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Abstract 

Objectives: To present an overview of the issues related to the well-being of people affected by cancer 

and dementia. To highlight the evidence from dementia care that can help improve the care 

experiences of people with dementia and cancer. 

Data Sources: Electronic databases such as PubMed and Cinahl were used to retrieve relevant 

literature published between 2010-2020.  

Conclusion: Having a dual diagnosis of dementia and cancer poses several challenges across the cancer 

care pathway. Communication, treatment decision-making, environment and time related issues were 

all identified. The literature suggests the need for evidence-based guidelines taking into consideration 

the person and the environment to support this population. 

Implications for Nursing Practice: To address these challenges and offer an optimal care experience 

for this group and their families, solutions need to focus both on the workforce and the environment. 

Offering dementia education for professionals working in acute cancer care, as well as adapting local 

environments that facilitate people navigate the space can be a starting point to offer person-centred, 

rights-based dementia sensitive care. 
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Introduction 

Incidence for both dementia and cancer are on the rise.1,2 Older age is not a defining factor anymore 

for either conditions. Despite initial evidence that dementia and cancer have an inverse relationship, 

latest studies suggest a positive link between the two conditions, attributed to similar physiological 

processes (such as oxidative stress and inflammation).3 The possibility for a dual dementia-cancer 

diagnosis is now more likely than ever. Thus the complexity of care associated with those who are 

living with dual diagnosis can present challenges to healthcare teams working in an acute hospital 

setting. 

Many healthcare professionals (HCPs), particularly those outside of mental health receive limited, if 

any, dementia education in their training.4 This means that many HCPs working in general hospital 

settings and cancer care will have little or no dementia education to inform their practice. It is also 

well known that an acute hospital and related general health settings are not often supportive of 

people living with dementia; this can have a significant impact on the person’s experience of care.5-7  

This article will provide an overview of the issues, challenges, and current gaps in the care of people 

affected by a dual diagnosis of dementia and cancer within an acute care context. Although there is a 

current lack of practice guidelines or healthcare pathways specific to this group, there is growing 

evidence that can help inform the care and support offered to those living with a dual diagnosis; these 

will be considered in this article. 

 

Dementia overview 

Dementia is an umbrella term describing a progressive neurodegenerative syndrome caused by 

illnesses such Alzheimer’s disease that cause structural and chemical changes to the brain. The 

cognitive impairments most notably affect memory, orientation, comprehension, calculation, learning 

capacity, language, and judgement. Consciousness is not affected. The impairment in cognitive 

function is commonly accompanied and occasionally preceded, by deterioration in emotional control,  

social behaviour or motivation.8 A wide range of biological, social and psychological aspects9 shapes a 

person’s experience of dementia, including the person you are; physical health, psychological well-

being, brain changes, life experiences, relationships and environment. Studies have shown that people 

can deteriorate rapidly if subject to disabling environments and experiences.10 Conversely, by 

recognising and working with the individual’s strengths and preserved functions we can support 

people to live well for longer.11 As a person ages and the condition advances the person’s ability to 



perform activities of daily living independently declines. Although staging tools may indicate 

progression, abilities and strengths are individual and definitions of advanced or severe dementia 

vary.12  

An international systematic review estimated that in general hospitals between 12.9%–63% of beds 

were occupied by people living with dementia.13 A UK study estimated that people living with 

dementia14 occupied around 25% of hospital beds. People with dementia stay longer in hospital than 

those without, they are 40% more likely to be readmitted15 and are over three times more likely to die 

during their first admission to hospital for an acute medical condition than those without dementia.16 

Studies have shown that the health and wellbeing of people with dementia can be negatively affected 

by their time in hospital.17,18 

A wide range of diseases and conditions may co-exist with dementia. People living with dementia who 

are over 65 years have on average four comorbidities while people without dementia have on average 

two.19 The most common that co-exist with the condition are hypertension (53%), painful conditions 

(34%) and depression (24%); diabetes, stroke and visual impairments are also common.20 People with 

dementia are also more at risk of having recurrent infections and delirium.12 This population often 

experiences diagnostic overshadowing, defined as the presenting problem being attributed to 

dementia rather than a response to painful or stressful stimuli, such as unfamiliar environment or a 

co-existing condition. This is more likely to occur if the person has undiagnosed comorbidities or 

atypical symptoms, combined with lack of education in dementia care or the approach to care not 

being person-centred. Failure to prevent, diagnose and treat co-existing conditions in people with 

dementia can result in a reduced quality of life and an earlier death compared to people who have the 

same medical conditions but do not have dementia.21 

Dual diagnosis: dementia and cancer 

A dual diagnosis of dementia and cancer raises several considerations for the person, their family and 

the healthcare team. People with dementia when diagnosed with cancer are more likely to experience 

treatment intolerance, which significantly limits treatment options leading to poorer prognosis and 

survival. There are relatively few studies into the care, treatment, and experience of those with a dual 

diagnosis of dementia and cancer. It is not surprising that HCP opinions differ on the best way to 

manage cancer in older people with dementia.22 This gap is a barrier to making evidence informed 

decisions that may impact of the outcomes for people with dementia and cancer. 

