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Abstract

As many countries experience population aging, patients with cancer are becoming

older and have more preexisting comorbidities, which include prevalent, age‐related,
chronic conditions such as dementia. People living with dementia (PLWD) are

vulnerable to health disparities, and dementia has high potential to complicate and

adversely affect care and outcomes across the cancer trajectory. This report offers

an overview of dementia and its prevalence among patients with cancer and a

summary of the research literature examining cancer care for PLWD. The reviewed

research indicates that PLWD are more likely to have cancer diagnosed at an

advanced stage, receive no or less extensive cancer treatment, and have poorer

survival after a cancer diagnosis. These cancer disparities do not necessarily signify

inappropriately later diagnosis or lower treatment of people with dementia as a
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group, and they are arguably less feasible and appropriate targets for care optimi-

zation. The reviewed research indicates that PLWD also have an increased risk of

cancer‐related emergency presentations, lower quality processes of cancer‐related
decision making, accessibility‐related barriers to cancer investigations and treat-

ment, higher experienced treatment burden and higher caregiver burden for families,

and undertreated cancer‐related pain. The authors propose that optimal cancer care
for PLWD should focus on proactively minimizing these risk areas and thus must be

highly person‐centered, with holistic decision making, individualized reasonable

adjustments to practice, and strong inclusion and support of family carers.

Comprehensive recommendations are made for clinical practice and future research

to help clinicians and providers deliver best and equitable cancer care for PLWD and

their families.

K E YWORD S

cancer, comorbidity, dementia, geriatric oncology, health disparities, multimorbidity

INTRODUCTION

As many countries experience population aging, patients with cancer

are becoming older and have more preexisting comorbidities,1 which

include prevalent, age‐related, chronic conditions such as dementia.

People living with dementia (PLWD) are vulnerable to health dispar-

ities, and dementia has high potential to complicate and adversely

affect cancer presentation and diagnosis; cancer treatment decision

making and delivery; patient autonomy, and patient experience,

morbidity, and mortality outcomes.

Recent years have seen a surge in research literature examining

the effect of preexisting dementia on cancer care and outcomes,2–4

to which we have contributed.5‐22 The current report offers a timely

synthesis and overview of this research, summarizing current

knowledge about: dementia and its prevalence among patients with

cancer; the effect of dementia on cancer diagnostic routes and de-

lays, cancer stage at diagnosis and survival, and cancer treatment

decision making, delivery and complications; and the cancer‐related
experiences of PLWD and family carers, including pain manage-

ment. We also reflect on the ethical challenges that can arise in

caring for this patient group, and we note key points people with

dementia and families want cancer clinicians to know about sup-

porting PLWD, co‐authored with patient and carer representatives

from our research advisory groups. Finally, we make comprehensive

recommendations for clinical practice and future research to help

optimize cancer care for PLWD and their families.

OVERVIEW OF DEMENTIA

Dementia types, risk factors, and prevalence

Dementia is an umbrella term for over 100 different neurodegen-

erative conditions that affect memory, perception, and reasoning

beyond what might be expected as part of normal aging. The most

common types of dementia are Alzheimer disease, vascular de-

mentia, Lewy body dementia, frontotemporal dementia, and mixed

dementia (attributed to multiple causes). Less common forms

include Parkinson dementia, Huntington disease, and Korsakoff

disease. There are numerous risk factors for dementia, many of

which are often‐termed lifestyle behaviors (e.g., smoking, physical

inactivity, excessive alcohol consumption) or associated illnesses

(e.g., midlife obesity, diabetes, hypertension), which overlap

considerably with cancer risk factors. Other identified dementia risk

factors include less education in early life, traumatic brain injury,

and genetic susceptibility. Many risk factors are interrelated, and

research indicates that having more risk factors confers a greater

risk for developing dementia.23,24

It is estimated that there are currently over 50 million PLWD

globally, and this figure is projected to increase to 152 million by

2050.25 Like most cancers, dementia predominantly affects older

people, with prevalence estimates for those aged 60 years and

older (standardized to the Western European population structure)

ranging from 4.7% in Central Europe to 8.7% in North Africa/

Middle East, and clustering between 6.7% and 6.9% in Western

Europe, the United States, and Australasia.26 Dementia prevalence

rates increase steeply with age, approximately doubling every 5

years after age 65 years.26 In the United Kingdom, for example, the

number of PLWD is estimated to be nearly one in 50 people aged

65–69 years (1.7%), rising to nearly one in three people aged 90–94

years (29.9%).27 Although dementia mainly affects older people, up

to 8% of cases are estimated to be in individuals who have younger‐
onset dementia (younger than 65 years).26 However, prevalence

figures are likely underestimates because research indicates a high

rate of undiagnosed dementia globally.28 Research indicates there is

reluctance to raise and discuss dementia symptoms among those

affected, relatives, and family physicians because of multifaceted

barriers, including denial, stigma and fear, normalization of
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symptoms, lack of knowledge, preserving autonomy, and therapeu-

tic nihilism.29,30 After potential dementia symptoms have been

presented to, or noticed and raised by, a health care professional

(e.g., a general practitioner), the process of diagnosis may be

managed by general practitioners in primary care and/or may

involve referral to specialist services (e.g., memory clinics led by

psychologists and/or psychiatrists).31,32 Initial assessment involves

ruling out illnesses with similar symptoms (e.g., depression, delirium,

hearing loss) and checking for reversible dementia syndromes with

treatable etiologies (e.g., B12 deficiency, hypothyroidism, normal

pressure hydrocephalus).33 An eventual diagnosis of dementia is

generally based on clinical evaluation of the combined results from

multiple further assessments (e.g., a medical history, cognitive tests,

possibly brain imaging scans).

Dementia symptomatology and management

Dementia affects people differently, and various types of dementia

have somewhat different symptomatology. However, common

symptoms include problems with reasoning, communication, decision

making, personality changes, and, for many types of dementia, effects

on short‐term and long‐term memory. Dementia can make it difficult

to cope with changes to familiar routines and environments, and

some rarer types of dementia can also cause visual and auditory

hallucinations and visuospatial and visuoperceptual impairments (e.g.,

dementia with Lewy bodies and posterior cortical atrophy). Dementia

is not currently curable, although there are four licensed drugs

(donepezil, rivastigmine, galantamine, and memantine) intended to

temporarily reduce, or slow down progression of, some of the

cognitive symptoms of some types of dementia.34 In the United

States, aducanumab has also recently been approved by the US Food

and Drug Administration as the first disease‐modifying treatment for
early‐stage Alzheimer disease, although its use is currently contro-

versial, and evidence for its efficacy is limited.35

Because of the difficult symptoms caused by dementia and other

factors, such as living environments and care that do not meet their

needs, PLWD can experience fear, anxiety, and depression, which

may be expressed through behaviors related to agitation and

aggression.36 These often‐termed behavioral and psychological symp-

toms of dementia (BPSD) can be very distressing for PLWD and

caregivers. Antipsychotic medications were often used to manage

these behaviors, but accumulating evidence highlights an attendant

increased risk of adverse effects, including falls, stroke, and

death.23,37 High‐quality, person‐centered care, including psychosocial
interventions, is now recognized as the first line of prevention and

treatment for BPSD and for supporting quality of life generally in

PLWD, with medication used as a carefully monitored, short‐term,
last resort in specific cases.23,36

All types of dementia are progressive and, over time, will lead

to more severe cognitive and physical impairment, with consequent

increasing dependency on caregivers for help with activities of daily

living. The terms early‐stage/mild, middle‐stage/moderate, and late‐

stage/advanced/severe dementia are commonly used to informally

descriptively categorize PLWD based on the severity of experi-

enced symptoms.25,27 In this review, we use the term early‐stage/
mild dementia for people experiencing milder symptoms (e.g., diffi-

culty thinking of the right word or name) with minimal functional

impact; moderate dementia for people with more pronounced

symptoms (e.g., confusion about where they are or what day it is),

who will require some assistance with daily activities; and late‐stage/
advanced dementia for people who have severe symptoms (e.g., loss

of awareness of their surroundings), many of whom live in care or

nursing homes. Comorbidity is common among PLWD, and PLWD

who have coexisting cancer tend to have more additional comor-

bidities than people with either dementia or cancer alone.10,38‐42 A

recent meta‐analysis found that the mean � standard deviation

survival time for people with Alzheimer disease was 7.6 � 2.1 years

from onset and 5.8 � 2.0 years from diagnosis, with both of these

figures approximately 1 year shorter for those who had non‐
Alzheimer dementias.43

Prevalence of dementia among patients with cancer

Estimates of the prevalence of dementia among people with cancer

vary considerably. A systematic review in 2018 found that dementia

prevalence rates varied from 0.2% to 28.4% in 31 studies that

examined samples of patients with cancer using mainly hospital and

registry data, predominantly from the United States.3 The review

included 34 studies, but the other three studies examined cancer–

dementia prevalence from a different angle (e.g., the prevalence of

cancer in a sample of patients with dementia). As noted in the review,

such variable prevalence figures are likely caused by the considerable

heterogeneity in the sample inclusion criteria and methodologies of

the studies, many of which used small or geographically restricted

data sets focused on a single cancer type. Seven of the eight studies

in the review that reported the lowest dementia prevalence rates, of

≤1% across multiple cancer types, all analyzed data from Denmark.

The largest study in the review that was appraised as being higher

quality reported a preexisting dementia prevalence rate of 7% among

106,061 patients from the US Surveillance, Epidemiology, and End

Results (SEER) registry aged 68 years or older who had breast,

prostate, or colorectal malignancies.39 A more recent study using UK

primary care records similarly found coexisting dementia in 7.5% of

41,919 patients aged 75 years and older with any type of cancer.10

Studies reporting higher dementia prevalence figures have generally

examined subgroups of patients with cancer who were older (e.g.,

aged 80 years or older) or residing in nursing homes. For example, in

a US‐based study of 21,573 nursing home residents with any type of
cancer, 52% also had dementia.44 Collectively, studies to date show

that dementia prevalence rates do not vary in any consistent way

between common age‐related cancer types (e.g., breast, colorectal,

prostate).

Intriguingly, epidemiological studies indicate an inverse associa-

tion between dementia and cancer, such that PLWD seemingly have
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a reduced likelihood of developing cancer, and vice versa. Several

reviews, including meta‐analyses, indicate the robustness of this in-

verse relation, although its exact nature and the underpinning eti-

ology are not fully understood.45‐47 Hypothesized biologic

mechanisms include a focus on shared genes and pathways that are

dysregulated in different directions (e.g., underexpression vs. over-

expression; activation vs. suppression) to promote tumorigenesis

(cancer) or neurodegeneration (dementia) and a focus on shared

pathophysiology, such as inflammation, oxidative stress, and DNA

damage, which promote proliferation in peripheral cells (cancer) but

apoptosis in neurons (dementia).47,48 Although there is accumulating

evidence consistent with a biologic explanation, research also in-

dicates that methodological biases contribute to the inverse relation,

notably surveillance bias (e.g., cancer diagnosis is pursued less

frequently in PLWD) and survival bias (i.e., cancer reduces the like-

lihood of living long enough to develop dementia).46,49,50 The extent

of the influence of such biases on the inverse association remains

unclear and divides opinions, but it is reasonable to assume that

dementia prevalence rates among patients with cancer tend toward

underestimation because of cancer ‘underdiagnosis’ in PLWD as well

as dementia underdiagnosis in general.28

CANCER DIAGNOSTIC ROUTES AND DELAYS

AMONG PEOPLE LIVING WITH DEMENTIA

Emergency cancer presentations

Systematic reviews repeatedly indicate that PLWD experience sub-

optimal routes to cancer diagnosis. Compared with people without

dementia, PLWD are significantly more likely to present with cancer

as an emergency and are also more likely to have cancer diagnosed

by chance (i.e., incidental discovery) or not until after death.2,3,51 For

example, Wallace et al. found that, apart from older age, dementia

was the strongest individual risk factor for emergency cancer pre-

sentation above several other comorbidities and sociodemographic

factors examined in a sample of 82,777 patients in England.52

Emergency presentation is associated with poorer clinical and patient

experience outcomes.51,53,54 We are not aware of research on this

issue, but emergency route outcomes may be particularly poor for

PLWD, who have a higher risk of poorer acute care outcomes,

including worsening of dementia‐related symptoms and func-

tioning.55 In the sections below, we consider key potential explana-

tory factors for these dementia‐related disparities in cancer

diagnostic routes.

Cancer screening participation

Cancer screening is unlikely to have a major role in dementia‐related
cancer diagnostic disparities because most cancers are not currently

screen‐detected,53,56 and screening eligibility is low in the age

groups in which dementia is most prevalent. Countries with

organized screening programs (e.g., the United Kingdom) typically

have upper age limits of around 65–75 years, depending on the type

of cancer screening, and countries with largely opportunistic

screening (e.g., the United States) generally recommend eligibility for

people with at least 10 years’ life expectancy.

