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Abstract

Background: hospitalisations are sentinel events for people with dementia. How patterns of unplanned hospital admissions
change among people with dementia after diagnosis is relatively unknown.
Objective: to describe patterns of unplanned hospital admissions of people with dementia from diagnosis until death/s-
tudy end.
Methods: retrospective cohort study using mental healthcare provider data of people diagnosed with dementia in London,
UK (1995–2017), linked to mortality and hospital data. The primary outcome was the rate of unplanned hospital admissions
after diagnosis until death/study end. We calculated the cumulative incidence of unplanned hospital admissions. The rates of
unplanned hospital admissions and the percentage of time spent as an inpatient were stratified by time from first dementia
diagnosis.
Results: for 19,221 people with dementia (61.4% female, mean age at diagnosis 81.0 years (standard deviation, SD 8.5)),
the cumulative incidence of unplanned hospital admissions (n = 14,759) was 76.8% (95% CI 76.3%–77.3%). Individuals
remained in the study for mean 3.0 (SD 2.6) years, and 12,667 (65.9%) died. Rates and lengths of unplanned hospital
admissions remained relatively low and short in the months after the dementia diagnosis, increasing only as people approached
the end of life. Percentage of time spent as an inpatient was <3% for people who were alive at the study end but was on average
19.6 and 13.3% for the decedents in the last 6 and 12 months of life, respectively.
Conclusions: the steep rise in hospitalisations before death highlights the need for improved community care and services
for people with dementia who are approaching the end of life.
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Key Points

• Rates of unplanned hospital admissions remain relatively low and stable after dementia diagnosis and only increase as people
with dementia approach the end of life.

• People who died with dementia spent 19.6 and 13.3% of their time in hospital due to unplanned hospital admissions in
the last 6 and 12 months of their lives, respectively

• Investing in resources for dementia end-of-life care may help with reducing the negative impact of unplanned hospital
admissions.
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Introduction

The number of people living with dementia is increasing
[1–3]. As dementia and comorbidities progress, provision
of care can become challenging [4, 5]. Unplanned hospital
admissions (those that occur unexpectedly and urgently [6])
for people with dementia can be associated with functional
and cognitive decline, though the causal relationship remains
unclear [7]. Understanding when unplanned hospital admis-
sions are most likely to occur can guide investment in the
resources needed for providing high-quality dementia care.

Most studies examining unplanned hospital admissions
of people with dementia have focused on specific subgroups
of people with dementia (e.g. people diagnosed with
Alzheimer’s disease or people who live in the community
[8, 9]) or timeframes (e.g. year after diagnosis or last year of
life; [10–12]). Prospective studies have been small [4, 13] or
have obtained hospitalisation information from carers, and
are therefore subject to recall bias. Although some people
live many years following a dementia diagnosis, for others
the time between diagnosis and death is shorter. Patterns
of unplanned hospital admissions, and how these change
before death, are relatively unknown. In this study, we aimed
to describe the patterns of unplanned hospital admissions of
people with dementia from the point of diagnosis.

Methods

Setting & data sources

This was a retrospective study using linkage between two
clinical datasets (South London and Maudsley National
Health Service (NHS) Foundation Trust Biomedical
Research Centre’s (SLaM BRC) Clinical Record Interactive
Search (CRIS) and Hospital Episode Statistics (HES)),
and a death registry (Office of National Statistics—ONS).
HES is a database containing details of all admissions at
NHS England hospitals [14]. Electronic health records
were implemented across SLaM from 2006 [15]. The
CRIS application provides research access to repository of
anonymised structured and open-text data from electronic
health records within SLaM.

SLaM provides mental healthcare services, including
dementia assessment and management to 1.2 million
residents in four London boroughs (Croydon, Lambeth,
Lewisham and Southwark) in the UK. Potential cases of
dementia are ascertained in primary care (which has high
specificity [16]), followed by referral to a specialist dementia
diagnostic service (such as SLaM; [17]).

Cohort description

The cohort was derived using the CRIS platform. All demen-
tia diagnoses recorded in CRIS were determined from struc-
tured fields of ICD-10 diagnosis codes (F00x–03x) or sup-
plemented by dementia diagnosis recorded in text fields
by a validated natural language processing algorithm using
General Architecture for Text Engineering (GATE) software

[15, 18, 19]. We included any person with dementia who
was 50 or older at first recorded diagnosis before 31st March
2017. HES data were available up to 31st March 2018
to allow at least 1 year of potential hospital admissions
data follow-up for those who were diagnosed recently. ONS
mortality records were used to retrieve information on the
date of death of the decedents.

