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he ageing population continues to increase, with
I the UK having higher than the global average of
older people (Worlds Health Organization (WHO),
2022). In 2017, approximately 18% of the UK population
was aged 65 years or over and projections suggest that in
50 years’ time, there will be an additional 8.6 million people
over 65 years old in the UK (Office for National Statistics
(ONS), 2018). The ageing population presents health and
social care services with many challenges as this group
of people are more likely to experience multiple health
conditions, including dementia, and have associated complex
care needs (Bao et al, 2019). This means that they will
experience higher numbers of hospital admissions, increased
length of stay, more complications and higher readmission
rates, leading to cost burdens for the healthcare system (Glynn
et al, 2011; Palladino, 2016). Similarly, individuals may be
impacted by reduced quality of life, increased dependency,
polypharmacy (Delgado et al,2021) and mortality (Marengoni
et al, 2011; Salive,2013).In people living with dementia, these
may be felt more acutely, as their other comorbid conditions
can be poorly recognised, assessed and subsequently, poorly
managed compared to those without the condition (Knight
and Dening, 2017; Aldridge and Dening, 2019).

Comorbidity and multimorbidity

Research has shown that, in addition to their dementia
diagnosis, 61% of people living with dementia have at least
three other comorbid conditions (Timmons et al, 2016).
The terms comorbidity and multimorbidity have been used
interchangeably by many authors (Diederichs et al, 2011).
For the purposes of this paper, the term multimorbidity,
as espoused by Yarnall et al (2017) will be the preferred
reference. Therefore, multimorbidity is the presence of two
or more comorbid long-term conditions (LTCs), which
currently cannot be cured, but can be controlled through
medications or other treatment. Multimorbidity can embrace
both physical and/or psychiatric conditions experienced by
an individual, which may or may not directly interact with
each other (Barnett et al, 2012). However, it is also important
to give consideration to where there are additional acute,
intercurrent conditions that are superimposed on a person’s
multimorbidity (Sampson and Dening, 2021). One of the
main concerns for practice where multimorbidity exist is
that they are often expressed in many varied combinations,
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which can lead to under-recognition, under-diagnosis and
under treatment of some or all conditions (Jakovljevi¢ and
Ostoji¢, 2013). Of equal importance, Jakovljevi¢ and Ostoji¢
have argued that the presence and impact of multimorbidity
is often under-estimated and can in of itself present as an
additional condition.

Multimorbidity:

primary or index condition

Where multimorbidity exists, one of the comorbid
conditions can often be referred to as the primary or index
condition (Bunn et al, 2015). For example, an oncologist
may be concerned with the effect of other comorbid
conditions on their management of prostate cancer, whereas
multimorbidity as a focus captures the overall complexity of
patients without focusing on any single disease. The overall
burden and impact of such levels of multimorbidity is greater
than if each were counted individually and the physical and
emotional demands are often felt by their family carers as
well (Bao et al, 2019). Furthermore, it is suggested that there
is a propensity within our healthcare systems to consider
singular disease processes and attribute any changes to the
primary condition as opposed to considering the interaction
of one condition upon another (Aldridge and Dening, 2019).
When symptoms are attributed to one condition as opposed
to being seen as an interaction with another comorbid
condition(s), this is referred to as diagnostic overshadowing
(Aldridge and Dening, 2019). First described in individuals
with mental illnesses, diagnostic overshadowing can lead to

Many people living with dementia will also have multimorbidity comprising
several other intercurrent, long-term and comorbid conditions. This article
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compromised patient care and likely contributes to increased
mortality (Hallyburton, 2022). Diagnostic overshadowing
can be experienced in many ways in dementia; an example
may be when a person with dementia exhibits changes
in their behaviour, which is seen as a consequence of a
progression in their condition, as opposed to considering
other possible causes such as pain, delirium or depression
(Aldridge and Dening, 2019).

Management of other

comorbid conditions

Multimorbidity is more prevalent in older populations,
especially those aged 85 years and over and is set to rise
(Kingston et al, 2018). Dementia and comorbidities can
interact with one another, causing an acceleration or
exacerbation of one or more of the individual diseases or
complication with treatment regimens (Fox et al, 2014;
Bunn et al, 2016; Page et al, 2018; Aldridge and Dening
2019). However, the true extent of comorbidities faced by
people living with dementia may be as a consequence of the
difficulties experienced in their increasingly compromised
ability to notice symptoms and communicate them to those
around them (Fox et al, 2014; Page et al, 2018).

