures analysis of variance (ANOVA). The analysis also looked
separately at results for the (n=8) ‘Hope’ and the (n=11) ‘PCC’ attitudes to dementia questions
over the 3 times tested within the volunteer group. Internal consistency for each of the likert
scales was examined using the Cronbach’s Alpha. The alpha’s were strong .9 for the pre post
volunteer confidence scale and good .7, for the pre post Hope and PCC attitude scales.
No significant difference was found pre and post education or program in volunteer
knowledge of dementia, delirium, f(1.6, 28.5)=2.82, p=.08. There were six likert scaled
confidence questions with a score of 1 indicating little confidence to a score of 5 indicating great
confidence. A significant difference was found in volunteer confidence in understanding and
caring for a patient with dementia or delirium pre-program compared to post program f(1.5,
22.9)=11.78, p=.001. Volunteers indicated that they were more confident in their understanding
and ability to provide care to patients with dementia and delirium post education and post
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program. There was also a significant change in volunteer attitudes to patients with dementia
from pre-program to post program f(1.4, 19.6)=13.54, p=.001. The separate analysis of the
(n=8) Hope questions showed a significant difference pre education to post education and
program f(1.2,17.2)=4.4, p=.04, with a slightly less positive response in the mean post program.
In contrast, there was a significant difference in relation to a more positive response post
education and program to the (n=11) PCC questions f(1.3,20.3)=8.6,p=.005.
Table 19, shows Number (N), Mean (M), Standard Deviation (SD) and score range for
the volunteer pre and post education and post program dementia delirium knowledge and
confidence results. For the volunteer dementia delirium knowledge questions, the total score
was out of 12 as specific medical or nursing questions were excluded. For volunteer confidence
in understanding and caring for patients with dementia and delirium, a total score of 4 indicated
least confidence and a score of 30 greatest confidence. As can be seen volunteers indicated they
were more confident post education and post program.

Table 19
Volunteer Pre Post Knowledge and Confidence in Care Results
Area tested
Dementia/delirium knowledge

Confidence in care

Time of testing
Pre education
Post education
Post Program
Pre education
Post education
Post Program

N
18
18
16
18
18
16

M
6
8
7
21
25
27

SD
1
2
3
5
3
2

Range
5-9
4-10
0-9
18-23
23-26
25-28

Table 20 shows the number, mean and standard deviation for the volunteer attitudes to
dementia for hope and PCC. Overall volunteers showed a mid-range attitudinal response in the
Hope questions with a marginal but significant difference in the mean towards a less positive

118

attitude from pre to post test. Whereas, as is shown, there was an overall positive PCC volunteer
response with a more significant positive difference in the mean post program.

Table 20
Pre Post Volunteer Results for HOPE and PCC Attitudes to Dementia
Area tested
Dementia attitudes – Hope

Dementia attitudes PCC

Time of testing
Pre education
Post education
Post Program
Pre education
Post education
Post program

N
17
17
16
18
18
16

M
23
21
19
19
15
16

SD
3.3
4.6
2.9
4
3.5
4.3

Range
15-29
12-31
15-25
12-25
11-22
11-25

Note. Hope scores: 40 = strongly positive and 8=strongly negative.
PCC scores: 15 = strongly positive and 51 strongly negative.

Summary of volunteer responses.
There was a very high response rate pre and post program to the volunteer
questionnaire. Most volunteers had previous experience in a personal or professional role caring
for a person with dementia prior to the study. No difference was found pre post education and
post program in the volunteer dementia delirium knowledge. Volunteers were found to be
significantly more confident in their understanding and care of patients with dementia and
delirium post education and program. Volunteers were marginally less positive in attitudinal
responses to the hope questions and significantly more positive in their attitudinal PCC
responses. In combined hope and PCC responses, volunteers were significantly more positive
post education and post program.
In this section, results for the pre-post education and post program volunteer
questionnaire for three independent variables were identified – dementia and delirium knowledge
of volunteers, the attitudes of volunteers to dementia, the confidence of volunteers in the
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volunteer role they were undertaking at the intervention facility. The next section will examine
the perceptions of nursing staff and also volunteers of the program after it was completed.
Post Program Perceptions of the Volunteer Intervention
The way in which a program is perceived by those who manage or provide the program,
and also those who will benefit from the program, is important. If a program is not perceived or
received positively, it is less likely to succeed. This section provides the results of
questionnaires undertaken to measure the perceptions of nursing staff and volunteers.
Nursing staff perceptions.
At the intervention facility, nursing staff were asked post program intervention to respond
Yes or No to the question “Did you enjoy being part of this project?’. Of the 31 survey returns
(a 62% response rate), 25 participants responded to the question with (n=23, 92%) responding
‘yes’ and (n=2, 8%) ‘no’. This indicated a high positive response to the program by nursing
staff.
The two likert scaled questions post program at the intervention facility asked nursing
staff, firstly if they thought program was worthwhile and, secondly, if they thought the program
should continue. Ninety six percent of responding nursing staff either agreed or strongly agreed
that the program was worthwhile and should continue.
Nursing staff responses to program benefits.
Nursing staff at the intervention facility were asked an open ended question post program
on what were their positive or negative experiences of the volunteer program. Of the 31
questionaries returned (a 62% response rate), there were (n=23, 74%) responses to the open
ended question. The 23 open ended question responses where coded into positive, neither
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positive nor negative or negative for, firstly, program impact on staff or patients or the combined
impact on staff and patients and, finally, staff perception of volunteers. There were a total of 30
coded responses. The content of all the coded open ended responses is included in (Appendix
N). Table 21 provides detail on the number of positive, neither positive nor negative and
negative responses in relation to the four codes. As can be seen the majority of responses were
positive, particularly comments related to impact of the program for both staff and patients.

Table 21
Coding Results for Staff Perception Post Program
Code for nursing staff open
ended question response

Positive

Neither
positive or
negative

Number of comments related
4
to patients only
Number of comments related
to staff only
2
5
Number of comments related
11
to staff and patients
Number of comments related
to volunteer interaction
6
Total comments
23 (77%)
5 (17%)
Note: Percentages have been rounded to nearest decimal point

Negative

1

1
2 (7%)

The coded responses were then analysed for common themes. There were five common
themes identified. The first of these were improved quality of care for patients. The second was
better patient outcomes. The third was the assistance and support for staff. The fourth was
reduced pressure on time for staff. Finally, the fifth theme identified was assistance with
nutrition and hydration. Overall nursing staff perceived that patients had better outcomes and
were more settled with volunteer support. In addition, staff felt the volunteers lessened their
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workload by supporting and assisting them in their care of patients. The following example of
statements reflects this:

Program took away a lot of pressure from nursing staff. The pts were more
settled because they had one to one care. Also pts were accompanied in their
meal times which resulted in them having a better dietary intake - nurses don't
have enough time to provide this supervision time.

It highlighted need for increase in care - one on one. The increased care
provided by the volunteers was exceptional. I believe it complimented what we
did really well. The personal one on one approach was excellent and had a
significant impact on pt outcomes.

There was a better quality of care given to all patients when dementia care
workers/volunteers were able to help. Less stressful workload as they help
assist with feeding, monitoring and comforting the patient.

Summary of the perceptions of nursing staff.
A high proportion of respondent nursing staff (92%) enjoyed being part of the program
and 96% agreed that the program was worthwhile and should continue. Staff strongly perceived
the program to be beneficial for patients in their practical and emotional quality of care. In
addition nursing staff found the program to lessen pressure on their workload and in doing so,
was supportive and assistive to them in their patient care.
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Volunteers Perceptions
The volunteers were asked a closed ended question on whether they enjoyed being part of
the project and the two likert scaled questions as staff for whether the program was worthwhile
and should continue. All 16 volunteers respondents enjoyed being part of the project and 100%
either strongly agreed (n=14) or agreed (n=2) that the program was worthwhile and should
continue.
The volunteers were asked an open ended question post program on their positive or
negative experiences of being a volunteer for the project. Of the 16 questionaries returned (an
89% response rate), there were (n=16, 100%) responses to the open ended question. The open
ended question responses were manually coded into benefits, difficulties and suggestions for
improvement under five different headings. These were: patient outcomes; staff interactions;
volunteer experience; volunteer program process and family/carer outcomes. There were a total
of 31 coded responses. The content of all the coded open ended responses is included in
Appendix O. Table 22 provides the coded results for the benefits, difficulties and suggestions
for improvement under the five codes that were created. As can be seen the majority of
volunteers responses were positive in respect to the benefits of their involvement in the program.

Table 22
Coding for Volunteer Post Program Perception Responses
Code for volunteer open
Benefits
Difficulties
ended question response
Patient outcomes only
13
Staff interactions
1
Volunteer experience
11
Program process
1
1
Family/carer outcomes
2
Total comments
28 (90%)
1 (3%)
Note: Percentages have been rounded to nearest decimal point
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Suggestions for
improvement

2
2 (6%)

Common themes were then identified. The three main themes identified were: firstly,
volunteer enjoyment in their interactions with patients; secondly, personal reward and
satisfaction they experienced in their role; and thirdly, positive patient response. The following
volunteer statements reflect this:

The benefits I experienced working with the patients is to see the change they
go through. Some patients on the program, when first admitted are anxious,
insecure, suspicious and lacking of trust. After a period of time with them one
sees the unfolding of trust, love, respect and cooperation. Very rewarding.

I really enjoy every aspect of this programme. I like the challenges we come
up against. I also like the fact I'm helping others. I am finding the paperwork
very useful. It helps us all with each other by ways of contact - very
resourceful.

Enjoyed interactions with patients: learnt a lot about interacting with different
people; believe program really makes a difference to quality of people's
hospital stay.

Summary of the post program perceptions of volunteers.
All responding volunteers viewed the program to be worthwhile and that it should
continue. Volunteers perceived their role to have a positive impact on patients, enjoyed their
interaction with patients and experienced a sense of personal satisfaction and reward in their role.
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So far in this chapter, a statistical analysis of results from the data collected from patients,
staff and volunteers has been provided. There were four sections, with the first providing the
patient results, the second providing the staff results, and the third providing the result from
volunteers. Finally, perceptions of the program after its completion have been provided. In the
next section, the four research hypotheses are tested in light of these results.
Hypothesis Testing
The primary aim of this quasi-experimental control group study design was to establish
and train a group of volunteers in a person centred care approach to supporting people with
cognitive impairment (or at risk of same) and compare outcomes with a control hospital which
did not have volunteers. There were four sub-aims of the study. The first of these was to assess
the effectiveness of the volunteer training. The second of these was to describe the impact and
acceptability of the program for hospital nursing staff and volunteers. The third aim was to
describe the structure and reach of the volunteer program. The fourth was to determine the
resource requirements for replication of the program.
Four hypotheses were being tested. Hypotheses one and two were tested to answer the
research question: can a person centred dementia delirium hospital volunteer program improve
the outcomes for patients and their professional carers in a rural hospital? Hypothesis three
tested the effectiveness of the volunteer training. Finally, hypothesis four the impact and
acceptability of the volunteer program by nursing staff and volunteers. In the next section, each
of these hypotheses will be examined in turn in light of the results provided above.
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Hypothesis 1.
The first hypothesis was that patients receiving the intervention would differ in their
measured outcomes compared to the control group. To measure this, a medical record audit tool
was utilised. Comparison of demographic characteristics were analysed using the independent ttest and the Chi Square test was used to compare the clinical characteristics of the patient groups.
The intervention and control groups were comparable in age, diagnosis of delirium and SMMSE
scores.
Conversely, the groups were not comparable in relation to gender, dementia diagnosis
and number who had cognition screening completed. There were a significantly greater number
of females and patients with a diagnosis of dementia at the intervention facility. In addition,
there were significantly more patients who had cognition screening conducted and a greater
percentage recruited with identified cognitive impairment at the control. For this reason, the
intervention and control groups were not comparable (matched) on all demographic and clinical
characteristic variables. The Chi Square test was used to analyse outcome correlations between
the patient groups for number of patients who fell and total number of falls, antipsychotic
medication use and death rates. In contrast, differences in mean length of stay (LOS) were
analysed using the independent t-test. No difference was found in the patient outcome variables
analysed of LOS, incidence and number of falls, antipsychotic use or death rates between the
patient groups. As such, Hypothesis 1 cannot be supported by the results of this study.
Hypothesis 2.
The second hypothesis was that nursing staff at the intervention facility would show a
difference in their dementia delirium knowledge, attitudes to dementia and level of care stress
post program and in comparison to nursing staff at the control. A pre post questionnaire
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consisting of multiple choice dementia delirium knowledge questions and likert-scale questions
for attitudes to dementia and care stress was the measure used. The Chi Square test was used to
analyse correlations for the attribute variables of staff designation, education and training
between groups. Staff groups differed in the attribute variable of designation with a greater
number of higher designation staff completing the questionnaire at the control facility. The staff
groups at the intervention and control were comparable in aged care training and experience pre
post and between groups. The matched questionnaire response rate was low (37%) at the
intervention and (17.5%) at the control. Overall the questionnaire response rate was much lower
at the control.
A two way repeated measures ANOVA was used to analyse three items. The first was
the within group effect of the volunteer intervention on nursing staff pre post at the intervention
facility. The second was the within group changes pre post at the control. The third was the
between group changes for the intervention and control facility. No difference was found within
or between nursing staff groups for the intervention and control in dementia delirium knowledge,
attitudes to dementia or care stress. Therefore, hypothesis 2 is not supported by the results of
this study.
Hypothesis 3.
The third hypothesis was that volunteers would show a difference in their dementia
delirium knowledge, attitudes to dementia and care confidence post education and program. A
questionnaire consisting of multiple choice dementia delirium knowledge questions and likertscale questions for attitudes to dementia and care confidence was the measure used. The
measure was tested with the volunteer group at three time intervals, pre and post education and
post program. There was a 100% pre post education and 89% post program questionnaire
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response. Changes over time in volunteer dementia delirium knowledge, attitudes to dementia
and confidence and understanding in caring for patients with dementia and delirium was
analysed using 3 x repeated measures ANOVA. No difference was found in the multiple choice
dementia delirium knowledge questions. A significant difference was found in there being a
more positive attitude to dementia post program compared to pre-program f(1.4, 19.6)=13.54,
p=.001. In addition a significant difference was found in that volunteers were more confident in
their understanding and care of patients with dementia and delirium post education and post
program f(1.5, 22.9)=11.78, p=.001.
Based upon these figures, then, hypothesis 3 is supported by the results of this study.
This support is only partial, however, and provided in relation to a difference in volunteer
attitudes and confidence post program. The hypothesis is not supported in respect to the results
for difference in volunteer dementia delirium knowledge.
Hypothesis 4.
The fourth hypothesis was that staff and volunteers at the intervention facility would
positively perceive and accept the intervention program. A measure on program acceptance and
perception was included in the post program questionnaire for staff and volunteers at the
intervention facility. It included one close-ended Yes or No question asking staff and volunteers
if they enjoyed being part of the program, two likert-scale questions related to worthwhileness
and continuation of the program and one open ended questions asking staff and volunteers about
their experience of the program. Of the 23 responding staff, 92% responded that they enjoyed
being part of the program and 96% either agreed or strongly agreed that the program was
worthwhile and should continue. Seventy seven percent of nursing staff perceived the program to
have benefits to patients and/or staff.
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One hundred per cent of volunteers enjoyed being part of the program and agreed or
strongly agreed that the program was worthwhile and should continue. Ninety per cent of the
volunteers perceived the program to be beneficial for patients, family/carers and/or themselves.
Based upon these figures, hypothesis 4 is supported by the results of this study.
Summary of Results Chapter
This chapter reported on the statistical analysis of this quasi experimental control group
study design. The study measures collected data from the three sample groups of patients,
nursing staff and volunteers. The results were reported in four sections, with these related to the
results of the patients, the nursing staff, the volunteers, and program acceptance. This was
followed by a review of the results in light of the four hypotheses.
The post-test patient results found the intervention and control groups to be comparable
in age, diagnosis of delirium and SMMSE scores. Conversely, the groups were not comparable
in gender and dementia diagnosis as there were significantly more female patients and patients
with a diagnosis of dementia at the intervention facility. In contrast, there were significantly
more patients who had cognition screens completed with the SMMSE, as well as a greater
percentage of patients recruited with identified cognitive impairment at the control. In relation to
patient outcomes, there was no difference found between the two patient groups in LOS,
incidence and rate of falls, use of antipsychotic medication and death rates. It was found that the
majority of patients who fell at both facilities had a delirium and that most falls occurred outside
the volunteer shift times at both facilities. The overall statistical power in the analysis of falls
was affected by the small numbers analysed.
For the nursing staff pre-test and post-test within and between groups results, the
questionnaire response rate was greatly lower pre and post at the control facility with only 17.5%
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matched pre post program response rate. The staff groups were not comparable on the attribute
variable of professional position or designation. There were a greater proportion of higher
designation positions completing the questionnaire at the control facility. The staff groups were
comparable on other attribute variables. No difference was found in the dependent variables of
dementia delirium knowledge, attitudes to dementia or care stress pre-post program within or
between the staff groups at the intervention and control facility. Staff at both facilities found
wandering the most difficult type of behaviour they had experienced in the preceding month pre
and post-test.
The volunteer results for the three time interval tested at pre and post education and post
program had a very high questionnaire response rate. No difference was found pre post
education and post program in volunteer dementia or delirium knowledge. Volunteers were
found to be significantly more confident in their understanding and care of patients with
dementia and delirium post education and program. Volunteers were significantly more positive
in their PCC attitudes to dementia responses post program.
In relation to post program acceptance, 92% of respondent nursing staff enjoyed being
part of the program and 96% agreed that the program was worthwhile and should continue. Staff
strongly perceived the program to be beneficial to the quality of care, both practical and
emotional for patients. In addition nursing staff found the program to lessen pressure on their
workload and in doing so, was supportive and assistive to them in their patient care. Also in a
positive vein, all volunteers thought the program to be worthwhile and should continue.
Volunteers perceived themselves to have a positive effect on patient outcomes, enjoyed their
interactions with patients and experienced positive personal reward and satisfaction in their role.
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Based on the statistical data collected and analysed for this study, hypothesis 1 and 2
were not supported. On the other hand, hypothesis 3 was partially supported and hypothesis 4
was fully supported.
In the next and final chapter, these results will be discussed in relation to the literature
and study limitations. This will include the implications of the results for future practice in the
provision of person-centred care to the older patient with a cognitive impairment who is being
cared for in a rural hospital. The limitations of the research will be identified and discussed. In
conclusion, recommendations for future research will be made.
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Chapter 5: Discussion and Conclusion

This chapter, the final in this dissertation, provides a summary of the study, its design
and intervention, and also the results it generated. This summary is followed by a discussion,
which considers the results in light of the research question and aims of the study. Following
this discussion, issues that arose as part of the implementation of the project are examined
together with the implications of the volunteer intervention. In conclusion, due consideration is
given to the limitations of the study, with recommendations for future research provided to
ensure the outcomes achieved by the project are generated well into the future.
Summary of the Intervention Study
In the introductory chapter, it was noted that the impetus for the person-centred care
volunteer intervention study arose within a clinical context that related to the researchers
experience of caring for a particular patient with dementia in a rural hospital. The adverse
outcomes this patient experienced and the challenges staff faced in meeting the patients
emotional care needs, led to the reflective realisation that more supportive care was needed for
patients and staff. The concept of using volunteers was formulated during discussions with a
colleague from Alzheimer’s Australia NSW, which centred on the hospital care of patients with
dementia and how practice could be changed.
Substantial support for the idea was identified through a review of the literature, the
findings of which were described in chapter 2. Firstly, the research evidence shows that there is
an increase in prevalence and the associated special care needs of patients with cognitive
impairment in hospitals. Secondly, there are particular challenges faced by smaller rural
hospitals, including the higher ageing demographics and limited access to specialist resources
133

and staff reserves when compared to urban areas. Thirdly, admission of the person with
cognitive impairment to hospital exposes that person to increased stress and vulnerability to
adverse outcomes. Fourthly, the constraints of time and difficulty experienced by nursing staff
in providing the emotional and practical care needs that form an integral part of person-centred
care are also an issue. Fifthly, there is a well-established clinical need to implement and evaluate
person centred models of care that support patient well-being and also staff. Finally, there is also
empirical support related to the benefits of using volunteers in structured patient programs in
hospitals.
Based upon the findings of the literature review, four hypotheses were developed for
testing. The first was that there would be a difference in patient outcomes in response to the
intervention. The second was that there would be a difference in nursing staff knowledge of
dementia and delirium, attitudes to dementia and care stress in response to the education and
other professional development provided as part of the intervention. The third was that there
would be a difference in the knowledge of volunteer who were part of the intervention in relation
to dementia and delirium, the confidence of the volunteers in providing care to people with
dementia, and the attitudes of the volunteers towards people with dementia. Finally, it was
hypothesised that there will be a positive perception and acceptance of the program by staff and
volunteers located at the intervention facility. The research question asked was; can a personcentred dementia and delirium hospital volunteer program improve the outcomes for patients and
their professional carers in a rural hospital?
A quasi-experimental control group study design was used and described in detail in
Chapter 3. The study had a number of aims. First and foremost, the aim of the project was to
establish and train a group of volunteers in a person-centred care intervention to support people
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with or at risk of cognitive impairment and compare outcomes for patients and staff with a
control hospital at which a volunteer program had not been established. The study also aimed to
assess the impact of the volunteer training program for the volunteers, the impact and
acceptability of the program for staff and volunteers, the structure and reach of the program and
the resource requirements for replication of the volunteer program.
The hospital volunteer program intervention was commenced at Bega Hospital, the
intervention facility, in May 2009. The outcomes of 64 patient participants who received the
volunteer intervention over a six month period at the intervention facility were analysed. These
findings were compared to 53 patient participants at Moruya Hospital, the control facility.
Additional measures compared nursing staff outcomes related to knowledge about dementia and
delirium, attitudes to people with dementia, and care stress levels pre- and post-program, at both
facilities. Volunteer measures for knowledge about dementia and delirium, attitudes towards
people with dementia and confidence in providing care to people with dementia or delirium were
applied at three intervals, pre- and post-education and post program. Although the collection of
data was undertaken over 6 months only, the volunteer program is now successfully continuing
at Bega Hospital two and a half years after the implementation.
Summary of the Results
Results from the descriptive statistical analysis were provided in chapter 4. These
results were generated through utilisation of the Chi Square and independent t –test. The patient
groups were not matched on all demographic and clinical characteristic variables. No significant
difference was found between the patient groups on LOS, incidence and number of falls,
antipsychotic use or death rates.
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Two way repeated measures ANOVA was used to analyse the within and between
group differences for the nursing staff at the intervention and control facility. The staff groups
were not comparable on the attribute variable of staff designation, as there were greater numbers
of staff with higher professional designations completing the questionnaire at the control facility.
No difference was found in knowledge of dementia and delirium, attitudes to people with
dementia or delirium or care stress within and between the nursing staff groups. A three times
repeated measures ANOVA was used to analyse the volunteer outcomes pre- and post-education
and post-program. No difference was found in knowledge of dementia or delirium at the three
intervals tested.
It was found that volunteers were significantly more positive in their attitudes to
dementia post program and had significantly greater confidence in their understanding and care
for patients with dementia and delirium post education and post program. The volunteer
intervention was highly accepted by nursing staff and volunteers with 96% of staff and 100% of
volunteers agreeing that the program was worthwhile and should continue. Volunteers perceived
that they had a positive effect of patient outcomes, enjoyed their role and felt a sense of
achievement and personal reward.
Nursing staff perceived the program to support better patient outcomes and was
supportive and assistive to them in their patient care. This in turn alleviated their workload in the
care of this patient group.
Discussion
In this section, the implications of the results of the volunteer intervention are discussed.
Aspects of the intervention to be discussed include the impact of the intervention on the levels of
stress experienced by staff at work, patient outcomes, the knowledge and attitudes of nursing
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staff, and the knowledge and attitudes of the volunteers. This will be followed by a description
of the limitations of the study and recommendations for future research. The chapter will
conclude by reiterating the positive outcomes of the project. This will include a description of
the reach of the volunteer intervention and possibilities for replication of the volunteer program
in other rural areas. In conclusion, changes that have already been made in response to the
findings generated will be outlined.
Impact of intervention on staff stress levels.
A number of papers have identified the constraints nursing staff are under and the
concerns they have in providing supportive and safe care to complex confused older patients in
acute care (Borbasi et al., 2006; Byers & France, 2008; Davies et al., 2005; Day et al., 2008;
Fessey, 2007; Jones et al., 2006; Schofield, 2008). The frustrations, difficulties and stress which
staff experience when they do not have the time, confidence or skills to provide the necessary
care for these patients, has been shown to have an impact on staff stress levels, job satisfaction as
well as patient outcomes (Borbasi et al., 2006; Byers & France, 2008; Jones et al., 2006). Many
staff stated that the volunteers complemented and supported their role, which in turn reduced
their workload and led them to feel better about the safety and quality of care the patients were
receiving. One staff member stated that the program assisted them to feel more confident about
dealing with delirious patients which inferred that staff gained more confidence in their practice
from observing how the volunteers supported program patients. In addition, there were
references made by staff and volunteers in their questionnaire responses about nutrition and
hydration benefits for patients. These comments support studies which have used volunteers to
provide targeted feeding assistance aimed at improving the nutritional intake for elderly patients
have provided positive results (Walton et al., 2008; Wright, et al., 2008). Even though this was
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not the aim or an outcome of this study, given the results of the program perception by nursing
staff and volunteers of improvements in nutrition, it would be an appropriate outcome measure
for any future studies based on this model.
In contrast, the staff stress scaled question responses were not significantly altered by
the introduction of the intervention. There are a number of possible reasons for this. One of
these may be that, even with staff at the intervention facility perceiving the program in a positive
light, they nevertheless found that caring for patients with dementia and delirium to be difficult,
in particular those patients with wandering or aggressive behaviours. This suggestion is
supported by other studies, where the wandering of the patient and aggressive behaviours against
the backdrop of competing task demands and the unsecured hospital environment was found to
pose particular challenges for staff (Cassidy et al., 2001; Davies et al., 2005; Jones et al., 2006).
The result that staff stress was not significantly reduced by the intervention and the possible
reasons why also suggests the need for targeted staff education around managing particular
behaviours that are more common in acute care, as well as canvassing models of care that can
better support the safety of these patients and strategise the resources of nursing staff in
providing care.
Impact of the volunteer training and program on volunteers.
The results of the study found that the volunteer training program improved the
volunteer’s confidence in their role and their person centred care attitudes post program.
Importantly, the volunteers both enjoyed interacting with patients and felt a sense of personal
satisfaction in their role. Although there has been widespread use of volunteers in health care
settings (NHMRC, 3003), there are limited studies examining perspectives of volunteers in these
settings and in particular rural settings (Prabhu et al., 2008). The South Australian study by
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Giles et al. (2006) analysed volunteer journal entries and the outcomes of a satisfaction survey in
evaluating volunteer perspectives in their role as companions to prevent falls. Volunteer
enjoyment, a perception that they contributed to improved patient care and a sense of personal
satisfaction in their role was also found in the results of Giles et al. (2006). The attrition rate of
volunteers over the four month period of their study was high, with only 60% (n=19) of
volunteers retained at the end of the study and a 50% survey response rate. In contrast, in the
current study all volunteers were retained over the six month study period and there was an 89%
questionnaire response rate post program.
In spite of recommendations made in a previous Australian study to explore the use of
volunteers in supporting patients with dementia in acute care (Jones et al., 2006), no studies were
found which used volunteers to enhance person centred care for patients with dementia in the
acute care setting. Studies to date using volunteers for improving patient outcomes in acute care
have focused on falls prevention, delirium prevention and feeding assistance (Caplan & Harper,
2007; Giles et al., 2006; Inouye et al., 1999; Tzeng & Yin, 2008a; Walton et al., 2008; Wright et
al., 2008).
Impact of the intervention on patient outcomes.
The results of the analysis showed no significant difference in the patient outcomes that
were analysed, including length of stay, number of patients who fell and total number of falls,
use of antipsychotic medication and death rates between the intervention and control groups.
Though, the two patient groups were not comparable in gender, diagnosis of dementia and rates
of cognition screening with the SMMSE.
Examination of gender in relation to dementia diagnosis in Australia has shown a higher
percentage of females with a principle and additional diagnosis in the 80-84 years and 85-89
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years age groups, this being attributed to greater longevity for women. However, when aged
standardised national population rates have been applied to the crude rate of hospital separations
for patients with either a principle or additional diagnosis of dementia the rates of dementia
diagnosis for men were marginally higher across all age groups (AIHW, 2007). The
relationship of age and gender in respect to diagnosis was not examined in this study, so no
conclusions in relation to gender differences can be drawn from this result.
The increased proportion of patients with a diagnosis of dementia at the intervention
facility cannot be fully explained. A diagnosis of dementia was defined by either the medical
officer’s notation upon admission or documentation in the patient’s health summary. Therefore
it should not have been influenced by the researcher’s involvement or assessment. The medical
record auditing process for the research only examined the records for the admission(s) during
the six month study period at both the intervention and control. What was inadvertently noted
during the auditing process at both facilities was that a diagnosis of dementia had in some cases
been recorded in an earlier admission but this information was not carried forward to subsequent
admissions. Prior admission details (preceding the six month study period) were not recorded in
the medical record audit measure, so a previous admission recording of a diagnosis of dementia
was not captured. This raises concerns about the reliability of the audit tool and procedure for
data collection in respect to accuracy of dementia diagnosis.
Whilst there was no difference in cognition screening scores between the two patient
groups, there were a greater number of patients recruited at the control with identified cognitive
impairment but without a diagnosis of dementia. This is likely to be due to the finding that there
were significantly more patients at the control facility who had cognition screening completed.
Routine cognition screening on all admitted patients greater than 65 years of age is a
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recommendation of the Australian Clinical Practice Guidelines for the Management of Delirium
in Older People (AHMAC, 2006) and is included in the Australian Delirium Care Pathways
(AHMAC, 2010). As such, routine cognition screening has been included in the health service
delirium policy and associated procedures since 2009 (Greater Southern Area Health Service
[GSAHS], 2009). Notwithstanding this, in clinical practice there continues to be variation in
respect to compliance with policy. This is evidenced by the differences in cognition screening
rates between the intervention and control facilities.
It is recognised nationally and internationally that there are many patients who have
dementia, without having a formal diagnosis, particularly in the case of early dementia (AIHW,
2007; Boustani, Peterson, Hanson, Harris, & Lohr, 2003; ADI, 2009). For this reason, even
though there was no difference in cognition screening scores between the groups, the increased
proportion of patients who had cognition screening completed at the control facility may have
resulted in uncovering a higher proportion of patients with cognitive impairment. What these
results do highlight is the importance of recommendations within current delirium guidelines for
the conduct of routine cognition screening for older patients on admission to hospitals. The
rationale for this being to both identify cognitive impairment as a risk factor for delirium as well
as the early identification of undiagnosed dementia (AHMAC, 2006; AHMAC, 2010; NICE,
2008).
The differences in comparability of the patient groups does pose limitations to the
overall results for the patient outcome variables of falls, length of stay, use of antipsychotic
medication and death rates. When it is taken into consideration that the intervention group had a
significantly higher number of patients with dementia, together with patients with dementia and
superimposed delirium, it is reasonable to conclude that there would be a correspondingly higher
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number of patients who were at risk for falls, increased LOS and increased use of antipsychotic
medication. This suggestion is supported by findings on other studies of the direct correlation
between a diagnosis of dementia and delirium with increased rates of falls, LOS and resource
utilisation (Härlein et al., 2011; Hill et al., 2007; Miller et al., 2004; Schofield, 2008). In saying
this, though, the interrelationship of coexisting factors, including advancing age, gait imbalance,
visual impairment, type and severity of dementia, and use of antipsychotic medication, all of
which are recognised as contributing to falls in patients with dementia, were not analysed in this
study (ACSQHC, 2009, Fisk et al., 2002, Hill et al., 2007). Based on the studies into adverse
outcomes for patients with dementia and delirium, which recognise the influence of coexisting
factors, such a conclusion could have provided more conclusive results in respect to falls and
LOS (Härlein et al., 2011; Hill et al., 2007). Additional limitations of the study are described in
a later section.
At this point, however, it is interesting to note that the majority of the falls that occurred
during the study were outside the time frame of a volunteer shift, occurring either late evening or
overnight. The majority of patients who fell had a diagnosis of delirium or delirium
superimposed on dementia. The alteration of sleep wake cycle with increased confusion and
agitation occurring late evening and overnight are recognised key features of delirium (AHMAC,
2006; Fick et al., 2007; Inouye, 2006; VIHA, 2006). Even so, the finding from this study that
falls more often occurred when the volunteers were not in attendance, raises the question of the
impact of the volunteer program upon the incidence of falls. The impact of sitters or volunteer
companions in reducing falls has been examined in other studies, with the evidence on their
effectiveness found to be inconsistent (Evans, 2008; Giles et al., 2008; Tzeng et al., 2008).
While this study would seem to support this inconsistency, it is important to acknowledge, that
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the patient groups analysed were not matched and were at much greater risk for falls due to the
presence of cognitive impairment (ACSQHC, 2009). In addition, the small number of
participants in the current study has affected the statistical power of the results, as both
parametric and non-parametric testing of small sample sizes can result in either inaccurate or
higher P values (Motulsky, 1995). Nevertheless, the clinical results for falls did show a trend
towards reduced falls at the intervention facility. It would be useful, then, to further analyse
whether the volunteer program had any impact on reducing day time falls rates by assessing the
rate of falls over the subsequent six to twelve month period post program at the intervention
facility. In general, the results of this study have potential implications for systems of clinical
governance in relation to the prevention of falls, and monitoring of patients with cognitive
impairment during late evening and night shift times.
Overall though, without further analysis of the interrelationship of other recognised
variables impacting on the patient outcomes analysed, as well as the differences in key
demographic and clinical characteristic variables between the two patient groups, it is recognised
that there is a major internal validity threat based on instrument and selection bias for the patient
outcome results (Borbasi & Jackson, 2008; Polit & Beck, 2011). The instrument bias is related
to the medical record audit process of obtaining dementia diagnosis from the current admission
only. Whereas, the selection bias occurred as a respect of the significant differences in clinical
characteristics between the patient groups. Compounding this is the fact that the behaviour
monitoring measure could not be used in the data analysis due to completion compliance and
data quality issues. This disappointingly impacted on the ability to measure an important
outcome variable for the patient sample group. Given these internal validity limitations it is not
feasible to draw any clear conclusions from the patient outcomes results.
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Impact of the intervention of nursing staff knowledge and attitudes.
The analysis showed no significant change in the nursing staff knowledge or attitudes
within or between the staff groups. The overall pre and post questionnaire response rates at the
control facility were disappointingly low, with a very small respondent sample size. The
matched pre and post response even lower, at 17.5%, resulting in a high rate of potential non
response bias (Gillis & Jackson, 2002; Polit & Beck, 2011; Schneider & Elliott, 1999).
In spite of the overall response rate at the intervention facility being much higher, the
matched pre and post response rate of 36% potentiated a non-response bias (Fincham, 2008;
Polit & Beck, 2011). The notion that the control staff group may not have seen a benefit for
them in relation to the study is seen as the main reason influencing the low response rate. In
addition, the nature of the survey distribution at a remote site in association with the time
limitations of a single researcher influenced the ability for questionnaire follow up and
reminders, known to enhance survey response rates (Fincham, 2008; Polit & Beck, 2011).
Furthermore, there were significantly more nurses who marked ‘other designations’, including
CNCs, CNS and a NUM, when completing the questionnaires at the control facility. These
designations applied to staff with advanced level of practice and clinical knowledge. This
attribute difference between the responding intervention and control group poses an internal
validity threat in respect to non-equivalence of control nursing staff group.
In addition, the structure of the delirium knowledge multiple choice questions which
required that multiple right answers all be selected to have a correct question score, would have
complicated the data analysis. To reduce the instrument bias associated with this, these
questions were removed. Nevertheless, it is recognised that this affected the sensitivity of the
questionnaire resulting in a threat to the instrument validity (Polit & Beck, 2011). Therefore in
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this study, the non-equivalence of the nursing staff groups, in association with the threat to the
instrument validity and the non-response bias, limits any real conclusions that can be drawn from
these results.
Impact of training on knowledge and attitudes of volunteers.
The analysis showed that whilst there was no difference in volunteer dementia and
delirium knowledge pre and post program, there were higher scores in their levels of confidence
and understanding in caring for the patient with dementia and delirium post program. There
were also improvements in scores related to the person centred attitudes of the volunteers post
program. Even though the numbers being analysed were relatively small, the high response rate
reduced the risk for overall bias and supported the strength of these results (Polit & Beck, 2011).
The finding of no significant change in knowledge of dementia and delirium pre and post
program could in part be due to the previous experience that most of the volunteers had in caring
personally or professionally for a patient with dementia. Though other studies evaluating the
impact of volunteer training programs in the area of dementia could not be found, the importance
of investing in volunteer training and ongoing education has been highlighted in other studies
and volunteering guidelines (Giles et al., 2006; Hotchkiss et al., 2009; NHMRC, 2003;
Warburton & Cordingley, 2004).
In this section, the limitation of the study not already discussed will be described. Those
limitations that have been noted include: the differences in comparability of the patient groups;
the internal validity threats; and the nature of the survey distribution at a remote site in
association with the time limitations of a single researcher, which restricted the number of
reminders sent out to enhance survey response rates. Other study limitations will be expanded
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on in this section. This will be followed by recommendations for future research in this very
important area of health service provision.
Limitations of Study
There were many limitations in this study. The study design and the scope of the study
particularly in relation to the single researcher’s capacity in recruiting patients and distributing
and collecting nursing staff questionnaires across two sites contributed to these limitations. The
quasi-experimental control group design of this study resulted in major internal validity threats to
the patient sample and staff sample. Although these limitations were acknowledged in the
planning of the methodological design of this study, the extent of the validity threats were not
anticipated. The resource limitations of the researcher in particular, restricted the capacity to
ensure the completion of cognition screening for patient participants who did not have a
dementia diagnosis. Further to this, as already noted, these same restrictions reduced the
researcher’s capacity to send out reminders to nursing staff to return their questionnaires. This
led to a disappointing response rate at the control facility and consequent response rate bias. The
relatively small sample size in association with lack of power analysis applied for the patient and
staff sample groups, potentiates the risk of Type II error. This means that the acceptance of the
null hypothesis in this study for those results using inferential statistics may have been false
(Polit & Beck, 2011). Additionally, as previously discussed, the instrument bias of the medical
record audit and dementia and delirium knowledge measure as well as the inability to use the
behavioural monitoring measure due to lack of compliance and poor data quality are recognised
as important limitations.
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These limitations, though, also provide the opportunity to reflect and identify changes
that could be made to improve future research. These changes will be provided in the form of
recommendations in the next section.
Recommendations for Future Research
A number of recommendations have been developed as part of this study, to support
future research in this area. These recommendations relate largely to the methodological
approach taken in the study and also the scope of the study.
Firstly, whilst randomisation of the sample groups would have strengthened the study
design, it is recognised that this type of study design was not conductive to randomisation. As
was discussed in chapter 3, in which the rationale for the methodology was provided, a stronger
design to minimise differences would have been to collect patient outcome data over six months
for assigned patients at the intervention facility before the intervention was implemented, then
implement the intervention and collect patient outcome data for the six months of the
intervention.
Secondly, the scope of this study was too large for one unfunded researcher. This
resulted in high stress levels for the researcher and also in the collection of much data with
limited opportunities for analysis. This issue was particularly problematic in relation to the
patient outcome data. Empirical support would have been strengthened by focusing on the
patient outcome data in more detail, and using regression analysis to examine the
interrelationship of coexisting variables for the outcome variables of falls, length of stay and
antipsychotic use.
It is most certainly hoped and anticipated that future research will be undertaken in the
area of person-centred care volunteer intervention in small rural hospitals. The findings of this
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research, even with the limitations identified above, provide evidence to support the need for
additional research together with the implementation of similar programs across Australia.
Reach of the Volunteer Program Intervention
The dementia and delirium hospital volunteer program was successfully implemented at
the Intervention facility for the six month study period. The intervention provided person
centred one to one emotional support and cognitive stimulation as well as practical assistance
with meals and fluids to patients. The volunteers provided care over two shifts 5 days/week
Monday – Friday. Their shifts covered peak busy times of the day, including all meal times, the
more busy morning period and evening settling time. On average the volunteers provided
support to 3.5 patients per shift with a range of one to seven patients assigned per volunteer shift.
The average LOS for patients assigned a volunteer was 15 days with a range of 3 – 54 days.
Earlier reference was made to research findings which suggest that staff education alone
is not enough to provide a person centred approach to care of people with dementia in acute care
(Packer, 2000). Equally important is supporting the provision of person-centred care in the
implementation of system and environmental changes as well as organisational policies which
supports person centred care in practice (Higgins et al., 2007; McCormack, 2003; McCormack &
McCance, 2006; Norman, 2006; Peek et al., 2007; Schofield, 2008; Willick & Willick, 2007).
In this context, the person centred care volunteer model used in this study has been
shown to be supportive of staff in their care resulting in high acceptability and perceived
improved patient outcomes. The model is underpinned by person centred care principles which
recognise the importance of emotional security and care for the person with cognitive
impairment. The focus on person centred care in the volunteer training and the use of the
personal profile for the Intervention facility patients provided essential information for
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volunteers to use in understanding the person, their values and attachments and their emotional
security needs. The volunteer feedback statements are indicative of the role satisfaction and
enjoyment they experienced in their interactions with patients, and support other volunteer
research identifying the personal and reciprocal benefits of volunteering (Onyx & Warburton,
2003; Warburton & Cordingley, 2004). The rural nature of the program as well as the
predominately more mature age of the volunteers, meant that volunteers often found they had
knowledge of the patient and/or their family which in turn supported connectedness and
communication with patients. This makes the program particularly suited to smaller rural
settings. The staff feedback communicated that patients were more settled with volunteer
support and were perceived to have better outcomes with references made to improvements in
hydration, nutrition and safety of patients. With the continuation of the Program, the volunteers
are now very much seen as part of the care team.
The ongoing consultation and feedback mechanisms implemented for staff and
volunteers in the establishment and implementation of the program were central to the success
and subsequent program continuation. These processes are important change management
practices (Daly, Speedy, & Jackson, 2004; Robbins, Bergman, Stagg, & Coulter, 2003) and
resulted in the early identification and addressing of any problematic program implementation
issues as they arose. Future program establishment in other facilities should incorporate a
consultative working group with ward staff, management representatives and other key staff.
Support, supervision and effective feedback communication systems are important management
principles in maintaining volunteer programs (NHMRC, 2003). From the researcher’s
experience, this has been and will continue to be a key component for maintaining continuation
of the program.
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The program continuation in itself has become a mechanism for staff to consider and
complete cognition and delirium screening in assessing patient eligibility for the program. The
implementation of this model using a partnership approach with ALZNSW is a way of
combining organisational resources, fostering supportive professional collaboration and
facilitating organisational change towards achieving some of the better outcomes advocated by
Glenn Rees (2010) and others (Higgins et al., 2007; McCormack, 2003, McCormack &
McCance, 2006; Norman, 2006; Peek et al., 2007; Schofield, 2008, Willick & Willick, 2007).
The literature reviewed related to person centred care for people with dementia in acute
care failed to find any sustainable models for person centred care in acute settings (NRAI, 2006).
The person centred volunteer intervention used in this study was sustained for the six month
study period and continues two and a half years post intervention. The decision to support the
continuation of the volunteer intervention by the hospital management occurred in February
2010. This was based on the study outcomes in relation to staff perception and perceived
benefits of the program. With the continuation, ward staff have now assumed responsibility for
identifying and referring eligible patients to the program using a referral procedure. Following
staff and volunteer consultation, the program has now been renamed to “Bega Hospital
Volunteer Program – helping patients with special care needs”, in recognition of the potential for
younger people with dementia to be supported by the program. The Tathra Ladies Hospital
Auxiliary, which is another volunteer organisation, have committed to ongoing sponsorship of
the program with annual funding to support purchase of the volunteer uniform of gold polo shirt.
There have also supported the purchase of large clock calendars and patient comfort and activity
resources, which has supported a more dementia friendly hospital environment.
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As a result of the program, the recruitment of Bega Hospital’s first volunteer
coordinator occurred in August 2011. This 0.2 Full Time Equivalent (FTE) or one day per week
position is responsible for overseeing all the facility volunteer programs and includes the
responsibility to establish a health service volunteer advisory group. Membership of the
advisory group will include nominated representatives of the facility volunteer programs, the
coordinator and management and will form the governance structure for volunteer programs.
The researcher and Alzheimer’s NSW partner continue to support the program by coordinating
and facilitating three monthly volunteer support and feedback meetings. As part of this, a
continuing quality improvement process is in place with three monthly volunteer feedback
surveys and annual staff feedback surveys which evaluate ongoing satisfaction with the program
and provides opportunities for improvement suggestions.
Despite a limited number of studies examining the impact and benefits of volunteer
programs for patient care, those that have been conducted have identified benefits for volunteers
and cost savings for organisations (Giles et al., 2006; Hotchkiss et al., 2009). Whilst a cost
analysis was not attempted in this study, the study by Hotchkiss et al. (2009) provided a detailed
cost analysis in examining the impact of volunteers on hospital performance. That study found,
that while there were costs associated with volunteer programs, the financial benefits provided
by volunteers far exceed these costs.
Replication of the Volunteer Program
Given the findings generated by this study in a rural setting, it is posited that the
hospital dementia and delirium volunteer program intervention is particularly suited to rural
settings with a high number of older patients; or Multipurpose Service sites with a mix of acute
and aged care beds (NSW Government, Health, 2010). Detailed program procedures have been
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written, which can be adopted in other facilities. Unlike other studies using volunteers in patient
care programs (Caplan & Harper, 2007; Giles et al., 2006; Inouye et al., 1999; Walton et al.,
2008), this program was implemented without the resources of a volunteer coordinator.
Although volunteer coordinators are part of staffing profiles in larger metropolitan and regional
hospitals these positions do not exist in smaller rural settings. Based on the experience of this
study, it is recommended that a short term project focus of some 3 - 6 months is required for the
establishment of the volunteer program model. However, when the model is integrated as part of
ward procedures, it does not require substantial resources for maintenance. A governance
structure and volunteer coordination resources are essential to maintaining volunteer programs.
An allocation of 0.2 FTE in smaller rural sites and 0.4-0.5 FTE allocation in larger rural sites for
volunteer coordination would be adequate. This FTE could encompass coordinator
responsibilities for all of the facility volunteer programs. A shared and supported organisational
approach with Alzheimer’s Australia NSW to the establishment and implementation of this
model has significant benefits.
Recognition of the Volunteer Program
In recognising the contribution of this person centred volunteer model for people with
dementia in acute care, the program has been included in the NSW Dementia Services
Framework 2010 – 2015 as an example of existing good practice in acute care (NSW Dementia
Policy team, 2010). In 2011, a synopsis of the research and volunteer program was included on
the United States Agency for Health Care Research and Quality Health Care. Innovations
exchange (http://www.innovations.ahrq.gov/content.aspx?id=3109 ). In addition, in 2011, the
Bega Hospital Volunteer Program received two Southern NSW Local Health District, Health
Excellence Awards and was a finalist in the Volunteer Service Category of the NSW Health
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Excellence Awards. As listed on page 20 of this thesis, the outcomes of the volunteer program
have been presented as paper and poster presentations at international, national and state
conferences.
Conclusion
This research addressed the following gaps in the literature. Firstly, literature on
intervention studies evaluating care of patients with dementia acute care. Secondly, evidence for
sustainable person centred care models for patients with cognitive impairment in acute care.
Thirdly, the evaluation of structured volunteer programs in supporting the emotional and
physical care needs of patients with cognitive impairment in acute care settings. Lastly, models
of care which can practically support nursing staff in their care of patients with cognitive
impairment.
The dementia and delirium hospital volunteer program intervention in this study was
successfully implemented and maintained for the study period of six months. There was high
acceptability of the volunteer intervention by both nursing staff and volunteers, both of whom
perceived positive patient outcomes, especially relating to hydration and nutrition and improved
safety and emotional care. Nursing staff also perceived that it assisted in reducing their
workload and was supportive and assistive to them in patient care. At the same time, the
volunteers perceived their role to be valued by staff and purposeful for patients. Furthermore,
there was strong agreement by both staff and volunteers that the program was worthwhile and
should continue. As a result the intervention facility has now assumed responsibility for the day
to day running of the program which continues 30 months post implementation. Figure 10
provides a photo of one of the hospital volunteers with a patient depicting the enjoyment of their
interaction.
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Figure 10. A program volunteer program with a patient.
Note: Written consent obtained for photo use.