Relatively few studies examining cancer screening participation

have included PLWD, although more studies have included older

adults with cognitive impairment defined by performance on study

tests or questionnaires. A 2018 meta‐analysis of nine studies, seven
of which were US‐based, found lower participation in breast, colo-

rectal, and cervical cancer screening among older PLWD or people

with cognitive impairment compared with those without, although

these differences (i.e., pooled odds ratios) were statistically signifi-

cant only for breast cancer screening.57 Two more recent studies

similarly showed significantly lower rates of breast and prostate

cancer screening among PLWD in the United States58 and signifi-

cantly lower rates of mammography screening among PLWD in

Taiwan.59

As dementia advances, the potential harms of cancer screening

(e.g., false positives, burden of investigation and diagnosis of cancers

unlikely to cause harm in a patients remaining life expectancy) may

understandably be deemed to outweigh the potential benefit of early

cancer detection. Although little research has examined decision

making about cancer screening participation for PLWD, two US‐
based interview studies found that family carers tended to view

cancer screening as important for people with mild‐moderate de-

mentia but viewed it as unjustifiably burdensome as dementia

advanced and quality, not quantity, of life was prioritized.60,61 These

qualitative studies highlight that there is scope for improving decision

support around cancer screening for PLWD. For example, some

carers were committed to screening even if they did not envisage

pursuing treatment for a discovered cancer, whereas others noted

difficulty ceasing screening when physician recommendations or the

momentum of the system encouraged continued screening. Decision

support may be especially relevant in the United States, which, in

contrast to the United Kingdom, for example, does not have an upper

age limit for screening and recommends screening at more regular

intervals. Accordingly, Fowler et al. in the United States recently

developed a decision aid to support breast cancer screening decisions

for caregivers of PLWD that aims to reduce decisional conflict and

increase decision‐making self‐efficacy.21 This decision aid is currently
being tested in the randomized controlled Decisions About Cancer

Screening in Alzheimer's Disease (DECAD) trial (ClinicalTrials.gov

identifier NCT03282097), which hypothesizes that the decision aid

will reduce screening mammography use among PLWD.

Help‐seeking for potential cancer symptoms

The most common route to cancer diagnosis is symptomatic presen-

tation.53,56 Dementia has potential to impede effective symptom pre-

sentation. PLWD may have difficulties with noticing a new symptom

(especially early on), recognizing it as a potential sign of cancer, and
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appreciating the seriousness of cancer, and thusmay not communicate

symptoms to family caregivers and clinicians. When PLWD do

communicate symptoms, they may be unable to effectively describe

the nature and severity of their experienced symptoms. Dementia

could also delay symptomatic diagnosis of cancer by presenting, for all

involved parties, competing demands (i.e., attention is dominated by

dementia‐related care needs) or an alternative explanation (i.e., de-

mentia provides a reasonable alternate explanation, such as for

symptoms of brain malignancies) or by diagnostic overshadowing (i.e.,

symptoms are ascribed to dementia without due consideration of

alternative explanations). High levels of additional comorbidities

among PLWD who have coexisting cancer10,38‐42 further increase the

risk of cancer symptoms being overlooked or misattributed.

Although no or delayed help‐seeking for cancer symptoms is

potentially a key contributor to emergency presentations, very little

research appears to have examined this issue in PLWD. Iritani et al.

examined the impact of dementia on routes to cancer diagnosis using

hospital records data from 134 surgical patients in Japan, 50 of

whom had dementia, and found that just 8% of PLWD had sought

medical consultation for physical symptoms compared with 63% of

those without dementia.62 In some qualitative studies examining the

cancer care experiences of PLWD and their families, relatives have

noted their driving role in observing and instigating help‐seeking for
cancer symptoms and, in some cases, have described how they were

delayed by dementia‐related communication difficulties and/or

initially misattributing cancer symptoms to other causes (e.g.,

attributing blood in underwear to menstruation, not colorectal can-

cer).18,63 However, because the cancer diagnostic pathway was

outside the stipulated focus of these qualitative studies, it was not

examined in any depth nor systematically with all participants.

Clinician recognition and referral of potential cancer

symptoms

Retrospective studies have examined the impact of dementia on the

time to cancer diagnosis from first symptomatic presentation and on

missed opportunities for earlier diagnosis. These studies show that

dementia is not associated with diagnostic delay once cancer symp-

toms have been presented in primary care, although the number of

PLWD included in these studies is extremely small (n = 7–22)64‐66 or

was not reported.67 For example, in a UK‐based study, dementia was
not oneof the18examined comorbidities associatedwith a longer time

to diagnose colorectal cancer from first symptom presentation,67 and,

in a US‐based study, dementia was not more prevalent among patients
judged to have missed opportunities for an earlier diagnosis of lung

cancer.66 It may seem surprising that dementia does not appear to

prolong the diagnostic interval (i.e., between symptompresentation to a

clinician and ultimate diagnosis). However, this is understandable if

there is no or delayed help‐seeking among PLWD because more

advanced cancer symptoms are less likely to be overlooked or mis-

attributed and may simply bypass primary care and present as emer-

gencies. Lower cancer referrals among PLWD may also be an

explanatory factor because studies will likely not capture any delays in

clinicians' recognition of cancers that remain suspected and do not go

on to receive a confirmed diagnosis.

No research appears to have directly examined the rate of pri-

mary care referrals for cancer diagnostic investigations among PLWD

nor the factors that influence decision making about this. However,

there is some evidence that PLWD may be less likely to be referred

for investigation of suspected cancer. In a recent systematic review

examining factors affecting the decision to investigate potential

cancer symptoms in older adults, a thematic synthesis of qualitative

findings (25 studies) highlighted that patient cognitive impairment is

likely to lower the likelihood of referral, but not inevitably so for all

general practitioners.68 More compellingly, a survey of physicians in

the Netherlands found that 33% reported not referring the last

nursing home resident they saw with suspected breast cancer, and

advanced dementia was the most frequently cited reason (57%) for

nonreferral.69 Nevertheless, there is insufficient research to indicate

the extent of cancer nonreferral among PLWD, and this may vary

across countries because of factors such as different medicolegal

climates (e.g., fear of malpractice liability and litigation may foster

defensive practice, which favors referral‐making).70

As dementia advances, it is understandable that clinicians and/or

PLWD and family carers may judge the burden of diagnostic in-

vestigations to outweigh the benefits of confirmed diagnosis, partic-

ularly if it is envisaged that cancer treatment would not be desired or

tolerated. Although nonreferral may be entirely appropriate in some

cases, it creates a somewhat hidden group, with care and research

implications. Without confirmed cancer, PLWD are unlikely to be able

to benefit from specialist oncology input into the management of

their cancer and its symptoms and may have reduced access to

cancer charities. Also, unconfirmed diagnoses are unlikely to be

included in cancer statistics and research, biasing the evidence base.

Postdiagnostic survival and cancer staging among

people living with dementia

Research from several countries examining multiple cancer types

consistently indicates that dementia negatively affects survival after

a cancer diagnosis. Corroborating the findings of previous reviews,2,3

the largest, most recent review by Caba et al. found that 31 of 33

analyses from 21 studies reported that PLWD who had coexisting

cancer had worse all‐cause and cancer‐specific mortality compared

with patients who had either cancer only or dementia only.4 One of

the largest studies in the review, which analyzed US SEER registry

data, found that 33.3% of PLWD died within 6 months of a cancer

diagnosis (breast, prostate, or colon tumors) compared with 8.5% of

people without dementia.39 A more recent study, using UK primary

care data, similarly found that PLWD who had coexisting cancer (any

type) were more likely to die within the first year after a record

of their comorbid diagnoses (31.5%) compared with people within

the first year of a cancer only (22.6%) or dementia only (16.5%)

diagnosis.10
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Poorer survival is strongly predicted by more advanced cancer at

diagnosis, and systematic reviews consistently show that PLWD are

significantly more likely to be diagnosed with cancer at later stages

and without staging information.2,3,51,71 Studies suggest that

advanced stage at diagnosis contributes to, but does not predomi-

nantly underpin, the observed poorer survival of PLWD because the

negative survival impact of dementia is apparent in analyses that

adjust for or restrict cancer stage.39,40,72 For example, Raji et al.

found that 16.4% of the excess mortality in PLWD who had breast

cancer was explained by a more advanced‐stage cancer diagnosis,

and this figure was 13.6% and 0% for colon and prostate cancers,

respectively.39 More recently, Chen et al. found that preexisting

dementia increased the risk of death by 45% in a sample of patients

all with stage III colon cancer.40 The negative impact of dementia on

survival has also been found to be mediated by higher noncancer‐
related mortality among PLWD (dementia shortens life expectancy

and often coexists with other life‐shortening comorbidities)10,38‐42

and dementia‐related differences in cancer treatment.39,40 For

example, in their examination of survival among patients with stage

III colon cancer, Chen et al. calculated that 13% of the worse survival

in patients with preexisting dementia could be explained by

decreased odds of receiving postoperative chemotherapy.40

CANCER TREATMENT DECISION MAKING AND

DELIVERY FOR PEOPLE LIVING WITH DEMENTIA

Extent of cancer treatment provision

In survey studies with health care professionals, moderate‐severe
cognitive impairment is reported to be a key factor influencing can-

cer treatment decision making and one that is associated with more

conservative treatment recommendations in hypothetical, vignette‐
type scenarios.16,22,73 These survey findings are borne out in real‐
world treatment data. Systematic reviews of numerous studies

from multiple countries show that, compared with those without

dementia, PLWD are more likely to receive no or less extensive

cancer treatment across a range of cancer types and therapeutic

modalities, including surgery, chemotherapy, and radiation.2‐4,74 For

example, using US SEER registry data, Gupta and Lamont found that

PLWD were half as likely to receive surgical resection for colon

cancer and 78% less likely to receive adjuvant chemotherapy.38More

recently, a study in Japan found that PLWD had significantly higher

odds of receiving supportive care alone (i.e., no anticancer therapies)

for non–small cell lung cancer,75 and a study of UK patients with

breast cancer found that dementia was predictive of receiving mas-

tectomy versus breast‐conserving surgery, which the authors note

may reflect a desire to avoid radiotherapy.17 In a recent meta‐
analytic review by Boakye et al. examining the association of

different comorbidities with the provision of adjuvant chemotherapy

in patients with stage III colon cancer, dementia was found to be the

strongest individual predictor of chemotherapy nonuse, followed by

heart failure and stroke.74

Dementia‐related diagnostic disparities likely contribute to these
treatment differences because emergency presentation and advanced

disease can reduce therapeutic options, especially for treatments with

curative intent. The high levels of additional comorbidities among

PLWD who have coexisting cancer10,38‐42 and an increased preva-

lence of frailty among PLWD76 also likely contribute to less aggres-

sive treatment of cancer in this group. Frailty is characterized by

declining functioning across multiple physiological systems alongside

increased vulnerability to stressors (e.g., cancer and its treatment),77

and is a risk factor for adverse health outcomes, though the optimal

conceptualization and assessment of frailty are the subject of evolving

debate.77‐79 Uncertainty concerning the tolerability and outcomes of

cancer treatments for older adults and PLWD, because of their sub-

stantial underrepresentation in cancer clinical trials,80,81 may also

contribute to the provision of more conservative cancer treatment for

PLWD. In addition, some PLWD and families choose not to pursue

anticancer treatments for reasons such as prioritizing quality of life

above prolonging life, although, to our knowledge, no qualitative

studies have specifically focused on this group. Other explanatory

factors are indicated by several recent qualitative studies examining

cancer care for PLWD by undertaking interviews with cancer clini-

cians, PLWD, and/or family carers and, in some cases, also hospital‐
based ethnographic observations.5,11,13,14,18,82‐85 These qualitative

studies delineate various ways in which dementia complicates cancer

treatment decision making and delivery for clinicians, patients, and

family carers, although the studies are geographically restricted to the

United Kingdom in all but one case.

Challenges for clinicians around cancer treatment

decision making and delivery

Qualitative studies consistently highlight several interrelated chal-

lenges for oncology teams around cancer treatment decision making

and administration for PLWD.5,11,13,14,18,82‐85 Respecting patient

autonomy, oncologists must determine whether PLWD lack capacity

to give informed consent for cancer treatments and gauge the extent

to which they are able and wish to be informed about and involved in

treatment decision making. For PLWD, treatment decision making

often also involves one or more family caregivers, who may or may

not have legally appointed roles (e.g., in the United Kingdom, lasting

power of attorney health and welfare; in the United States, medical

power of attorney), which means clinical decision making must

address multiple, sometimes conflicting, perspectives.6,8,13,82,84 The

coexistence of dementia generally increases the number and

complexity of factors to be woven into cost–benefit evaluations of

treatment options, such as additional physical comorbidities,10,38‐42

capacity to cope with behavioral requirements of treatment admin-

istration (e.g., an inpatient stay, laying still for long periods, not

pulling out central lines), and the level of carer support to safely

manage side effects at home. Administering cancer treatments to

PLWD can require significant, and individualized, adjustments to

usual practice. Examples of such adjustments, reported or observed
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in qualitative studies, include scheduling appointments at a preferred

time of day, trying to provide staff continuity (i.e., familiar faces who

get to know the PLWD), conducting some appointments remotely to

reduce hospital visits, and allowing caregivers to voice reassurances

over the loudspeaker system during radiotherapy.5,7,63,84,85 Impor-

tantly, these and other examples provided in the qualitative studies

show that making accessibility adjustments to typical practice is

feasible and not necessarily resource‐intensive.
The qualitative studies indicate that these challenges are com-

pounded by three key problems, all of which are potentially address-

able. (1) Oncology teams are often unaware of the coexistence of

dementia or its severity, especially sufficiently early on in the cancer

pathway by clinicians involved in treatment decision making.5,11 Pre-

existing dementia is not alwaysdisclosed in referrals byprimary care or

by PLWD and their carers, and oncology teams do not generally ask

patients about this comorbidity. Also, some patients may have symp-

toms indicative of dementia that have not yet been recognized or

formally diagnosed, which is more likely for dementia at an early stage.