Conditions most common in addition

to dementia

There are several comorbid conditions that have a greater
frequency in older people living with dementia. Browne et
al (2017) undertook a retrospective cohort study based on
health data from the Clinical Practice Research Datalink
and found that the 10 most frequent comorbidities in
people living with dementia included six cardiovascular-
related conditions, chronic pain, depression, hearing loss
and constipation. In a cross-sectional study in primary care,
Poblador-Plou et al (2014) found that the comorbidities
significantly associated with dementia included Parkinson’s
disease, congestive heart failure, cerebrovascular disease,
anaemia, cardiac arrhythmia, chronic skin ulcers, osteoporosis,
thyroid disease, retinal disorders, prostatic hypertrophy,
insomnia and anxiety.

However, what these studies did not report on is the
co-existence of frailty and dementia. In examining frailty and
cognitive impairment, Borges et al (2019) suggested that the
two conditions interact and coexist in a two-way relationship.
Frailty is defined as a state of physiological vulnerability
associated with the ageing process, resulting in a reduction
of homeostatic reserve and difficulty responding adequately
to stressful events (Hoogendijk et al, 2019). It is not unusual
for people who have a diagnosis of dementia or cognitive
impairment to also be frail, particularly in those aged over 76
years (Kulmala et al, 2014). There is some evidence that frail
older adults are at higher risk of cognitive decline; yet, there is
still little known about how these conditions are interrelated
(Fabricio et al, 2020). However, what both dementia and
frailty do have in common is their increased prevalence in
older age, which may offer some explanation to the fact
that people living with dementia may also be frail and vice
versa. As with dementia, there is a high incidence of frailty in

care home settings. Physical frailty, perhaps resulting in the
need for increased support, is offered in a residential setting
(Buckinx et al, 2015). As with dementia, the presence of
frailty can be associated with poor health outcomes, often
as a result of adverse events such as falls or infections
(Montero-Odasso and Speechley, 2018).

Intercurrent acute conditions

An additional comorbid condition to consider is one that
is intercurrent. An intercurrent condition is one that occurs
during the course of another disease, modifying it, and often
has no connection with it. Conditions such as constipation,
pneumonia and other infections (such as those of the
urinary tract) are common in advanced dementia (Sampson
and Dening, 2021), but can also have a negative impact on
people in the earlier stages of dementia. It is essential for
community and primary care nurses to have a heightened
awareness of the risk of a superimposed infection for anyone
diagnosed with dementia; if left undetected, it can lead to
worsening of symptoms. It is also important to distinguish
between dementia, delirium and depression (Dening and
Aldridge, 2021) as these are also serious conditions that are
common in older people and have similar presentations
(Polson and Croy, 2015).

The most frequent outcome of an undetected, intercurrent
infection may be delirium. Delirium is a syndrome that
involves the sudden deterioration of mental functioning,
which can exacerbate the situation in a person with a
diagnosis of dementia (Dening and Aldridge, 2021). It is a
common and serious medical emergency (National Institute
for Health and Care Excellence (NICE), 2010), and people
living with dementia are at high risk of developing delirium
superimposed onto their dementia (Maclullich et al, 2013).
Signs and symptoms of delirium may seem to mimic or
be similar to those of dementia, such as impaired attention,
memory disturbances, disorientation, altered perceptions
(visual hallucinations, illusions and delusions), and emotional
disturbances (Bugiani, 2023). Delirium can cause significant
distress and is associated with suboptimal outcomes, such
as the increased risk of an avoidable hospital admission
(van Roessel et al, 2019).