Demographics & clinical variables

We extracted data closest to the first dementia diagnosis from
CRIS on age, gender and ethnic group. Neighbourhood-
level socioeconomic status was estimated using the Index of
Multiple Deprivation (IMD; [20]). This is the official mea-
sure of relative deprivation in England, which encompasses
living conditions of individuals from 32,844 neighbour-
hoods termed Lower Layer Super Output Areas (LSOAs).
Each LSOA contains ∼1,500 people. IMD was derived from
the LSOA associated with the patient’s address (recorded
closest to the diagnosis) and converted into quintiles of
the national distribution (1—most deprived and 5—least
deprived). We extracted dementia sub-type (Alzheimer’s
disease, vascular dementia, Lewy body dementia, other or
unspecified dementia (where aetiology was unrecorded))
and Mini Mental State Examination (MMSE; [21]) scores
(from structured and unstructured fields) to estimate
dementia severity closest to dementia diagnosis, categorising
into ‘mild’ (MMSE ≥ 20), ‘moderate’ (MMSE = 10–19) or
‘severe’ (MMSE < 10).

Outcomes

We retrieved information on non-elective hospitalisations
(referred to as ‘unplanned hospital admission’) for each
participant, which started after the date of their first CRIS-
recorded dementia diagnosis. The primary outcome was
the number of unplanned hospital admissions from the
first dementia diagnosis until death or study end (31st
March 2018). Unplanned hospital admissions were iden-
tified through the HES inpatient codes for a spell’s start
date and admission method. Hospitalisations were defined
from HES episodes, combining contiguous episodes (i.e.
where start and end dates were on the same day). Num-
bers of unplanned hospital admissions were calculated for
every 6 months from diagnosis to death or study end (31st
March 2018). Six-monthly periods are commonly used for
measuring care quality for people with dementia, and enable
exploration of changes at a more granular level than yearly
rates [22]. The secondary outcome was the percentage of
time spent as an inpatient in hospital due to unplanned
hospital admissions.

Statistical analysis

We described the cohort’s sociodemographic and clinical
characteristics using mean (standard deviation, SD), median
(range (25th–75th percentiles)) and percentages. We calcu-
lated the cumulative incidence of unplanned hospital admis-
sions (= number of people admitted at least once during the
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study period/total number in the cohort), and the unplanned
hospital admission rate (= all admissions per person-months
were calculated as time between CRIS dementia diagnosis and
death or end of the follow-up period )) with 95% confidence
intervals (CIs) and standard errors (SEs; [23]). For time spent
as an inpatient, we calculated the percentage of days spent
in hospital due to unplanned hospital admissions out of the
total days contributed by each person. We also calculated
the percentage of days spent in hospital due to unplanned
hospital admissions out of the total days contributed by each
person for the last 6 and 12 months of life for the decedents.
We analysed the admission rates and the time spent as an
inpatient for 6-monthly intervals from the point of diagnosis
onwards, stratified by time to death (in years) for decedents,
and time to study end date for people who remained alive.

Ethics statement

The source database is approved for secondary analysis by
the Oxfordshire Research Ethics Committee C (reference
18/SC/0372).

Public and patient involvement

This project is part of the EMBED-Care research pro-
gramme, which was developed and designed with people
with dementia and their family carers from the funding
application through to interpretation of these study
findings [24].

Results

Cohort description

We obtained data on 19,221 people aged ≥50 years who
had a dementia diagnosis between 1995 and 2017 (Table 1).
Mean age at diagnosis was 81.0 (SD 8.5) years. Most
of the cohort were women (61.4%), white (73.1%) and
nearly half of the first ever recorded dementia diagnoses
were Alzheimer’s disease (48.4%). In terms of the MMSE
recorded closest to the diagnosis date, 40.6% of the cohort
were categorised as mild (MMSE ≥20). The number of
people in the cohort increased over the study period and
66.1% of people were diagnosed after 2009. Around two-
thirds (65.9% (n = 12,667)) of the cohort died before the
study end, whereas 34.1% (n = 6,554) of the cohort were
living with dementia at the study end. Sociodemographic
and clinical characteristics of the cohort stratified by
time to death/study end are presented in Appendix 1
(Supplementary data are available in Age and Ageing online).

In total, there were 54,017 unplanned hospital admis-
sions. Cumulative incidence rate was 76.8% (95% CI 76.3–
77.3%); 14,759 people had at least one unplanned hospital
admission. Of all unplanned hospital admissions, 20,140
(37.3%) took place in people who were in the last year of
life. The median number of unplanned hospital admissions
for the whole cohort was 3(1–5). The median time spent as
an inpatient per admission was 5 (1–14) days per person.

The mean total time spent in the hospital for the whole
cohort was 32 (11–67) days. The median time spent as an
inpatient in one unplanned hospital admission in the last
year of life was 7 (2–18) days per person. The total time spent
in the hospital in the last year of life was 30 (12–59) days per
person.