Furthermore, even when known about, knowledge of a patient's de-

mentia is not consistently shared by all staff involved in scheduling and

administering cancer treatments because this comorbidity is not al-

ways documented in a readily visible and reliable way in oncology

patient records.5,85 Poor identification of dementia in oncology set-

tings was also highlighted by a recent survey of 103 UK‐based cancer
surgeons, inwhich 44.7% reported that they do not routinely ask about

memory problems, and 65% indicated that they do not perform

cognitive testing, in elective settings.19 (2) Oncology staff often have

limited dementia knowledge and training, including in some cases

limited understanding of family carers' legal proxy decision‐making
powers.5,7,12‐14,18,85 Limited dementia education may mean many

cancer clinicians also have limited understanding of the different types

of dementia, the diverse nature of dementia symptoms, and the pro-

gressive functional impact and care needs across different stages of

disease. (3) The standard length of oncology appointments is often

insufficient for PLWD and their families7 (because of, for example,

communication difficulties; more complex factors to delineate and

consider in treatment decision making; more uncertainty to explain

and discuss concerning treatment effects and outcomes due to a

limited evidence base; more people's perspectives to hear and inte-

grate). In addition, cancer treatment provision becomes extremely

difficult, and may be viewed as unfeasible and unsafe, when PLWD do

not have a supportive family carer(s) who knows them well and can

accompany them to hospital appointments and assist with related care

at home.5,8,9,11,12,84,85

Experiences of people living with dementia and

families around cancer treatment decision‐making
and delivery

Qualitative studies highlight how dementia increases the complexity

and burden of the challenges and workload involved in the experi-

ence of patients who have cancer (e.g., understanding, retaining, and

appraising a lot of new, often complex information; making multiple

journeys to and navigating unfamiliar hospital departments;

monitoring and reporting side effects outside of appoint-

ments).5,11,13,14,18,82‐85 These studies also highlight the emotional toll

that cancer can have on PLWD and their families and that this is

complex and individual. Studies show that PLWD can feel confused,

frightened, and even under attack by cancer‐related information and

procedures, but they also show that, for other people or on other

occasions, limited understanding can seemingly reduce cancer‐
related worry for PLWD.6,18,63 Caregivers can find cancer treat-

ment decision making difficult and stressful, especially if they receive

inconsistent clinical advice or disagree with other family members.

Many carers feel dissatisfied with their involvement in care decisions,

often feeling marginalized or excluded from decision making by cli-

nicians, although, in some cases, they feel overburdened by shared

responsibility for decision making.6,13,15,18,83 Carers can also find it

very challenging, and, in some cases, a daily battle, to manage cancer

symptoms and sequalae at home, which can involve trying to help

PLWD take medication, care for stomas, and not pull out surgical

stitches or devices.18 Because cancer comes on top of existing illness

work and emotional impacts related to dementia, the cumulative

experienced treatment burden for PLWD can become very high, as

can the caregiver burden for relatives, some of whom can be near

breaking point before the cancer diagnosis.5,7,8,13,18

Qualitative studies also highlight three key aspects of cancer care

that can exacerbate the challenges faced by PLWD and their carers

but that are feasible targets for improvement. (1) The typical pace of

cancer care can be very fast (e.g., information provision in appoint-

ments, time from diagnosis to treatment start), and many carers and

PLWDhave noted in research interviews that they require things to be

slowed down, especially to allow enough time for inclusive, satisfactory

decision making,7,63,84 which is important for respecting patient

autonomy and may help to minimize decisional conflict and regret.

(2) Hospital environments are often not dementia‐friendly in their

physical and organizational design, including car parking and hospital

transportation (e.g., poor navigational signage; long periods of waiting

in busy, sit‐down areas with no or few occupying activities available;

carers not always included as an escort in hospital transport book-

ings).5,9,83,85 A national audit of radiotherapy departments in Ireland

also highlighted significant scope to improve clinical environments for

PLWD, particularly in the areas of promoting orientation and conti-

nence.20 (3) Qualitative studies highlight that many carers have unmet

information and support needs, especially concerning their particular

situation of dealing simultaneously with cancer alongside dementia,

and can feel they are coping alone and that their well‐being is given
little or no consideration by oncology teams.8,11,13,18

Cancer treatment‐related complications, including

dementia worsening

Cancer treatments carry a risk of acute conditions to which PLWD

have heightened vulnerability, especially during inpatient hospital
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stays, such as infections and delirium, malnutrition, and bone frac-

tures.55 Cancer and its treatments also heighten key risk factors for

falls, many of which may already be heightened in PLWD (e.g.,

cognitive impairment, functional disability).86 PLWD also have an

increased risk of polypharmacy,87 and this can increase vulnerability

to cancer treatment‐related adverse events (e.g., because of drug‐to‐
drug interactions) and associated unplanned hospital visits and

stays.88 In addition, because of difficulties recognizing and effectively

reporting health‐related problems, PLWD are vulnerable to treat-

ment side effects and complications becoming advanced and poten-

tially emergencies before they are recognized and managed.

Comparative studies of health care use have generally found that

PLWD who have comorbid cancer have higher rates of emergency

department visits than those with dementia only and/or cancer

only.10,41,89

Because cancer clinical trials and treatment‐focused research

largely exclude PLWD,80,81 little research has examined the effect of

dementia on the risk of cancer treatment complications, with too few

studies to draw conclusions about vulnerability to specific compli-

cations. For example, a review of studies by Sattar et al. examining

pretreatment cognitive impairment on chemotherapy toxicity

revealed mixed findings and highlighted that such studies often

exclude PLWD versus people who have milder cognitive impair-

ment.90 Consequently, Sattar et al. concluded that, to date, research

has not adequately explored the effect of baseline cognition or

cognitive impairment, particularly dementia.90 Concerning other

complications, single studies have found that dementia is associated

with an increased risk of fractures after hormone therapy for pros-

tate cancer,91 but not with an increased rate of systemic or local

wound complications after breast cancer surgery.17

Insufficient research has examined cancer treatment‐related ef-

fects on BPSD and on dementia‐related symptoms and functioning

more broadly. In some qualitative studies, family carers have

mentioned increased BPSD after cancer treatment, but this issue was

not examined in any depth in the studies nor systematically with all

participants.12,18,63 A study in Japan reported that four in a sample of

seven PLWD experienced exacerbated BPSD after chemotherapy for

leukemia, but this is a very small study, and it does not describe how

BPSD were defined or assessed.92

Cancer‐related pain management

Several studies have examined pharmacologic pain management in

PLWD who have comorbid cancer in a range of countries and care

settings, including postoperatively after cancer surgery and during

the final weeks of life.42,62,93‐99 These studies generally show that

patients who have cancer with dementia receive significantly fewer

analgesics than those without dementia, including opioids, non-

opioids, and adjuvants like corticosteroids.42,62,94‐97 Monroe et al.,

who did not include a nondementia control group, found a gradient of

lower opioid administration with increasing dementia severity among

patients with advanced cancer.98,99 In contrast, in a nursing home

study in Norway, Blytt et al. found no significant differences in pain

medication use between PLWD and comorbid cancer and those who

had cancer alone,93 although a recent review of analgesic provision

generally in PLWD found that studies in Nordic countries have re-

ported few dementia‐related differences in opioid prescribing rela-

tive to studies in the United States and Europe.100

Three of the studies examining pain medication in this comorbid

patient group also examined pain complaints or behaviors in care

records and found significantly fewer recorded for PLWD compared

with people without dementia62,94 or for people with advanced‐stage
versus earlier‐stage dementia.98 It has been hypothesized that PLWD

have increased pain threshold and tolerance because of the neuro-

pathologic changes underpinning dementia,101,102 and Iritani et al.

assert that a reduced pain experience may be especially pronounced

for cancer‐related pain because it has a strong psychological

dimension (e.g., fear that pain indicates disease progression), which

may be diminished in PLWD.62 However, evidence concerning pain

experience in PLWD is limited, complex, and equivocal, with several

studies in fact indicating intensified pain processing in PLWD.103,104

Lower staff‐observed pain complaints among patients who have

cancer with dementia more likely reflect the well reported difficulties

of pain communication and assessment in PLWD105,106 rather than

PLWD genuinely experiencing less pain. PLWD can struggle to

articulate the presence and nature of their pain, particularly as de-

mentia advances, and nonverbal, pain‐related behaviors may be

misinterpreted as dementia symptoms. Also, the wider dementia

literature shows that clinicians can have concerns about analgesic

safety in PLWD.105,107 Lower analgesic provision to patients with

cancer who have dementia thus likely signifies pain undertreatment,

which is a well documented risk and concern in the wider dementia

literature.100,106

Ethical challenges of providing cancer care to people

living with dementia

Qualitative studies highlight that making decisions about and

providing cancer‐related care in the context of preexisting dementia
can feel ethically dilemmatic for clinicians and carers, who can

ruminate on whether the right decisions were made and experience

feelings of worry and guilt in relation to this.6,14,18 Dementia can

make cancer care ethically challenging by complicating key ethical

principles around nonmaleficence (doing no harm), beneficence (do-

ing net good), patient autonomy, and justice (fairness).

Protection from harm is an intensified concern for PLWD

because of their increased vulnerability to the potential harms

inherent in receiving cancer screening, diagnosis, and treatment and

because of concerns about additional harms uniquely related to

preexisting dementia. Qualitative studies highlight that such addi-

tional harms include concerns that cancer treatment may precipitate

worsening of dementia‐related symptoms and functioning12,18,63 and
that PLWD may forget cancer‐related information and treatment and
thus repeatedly suffer emotional distress each time they re‐receive

8 - CANCER CARE FOR PEOPLE WITH DEMENTIA

 1
5
4
2
4
8
6
3
, 0

, D
o
w

n
lo

ad
ed

 fro
m

 h
ttp

s://acsjo
u
rn

als.o
n
lin

elib
rary

.w
iley

.co
m

/d
o
i/1

0
.3

3
2
2
/caac.2

1
7
6
7
 b

y
 U

n
iv

ersity
 O

f S
h
effield

, W
iley

 O
n
lin

e L
ib

rary
 o

n
 [2

1
/1

2
/2

0
2
2
]. S

ee th
e T

erm
s an

d
 C

o
n
d
itio

n
s (h

ttp
s://o

n
lin

elib
rary

.w
iley

.co
m

/term
s-an

d
-co

n
d
itio

n
s) o

n
 W

iley
 O

n
lin

e L
ib

rary
 fo

r ru
les o

f u
se; O

A
 articles are g

o
v
ern

ed
 b

y
 th

e ap
p
licab

le C
reativ

e C
o

m
m

o
n
s L

icen
se



the news that they have cancer or re‐observe changes to their body

because of treatment.5,18,63 Ensuring good outcomes for PLWD is

complicated by the greater challenge of making cost–benefit judge-

ments about cancer screening, diagnosis, and treatment (e.g., more

factors to consider, poorer evidence base) and an intensified need for

definitions of good outcomes to center holistic life quality, which is

not easily assessed like life length, especially in PLWD.

Dementia threatens patient autonomy and equality of access to

health care, inherently and potentially through intensified concern to

protect PLWD from harm. People with more severe dementia who

are unable to give informed consent for treatments are vulnerable to

infantilizing or depersonalizing care, especially in high–task‐load,
time‐pressured environments (e.g., other people conversing as if the

person with dementia were not in the room, performing care tasks

without efforts to explain what is happening or seek assent).108,109

Clinicians must take care to ensure that communication and in-

teractions with PLWD uphold their dignity and demonstrate respect

for their personhood (e.g., warm eye contact, active listening, sharing

information). To enable maximum opportunity for PLWD to be

included and involved in decision making and to access cancer care,

personalized adjustments are required to information provision,

decision‐making processes, and treatment and care delivery. There-

fore, to ensure cancer care is not discriminatory toward PLWD, it

often will need to be different for PLWD. However, providing ad-

justments to cancer care for PLWD has resource implications and

thereby also has opportunity costs for other patients. Thus higher

cost care adjustments (e.g., double appointment slot) may raise an

ethically challenging debate around the fair distribution of finite re-

sources, particularly in very resource‐constrained environments.