So far, research in the area has been predominantly exploratory. In the UK, the limited evidence 

focussed so far on mapping the field.23,24 In a sample covering 5% of general practices in England, 7.5% 



of people are living with a dual diagnosis of cancer and dementia.25 In the UK, more than a third of 

newly diagnosed cancers are in people over 75, with breast and prostate cancers with high incidence 

rates followed by lung and bowel irrespective of gender.26 More specifically, 10% of patients with 

colon cancer, 7.4% of patients with breast cancer patients and 5.1% of patients with prostate cancer 

aged over 68 years have been identified to have a pre-existing diagnosis of dementia.27 

There is little published evidence on cancer screening in people with dementia, though the findings of 

a systematic review indicated people with dementia are diagnosed at an unknown or later stage those 

who do not have dementia23, indicating less chances of cancer screening for this population.3,27 Due 

to the nature of dementia, either because of neurodegeneration or cognitive decline, people may not 

always be able to communicate symptoms resulting in cancer remaining undiagnosed or identified at 

an advanced stage.3 

This group also has reduced chances of receiving cancer staging information, cancer treatment with 

curative intent and pain management, compared to those with cancer only.27,28 The acute cancer care 

environment, characterised by medical jargon, strict processes and protocols regarding treatment 

(either cytotoxic or radiotherapy) can be complex with many interplaying factors (e.g. central 

catheters, extravasation risks, treatment side-effects like myelotoxicity). HCPs consider the presence 

of cognitive and communication impairment -common in this population - as an influencing factor for 

selecting and offering less, or modified, treatment options due to the challenges of appropriately 

managing the symptoms of treatment.28 What other factors inform decision-making is unclear. 

Possible factors are the health of the person, how far the dementia had progressed or age itself. 

Lavelle et al29 previously found decisions were related to age rather than previous co-morbidity. It 

could also be that treatments aim to maintain quality of life rather than having curative intent28, as 

more aggressive treatments can have a negative impact on behavioural and psychological symptoms 

of dementia.27 

Once people with dementia are diagnosed with cancer they are more likely to experience treatment 

intolerance, which significantly limits treatment options leading to poorer prognosis and survival.30 

Modified treatments maybe less effective, result in poorer quality of life and less chance of surviving 

after a cancer diagnosis for people with dementia.30 They are also more likely to be subject to 

suboptimal cancer-related pain assessment and management.31,32 This illustrates the complexity of 

symptom management needs.33-36 The findings of a systematic review indicate poorer cancer-related 

clinical outcomes including late diagnosis and higher mortality rates in those with cancer–dementia 

despite greater health service use.23 In the same review 11 out of 12 studies reported increased risk 

of death and poorer survival rates for this population compared to cancer only and cancer with other 



comorbidities such as congestive heart failure. It is not yet clear why there appears to be a specific 

higher mortality risk in those with cancer–dementia opposed to other multi-morbidities.37 

A recent study seeking to understand identified problems, priorities and best practices found the 

“accumulated level of complexity” was a central factor to consider when addressing the health care 

needs of this group.38 From the person and family perspective practical factors such as navigating the 

physical care environment (outpatient clinics, parking at hospital) as wells as managing symptoms and 

treatment side effects when at home were key. From the HCP perspective, specific to dementia social 

care needs were perceived as a factor that added complexity across the cancer pathway.38  

HCPs have difficulty in communicating treatment side effects and symptom management to those 

with dementia and cancer.28 This vulnerable group is likely to depend on their informal caregivers to 

support and facilitate the decision-making process from the beginning of the cancer diagnosis through 

to follow-up care.28 Yet, informal caregivers’ own support and information needs are often 

disregarded by HCPs.39,40 Indeed, despite the many initiatives, frameworks and policies designed to 

facilitate HCPs to work in partnership with families41,42, evidence suggests rigid hospital systems and 

processes, environmental constraints, time and staffing pressures often prevents this.40,43 

Dementia Cancer Care 

The complexities in the care of people with a dual diagnosis of dementia and cancer were presented, 

despite the limited evidence in the field. What remains a question is how to best address these 

challenges to ensure an optimal care experience for this group and their families, which is both 

equitable and person-centred. Drawing on existing policies on dementia care, we propose ways to 

optimise cancer care experience when caring for this population and consider future research 

implications. 

The foundations of dementia care rest on taking rights-based, biopsychosocial, multi-professional and 

person-centred approaches.9,44-47 Dementia care needs to promote and maintain health, 

independence, identity and personal expression; provide choice, comfort, dignity and a sense of well-

being and aim to reduce stress and distress for the person, their families and staff.48,49 One of the key 

areas identified was the limitations placed in communication. The use of specific aid tools that 

promote conversation and share treatment illness specific information has been proposed to help 

HCPs to facilitate decision-making process.50 Currently, the use of audio files as a means to record 

meeting notes is standard practice. This could be potentially extended to record consultation meetings 

as they occur and subsequently, be shared with the patient and family, to address information recall, 

facilitate decision-making and decrease anxiety. This could be further enhanced with the use of new 



technology applications (either web-based or mobile); research is required to further test their 

applicability and feasibility in a clinical setting. 

We know that time in hospital does not always improve a person’s with dementia health and well-

being, if these transitions are unplanned, unnecessary or unwelcome they can contribute to further 

decline in the person’s health and well-being.51 Hospital stays should be pre-planned in collaboration 

with the person and the family taking into account their care preferences and aspirations.20 The 

importance of the physical environment on the care experience of patients with dementia and cancer 

has been documented.52,53 Surr et al40 propose a number of small and practical changes that are 

feasible to achieve and can have a major impact on people’s experiences of treatment: better 

signposting, using artwork and colours can all be ways to increase user engagement. The actual travel 

to the hospital and the oncology departments (outpatient or inpatient) can be another barrier for this 

group. Ensuring sufficient parking spaces via a booking system, followed by designated volunteers that 

can greet and aid families navigate in the space could be a practical way to relieve some of the initial 

anxiety of coming in unfamiliar environments. Assessing each individual separately and identifying 

opportunities to offer treatment remotely or via mobile cancer services can also be a way forward, 

especially now when the need to provide cancer care in a community setting is promoted by 

governments.  

The evidence reviewed has highlighted the fact that family caregivers for this population play a pivotal 

role in their care. Taking a strengths-based biopsychosocial approach that involves families and the 

person in decision-making is one that has the potential to improve the care experience of people with 

dementia and cancer. Addressing the complexities experienced by people living with dementia and 

cancer will require working in partnership working with the person and their families, and taking 

account of their understanding, experiences and preferences.54,55 There are tools that support 

partnership working in care planning, such as the ‘Getting to Know Me’ document which people living 

with dementia, their families and dementia nurse consultants developed collaboratively56 and ‘This is 

Me’.57 Supporting families to complete these documents supports relationship building and fosters an 

understanding of the person, key building blocks to taking a person centred biopsychosocial approach.  

Finally, we recognise that providing high quality personal care to people with acute and chronic 

complex needs requires skills and knowledge. It involves providing all three elements of the 

fundamentals of care: physical, psychosocial and relational.58 Physical care needs to be provided in a 

manner that is compassionate, enabling and dignified. We know that many HCPs working in hospitals 

and acute settings often lack the skills and knowledge required to assess and respond to people with 

dementia.59 Moreover they report dementia training as a significant need60,61 this is despite all four 

nations having dementia knowledge and skills frameworks. For instance, in the UK, the Higher 



Education Dementia Network have called for the application of the knowledge and skills frameworks 

of the four nations within Professional Regulatory Body (PRB) requirements.62 They argue that if they 

were a requirement for (re)validation/approval of relevant health, social and housing professional 

programmes they would become a required and monitored sector minimum standard across 

professional boundaries.62  

We support the numerous calls for a relational person-centred approach to care planning, delivery 

and decision-making. We would argue that this should be continued when a person’s dementia 

becomes more advanced and when care moves into the palliative phase.  Palliative care approaches 

for people living with dementia has been extensively discussed.12,20,63-65 However people with 

dementia are less likely to receive palliative care than those with other life-limiting conditions and 

family members can be ill-informed about what to expect in advanced dementia.66 

The term advanced dementia is not always clear or distinct from end of life care, the recent McLeish 

commission definition captures its complexity and multifariousness67, advanced dementia is “when 

the complexity and severity of dementia related change in the brain lead to recognisable symptoms 

associated with dependency and an escalation of healthcare needs and risks. Addressing advanced 

dementia-related health needs requires expert healthcare, nursing, and palliative care assessments 

together with insights provided by family carers and others, particularly when the person has difficulty 

communicating their own needs and emotions. Advanced dementia involves living, sometimes for 

years, with advanced illness and the advanced dementia continuum includes the terminal stages of 

death and dying. The experience of advanced dementia is unique to the individual and dependent on 

the aetiology of the underlying illness, co-morbidities and other factors relating to health, personality, 

biography and socio-economics”.67 

What optimal palliative care looks like for people living with advanced dementia is outlined by van der 

Steen et al68. best possible treatment of symptoms, comfort, communication, and person-centred care 

and family involvement. We would suggest that the holistic, life affirming care approach advocated by 

Marie Curie69 with the emphasis on the social, psychological and spiritual aspects of care70 applies as 

much to those living with dementia as those without.  Although perhaps more complex, establishing 

wishes and care preferences as set out in recommendations for palliative support of people with 

dementia is important.71 



Implications for oncology nursing 

Conclusion 

As the world population ages, health services must be ready to deal with major comorbid illnesses. 

Having a dual diagnosis of dementia and cancer can impose different challenges both to the person, 

their family and to HCPs. We have provided an overview of the nature of the issues pertinent to this 

population. Literature suggests the need for evidence-based guidelines taking into consideration the 

person and the environment to support cancer clinicians as well as patients with dual diagnosis and 

their caregivers. Further research is warranted to untie the complexities of caring for people with 

dementia and cancer and provide pathways to offer high quality care to improve experience and 

ultimately outcomes. 
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