The volunteer model is suited to rural settings and the partnership with the Dementia
Advisor from Alzheimer’s Australia NSW has provided a shared and supportive approach to the
establishment and implementation of this program. A project focus using change management
techniques has been successful in supporting the smooth implementation and transition changes
for the continuation. Generalisation of findings supports replication of the model, particularly to
rural settings with high ageing populations. The model would also be suited to smaller MultiPurpose Service sites which have a mix of acute and residential aged care beds. The procedure
manual developed for the program provides a structure for this. Nurturing and valuing of
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volunteers is important to sustainability of volunteer programs. As such, dedicated volunteer
program coordination resources and a volunteer governance structure are essential to
maintaining, monitoring and supporting volunteer programs.
There has been interest in the volunteer program model from other hospitals in NSW,
Victoria, Queensland and the Australian Capital Territory and from within the Southern NSW
Local Health District. A project implementation plan is currently being written by the researcher
to support other facilities wishing to implement the program. This project plan will accompany
the procedures and other program resources developed for the implementation. Further research
analysing additional patient outcome data collected for this study is intended.
This study project and the continuation the volunteer program has been one of the most
rewarding experiences of the researcher’s professional career. The primary reasons for this
being the success and sustainability of the program, the enriching relationships that have
occurred with the volunteers and nursing staff and most importantly the observations when on
the wards of the love and nurturing person centred care being provided to older patients with
cognitive impairment by these volunteers.
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PATIENT INFORMATION AND CONSENT FORM
Research Project: Evaluation of hospital based volunteer
program
It can be common for the person with memory and thinking problems
to experience significant stress when they are admitted to an
unfamiliar hospital environment. It can also be common for many
older people (both with and without memory and thinking problems)
to develop delirium whilst in hospital.
Delirium is a medical problem that comes on suddenly and is
characterised by changes in the mental function of a person. When
delirium occurs people are confused and may be either agitated or
quiet and withdrawn. The person with delirium may have behaviours
that are not characteristic for them such as being agitated,
aggressive and wandering or be very sleepy. This can be distressing
for everyone and can place the person at greater risk of having a fall
or additional medication to settle them.
Studies have shown that when a carer is not available some or all of
the time, volunteers who sit and assist with the person with memory
or thinking problems (or delirium) can reduce their anxiety and
improve their wellbeing in hospital.
We have trained volunteers for a hospital volunteer support program,
and we are looking to evaluate the subsequent benefits for people
with memory and thinking problems and/or delirium, as well as
carers and relatives. As a person who has either has memory and
thinking problems or is at risk of developing delirium, we would like
to ask your permission for you to have a volunteer sit with you if
needed during their hospital stay.
The volunteer will provide support such as assisting with eating and
drinking, talking to or reading to the person, accompanying patients
on walks and making sure patients are wearing their glasses and
hearing aides.
If you choose to participate in the volunteer program, nurses will be
observing and monitoring your mental status and any changes in
your condition before during and after the program.
1

As part of the program your medical record will be also be accessed
to obtain information about the care and treatment you received
while in hospital.
Participation is voluntary. We will also be asking your carer if they
are happy for you to participate. You can choose to withdraw your
consent to participate in the research project at any time. This will
not affect the medical or nursing care you receive in hospital. Nor will
it affect your relationship with staff of the Greater Southern Area
Health Service or Alzheimer’s Australia. All information gathered will
be securely stored and only available to the research team. When
any information gathered from the project is presented, it will be
impossible to identify you or your relative or carer.
If you or your carer or relative have any questions about the project,
please ring Cath Bateman on (02) 64929677. This research project has
been approved by Greater Southern Area Health Service Human
Research Ethics Committee. If you have any complaints about the
conduct of the project, please contact the committee through:
The Complaints Officer
GSAHS HREC
PO Box 395
Albury NSW 2640
Tel 02 60808900 Fax 02 60808999
As a novice researcher for this project I will be working under the
supervision of Associate Professor Mike Bird (GSAHS Aged Care
Evaluation Unit).
For your information, attached is a patient and family carer information
brochure on delirium.

Cath Bateman
GSAHS
Clinical Nurse Consultant
Dementia/Delirium (Acute)
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I …………………………………………… (patients name)
agree to participate in the research project. I understand that
participation will involve a volunteer sitting with me. The volunteer
may assist me with eating and drinking, talk or read to me,
accompany me on walks and make sure I am wearing my glasses and
hearing aides.
I also understand that while I am in hospital, the nurses will be
observing and monitoring my mental status and any changes in my
condition before during and after the program and, that my medical
record will be accessed by the researchers to obtain information about
my care and treatment while in hospital.
I acknowledge that I have read and understand the Information
Statement. I sign this consent form on the understanding that I am
free to withdraw my consent and to discontinue my participation at
any time without prejudice.
I understand that this page will be removed from the information
concerning me
I also agree that research data gathered from the study may be
published, provided that neither myself, nor my relative or carer, nor
any other participant can be individually identified.
(You will be given a copy of this form to keep.)
Signed

Witness

……………………………………

………………………………….

Print name

Print name

…………………………………….

…………………………………….

Date ……………………………….

Date ………………………….
3
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Research Project: Evaluation of hospital based volunteer program

It can be common for the person with memory and thinking problems
to experience significant stress when they are admitted to an
unfamiliar hospital environment. It can also be common for many
older people (both with and without memory and thinking problems)
to develop delirium whilst in hospital.
Delirium is a medical problem that comes on suddenly and is
characterised by changes in the mental function of a person. When
delirium occurs people are confused and may be either agitated or
quiet and withdrawn. The person with delirium may have behaviours
that are not characteristic for them such as being agitated,
aggressive and wandering or be very sleepy. This can be distressing
for everyone and can place the person at greater risk of having a fall
or additional medication to settle them.
Studies have shown that when a carer is not available some or all of
the time, volunteers who sit and assist with the person with memory
or thinking problems (or delirium) can reduce their anxiety and
improve their wellbeing in hospital.
We have trained volunteers for a hospital dementia volunteer
support program in Bega Hospital and we are looking to evaluate the
subsequent benefits for people with dementia and/or delirium, as
well as carers and relatives.
In doing this research evaluation, we are comparing the outcomes
with Moruya Hospital which will not have a volunteer program for this
period.
As a patient who may have or is at risk of having memory and
thinking problems we are asking your permission to have nursing
staff monitor your mental status and any changes for the purpose of
comparing this information to patients at Bega who have had a
volunteer to support them.
1

As part of the program your medical record will be also be accessed
to obtain information about the care and treatment you received
while in hospital.
Participation is voluntary. If appropriate we will also be asking your
carer if they are happy for you to participate. You can choose to
withdraw your consent to participate in the research project at any
time. This will not affect the medical or nursing care you receive in
hospital. Nor will it affect your relationship with staff of the Greater
Southern Area Health Service or Alzheimer’s Australia. All
information gathered will be securely stored and only available to the
research team. When any information gathered from the project is
presented, it will be impossible to identify you or your relative or
carer.
If you or your carer or relative have any questions about the project,
please ring Cath Bateman on (02) 64929677. This research project
has been approved by Greater Southern Area Health Service
Human Research Ethics Committee. If you have any complaints
about the conduct of the project, please contact the committee
through:
The Complaints Officer
GSAHS HREC
PO Box 395
Albury NSW 2640
Tel 02 60808900 Fax 02 60808999
As a novice researcher for this project I will be working under the
supervision of Associate Professor Mike Bird (GSAHS Aged Care
Evaluation Unit).
For your information, attached is a patient and family carer information
brochure on delirium.
Cath Bateman
GSAHS
Clinical Nurse Consultant
Dementia/Delirium (Acute)

PATIENT CONSENT FORM MORUYA
Research Project: Evaluation of hospital based volunteer project
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I …………………………………………… (patients name)
agree to participate in the research project. I understand that
participation will involve observation and monitoring of my mental
status and behaviours while in hospital for the purpose of the project
and, that their medical record will be accessed by the researchers to
obtain information about my care and treatment while in hospital.
I also understand that while I am in hospital, the nurses will be
observing and monitoring my mental status and any changes in my
condition before during and after the program and, that my medical
record will be accessed by the researchers to obtain information about
my care and treatment while in hospital.
I acknowledge that I have read and understand the Information
Statement. I sign this consent form on the understanding that I am
free to withdraw my consent and to discontinue my participation at
any time without prejudice.
I understand that this page will be removed from the information
concerning me
I also agree that research data gathered from the study may be
published, provided that neither myself, nor my relative or carer, nor
any other participant can be individually identified.
(You will be given a copy of this form to keep.)

Signed

Witness

……………………………………

………………………………….

Print name

Print name

…………………………………….

…………………………………….

Date ……………………………….

Date ………………………….
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Please place completed form in the Volunteer record manual in the NUM office medical Floor, or for Surgical ward in NUM pigeon Hole

APPENDIX C

Bega Hospital
Dementia Volunteer Program
Assessment checklist for
Volunteer allocation
Date: ___/___/_______
Ward:

SURNAME

UNIT NO/UAID

DOB

FIRST NAMES

SEX

AFIX PATIENT LABEL

INCLUSION CRITERIA FOR PROGRAM (circle response)
Patient is aged >65 years (or if aboriginal > 45 years) AND
YES NO
Scored 24/30 or less on SMMSE
YES NO
SMMSE Score: ____/____ Date completed ___/___/____
YES NO
OR Patient has a diagnosis of dementia
OR Is positive for suggested Delirium with Confusion Assessment Method YES NO
OR Patient is >65 (> 45 ATSI) and has one or more of the following delirium risk factors
Visual and/or Hearing impairment
Please tick: Cognitive impairment #NOF
Severe medical illness
Dehydration
Previous Hx delirium
Depression
CONSENT is required before the allocation of a volunteer
Completed consent and personal profile to be placed in the volunteer folder
Written patient & carer consent with patient profile information completed
YES NO
If no; has verbal consent been obtained from the patient or carer/s
YES NO
If written consent has not been obtained, please ask patient & carer (if applicable) to
complete the consent and personal profile or contact Dementia Delirium CNC Cath
Bateman on 0417276489
Patient meets inclusion criteria and consent has been obtained
YES NO
A behaviour monitoring chart been placed in the patients MR
YES NO

Additional information from nursing staff to advise volunteers
Specific suitability considerations;
YES NO
Does the patient have communication difficulties that would prevent them
from talking to a volunteer (eg aphasia)
If YES please discuss suitability for allocation of a Volunteer with NUM or CNC
Is the patient at risk of falls
YES NO
If at risk for falls has the patient been assessed by a physiotherapist
YES NO
Does the physiotherapist think the patient would benefit from additional
YES NO
walks with a volunteer?
Does the patient need assistance with eating and drinking
YES NO
If yes- type of assistance: Menu completion ( ) Set up and supervision ( ) Full assist ( )
Is the patient on thickened fluids?
YES NO
Does the patient need reorientating
YES NO
Has the patient been weighed on or since admission
YES NO
If No please weigh and record weight in MR observations chart
Are there any particular special needs for this patient?
YES NO
IF YES please specify:
What particular advice would you give the volunteer/s visiting this patient?
Name: ___________________ Designation: _________ Signature:______________
Please place completed form in volunteer folder and include name of patient on daily visiting list

EXCLUSION CRITERIA FOR PROGRAM
Does the patient have behaviours that would place a volunteer at risk
YES
(eg; hitting out; aggression)
The carer or patient has not consented to having a volunteer
YES
If yes to any of the above the patient is to be excluded from program

NO
NO
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Staff information and consent - Bega
Research Project: Evaluation of hospital based volunteer project
The evidence has shown that persons with dementia can experience significant
stress when they are admitted to an unfamiliar hospital environment, and they
are particularly prone to develop delirium whilst in hospital, exacerbating
existing impairment. This can lead to restless, disruptive and wandering
behaviour, making management difficult for staff, and resulting in negative
outcomes for the person (e.g. falls). Recent research has shown that volunteers
sitting with the person with dementia and providing reassurance can improve
hospital experiences.
We have trained volunteers for a hospital dementia volunteer support program,
and we are looking to evaluate the subsequent benefits for people with
dementia and/or delirium, as well as carers and nursing staff. The time frame of
the project evaluation will be 12 months. As a staff member who is directly
involved in patient care, we would like to ask you to be part of the research
component of the project.
If you are agreeable, the evaluation would involve completing some
questionnaires before and after the programme. We will be asking about the
behaviours of those with dementia and/or delirium on the ward, your stress
levels, your knowledge about dementia and delirium, and your experiences of
the project. We would also like your permission to include your views on the
project. If you are agreeable, at the end of the project, we would like you to
participate in a focus group discussing your views of the project. These focus
groups will be audio taped and transcribed.
Participation is voluntary. You can choose to withdraw your consent to
participate in the research project at any time. If you choose to withdraw, your
employer would not be aware of your withdrawal so there would be no negative
consequences from your employer. Whether you choose to participate in the
research project will not affect your relationship with Greater Southern Area
Health Service or Alzheimer’s Australia. All information gathered will be securely
stored and only available to the research team. When any information gathered
from the project is presented, it will be impossible to identify you or the
residents.
If you have any questions about the project or the questionnaire, please ring
Cath Bateman on (02) 64929677.
This research project has been approved by Greater Southern Area Health
Service Human Research Ethics Committee. If you have any complaints about
the conduct of the project, please contact the committee through:
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The Complaints Officer
GSAHS HREC
PO Box 395
Albury NSW 2640
Tel 02 60808900 Fax 02 60808999
As a novice researcher for this project I will be working under the supervision of
Associate Professor Mike Bird (GSAHS Aged Care Evaluation Unit).

Cath Bateman
GSAHS
Clinical Nurse Consultant
Dementia/Delirium (Acute)
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Research Project: Evaluation of hospital based volunteer project
HOSPITAL STAFF CONSENT FORM

I …………………………………………… (your name)

I agree to participate in the research project. I understand that participation will
involve completing some questionnaires and a form monitoring the behaviours of
those with dementia and/or delirium on the ward and I agree to this. I also
understand that participation will involve the audio-taping of focus groups, and I
agree to this. I understand that the audio footage will only be available to the
research team.
I acknowledge that I have read and understand the Information Statement. I sign
this consent form on the understanding that I am free to withdraw my consent and
to discontinue the participation at any time without prejudice.
I understand that all responses on the questionnaires will be treated with all the
confidentiality required by ethical research standards. I understand that this page
will be removed from the information concerning me so that my responses cannot
be linked to me or any residents.
I also agree that research data gathered from the study may be published,
provided that neither myself, the person I care for, nor any other participant can
be individually identified.
(You will be given a copy of this form to keep.)

Signed

Witness

……………………………………

………………………………….

Print name

Print name

…………………………………….

…………………………………….

Date ……………………………….

Date ……………………………….
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APPENDIX E
Staff Questionnaire - Pre Programme
ID: ______________________

ID
Facility

Evaluation of a Hospital based volunteer programme

Questionnaire for hospital care staff
(pre-programme questionnaire)

Please print your name*:

Today’s date:

* Your names are asked only to enable us to match your
pre-programme questionnaire with the post-programme
questionnaire. To maintain your confidentiality this
cover sheet will be detached from the questionnaire by
the evaluation team at the Aged Care Evaluation Unit.

0

Staff Questionnaire - Pre Programme
ID: ______________________

This page is intentionally left blank

1

Staff Questionnaire - Pre Programme
ID: ______________________

Demographics
1.

Please describe your position in the hospital?
Registered
Nurse

Enrolled Nurse

Allied Health (Please
specify classification
eg OT, Social Worker,
etc)
________________

Other (please
describe)
____________________
____________________

2.

Have you received any specialist training or qualifications in Aged Care?
Yes

No

If yes, please briefly describe (eg Certificate III in Aged Care)
________________________________________________________________
________________________________________________________________
________________________________________________________________

3

Have you attended any in service or other staff education sessions on dementia
and/or delirium in the last 18 months?
Yes

No

4

How long have you worked in the hospital? _____________________________

5

Have you ever worked in residential care or another aged care specific service?
Yes

No

If yes, for how long?________________________________________________

2

Staff Questionnaire - Pre Programme
ID: ______________________

We would firstly like to ask you about your understanding and
knowledge of dementia and/or delirium.

Please answer the following questions:

6.

Which part of body is affected by dementia?

□
□
□
□

lungs

7.

Dementia mostly affects people aged______?

□
□
□
□

30–40 years

8.

Is there a cure for dementia?

□
□
□

yes

9.

How many types of dementia are there?

□
□
□

one

brain
heart
don’t know

40–60 years
65+
don’t know

no
don’t know

ten
100 or more
3

Staff Questionnaire - Pre Programme
ID: ______________________

□

don’t know

10.

The average rate of dementia in people at age 65 is _______?

□
□
□
□
□

1 in 5

11.

Which factors can contribute to dementia? (tick as many boxes as

1 in 15
1 in 20
1 in 100
don’t know

you like)

□
□
□
□
□
□

Diet

12.

Dementia can affect the following: (tick as many boxes as you like)

□
□
□
□
□
□
□
□

Vision

Infection
Hereditary factors
Stroke
Alcohol
Increasing age

Personality
Reasoning
Memory
Mobility
Speech
Incontinence
Life expectancy
4

Staff Questionnaire - Pre Programme
ID: ______________________

13.

If a confused patient you are caring for begins to wander around
the hospital you would: (tick as many boxes as you like)

□

Walk with them and try to find out what might be making them
wander and ask a nurse for help

□

Sit in the room and wait for them to return

□

If they are agreeable guide them back into the room and ask a
nurse for help.

□

Tell them that they are in the hospital, who you are and that you
need to walk with them to keep them safe.

□

don’t know

14.

If the patient you are caring for repeatedly asks you the same
question you can help by: (tick as many boxes as you like)

□

Constantly repeating things to them until they sink in

□

If appropriate write notes to remind them

□

Answer their questions and try to redirect them to another topic you
know they are interested in

□

Ignore their constant questions

□

Tell them it’s not important

□

Don’t know

5

Staff Questionnaire - Pre Programme
ID: ______________________

15.

If your patient is seeing or hearing things that are not there or are
suspicious of people or situations you would: (tick as many boxes
as you like)

□
□
□

Argue with them

□
□

Inform the nurse and write down what you have observed.

16.

A diagnosis of delirium is likely in a person who demonstrates

□

An acute onset, fluctuating course, normal attention, disorganised
thinking and an altered level of consciousness.

□

An acute onset, steady course, inattention, disorganised thinking
and an altered level of consciousness

□

An acute onset, fluctuating course, inattention, disorganised
thinking and alertness

□

An acute onset, fluctuating course, inattention, disorganised
thinking and an altered level of consciousness

17.

Hallmark signs and symptoms of delirium include all of the

Avoid confrontation by seeking something to distract them
Tell them where they are and reassure them that you are there to
help keep them comfortable and safe.

Don’t know

following EXCEPT:

□
□
□
□
□
□

Disorganised thinking
Transient memory loss
Day/night reversal
Inattention
Gradual onset
Altered and fluctuating level of consciousness
6

Staff Questionnaire - Pre Programme
ID: ______________________

18.

Which of the following factors increases the risk of delirium?

□
□
□
□
□
□
□

Age 70 or older

19.

Delirium is a medical emergency (please circle):

Pre existing dementia or cognitive impairment
Visual impairment
Abnormal sodium
Depression
None of the above
All of the above

True or False

20.

Tick the strategies that can prevent delirium: (tick as many boxes
as you like)

□
□
□
□
□
□

Ensure the wearing of any visual or hearing aides
Encourage and assist with regular mobilisation
Relocate often
Restraining to prevent falls
Maintain regular bowel function
Manage discomfort or pain

7

Staff Questionnaire - Pre Programme
ID: ______________________

21.

Family members or close significant others need to be involved in
the initial assessment of delirium because

□

They can give you good baseline history about the persons usual
behaviours and abilities

□
□
□
□

They will require support and education about delirium

22.

The key factor in differentiating delirium from depression and

They will often assist in the intervention strategies
All of the above
None of the above

dementia is:

□
□
□
□

Alteration in mood

23.

The diagnosis of delirium using the Confusion Assessment Method

Rapid onset of symptoms
Change of sleep pattern
Change of psychomotor activity

(CAM) requires the presence of which of the following: (please tick
two boxes)

□
□
□
□
□

Acute onset
Fluctuating course
Inattention
Disorganised thinking and altered level of consciousness
Disorganised thinking or altered level of consciousness

8

Staff Questionnaire - Pre Programme
ID: ______________________

24.

Which of the following is NOT a causative factor for delirium?

□
□
□
□
□
□

Multiple medications

25.

Which of the following can be clinical features of delirium:

□
□
□
□
□
□
□
□

Repetitive behaviours (eg plucking at threads or sheets)

26.

Circle the strategies which will reduce the risk of adverse event or

Severe acute illness
Alcohol and benzodiazepam withdrawal
Uncontrolled pain
Regular mobilisation
Cardiac and orthopedic surgery

Hallucinations
Quiet and withdrawn
Lethargic
Agitation
Hyper alert
All of the above
None of the above

injury for the person with delirium:

□
□
□

One to one care or specialling
Lowering the bed to the floor
Keeping the bed high with cot rails up
9
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□
□

Leaving the lights on at night to watch the person

27.

Circle which management strategies would be appropriate for a

Using non pharmacological interventions

person with delirium:

□
□
□

Monitor and document behaviours and symptoms

□
□
□
□
□
□
□
□

Reduce noise and activity

28.

Non pharmacological strategies should always be utilised as a first

Use clear simple instructions
Where possible/appropriate encourage the family to stay with the
patient

Discouraging family to visit
Maintain normal sleep and wake patterns
Maintain regular bowel function
Wake up regularly during the night to check on condition
Encourage adequate hydration and nutrition
Ensure wearing of visual and hearing aides
Maintaining optimal consistency with staff

line measure to manage the symptoms of delirium (please circle):

True or false

10
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Many people with dementia and delirium develop behaviours
that concerning or stressful for staff (eg. repetitive questions or
actions, shadowing, aggression, withdrawing; resisting care).
We would like you to take some time to think about your
experiences in caring for people with dementia in the hospital
setting, and then answer the below questions.

29. Thinking over the last month, what is the behaviour you find most
stressful when caring for a patient with dementia and/or delirium?
Please describe:

__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________

How much stress does this behaviour cause you?
No stress at all
1

30.

A little bit of
stress
2

Moderate stress
3

Quite a bit of
stress
4

Extreme stress
5

Compared to other patients, how difficult do you find caring for
someone with dementia and/or delirium?

Much easier
1

31.

About the same
2

3

4

Much more
difficult
5

Compared to other patients, how stressful do you find caring for
someone with dementia and/or delirium?

Much less
stressful

About the same
11

Much more
stressful
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1

32.

2

3

4

5

On average, how much time do spend caring for people with

dementia and/or delirium compared to other patients on the ward?
Much less time
1

2

Same amount of
time
3

Much more time
4

5

Please indicate to what extent you agree or disagree with each
of the following statements:

33.

It is important to have a very strict routine when working with people
with dementia.

Strongly Agree
1

34.

2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

People with dementia are very much like children.

Strongly Agree
1

35.

Agree

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

There is no hope for people with dementia.

Strongly Agree
1

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

36. People with dementia are unable to make decisions for themselves.
Strongly Agree
1

Agree
2

Neither Agree
nor Disagree
3

12
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4

Strongly
Disagree
5
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37.

It is important for people with dementia to have stimulating and
enjoyable activities to occupy their time.

Strongly Agree
1

38.

2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

People with dementia are sick and need to be looked after.

Strongly Agree
1

39.

Agree

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

It is important for people with dementia to be given as much choice as
possible in their daily lives.

Strongly Agree
1

40.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

Nothing can be done for people with dementia, except for keeping
them clean and comfortable.

Strongly Agree
1

41.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

People with dementia are more likely to be contented when treated
with understanding and reassurance.

Strongly Agree
1

42.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

Once dementia develops in a person, it is inevitable that they will go
down hill.

Strongly Agree
1

Agree
2

Neither Agree
nor Disagree
3
13
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4

Strongly
Disagree
5
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43.

People with dementia need to feel respected, just like anybody else.

Strongly Agree

Agree

1

44.

2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

Good dementia care involves caring for a person's psychological needs
as well as their physical needs.

Strongly Agree

Agree

1

45.

2

Disagree
4

Strongly
Disagree
5

It is important not to become too attached to residents.

Strongly Agree

Agree

1

46.

Neither Agree
nor Disagree
3

2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

It doesn't matter what you say to people with dementia because they
forget anyway.

Strongly Agree
1

47.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

People with dementia often have good reasons for behaving as they
do.

Strongly Agree
1

48.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

Spending time with people with dementia can be very enjoyable.

Strongly Agree
1

Agree
2

Neither Agree
nor Disagree
3

14
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4
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Disagree
5
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49.

It is important to respond to people with dementia with empathy and
understanding.

Strongly Agree
1

50.

2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

There are a lot of things that people with dementia can do.

Strongly Agree
1

51.

Agree

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

People with dementia are just ordinary people who need special
understanding to fulfill their needs.

Strongly Agree
1

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

Thank you very much for the time and effort you have taken to
complete this questionnaire.
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ID:_________________
Group:______________

Evaluation of a Hospital based volunteer programme

Questionnaire for hospital care staff
(post-programme evaluation)

Please print your name*:

Today’s date:

* Your names are asked only to enable us to match your
pre-programme questionnaire with the post-programme
questionnaire. To maintain your confidentiality this
cover sheet will be detached from the questionnaire by
the evaluation team at the Aged Care Evaluation Unit.

Staff Questionnaire – Post Programme
ID______________
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1.

Since the programme began, have you received any specialist
training in Aged Care, dementia or delirium? (please circle)
Yes

No

If Yes, please describe (eg in-service training):
______________________________________________________
______________________________________________________

We would like to ask you again about your understanding and
knowledge of dementia and/or delirium.

Please answer the following questions:

2.