PRACTICE AND RESEARCH RECOMMENDATIONS

TO OPTIMIZE CANCER CARE FOR PEOPLE LIVING

WITH DEMENTIA

Comorbid preexisting dementia presents a multitude of challenges to

defining and delivering best care across the cancer trajectory. Below,

we make comprehensive recommendations for clinical practice and

future research to help optimize cancer care for this complex patient

group.

Targets and characteristics of optimal cancer care

The reviewed research indicates lower levels of cancer screening,

investigations, and treatment among PLWD. Of course, this does not

necessarily signify undertreatment of cancer in PLWD as a group (i.e.,

inappropriate treatment provision without net benefit).110 However,

PLWD are a heterogenous group, which includes people with

advanced dementia, who may also have frailty and limited life ex-

pectancy, as well as people with early‐stage dementia, who may be

younger and fitter. Therefore, at the individual level, optimal cancer

care for PLWD must tread a delicate path between underdiagnosis

and undertreatment and overdiagnosis and overtreatment, ensuring

that a dementia diagnosis informs, but does not automatically rule

out or specify any particular, courses of action.

Optimal cancer care for PLWD requires, to some degree,

different quality indicators and targets. The reviewed research in-

dicates that PLWD are more likely to have cancer diagnosed at an

advanced stage, to receive no or less extensive cancer treatment, and

to have poorer survival after a cancer diagnosis. These cancer dis-

parities are arguably less feasible and appropriate areas of focus for

care and improvement. We propose that optimal cancer care for

PLWD should focus on minimizing and addressing the following

research‐indicated areas of increased risk for PLWD: (1) cancer‐
related emergency presentations (e.g., cancer diagnosis), (2) a lower

quality process of cancer‐related decision making (e.g., information

not accessibly explained, time pressures, patient and/or carer

involvement not aligned with their preferences and legal status), (3)

inequitably lower access to diagnostic investigations and treatment

(e.g., clinical environments that are not dementia‐friendly, insufficient
support for family carers), (4) higher experienced treatment burden

for PLWD and higher caregiver burden for families (e.g., high levels of

burden precancer, substantial role of carers, dementia complicates

cancer‐related tasks), and (5) underrecognized and undertreated

cancer‐related pain. To proactively address these risk areas, optimal

cancer care for PLWD must be highly person‐centered, with decision
making based on multiple holistic factors, including the nature and

stage of the dementia and cancer diagnoses; additional comorbidities,

fitness, and functional status; available social support network; per-

sonal life priorities and goals; and, in best‐interests proxy decision

making, any advance care directives. Optimal cancer care for PLWD

also requires individualized, reasonable adjustments to practice and

strong inclusion and support of family carers. Below, we provide

recommendations for actions that will help clinicians and providers

optimize cancer care for PLWD.

Clinical practice recommendations

In Table 1 we make comprehensive practice recommendations for

optimizing cancer‐related care for PLWD and carers based on the

reviewed literature and the experience and expertise of the authors.

In Table 1, we also highlight freely available cancer care information

and support resources that we or others have developed specifically

for PLWD, and their families and clinicians.111‐118 Table 2 summa-

rizes what PLWD and carers want cancer clinicians to know about

supporting PLWD. Table 2 was co‐developed with six patient and

carer representatives (named in the acknowledgments) from one of

our existing dementia research advisory groups, through a facilitated

discussion (led by C.S. and R.K.). Table 2 includes all of the sugges-

tions generated during the discussion (C.S. typed up the notes) con-

cerned with what clinicians should know about supporting PLWD.

Some practice recommendations concerning what clinicians should

do (e.g., undertake training about dementia) were also made during

the discussion, all of which were already included in Table 1.
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TAB L E 1 Clinical practice recommendations to optimize cancer‐related decision making, care, and treatment for people with dementia

and families

Recommendations Implementation strategies

1. Identify preexisting comorbid dementia as soon as possible

Implement ways to flag dementia

for incoming patients
➢ Prompt for information about dementia and its functional impact in advance, e.g.:

‐ On clinical referral forms (e.g., cancer referrals from primary care) and

‐ Using patient invitation letters (e.g., invites to screening or investigations might encourage

people to get in touch about reasonable adjustments due to conditions like dementia).

Systematically ask new patients

with cancer about dementia
➢ Include a question(s) about dementia in first meetings with all patients, even if there appear to

be no problems (e.g., add prompts to existing assessment forms).

➢ For older people, identifying comorbid dementia is ideally part of a comprehensive geriatric

assessment—there are pragmatic tools to support such assessments (Mohile & Magnuson

2013,122 Garcia 2021123).

Ask about dementia sensitively to

minimize nondisclosure
➢ Ask questions that help avoid nondisclosure of dementia or downplaying difficulties (e.g.,

because of denial, fear of stigma):

‐ Ask initially about dementia‐related difficulties rather than dementia (e.g., difficulties

remembering a lot of new information, using stairs etc.),

‐ Frame questions supportively (i.e., the information will help inform personalized support),

and

‐ Offer to discuss things later if preferred (i.e., allowing carers to discuss things separately).

Document comorbid dementia

accessibly in patient records
➢ Make dementia immediately visible on patient records (e.g., colored sticker on paper, icon and/

or pop‐up electronically).

➢ Include designated space in patient records for making and reading notes about someone's

dementia and related needs and support (including carer contact details).

Inform all staff about dementia at

the point of care
➢ Signify dementia discreetly on patient ID wristbands (i.e., using color or an icon).

➢ Offer other wristbands or badges for visits not requiring an ID band (same color or icon).

➢ Flag dementia clearly in multidisciplinary team (MDT) discussions of patients.

Be aware of the potential for

symptoms indicative of dementia

not yet diagnosed

➢ Be mindful patients may have symptoms indicative of possible dementia, but not yet recog-

nized or formally diagnosed as dementia, and which in fact could result from other conditions

(e.g., delirium, hearing loss) or potentially reversible causes (e.g., B12 deficiency, hypothyroidism;

Bevins 202133).

➢ Establish and follow locally appropriate pathways for investigation, referral, or signposting of

patients with dementia‐indicative symptoms to support timely access to symptom assessment,

diagnosis, and care (in specialist oncogeriatric services, including geriatricians, psychiatrists,

etc., dementia assessment may be possible in‐house).
➢ Patients with dementia‐like symptoms as yet undiagnosed can still benefit from many of the

practice recommendations in this table, and most can be implemented sensitively without

any reference to dementia.

2. Involve and support family carers of people with dementia

Include carers during appointments

and in decision making

➢ Send a nominated carer copies of all clinical letters and appointment reminders.

➢ Involve carers in cancer‐related decision making, as appropriate to any powers of attorney

they hold and the preferences of the person with dementia and carer.

➢ Enable carers to be present during consultations and any procedures and treatments (e.g., to

talk to their relative during radiotherapy over an intercom system).

Appreciate carers' support needs

and signpost to help

➢ Be aware of the potential for significant distress among carers.

➢ Ask after carers' own coping and well‐being at routine appointments.
➢ Offer carers dedicated opportunities to comprehensively review and discuss their coping and

related needs, including experienced distress, periodically across the duration of care.

➢ Signpost carers to support, especially:

‐ Local providers who can care onsite for PLWD while carers participate in support sessions,

‐ Resources tailored to PLWD and comorbid cancer and/or their family carers (Centre for

Dementia Research at Leeds Beckett University 2021,114,115 Macmillan Cancer Support

2020,116,117 Alzheimer’s Society 2022118), and

‐ Advice on financial support opportunities.

➢ Offer carers experiencing distress a referral to available local psycho‐oncology services (i.e.,

staffed by clinical psychologists, psychiatrists, counsellors etc.).

10 - CANCER CARE FOR PEOPLE WITH DEMENTIA
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T A B L E 1 (Continued)

Recommendations Implementation strategies

3. Review decision‐making capacity and related proxy powers

Consider assessment of decision‐
making capacity for people with

dementia

➢ Follow jurisdiction‐relevant rules and guidance on mental capacity assessments.

➢ Recognize that decision‐making capacity is not absolute but decision‐specific (i.e., it depends
on the complexity of the decision).

Verify advance directives and

carers' legal proxy decision‐
making powers

➢ Document information about any advance care directives and carer powers of attorney in

patient records.

➢ Recognize that powers of attorney can be domain‐specific (e.g., finance, health) and do not

necessarily cover health‐related decision‐making.

4. Consider and make reasonable adjustments to cancer‐related care and treatment

Understand what dementia means

for that person and their carer

➢ Talk early on about functional limitations, personal routines and preferences, levels of family

support, etc.—there are tools to facilitate such discussions (Alzheimer’s Society 2022124).

➢ Offer trial runs or visits to help gauge how PLWD may cope psychosocially with certain

procedures or treatments and what related reasonable adjustments may be possible.

Offer reasonable adjustments to

care delivery

➢ These will differ per person, but areas for helpful adjustments commonly include:

‐ Timing of appointments (e.g., always morning or afternoon, as best fits personal routines),

and

‐ Consistency of people and places (e.g., same nurse, same treatment room).

Factor into treatment decision

making and planning possible

accommodating adjustments to

regimens

➢ These will differ per person, but areas for consideration include:

‐ Minimizing toxicity (e.g., use of short‐acting anesthetic agents), and
‐ Reducing hospital attendances (e.g., hypofractionated radiotherapy).

➢ Be prepared to consider responsive adjustments to regimens during treatment (i.e., if treat-

ment is being tolerated less well or better than envisaged).

5. Minimize the risk of poorly controlled pain and other symptoms and side effects

Proactively assess and manage pain

using dementia‐specialist
resources

➢ Regularly assess pain.

➢ For patients who demonstrably cannot reliably verbalize their pain, use tools for nonverbal

pain assessment in PLWD (Lichtner 2014125).

‐ Examples include the Pain Assessment Checklist for Seniors with Limited Ability to

Communicate (PACSLAC), the Pain Assessment in Advanced Dementia (PAINAD) scale, and

the Abbey Pain Scale (Fuchs‐Lacelle & Hajistavropoulos 2004,126 Warden 2003,127 Abbey

2004128).

‐ Consult dementia‐specialist colleagues for initial guidance/training on tool selection, use,

and interpretation.

➢ Proactively consider and address causes of pain (e.g., constipation, infection, metastases).

➢ Consult specialists to support effective and safe analgesic pain management in PLWD.

Support patients and carers with

self‐management tasks
➢ Provide detailed guidance on self‐management tasks, supported by leaflets with pictures and

online videos.

➢ Offer hands‐on practice of self‐management tasks under supervision (e.g., catheter care).

➢ Ensure community‐based support with self‐management tasks (e.g., home nursing visits).

Review dementia‐related decline

among side effects
➢ Ask about and document changes in dementia‐related symptoms and functioning.

➢ Consider reasons for and respond to dementia‐related decline (e.g., adjustments to treatment
or analgesic regimens or care delivery, increased support for carers).

6. Reduce the risk of emergency cancer presentation

Assist people with dementia and

carers to present potential

cancer symptoms

➢ Run community‐based awareness campaigns for potential cancer symptoms targeted at PLWD

and carers.

➢ Proactively ask PLWD and carers about potential cancer symptoms in community‐based
health consultations.

➢ Focus on common cancers; cancers with a higher risk of emergency presentation, such as

bowel cancer; and cancer symptoms with known lower public awareness.

Monitor and risk‐assess suspected
but not referred cancers in

people with dementia

➢ Document and monitor suspected cancer symptoms in PLWD who are not referred for

diagnostic investigations.

➢ Obtain oncologist input on suspected but not referred cancers, especially concerning risk and

signs of an emergency trajectory.

(Continues)
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T A B L E 1 (Continued)

Recommendations Implementation strategies

7. Increase dementia knowledge and training among cancer clinicians

Set up and maintain a dementia

resources library
➢ In one easy‐access place, gather dementia‐related information and resources, including:

‐ Details of local referral pathways for memory assessment and support, and

‐ Resources providing guidance specifically on cancer care for PLWD (Kuwata 2021,111

Centre for Dementia Research at Leeds Beckett University 2021,112,114,115 Society and

College of Radiographers 2020,113 Macmillan Cancer Support 2020,116,117 Alzheimer’s

Society 2022118).

Up‐skill all staff with dementia

training
➢ Provide access to practical training on areas of low knowledge and confidence, e.g.:

‐ Communicating with people who have dementia,

‐ Assessing decision‐making capacity and understanding powers of attorney, and

‐ Common problems for PLWD receiving cancer treatment.

Create dementia specialists in

cancer teams
➢ Appoint some staff dementia champions who receive advanced dementia training.

➢ Employ a dementia nurse specialist(s) in cancer centers.

8. Provide information and communicate in dementia‐friendly ways

Use simple language and pictures

and recap

➢ Use simple words and short sentences at a slower pace, and periodically recap key points.

➢ Mirror idiosyncratic terms used by the person with dementia (e.g., Big Machine).

➢ Use supporting visuals, e.g.:

‐ Draw on an outline body to help describe tumor size and location, and

‐ Give leaflets with photos and/or online videos to help explain procedures, equipment, etc.

Supply take‐away summaries of key
information

➢ Provide bullet‐point summaries of key discussion items, decision options, etc.

