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Abstract  

 

Person-centered dementia care practices in acute hospital wards are suboptimal and not 

commonly measured. Although previous research has indicated that the work environment of 

staff influences their perceptions of person-centeredness, few studies have examined how their 

personal attributes, such as their level of dementia knowledge and attitudes, influence their 

person-centered dementia care practices. A questionnaire was distributed to test the 

relationship between staff perceptions of person-centered dementia care and their dementia 

knowledge and attitudes in general medical wards. The results showed that staff with better 

dementia knowledge were significantly more critical about the extent they were using 

evidence-based guidelines and external expertise. Staff with better attitudes perceived 

themselves as using more individualized care practices. The findings demonstrate that to 

enhance person-centered dementia care in acute hospitals, staff training programs should 

develop both their intellectual and interpersonal skills to improve their knowledge and 

attitudes.  

 

 

 

 

 

 



Highlights: 

• Achieving person-centered dementia care in hospitals is challenging for staff partly due 

to their lack of educational preparation 

• Only 40% of participants (hospital staff) had previous training in dementia 

• The more the staff were knowledgeable about dementia, the more critical they were 

about the level of person-centered care they delivered 

• The more positive were the attitudes of the staff towards persons with dementia, the 

more they perceived were individualizing their care  
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Introduction 

The Global Burden of Disease Study 20161 estimated that there were 43.8 million people with 

dementia worldwide (equivalent to 0.59% of the world population) but the number of 

individuals has more than doubled since the year 1990. By 2030 and 2050, this figure is 

projected to increase to 82 million and 152 million respectively (1.56% of the global 

population).2 It is estimated that currently there are approximately 7,000 persons with dementia 

in the Maltese Islands with this number expected to rise to 12,955 (equivalent to 3.26% of the 

total population) by the year 2050.3 In 2012, a report4 commissioned by the World Health 

Organization and Alzheimer Disease International identified dementia as a public health 

priority and encouraged countries to raise awareness with the hope of improving the treatment 

and care worldwide.  

 

Apart from cognitive impairment, persons with dementia may experience additional co-

morbidities that put them at a higher risk of being admitted to an acute hospital. 5 However, 

during their hospital stay these patients may also experience functional decline and increasing 

their length of stay,6 putting them at a higher risk of being discharged to a care home and 

leading to further financial costs for local health and social care services.7 Persons with 

dementia and family caregivers have reported negative experiences of hospital stay8,9 whilst 

staff felt that caring for these patients is very challenging.10 These studies indicate that staff 

working in acute hospitals require further knowledge, attitudes and skills through training in 

order to provide care that is tailored to the needs of these patients.11 

 

Person-centered care has been advocated as the gold-standard model of care for older persons12 

and persons with dementia.13 Although there is no single definition of the term ‘person-



centered care’, a narrative review identified a number of common themes that seem to form the 

core of person-centered practices; patient participation and involvement, the relationship 

between the patient and the healthcare professional (regardless of professional group) and the 

importance of the context where care is delivered.14 Within the context of dementia care, 

Brooker13 identified four core themes that is valuing people by promoting the rights of the 

person; individualizing the care to meet their needs; understanding the care from the 

perspectives of the persons with dementia and their family member and fostering social 

environments which enable person to remain in relationships. Moreover, person-centred care 

has been defined by persons with dementia, their family members and staff as approaches that 

promote a continuation of self and normality.15 However, this may be difficult to achieve in 

busy acute hospital wards unless staff are not trained and supported to do so. 

 

There is a need to identify what factors influence person-centered practices in acute hospitals 

wards. A realist review of dementia-friendly interventions to change the care of persons with 

dementia admitted in hospitals, indicated that staff need to have the confidence to change work 

practices to individualize the care.16 Although confidence and care efficacy has been shown to 

improve through staff training,17 the direct link between dementia knowledge and person-

centred care practices has not been clearly studied. Lin et al,18 found that whilst hospital nursing 

staff may have accurate dementia knowledge in terms of severity and symptomatology, they 

may still find difficulty in choosing person-centered care practices. Moreover, other studies 

have indicated that improving staff knowledge through training does not necessarily introduce 

and maintain person-centered care practices in acute hospitals.19  

 

Few studies have sought to investigate how personal attributes of hospital staff, in particular 

their level of dementia knowledge and attitudes, influence the person-centered dementia care 



practices adopted in this setting. As a result, the aim of the present study was to test the 

relationship between the level of person-centered dementia care practices as rated by staff 

working in acute hospital wards with their knowledge and attitudes towards persons with 

dementia. It was hypothesized that staff with better dementia knowledge and attitudes would 

perceive to be working at a higher level of person-centeredness in the acute hospital wards. 