The decedents

The mean age at diagnosis was 82.6 (SD 7.8); mean age
at death 85.6 (SD 7.6). Decedents accounted for 72.7%
(n = 10,735/14,759) of all people who had an unplanned
hospital admission. The cumulative incidence rate of
unplanned hospital admissions for the decedents was 84.8%
(95% CI 84.1–85.4%). Over a third of decedents (38.1%,
n = 4,697) died in hospital and 24.5% of these people
(n = 1,153) died during their first admission after diagnosis.

Admission rates for decedents ranged from 3 to 334
per 1,000 person-months (Figure 1). In the first 6 months
after diagnosis, higher admission rates were observed in the
subgroup of people who lived less than a year after diagnosis.
For subgroups of people who lived longer than 2 years after
diagnosis, the following pattern was observed: admission
rates in the first 6 months were low and remained relatively
stable until the last 12 months of life when they increased
steeply. Patterns of rates of unplanned hospital admissions
for the whole cohort, and details of admission rates (95%
CIs and SEs) are provided in Appendix 2 (Supplementary
data are available in Age and Ageing online).

Similarly, the percentage of days spent as an inpatient in
hospital increased in the last year of life (Figure 2). Across
the subgroups, percentage of days spent as an inpatient due
to unplanned hospital admissions ranged between 0.6 and
12.6% in the first 6 months after diagnosis, and was highest
for those with shortest survival. For people who lived with
dementia for more than a year, percentage of days spent
in hospital was low after diagnosis and increased towards
the end of life. The decedents spent on average 19.6% (SD
3.1) and 13.3% (SD 2.5) of their time in hospital due to
unplanned hospital admissions in the last 6 months and the
last year of their lives, respectively.

People who were living at the study end

Mean age at diagnosis varied between 83.7 (SD7.7) and 72.5
(SD 9.9) across the subgroups (Appendix 2, Supplementary
data are available in Age and Ageing online). People who
were living with dementia at study end accounted for 27.3%
(n = 4,024) of 19,211 people. The cumulative incidence
rate of unplanned hospital admissions for people who were
living with dementia at the study end was 61.4% (95% CI
60.2–62.6%).

Admission rates for people who were living with dementia
at the study end ranged from 4 to 77 per 1,000 person-
months (Figure 3). Across the subgroups, a drop in the
admission rates in the first 6-monthly interval after diag-
nosis was observed. The unplanned hospital admission rates
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Table 1. Characteristics of people diagnosed with dementia

Characteristic All (n = 19,221) Alive at the study end date (n = 6,554) Decedents (n = 12,667)
% % %

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Age at diagnosis (mean, SD) 81.0 (8.5) 78.0 (8.9) 82.6 (7.8)
Age at diagnosis categories

50–59 2.1 3.9 1.1
60–64 2.4 4.4 1.4
65–69 4.9 8.1 3.3
70–74 10.5 13.4 8.9
75–79 18.6 22.5 16.5
80–84 24.5 23.0 25.1
85–89 23.0 17.5 26.0
90–94 10.9 6.1 13.7
≥ 95 3.1 1.2 4.3

Age at the end of the follow-up period/death
(mean, SD)

84.5(8.1) 82.6 (8.6) 85.6 (7.6)

Sex
Female 61.4 63.0 61.0
Male 38.4 37.0 39.0

Ethnicity
White British 62.4 51.0 68.2
African/Caribbean 14.6 22.5 10.6
White other 10.7 11.8 10.2
Asian 4.3 6.5 3.2
Any other ethnicity 2.7 4.5 1.7
Mixed 0.7 1.2 0.4
Missing 4.6 2.5 5.7

IMD quintile at diagnosis
1 (most deprived) 29.6 30.3 29.4
2 34.8 34.3 35.0
3 18.1 19.1 17.6
4 9.1 8.5 9.3
5 (least deprived) 7.2 7.1 7.3
Missing 1.2 0.7 1.4

First recorded dementia diagnosis
Alzheimer’s disease 48.4 54.9 45.1
Vascular dementia 24.5 19.2 27.3
Unspecified dementia 23.4 22.0 24.2
Other dementia 2.7 2.8 2.6
Lewy body dementia 1.0 1.1 0.9

MMSE closest to diagnosis date
Mild (≥20) 40.6 51.7 34.8
Moderate (10–19) 32.82 29.6 24.5
Severe (<10) 7.4 5.5 8.4
Missing 19.2 13.2 32.3

IMD, index of multiple deprivation (1 = most deprived, 5 = most affluent); MMSE, mini-mental state examination; SD, standard deviation.

remained relatively low and stable over the years after demen-
tia diagnosis. Higher admission rates were observed for
people who were diagnosed more recently compared to
those who had been living with a dementia diagnosis for
a longer time. Considering the total time after diagnosis,
the percentage of time spent as inpatient in hospital due
to unplanned hospital admissions for people were living
with dementia at the study end ranged from 0.08 to 2.9%
(Figure 4). Compared to the decedents, percentage time
spent as inpatient in hospital due to unplanned hospital
admissions remained low and stable across the subgroups.