➢ Offer the option to audio record key parts of consultations (e.g., closing summary points).

Give warm, empathetic, nonverbal

communication

➢ Talk to PLWD, not only their carers (e.g., seat them closest in consultations).

➢ Have a warm and calm tone of voice and facial expressions (i.e., smiling, unhurried).

Communicate directly with other

involved clinicians and keep

them updated

➢ Provide information/requests directly to other clinicians (i.e., avoid onus on the PLWD or carer

to tell/ask).

➢ Send copies of key letters to other clinicians (e.g., from oncology to primary care).

➢ Provide other clinicians with written summaries/requests for their input at key points (e.g.,

discharge from hospital into community care).

9. Allow more time to care for people with dementia

Provide more clinical appointment

time
➢ Schedule longer slots for consultations, screening procedures, treatment sessions, etc.

➢ Offer extra appointments/contacts (e.g., follow‐up calls to further discuss decision options or

monitor well‐being during treatment).

Enable enough time to consider

decisions
➢ Reassure PLWD and carers they can take the time they need to make decisions.

➢ Enable clinicians to have enough time for decision‐making, e.g.:
‐ Longer slots to discuss complex cases in MDT meetings, and

‐ Delay/repeat discussion at MDT meetings to enable prior/more information gathering and

discussion with PLWD and carers.

10. Make clinical environments more dementia‐friendly

Promote easy navigation of clinical

sites and carparks

➢ Quick, low‐cost improvements to support way‐finding and orientation include:

‐ Clearer signs for key amenities (toilets, exits, food, and drink),

‐ Greater distinction between different areas (e.g., use color‐coding), and
‐ Easily visible clocks on walls that also show day and date.

➢ Implement guidance for creating dementia‐friendly environments (Grey 2018,129 Kirch

2021130).

Ease the burden of onsite waiting

periods

➢ Offer PLWD regular updates/reassurance during waiting periods and check whether they need

anything (e.g., drink).

➢ Provide opportunities for occupying activities in waiting areas (e.g., dementia‐friendly books

and activities like memory boxes).

➢ Consider specialist dementia‐friendly waiting areas, supervised by staff/volunteers with

dementia training, that are quieter spaces and have drinks/snacks facilities.

11. Minimize and improve care‐related travel for people with dementia

Make use of remote and mobile care

options
➢ Offer some consultations remotely (e.g., follow‐ups or additional check‐ins).
➢ Consider mobile cancer care (e.g., cancer screening and chemotherapy treatment units that

drive out to communities).

12 - CANCER CARE FOR PEOPLE WITH DEMENTIA
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Table 1 provides a two‐level summary of actions for clinicians

and providers, with further separate details on specific, pragmatic

ways the wider suggested actions might be achieved. Table 1 can be

used by practitioners and managers to help select, plan, and review

over time locally required and feasible practice and service im-

provements. Many of the recommendations are widely applicable,

implementable in the short‐term, and low‐cost, although inevitably

some are site‐specific, longer term initiatives or have greater

resource costs. Concerning resource investment, we note that some

of the recommendations are likely to also benefit people with mild

cognitive impairment, characteristically similar comorbidities to de-

mentia (e.g., autism, learning disabilities), and potentially patients

with cancer in general (e.g., many dementia‐friendly building design

features).

Expanding the evidence base to inform optimal cancer

care

There is a lack of clinical guidance and guidelines to support cancer‐
related decision making and care for PLWD at all stages of the

cancer trajectory, including cancer screening, diagnostic in-

vestigations for suspected cancer, and cancer treatment. Some

guidance for cancer clinicians who are caring for PLWD is slowly

emerging but remains limited.111‐113 Clinical practice guidelines

have traditionally focused on single diseases, which greatly limits

their utility in patients with comorbidities, especially those with

multiple serious illnesses, who require care that is person‐centered
rather than disease‐focused.119,120 Moreover, clinical guidance

should be evidence‐based, and there is a limited evidence base

concerning cancer care for PLWD, especially the implications of

dementia for cancer treatment risks and benefits. Historically, and

still, older adults with comorbidities have been greatly underrep-

resented in, and PLWD have been largely excluded from, clinical

trials evaluating the efficacy and safety of anticancer treat-

ments.80,81 Thus much of the cancer trial evidence base cannot be

assumed to be valid for older adults. Less knowledge and under-

standing of cancer treatment side effects and outcomes in older

adults and PLWD greatly increase the complexity and uncertainty of

cancer treatment decision making for this group. Therefore, there is

a pressing need for cancer research to be more inclusive of PLWD,

especially as newer and evolving targeted therapies and advances in

supportive care offer potentially more tolerable side‐effect profiles
and thus potentially more scope for treating cancer in older adults

and PLWD. Recent years have seen welcome calls for greater in-

clusion of older adults and PLWD in cancer trials and in research

generally and the development of recommendations and resources

to support this.81,121

Future research recommendations

In addition to greater inclusion of PLWD in cancer research

generally, there is also a need for more cancer research specifically

focused on PLWD. We recommend the following priority areas for

future research, based on the research to date and its gaps and

shortcomings and what we consider to be targetable outcomes for

PLWD.

T A B L E 1 (Continued)

Recommendations Implementation strategies

Reduce difficulties around making

journeys and parking

➢ Ask whether an escort seat (i.e., for carers) is needed on patient transport at the time of

booking.

➢ Offer a site‐provided permit to use disabled or reserved parking (i.e., for people without the

standard permit), and ensure such parking spaces are plentiful.

➢ Broaden assistance at clinical site entrances so PLWD can be supported to wait while their

carer parks/collects the car.

12. Establish features, pathways, or models of cancer care that support caring for people with dementia

Provide a consistent key worker/

case manager
➢ Ensure case managers are easily contactable, have case oversight, and have dementia training.

➢ Case managers can lead or support the implementation of many of the above

recommendations.

➢ Give PLWD higher weighting in staff caseloads to enable more intensive support.

Value and document processes of

decision making
➢ Practice multidisciplinary, person‐centered decision making.

➢ Document not only decisions made but also how (processes, people involved) and why

(considered and influencing factors).

Design services to support

multispecialty, shared care
➢ Establish pathways or models for obtaining dementia specialist input into cancer care for

PLWD (e.g., oncogeriatric clinics co‐led by oncologists and geriatricians).

➢ Establish pathways or models for obtaining oncologist input into cancer managed in commu-

nity care (e.g., suspected cancers not referred for investigation).

Abbreviations: ID, identification; PLWD, people living with dementia.
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1. Elucidation of the barriers and enablers to earlier recognition

of, and help‐seeking for, potential cancer symptoms among

PLWD and their carers: Are there feasible ways to reduce very

delayed and emergency cancer presentations among PLWD?

2. Larger scale, prospective examination of the reasons underpin-

ning decision making across the cancer trajectory from the

perspective of PLWD, family carers, and clinicians: Towhat extent

are cancer‐related decisions for PLWD (e.g., concerning referrals,

planned treatment and dose adjustments, and supportive care,

including pain management) influenced by potentially address-

able sources of inequity in care access and provision?

3. Assessment of associations between cancer‐related decisions

and care and patient‐centered outcomes for PLWD and family

carers: How do different cancer treatments and care (including

targeted therapies with potentially better toxicity profiles)

affect treatment complications and quality of life for PLWD,

dementia‐related symptoms and functioning, and carer burden

and well‐being?
4. Analysis of routine cancer data sets examining longitudinal as-

sociations between cancer‐related care and registry‐based
outcomes in PLWD: To what extent are cancer diagnostic

routes and treatments predictive of health care use and survival

outcomes among PLWD?

5. Characterization of the hidden group of PLWD who have sus-

pected cancer who are not referred for diagnostic investigations

or treatment: What are the size and characteristics of this group,

their cancer symptom management needs and outcomes, and

their access to cancer‐related information and support (e.g.,

from specialist clinicians, charities)?

6. Implementation and evaluation of intervention strategies to

improve cancer‐related care and treatment for PLWD: What are

the feasibility, beneficial effects, and cost effectiveness of mak-

ing selected recommended changes to clinical practice and ser-

vices (e.g., such as those listed in Table 1)?

7. Development and evaluation of cancer decision‐support aids for
PLWD, family carers, and possibly clinicians: Can decision sup-

port improve the process and outcomes of decision making

across the cancer trajectory for PLWD, carers, and clinicians

(e.g., increase decision‐making self‐efficacy, reduce decisional

conflict and regret)?

8. Examination of different or adapted pathways or models of

cancer care for PLWD: Could PLWD, particularly those not

referred for cancer diagnosis or treatment, benefit from clearer

or new cancer‐related care pathways?

9. Broaden the geographic locations of research on this comorbid

patient group: To what extent are findings and recommenda-

tions based on geographically restricted data applicable in other

countries with different health care systems, national cancer

expenditures, and cultures?

10. Explication of the inverse epidemiological relation between de-

mentia and cancer and contributory underpinning biologic

mechanisms: Can we capitalize on shared biologic etiological

factors to inform new approaches to the prevention and treat-

ment of both diseases?

CONCLUSION

Preexisting dementia complicates cancer care and increases the risk

of poorer clinical and patient experience outcomes across the cancer

trajectory. Coming years are likely to see cancer care for people with

dementia become a bigger and more salient challenge because of

population aging and as medical advancements (e.g., single blood test

multicancer screening, targeted therapies with lower toxicity)

potentially improve the feasibility and tolerability of cancer detection

and treatment options. We make comprehensive recommendations

for clinical practice and future research to help clinicians and pro-

viders deliver best and equitable cancer care for people with de-

mentia and their families.
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TAB L E 2 What people living with dementia and family carers

want cancer clinicians to know about supporting people living with

dementia

1. Dementia is not always obvious: you cannot assume you will easily

recognize someone has dementia.

2. People with dementia are individuals: experiences of living with

dementia vary widely (e.g., depending on stage of dementia, social

support).

3. Never blame a person with dementia for not understanding

something: you must learn about and practice effective ways of

communicating.

4. People with dementia need additional support: especially more time

to understand and to do things and more patient, empathetic

caregiving.

5. Dementia in and of itself is not a good reason for decisions: it should

not determine eligibility for cancer‐related referrals, treatments, and
care.

14 - CANCER CARE FOR PEOPLE WITH DEMENTIA

 1
5
4
2
4
8
6
3
, 0

, D
o
w

n
lo

ad
ed

 fro
m

 h
ttp

s://acsjo
u
rn

als.o
n
lin

elib
rary

.w
iley

.co
m

/d
o
i/1

0
.3

3
2
2
/caac.2

1
7
6
7
 b

y
 U

n
iv

ersity
 O

f S
h
effield

, W
iley

 O
n
lin

e L
ib

rary
 o

n
 [2

1
/1

2
/2

0
2
2
]. S

ee th
e T

erm
s an

d
 C

o
n
d
itio

n
s (h

ttp
s://o

n
lin

elib
rary

.w
iley

.co
m

/term
s-an

d
-co

n
d
itio

n
s) o

n
 W

iley
 O

n
lin

e L
ib

rary
 fo

r ru
les o

f u
se; O

A
 articles are g

o
v
ern

ed
 b

y
 th

e ap
p
licab

le C
reativ

e C
o

m
m

o
n
s L

icen
se



CONFLICTS OF INTEREST

Laura Ashley reports grants/contracts from Abbeyfield Research

Foundation, the National Institute for Health Research, and the

Alzheimer’s Society outside the submitted work. Claire Surr reports

grants/contracts from Macmillan Cancer Support, the Alzheimer’s

Society, the National Institute for Health Research, and the Abbey-

field Research Foundation outside the submitted work. Rachael

Kelley reports personal fees from the National Institute for Health

Research outside the submitted work. Nicole R. Fowler reports

grants from the National Institute on Aging and personal fees from

Biogen outside the submitted work. Jane B. Hopkinson reports

grants/contracts from the National Institute for Health Research and

personal fees from the Velindre University National Health Service

Trust outside the submitted work. The remaining authors made no

disclosures.

ORCID

Laura Ashley https://orcid.org/0000-0002-9439-3778

REFERENCES

1. Weller D, Mercer SW. Multimorbidity in cancer patients: the ‘new

normal’. Clin Oncol (R Coll Radiol). 2020;32(9):551‐552. doi:10.
1016/j.clon.2020.06.007

2. Hopkinson JB, Milton R, King A, Edwards D. People with dementia:

what is known about their experience of cancer treatment and

cancer treatment outcomes? A systematic review. Psychooncology.

2016;25(10):1137‐1146. doi:10.1002/pon.4185
3. McWilliams L, Farrell C, Grande G, Keady J, Swarbrick C, Yorke J. A

systematic review of the prevalence of comorbid cancer and de-

mentia and its implications for cancer‐related care. Aging Ment

Health. 2018;22(10):1254‐1271. doi:10.1080/13607863.2017.

1348476

4. Caba Y, Dharmarajan K, Gillezeau C, et al. The impact of dementia

on cancer treatment decision‐making, cancer treatment, and

mortality: a mixed studies review. JNCI Cancer Spectr. 2021;5(3):

pkab002. doi:10.1093/jncics/pkab002

5. Ashley L, Kelley R, Griffiths A, et al. Understanding and identifying

ways to improve hospital‐based cancer care and treatment for

people with dementia: an ethnographic study. Age Ageing.