Non-compliance to treatments or poor
management of comorbid conditions

In the presence of dementia and comorbid conditions,
it is vital to consider their impact upon one another
not just in terms of the interplay of symptoms but how
treatments for each condition may be affected (Bao et al,
2019; Bugiani, 2023). There is some evidence to suggest
that comorbid conditions that are poorly managed, such
as type 2 diabetes, may accelerate the progression of
dementia (Bunn et al, 2016). Older people living with
dementia are at risk of not complying with treatment and
medication regimes as complex cognitive processes are
needed to manage medications (Smith et al, 2017). The
problem becomes exacerbated as many people living with
dementia are often subject to polypharmacy because of their
multimorbidity and thus, managing multiple medications
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can become increasingly problematic. People living with
dementia can experience several problems when trying to
manage medications, for example, they may forget to take
medications or fail to remember they have already taken it
and take an extra dose (Scrutton and Brancati, 2016).
Taking multiple medications increases the risk of
negative interactions. Needless to say, as the numbers of
medications increase, so does the risk of potential side effects
(Balli et al, 2021). This is of particular importance in the case
of anticholinergic drugs, which are often prescribed in the
treatment of conditions such as chronic obstructive pulmonary
disease, overactive bladder and incontinence, gastrointestinal
disorders, Parkinson’s disease, asthma and vertigo.As previously
noted, these are all common conditions comorbid in dementia
(Fox et al, 2014). Anticholinergic medications are known to
cause confusion, memory loss and worsening mental function
in people who are aged 65 years and older, with some
evidence to suggest that use of anticholinergics increases the
risk of dementia (Zheng et al, 2021). Not all individual drugs
with anticholinergic properties increase the risk of adverse
effects; however, when used in combination, the effects can
be accumulative. Therefore, reducing anticholinergic burden
may result in improvements in short-term memory, confusion,
behaviours and delirium (Zheng et al,2021). There are several
scales and tools that can calculate the overall cumulative
anticholinergic score for a patient’s prescribed medication, one
of which is the International Anticholinergic Burden scale:
(https://iact-app.herokuapp.com/).

In addition, it is important to consider medication
management in the context of dementia as a progressive
neurological condition, which will lead to the person
experiencing increasing difficulty in their continued ability to
self~-manage medications for their various conditions. This will
require healthcare professionals to be vigilant and periodically
review their function and any needs that arise, and to step up
support as and when appropriate.

Through the use of a fictional case study, some common
issues that arise when supporting a person living with
dementia who also experiences other comorbid conditions,
will be considered. Case studies can be both educational and
informative and offer a simulation of practice examples where
clinicians can identify themselves in or recall similar scenarios
that they have witnessed or experienced (Seshan et al, 2021).
Reviewing case studies offer ideas on how to improve clinical
practice and patient outcomes. It can also generate deeper and
multi-faceted understanding of complexities encountered in
real-life clinical contexts.

Case study: Shirley

Shirley is 82 years old and lives alone. She was diagnosed
with a mixed dementia of Alzheimer’s disease and vascular
dementia 8 years ago and was prescribed donepezil to slow
its progression. Shirley also has type 2 diabetes, diagnosed
at the age of 55 years, and managed it well with diet and
metformin slow release due to experiencing initial side
effects of nausea. She did not require any help with her
medications until about 3 years ago. During one of her
weekly visits, her daughter noticed that her mother appeared

Case study:

¢ How many long-term conditions does
Shirley experience?

e Can you detect any intercurrent conditions?
e In total, how many conditions does Shirley have?

more confused and had an unsteady gait. She sat her mother
down and made her a cup of tea and a sandwich, though
Shirley seemed reluctant to eat or drink, claiming she had
a poor appetite. It transpired, after a visit from her GP, that
Shirley was experiencing a hypoglycaemic episode due to
mismanaging her metformin tablets, having taken too many
over a possible couple of days, forgetting that she had already
taken them.

Shirly’s GP decided to bring her over-75 health check
forward and reviewed her existing conditions and medications.
Shirley also has osteoarthritis and a recent history of falls, and
as a result of one fall last year in the local shopping centre,
sustained a colles fracture of her right wrist. After this fall,
a DEXA scan was undertaken where low bone density was
detected, consistent with her gender and age; bisphosphonate
treatment was started to prevent further bone loss. In addition
to this, Shirley has very prominent bunions of many years
resulting on standing on both feet that affect both her
walking and balance. She experiences a lot of pain, so she
takes paracetamol regularly. She also insists on wearing loose-
fitting sandals to try and manage this, which are also thought
to have contributed to her propensity to fall.