Discussion

In this study, over three quarters (76.8%) of a large sample
of people with dementia experienced at least one unplanned

hospital admission after diagnosis. Rates of unplanned hos-
pital admissions remained relatively low and stable after
dementia diagnosis and did not increase for people who were
living with dementia at the study end. Rates and lengths of
unplanned hospital admissions increased steeply as people
approached the end of their lives, regardless of survival
duration. Higher rates of unplanned hospital admissions
were observed for people who were diagnosed for less than
a year. Admissions in the last year of life accounted for
37.3% of all unplanned hospital admissions for the whole
cohort.

The cumulative incidence rate of unplanned hospital
admissions reported in our study is similar to the one
(75.9%) reported by a study of people with dementia from
the same mental health trust for a shorter time interval
(2008–2016) [12]. Previously reported cumulative incidence
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Figure 1. Unplanned hospital admission rates for people who died with dementia (n = 12,667) by duration of survival after
diagnosis.

Figure 2. Percentage of time (6-month periods) spent in the hospital due to unplanned hospital admissions for people who died
with dementia (n = 12,667) by duration of survival after diagnosis.

of hospitalisations of people with dementia with varying
follow-up times ranged between 23.6 and 86.0% [8, 25, 26].
Lower hospitalisation rates have been reported in studies
with people who were not approaching the end of their
lives. This is also evident in our study, where the cumulative
incidence rate was lower for people who were living at
the end of follow-up (61.4%) compared to the decedents
(84.8%). A similar cumulative incidence rate of 80.8%
was observed in UK for people older than 75 who had at

least one unplanned hospital admission in the last year of
life [27].

Comparisons of the hospitalisation rates of people with
dementia and those other life-limiting conditions have
shown mixed results [8, 28, 29]. Rates of unplanned hospital
admissions of people with other life-limiting illnesses such
as cancer and organ failure also increase towards death
[30, 31]. An overlap between dementia and other factors
(e.g. physical, psychological, financial, carer strain, service
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Figure 3. Unplanned hospital admission rates for surviving people with dementia (n = 6,554) by duration of time after diagnosis.

Figure 4. Percentage of time (6-month periods) spent in the hospital due to unplanned hospital admissions for surviving people
with dementia (n = 6,554) by duration of time after diagnosis.

availability and dementia care expertise) is likely to drive
hospitalisations towards the end of life [10]. For people
with dementia, hospital environments may be distressing.
If appropriate, dementia care in the community may be a
better option towards the end of life [4]. Most people with
dementia would prefer to live and die in a care home or at
home [32]. However, in practice, it is difficult to determine
when a person with dementia is approaching death [33]. In
our sample, 38.1% died in the hospital, which is similar to
national data [34] and 9.1% died on their first unplanned
hospital admission after diagnosis. Most dementia deaths
occur in care homes, therefore a smaller percentage of people
with dementia die in hospitals compared to the general
population [35, 36].

Access to palliative care, living in care homes and hav-
ing continuity of care (e.g. consulting the same general
practitioner (GP) consistently) are associated with reduced
hospital admissions among people with dementia who may
be approaching death [37–40]. Yet, people with dementia
experience inequitable access to high-quality palliative and
end-of-life care [41]. In recent years, decline in the number
of care home beds and in continuity in general practices
have been observed in the UK [42, 43]. If primary and
community care services are not equipped to address com-
plex needs of people with dementia who are approaching
the end of life, admission rates are likely to remain high.
Lack of support for informal carers may also lead to wait-
ing until a crisis point, which may then require longer

6



Patterns of unplanned hospital admissions among people with dementia

hospital stays [44]. Discussing and setting ceilings of care
with people with dementia and carers regularly, and investing
in community care and care homes may make meeting
care preferences more likely [32]. However, interventions
for avoiding hospitalisations for people with dementia have
had disappointing results [45]. Future research should focus
on reducing the length of time spent as inpatient, whereas
improving dementia end-of-life care in hospitals. Unplanned
hospital admissions and length of time spent in the hospital
in the last year of life can be used as indicators of how well
the health and social care systems are working for people with
dementia and their families [46].