2021;50(1):233‐241. doi:10.1093/ageing/afaa210
6. Griffiths AW, Ashley L, Kelley R, et al. Decision‐making in cancer

care for people living with dementia. Psychooncology. 2020;29(8):

1347‐1354. doi:10.1002/pon.5448
7. Griffiths AW, Ashley L, Kelley R, et al. Balancing the needs of in-

dividuals and services in cancer treatment for people with de-

mentia: a focused ethnographic study. Int J Nurs Stud. 2021;121:

104006. doi:10.1016/j.ijnurstu.2021.104006

8. Surr CA, Kelley R, Griffiths AW, et al. Enabling people with de-

mentia to access and receive cancer treatment and care: the

crucial role of supportive networks. J Geriatr Oncol. 2020;11(7):

1125‐1131. doi:10.1016/j.jgo.2020.03.015
9. Surr C, Griffiths AW, Kelley R, et al. Navigating cancer treatment

and care when living with comorbid dementia: an ethnographic

study. Support Care Cancer. 2021;29(5):2571‐2579. doi:10.1007/
s00520‐020‐05735‐z

10. Collinson M, Mason E, Kelley R, et al. Characteristics and general

practice resource use of people with comorbid cancer and de-

mentia in England: a retrospective cross‐sectional study. BMC Prim

Care. 2022;23(1):281. doi:10.1186/s12875‐022‐01882‐w

11. Courtier N, Milton R, King A, Tope R, Morgan S, Hopkinson J.

Cancer and dementia: an exploratory study of the experience of

cancer treatment in people with dementia. Psychooncology.

2016;25(9):1079‐1084. doi:10.1002/pon.4212
12. Hopkinson J, King A, Courtier N, Milton R, Elias J. Potential for

identification of memory problems in the cancer clinic to enable

improved treatment experience and outcomes: mixed methods

case study research. Eur J Oncol Nurs. 2020;48:101777. doi:10.

1016/j.ejon.2020.101777

13. Hynes C, Hodges VJ, Wyld L, Mitchell C. Cancer treatment de-

cisions for people living with dementia: experiences of family

carers, a qualitative interview study. Health Expect. 2022;25(3):

1131‐1139. doi:10.1111/hex.13466
14. Martin C, Burton M, Wyld L. Caregiver experiences of making

treatment decisions for older women with breast cancer and de-

mentia. Health Soc Care Community. 2022;30(5):e2058‐e2068.
doi:10.1111/hsc.13640

15. Martin C, Shrestha A, Burton M, Collins K, Wyld L. How are

caregivers involved in treatment decision making for older people

with dementia and a new diagnosis of cancer? Psychooncology.

2019;28(6):1197‐1206. doi:10.1002/pon.5070
16. Morgan JL, Walters SJ, Collins K, et al. What influences healthcare

professionals' treatment preferences for older women with oper-

able breast cancer? An application of the discrete choice experi-

ment. Eur J Surg Oncol. 2017;43(7):1282‐1287. doi:10.1016/j.ejso.
2017.01.012

17. Morgan JL, George J, Holmes G, et al. Breast cancer surgery in

older women: outcomes of the Bridging Age Gap in Breast Cancer

study. Br J Surg. 2020;107(11):1468‐1479. doi:10.1002/bjs.11617
18. Price M, Surr C, Gough B, Ashley L. Understanding the experiences

and psychosocial support needs of caregivers of people with co-

morbid cancer and dementia. Psychol Health. In press.

19. Daniels SL, Burton M, Lee MJ, et al. Healthcare professional

preferences in the health and fitness assessment and optimization

of older patients facing colorectal cancer surgery. Colorectal Dis.

2021;23(9):2331‐2340. doi:10.1111/codi.15758
20. Flood J, O'Hanlon S, Gibb M, O'Donovan A. Caring for patients

with dementia undergoing radiation therapy—a national audit. J

Geriatr Oncol. 2019;10(5):811‐818. doi:10.1016/j.jgo.2019.04.003
21. Fowler NR, Schonberg MA, Sachs GA, et al. Supporting breast

cancer screening decisions for caregivers of older women with

dementia: study protocol for a randomized controlled trial. Trials.

2018;19(1):678. doi:10.1186/s13063‐018‐3039‐z
22. Mohile SG, Magnuson A, Pandya C, et al. Community oncologists'

decision‐making for treatment of older patients with cancer. J Natl
Compr Canc Netw. 2018;16(3):301‐309. doi:10.6004/jnccn.2017.
7047

23. Livingston G, Huntley J, Sommerlad A, et al. Dementia prevention,

intervention, and care: 2020 report of the Lancet Commission.

Lancet. 2020;396(10248):413‐446. doi:10.1016/s0140‐6736(20)
30367‐6

24. Peters R, Booth A, Rockwood K, Peters J, D'Este C, Anstey KJ.

Combining modifiable risk factors and risk of dementia: a sys-

tematic review and meta‐analysis. BMJ Open. 2019;9(1):e022846.

doi:10.1136/bmjopen‐2018‐022846
25. Alzheimer’s Disease International. World Alzheimer Report 2019.

Attitudes to Dementia. Alzheimer’s Disease International; 2019.

26. Alzheimer’s Disease International. World Alzheimer Report 2015.

The Global Impact of Dementia: An Analysis of Prevalence, Incidence,

Cost and Trends. Alzheimer’s Disease International; 2015.

27. Prince M, Knapp M, Guerchet M, et al. Dementia UK: Update. Alz-

heimer's Society; 2014.

28. Lang L, Clifford A, Wei L, et al. Prevalence and determinants of

undetected dementia in the community: a systematic literature

ASHLEY ET AL. - 15

 1
5
4
2
4
8
6
3
, 0

, D
o
w

n
lo

ad
ed

 fro
m

 h
ttp

s://acsjo
u
rn

als.o
n
lin

elib
rary

.w
iley

.co
m

/d
o
i/1

0
.3

3
2
2
/caac.2

1
7
6
7
 b

y
 U

n
iv

ersity
 O

f S
h
effield

, W
iley

 O
n
lin

e L
ib

rary
 o

n
 [2

1
/1

2
/2

0
2
2
]. S

ee th
e T

erm
s an

d
 C

o
n
d
itio

n
s (h

ttp
s://o

n
lin

elib
rary

.w
iley

.co
m

/term
s-an

d
-co

n
d
itio

n
s) o

n
 W

iley
 O

n
lin

e L
ib

rary
 fo

r ru
les o

f u
se; O

A
 articles are g

o
v
ern

ed
 b

y
 th

e ap
p
licab

le C
reativ

e C
o

m
m

o
n
s L

icen
se



review and a meta‐analysis. BMJ Open. 2017;7(2):e011146. doi:10.

1136/bmjopen‐2016‐011146
29. Mansfield E, Noble N, Sanson‐Fisher R, Mazza D, Bryant J. Primary

care physicians' perceived barriers to optimal dementia care: a

systematic review. Gerontologist. 2019;59(6):e697‐e708. doi:10.
1093/geront/gny067

30. Parker M, Barlow S, Hoe J, Aitken L. Persistent barriers and fa-

cilitators to seeking help for a dementia diagnosis: a systematic

review of 30 years of the perspectives of carers and people with

dementia. Int Psychogeriatr. 2020;32(5):611‐634. doi:10.1017/

s1041610219002229

31. Buntinx F, De Lepeleire J, Paquay L, Iliffe S, Schoenmakers B.

Diagnosing dementia: no easy job. BMC Fam Pract. 2011;12(1):60.

doi:10.1186/1471‐2296‐12‐60
32. Arvanitakis Z, Shah RC, Bennett DA. Diagnosis and management of

dementia: review. JAMA. 2019;322(16):1589‐1599. doi:10.1001/
jama.2019.4782

33. Bevins EA, Peters J, Léger GC. The diagnosis and management of

reversible dementia syndromes. Curr Treat Options Neurol.

2021;23(1):1‐13. doi:10.1007/s11940‐020‐00657‐x
34. Cantley C, ed. A Handbook of Dementia Care. Open University Press;

2001.

35. Tampi RR, Forester BP, Agronin M. Aducanumab: evidence from

clinical trial data and controversies. Drugs Context. 2021;10:2021‐
7‐3. doi:10.7573/dic.2021‐7‐3

36. Tible OP, Riese F, Savaskan E, von Gunten A. Best practice in the

management of behavioural and psychological symptoms of de-

mentia. Ther Adv Neurol Disord. 2017;10(8):297‐309. doi:10.1177/
1756285617712979

37. Tampi RR, Tampi DJ, Balachandran S, Srinivasan S. Antipsychotic

use in dementia: a systematic review of benefits and risks from

meta‐analyses. Ther Adv Chronic Dis. 2016;7(5):229‐245. doi:10.
1177/2040622316658463

38. Gupta SK, Lamont EB. Patterns of presentation, diagnosis, and

treatment in older patients with colon cancer and comorbid de-

mentia. J Am Geriatr Soc. 2004;52(10):1681‐1687. doi:10.1111/j.
1532‐5415.2004.52461.x

39. Raji MA, Kuo YF, Freeman JL, Goodwin JS. Effect of a dementia

diagnosis on survival of older patients after a diagnosis of

breast, colon, or prostate cancer: implications for cancer care.

Arch Intern Med. 2008;168(18):2033‐2040. doi:10.1001/archinte.
168.18.2033

40. Chen Y, Cress RD, Stewart SL, et al. Mediating effect of post-

surgical chemotherapy on presence of dementia and survival

among patients 65 and older with stage III colon cancer. Cancer

Epidemiol Biomarkers Prev. 2017;26(10):1558‐1563. doi:10.1158/
1055‐9965.epi‐17‐0277

41. Kedia SK, Chavan PP, Boop SE, Yu X. Health care utilization among

elderly Medicare beneficiaries with coexisting dementia and can-

cer. Gerontol Geriatr Med. 2017;3:2333721416689042. doi:10.

1177/2333721416689042

42. Hsu WH, Hsieh JG, Wang YW, Hsieh CJ, Lin HR, Wu SY. Insuffi-

cient pain control for patients with cancer and dementia during

terminal cancer stages. Am J Transl Res. 2021;13:13034‐13042.
43. Liang CS, Li DJ, Yang FC, et al. Mortality rates in Alzheimer's dis-

ease and non‐Alzheimer's dementias: a systematic review and

meta‐analysis. Lancet Healthy Longev. 2021;2(8):e479‐e488. doi:10.
1016/s2666‐7568(21)00140‐9

44. Miller SC, Gozalo P, Mor V. Hospice enrollment and hospitalization

of dying nursing home patients. Am J Med. 2001;111(1):38‐44.
doi:10.1016/s0002‐9343(01)00747‐1

45. Ma LL, Yu JT, Wang HF, et al. Association between cancer and

Alzheimer's disease: systematic review and meta‐analysis. J Alz-

heimers Dis. 2014;42(2):565‐573. doi:10.3233/jad‐140168

46. Ospina‐Romero M, Glymour MM, Hayes‐Larson E, et al. Associa-

tion between Alzheimer disease and cancer with evaluation of

study biases: a systematic review and meta‐analysis. JAMA Netw

Open. 2020;3(11):e2025515. doi:10.1001/jamanetworkopen.2020.

25515

47. Shafi O. Inverse relationship between Alzheimer's disease and

cancer, and other factors contributing to Alzheimer's disease: a

systematic review. BMC Neurol. 2016;16(1):236. doi:10.1186/

s12883‐016‐0765‐2
48. Driver JA. Inverse association between cancer and neurodegen-

erative disease: review of the epidemiologic and biological evi-

dence. Biogerontology. 2014;15(6):547‐557. doi:10.1007/s10522‐
014‐9523‐2

49. van der Willik KD, Ruiter R, Wolters FJ, et al. Mild cognitive

impairment and dementia show contrasting associations with risk

of cancer. Neuroepidemiology. 2018;50(3‐4):207‐215. doi:10.1159/
000488892

50. Hayes‐Larson E, Shaw C, Ackley SF, et al. The role of dementia

diagnostic delay in the inverse cancer‐dementia association. J

Gerontol A. 2022;77(6):1254‐1260. doi:10.1093/gerona/glab341
51. Renzi C, Kaushal A, Emery J, et al. Comorbid chronic diseases and

cancer diagnosis: disease‐specific effects and underlying mecha-

nisms. Nat Rev Clin Oncol. 2019;16(12):746‐761. doi:10.1038/

s41571‐019‐0249‐6
52. Wallace D, Walker K, Kuryba A, Finan P, Scott N, van der Meulen J.

Identifying patients at risk of emergency admission for colorectal

cancer. Br J Cancer. 2014;111(3):577‐580. doi:10.1038/bjc.2014.
300

53. Danckert B, Falborg AZ, Christensen NL, et al. Routes to diagnosis

and the association with the prognosis in patients with cancer—a

nationwide register‐based cohort study in Denmark. Cancer Epi-

demiol. 2021;74:101983. doi:10.1016/j.canep.2021.101983

54. Salika T, Abel GA, Mendonca SC, et al. Associations between

diagnostic pathways and care experience in colorectal cancer: ev-

idence from patient‐reported data. Frontline Gastroenterol.