Shirley had good sight until her early 60s when, still working
as a secretary, she started to have problems with blurred vision
and seeing rainbows around bright lights, which impacted on
her ability to do screen work. After tests, it was revealed that
she had glaucoma and was prescribed eyedrops.

While this case study is fictional, it is based upon cases that
are typical in the day-to-day practice of an admiral nurse — a
specialist in care-management in dementia (Harrison Dening
et al, 2017). Admiral nurses see a person with dementia who
is experiencing several conditions concurrently and as such,
multimorbidity (Yarnall et al, 2017). As seen in Shirley’s
case, she is 8 years into her diagnosis of Alzheimer’s and is
showing clear signs of cognitive decline, which is manifesting
itself currently as now losing her ability to self~manage the
treatments and medications needed to maintain a healthy stasis
in relation to her other comorbid conditions.

It is important to not only consider the cause of Shirley’s
hypoglycaemic attack but how she can be supported
where-ever possible, to improve her self~management of
medications and treatments for all her conditions. There
is evidence to suggest that people living with cognitive
impairment who live alone are more likely to have adherence
issues than those who live with a carer (Smith et al, 2017).

Because of the progression of her dementia, she is no
longer able to recognise her symptoms of ill-being, due to
her poorly managed type-2 diabetes and is unable to self-
report these. There comes a stage where the person living
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with dementia will have difficulties to independently adhere
to complex treatment regimens (Aldridge and Dening, 2019).
This means that professionals need to be particularly vigilant
to any changes to a person’s usual presentation and, be mindful
not to fall into the trap of diagnostic overshadowing. Always
investigate new symptoms fully rather than putting them
down to a progression in the dementia. It may be useful and
important to gain information from family carers in such cases,
for example Shirley’s daughter, who knows her mother well
and was able to pick up on changes to her usual presentation.

In Shirley’s case, using a medication compliance aid in the
form of a box that has days of the week and compartments
for each time of the day, may enable her to maintain her
independence for longer. However, caution should still be
exercised in their use and promotion as there is little empirical
evidence to support their use or consider them the most
appropriate solution in cases of non-adherence (Stewart et
al,2018; Shenoy et al, 2020). The appropriate support needed
across the disease course of dementia to utilise these products
have not been determined (Elliott et al, 2015).

Shirley had managed her type 2 diabetes for many years
but now, due to her cognitive and functional impairment or
a lack of understanding of the rationale for the treatment
and lifestyle advice (diet), was no longer able to do so safely
(Aldridge and Dening, 2019). This may mark a time to now
consider external support to either prompt or enable dietary
controls, in conjunction with medication management to help
Shirley continue to live well with this comorbid condition.

A holistic person-centred assessment can facilitate
opportunities to understand a one’s needs and facilitate
solutions that go beyond medical interventions (Molony
et al, 2018). While initial efforts will be to support the
continued independence and autonomy of a person living
with dementia in self-managing their own medications, as
dementia progresses there may be a need for more input to
administer medication from district nurses and family carers.

Long-term conditions

Of vital importance is the ongoing need to balance the
benefits of treatments and interventions to modify comorbid
disease progression against the burden of treatment. As
dementia progresses, adherence to treatment may reduce
further or becomes less efficacious. There may be a need to
discuss the goals of care with a view to move from a stance
of trying to prevent disease progression to one of managing
symptoms. In Shirley’s case, widening the parameters of
optimal blood glucose levels to allow for any deficits in her
ability to manage her diet and medication management of her
diabetes are some considerations to be made. Where possible,
the person living with dementia or their family should be
consulted to ensure that any decisions made are the least
restrictive and in the person’s best interests, as detailed in the
Mental Capacity Act 2005 (Department of Health, 2015).

Conclusion

An increased awareness of the prevalence of dementia,
common comorbid conditions and the effects of
multimorbidity is essential for primary care and practice
nurses as they come into contact with people diagnosed
with dementia on their caseloads. Similarly, an understanding
of some of the possible implications of supporting and
managing safe treatment regimens are also important as the
person’s abilities to self~manage are challenged. A proactive
approach to their management can minimise any negative
effects that may arise where multimorbidity exists in people
living with dementia. Facilitating holistic assessments and
ongoing monitoring can inform better communication
and decision-making for this group of people and avoid
compartmentalisation into singular disease monitoring and
treatment plans. It is important to recognise that people living
with dementia can still be involved in the management of
their long-term conditions, enabling them and their family
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carers to be informed and active partners in care.

Declaration of interest: None

Aldridge Z, Harrison Dening K.. Dementia and the management of comorbidity.
Practice Nurse. 2009; 49(10): 22-26. https://www.nursingtimes.net/
clinical-archive/dementia/dementia-5-supporting-people-to-live-with-

* People with dementia often have other comorbid conditions that
comprise multimorbidity

dementia-and-comorbidities-12-06-2023/ (accessed 28 May 2024)

Balli FN, Unsal P, Halil MG, Dogu BB, Cankurtaran M, Demirkan K. Effect
of clinical pharmacists’ interventions on dementia treatment adherence and
caregivers’ knowledge. Geriatr Gerontol Int. 2021;21(6):506-511. https://doi.
org/10.1111/ggi.14170

Bao J, Chua KC, Prina M, Prince M. Multimorbidity and care dependence in
older adults: a longitudinal analysis of findings from the 10/66 study. BMC
Public Health. 2019;19(1):585. https://doi.org/10.1186/512889-019-6961-4

Barnett K, Mercer SW, Norbury M, Watt G, Wyke S, Guthrie B. Epidemiology
of multimorbidity and implications for health care, research, and medical
education: a cross-sectional study. Lancet. 2012;380(9836):37-43. https://doi.
org/10.1016/50140-6736(12)60240-2

Borges MK, Canevelli M, Cesari M, Aprahamian I. Frailty as a predictor of
cognitive disorders: a systematic review and meta-analysis. Front Med
(Lausanne). 2019;6:26. https://doi.org/10.3389/fined.2019.00026

Browne J, Edwards DA, Rhodes KM, Brimicombe DJ, Payne RA. Association
of comorbidity and health service usage among patients with dementia in
the UK: a population-based study. BMJ Open. 2017;7(3):¢012546. https://
doi:10.1136/bmjopen-2016-012546

Buckinx F RollandY, Reginster JY, Ricour C, Petermans J, Bruyére O. Burden of
frailty in the elderly population: perspectives for a public health challenge. Arch
Public Health. 2015;73(1):19. https://doi.org/10.1186/513690-015-0068-x

* People with dementia can often experience diagnostic overshadowing
where other comorbid conditions are under detected and poorly managed

¢ People with dementia and their families may need support to manage
treatment regimens to enable independence for as long as possible.

e Think about your current caseload and any who have a diagnosis of
dementia; how many other comorbid conditions do they experience?

e \What is meant by the term ‘diagnostic overshadowing’? Can you reflect on
a time from your practice where you have witnessed this in practice? What
were the implications and outcomes?

e Using your favoured reflective framework write a reflective piece on
what you have learnt from reading this article and how you will apply it to
your practice.

https://doi.org/10.12968/bjcn.2024.0053  British Journal of Community Nursing July 2024 Vol 29, No 7

© 2024 MA Healthcare



© 2024 MA Healthcare

erm conditions

Bugiani O. Delirium and dementia in the elderly: sometimes associated
or always together? Eur Neurol. 2023;86(3):161-165. https://doi.
org/10.1159/000530226

Bunn E Goodman C, Burn AM. Multimorbidity and frailty in people with
dementia. Nurs Stand. 2015;30(1):45-50. https://doi.org/10.7748/ns.30.1.45.
¢9816

Bunn E Burn AM, Goodman C et al. Comorbidity and dementia: a
mixed-method study on improving health care for people with dementia
(CoDem). Southampton (UK): NIHR Journals Library; 2016

Delgado J, Jones L, Bradley MC et al. Potentially inappropriate prescribing in
dementia, multi-morbidity and incidence of adverse health outcomes. Age
Ageing. 2021;50(2):457-464. https://doi.org/10.1093/ageing/afaal47

Dening KH, Aldridge Z, Pepper A, Hodgkison C. Admiral nursing: case
management for families affected by dementia. Nurs Stand. 2017;31(24):42-50.
https://doi.org/10.7748/ns.2017.e10600

Diederichs C, Berger K, Bartels DB. The measurement of multiple chronic
diseases-a systematic review on existing multimorbidity indices. ] Gerontol
A Biol Sci Med Sci. 2011;66(3):301-311. https://doi.org/10.1093/gerona/
¢lq208

Dunlay SM, Chamberlain AM. Multimorbidity in older patients with
cardiovascular disease. Curr Cardiovasc Risk Rep. 2016;10:3. https://
doi:10.1007/512170-016-0491-8

Elliott RA, Goeman D, Beanland C, Koch S. Ability of older people with
dementia or cognitive impairment to manage medicine regimens: a narrative
review. Curr Clin Pharmacol. 2015;10(3):213-221. https://doi.org/10.2174/1
574884710666150812141525

Fabricio DM, Chagas MHN, Diniz BS. Frailty and cognitive decline. Trans] Res.
2020;221:58-64. https://doi.org/10.1016/j.trs1.2020.01.002

Fox C, Smith T, Maidment I et al. The importance of detecting and managing
comorbidities in people with dementia? Age Ageing. 2014;43(6):741-743.
https://doi.org/10.1093/ageing/aful01

Glynn LG,Valderas JM, Healy P et al. The prevalence of multimorbidity in
primary care and its effect on health care utilization and cost. Fam Pract.
2011;28(5):516-523. https://doi.org/10.1093/fampra/cmr013

Hallyburton A. Diagnostic overshadowing: An evolutionary concept analysis on
the misattribution of physical symptoms to pre-existing psychological illnesses.
Int ] Ment Health Nurs. 2022;31(6):1360-1372. https://doi.org/10.1111/
inm.13034

Harrison Dening K. Dementia: recognition and cognitive testing in community
and primary care settings. Br ] Community Nurs. 2023;28(7):332-336. https://
doi.org/10.12968/bjcn.2023.28.7.332

Harrison Dening, K. & Aldridge, Z.The three D’: dementia, delirium and
depression. ] Community Nurs. 2021;35(5): 58-63

Hoogendijk EO, Afilalo J, Ensrud KE, Kowal P, Onder G, Fried LP.
Frailty: implications for clinical practice and public health. Lancet.
2019;394(10206):1365-1375. https://doi.org/10.1016/50140-
6736(19)31786- 6

Jakovljevié M, Ostoji¢ L. Comorbidity and multimorbidity in medicine today:
challenges and opportunities for bringing separated branches of medicine
closer to each other. Psychiatr Danub. 2013;25 Suppl 1:18-28

Kingston A, Robinson L, Booth H, Knapp M, Jagger C; MODEM project.
Projections of multi-morbidity in the older population in England to 2035:
estimates from the Population Ageing and Care Simulation (PACSim) model.
Age Ageing. 2018;47(3):374-380. https://doi.org/10.1093/ageing/afx201

Knight C, Dening KH. Management of long-term conditions and dementia:
The role of the Admiral Nurse. Br ] Community Nurs. 2017;22(6):295-302.
https://doi.org/10.12968/bjcn.2017.22.6.295

Kulmala J, Nykinen I, Minty M, Hartikainen S. Association between frailty and
dementia: a population-based study. Gerontology. 2014;60(1):16-21. https://
doi.org/10.1159/000353859

Maclullich AM, Anand A, Davis DH et al. New horizons in the pathogenesis,
assessment and management of delirium. Age Ageing. 2013;42(6):667-674.
https://doi.org/10.1093/ageing/aft148

Marengoni A, Angleman S, Melis R et al. Aging with multimorbidity: a systematic
review of the literature. Ageing Res Rev. 2011;10(4):430-439. https://doi.
org/10.1016/j.arr.2011.03.003

Molony SL, Kolanowski A,Van Haitsma K, Rooney KE. Person-centered
assessment and care planning. Gerontologist. 2018;58(suppl_1):S32-S47.
https://doi.org/10.1093/geront/gnx173

Montero-Odasso M, Speechley M. Falls in cognitively impaired older
adults: implications for risk assessment and prevention. ] Am Geriatr Soc.
2018;66(2):367-375. https://doi.org/10.1111/jgs.15219

National Institute for Health and Care Excellence. Pharmacological interventions
for dementia. 2010. https://www.nice.org.uk/guidance/ng97/chapter/
Recommendations#pharmacological-interventions-for-dementia (accessed 28
May 2024)