A strength of our study was the large sample, which
was not limited to decedents and included people living
at home and in care homes, with any dementia diagnosis
and severity, thus reducing biases, which may be intro-
duced by subject and time period selection [47]. Recruiting
and retaining people with dementia in research studies is
challenging [48]. Using routinely collected data permitted
observation of trends for over 19,000 people of demen-
tia of whom lived with a diagnosis for varying durations.
Although not best practice, people may be diagnosed with
dementia during a hospital admission; in our analysis we
included only unplanned hospital admissions, which started
after the dementia diagnosis date, as we were interested in
hospital admission among people with an existing diagnosis
of dementia. The identification of dementia diagnosis was
limited to records of a single mental health trust, which may
under-record dementia diagnoses and limit generalisability
[17, 49]. People may have been diagnosed at an earlier date
than that recorded in CRIS [17]. The proportion of people
with a dementia diagnosis is relatively high in this catch-
ment area compared to national figures [12, 50]. However,
the average age at diagnosis and death, and the duration
between diagnosis and death from our findings are consistent
with national averages [51]. Finally, this was a descriptive
study using routine data; we did not test for differences or
predictors of unplanned hospital admissions, which have
been examined previously [26]. By leveraging the linkage
between a mental health trust and national hospital data,
we were able to have a near-complete picture of unplanned
hospital admissions. Only 1% of UK hospital services are
not provided by the NHS and these are likely to be less
relevant for unplanned hospital admissions of people with
dementia [52].

Although the number of people affected by dementia is
increasing, understanding of the disease development and
progression remains low among the public and healthcare
professionals [53, 54]. Most hospitals provide training
around caring for people with dementia but many do not
include specific skills needed for care of those approaching
the end of life [55]. Lack of confidence by staff and
negative attitudes towards dementia in hospitals may lead
to poor quality of care [56]. Opportunities to improve
public perception of dementia as a neurodegenerative,
terminal illness [54] and provision of dementia and end-
of-life care training for healthcare professionals should be

further developed where necessary and adopted by health
policy.

Conclusion

A steep increase in the rates and lengths of unplanned
hospital admissions occurs among people with dementia as
they approach the end of life. This may indicate insufficient
community resources for meeting care needs. Many people
with dementia, and their loved ones, would prefer to spend
less time in hospital towards the end of life [57]. Reducing
the burden of unplanned hospital admissions will require
well-resourced, high-quality, dementia and end-of-life care
both in hospitals and community settings. Efforts to avoid
unnecessary hospital admissions, long admission durations
and readmissions must be prioritised.

Supplementary Data: Supplementary data mentioned in
the text are available to subscribers in Age and Ageing.

Acknowledgements: The authors would like to thank
Javiera Leniz for her support with data cleaning and codes;
Megan Pritchard for her guidance and help with data
requisition; Katrina Davis for providing ICD-10 terms for
calculating Charslon Comorbidity Index score from HES
based on code lists and EMBED-Care PPI members for
contributing to the interpretation of the initial findings.

Declaration of Conflicts of Interest: RS declares research
support received in the last 36 months from Janssen, GSK
and Takeda.

Declaration of Sources of Funding: This project is funded
by the National Institute for Health Research (NIHR)
and Economic and Social Research Council (ESRC)
ESRC/NIHR dementia initiative 2018 (grant reference
number ES/S010327/1). KES is the Laing Galazka Chair
in palliative care at King’s College London, funded by
an endowment from Cicely Saunders International and
the Kirby Laing Foundation. RS is part-funded by (i) the
National Institute for Health Research (NIHR) Biomedical
Research Centre at the South London and Maudsley NHS
Foundation Trust and King’s College London; (ii) the
National Institute for Health Research (NIHR) Applied
Research Collaboration South London (NIHR ARC South
London) at King’s College Hospital NHS Foundation Trust
and (iii) the DATAMIND HDR UK Mental Health Data
Hub (MRC grant MR/W014386). The views expressed are
those of the author(s) and not necessarily those of the NIHR
or the Department of Health and Social Care.

References

1. Ahmadi-Abhari S, Guzman-Castillo M, Bandosz P et al. Tem-
poral trend in dementia incidence since 2002 and projections
for prevalence in England and Wales to 2040: modelling
study. BMJ 2017; 358: j2856.

7

https://academic.oup.com/ageing/article-lookup/doi/10.1093/ageing/afac098#supplementary-data


E. Yorganci et al.

2. Brayne C, Gao L, Dewey M et al. Dementia before death in
ageing societies—the promise of prevention and the reality.
PLoS Med 2006; 3: e397.

3. Sleeman KE, de Brito M, Etkind S et al. The escalating global
burden of serious health-related suffering: projections to 2060
by world regions, age groups, and health conditions. Lancet
Glob Health 2019; 7: e883–92.