2018;9(3):241‐248. doi:10.1136/flgastro‐2017‐100926
55. Fogg C, Griffiths P, Meredith P, Bridges J. Hospital outcomes of

older people with cognitive impairment: an integrative review.

Int J Geriatr Psychiatry. 2018;33(9):1177‐1197. doi:10.1002/gps.
4919

56. Weller D, Menon U, Zalounina Falborg A, et al. Diagnostic routes

and time intervals for patients with colorectal cancer in 10 in-

ternational jurisdictions; findings from a cross‐sectional study

from the International Cancer Benchmarking Partnership (ICBP).

BMJ Open. 2018;8(11):e023870. doi:10.1136/bmjopen‐2018‐
023870

57. Law M, Dhillon S, Herrmann N, et al. Rates of screening for breast,

colorectal, and cervical cancers in older people with cognitive

impairment or dementia: a meta‐analysis. Gerontol Geriatr Med.

2018;4:2333721418799446. doi:10.1177/2333721418799446

58. Kang SW, Xiang X. Cognitive impairment as a barrier to utilizing

preventive health services among older adults. Arch Gerontol Ger-

iatr. 2022;99:104613. doi:10.1016/j.archger.2021.104613

59. Inchai P, Tsai WC, Chiu LT, Kung PT. Inequality in the utilization of

breast cancer screening between women with and without dis-

abilities in Taiwan: a propensity‐score‐matched nationwide cohort
study. Int J Environ Res Public Health. 2022;19(9):5280. doi:10.

3390/ijerph19095280

60. Smyth KA. Current practices and perspectives on breast cancer

screening and treatment in older women with dementia. J Am

Geriatr Soc. 2009;57(suppl 2):S272‐S274. doi:10.1111/j.1532‐5415.
2009.02510.x

61. Torke AM, Schwartz PH, Holtz LR, Montz K, Sachs GA. Caregiver

perspectives on cancer screening for persons with dementia: “why

16 - CANCER CARE FOR PEOPLE WITH DEMENTIA

 1
5
4
2
4
8
6
3
, 0

, D
o
w

n
lo

ad
ed

 fro
m

 h
ttp

s://acsjo
u
rn

als.o
n
lin

elib
rary

.w
iley

.co
m

/d
o
i/1

0
.3

3
2
2
/caac.2

1
7
6
7
 b

y
 U

n
iv

ersity
 O

f S
h
effield

, W
iley

 O
n
lin

e L
ib

rary
 o

n
 [2

1
/1

2
/2

0
2
2
]. S

ee th
e T

erm
s an

d
 C

o
n
d
itio

n
s (h

ttp
s://o

n
lin

elib
rary

.w
iley

.co
m

/term
s-an

d
-co

n
d
itio

n
s) o

n
 W

iley
 O

n
lin

e L
ib

rary
 fo

r ru
les o

f u
se; O

A
 articles are g

o
v
ern

ed
 b

y
 th

e ap
p
licab

le C
reativ

e C
o

m
m

o
n
s L

icen
se



put them through it?”. J Am Geriatr Soc. 2013;61(8):1309‐1314.
doi:10.1111/jgs.12359

62. Iritani S, Tohgi M, Miyata H, Ohi G. Impact of dementia on cancer

discovery and pain. Psychogeriatrics. 2011;11(1):6‐13. doi:10.1111/
j.1479‐8301.2010.00344.x

63. McWilliams L, Swarbrick C, Yorke J, et al. Bridging the divide: the

adjustment and decision‐making experiences of people with de-

mentia living with a recent diagnosis of cancer and its impact on

family carers. Ageing Soc. 2020;40(5):944‐965. doi:10.1017/

s0144686x18001411

64. O'Rourke RW, Diggs BS, Spight DH, et al. Psychiatric illness delays

diagnosis of esophageal cancer. Dis Esophagus. 2008;21(5):

416‐421. doi:10.1111/j.1442‐2050.2007.00790.x
65. Singh H, Daci K, Petersen LA, et al. Missed opportunities to initiate

endoscopic evaluation for colorectal cancer diagnosis. Am J Gas-

troenterol. 2009;104(10):2543‐2554. doi:10.1038/ajg.2009.324
66. Singh H, Hirani K, Kadiyala H, et al. Characteristics and predictors

of missed opportunities in lung cancer diagnosis: an electronic

health record‐based study. J Clin Oncol. 2010;28(20):3307‐3315.
doi:10.1200/jco.2009.25.6636

67. Mounce LTA, Price S, Valderas JM, Hamilton W. Comorbid condi-

tions delay diagnosis of colorectal cancer: a cohort study using

electronic primary care records. Br J Cancer. 2017;116(12):

1536‐1543. doi:10.1038/bjc.2017.127
68. Jones D, Di Martino E, Bradley SH, et al. Factors affecting the

decision to investigate older adults with potential cancer symp-

toms: a systematic review. Br J Gen Pract. 2021;72(714):e1‐e10.
doi:10.3399/bjgp.2021.0257

69. Hamaker ME, Hamelinck VC, van Munster BC, et al. Nonreferral of

nursing home patients with suspected breast cancer. J Am Med Dir

Assoc. 2012;13(5):464‐469. doi:10.1016/j.jamda.2012.01.002
70. Wallace E, Lowry J, Smith SM, Fahey T. The epidemiology of

malpractice claims in primary care: a systematic review. BMJ Open.

2013;3(7):e002929. doi:10.1136/bmjopen‐2013‐002929
71. Boakye D, Gunther K, Niedermaier T, Haug U, Ahrens W, Nagrani

R. Associations between comorbidities and advanced stage diag-

nosis of lung, breast, colorectal, and prostate cancer: a systematic

review and meta‐analysis. Cancer Epidemiol. 2021;75:102054.

doi:10.1016/j.canep.2021.102054

72. Islam KM, Jiang X, Anggondowati T, Lin G, Ganti AK. Comorbidity

and survival in lung cancer patients. Cancer Epidemiol Biomarkers

Prev. 2015;24(7):1079‐1085. doi:10.1158/1055‐9965.epi‐15‐0036
73. van der Poel MWM, Mulder WJ, Ossenkoppele GJ, et al. Comor-

bidity and treatment decision‐making in elderly non‐Hodgkin's
lymphoma patients: a survey among haematologists. Neth J Med.

2014;72:165‐169.
74. Boakye D, Nagrini R, Ahrens W, Haug U, Günther K. The associa-

tion of comorbidities with administration of adjuvant chemo-

therapy in stage III colon cancer patients: a systematic review and

meta‐analysis. Ther Adv Med Oncol. 2021;13:1758835920986520.

doi:10.1177/1758835920986520

75. Kitazawa H, Takeda Y, Naka G, Sugiyama H. Decision‐making fac-
tors for best supportive care alone and prognostic factors after

best supportive care in non‐small cell lung cancer patients. Sci Rep.
2019;9(1):19872. doi:10.1038/s41598‐019‐56431‐w

76. Waite SJ, Maitland S, Thomas A, Yarnall AJ. Sarcopenia and

frailty in individuals with dementia: a systematic review. Arch

Gerontol Geriatr. 2021;92:104268. doi:10.1016/j.archger.2020.

104268

77. Hoogendijk EO, Afilalo J, Ensrud KE, Kowal P, Onder G, Fried LP.

Frailty: implications for clinical practice and public health. Lancet.

2019;394(10206):1365‐1375. doi:10.1016/s0140‐6736(19)
31786‐6

78. Handforth C, Clegg A, Young C, et al. The prevalence and

outcomes of frailty in older cancer patients: a systematic re-

view. Ann Oncol. 2015;26(6):1091‐1101. doi:10.1093/annonc/

mdu540

79. Huisingh‐Scheetz M, Walston J. How should older adults with

cancer be evaluated for frailty? J Geriatr Oncol. 2017;8(1):8‐15.
doi:10.1016/j.jgo.2016.06.003

80. Bumanlag IM, Jaoude JA, Rooney MK, Taniguchi CM, Ludmir EB.

Exclusion of older adults from cancer clinical trials: review of the

literature and future recommendations. Semin Radiat Oncol.

2022;32(2):125‐134. doi:10.1016/j.semradonc.2021.11.003
81. Parks RM, Holmes HM, Cheung KL. Current challenges faced by

cancer clinical trials in addressing the problem of under‐
representation of older adults: a narrative review. Oncol Ther.

2021;9(1):55‐67. doi:10.1007/s40487‐021‐00140‐w
82. Cook PS, McCarthy AL. Cancer treatment decision‐making with/

for older adults with dementia: the intersections of autonomy,

capital, and power. Health Sociol Rev. 2018;27(2):184‐198. doi:10.
1080/14461242.2018.1466187

83. Witham G, Haigh C, Mitchell D, Beddow A. Carer experience

supporting someone with dementia and cancer: a narrative

approach. Qual Health Res. 2018;28(5):813‐823. doi:10.1177/

1049732317736285

84. McWilliams L, Farrell C, Keady J, et al. Cancer‐related informa-

tion needs and treatment decision‐making experiences of people

with dementia in England: a multiple perspective qualitative

study. BMJ Open. 2018;8(4):e020250. doi:10.1136/bmjopen‐
2017‐020250

85. Farrington N, Dantanus K, Richardson A, Bridges J. Understanding

the cultural environment of the outpatient care setting for patients

with dementia receiving cancer treatment: a qualitative study.

Health Expect. 2022;1‐10. doi:10.1111/hex.13523
86. Morris R, Lewis A. Falls and cancer. Clin Oncol (R Coll Radiol).

2020;32(9):569‐578. doi:10.1111/hex.13523
87. Leelakanok N, D'Cunha RR. Association between polypharmacy

and dementia—a systematic review and meta‐analysis. Aging

Ment Health. 2019;23(8):932‐941. doi:10.1080/13607863.2018.

1468411

88. Shrestha S, Shrestha S, Khanal S. Polypharmacy in elderly cancer

patients: challenges and the way clinical pharmacists can

contribute in resource‐limited settings. Aging Med (Milton).

2019;2(1):42‐49. doi:10.1002/agm2.12051
89. Legler A, Bradley EH, Carlson MD. The effect of comorbidity

burden on health care utilization for patients with cancer using

hospice. J Palliat Med. 2011;14(6):751‐756. doi:10.1089/jpm.2010.
0504

90. Sattar S, Haase K, Tejero I, et al. The impact of cognitive

impairment on treatment toxicity, treatment completion, and

survival among older adults receiving chemotherapy: a systematic

review. Cancers (Basel). 2022;14(6):1582. doi:10.3390/cancers

14061582

91. Alibhai SM, Duong‐Hua M, Cheung AM, et al. Fracture types and

risk factors in men with prostate cancer on androgen deprivation

therapy: a matched cohort study of 19,079 men. J Urol.

2010;184(3):918‐923. doi:10.1016/j.juro.2010.04.068
92. Abe S, Kanaya K, Kikukawa M, et al. Clinical results and issues of

acute myeloid leukemia in elderly patients aged 75 years and older.

Geriatr Gerontol Int. 2011;11(3):290‐296. doi:10.1111/j.1447‐0594.
2010.00682.x

93. Blytt KM, Selbaek G, Drageset J, Natvig GK, Husebo BS. Comorbid

dementia and cancer in residents of nursing homes: secondary

analyses of a cross‐sectional study. Cancer Nurs. 2018;41(2):

E13‐E20. doi:10.1097/ncc.0000000000000478

ASHLEY ET AL. - 17

 1
5
4
2
4
8
6
3
, 0

, D
o
w

n
lo

ad
ed

 fro
m

 h
ttp

s://acsjo
u
rn

als.o
n
lin

elib
rary

.w
iley

.co
m

/d
o
i/1

0
.3

3
2
2
/caac.2

1
7
6
7
 b

y
 U

n
iv

ersity
 O

f S
h
effield

, W
iley

 O
n
lin

e L
ib

rary
 o

n
 [2

1
/1

2
/2

0
2
2
]. S

ee th
e T

erm
s an

d
 C

o
n
d
itio

n
s (h

ttp
s://o

n
lin

elib
rary

.w
iley

.co
m

/term
s-an

d
-co

n
d
itio

n
s) o

n
 W

iley
 O

n
lin

e L
ib

rary
 fo

r ru
les o

f u
se; O

A
 articles are g

o
v
ern

ed
 b

y
 th

e ap
p
licab

le C
reativ

e C
o

m
m

o
n
s L

icen
se



94. Hirooka K, Nakanishi M, Fukahori H, Nishida A. Impact of dementia

on quality of death among cancer patients: an observational study

of home palliative care users. Geriatr Gerontol Int. 2020;20(4):

354‐359. doi:10.1111/ggi.13860
95. Liu SH, Hunnicutt JN, Ulbricht CM, Dubé CE, Hume AL, Lapane KL.