Which part of body is affected by dementia?

□
□
□
□

lungs

3.

Dementia mostly affects people aged______?

□
□
□
□

30–40 years

brain
heart
don’t know

40–60 years
65+
don’t know
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4.

Is there a cure for dementia?

□
□
□

yes

5.

How many types of dementia are there?

□
□
□
□

one

6.

The average rate of dementia in people at age 65 is _______?

□
□
□
□
□

1 in 5

7.

Which factors can contribute to dementia? (tick as many boxes as

no
don’t know

ten
100 or more
don’t know

1 in 15
1 in 20
1 in 100
don’t know

you like)

□
□
□
□
□
□

Diet
Infection
Hereditary factors
Stroke
Alcohol
Increasing age
Page 3 of 16 Version 3
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8.

Dementia can affect the following: (tick as many boxes as you like)

□
□
□
□
□
□
□
□

Vision

9.

If a confused patient you are caring for begins to wander around

Personality
Reasoning
Memory
Mobility
Speech
Incontinence
Life expectancy

the hospital you would: (tick as many boxes as you like)

□

Walk with them and try to find out what might be making them
wander.

□
□
□

Sit in the room and wait for them to return

□

If they are agreeable guide them back into the room..
Tell them that they are in the hospital, who you are and that you
need to walk with them to keep them safe.
don’t know
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10.

If the patient you are caring for repeatedly asks you the same
question you can help by: (tick as many boxes as you like)

□

Constantly repeating things to them until they sink in

□

If appropriate write notes to remind them

□

Answer their questions and try to redirect them to another topic you
know they are interested in

□

Ignore their constant questions

□

Tell them it’s not important

□

Don’t know

11.

If your patient is seeing or hearing things that are not there or are
suspicious of people or situations you would: (tick as many boxes
as you like)

□
□
□

Argue with them

□
□

Document clearly what you have observed.

12.

A diagnosis of delirium is likely in a person who demonstrates

□

An acute onset, fluctuating course, normal attention, disorganised
thinking and an altered level of consciousness.

□

An acute onset, steady course, inattention, disorganised thinking
and an altered level of consciousness

□

An acute onset, fluctuating course, inattention, disorganised
thinking and alertness

□

An acute onset, fluctuating course, inattention, disorganised
thinking and an altered level of consciousness

Avoid confrontation by seeking something to distract them
Tell them where they are and reassure them that you are there to
help keep them comfortable and safe.

Don’t know
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13.

Hallmark signs and symptoms of delirium include all of the
following EXCEPT:

□
□
□
□
□
□

Disorganised thinking

14.

Which of the following factors increases the risk of delirium?

□
□
□
□
□
□
□

Age 70 or older

15.

Delirium is a medical emergency (please circle):

Transient memory loss
Day/night reversal
Inattention
Gradual onset
Altered and fluctuating level of consciousness

Pre existing dementia or cognitive impairment
Visual impairment
Abnormal sodium
Depression
None of the above
All of the above

True or False
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16.

Tick the strategies that can prevent delirium: (tick as many boxes
as you like)

□
□
□
□
□
□

Ensure the wearing of any visual or hearing aides

17.

Family members or close significant others need to be involved in

Encourage and assist with regular mobilisation
Relocate often
Restraining to prevent falls
Maintain regular bowel function
Manage discomfort or pain

the initial assessment of delirium because

□

They can give you good baseline history about the persons usual
behaviours and abilities

□
□
□
□

They will require support and education about delirium

18.

The key factor in differentiating delirium from depression and

They will often assist in the intervention strategies
All of the above
None of the above

dementia is:

□
□
□
□

Alteration in mood
Rapid onset of symptoms
Change of sleep pattern
Change of psychomotor activity
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19.

The diagnosis of delirium using the Confusion Assessment Method
(CAM) requires the presence of which of the following:

□
□
□
□
□

Acute onset

20.

Which of the following is NOT a causative factor for delirium?

□
□
□
□
□
□

Multiple medications

21.

Which of the following can be clinical features of delirium:

□
□
□
□
□
□
□
□

Repetitive behaviours (eg plucking at threads or sheets)

Fluctuating course
Inattention
Disorganised thinking and altered level of consciousness
Disorganised thinking or altered level of consciousness

Severe acute illness
Alcohol and benzodiazepam withdrawal
Uncontrolled pain
Regular mobilisation
Cardiac and orthopedic surgery

Hallucinations
Quiet and withdrawn
Lethargic
Agitation
Hyper alert
All of the above
None of the above
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22.

Circle the strategies which will reduce the risk of adverse event or
injury for the person with delirium:

□
□
□
□
□

One to one care or specialling

23.

Circle which management strategies would be appropriate for a

Lowering the bed to the floor
Keeping the bed high with cot rails up
Leaving the lights on at night to watch the person
Using non pharmacological interventions

person with delirium:

□
□
□

Monitor and document behaviours and symptoms

□
□
□
□
□
□
□
□

Reduce noise and activity

24.

Non pharmacological strategies should always be utilised as a first

Use clear simple instructions
Where possible/appropriate encourage the family to stay with the
patient

Discouraging family to visit
Maintain normal sleep and wake patterns
Maintain regular bowel function
Wake up regularly during the night to check on condition
Encourage adequate hydration and nutrition
Ensure wearing of visual and hearing aides
Maintaining optimal consistency with staff

line measure to manage the symptoms of delirium (please circle):

True or false
Page 9 of 16 Version 3
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Many people with dementia and/or delirium develop behaviours
that concerning or stressful for staff (e.g. repetitive questions or
actions, shadowing, aggression, withdrawing). We would like
you to take some time to think about your experiences in caring
for people with dementia in the hospital setting, and then
answer the below questions.

25. Thinking over the last month, what is the behaviour you find most
stressful when caring for a patient with dementia and/or delirium? Please
describe:

______________________________________________________
______________________________________________________
______________________________________________________
______________________________________________________
26. How much stress does this behaviour cause you?
No stress at all
1

27.

A little bit of
stress
2

Moderate stress
3

Quite a bit of
stress
4

Extreme stress
5

Compared to other patients, how difficult do you find caring for
someone with dementia and/or delirium?

Much easier
1

28.

About the same
2

3

4

Much more
difficult
5

Compared to other patients, how stressful do you find caring for
someone with dementia and/or delirium?

Much less
stressful
1

About the same
2

3
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29.

On average, how much time do spend caring for people with
dementia and/or delirium compared to other patients on the ward?

Much less time
1

2

Same amount of
time
3

Much more time
4

5

Please indicate to what extent you agree or disagree with each
of the following statements:

30.

It is important to have a very strict routine when working with people
with dementia.

Strongly Agree
1

31.

1

Disagree
4

Strongly
Disagree
5

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

There is no hope for people with dementia.

Strongly Agree
1

33.

2

Neither Agree
nor Disagree
3

People with dementia are very much like children.

Strongly Agree

32.

Agree

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

People with dementia are unable to make decisions for themselves.

Strongly Agree
1

Agree
2

Neither Agree
nor Disagree
3
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34.

It is important for people with dementia to have stimulating and
enjoyable activities to occupy their time.

Strongly Agree
1

35.

Neither Agree
nor Disagree
3

2

Disagree
4

Strongly
Disagree
5

People with dementia are sick and need to be looked after.

Strongly Agree
1

36.

Agree

Agree

Neither Agree
nor Disagree
3

2

Disagree
4

Strongly
Disagree
5

It is important for people with dementia to be given as much choice as
possible in their daily lives.

Strongly Agree
1

37.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

Nothing can be done for people with dementia, except for keeping
them clean and comfortable.

Strongly Agree
1

38.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

People with dementia are more likely to be contented when treated
with understanding and reassurance.

Strongly Agree
1

39.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

Once dementia develops in a person, it is inevitable that they will go
down hill.

Strongly Agree
1

Agree
2

Neither Agree
nor Disagree
3
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40.

People with dementia need to feel respected, just like anybody else.

Strongly Agree

Agree

1

41.

2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

Good dementia care involves caring for a person's psychological needs
as well as their physical needs.

Strongly Agree

Agree

1

42.

2

Disagree
4

Strongly
Disagree
5

It is important not to become too attached to residents.

Strongly Agree

Agree

1

43.

Neither Agree
nor Disagree
3

2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

It doesn't matter what you say to people with dementia because they
forget anyway.

Strongly Agree
1

44.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

People with dementia often have good reasons for behaving as they
do.

Strongly Agree
1

45.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

Spending time with people with dementia can be very enjoyable.

Strongly Agree
1

Agree
2

Neither Agree
nor Disagree
3
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46.

It is important to respond to people with dementia with empathy and
understanding.

Strongly Agree
1

47.

2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

There are a lot of things that people with dementia can do.

Strongly Agree
1

48.

Agree

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

People with dementia are just ordinary people who need special
understanding to fulfill their needs.

Strongly Agree
1

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

Now we would like to ask you some questions about your
experience of being involved in this programme.
49.

Did you enjoy being part of this project? (Please circle)
Yes

No

Why? What were some of the benefits or difficulties you
experienced? (remember – your responses will be kept
confidential) For example, patients in the programme were less
challenging on the ward; there wasn’t really time for paperwork

____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
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50. Do you think this programme is worthwhile?
Strongly Agree
1

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

51. Do you think this programme should continue?
Strongly Agree
1

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Thank you very much for the time and effort you have taken to
complete this questionnaire.
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Staff Information and Consent Form - Moruya
Research Project: Evaluation of hospital based volunteer project

It can be common for people with dementia to experience significant stress
when they are admitted to an unfamiliar hospital environment, and they are
particularly prone to develop delirium whilst in hospital, exacerbating existing
impairment. This can lead to restless, disruptive and wandering behaviour,
making management difficult for staff, and resulting in negative outcomes for the
person (e.g. falls). Recent research has shown that volunteers sitting with the
person with dementia and providing reassurance can improve hospital
experiences.
We have trained volunteers for a hospital dementia volunteer support program,
in Bega Hospital and we are looking to evaluate the subsequent benefits for
people with dementia and/or delirium, as well as carers and nursing staff.
In doing this research evaluation, Moruya hospital is being used as a control
hospital for the 12 month period of the project evaluation. As a staff member
who is directly involved in patient care in Moruya Hospital, we would like to ask
you to be part of the research component for the control hospital for the project.
If you are agreeable, the evaluation would involve completing some
questionnaires before and after the programme. I will be asking about the
behaviours of those with dementia and/or delirium on the ward, your stress
levels, your knowledge about dementia and delirium.
Participation is voluntary. You can choose to withdraw your consent to
participate in the research project at any time. If you choose to withdraw, your
employer would not be aware of your withdrawal so there would be no negative
consequences from your employer. Whether you choose to participate in the
research project will not affect your relationship with Greater Southern Area
Health Service or Alzheimer’s Australia. All information gathered will be securely
stored and only available to the research team. When any information gathered
from the project is presented, it will be impossible to identify you or the
residents.
If you have any questions about the project or the questionnaire, please ring
Cath Bateman on (02) 64929677. This research project has been approved by
Greater Southern Area Health Service Human Research Ethics Committee. If
you have any complaints about the conduct of the project, please contact the
committee through:
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Tooleybuc
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Tumut
Ungarie
Urana
Wagga Wagga
Weethalle
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The Complaints Officer
GSAHS HREC
PO Box 395
Albury NSW 2640
Tel 02 60808900 Fax 02 60808999
As a novice researcher for this project I will be working under the supervision of
Associate Professor Mike Bird (GSAHS Aged Care Evaluation Unit).

Cath Bateman
GSAHS
Clinical Nurse Consultant
Dementia/Delirium (Acute)
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Moruya Staff Consent Form
Research Project: Evaluation of hospital based volunteer project

I …………………………………………… (your name)

I agree to participate in the research project. I understand that participation will
involve completing some questionnaires and a form monitoring the behaviours of
those with dementia and/or delirium on the ward and I agree to this. I also
understand that participation will involve the audio-taping of focus groups, and I
agree to this. I understand that the audio footage will only be available to the
research team.
I acknowledge that I have read and understand the Information Statement. I sign
this consent form on the understanding that I am free to withdraw my consent and
to discontinue the participation at any time without prejudice.
I understand that all responses on the questionnaires will be treated with all the
confidentiality required by ethical research standards. I understand that this page
will be removed from the information concerning me so that my responses cannot
be linked to me or any residents.
I also agree that research data gathered from the study may be published,
provided that neither myself, the person I care for, nor any other participant can
be individually identified.
(You will be given a copy of this form to keep.)

Signed

Witness

……………………………………

………………………………….

Print name

Print name

…………………………………….

…………………………………….

Date ……………………………….

Date ……………………………….
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ID
Facility

______

Evaluation of a Hospital based volunteer programme

Questionnaire for volunteers
(pre-education evaluation)

Please print your name*:

Today’s date:

* Your names are asked only to enable us to match your
pre-programme questionnaire with the post-programme
questionnaire. To maintain your confidentiality this
cover sheet will be detached from the questionnaire by
the evaluation team at the Aged Care Evaluation Unit.

Volunteer Questionnaire – Pre Education
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Volunteer Questionnaire – Pre Education
ID: ____________________

We would like to ask you some questions about your
understanding of dementia and delirium.

Please answer the following questions:

1.

Which part of body is affected by dementia?

□
□
□
□

lungs

2.

Dementia mostly affects people aged______?

□
□
□
□

30–40 years

3.

Is there a cure for dementia?

□
□
□

yes

brain
heart
don’t know

40–60 years
65+
don’t know

no
don’t know
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4.

How many types of dementia are there?

□
□
□
□

one

5.

The average rate of dementia in people at age 65 is _______?

□
□
□
□
□

1 in 5

6.

Which factors can contribute to dementia? (tick as many boxes as

ten
100 or more
don’t know

1 in 15
1 in 20
1 in 100
don’t know

you like)

□
□
□
□
□
□

Diet
Infection
Hereditary factors
Stroke
Alcohol
Increasing age
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7.

Dementia can affect the following: (tick as many boxes as you like)

□
□
□
□
□
□
□
□

Vision

8.

If a confused patient you are caring for begins to wander around

Personality
Reasoning
Memory
Mobility
Speech
Incontinence
Life expectancy

the hospital you would: (tick as many boxes as you like)

□

Walk with them and try to find out what might be making them
wander and ask a nurse for help

□

Sit in the room and wait for them to return

□

If they are agreeable guide them back into the room and ask a
nurse for help.

□

Tell them that they are in the hospital, who you are and that you
need to walk with them to keep them safe.

□

don’t know
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9.

If the patient you are caring for repeatedly asks you the same
question you can help by: (tick as many boxes as you like)

□

Constantly repeating things to them until they sink in

□

If appropriate write notes to remind them

□

Answer their questions and try to redirect them to another topic you
know they are interested in

□

Ignore their constant questions

□

Tell them it’s not important

□

Don’t know

10.

If your patient is seeing or hearing things that are not there or are
suspicious of people or situations you would: (tick as many boxes
as you like)

□
□
□

Argue with them

□
□

Inform the nurse and write down what you have observed.

Avoid confrontation by seeking something to distract them
Tell them where they are and reassure them that you are there to
help keep them comfortable and safe.

Don’t know
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11.

Tick the things you can do as a volunteer that can help prevent
delirium: (tick as many boxes as you like)

□
□
□

Make sure the person is wearing their glasses or hearing aides

□
□
□

Read to them or assist with other activities they may enjoy

12.

Which of the following can be features of delirium?

□
□
□
□
□
□
□

Repetitive behaviours (e.g. plucking at threads or sheets)

Encourage and assist with regular walking if requested
Regularly tell the person where they are and what day and time it
is.

Encourage and assist the person with eating and drinking
Make sure the person is comfortable and inform the nurse if you
think they are in pain.

Hallucinations – seeing things that are not there
Quiet and withdrawn
Lethargic
Agitation
All of the above
None of the above
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13.

Tick as many of the following that you think would be important in
supporting a person with dementia/delirium:

□
□
□
□
□
□
□
□
□
□

Let the nurse know if there is a change in behaviour
Use clear simple instructions
Speak in a clear and calm way
Keep noise to a minimum
Letting the person know where they are and who you are.
Support rest and sleep
Inform nurses if you think the person is in pain
Wake them up regularly during the night to check on condition
Encourage and help with eating and drinking
Make sue the person is wearing their glasses and hearing aides.

Please answer the following questions, by circling the number
that best reflect your response.

14. How confident are you that you understand what dementia is?
Not confident at
all
1

2

Moderately
confident
3

Very confident
4

5

15. How comfortable do you feel about the idea of spending time with a
person with dementia?
Not confident at
all
1

2

Moderately
confident
3

7

Very confident
4

5

Volunteer Questionnaire – Pre Education
ID: ____________________

16. Sometimes, when a person with dementia becomes stressed or
anxious, they can become upset, angry or aggressive. How confident
would you feel interacting with someone with dementia who
demonstrated these behaviours?
Not confident at
all
1

2

Moderately
confident
3

Very confident
4

5

17. How confident are you that you understand what delirium is?
Not confident at
all
1

2

Moderately
confident
3

Very confident
4

5

18. How comfortable do you feel about the idea of spending time with a
person with a delirium?
Not confident at
all
1

2

Moderately
confident
3

Very confident
4

5

19. Sometimes, when a person with a delirium becomes stressed or
anxious, they can become upset, angry or aggressive. How confident
would you feel interacting with someone with dementia who
demonstrated these behaviours?
Not confident at
all
1

2

Moderately
confident
3

8

Very confident
4

5
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Please indicate to what extent you agree or disagree with each
of the following statements:

20.

It is important to have a very strict routine when working with people
with dementia.

Strongly Agree
1

21.

2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

People with dementia are very much like children.

Strongly Agree
1

22.

Agree

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

There is no hope for people with dementia.

Strongly Agree
1

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

23. People with dementia are unable to make decisions for themselves.
Strongly Agree
1

24.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

It is important for people with dementia to have stimulating and
enjoyable activities to occupy their time.

Strongly Agree
1

25.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

People with dementia are sick and need to be looked after.

Strongly Agree
1

Agree
2

Neither Agree
nor Disagree
3
9

Disagree
4

Strongly
Disagree
5
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26.

It is important for people with dementia to be given as much choice as
possible in their daily lives.

Strongly Agree
1

27.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

Nothing can be done for people with dementia, except for keeping
them clean and comfortable.

Strongly Agree
1

28.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

People with dementia are more likely to be contented when treated
with understanding and reassurance.

Strongly Agree
1

29.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

Once dementia develops in a person, it is inevitable that they will go
down hill.

Strongly Agree
1

30.

2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

People with dementia need to feel respected, just like anybody else.

Strongly Agree
1

31.

Agree

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

Good dementia care involves caring for a person's psychological needs
as well as their physical needs.

Strongly Agree

Agree

Neither Agree
nor Disagree
10

Disagree

Strongly
Disagree

Volunteer Questionnaire – Pre Education
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1

32.