4. Sampson EL, Candy B, Davis S et al. Living and dying with
advanced dementia: a prospective cohort study of symptoms,
service use and care at the end of life. Palliat Med 2018; 32:
668–81.

5. Hendriks SA, Smalbrugge M, Galindo-Garre F et al. From
admission to death: prevalence and course of pain, agitation,
and shortness of breath, and treatment of these symptoms in
nursing home residents with dementia. J Am Med Dir Assoc
2015; 16: 475–81.

6. Trust N. Potentially Preventable Emergency Admissions.
https://www.nuffieldtrust.org.uk/resource/potentially-preve
ntable-emergency-hospital-admissions (19 April 2022, date
last accessed).

7. Sager MA, Rudberg MA, Jalaluddin M et al. Hospital admis-
sion risk profile (HARP): identifying older patients at risk
for functional decline following acute medical illness and
hospitalization. J Am Geriatr Soc 1996; 44: 251–7.

8. Phelan EA, Borson S, Grothaus L, Balch S, Larson EB.
Association of incident dementia with hospitalizations. JAMA
2012; 307: 165–72.

9. Tolppanen AM, Taipale H, Purmonen T et al. Hospital admis-
sions, outpatient visits and healthcare costs of community-
dwellers with Alzheimer’s disease. Alzheimers Dement 2015;
11: 955–63.

10. Leniz J, Higginson IJ, Stewart R, Sleeman KE. Understanding
which people with dementia are at risk of inappropriate care
and avoidable transitions to hospital near the end-of-life: a
retrospective cohort study. Age Ageing 2019; 48: 672–9.

11. Gungabissoon U, Perera G, Galwey NW, Stewart R. The asso-
ciation between dementia severity and hospitalisation profile
in a newly assessed clinical cohort: the South London and
Maudsley case register. BMJ Open 2020; 10: e035779.

12. Sommerlad A, Perera G, Mueller C et al. Hospitalisation
of people with dementia: evidence from English electronic
health records from 2008 to 2016. Eur J Epidemiol 2019; 34:
567–77.

13. Voisin T, Andrieu S, Cantet C et al. Predictive factors of
hospitalizations in Alzheimer’s disease: a two-year prospective
study in 686 patients of the REAL. FR study. J Nutr Health
Aging 2010; 14: 288–91.

14. Health, Centre SCI. HES Data Dictionary: Admitted Patient
Care. London, UK: NHS Digital, 2017.

15. Perera G, Broadbent M, Callard F et al. Cohort profile of
the South London and Maudsley NHS Foundation Trust
Biomedical Research Centre (SLaM BRC) case register: cur-
rent status and recent enhancement of an electronic mental
health record-derived data resource. BMJ Open 2016; 6:
e008721.

16. Creavin ST, Haworth J, Fish M et al. Clinical judgment of
GPs for the diagnosis of dementia: a diagnostic test accuracy
study. BJGP open 2021; 5: BJGPO.2021.0058.

17. Davis K, Mueller C, Ashworth M et al. What gets recorded,
counts: dementia recording in primary care compared with a
specialist database. Age Ageing 2021; 50: 2206–13.

18. Cunningham H. GATE, a general architecture for text engi-
neering. Comput Hum 2002; 36: 223–54.

19. Jackson RG, Patel R, Jayatilleke N et al. Natural language
processing to extract symptoms of severe mental illness from
clinical text: the Clinical Record Interactive Search Compre-
hensive Data Extraction (CRIS-CODE) project. BMJ Open
2017; 7: e012012.

20. Communities Df, Government L. English Indices of Depri-
vation. London, UK: Ministry of Housing, Communities &
Local Government, 2015.

21. Folstein MF, Folstein SE, McHugh PR. “Mini-mental state”:
a practical method for grading the cognitive state of patients
for the clinician. J Psychiatr Res 1975; 12: 189–98.

22. Yorganci E, Sampson EL, Gillam J et al. Quality indicators for
dementia and older people nearing the end of life: a systematic
review. J Am Geriatr Soc 2021; 69: 3650–60.

23. Rothman KJ, Greenland S, Lash TL. Modern Epidemiol-
ogy. Philadelphia: Wolters Kluwer/Lippincott Williams &
Wilkins, 2008.

24. Sampson EL, Anderson JE, Candy B et al. Empower-
ing better End-of-Life dementia care (EMBED-Care): a
mixed methods protocol to achieve integrated person-centred
care across settings. Int J Geriatr Psychiatry 2020; 35:
820–32.

25. Chen L, Reed C, Happich M, Nyhuis A, Lenox-Smith A.
Health care resource utilisation in primary care prior to
and after a diagnosis of Alzheimer’s disease: a retrospective,
matched case–control study in the United Kingdom. BMC
Geriatr 2014; 14: 1–9.