Office for National Statistics. Overview of the UK population: an overview of
the UK: how its changed, why it’s changed and how its projected to change in
the future. 2018. https://www.ons.gov.uk/peoplepopulationandcommunity/
populationandmigration/populationestimates/articles/
overviewoftheukpopulation/november2018 (accessed 28 May 2024)

Page A, Etherton-Beer C, Seubert L], Clark V, Hill X, King S, Clifford RM.
Medication use to manage comorbidities for people with dementia: a
systematic review. ] Pharmacy Practice Research. 2018;48(4):356-367

Palladino R, Tayu Lee J, Ashworth M, Triassi M, Millett C. Associations
between multimorbidity, healthcare utilisation and health status: evidence
from 16 European countries. Age Ageing. 2016;45(3):431-435. https://doi.
org/10.1093/ageing/afw044

Poblador-Plou B, Calderén-Larrafiaga A, Marta-Moreno J et al. Comorbidity
of dementia: a cross-sectional study of primary care older patients. BMC
Psychiatry. 2014;14:84. https://doi:10.1186/1471-244X-14-84

Polson J, Croy S. Differentiating dementia, delirium and depression. Nursing
Times. 2015;111: 16-19

Salive ME. Multimorbidity in older adults. Epidemiol Rev. 2013;35:75-83.
https://doi.org/10.1093/epirev/mxs009

Sampson EL, Harrison Dening K. Palliative and end-of-life care. In: Dening
T, Thomas A, Stewart R, Taylor J-P (Eds). Oxford Textbook of Old Age
Psychiatry. 3rd edn. Oxford: Oxford University Press. 2021:395-408

Scrutton J, Brancati CU. Dementia and co-morbidities: ensuring parity of care
international longevity centre London. 2016. https://ilcuk.org.uk/dementia-
and-comorbidities-ensuring-parity-of-care/ (accessed 28 May 2024)

SeshanV, Matua GA, Raghavan D et al. Case study analysis as an effective teaching
strategy: perceptions of undergraduate nursing students from a Middle
Eastern country. SAGE Open Nursing. 2021;7:23779608211059265. https://
doi:10.1177/23779608211059265

Shenoy R, Scott S, Bhattacharya D. Quantifying and characterising
multi-compartment compliance aid provision. Res Social Adm Pharm.
2020;16(4):560-567. https://doi.org/10.1016/j.sapharm.2019.07.015

Smith D, Lovell J,Weller C, Kennedy B, Winbolt M,Young C, Ibrahim J. A
systematic review of medication non-adherence in persons with dementia
or cognitive impairment. PLoS One. 2017;12(2):e0170651. https://doi.
org/10.1371/journal.pone.0170651

Stewart D, McDonald C, MacLeod J, MacLure K, Gray G, McIntosh T.The
behaviors and experiences of the community pharmacy team on the
provision of multi-compartment compliance aids. Res Social Adm Pharm.
2018;14(4):347-355. https://doi.org/10.1016/j.sapharm.2017.04.004

Timmons S, O’Shea E, O’Neill D et al. Acute hospital dementia care: results
from a national audit. BMC Geriatr. 2016;16:113. https://doi.org/10.1186/
$12877-016-0293-3

van Roessel S, Keijsers CJPW, Romijn MDM. Dementia as a predictor of
morbidity and mortality in patients with delirium. Maturitas. 2019;125:63-69.
https://doi:10.1016/j.maturitas.2019.03.005

World Health Organization. Ageing and health. 2022. https://www.who.int/
news-room/fact-sheets/detail/ageing-and-health (accessed 28 May 2024)

Yarnall AJ, Sayer AA, Clegg A, Rockwood K, Parker S, Hindle JV. New horizons
in multimorbidity in older adults. Age Ageing. 2017;46(6):882-888. https://
doi.org/10.1093/ageing/afx150

ZhengYB, Shi L, Zhu XM et al. Anticholinergic drugs and the risk of
dementia: A systematic review and meta-analysis. Neurosci Biobehav Rev.
2021;127:296-306. https://doi.org/10.1016/j.neubiorev.2021.04.031

British Journal of Community Nursing July 2024 Vol 29, No 7

https://doi.org/10.12968/bjcn.2024.0053 325