The objectives of the study were to: 

- measure the level of person-centeredness of hospital staff working in acute medical wards 

- measure the hospital staff knowledge and attitudes towards persons with dementia 

- relate the staff knowledge and attitudes with their perceived level of person-centeredness 

towards persons with dementia in their wards. 

 

Methods 

Participants 

The study was conducted in a hospital in Malta. The population consisted of all full-time staff 

working in eleven acute medical wards and medical assessment units (MAU). The decision to 

restrict selection from medical wards was taken to enable data collection with a relatively 

homogenous group with similar ward cultures A total of 198 staff members were invited to 

participate consisting of all full-time staff working in these wards including charge nurses, staff 

nurses, nursing aids/care workers, doctors and physiotherapists. and occupational therapists. 

All the interdisciplinary team members were considered as participants since patients with 

dementia in acute hospitals will most likely require the assessment and management of 

different team members20 and a team-based approach has been recommended as the best model 

of care for persons with dementia21. Whilst the academic preparation and clinical training of 

these staff may vary, all acute care staff, including care workers, should have been in contact 

with persons with dementia and the contribution of all members of team have a direct influence 



on the patient’s and family member’s hospital experience. Consequently, all staff members 

were considered as suitable participants for this study. 

 

The questionnaires were distributed by hand to all charge nurses of the eleven medical wards 

who acted as intermediaries and were asked to distribute to all full-time staff who were working 

in their ward at the time of the data collection. Once they completed the questionnaire, they 

were asked to leave them in an envelope that was left with the charge nurse of each ward. Data 

collection was conducted during the months of May-June 2018. One hundred and thirty-two 

staff members (response rate=67% [margin of error: ±4.94%]) participated by filling in the 

questionnaire. 

 

Data collection 

A self-administered questionnaire was distributed and consisted of three validated tools used 

to measure dementia knowledge (Alzheimer Disease Knowledge Scale (ADKS)), attitudes 

(Dementia Attitude Scale (DAS)) and the extent to which staff perceived they were providing 

person-centered dementia care (Person-centered care of older people with cognitive 

impairment in acute care scale (POPAC)), together with demographic variables. These 

included gender, nationality, age, current occupation, maximum level of education attained, 

whether they had any previous training on dementia or cognitive impairment, who organized 

the training and the number of hours of training attended, whether they have worked in a 

geriatric or psychiatric setting, whether they have/had family members with cognitive 

impairment and whether they usually took care of persons with dementia or cognitive 

impairment at their place of work. Another question sought to rate their experience when caring 

for patients with cognitive impairment at work using a Likert scale from very positive (1) to 

very negative (5). Permissions were obtained from all authors who developed the tools.  



The ADKS22 contains 30 true/false items to assess knowledge about Alzheimer Disease. A 

total score, ranging from 0-30, is obtained by adding the correct scores for each statement. The 

scale was designed for use with students, healthcare professionals, and the general public and 

takes a maximum of 10 min to complete. The questions focus on seven subscales that 

characterize knowledge about AD namely on: risk factors, assessment and diagnosis, 

symptoms, disease progression, life impact, caregiving, treatment and management. An 

analysis of the scale's psychometric properties suggests it has adequate reliability and content, 

predictive, concurrent, and convergent validity.22 

 

The Dementia Attitude Scale (DAS) is a 7-point Likert scale of 20 items that reflect the 

affective, Behavioural and cognitive components of the attitudes towards individuals with 

dementia.23 The DAS has two factor components namely ‘dementia knowledge’ and ‘social 

comfort’ and has adequate reliability and convergent validity when compared to similar scales. 

The higher the DAS score the more positive is the participants’ attitudes towards persons with 

dementia. 

 

The POPAC scale24 aims to measure staff perceptions of person-centered care and responses 

are given on a 6-point Likert-type scale ranging from (1) ‘never,’ to (6) ‘always’. The scale 

consists of three subscales; ‘using cognitive assessments and care interventions’, ‘using 

evidence and cognitive expertise’ and ‘individualizing care’. Scale scores and total scores can 

range between 15 and 90 with higher scores indicating a higher degree of person-centeredness. 

Both the Swedish21 and the English version14 have been found to have good psychometric 

properties. 

 

 



Ethical considerations 

Ethical approval was sought and granted from the University Research Ethics Committee of 

the University of Malta. Permission was also given from the administration of the participating 

hospital. A cover letter was included with the questionnaire and distributed to the staff 

explaining the aims and objectives of the study. One hard copy of the questionnaire was 

distributed to the selected wards. To maintain anonymity, staff were asked to leave the 

completed questionnaires in a box-file at the nursing station. Staff were informed that 

participation was voluntary and confidentiality would be maintained.25 

 

Data analysis 

The data obtained was analyzed using Predictive Analysis Software (PASW) Statistics 

(Version 24). Test of normality conducted using the Shapiro-Wilk Test. Whilst DAS and 

POPAC scores and their sub-domains were normally distributed, ADKS scores were not. 

Therefore, the Spearman’s rho coefficient test was used to compare means when ADKS scores 

were used whilst the Pearson’s coefficient was utilized for DAS and POPAC scores. For 

continuous by categorical relationships (mean ADKS/DAS/POPAC scores and their sub-

domains vs. age groups, gender, occupation, nationality) Analysis of variance (ANOVA, for 

parametric data) and the Kruskal–Wallis (for non-parametric data) tests were used.  

 

A stepwise regression was also carried out to identify the most significant predictors of the 

perceived level of person-centeredness in the hospital wards, taking the demographic variables, 

knowledge and attitudes of the staff as dependent variables. Each of these variables were added 

until the model with the highest adjusted R square was found. 

 



In this study, the internal consistency for the three scales was found to be good for the POPAC 

scale (Cronbach's α = 0.82) and for the DAS scale (Cronbach's α = 0.78) and acceptable for the 

ADKS scale (Cronbach's α = 0.64). 

 

Results 

Demographic characteristics of participants 

Table 1 describes the demographic characteristics of the respondents, the majority were 

Maltese (n=108; 82%), female (n=97; 73%), nurses (n=92; 70%) in their 30s (mean=31±10.3). 

Approximately two-thirds of the respondents (n=101; 68%) had at least a diploma or a degree 

qualification (equivalent to European Qualification Framework26 levels 6 and 7). Only 39% 

(n=51) of the respondents had previous training in dementia care with the latter being organized 

either by the hospital or the University of Malta. Almost all participants (n=116; 90%) 

responded that they have cared for persons with dementia at work with the majority of staff 

reporting having negative experiences. Whilst 40 participants (34%) rated their experience 

working with patients with dementia as positive or very positive, there were 18 hospital staff 

(16%) who rated their experience as negative or very negative, with 74 (58%) of the staff rating 

it as neutral. Their perceived experience of working with persons with dementia was 

significantly associated with their attitudes towards these patients (F=3.72; p=0.007). 

 

(Insert Table 1) 

 

Hospital staff perceived level of person-centeredness  

With a total mean of 57.88±10.28, the majority of the participants tended to perceive 

themselves practicing in a person-centered way.  The subscale ‘Using evidence and expertise 

in cognition’ of the POPAC scale scored the highest mean score (mean=4.16±0.96) followed 



by ‘Individualizing care’ (mean=3.88±0.85) and ‘Using cognitive assessments/ care 

interventions’ (mean=3.65±0.77). Table 2 summarizes the mean and standard deviation of 

each item of the POPAC scale. The item which scored the highest was ‘We involve family 

members in the care of older patients with cognitive impairment’ (Mean=4.79±0.95) whilst 

the lowest was the item ‘We leave older people with cognitive impairments alone in the ward’ 

(mean=1.98±1.23). 

 

(Insert Table 2) 

 

Hospital staff knowledge and attitudes towards persons with dementia 

Table 3 relates to staff knowledge, attitudes and perceptions of using PCC practices. The mean 

ADKS score was 20.37±3.72 (n=equivalent to 68% of correct answers. Staff, in general, had a 

positive attitude towards patients with dementia (mean DAS=99.45±12.52). Knowledge scores 

were significantly related with whether hospital staff were Maltese nationals or not (F 

value=7.904; p=0.006) and whether they had a family member with dementia (F value=6.995; 

p=0.009). Attitudes scores differed between gender (F value=6.511; p=0.012); according to 

age (Pearson coefficient=-0.283; p=0.002) and their perceived experience of working with 

dementia patients (F value=3,715; p=0.007). 

 

(Insert Table 3) 

Relationship between dementia knowledge/attitudes and level of person-centeredness as 

perceived by hospital staff in their wards 

Whilst the mean attitude scores (DAS) were positively related with the POPAC scores 

(Pearson’s coefficient=0.311; p=0.001), ADKS scores were found to be negatively related 

(Spearman=-0.205; p=0.026). This could indicate that staff with better dementia knowledge 



were more negative about the level of person-centered care they were providing. However, 

when comparing the POPAC sub-scales scores with the knowledge scores, the sub-scale ‘using 

evidence based guidelines and expertise’ was the only scale to be negatively associated with 

the knowledge score (Spearman=-0.204; p=0.027). On the contrary, the mean score of the 

subscale related to ‘practices that individualize the care’ was the most positively related to the 

mean staff attitudes scores (Spearman=0.336; p<0.001). The mean POPAC scores were found 

to be negatively related with staff age (Pearson correlation=-0.270; p=0.003) and varied across 

occupations (F=2.821; p=0.007), with medical doctors and charge nurses obtaining the lowest 

scores (Table 4).   

 

(Insert Table 4) 

 

A stepwise regression analysis was performed to predict the POPAC scores with knowledge, 

attitude scores and binary/ordinal demographic variables (gender, nationality, age, educational 

level, previous training, previous work, being a family member) acting as possible predictors 

(Table 5). A significant regression value was found (F=7.33; p<0.001) that was based on a 

three-predictor model that retained dementia knowledge, attitudes and the participants’ age, 

which together explained 17% of the variance in the retained model. 

 

(Insert Table 5) 

Discussion  

Demographic characteristics of participants 

The study investigated the relationship between the level of person-centered dementia care 

practices as rated by staff working in acute hospital wards with their knowledge and attitudes 

towards persons with dementia. The results indicated that although almost all hospital staff 



were caring for patients with dementia and cognitive impairment at work, only 40% of the 

participants reported to have attended some form of dementia care training. Similarly, around 

54% of health care staff working (doctors, nurses and healthcare assistants) in UK11 and 87% 

of nurses in Ireland27 who work in acute hospital settings did not perceive their training in 

dementia care to be ‘sufficient’.  

 

Staff knowledge and its relationship to person-centeredness in hospital wards 

Knowledge about dementia of the participants in this study was unsurprisingly higher than for 

nursing students in Malta28 (64% correct answers), similar to Maltese nurses working in long-

term care29 (68% correct answers), but significantly lower than health care staff in an Australian 

hospital30 (79% correct answers). Similar to the latter study30, staff who cared for family 

members with dementia had significantly higher mean knowledge scores. This could be 

attributed to the fact that staff who have family members with dementia are more motivated to 

learn about the condition. Alternatively, the difference in dementia knowledge of hospital staff 

across countries could be due to their varied educational preparation making comparison 

relatively difficult. For example, Hallberg et al31 found that educational background of 

professional care providers in dementia care varied considerably across eight European 

countries.  

 

The results also showed that hospital staff with better dementia knowledge were significantly 

more critical about the level of person-centeredness they deliver especially on the way they 

were using evidence-based guidelines, cognitive assessment tools and refer to other clinical 

experts in dementia care. Moreover, older staff were more critical of the level of person-

centeredness they provide. This difference could have been moderated by staff occupation, 

since staff in different age cohorts occupied different occupations. For example, charge nurses 



were older than registered nurses (mean age: charge nurses: 43 years; registered nurses: 28 

years). The study indicated that hospital staff who are were older and in different occupational 

levels have a negative perception of the level of person-centered-care they deliver.  Similarly, 

Grealish et al32 found that enrolled nurses (a second level nurse who provides direct care under 

the supervision of a registered nurse) scored significantly higher in their perception of person-

centeredness than registered nurses. According to these authors, this difference was attributed 

to the fact that enrolled nurses were more actively involved in person-centered care practices 

as they worked closely with patients. However, the negative relation between dementia 

knowledge and perceived level of person-centeredness found in the current study lends to an 

alternative hypothesis - that professions with better dementia knowledge may be more aware 

of the available evidence-based dementia guidelines and tools and are able to identify the 

difference between ‘what should be’ and ‘what is actually being practiced’. Increasing 

awareness of these evidence based guidelines and tools through staff development resulted in 

significantly higher levels of person-centeredness in residential care.33 Further studies need to 

be carried out on how these guidelines can be implemented in acute hospitals. However, this 

study indicated that increased staff awareness of clinical guidelines through better dementia 

knowledge could contribute towards acknowledging the need for their implementation in 

practice.  This is in line with a systematic meta-review which found that health care 

professionals’ awareness about the existence of clinical guidelines and their familiarity with 

their content affects their implementation.34  

Besides dementia knowledge and attitudes of staff, other psychological and contextual factors 

can play an important role in implementing person-centered care guidelines in general 

hospitals. Numerous studies have related person-centred care as perceived by care staff to the 

context of care or work environment such as job satisfaction of the staff, 35 perceived levels of 

job strain, stress of conscience and psychological support.36 Although these domains have not 



been investigated in the present study, it could be that older participants with better dementia 

knowledge were experiencing burnout or compassion fatigue in view of the longer time caring 

for patients with dementia (being significantly older), the higher level of responsibility (being 

most likely charge nurses/doctors)  and the sense of frustration of not being able to change 

practice. Similarly, Shinan-Altman et al37 found that role conflict and role ambiguity of social 

workers and nurses working in nursing homes and hospitals, were significantly associated with 

burnout. Considering that the number of nurses per population in Malta is below the European 

average,38 the low staffing levels in the medical wards selected for this study could have also 

influenced the implementation of person-centered care practices and guidelines.   

 

Referring patients who have been screened and identified with cognitive symptoms, for 

specialized follow-up services, is an important component of quality of care.39 This study 

indicated that the extent staff consult with specialist expertise, if the patient is suspected to 

have cognitive impairment, was also related to their dementia knowledge (staff with more 

knowledge were less likely to refer patients for further follow-ups). Whilst there is evidence 

showing that referral to specialist services in primary health care is directly associated to the 

gaps in knowledge of primary care providers,40 there are no studies that relate the knowledge 

of hospital staff with their intention to refer patients with suspected cognitive impairment to 

specialist services. Consequently, further studies are needed on this important area of clinical 

practice.  

Staff attitudes and its relationship to person-centeredness in hospital wards   

Similar to other studies, 41,42 the attitude of hospital staff towards persons with dementia was 

in general positive; although there was a significant variation according to gender (female staff 

reported more positive attitudes), age (the younger the age the better the attitudes) and how 

they rated their personal experience of working with these persons (staff perceiving more 



positive experience having better attitudes). However, whilst these studies41,42 found that the 

attitude of hospital staff was associated with their occupation, this was not found in our study, 

possibly due to the smaller sample size. Moreover, the relationship between decreasing attitude 

score and increasing age, has also been found in some studies42,43 but not in others41. Staff 

attitude scores were significantly related with their experience of working with persons with 

dementia. This is congruent with other studies carried out in residential homes,44,45 which found 

that staff attitudes were positively related with the level of job satisfaction experienced when 

working with residents with dementia. This shows that there is a need for staff to be provided 

with positive care experiences which can in turn improve their attitudes.   

Staff with more positive attitudes towards patients with dementia perceived themselves as 

using more individualized care practices such as taking biographical information, involving the 

patients and family members in the care and discussing and evaluating whether the care is 

meeting their needs. However, better staff knowledge was not related with better perceived use 

of individualized practices.  Similarly, Mullan and Sullivan46 found that whilst a positive 

attitude towards persons with dementia predicted a greater sense of competence in aged care 

staff, it was not related to staff knowledge and training.  

Based on the findings of this study, staff development and dementia care training in acute 

hospitals should incorporate interpersonal and moral competencies to improve staff attitudes 

as well technical as well as intellectual competencies to increase awareness about evidence 

based guidelines for the assessment and management of persons with cognitive impairment 

and dementia. Similarly, dementia care competency frameworks for nurses47,48 recommend the 

importance of developing curricula and training programs with a set of competences that range 

from the attainment of technical/intellectual and interpersonal and attitudinal skills. This seems 

to be also important in acute hospitals in order to empower staff to implement person-centered 



care practices.     

New models of organizing care for persons with dementia in general hospitals are being 

considered such as the setting of specialized dementia units,49,50 that are showing promising 

outcomes by improving patient’s wellbeing and staff/relative satisfaction. Similar initiatives 

are being developed in other acute hospitals wards such as orthopedic wards51. An alternative 

approach is the recruitment of skilled dementia specialist nurses with the latter being described 

to benefit people with dementia in hospitals and their family carers.52 However, such initiatives 

require institutional and inter-personal investment and support and their benefits may be 

limited to a few individuals who are admitted to these units. Considering that the prevalence 

of dementia in acute hospitals is all the time increasing, a multi-level approach may be required 

that encompasses system and policy changes such as increasing staffing levels, providing 

continuous staff development and support and restructuring the hospital environment to 

become more dementia-friendly.   

Strengths and limitations of the study 

The study has a number of strengths and limitations. The study is one of the first that sought to 

relate hospital staff knowledge and attitudes with the level person-centered dementia care as 

perceived by the staff. Moreover, power analysis revealed that a response rate of 67% was 

adequate and a good representation of the targeted population under study. 

 

However, the sample consisted of a homogeneous convenience in one acute hospital. This 

limits the generalizability of the findings. Moreover, due to social-desirability bias, perceptions 

of person-centered care practices as reported by staff may not correspond to the observed 

practices. This could have been a possible reason of why a high mean POPAC score was 

obtained in this study. Nevertheless, the aim of the study was not only to measure the level of 



person-centered care in acute hospitals as perceived by the staff but to determine how this 

domain is related to staff knowledge and attitudes. Comparing the knowledge and attitudes of 

different health care professionals and care workers in acute settings may be difficult since they 

could have had different academic and experiential preparation. Nevertheless, having an 

overview of dementia knowledge/attitudes across the team could shed light on the 

discrepancies in the academic preparation of these staff and help in targeting those staff 

members who require better educational development. Finally, the findings of this study may 

indicate that when measuring perceptions of person-centered dementia care, self -reported 

knowledge and attitudes towards dementia needs to be measured since these can influence the 

way staff perceived the level of person-centeredness in this setting.  

 

Conclusion  

The results of this study demonstrate that hospital staff need further training and support to 

improve their knowledge about and attitudes towards persons with dementia to enable them to 

provide quality dementia care and person-centered care practices. Dementia knowledge is 

essential for staff to become aware about the need of using evidence-based dementia care 

guidelines and a positive attitude about dementia facilitates the introduction of interpersonal 

person-centered care practices. Thus, training programs for acute care staff should seek to 

improve the knowledge base as well as changing attitudes. This can be encouraged by hospital 

administrators by training staff to develop both technical/intellectual skills as well as 

interpersonal/moral skills in dementia care.   
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Table 1. Demographic characteristics of hospital staff participating in the study (N=132)  

Gender 

Male 

Female 

 

35 (27%) 

97 (73%) 

Nationality 

Maltese 

Other 

Missing Data 

 

108 (82%) 

20 (15%) 

4 (3%) 

 

Mean age (years±SD) [median] 

 

31±10.3 [27] 

Occupation 

Care worker 

Nursing Officer/Deputy Nursing Officer 

Medical Doctor 

Nurse 

Therapists (Occupational Therapists, Physiotherapists) 

Social Worker 

Others 

 

11 (8%) 

9 (7%) 

5 (4%) 

92 (70%) 

7 (5%) 

1 (1%) 

7 (5%) 

Maximum level of education according to the European 

Qualification Framework& 

Level 2 

Level 3 

Level 4 

Level 5 

Level 6 

Level 7 

Missing 

 

 

13 (10%) 

8 (6%) 

9 (7%) 

33 (25%) 

27 (20%) 

41 (31%) 

1 (1%) 

Attended previous training on dementia  

Yes 

No 

Missing 

 

51 (39%) 

79 (60%) 

2 (1%) 

Who organized the training (N=51)? 

Hospital 

University 

Others 

 

18 (35%) 

18 (35%) 

15 (30%) 

 

Mean hours of previous training (N=41) (hours±SD) [median]   

 

16.0±0.42 [8] 

Previous experience in geriatric/psychiatric settings 

Yes 

No 

Missing 

 

101 (77%) 

29 (22%) 

2 (1%) 

Family member with dementia 

Yes 

No 

Missing 

 

34 (25%) 

87 (66%) 

11 (8.3%) 

Cared for persons with dementia at work 

Yes 

No 

Missing 

 

116 (88%) 

14 (11%) 

2 (1%) 

Perceived experience of working with dementia patients as 

graded by staff* (grade±SD) [median]   

 

2.7±0.67 (3) 
*Perceived experience: Range from very positive (1) to very negative (5) 
&European Qualification Framework Levels 

 

 

 

 

 

 



 

Table 2. Mean and standard deviation of each item of the POPAC scale  

 

Statements Mean 

Score 

Standard 

Deviation 

1. We assess the cognitive status of our older patients on admission 4.63 1.31 

2. We make environmental adjustments to avoid over-stimulation in older people with 

cognitive impairment (e.g. single rooms, noise reductions etc.) 

3.66 1.54 

3. We diagnose symptoms of cognitive impairment (e.g. dementias, delirium etc.) 4.01 1.38 

4. We spend more time with older patients with cognitive impairments as compared to 

cognitively intact patients 

3.97 1.15 

5. We leave older people with cognitive impairments alone in the ward 1.98 1.23 

6. We use evidence-based tools to assess cognitive status of older patients (e.g. the 

MMSE, SPMSQ, CAM etc.) 

3.62 1.43 

7. We consult specialist expertise (e.g. psychologist, neurologist, geriatrician) if we find 

that a patient has cognitive impairment 

4.72 1.06 

8. We use evidence-based care guidelines in the care of older cognitively impaired 

patients 

 

4.14 

 

1.28 

9. We use biographical information about older patients’ (e.g. habits, interests and wishes 

etc.) to plan their care 

3.68 1.35 

10. We involve family members in the care of older patients with cognitive impairment 4.79 0.95 

11. We provide staff continuity for older patients with cognitive impairments (e.g. the 

same nurses providing care to these patients as often as possible) 

3.31 1.44 

12. We systematically evaluate whether or not older patients with cognitive impairment 

receive care that meets their needs 

3.99 1.30 

13. We involve older patients with cognitive impairment in decisions about their care (e.g. 

examinations, treatments etc.) 

3.32 1.32 

14. We ensure that older patients with cognitive impairment have tests/ consultations in 

the unit rather than having to go to another department 

3.90 1.32 

15. We discuss ways to meet the complex care needs of people with cognitive impairment 4.17 1.21 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Table 3 Mean and standard deviation of ADKS, DAS and POPAC scores and relationship between the 

three constructs and the POPAC sub-domains 

 N 

 

Range Minimum Maximum Mean 

Std. 

Deviation 

ADKS 128 19 11 30 20.37 3.720 

DAS 121 63 63 126 99.45 12.519 

POPAC 117 60 22 82 57.88 10.282 

       

 ADKS DAS POPAC 

 R# p-value R# p-value R# p-value 

ADKS - - 0.105 0.250 -0.205 0.026* 

DAS 0.105 0.250 - - 0.311 0.001** 

POPAC 

(total) 

-0.205 0.026* 0.311 0.001** - - 

POPAC 

(using 

cognitive 

assessments/ 

care 

interventions) 

-0.172 0.064 0.165 0.077 - - 

POPAC  

 (using 

evidence and 

expertise in 

cognition) 

-0.204 0.027* 0.197 0.034* - - 

POPAC 

(individualizing 

care) 

-0.214 0.182 0.336 <0.001** - - 

# Pearson or Spearman’s Rho correlation coefficient 

* Significant at the 0.05 level (2-tailed) 

** Significant at the 0.01 level (2-tailed) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Table 4. Univariate association between ADKS, DAS and POPAC scores and demographic variables 
Variables  Mean ADKSSD 

(N) 

p-

value 
Mean DASSD 

(N) 

p-value Mean 

POPACSD (N) 

p-value 

Gender  

Male 

Female 

 

20.064.24 (39) 

20.483.45 (94) 

0.575  

94.7214.96 (32) 

101.1611.13 (89) 

0.012*  

58.1012.56 (32) 

57.809.38 (85) 

0.891 

Age    0.735  0.002**  0.003** 

Nationality  

Maltese 
Other 

 

20.773.52 (104) 

18.304.00 (20) 

0.006*  

99.8512.65 (100) 

97.6513.05 (17) 

0.510  

57.539.72 (97) 

59.1212.63 (17) 

0.553 

Occupation 

 

 

Careworker 

Charge/deputy nurse 
Medical Doctor 

Nurse 

Therapists  
Social worker 

Others 

 

19.095.32 (11) 

19.443.17 (9) 

22.605.41 (5) 

20.363.30 (88) 

21.711.10 (7) 

27.00.00 (1) 

19.725.03 (7) 

0.062  

99.8215.83 (11) 

96.149.03 (7) 

97.7514.22 (4) 

100.7012.14 (85) 

98.1710.17 (7) 

99.000.00 (1) 

87.6720.17 (6) 

0.548  

63.2513.01 (8) 

50.298.67 (7) 

54.407.02 (5) 

58.999.225 (83) 

58.436.18 (7) 

58.000.00 (1) 

46.5019.50 (6) 

0.007* 

Maximum level of 

education 
according to the 

European 

Qualification 
Framework  

 

Level 2 
Level 3  

Level 4 

Level 5 
Level 6 

Level 7 

 

19.315.67 (13) 

18.633.11 (8) 

19.893.79 (9) 

19.292.85 (31) 

21.583.6 (26) 

21.183.65 (40) 

0.068  

94.1710.77 (12) 

101.2518.58 (8) 

96.638.00 (8) 

103.2812.38 (29) 

96.1512.85 (26) 

100.8411.82 (37) 

  

56.336.27 (9) 

61.6314.3 (8) 

58.509.02 (8) 

59.8710.55 (30) 

54.5610.62 (25) 

58.069.95 (36) 

 

0.422 

Previous training 

on dementia 

 

Yes 

No 

 

20.623.76 (50) 

20.213.75 (76) 

0.551  

101.3310.76 (48) 

98.7213.32 (71) 

0.260  

57.599.92 (46) 

58.1410.64 (69) 

0.778 

Previous 

experience in 

geriatric/psychiatric 
setting 

 

Yes 

No 

 

20.353.46 (97) 

20.794.35 (29) 

0.571  

100.6812.02 (94) 

95.3513.73 (26) 

0.055  

58.3310.17 (89) 

56.4810.91 (27) 

0.419 

Family member 

with dementia 

 

Yes 

No 
 

 

21.913.35 (33) 

19.943.72 (84) 

 

0.009*  

98.2610.38 (31) 

100.4913.54 (79) 

0.410  

57.659.52 (31) 

57.5910.92 (75) 

0.979 

Perceived 

experience£ of 
working with 

dementia patients  

 

Very positive 
Positive 

Neutral 

Negative 
Very negative 

 

19.504.99 (10) 

20.632.77 (30) 

20.553.88 (56) 

20.883.18 (16) 

21.000.00 (2) 

0.907  

102.115.97 (9) 

105.2812.62 (29) 

98.0212.43 (52) 

97.068.68 (16) 

80.001.41 (2) 

0.007*  

58.8616.48 (7) 

59.319.48 (29) 

58.218.80 (52) 

56.6011.53 (15) 

54.000.00 (1) 

0.919 

£Perceived experience: Range from very positive (1) to very negative (5) 

* Significant at the 0.05 level (2-tailed) 

** Significant at the 0.01 level (2-tailed) 

SD: Standard Deviation 
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Table 5 Stepwise multiple regression showing retained models of staff knowledge, attitudes and demographic variables as predictors of the perceived level of person-

centred practices in the hospital wards 

Models Predictor variables B SE* ß t p ∆R2 Adjusted 

∆R2 

F value; p-

value  

(constant) * DAS 

score 

 

 

(constant)* DAS 

scores* ADKS score 

(constant) 

DAS score 

 

(constant) 

DAS score 

ADKS score 

30.38 

0.27 

 

43.02 

0.28 

-0.66 

8.12 

0.08 

 

9.75 

0.08 

0.29 

 

0.33 

 

 

0.34 

-0.21 

3.74 

3.42 

 

4.41 

3.62 

-2.24 

<0.001 

0.001 

 

<0.001 

<0.001 

0.027 

0.109 

 

 

0.155 

0.100 

 

 

0.137 

11.67; 0.001 

 

 

8.59; <0.001 

 

(constant)* DAS 

scores* ADKS score* 

Age 

 

 

(constant) 

DAS score 

ADKS score 

Age 

 

54.02 

0.24 

-0.63 

-0.24 

 

10.98 

0.08 

0.29 

0.12 

 

 

0.29 

-0.20 

-0.20 

 

 

4.92 

3.00 

-2.18 

-2.05 

 

<0.000 

0.003 

0.032 

0.043 

 

0.191 

 

0.165 

 

7.33; <0.001 

Excluded variables in Model 1: Gender, Nationality, Age, Education, ADKS, Previous work, Previous training, Family member 

Excluded variables in Model 2:  Gender, Nationality, Age, Education, Previous work, Previous training, Family member 

Excluded variables in Model 3:  Gender, Nationality, Education, Previous work, Previous training, Family member 

 

 

 

 

 