26. Shepherd H, Livingston G, Chan J, Sommerlad A. Hospi-
talisation rates and predictors in people with dementia: a
systematic review and meta-analysis. BMC Med 2019; 17:
130.

27. England PH. Research and Analysis: Older People’s Hospital
Admissions in the Last Year of Life. London, UK: gov.uk. UK
Government, 2020.

28. Forma L, Rissanen P, Aaltonen M, Raitanen J, Jylhä M.
Dementia as a determinant of social and health service use in
the last two years of life 1996-2003. BMC Geriatr 2011; 11:
1–8.

29. Chen YH, Ho CH, Huang CC et al. Comparison of health-
care utilization and life-sustaining interventions between
elderly patients with dementia and those with cancer near the
end of life: a nationwide, population-based study in Taiwan.
Geriatr Gerontol Int 2017; 17: 2545–51.

30. Szilcz M, Wastesson JW, Johnell K, Morin L. Unplanned
hospitalisations in older people: illness trajectories in
the last year of life. BMJ Support Palliat Care 2021.
https://doi.org/10.1136/bmjspcare-2020-002778.

31. Luta X, Diernberger K, Bowden J et al. Healthcare
trajectories and costs in the last year of life: a
retrospective primary care and hospital analysis. BMJ
Support Palliat Care 2020; bmjspcare-2020-002630.
https://doi.org/10.1136/bmjspcare-2020-002630.

32. Wiggins N, Droney J, Mohammed K, Riley J, Sleeman
KE. Understanding the factors associated with patients with
dementia achieving their preferred place of death: a retrospec-
tive cohort study. Age Ageing 2019; 48: 433–9.

33. Browne B, Kupeli N, Moore KJ, Sampson EL, Davies N.
Defining end of life in dementia: a systematic review. Palliat
Med 2021; 35: 1733–46.

34. Sleeman KE, Ho YK, Verne J et al. Reversal of English
trend towards hospital death in dementia: a population-based
study of place of death and associated individual and regional
factors, 2001–2010. BMC Neurol 2014; 14: 59.

8

https://www.nuffieldtrust.org.uk/resource/potentially-preventable-emergency-hospital-admissions
https://www.nuffieldtrust.org.uk/resource/potentially-preventable-emergency-hospital-admissions
https://doi.org/10.1136/bmjspcare-2020-002778
https://doi.org/10.1136/bmjspcare-2020-002630


Patterns of unplanned hospital admissions among people with dementia

35. England PH. Dying with Dementia. London, UK: National
Dementia Intelligence Network and National End of Life
Care Intelligence Network, 2016.

36. Broad JB, Gott M, Kim H, Boyd M, Chen H, Connolly MJ.
Where do people die? An international comparison of the
percentage of deaths occurring in hospital and residential aged
care settings in 45 populations, using published and available
statistics. Int J Public Health 2013; 58: 257–67.

37. Williamson LE, Evans CJ, Cripps RL, Leniz J, Yorganci E,
Sleeman KE. Factors associated with emergency department
visits by people with dementia near the end of life: a systematic
review. J Am Med Dir Assoc 2021; 22: 2046–55.

38. Sköldunger A, Fastbom J, Wimo A, Fratiglioni L, Johnell K.
Impact of inappropriate drug use on hospitalizations, mor-
tality, and costs in older persons and persons with demen-
tia: findings from the SNAC study. Drugs Aging 2015; 32:
671–8.

39. Leniz J, Higginson IJ, Yi D, Ul-Haq Z, Lucas A, Sleeman
KE. Identification of palliative care needs among people with
dementia and its association with acute hospital care and com-
munity service use at the end-of-life: a retrospective cohort
study using linked primary, community and secondary care
data. Palliat Med 2021; 35: 1691–700.

40. Delgado J, Evans PH, Gray DP et al. Continuity of GP care for
patients with dementia: impact on prescribing and the health
of patients. Br J Gen Pract 2022; 72: e91–8.

41. Dening KH, Greenish W, Jones L, Mandal U, Sampson
EL. Barriers to providing end-of-life care for people with
dementia: a whole-system qualitative study. BMJ Support
Palliat Care 2012; 2: 103–7.

42. Society As. Fix Dementia Care: NHS and Care Homes.
London, UK: Alzheimer’s Society, 2016.

43. Levene LS, Baker R, Walker N, Williams C, Wilson A,
Bankart J. Predicting declines in perceived relationship con-
tinuity using practice deprivation scores: a longitudinal study
in primary care. Br J Gen Pract 2018; 68: e420–6.