2

4

5

It is important not to become too attached to residents.

Strongly Agree

Agree

1

33.

3

2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

It doesn't matter what you say to people with dementia because they
forget anyway.

Strongly Agree

Agree

1

34.

2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

People with dementia often have good reasons for behaving as they
do.

Strongly Agree

Agree

1

35.

2

Disagree
4

Strongly
Disagree
5

Spending time with people with dementia can be very enjoyable.

Strongly Agree

Agree

1

36.

Neither Agree
nor Disagree
3

2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

It is important to respond to people with dementia with empathy and
understanding.

Strongly Agree
1

37.

Agree
2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

There are a lot of things that people with dementia can do.

Strongly Agree
1

Agree
2

Neither Agree
nor Disagree
3
11

Disagree
4

Strongly
Disagree
5
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38.

People with dementia are just ordinary people who need special
understanding to fulfill their needs.

Strongly Agree

Agree

1

2

Neither Agree
nor Disagree
3

Disagree
4

Strongly
Disagree
5

Finally, we would like to ask you some questions about your
previous experiences with people with dementia

39. Have you ever cared for someone with dementia (please circle)?
Yes

No

If Yes, please describe your relationship to that person

40. Have you ever worked as a volunteer with people with dementia?
Yes

No

If Yes, please describe what your role (e.g. I sat with people with
dementia in a residential care setting):

12
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41. Have you ever engaged in paid work with people with dementia?
Yes

No

If Yes, please provide a brief description of your job and how long you
were employed in that position (e.g. I worked as a registered nurse in an
aged care facility for 10 years):

42. If applicable, please describe any other circumstances where you
have spent time with a person with dementia (e.g. my mother cared for
my grandmother when I was growing up):

Thank you very much for the time and effort you have taken to
complete this questionnaire.
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Research Project: Evaluation of hospital based volunteer project
Volunteer information and consent
We are conducting an evaluation of the hospital based volunteer project. As a
volunteer who is undergoing training to assist and sit with people with dementia
and/or delirium, we would like to ask you to be part of the research component
of the project.
If you are agreeable, the evaluation would involve completing some
questionnaires before and after the training programme and after the project.
The time frame of the project evaluation will be 12 months. We will also be
asking you to complete a log of your visits and we would like your permission to
include your views on the project. If you are agreeable, at the end of the project,
we would like you to participate in a focus group discussing your views of the
project. These focus groups will be audio taped and transcribed.
Participation is voluntary. You can choose to withdraw your consent to
participate in the research project at any time. If you choose to withdraw, you
can still continue to be involved in the project as a volunteer. Whether you
choose to participate in the research project will not affect your relationship with
Greater Southern Area Health Service or Alzheimer’s Australia. All information
gathered will be securely stored and only available to the research team. When
any information gathered from the project is presented, it will be impossible to
identify you or the patients
A requirement of participating in the volunteer program is the completion of all
sessions in the volunteer training course. Details related to the training course
and the duty statement for volunteers is contained in the information kit for
volunteers. The volunteer training course will cover all aspects of the volunteer
role including care and support of the person with dementia and or delirium,
understanding and dealing with challenging behaviours, working in the hospital
environment, occupational health and safety of the volunteer and the roles and
responsibilities of a volunteer in the program.
The health and safety of the volunteer in the program is a legislative
responsibility of the health service employing volunteers. Any potential risk of
physical injury or mental distress for the volunteer working in a hospital
environment will be covered and discussed in the training program as well as in
the policy and procedures related to volunteer occupational health and safety.
As part of the training program, it will be emphasised that volunteers are not to
complete or assist with any manual handling tasks (such as lifting etc) that may
place them at risk of injury. Additionally, training will cover what to do in the
event that the person with dementia or delirium may become aggressive.

Page 1 of 3

Cath Bateman
Dementia/Delirium Acute CNC
C/- Bega Hospital
PO Box 173
BEGA NSW 2550
Ph: (02) 64929677

Incorporating
Health
Services
Adelong
Albury
Ardlethan
Barellan
Barham
Barmedman
Batlow
Batemans Bay
Bega
Berrigan
Bombala
Boorowa
Braidwood
CoolamonGanmain
Coleambally
Cooma
Cootamundra
Corowa
Crookwell
Culcairn
Darlington Point
Delegate
Deniliquin
Eden
Finley
Goulburn
Griffith
Gundagai
Gunning
Hay
Henty
Hillston
Holbrook
Jerilderie
Jindabyne
Junee
Leeton
Lockhart
Mathoura
Moama
Moruya
Moulamein
MurrumburrahHarden
Narooma
Narrandera
Pambula
Queanbeyan
Tarcutta
Temora
The Rock
Tocumwal
Tooleybuc
Tumbarumba
Tumut
Ungarie
Urana
Wagga Wagga
Weethalle
West Wyalong
Yass
Young

The welfare of the volunteers is paramount and will be monitored by the
coordinators Cath Bateman and Barbra Williams who will also provide regular
debriefing and support. Any additional support needs for the volunteers will be
arranged through the coordinators Cath Bateman and Barbra Williams.
The specified roles and responsibilities of the volunteer will be covered in detail
in the program and will form part of the volunteer handbook.
Information sessions for hospital staff on the volunteers program and the duties,
roles and responsibilities of volunteers will be conducted by the coordinators.
This is to ensure that hospital staff understand the duties of the volunteers and
do not request them to complete tasks that are outside their role.
If you have any questions about the project, training program or the
questionnaire, please ring either Cath Bateman on (02) 64929677
This research project has been approved by Greater Southern Area Health
Service Human Research Ethics Committee. If you have any complaints about
the conduct of the project, please contact the committee through:
The Complaints Officer
GSAHS HREC
PO Box 395
Albury NSW 2640
Tel 02 60808900 Fax 02 60808999
As a novice researcher for this project I will be working under the supervision of
Associate Professor Mike Bird (GSAHS Aged Care Evaluation Unit).

Cath Bateman
GSAHS
Clinical Nurse Consultant
Dementia/Delirium (Acute)
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Research Project: Evaluation of hospital based volunteer project
VOLUNTEER CONSENT FORM

I …………………………………………… (your name)
I agree to participate in the research project. I understand that it is a requirement
to have completed all sessions in the training course to participate as a volunteer
in the project and that my participation will involve adhering to the roles,
responsibilities and duties of a volunteer as will be covered in the training and
detailed in the volunteer handbook.
Participation in the research project will require completing some questionnaires
and maintaining a log of visits and I agree to this. I also understand that
participation will involve the audio-taping of focus groups, and I agree to this. I
understand that the audio footage will only be available to the research team.

I acknowledge that I have read and understand the Information Statement. I sign
this consent form on the understanding that I am free to withdraw my consent and
to discontinue the participation at any time without prejudice.
I understand that all responses on the questionnaires will be treated with all the
confidentiality required by ethical research standards. I understand that this page
will be removed from the information concerning me so that my responses cannot
be linked to me.
I also agree that research data gathered from the study may be published,
provided that neither myself, the person sit with, nor any other participant can be
individually identified.
(You will be given a copy of this form to keep.)

Signed

Witness

……………………………………

………………………………….

Print name

Print name

…………………………………….

…………………………………….

Date ……………………………….

Date ……………………………….
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APPENDIX J
PERSON CENTRED DEMENTIA and DELIRIUM
HOSPITAL VOLUNTEER TRAINING PROGRAM
Session 1
Introduction to the program







Welcome and introductions
Overview, aim and objectives of the volunteer program.
Types of patients volunteers will be working with
Types of volunteer activities within this program.
Roles and responsibilities of the volunteers
The volunteer handbook

Session 2
Understanding Dementia & Delirium
Session Aims:
x
x
x
x
x

Understand that all individuals with dementia are unique.
Understand that dementia affects people from all walks of life.
Learn about dementia and how it affects the brain.
Learn about delirium – what it is and how it affects the person
with dementia.
Understand that dementia can affect all areas of the brain, not
just the memory.

Session 3
Effective Communication
Session Aims:
x

x
x
x
x

March/April 2009

Understanding that communication is a fundamental need
experienced by people to express needs and feelings; to
respond to the needs of others and to participate meaningfully
in social networks.
Awareness that people with dementia generally retain the
ability to respond to non-verbal communication, even if they no
longer understand verbal communication.
Understanding the impact of dementia on communication.
List strategies that can be used to enhance communication
with a person living with dementia.
Knowledge of the use of Reality Orientation, Validation and
Reminiscence in dementia care.

Version 3

1

Session 4
Activities for Living and Pleasure
Session Aims:
x What is an activity?
x Why are activities important?
x The impact of dementia on a person’s ability to engage in
activities.
x Linking the person to selecting of activities
x Person Centred Care Principles
x The personal profile of the person with dementia
Session 5
Introduction to Challenging Behaviours
Session Aims:
x What is challenging behaviour?
x Common triggers of challenging behaviour.
x Specific triggers for challenging behaviour in the hospital
environment
x Explain the influence of Personal, Relationships and
Environment on human behaviour.
x What is a ‘Catastrophic Reaction’?
x Strategies to manage changes in behaviour in hospital
x What to do if you feel at risk.
x Documenting behaviours
Session 6
The Impact of Dementia and delirium
Session Aims:
x Understanding the need to consider the possible feelings of a
person with dementia in any situation.
x The importance of responding to the person and not letting
them be defined by the disease.
x An awareness that caring for a person with dementia can be
very demanding and family carers may be stressed and have
perplexing emotional responses.
x Awareness that dementia affects individuals differently
x Ability to respond effectively to individuals with dementia as
their needs change.
x Understanding of some common needs of individuals with
dementia.
x The principles of C.A.R.E. (Centre, Accept, Respect, Enable).
x Understanding how illness and the hospital environment
impacts on the emotional experience of the person with
dementia.
x
x

March/April 2009

Specific considerations for activities in the hospital
environment
Working with activities in groups

Version 3
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Session 7
Practical Assistance for the patient with dementia and delirium in hospital
Session content:
 Visual and hearing aids – Cath and Christine 15 mins
 Walking with patients – Physio 30 mins
 Positioning patients for feeding; assisting with eating and
drinking – Speech Pathologist 15 mins
 Healthy menu choices and assisting patients in completing
menus. – Dietician 30 mins
 Documentation
Session 8
Commencing as a volunteer and evaluation
Session content










Working in a hospital environment.
Potential risks for volunteers and what to do
Policies and procedures
Orientation to the ward
Rosters
Support and contacts for Volunteers
Ongoing training for Volunteers
Daily visiting and sitting with patients
Congratulations and evaluations

Mandatory Education Day
Session content:
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Occupational health and safety
Manual handling
Fire safety
Safety and Security
CPR
Infection Control
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aimed at improving the emotional and psychological
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Purpose of the Manual
The purpose of this manual is to provide staff and volunteers with clear
documentation regarding:
1. The scope, purpose, implementation and evaluation of the Bega Hospital
dementia delirium volunteer project
2. The role, duties, daily routine, reporting lines and supervision and support
processes for the volunteers.
This procedure manual is to be read in conjunction with the following GSAHS
volunteer documents:
GSAHS Volunteer information handbook (updated2008) (appendix 1)
Rights and responsibilities of volunteer (appendix 2)
Code of Practice for volunteers (appendix 3)
Confidentiality for Volunteers (appendix 4)
Tips for Volunteers (appendix 5)

Definition of a Volunteer
A volunteer is anyone who without compensation or expectation of
compensation beyond reimbursement performs a role or tasks at the direction
of or on behalf of an agency (CASAnet 1990).
Within the NSW Health Code of Conduct [Policy, PD2005_626, page 8], NSW
Health defines “staff” as “…any person working in a permanent, temporary,
casual, termed appointment or honorary capacity within NSW Health. It
includes volunteers, patient advocates, contractors, visiting practitioners,
students, consultants and researchers performing work within NSW Health
facilities.” Volunteers are therefore required to be aware of and adhere to all
relevant NSW Health policies and guidelines

Definition of the Dementia-Delirium Hospital Volunteer
A person who has expressed an interest in participating in the dementia
delirium hospital volunteer program and who has undergone an interview,
formal recruitment and training associated with the program. The role and
function of the volunteer is determined by the roles and responsibilities of the
volunteers, duty statement, guidelines of the program and the policies and
procedures of GSAHS.

About the Dementia Delirium Hospital Volunteer Pilot Program

 The program is a person centred care volunteer support program aimed at
improving the emotional and psychological wellbeing of people with dementia
and delirium as well as supporting the implementation of delirium prevention
strategies for older people in Acute Care
 The program is being coordinated and implemented by Cath Bateman GSAHS
Dementia/Delirium (Acute) Clinical Nurse Consultant and Barbra Williams
Alzheimer’s Australia NSW Bega Valley and Eurobodalla Dementia and
Memory Service.
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 The volunteer program is being evaluated as a GSAHS research project.
Moruya Hospital is the control hospital. Outcomes of patients assigned a
volunteer at Bega will be compared to a similar patients at Moruya who have
not had a volunteer assigned
 Cath Bateman is the Principle Researcher for the project. Supervisors are
Associate Prof Mike Bird and Psychologist Katrina Anderson (from GSAHS
Aged Care Evaluation Unit).
 As a requirement of the research, volunteers have been asked to sign a
consent form agreeing to participate in the project and have completed pre and
post education program questionnaires.
 The formal evaluation of the program will occur between June – December
2009.
 A post program questionnaire as well as focus group feedback from volunteers
form part of the evaluation.
 Staff have also been asked to sign a consent form agreeing to participate in the
research program. This includes completion of pre and post program staff
questionnaires, participating in post program staff focus groups and completing
6 weekly behavior monitoring charts for patient’s assigned volunteers.
 A staff information sheet about the program is at (appendix 6)
 The Program coordinators will continue to coordinate and support the hospital
volunteers for a 12 month period up until 30th April 2010.
 Responsibility for ongoing coordination of the program after this time is to be
reviewed in consultation with volunteers and hospital management.
 Volunteers commencing in the program have undergone a formal application,
interview and recruitment process including a criminal record check clearance.
 All volunteers have completed a 4 day training program (page 6)
 All volunteers have a copy of and have signed their duty statement
(see volunteer duty statement page 11)

Volunteers as part of a team
The role of the volunteer in supporting the older person with cognitive impairment
is an important one. In this context the success of this program will be influenced
by the respect, support and acknowledgment volunteers receive by staff in their
role as part of the health care team.
The key principles of trust, recognition, respect and valuing the contribution of the
volunteers is embedded in the philosophy of this program
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Aims of the dementia delirium hospital volunteer project
1. To improve the emotional and psychological experience and care outcomes of
patients with dementia and delirium admitted to hospital
2. To support the implementation of delirium prevention strategies for those
patients identified at risk of delirium.

Commencement of the volunteer project
The dementia delirium hospital volunteer project commences on Monday 4th
May 2009.at Bega Hospital
Volunteers will cover 2 shifts each day for 5 days/week.
Volunteers will provide one to one support for eligible patients on medical and
surgical ward and on the medical ward will use room 209 to provide group
based activities for eligible patients on the morning shift.

Shift times for Volunteers
Shift times for the volunteers are:
Morning
8am – 12.30pm - Monday to Friday
Evening
3 pm – 7 pm – Monday – Friday
Volunteers will not be rostered for public holidays.
Allocation of a volunteer for a weekend shift may be considered in exceptional
circumstances of specific patient need. Weekend rostering of a volunteer will only
occur after consultation with the project coordinator Cath Bateman and will be
dependant on volunteer availability.

Patient eligibility criteria for being assigned a volunteer

 A one page eligibility checklist will need to be completed by staff for patients
assigned to the program. (appendix 7) Eligibility includes:
o SMMSE < 24/30; a diagnosis of dementia; a diagnosis of delirium or
evidence of high level risk factors for a delirium.
o Patient and/or carer consent
 Exclusion includes any patients with behavioural issues which will place the
volunteer at risk.

Patient/Carer consent for being assigned a Volunteer
All patients are to be asked by staff for their verbal consent to have a volunteer
assigned. The volunteer coordinator (or delegate) will be responsible for obtaining
written consent during the formal evaluation period of the program.
Where the patient has a carer, staff are to request verbal consent from the carer
confirming that they are happy for the person they care for to have a volunteer
assigned and if possible ask them to complete the patient profile.
The coordinator (or delegate) will obtain written consent from the carer and ask
that the carer complete the patient profile questionnaire if this has not been
completed.
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The patient profile
The patient profile is designed to be completed by the carer as part of their
questionnaire. The purpose of the profile is to provide the volunteer with
information about the patient they are assigned to assist in communication and
appropriate person centered activities. (appendix 8)
In the circumstance where a patient has consented to having a volunteer and does
not have a carer, the volunteer can use the patient profile form/template to support
them in getting to know the patient and identifying appropriate activities.

Principles of Person Centered Care








Respect for uniqueness of person
Knowledge and value of persons past history
A focus on abilities
Supporting choice
Enhancing Communication
Valuing attachments
Maintaining social environment

Person centered dementia care

 Shifts the focus from the behaviour to a holistic view of what may be causing or
contributing to the behaviour.
 Is based on the fact that cognition does not determine our capacity for
emotional well being or ill being;
 Rather it is how people relate to and understand us in terms of interpersonal
relationship.

The volunteer training program

 The Hospital dementia volunteer training program has been designed to
provide information and experiential learning that will enable a volunteer to
understand the philosophy of person centered dementia care and develop
practical strategies to communicate with and support people with dementia and
delirium in the hospital setting.
 The training program consists of eight sessions over 4 days covering the
following topics:
Roles and responsibilities of volunteers
Person centered care
Understanding dementia and delirium
Communicating effectively with the person with cognitive impairment
Activities for enjoyment and pleasure
Introduction to challenging behavior
The Impact of dementia and delirium
Practical assistance for the patient with dementia and delirium
Commencing as volunteer, procedures, documentation and evaluation
 The volunteers are also required to undergo the hospital mandatory training
sessions in manual handling, Infection control, safety and security and OH&S.
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 The volunteers have access to the staff health clinic for vaccinations and have
been provided with information and advice regarding this as part of their
training.

Recruitment and training records of volunteers
Recruitment and training records, copies of signed roles and responsibilities and
current drivers licenses are securely stored and maintained by the Dementia
Delirium CNC Cath Bateman for the term of the project

Orientation
Following completion of the training program all volunteers are to undergo
individual orientation for their first/initial shift with supervision and support by the
coordinators. The areas covered are contained in the orientation checklist
(appendix 9)

Identification of Volunteers
The Volunteers will be identified by a gold polo shirt and the wearing of
Volunteer ID badges.

Scope and Boundaries of the Volunteers

 The volunteers are required to abide by the roles and responsibilities of a
volunteer. All volunteers have signed a copy or the GSAHS Volunteer Roles
and responsibilities and are bound by the GSAHS Code of Practice and
confidentiality for volunteers.
 Volunteers are not to accept or give gifts to patients or witness any legal
documents on behalf of patients ( see page 11 of handbook)
 Additional information is contained within the Volunteer handbook and code of
practice for volunteers.

Maximum number of patients to be assigned a volunteer

 The maximum number of patients any one volunteer can be assigned
each shift individually or in a group is 4 unless otherwise negotiated with
project volunteer coordinator/s.
 The coordinator will prioritise patients on the volunteer patient list based on
need.
 Rostering of two volunteers per shift can occur depending on need and
availability of volunteers.

Do’s and Don’ts for Volunteers
Volunteers are not to complete any duties outside the roles defined in their duty
statement and this manual even if requested by staff or the patient/carer. Staff and
Volunteers have been provided with a copy of the Dos and Don’ts for Volunteers
(page 13)

Activity Resources

 Activity resources for the volunteer to use with patients are kept in the two
drawer filing cabinet in room 209.
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 Where possible/appropriate patients and carers are encouraged to bring in
personal belongings such as pictures/photos/knitting that may support their
emotional well being during their hospital stay.
 Volunteers are to keep a record of any replacement or additional resources
that may support hospitalised patients and communicate this to the
coordinators.
 A form for volunteers to communicate additional activity resource needs will be
kept in the back of the volunteer folder.

Cleaning of Activity resources and equipment

 All activity resources or equipment purchased or available for use by the
volunteers must be able to be either machine washed or be of a material that
can be wiped down
 Volunteers are responsible for wiping down resources (with detergent wipes)
before returning them to their storage location after patient use
 Any washable items such as soft toys, fiddle aprons etc are to stay with the
allocated patient until discharge. They are then to be placed in a plastic bag for
machine washing before they are returned to the resources storage.

Volunteer Rosters
Volunteer rosters will be coordinated by the volunteer training program
coordinators in consultation with the volunteers.
The rosters will be reviewed and drawn up monthly
A copy of the roster will be kept in the volunteer folder and held by the NUM on
both surgical and medical ward and emailed to volunteers who have email
access.

Signing on and off duty
All volunteers are required to sign on and off for each shift. The volunteer shift
record is kept in the volunteer record folder in the medical ward NUM office.
A copy of the sign on and sign off form is at (appendix 10)

When a volunteer is unable to attend their shift
If a volunteer knows in advance they are not available for their shift they are to
notify one of the coordinators, so that rosters can be adjusted.
Volunteers can negotiate a change or swap of their shift with other volunteers at
any time. They can then either notify a coordinator of the change or note it as a
change in the roster themselves.
When a volunteer is unable to attend their shift, they are firstly to try and
arrange a substitute volunteer for their shift.
If the volunteer is too unwell and/or unable to arrange a substitute for their shift,
they are requested to inform the ward clerk on medical ward of their absence.

Volunteer Documentation Record

 As part of the program, volunteers are required to document their individual or
group activities with patients, the patient’s response to these activities, fluids or
food they have given to the patient, any changes in the patient and any issues
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they wish to communicate to the next volunteer. This documentation is to occur
at the end of their shift.
 The volunteer is also to communicate verbally to the RN or EN responsible for
the patient, the approximate amount of fluids given and food eaten by each
patient and any issues of concern they may have regarding the patient.
 A volunteer documentation record will be kept for each patient allocated a
volunteer throughout the program.
 The volunteer documentation record related to amount of food and fluids given,
and what specific assistance was provided is kept in the front of the patients
Medical Record folder. An additional handover information sheets for each
patients is kept in the Volunteer folder kept in the medical ward NUM office.
See volunteer documentation record (appendix 11)

Ongoing training and support of the volunteer
The project coordinators, Cath Bateman and Barbra Williams will provide ongoing
volunteer support, supervision and education for the period of the project. This will
include, individual counseling and support when any issues arise, the holding of
regular group meetings with volunteers and the coordination of ongoing education
sessions for volunteers as required.
Volunteers also have access to the Employee Assistance Program (EAP) and
have been provided with a copy of the EAP brochure with contact number
(appendix 12)

Volunteer Appraisal/ Feedback

 Support and feedback processes for volunteers is an important part of the
program
 The coordinators will arrange regular group meetings and individual feedback
sessions for the volunteers for the course of the project.
 The coordinators will incorporate debriefing as part of regular sessions. The
volunteers are encouraged to contact the coordinator/s if one to one debriefing
is required.
 Additional feedback is encouraged at any time.
 The volunteer coordinators will also negotiate one to one de briefing with
volunteers as required
 The individual feedback sessions will be used to discuss any issues the
coordinators or the volunteers may have in respect to individual volunteers and
their roles.

Grievances
If a volunteer is unhappy with any aspect of the pilot program or program
coordination they are encouraged to discuss this with the coordinators who will
work with them to try to resolve the issues.
If volunteers experience any negative or upsetting interactions with hospital staff
they are requested to report and discuss these with the volunteer coordinators as
soon as possible after they occur.
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Occupational Health and Safety of Volunteers

 Volunteers are responsible for verbally reporting any hazard or risk they identify
in the course of their volunteer duties to the NUM or RN in charge.
 The volunteer is to remove themselves from any patients or situations in which
they feel unsafe or uncomfortable and report this to the RN in change or NUM
 If a volunteer witnesses any incident that causes distress to them while on duty
they are to report this to the RN in charge, NUM or Coordinator who will arrange
debriefing and support.
 Volunteers are to immediately report any injury they sustain to the RN in charge
or NUM who will follow the incident reporting process with IIMS notification
 If medical treatment is required the volunteer is to attend the emergency
department for assessment and obtain a certificate before reporting back to the
RN in charge or NUM who will advise further.
 The coordinator (Cath Bateman) is to be notified of any injury or incident
pertaining to a volunteer.
 Volunteers are not to lift or assist with any lifting or manual handling transfer of
any patients.
 Volunteers are required to complete Manual handling units 1 & 2 as part of
mandatory training and undergo the associated practical competency
assessment.
 Volunteers are to comply with smart lift procedures for all manual handling tasks
they perform as part of their role
 Volunteers who are on an evening shift are to have access to the after hours car
parking in front of the hospital.
 Entrance and exit to the hospital after hours is to be via the front hospital
entrance.

Infection control

 As a GSAHS volunteer you are required to comply with NSW Health Infection
Control Policy (No. PD2007_036)
 Volunteers are to comply with standard hand hygiene (washing) procedures before
and after each patient contact or contact with their surroundings.
 The cleaning of activity resources has been previously detailed (page 7)
 All patients admitted from residential aged care or other facilities are isolated on
admission until pathology has cleared them of having any potential transmissible
infection. In this circumstance staff or volunteer entering the room are required to
were personal protective equipment (PPE)
 Volunteers are not to be allocated patients requiring additional infection control
precautions such as personal protective equipment (PPE) unless there is
consultation and agreement by the NUM and coordinator.
 In this circumstance the volunteer must be provided with clear explanation and
instruction regarding the use of PPE and be agreeable to being assigned the
patient.
 Any activity resources used by patients requiring PPE are to stay with that patient.
Decisions regarding disposal or washing of used activity resources on discharge
will be the responsibility of the NUM or delegate

Dress code

 It is advised that volunteers wear loose fitting comfortable trousers or skirt with
their polo shirts and flat comfortable shoes with rubber soles which cover toes.
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Wearing of dangling earrings or chains that could possibly be grabbed by
patients is discouraged during the course of volunteer duties.

Personal Valuables

 Volunteers are responsible for securing their personal belongings at the
beginning of each shift in the allocated locker space.
 It is advised that volunteers do not bring valuables or large sums of money with
them on their volunteer shifts.

Meal Breaks

 Volunteers are entitled to morning, afternoon tea and a meal break on the
evening shift
 Tea and coffee making facilities are available for the volunteers in the small
kitchens on the wards or in the staff dining room.
 Volunteers are entitled to one free meal per day (either lunch or dinner) as per
the menu of the day.
 It is requested that volunteers on the morning shift have their meal at the
completion of their shift 12.30pm, after they have assisted patients with their
meals.
 For evening shift, the evening meal can be eaten between 5.30 – 6.00pm in the
staff dining room after patients have been assisted with their meals.
 Volunteers requiring a meal are to go to the kitchen and select a meal from the
menu in the meal order folder and write their selection with (V) for volunteer
noted in the cost column.
 Lunch order selection will need to occur by 10am. Volunteers on evening shift
are to go to the kitchen and place their meal order at the commencement of their
3pm shift.

Completion of service

 Volunteers may resign at any time. However discussion with the volunteer
coordinators is encouraged before this occurs.
 Resignations need to be in writing and forwarded to the volunteers coordinator
– Cath Bateman
 When completing their service all volunteers are to be given a letter of
appreciation for their services
 Volunteers are required to attend a closure Interview with either or both of the
project co-ordinators Cath Bateman or Barbra Williams.
 On completion of their service, volunteers are required to return their
identification badge to the volunteer coordinator Cath Bateman or delegate

Potential Benefits of being a Volunteer with the dementia delirium
Volunteer Program
 The opportunity to contribute in a worthwhile way to the care and well being of
people with dementia and delirium in hospital
 The opportunity to be part of a project that is researching the benefits of
volunteers assisting patients with dementia and delirium in hospital.
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 The opportunity of working as part of a team
 The opportunity to undergo education and training in dementia and delirium.
 Development of new skills and confidence particularly in communicating with
people with dementia
 Personal satisfaction through helping others
 Development of new friendships

Contact numbers for the volunteer coordinators
Cath Bateman:
Barbra Williams:

office phone: 64929677: Mobile: 0417276489
office phone: 64926158: Mobile 0427007442
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DUTY STATEMENT FOR
DEMENTIA DELIRIUM HOSPITAL VOLUNTEERS
WITH BEGA VALLEY HEALTH SERVICE
Volunteer Duties
1. Work within the team of nurses and allied health staff in supporting people
with dementia and or delirium or those who are at risk of delirium in the
hospital.
2. Volunteers will adhere to the roles, responsibilities and duties of a volunteer
3. The volunteer will be allocated patients as documented in the volunteer
record folder, guided by the hospital staff or the Dementia/Delirium CNC
4. The volunteer will respect the uniqueness of each patient and their family
and will be guided by the care plan needs of the person. Specific duties
include:
 Sitting with the patient on a one to one basis or in group activity sessions
 Assisting with making patients comfortable to support their sleep and rest –
this may include adjusting pillows or providing warm drinks or a hand
massage or gentle back rub,
 Making sure the patient is wearing their glasses and hearing aides and
checking that these are clean and working properly.
 Talking to the patient about current events and surroundings
 Assisting the patient with eating and drinking and when needed regularly
offering fluids to drink
 Assisting patients with completion of their menus
 Accompanying and helping the person with walking and exercise as
advised by the nurses or physiotherapist.
 Supporting the person with activities they enjoy such as reading to them,
playing cards etc.
 Using dementia friendly communication when interacting with the person
with dementia.
 Communicating any concerns that may arise to the hospital staff or the
CNC for Dementia/Delirium as per volunteer guidelines
 Write down any changes that are noticed in the behavior of the patient in
the volunteer records
ROLE RESPONSIBILITIES
The volunteer is:
1. Responsible for cleaning any activity items used with patients before
returning them to the activity resource storage location.
2. To maintain the confidentiality and the privacy of the patient and their
family, in the hospital or other relevant places, while working in a voluntary
capacity
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3. To refer the patient to the staff when a specific situation arises, i.e. with
regard to health related questions, and when professional input is required.
4. To report any changes they notice in the patients to the NUM or RN in
charge.
5. To remove themselves from any patients they feel uncomfortable or unsafe
with and report this to the RN in charge or NUM
6. To report any hazardous incidents they identify to the NUM or RN in charge
and comply with manual handling smart lift practices.
7. To adhere to hand washing and hand hygiene and other required infection
control practices (as directed by staff) when visiting patients.
8. To keep a record of time spent, activities conducted the response of
patients to those activities, and any issues or concerns each volunteers visit
with the patient.
9. Where relevant, to keep a record and communicate to the RN or NUM the
approximate amounts of fluids the patient has while with the volunteer, the
level of meal assistance and how much of their meal they ate.
10. To record the behaviour of assigned patients on the volunteer behaviour
record sheet as instructed during training and report any changed
behaviour to the RN in charge or NUM
11. Not to attend their shift if they are have a cold, other respiratory infection or
are generally unwell.
12. To try to arrange a substitute for or notify Volunteer Coordinator/s or
hospital staff of any unplanned absences
13. To attend supervision, de briefing, ongoing education and support sessions
with coordinator’s - Cath Bateman and Barbra Williams
As a Dementia Delirium Hospital Volunteer, I agree to the duties, roles and
responsibilities in this duty:
Signed

Signed

___________________________

___________________________

Name of Volunteer

Name of Supervisor/coordinator

________________________

__________________________

Date: ___/____/_______

Date: ___/____/_______
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Dos and Don’ts for the Dementia Delirium Hospital Volunteers
Information for Bega Hospital staff and Volunteers

DO













Sit with assigned patients one to one and in group activities
Assist and support assigned patients with therapeutic activities
Talk to assigned patients about current events and surroundings
Assist assigned patients with completion of their menus
Assist assigned patients with eating and drinking
Assist assigned patients with wearing visual and hearing aides
Report any concerns or changes in the assigned patients to the
nurse
Report any other concerns or worries to the coordinator or NUM
Keep a record of time spent with assigned patients
Encourage assigned patients with gentle exercises or walking
when instructed by coordinator or NUM.
Adhere to confidentiality and privacy of patients
Adhere to the roles and responsibilities of volunteers

DON’T
 Assist with or perform any lifting or moving of objects or patients
 Assist assigned patients with walking unless instructed or agreed
to by volunteer coordinator or NUM or in charge RN
 Assist with care of any other patients that you are not assigned
to - always talk with the NUM or RN in charge if you are
concerned.
 Assist with duties a nurse might ask you to do that is not in your
duty statement
 Assist any other patients (you are not assigned) with feeding or
drinking
 Buy food or other items for patients unless permission is
obtained from the Nurse Unit Manager (NUM)
 Enter a room where the door is closed without requesting or
receiving approval from the NUM or RN in charge.
 Discuss or criticise a patients treatment with them, their carers or
relatives
 Discuss any aspects of the patients care outside of the health
service.
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Reporting lines for the Volunteers
The Hospital Dementia Volunteer is responsible to the Volunteer Project
Coordinator the Nurse Unit Manager or delegated RN in charge.
The below diagram outlines the Dementia Volunteer program structure and
reporting lines that will be covered in training and orientation.

South Coast Integrated Service
Manager

Bega Valley Quality
Committee

Volunteer Project Coordinator
Cath Bateman
Dementia Delirium CNC (Acute)
Assistant Volunteer
Coordinator
Barbra Williams
AANSW

Delegated
support
coordinator

NUM medical
Floor

NUM Surgical
Ward

Volunteers
RN in
charge
medical
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Procedure for volunteer shifts and patient allocation
Morning shift
















Inform NUM or RN when you arrive on the ward
Sign on in the volunteer folder located in the Medical ward NUM office
Patients allocated to volunteers will be documented in the Volunteer folder
Check additional information section of admission checklist.
If unsure about patient suitability or needs, discuss with NUM or coordinator
Read notes made by volunteer/s of previous shifts.
If available, read the personal profile of patients allocated to determine
appropriate activities in conjunction with previous volunteer notes.
Where appropriate, assist assigned patients with meal set up or eating
breakfast
Assist assigned patients with completion of their menus for the following day
Sit one to one with assigned patients as required on medical or surgical ward
Utilise activity resources for therapeutic activity as appropriate
Assist assigned patients with other needs as outlined in duty statement
Accompany assigned patients with walking as directed by NUM/RN
Volunteers to assist assigned patients with lunch as needed.

Medical ward Group Activities

 Where more than one patient is assigned on medical ward, the dementia
friendly group room (ward 209) may be used for group activities
 Group activities may be conducted at any time between 8.30am – 11.30am
 The wards person or nursing staff will assist patients to the ward 209, which
may include bringing them in a wheel chair or assisting them to walk.
 Volunteers can accompany patients walking to ward 209 as advised by
NUM/RN
 The patient personal profile will be used to assist volunteers in identifying
appropriate activities
 Morning tea will be provided to patients in the group room by the hospital staff.
 Volunteers can use the tea and coffee making facilities for their own use at
anytime.
 Following group activities, dependant on the direction of nursing staff, patients
may be returned to their rooms or stay in ward 209 for lunch

On completion of shift
1. Volunteers are to report any concerns or issues identified with assigned
patients as well as approximate amounts of food and fluids taken and toilet
visits by the patients during their shift to the EN or RN in charge of the patient
or NUM.
2. Volunteers are to document activities provided and the patients response to the
activity, amounts of fluid and food given or amount of assisted food and fluids
given to the patients and other assistance types provided.
3. Volunteers are also to document the patient behaviours in the behaviour
monitoring chart for the patient they are assigned which will be kept in the
volunteer folder (appendix 13). Any changes in behaviour are to be reported to
the NUM or RN.
4. Volunteers are to sign off at the end of shift
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Evening Shift



















Inform NUM or RN when you arrive on the ward
Sign on in the volunteer folder located in the Medical ward NUM office
Patients allocated for volunteers will be documented in the Volunteer folder
Check additional information section of admission checklist.
If unsure about patient suitability or needs, discuss with NUM, RN in charge or
coordinator
Read notes made by volunteer/s of previous shifts.
If available, read the personal profile of patients allocated to determine
appropriate activities in conjunction with previous volunteer notes.
Where appropriate, assist assigned patients with meal set up or eating of their
evening meal.
Volunteers may take their evening meal break between 5.30 – 6.00pm
Volunteers can use the tea and coffee making facilities for their own use at
anytime.
Sit one to one with assigned patients as required on medical or surgical ward
Utilise activity resources for therapeutic activity as appropriate
Assist assigned patients with other needs as outlined in duty statement
Accompany assigned patients with walking as directed by RN in charge
Assist with night time settling of patients as required.
Volunteers are to leave the hospital by the front entrance of the hospital.

On completion of shift
1. Volunteers are to report any concerns or issues identified with assigned
patients as well as approximate amounts of food and fluids taken and toilet
visits by the patients during their shift to the EN or RN in charge of the
patient or the NUM.
2. Volunteers are to document activities provided and the patients response to
the activity, amounts of fluid and food given or amount of assisted food and
fluids given to the patients and other assistance provided.
3. Volunteers are also to document the patient behaviours in the behaviour
monitoring chart for the patient they are assigned which will be kept in the
volunteer folder (appendix 13). Any changes in behaviour are to be reported
to the NUM or RN.
4. Volunteers are to sign off at the end of shift

Early completion of the volunteer shift

 Where all allocated patients are settled prior to 7pm, volunteers may choose to
leave early after informing RN in charge. This will be up to the volunteer’s
discretion.

Circumstance where there may be no requirement for a volunteer
to attend their shift
 In the rare circumstance where there are no assigned patients when the
volunteer arrives, please check with the NUM or RN in charge to confirm the
need for a volunteer for that shift
 In the circumstance where staff know in advance that there are no eligible or
appropriate patients to be assigned a volunteer, they are to attempt to contact
the volunteer prior to their commencing their shift.
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Staff requirements in supporting the volunteer program
A staff information sheet about the program is contained in appendix 6

Identifying eligible patients

 The Volunteer coordinator (or delegate) will check with medical ward and
surgical ward NUMs twice weekly to identify potential patients to be assigned a
volunteer.
 Nursing staff on medical and surgical ward are responsible at other times for
identifying and communicating potential patients for assignment of a volunteer
to the coordinator Cath Bateman (0417276489).
 Staff are required to complete the eligibility checklist (appendix 7) before
assignment of the volunteer. The completed checklist is to be placed in the
volunteer folder in the medical ward NUM office or given to the volunteer
coordinator.

Patient and/or Carer Consent

 As a requirement of eligibility, staff are to obtain verbal consent from the patient
that they agree to have a volunteer assigned. If the patient has a primary carer,
staff are also to gain verbal consent from the carer that they are agreeable to
the person they care for having a volunteer assigned.
 In the circumstance where the patient is unable to consent (ie. Lack of capacity
due to cognitive impairment), the carer is asked for their verbal consent
agreeing to the person they care for to have a volunteer assigned.
 Where a carer has verbally consented either with patient or independently, they
are requested to complete a questionnaire containing information and a
personal profile form related to the patient.
 A volunteer is not to be assigned where a patient and/or carer has not
consented.
 The project coordinator Cath Bateman will assume responsibility for obtaining
written consent from the patients and/or carers.
 In the circumstance that the patient does not have capacity to consent and
does not have an identified primary carer, the volunteer project coordinator
Cath Bateman is to be consulted.

Completion of carer questionnaires with personal profiles

 Where possible/practicable it would be helpful if staff could ask the carer to
complete this questionnaire at the time of verbal consent and place the
completed information in the patient medical record.
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 Copies of eligibility checklist and carer questionnaires will be located in the
medical and surgical ward office area. Location to be determined in
consultation with the ward clerk and NUM.
 The project coordinator Cath Bateman will assume responsibility for arranging
for the completion of the patient profiles that have not been completed.

Behaviour Monitoring of patients assigned a volunteer

 When assigned a volunteer all patients are to have a behaviour monitoring
chart placed in their Medical Record which is to be completed by staff for any
changed behaviour (appendix 13b)
 Additionally for one week every six weeks over the duration of the program
evaluation, staff are asked to complete a tick box behaviour record chart at
handover or each shift. (appendix 14)

Assisting with transfer of patients to ward 209 medical Floor
In the circumstance where there are 2 or more patients assigned a volunteer, the
volunteers may provide morning group activities to assigned patients in ward 209
on medical floor,
Independently ambulant patients who are not at risk of falls can walk with the
volunteer from their room to ward 209. Medical ward staff are responsible for the
transfer of any patients at risk of falls and/or requiring mobility assistance to ward
209 for activities

Scope and boundaries of volunteers
Volunteers are bound by the roles and responsibilities and duties defined in the
duty statement. This has been covered in detail during the training of volunteers.
The volunteers have been advised to refuse to complete tasks that are not within
their duty statement or guidelines of this manual.
A Dos and Don’t sheet has been developed to assist staff in understanding the
boundaries of the volunteer duties. Laminated copies will be placed on the wards.
(page 14)
If staff are concerned about or observe volunteers acting outside their boundaries
or roles they are asked to communicate this to the volunteer project coordinator
Cath Bateman

Respect and acknowledgement of the volunteer
The volunteers in this project are part of the health care team and are there to
support staff in the care of people with cognitive impairment and those at risk for
delirium. In this context the success of this program will be influenced by the
respect, support and acknowledgment volunteers receive by staff in their role as
part of the health care team.
The key principles of trust, recognition, respect and valuing the contribution of the
volunteers is embedded in the philosophy of this program.
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Staff Feedback regarding the program
Staff feedback regarding the implementation and evaluation of the dementia
delirium hospital volunteer pilot program is seen as very important.
Staff are encouraged to feedback any issues or suggestions for changes to
improve any part of the volunteer program at any time with the coordinator/s

Contact numbers for the volunteer coordinators
Cath Bateman:
Barbra Williams:

office phone: 64929677: Mobile: 0417276489
office phone: 64926158: Mobile 0427007442

Consultation process in the development of this manual
The following staff/people have been consulted and provided feedback in the
development of the manual:
 The volunteers
 Barbra Williams AANSW Dementia Advisor for the Bega Valley and
Eurobodalla Dementia and Memory centre
 Cathy Blacker - Bega Surgical Ward NUM
 Sharon Hoye – Medical Ward NUM
 Jenni Sorensen – Aged Services Emergency Team/Acute to Age Related Care
CNC

Storage and circulation of the volunteer resource manual

 A copy of this manual will be kept on medical and surgical floor.
 All volunteers have been provided with a copy of the manual
 Electronic copies have been sent to:
o Ray Toft SNM Bega Hospital
o Dorothy Holmes Bega Valley Community Nurse manager
o Annette Nichols – EquiP coordinator Bega Valley
o Gwynne Kelland the Bega Valley Quality coordinator
o Allied Health staff participating in the training program
o Mike Bird and Katrina Anderson from the GSAHS Aged Care
Evaluation Unit

Acknowledgements for assistance in establishment of the
volunteer program





Barbra Williams
Sandra Bill – GSAHS Bourke Street Health Service Volunteer Coordinator
Sally Anne Ehms – POWH ReVive volunteer program coordinator
Hospital NUMs Sharon Hoye and Cathy Blacker. as well as Linda Hoyle and
other members of the Improving Dementia Care in Bega Valley Hospital
working group
 Moruya Hospital NUM Jim Herford & ASET/AARC CNC’s Jenni Lockwood and
Brigid Crosbie
 UOW Eastern Australia Dementia Training Study Centre Grant which funded
the purchase of Gold Polo T-Shirts.
 Harry Simmes – Bega Hospital Hotel Services for catering support for the
volunteer training.
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APPENDIX L
Patient Personal Profile
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APPENDIX L

1

Patient Personal Profile for Volunteer to complete with patient
Please complete the following questions with the person you are
assigned to
Date ___/___/_____
Name of volunteer completing profile:________________________
Name of the person:_____________________________________
What is their preferred name?______________________________

Family details: for significant family members/others eg: partner,
children, grandchildren, siblings or friends
(Please provide their names, relationship and where they live).
Name

Relationship

Town they live in

What has been their main occupation (past or present)
______________________________________________________
______________________________________________________
Significant life experiences:______________________________
______________________________________________________
War service:___________________________________________
Bega Hospital Volunteer Program 2009

2

Where they have lived most of their life:____________________

Travel experience/enjoyable holidays:_____________________
______________________________________________________

Group and/or club membership:__________________________
______________________________________________________

What are or have been their main interests / hobbies?
(past / present)

_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
_______________________________________________
Any other things they like doing?_________________________

Favourite Music: _______________________________________

Favourite Movies:______________________________________

Favourite TV and Radio Programs (past and present):_________
______________________________________________________

Do they have a pet? Y / N
If Yes Type of Pet? __________ Name of pet_________________

Favourite Food:________________________________________
Foods they dislike: _____________________________________
______________________________________________________
Bega Hospital Volunteer Program 2009

3

What is their preferred drink? (Please circle)
Tea / Coffee
with / with out milk
sugar
Soft drink
Milk drinks
Juice
other:
_____________________________________________________
Can they read? Y / N

Can they write? Y / N

Problems with vision or hearing
x Eye sight (e.g. needs glasses for reading):
_________________________________________________
x Hearing (e.g. no problems with hearing):
_________________________________________________

Anything else you would like us to know that you think is
important for your care?
______________________________________________________

______________________________________________________

Bega Hospital Volunteer Program 2009
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APPENDIX M

Review of Medical Records
AUID:_________________________

Facility:

Bega

Moruya

Please print the name of the patient:
_______________________

Today’s date:

□□/□□/□□

Medical Record Audit – Dementia Delirium Hospital Volunteer program

1

Section 1

□□/□□/□□

1

Date of birth of the patient:

2

Sex (please tick):

3

(a) Date of current hospital admission for the patient:
(b) Admitted from:

4

Home

□ Female

□□/□□/□□

Residential care Other: ____________

(a) Date of discharge for the patient:
(b)Discharged to:

5

□ Male

Home

□□/□□/□□

Residential care Other: ____________

What was the original reason for their admission:_________________
________________________________________________________

6

Diagnoses of dementia on admission?
Yes □

7

No □

(a) SMMSE attended: Yes □

No □

Score: SMMSE: __/30

Yes □

No □

Score: AMT: __/10

(b) AMT attended:

8

Other eg. depression: ____________________

Diagnoses on discharge: ____________________________________
________________________________________________________

9

(a) If the patient developed a delirium during their stay, please list the
date the delirium was identified (if they were admitted with a delirium
write their admission date):

□□/□□/□□

(b) Confusion Assessment Method attended:
(c) Who identified the delirium?

Yes

No

□ Doctor □ RN □ E N

Medical Record Audit – Dementia Delirium Hospital Volunteer program

2

Other (please specify):____________

10

Date that a volunteer was assigned to the patient:

11

Reason for Volunteer being assigned:
Dementia/cog impairment

12

□

□□/□□/□□

Delirium □ Risk Factors for Delirium □

(a) Did the patient fall during their stay in hospital (please tick):

□ Yes

□ No :

(b) If the patient did fall, how many times?

□□

(c)If the patient did fall, please list the dates and times of the fall/s:
__/__/___ (_____hrs); __/__/___ (_____hrs); __/__/___ (_____hrs)
__/__/___ (_____hrs); __/__/___ (_____hrs); __/__/___ (_____hrs)
13

(a) Did the patient die (please tick)?

□ Yes

□ No

(b) If Yes, please write the listed cause:________________________
________________________________________________________
14

(a) If the patient was discharged were they re-admitted? Yes□ No□
(b) If Yes, how long after discharge was readmission? ____________
(c) Was the reason for readmission the same as the reason for the
original admission? Yes / No

15

Please list any other information of interest:_____________________
________________________________________________________

Medical Record Audit – Dementia Delirium Hospital Volunteer program

3

Section 2: Medications
Please remember to include medication adjustments.
Date
started

Name of
Medication

Dose

Frequency

Medical Record Audit – Dementia Delirium Hospital Volunteer program

Date
ceased
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APPENDIX N
Staff post program coded responses to open ended question

205

206

no great difficulties - there were times when we were very busy and not time for paperwork

Volunteers were exceedingly helpful to have around because they took the "heat" off the
staff with dementia/delirium patients. Meant that patients had better care and better
outcomes

Enjoyed working with the very helpful volunteers. Nice to see how the clients with dementia
seemed more content and settled when the carers were around.

I had been given no information or education on the programme

Patients on the ward were kept occupied with volunteers. Patients appear to be more
comfortable and settled in their surroundings.

The hospital based volunteer programme on surgical ward has proved a great asset, firstly
to the patient who has had a smoother recovery due to the empathy and physical help
provided. Much of the worry has been eased for nursing staff, who on a busy surgical ward
find it difficult to have the time to devote to patients with dementia and or delirium.

I was not experienced enough in the clinical setting to deal with delirium patients. I feel
much better equipped to deal with these situations today

2

3

4

5

6

7

8

1

BV

The volunteers were empathetic and caring and occupied the dementia/delirium pts time
which resulted in more contented pts. Allowed time for acute pts orders who requiring
aseptic/isolation procedures.

1

S

B

P

BV

BV

Positive

P = Comment related to patients
S = Comment related to staff
B = Comment related to both patients and staff
V= Comment related to volunteer
Comment

Staff Post Program Question 49b responses (Intervention Hospital)

APPENDIX N

S

S

Neither +ve
or -ve

Negative

Have only been here 3/12 but have really appreciated the assistance of carers - it's been
great!

Having the volunteers around to help with pts that needed a lot more help and attention
than we could offer in our daily work has been a great help and load off our daily duties - we
are able to concentrate on other parts of our nursing that would have been impossible
without the volunteers.

One to one contact beneficial for patient and freed up staff. Good for non-clinical
staff/volunteers to have time talking etc rather than patients being slotted into ward routines.

There was a better quality of care given to all patients when dementia care
workers/volunteers were able to help. Less stressful workload as they help assist with
feeding, monitoring and comforting the patient.

More paperwork. Caring for all pts is part of being a nurse.

The benefits have been knowing the volunteer girls are there with pts at meal times knowing
they are going to be fed and watered - this is a great help. The difficulties are not having
the time to spend with these special pts. You need lots of love and patience with these
people

12

13

14

15

16

17

2

Program took away a lot of pressure from nursing staff. The pts were more settled because
they had one to one care. Also pts were accompanied in their meal times which resulted in
them having a better dietary intake - nurses don't have enough time to provide this
supervision time.

I don't remember being involved in this program - wasn't done at night times. But what I
heard from some other staff it was helpful during the day and may be it would be helpful at
night as well for these pts
It highlighted need for increase in care - one on one. The increased care provided by the
volunteers was exceptional. I believe it complimented what we did really well. The personal
one on one approach was excellent and had a significant impact on pt outcomes.

11

10

9

Comment

B

B

BV

B

S

B

BV

P

Positive

Neither +ve
or -ve

S

Negative

4
2
11
6
23

Number of comments related to patients only (P)
Number of comments related to staff only (S)
Number of comments related to staff and patients (B)
Number of comments related to Volunteer (V)
TOTAL COMMENTS

3

1
1
2

5

5

Neither +ve or -ve

P4,S2,B11:V6

negative

Totals

Positive

S5

I had no qualms about participating in this project - but I wouldn't use the word enjoy

23

Staff feedback

S

The program as a whole is a very positive approach to the care and wellbeing of these pts.

22

P

I found this program very helpful in my place of work. Volunteer's comments were often
helpful in pt management.

S

21

BV

P

Neither +ve
or -ve
S

There's so much change needed on this ward (medical) and surgical.

BUT some volunteers (maybe 1 or 2) were too interfering in pt/nurse care

It would be nice if we could have someone at night as they do wander around and we are
unable to watch them as the work load is very heavy. Now there is only 1 RN and 1EN.
Someone has to miss out on pt care!
It was great having extra people on the ward who were able to spend the time with
dementia patients.

Positive

20

19

18

Comment

S1; V1

V

Negative

0

5

10

15

20

Positive

neither positive or
negative

negative

4

3-D Column 1

5

23

25

Neither +ve or -ve

Positive

4
1

Staff feedback

Neither +ve or -ve

4
2
11
6

negative

Positive

Neither +ve or -ve

Positive Benefits for patients
Positive Benefits for staff
Positive Benefits both patients and staff
Positive Value of volunteers

Positive

2

negative

1

1

negative

Number of comments related to Volunteer
(V)

Number of comments related to staff and
patients (B)

Number of comments related to staff only
(S)

Number of comments related to patients
only (P)

Staff feedback

0

2

4

6

8

10

12
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Volunteer post program coded responses to open ended question
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11

10

9

8

7

6

5

4

2
3

V,P

P,V

V,P

P

S, C

VP

V

Suggestions
re process

VP

VP

Difficulties

P

PV

P
PV

P, V

1

I enjoy interacting with the patients. I have learnt so much from our patients. They have a
lot to tell. All we need do is take time to listen.
Knowing that the patients are kept hydrated and nourished, no difficulties noted.
Enjoyment of being able to help and to see response from client. Achieving getting fluids
and helping with eating.
The benefits I experienced working with the patients is to see the change they go through.
Some patients on the program, when first admitted are anxious, and feel of being insecure,
suspicious and lack of trust. After a period of time with them one sees the unfolding of
trust, love, respect and cooperation. Very rewarding.
Patients were often quite sick and very happy (and grateful!) to have help or attention for
little services. I don't know if it is necessary to duplicate paperwork in the folder and in
individuals' files.
Looking after dementia & delirium has been challenging for me & achievement as well.
Could do with less paperwork at times.
Benefits: support from cath Bateman & Barbra Williams & nursing staff; good reaction from
patients and families to the program. Difficulties: trying to find stimulating methods to suit a
patient - but only sometimes.
It is good to see the pleasure clients get from the help and company, and the positive
response from them. Challenging when they can't talk.
I felt really good after my shift. It was nice to see people so pleased to just have someone
sit and talk to them. I have met many elderly people who have been delightful.
A patient early in the year helped me to transcend my feelings. Finding out the history of
the patients life was the key. This enabled me to disconnect between who my patient is
now and how I be, am, with my patient, so it was not so distressing.
I love to help people and if I can put a smile on someone's face, I'm happy too. I have had
a couple of challenging patients, but have had good responses from them also. I get great
enjoyment from seeing patients improve and of course there are the ones who go downhill
and die, but they are in a better place now.
1

Benefit

P = Patients outcomes
S = Staff interactions
V= Volunteer experience
VP= Program process
C= Carers/family outcomes
COMMENT

Volunteer Post Program Question 39b responses

APPENDIX O

Benefits

Difficulties

13
1
11
1
2
28

Patient outcomes only (P)
Staff interactions (S)
volunteer experience (V)
Program process (VP)
mily/carers outcomes (C)
TOTAL COMMENTS

14
12
10
8
6
4
2
0

Benefits

2

Suggestions for
improvement

1

Difficulties

I enjoy interacting with the patients. I have learnt so much from our patients. They have a
lot to tell. All we need do is take time to listen.
As I have previously stated, I enjoy evenings as patients seem more relaxed and want to
spend time talking. Paperwork takes up time but it is necessary. I have had no problems
with settling patients for the evening.
I really enjoy every aspect of this programme. I like the challenges we come up against. I
also like the fact I'm helping others. I am finding the paperwork very useful. It helps us all
with each other by ways of contact - very resourceful.
Enjoyed interactions with patients: learnt a lot about interacting with different people;
believe program really makes a difference to quality of people's hospital stay.
It is challenging figuring out the needs of the different patients as each one is so unique. I
enjoy meeting the family members.
Totals

Volunteer feedback

16

15

14

13

1

COMMENT

VP (2)

Suggestions
re process

2

Suggestions for
improvement

VP (1)

Difficulties

Family/carers outcomes (C)

Program process (VP)

volunteer experience (V)

Staff interactions (S)

Patient outcomes only (P)

P(13), V(11),
VP(1), C(2),
S(1)

V,C

P,V

V, VP

P

P, V

Benefit