Adjuvant use and the intensification of pharmacologic management

for pain in nursing home residents with cancer: data from a US

national database. Drugs Aging. 2019;36(6):549‐557. doi:10.1007/
s40266‐019‐00650‐3

96. Miller SC, Mor V, Wu N, Gozalo P, Lapane K. Does receipt of

hospice care in nursing homes improve the management of pain at

the end of life? J Am Geriatr Soc. 2002;50(3):507‐515. doi:10.1046/
j.1532‐5415.2002.50118.x

97. Sakata N, Okumura Y, Ogawa A. Postoperative pain treatment in

patients with dementia: a retrospective observational study. Drugs

Aging. 2022;39(4):305‐311. doi:10.1007/s40266‐022‐00932‐3
98. Monroe T, Carter M, Feldt K, Tolley B, Cowan RL. Assessing

advanced cancer pain in older adults with dementia at the end‐of‐
life. J Adv Nurs. 2012;68(9):2070‐2078. doi:10.1111/j.1365‐2648.
2011.05929.x

99. Monroe TB, Carter MA, Feldt KS, Dietrich MS, Cowan RL. Pain and

hospice care in nursing home residents with dementia and terminal

cancer. Geriatr Gerontol Int. 2013;13(4):1018‐1025. doi:10.1111/
ggi.12049

100. Achterberg WP, Erdal A, Husebo BS, Kunz M, Lautenbacher S. Are

chronic pain patients with dementia being undermedicated? J Pain

Res. 2021;14:431‐439. doi:10.2147/jpr.s239321
101. Benedetti F, Vighetti S, Ricco C, et al. Pain threshold and tolerance

in Alzheimer's disease. Pain. 1999;80(1):377‐382. doi:10.1016/
s0304‐3959(98)00228‐0

102. Carlino E, Benedetti F, Rainero I, et al. Pain perception and toler-

ance in patients with frontotemporal dementia. Pain. 2010;151(3):

783‐789. doi:10.1016/j.pain.2010.09.013
103. Defrin R, Amanzio M, de Tommaso M, et al. Experimental pain

processing in individuals with cognitive impairment: current state

of the science. Pain. 2015;156(8):1396‐1408. doi:10.1097/j.pain.
0000000000000195

104. Bunk S, Zuidema S, Koch K, Lautenbacher S, De Deyn PP, Kunz M.

Pain processing in older adults with dementia‐related cognitive

impairment is associated with frontal neurodegeneration. Neurobiol

Aging. 2021;106:139‐152. doi:10.1016/j.neurobiolaging.2021.06.

009

105. Jonsdottir T, Gunnarsson EC. Understanding nurses' knowledge

and attitudes toward pain assessment in dementia: a literature

review. Pain Manag Nurs. 2021;22(3):281‐292. doi:10.1016/j.pmn.
2020.11.002

106. Tsai IP, Jeong SY, Hunter S. Pain assessment and management for

older patients with dementia in hospitals: an integrative literature

review. Pain Manag Nurs. 2018;19(1):54‐71. doi:10.1016/j.pmn.
2017.10.001

107. Jennings AA, Linehan M, Foley T. The knowledge and attitudes of

general practitioners to the assessment and management of pain in

people with dementia. BMC Fam Pract. 2018;19(1):166. doi:10.

1186/s12875‐018‐0853‐z
108. Palmer JL. Preserving personhood of individuals with advanced

dementia: lessons from family caregivers. Geriatr Nurs. 2013;34(3):

224‐229. doi:10.1016/j.gerinurse.2013.03.001
109. Torossian MR. The dignity of older individuals with Alzheimer's

disease and related dementias: a scoping review. Dementia.

2021;20(8):2891‐2915. doi:10.1177/14713012211021722
110. DuMontier C, Loh KP, Bain PA, et al. Defining undertreatment and

overtreatment in older adults with cancer: a scoping literature

review. J Clin Oncol. 2020;38(22):2558‐2569. doi:10.1200/jco.19.
02809

111. Kuwata C, Goldhirsch SL, Rodríguez V. Navigating the cancer

screening decision for patients with dementia. Curr Oncol Rep.

2021;23(8):90. doi:10.1007/s11912‐021‐01083‐1
112. Centre for Dementia Research at Leeds Beckett University. Sup-

porting Someone Who Has Cancer and Dementia: Advice for Health

Professionals. Centre for Dementia Research at Leeds Beckett

University; 2021. Accessed November 23, 2022. http://www.

leedsbeckett.ac.uk/‐/media/files/research/dementia/supporting‐
someone‐with‐cancer‐‐dementia‐‐advice‐for‐health‐professionals.
pdf

113. The Society and College of Radiographers. Caring for People with

Dementia: A Clinical Practice Guideline for the Radiography Workforce

(Imaging and Radiotherapy), 2nd ed. The Society and College of

Radiographers; 2020.

114. Centre for Dementia Research at Leeds Beckett University. Tips for

Managing Cancer Treatment When You Have Dementia or Memory

Problems. Centre for Dementia Research at Leeds Beckett Uni-

versity; 2021. Accessed November 23, 2022. https://www.

leedsbeckett.ac.uk/‐/media/files/research/dementia/tips‐for‐mana-
ging‐cancer‐care‐when‐you‐have‐dementia‐or‐memory‐problems.
pdf

115. Centre for Dementia Research at Leeds Beckett University. Sup-

porting Someone Who Has Cancer and Dementia or Memory Problems.

Centre for Dementia Research at Leeds Beckett University; 2021.

Accessed November 23, 2022. https:www.leedsbeckett.ac.uk/

research/‐/media/files/research/dementia/supporting‐someone‐
with‐cancer—dementia‐‐advice‐for‐families‐‐friends.pdf

116. Macmillan Cancer Support. A Guide for People with Cancer and De-

mentia. Macmillan Cancer Support; 2020.

117. Macmillan Cancer Support. Cancer and Dementia: A Guide for Carers.

Macmillan Cancer Support; 2020.

118. Alzheimer’s Society. Dementia Talking Point. Caring for a Person with

Dementia and Cancer. Alzheimer’s Society; 2022. Accessed

November 23, 2022. https://forum.alzheimers.org.uk/forums/

caring‐for‐a‐person‐with‐dementia‐and‐cancer.81/
119. Cohen‐Stavi CJ, Key C, Molcho T, Yacobi M, Balicer RD,

Shadmi E. Mixed methods evaluation of reasons why care de-

viates from clinical guidelines among patients with multi-

morbidity. Med Care Res Rev. 2022;79(1):102‐113. doi:10.1177/
1077558720975543

120. Uhlig K, Leff B, Kent D, et al. A framework for crafting clinical

practice guidelines that are relevant to the care and management

of people with multimorbidity. J Gen Intern Med. 2014;29(4):

670‐679. doi:10.1007/s11606‐013‐2659‐y
121. Shepherd V, Wood F, Robling M, Randell E, Hood K. Development

of a core outcome set for the evaluation of interventions to

enhance trial participation decisions on behalf of adults who lack

capacity to consent: a mixed methods study (COnSiDER Study).

Trials. 2021;22(1):935. doi:10.1186/s13063‐021‐05883‐5
122. Mohile SG, Magnuson A. Comprehensive geriatric assessment in

oncology. Interdiscip Top Gerontol. 2013;38:85‐103.
123. Garcia MV, Agar MR, Soo WK, To T, Phillips JL. Screening tools for

identifying older adults with cancer who may benefit from a geri-

atric assessment: a systematic review. JAMA Oncol. 2021;7(4):

616‐627. doi:10.1001/jamaoncol.2020.6736
124. Alzheimer’s Society. This is me®. Alzheimer’s Society; 2022.

Accessed November 23, 2022. https://www.alzheimers.org.uk/get‐
support/publications‐factsheets/this‐is‐me

125. Lichtner V, Dowding D, Esterhuizen P, et al. Pain assessment for

people with dementia: a systematic review of systematic reviews of

18 - CANCER CARE FOR PEOPLE WITH DEMENTIA

 1
5
4
2
4
8
6
3
, 0

, D
o
w

n
lo

ad
ed

 fro
m

 h
ttp

s://acsjo
u
rn

als.o
n
lin

elib
rary

.w
iley

.co
m

/d
o
i/1

0
.3

3
2
2
/caac.2

1
7
6
7
 b

y
 U

n
iv

ersity
 O

f S
h
effield

, W
iley

 O
n
lin

e L
ib

rary
 o

n
 [2

1
/1

2
/2

0
2
2
]. S

ee th
e T

erm
s an

d
 C

o
n
d
itio

n
s (h

ttp
s://o

n
lin

elib
rary

.w
iley

.co
m

/term
s-an

d
-co

n
d
itio

n
s) o

n
 W

iley
 O

n
lin

e L
ib

rary
 fo

r ru
les o

f u
se; O

A
 articles are g

o
v
ern

ed
 b

y
 th

e ap
p
licab

le C
reativ

e C
o

m
m

o
n
s L

icen
se



pain assessment tools. BMC Geriatr. 2014;14(1):138. doi:10.1186/

1471‐2318‐14‐138
126. Fuchs‐Lacelle S, Hadjistavropoulos T. Development and pre-

liminary validation of the pain assessment checklist for seniors

with limited ability to communicate (PACSLAC). Pain Manag Nurs.

2004;5(1):37‐49. doi:10.1016/j.pmn.2003.10.001
127. Warden V, Hurley AC, Volicer L. Development and psychometric

evaluation of the Pain Assessment in Advanced Dementia (PAI-

NAD) scale. J Am Med Dir Assoc. 2003;4(1):9‐15. doi:10.1097/01.
jam.0000043422.31640.f7

128. Abbey J, Piller N, De Bellis A, et al. The Abbey Pain Scale: a 1‐minute
numerical indicator for people with end‐stage dementia. Int J Palliat
Nurs. 2004;10(1):6‐13. doi:10.12968/ijpn.2004.10.1.12013

129. Grey T, Xidous D, Kennelly S, et al. Dementia Friendly Hospitals From

a Universal Design Approach: Design Guidelines. The Dementia

Friendly Hospital Research Steering Committee; 2018. Accessed

November 23, 2022. https://www.artshealthresources.org.uk/docs/

dementia-friendly-hospitals-from-a-universal-design-approach-de

sign-guidelines/

130. Kirch J, Marquardt G. Towards human‐centred general hospitals:

the potential of dementia‐friendly design. Architectural Sci Rev.

2021;2021:1‐9. doi:10.1080/00038628.2021.1933889

How to cite this article: Ashley L, Surr C, Kelley R, et al.

Cancer care for people with dementia: literature overview

and recommendations for practice and research. CA Cancer J

Clin. 2022;1‐19. doi:10.3322/caac.21767

ASHLEY ET AL. - 19

 1
5
4
2
4
8
6
3
, 0

, D
o
w

n
lo

ad
ed

 fro
m

 h
ttp

s://acsjo
u
rn

als.o
n
lin

elib
rary

.w
iley

.co
m

/d
o
i/1

0
.3

3
2
2
/caac.2

1
7
6
7
 b

y
 U

n
iv

ersity
 O

f S
h
effield

, W
iley

 O
n
lin

e L
ib

rary
 o

n
 [2

1
/1

2
/2

0
2
2
]. S

ee th
e T

erm
s an

d
 C

o
n
d
itio

n
s (h

ttp
s://o

n
lin

elib
rary

.w
iley

.co
m

/term
s-an

d
-co

n
d
itio

n
s) o

n
 W

iley
 O

n
lin

e L
ib

rary
 fo

r ru
les o

f u
se; O

A
 articles are g

o
v
ern

ed
 b

y
 th

e ap
p
licab

le C
reativ

e C
o

m
m

o
n
s L

icen
se


	Cancer care for people with dementia: Literature overview and recommendations for practice and research
	INTRODUCTION
	OVERVIEW OF DEMENTIA
	Dementia types, risk factors, and prevalence
	Dementia symptomatology and management
	Prevalence of dementia among patients with cancer

	CANCER DIAGNOSTIC ROUTES AND DELAYS AMONG PEOPLE LIVING WITH DEMENTIA
	Emergency cancer presentations
	Cancer screening participation
	Help‐seeking for potential cancer symptoms
	Clinician recognition and referral of potential cancer symptoms
	Postdiagnostic survival and cancer staging among people living with dementia

	CANCER TREATMENT DECISION MAKING AND DELIVERY FOR PEOPLE LIVING WITH DEMENTIA
	Extent of cancer treatment provision
	Challenges for clinicians around cancer treatment decision making and delivery
	Experiences of people living with dementia and families around cancer treatment decision‐making and delivery
	Cancer treatment‐related complications, including dementia worsening
	Cancer‐related pain management
	Ethical challenges of providing cancer care to people living with dementia

	PRACTICE AND RESEARCH RECOMMENDATIONS TO OPTIMIZE CANCER CARE FOR PEOPLE LIVING WITH DEMENTIA
	Targets and characteristics of optimal cancer care
	Clinical practice recommendations
	Expanding the evidence base to inform optimal cancer care
	Future research recommendations

	CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGMENTS
	CONFLICTS OF INTEREST