44. Moore KJ, Davis S, Gola A et al. Experiences of end of life
amongst family carers of people with advanced dementia:
longitudinal cohort study with mixed methods. BMC Geriatr
2017; 17: 1–13.

45. Phelan EA, Debnam KJ, Anderson LA, Owens SB. A system-
atic review of intervention studies to prevent hospitalizations
of community-dwelling older adults with dementia. Med Care
2015; 53: 207–13.

46. Curie M. In and Out of Hospital: Understanding Disparities
in Emergency Admissions in the Final Year of Life. London,
UK: Marie Curie, 2018; 1–24.

47. Bach PB, Schrag D, Begg CB. Resurrecting treatment histories
of dead patients: a study design that should be laid to rest.
JAMA 2004; 292: 2765–70.

48. Evans C, Yorganci E, Lewis P et al. Processes of consent in
research for adults with impaired mental capacity nearing the
end of life: systematic review and transparent expert consulta-
tion (MORECare_Capacity statement). BMC Med 2020; 18:
1–55.

49. Dodd E, Cheston R, Cullum S et al. Primary care-led demen-
tia diagnosis services in South Gloucestershire: themes from
people and families living with dementia and health care
professionals. Dementia 2016; 15: 1586–604.

50. Digital N. Recorded Dementia Diagnoses November 2020.
https://digital.nhs.uk/data-and-information/publications/
statistical/recorded-dementia-diagnoses/november-2020
(19 April 2022, date last accessed).

51. England PH. Statistical Commentary: Dementia Profile,
April 2019 update. https://www.gov.uk/government/stati
stics/dementia-profile-april-2019-data-update/statistical-co
mmentary-dementia-profile-april-2019-update#:&#x007E;:
text=This%20update%20shows%3A,on%20the%20rate
%20for%202017 (19 April 2022, date last accessed).

52. Office NA. Healthcare across the UK: a Comparison of the
NHS in England. Scotland, Wales and Northern Ireland:
National Audit Office London, 2012.

53. UK AsR. Dementia Attitudes Monitor Wave 1. Cambridge.
UK, 2018.

54. Carter G, Brown Wilson C, Mitchell G. The effective-
ness of a digital game to improve public perception of
dementia: a pretest-posttest evaluation. PLoS One 2021; 16:
e0257337.

55. Smith S, Parveen S, Sass C, Drury M, Oyebode JR, Surr CA.
An audit of dementia education and training in UK health and
social care: a comparison with national benchmark standards.
BMC Health Serv Res 2019; 19: 1–9.

56. Gkioka M, Schneider J, Kruse A, Tsolaki M, Moraitou D,
Teichmann B. Evaluation and effectiveness of dementia staff
training programs in general hospital settings: a narrative
synthesis with holton’s three-level model applied. J Alzheimers
Dis 2020; 78: 1089–108.

57. Rovers JJE, Knol EJ, Pieksma J et al. Living at the end-of-life:
experience of time of patients with cancer. BMC Palliat Care
2019; 18: 1–8.

Received 15 November 2021; editorial decision 13 March
2022

9

https://digital.nhs.uk/data-and-information/publications/statistical/recorded-dementia-diagnoses/november-2020
https://digital.nhs.uk/data-and-information/publications/statistical/recorded-dementia-diagnoses/november-2020
https://www.gov.uk/government/statistics/dementia-profile-april-2019-data-update/statistical-commentary-dementia-profile-april-2019-update#:&#x007E;:text=This%20update%20shows%3A,on%20the%20rate%20for%202017
https://www.gov.uk/government/statistics/dementia-profile-april-2019-data-update/statistical-commentary-dementia-profile-april-2019-update#:&#x007E;:text=This%20update%20shows%3A,on%20the%20rate%20for%202017
https://www.gov.uk/government/statistics/dementia-profile-april-2019-data-update/statistical-commentary-dementia-profile-april-2019-update#:&#x007E;:text=This%20update%20shows%3A,on%20the%20rate%20for%202017
https://www.gov.uk/government/statistics/dementia-profile-april-2019-data-update/statistical-commentary-dementia-profile-april-2019-update#:&#x007E;:text=This%20update%20shows%3A,on%20the%20rate%20for%202017
https://www.gov.uk/government/statistics/dementia-profile-april-2019-data-update/statistical-commentary-dementia-profile-april-2019-update#:&#x007E;:text=This%20update%20shows%3A,on%20the%20rate%20for%202017

	 Patterns of unplanned hospital admissions among people with dementia: from diagnosis to the end of life
	Introduction
	Methods
	Results
	Discussion
	Conclusion
	6 Supplementary Data:
	7  Acknowledgements:
	8 Declaration of Conflicts of Interest:
	9 Declaration of Sources of Funding:


