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Preface

Dementiq, is a complex condition that affects lakhs of elderly individuals in India and presents a
significant challenge for families, caregivers and institutions. The condition results in
progressive cognitive decline, functional dependency, and behavioural and psychological

symptoms, which significantly affects the day-to-day functioning of individuals.

While many older adults with dementia are cared for at home, the progression of the condition
often necessitates transition into long-term residential care facilities. Recognizing the
significance of quality care and living conditions in these facilities, the Ministry of Social Justice
and Empowerment has taken stance in formulating the Minimum Standards for Dementia Care

Homes.

The development of these minimum standards has been a collaborative effort. The Dementia
India Alliance (DIA), with which Ministry has signed an MoU for dementia-screening of elderly in
senior citizen homes under Atal Vayo Abhudyay Yojana, convened a National Conclave on
Standards of Dementia Care in India on 20th July, 2024, in Chennai.

The document, “Minimum Standards for Dementia Care Homes” has been formulated based
on the deliberations of stakeholders who participated in the conclave as well as inputs received

from the concerned line Ministries.
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Dementia

I N d | 3 A Z llan ce Bringing Help [ Building Hope

Dr Radha S Murthy
President

Messuge

India stands at a defining moment in its approach to dementia care. As life

expectancy rises and the prevalence of dementia increases, the responsibility to
ensure safe, dignified, and compassionate care for those affected becomes ever
more pressing. This publication, “Recommendations on Minimum Standards for

Dementia Care Homes,” represents animportant step toward that goal.

Emerging from the National Conclave on Minimum Standards for Dementia Care
Homes, held in Chennai on July 20, 2024, this document brings together expert
recommendations shaped by rigorous discussion and grounded experience. The
conclave, hosted by Dementia India Alliance (DIA), drew participation from over 70
stakeholders—including clinicians, care providers, policymakers, family carers, and
legal professionals—who shared perspectives on the regulatory and operational
challenges in implementing the Mental Healthcare Act (MHCA) 2017 in dementia

caresettings.

The Ministry of Social Justice and Empowerment (MoSJE) has been at the forefront
of promoting elder welfare and long-term care systems in India. We hope this
document serves as a valuable resource in shaping future policy directives and
national standards for dementia care facilities. These practical, India-contextual
standards prioritize rights, dignity, autonomy, trained staff, infrastructure, and

ethical practices.
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A. Introduction

Dementia is currently the seventh leading cause of death among all diseases and one of the
major causes of disability and dependency among older people worldwide. It has physical,
psychological, social and economic impacts, not only for people living with dementia, but also
fortheir carer-givers, families and society at large.

Worldwide, around 55 million people have dementia, with over 60% living in low- and middle-
income countries. As the proportion of older people in the population is increasing in nearly
every country, this number is expected to rise to 78 million in 2030 and 139 million in 2050.

There are an estimated 10 million new cases of dementia each year worldwide, implying one
new case every 3.2 seconds (WHO, 2019).

B. What is Dementia?

Dementia describes arange of neurological conditions where brain cells and their connections
are damaged, leading to impaired communication and function. It causes a progressive
decline in cognitive functions such as memory, thinking, and reasoning, interfering with daily
life and activities. It's not a normal part of ageing, though age is arisk factor. Alzheimer's disease
isthe most common type of Dementia.

C. Understanding the Indian Data

The main documents which help us to understand the prevalence datain India are
(i)  censusofindia (201),

(i)  DementiaIndiaReport (2010)

(i)  world Alzheimer Report (2015)

(iv)  LASIDAD Study (2022)

| 90+ Figure 1:
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There are nearly 104 million elderly persons (above the age of 60 years) in India, 53 million
females and 51 million males. More than 73 million elderly persons (71%) live in rural areas. The
proportion of elderly persons has increased from 5.8 per cent to 8.8 per cent in rural areas, and
from 4.7 percent to 8.1 percent in urban areas during 1961 to 2011. Kerala has the highest
proportion of elderly people in its population (12.6 %) followed by Goa (1.2 %) and Tamil Nadu
(10.4 %) as per Population Census 2011.

Dementia India Report (2010) conducted a detailed review of literature and it was estimated
that 3.7 million people lived with dementia in India in 2010 and this figure was estimated to
increase to 4.41 million in 2015, 5.29 million in 2020, 6.35 million in 2025, 7.61 million in 2030, 9.07
millionin 2035,10.69 millionin 2040,12.47 millionin 2045 and 14.32 millionin 2050.

Because age is the strongest and best-known risk factor for dementiq, India faces an alarming
potential increase in the number of people with dementia. As per the LASI-DAD Study (2019),
estimated dementia prevalence for people above the age of 60 in India is 7.4%. These numbers
are expected to increase from 8.8 million to 17 million by 2036. The treatment or service gap for
dementiainIndiais thought to be nearly 90%, with only one in 10 people with dementia receiving
adiagnosis, treatment, or care.

16.9M SENIORS MAY GET
DEMENTIA BY 2036

DEMENTIA | When mental ability declines to the
extent that it interferes with a person’s day-to-
day life, it's called dementia. Alzheimer's is at the

root of about three out of four cases of dementia. | Worrying
Stroke, brain tumor can cause dementia too 3 projection
EARLY WARNINGS | Memory loss affecting 16.9 million
daily life, difficulty performing familiar tasks, seniors may suffer
language problems, disorientation from dementia in 2036
BURDEN IN INDIA Prevalence™ Age-wise - STATE VARIATION :
—— Higher among females  Prevalence (%) | |N PREVALENCE Estimated
8.8 million individuals males Hi t Age  Dementia J&K 1104 prevalence
o § wes iNai than males Higher in b-, 60+
in India are living with the 1\ =1 than urban aisd |  odisha 98 " 6o+ n
condition, translatingto  *easesontongrudnaingng | 6064 | 29 WB gy JNT-BOW
7.4% of people aged 60 i 65-69 | 401 HP 8.4
years and older* Role of education | 70-74 103 Assam g4 Sobutantalaiston
of Soutern Cattomn anaames i Much higher D] B3 icra ronall 82 e
collaboration with 18 other institutes. prevalence among 80-84 | 162 Maha I 7.6 e Ocis and west
(Bemoann), Faove oty wooroiece those without formal | 85+ | 254 Bihar' 5.6 Bengal. with higher
. 5 3 . g prevalence than
this. Data cobected 2017-2020 education All ages above 60 7_4%\Delh| 45 national average

Figure 2: Estimated Dementia Prevalence of 7.4% of seniors [ 8.8 million elderly in India.
The study highlights prevalence double among women, and links to education and early-life

nutrition. Times of India, 20.02.2023
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Figure 3: Map showing the prevalence of dementia by state in India with dark red

signifying the highest prevalence and dark green the lowest. While 7.4% is the estimated

dementia prevalence rate for adults aged 60 and older across the country, the map

shows it is unevenly distributed across Indian states.

2010 (3.7 Million)

Figure 4: Projected increase in prevalence

2020 (5.3 Million)
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D. Signs of Dementia

The most common early signs are memory loss difficulty in concentrating, finding it hard to
carry out familiar daily tasks such as getting confused over the correct change when shopping,
struggling to follow a conversation or find the right word, being confused about time and place

and mood changes etc.

n Memory loss

E Difficulty performing familiar tasks

-

n Disorientation to
time and place

n Problems keeping track of things
G\

n Changes in mood and behaviour

of dementia

: Challenges understanding visual
and spatial information

&
L

-

- -

E. Stages of Dementia

judgement '

warning signs

Misplacing things
Fww *

Withdrawal from work

o ®

Problems with language

Shopping list
Apple
w  Mille

Poor or decreased

or social activities
o

m .

Dementiais a non-reversible, progressive condition, which means that it typically worsens over
time. The rate of progression can vary depending on the underlying cause of dementia and
other factors such as age and overall health. Here are some general stages of dementia

progression.

Mild (Early Stage) Moderate (Middle Stage)
- Stilllargely independent + Feel moody or withdrawn
- Diffficulty thinking of the « Unable to recall

right word or name information about

- Forget material that was themselves

just read « Experience confusion
- Difficulty in performing about where they are
tasks in social or work + Personality and

settings behavioural changes

Severe (Late Stage)
Require round-the-clock
assistance
Experience changes in
physical abilities
Difficulty in
communicating
Vulnerable toinfections
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Dementia

F. Legal and Ethical Issues in Dementia

Dementia is associated with significant cognitive impairment. Those affected by dementia are
more vulnerable to loss of mental capacity, homelessness, wandering in society, neglect,
exploitation, abuse, violence, institutionalization, inadequate medical and psychiatric care and
violation of their human rights. In this scenario, there is a need for focused health-related
policies and programs as well as legal and ethical frameworks to protect the interests of elderly

people with dementia.

1. National Policy on Older Persons,
1999

It looks into the provision of

a) financial Security (old-age pension,
retirement benefits);

b) healthcare and nutrition;

c) shelter;

d) welfare; and

e) protection of life and property.

2. Maintenance and Welfare of
Parents and Senior Citizens Act, 2007
(MWPSC Act, 2007)

This Act places a legal obligation on
children and heirs to provide sufficient
maintenance to senior citizens,
Mandates State Governments to
establish old-age homes in every
district with a minimum capacity of 150
senior citizens per home. It also
contains provisions for speedy disposal
of maintenance claims through
dedicated Tribunals

05
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3. National Council of Senior Citizens
The National Council of Senior Citizens

is an autonomous body headed by the
Minister for Social Justice &
Empowerment, Government of India.
This was set up to identify and address
the concerns of older persons. The
council advises Governments on issues
related to the welfare of senior citizens
like a) Policies, programs and
legislative measures related elderly; b)
Promotion of physical and financial
security, health and independent and

productive living; and others.

5. The Rights of Persons with

Disabilities Act, 2016
India signed the United Nations

Convention on the Rights of Persons
with Disabilities (UNCRPD) and
subsequently ratified the same on
Octoberl, 2007. To comply with
UNCRPD, the Government of India
ratified the Rights of Persons with
Disabilities Act, 2016 (RPWD Act 2016) to
replace the Persons with Disabilities

(PWD) Act 1995.
It has provisions for persons with

dementia, who have a disability, for a)
Guardianship; b) Disability welfare and
social benefits provision and c) Right to

access to justice.

4. Mental Health Care Act, 2017

The Mental Healthcare Act (MHCA),
2017 replaces the Mental Health Act
1987. It was enacted to be in line with
the United Nations Convention on the
Rights of Persons with Disabilities in
2007.

The provisions of MHCA, 2017 that are
relevant to the care of persons with
dementiaare:

o) Psychiatric Advance Directives;
b) Nominated Representatives and

c) Consent for Admission and
Treatmentand

d) Right to access mental health care

6. Memorandum of Understanding

with Dementia India Aliance (DIA)
The Ministry of Social Justice and

Empowerment has an MOU with DIA for
screening all the elderlies in the senior
citizen homes funded through Atal
Vayo Abhudaya Yojana. The elderlies
are screened or assessed for possible
dementia, which can be a valuable
measure in improving diagnosis rates
and helping them access the service

they need.



G. Need for Minimum Standards for Dementia Care Homes

The AlzheimerXs and Related Disorders Society of India (ARDSI), in collaboration with the
Neurology Department of Indira Gandhi Cooperative Hospital, Cochin, established India's first
Memory Clinicin1999. Patients with memory disorders were referred from general practitioners,
hospitals, NGOs, and the public; psychiatric social workers screened them, with potential cases
advancing to neurologists for diagnosis and management.

Government-run Memory Clinics remain scarce in India. The Dementia India Report (2010)
estimated around 100 such clinics, mostly in super-specialty hospitals—one per 37,000
people—with limited data on their functioning or team composition. Development has been
sporadic, often tied to medication prescription rather than comprehensive care, leaving a
shortage of specialized service providers.

Most people with dementia receive care at home initially. However, behavioral issues and
disease progression often lead to long-term care facilities, spurring arise in dementia-specific
homes.

Mental Health Act 2017 provides a regulatory framework for minimum standards in mental
health facilities. However, specific regulations for care facilities are an area yet to be explored in
the Indian context. Without mandatory standards for infrastructure, management, licensing,
and care—especially for dementia facilities—residents face risks, and providers encounter
disputes over care quality. Establishing uniform Minimum Standards for Dementia Care Homes
is essential to ensure consistent, high-quality service provision nationwide.

Dementia India Alliance (DIA) convened a National Conclave to formulate and propose
uniform minimum standards and regulations for dementia care facilities across India. The
conclave brought together around 70 stakeholders from across the country, including
dementia and elder-care providers, clinicians, legal experts, family carers, and policymakers,
whose deliberations have directly informed the development of these minimum standards for
dementiacare.

f
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H. Minimum Standards for Dementia Care Homes

l.Licensing

1.1. Mandatory Registration under MHCA, 2017: All facilities catering to people with mental
health issues have to be registered under the provisions of Mental Healthcare Act (MHCA), 2017.
Dementia care homes must comply with MHCA, 2017. The state mental health rules need to be
taken into consideration during registration of such homes.

Distinction between Old Age Home/Senior Citizen Home and Dementia Care Home should be
clearly made. Places where elderly are not receiving any psychiatric treatment may not be
covered by the Mental health Care Act, 2017.

1.2. Compliance requirements: Licensing involves securing various clearances and
compliancesincluding:

« NOC fromfire department, pollution control board and neighbours.
« Bio-management approvals and occupancy certificate for facility safety.
1.3.Legal Admission procedures

- All sections of the Mental Healthcare Act, 2017 (MHCA 2017) apply to a Mental Health
Establishment (MHE) onceitis registered under the Act.

- Section 89 of the MHCA allows the admission of a person with dementia (considered under
mental iliness) for a period of 30 days only. If the mental health professional in charge of the
mental health establishment feels the person require further treatment beyond the period of
30 days, then such medical officer or mental health professional shall be duty bound to refer
the matter to be examined by two psychiatrists for his admission beyond 30 days.

« Section 90 of the MHCA also allows maximum of 180 days of admission. In the current
situation, if any admissions are lasting longer than the above-mentioned period, mental
health authorities have to be informed.

« Voluntary admission under Section 86 is also applicable.
1.4.Rights and Ethics of individuals

« The provisions and Directives of MHCA, 2017, on the Consent for Admission and Treatment,
Nominated Representatives and the Right to access mental health care have to be
scrupulously followed.

« Advanced directive and nominated representative needs to be in place during the
admission stage, given the inability to consentin dementia during later stages.

- Data privacy has to be maintained in the Dementia care homes [ centers as the patients
have a fear of stigmatization.

- Third party assessment is also vital as it confirms the need of patients like admission, care
needs met at home, reasons for admitting, capacity of patients, is the patient coming
voluntarily, etc.



2.Infrastructure

All facilities shall comply with the Minimum Standards of Facilities for the registration of Mental
Health Establishments, as notified in the Schedule of the Mental Healthcare (Central Mental
Health Authority) Regulations dated 18th December, 2020, as amended from time to time.
These standards may vary from State to State.

2.1. Physical features: Creating a safe environment for persons with dementia is essential for
their well-being and peace of mind. Cognitive decline can make basic tasks challenging, and a
supportive, structured environment can help minimize risks and promote a sense of security.

2.1.a.Dementiafriendly design

Infrastructure should be dementia friendly prioritizing an environment that supports the
safety, mobility, and orientation of persons with dementia.

Allrooms are well-lit, ventilated with natural lighting.

Secure indoor and outdoor spaces providing freedom of movement while encouraging
exploration.

The dementia care facility shall be a pucca structure.

Proper connectivity to public and private transport shall be ensured, and the complete
address (including the name, implementing agency, contact details, and accreditation
details) shall be displayed at an appropriate place;

A ramp facility shall be provided at the entrance. If steps are additionally provided, there
shallbe handrails along the steps at a minimum height of 900 mm and a maximum height of
1000 mm fromthe floor level.

Periodic fumigation, pest control, and installation of wire meshes shall be ensured to keep
out pests.

Atleast one wheelchair shall be available in well-maintained working condition.

09



No inflammable materials such as kerosene, petrol, or similar substances shall be stored
anywhere within the facility.

Residents with dementia shall be encouraged to use identification cards or wearable ID tags
to ensure their safety in case they wander or getlost.

2.1.b. FloorPlans

Floor plans should be simple, but not repetitive in order to increase way-finding ability.

Avoid flooring with patterns and reflective shine and high glare as the patients often mistake
dark markings on floors as holes, bugs, etc.,and glare is often mistaken foricy surfaces.

There should be non-slippery floors to provide freedom of movement in the commmon areas
andto their personal spaces.

Create straight and direct layouts to functional destinations, with limited changes in
direction to assist with better wayfinding ability.

Overcrowding shall be avoided, and elderly residents shall not be allowed to sleep on the
floor.

Daily sweeping, swabbing, and dusting of the entire premises shall be carried out.

2.1.c. Safety and comfort

Strategically place ramps and grab bars to reduce fall risks.
Use noise-reducing materials to create quiet zones and minimize stress.
The facility shall not lock residents out of or inside their rooms.

Consider installing baby monitors to alert caregivers if the patient attempts to leave the
home unexpectedly.

Gender-segregated sleeping facilities shall be provided. Couples may be accommodated

inasingleroom.



Beds shall have side rails to prevent residents from falling off

Sufficient space shall be provided for wheelchair movement.

Easy-to-grip door knobs or large lever-type handles shall be used.

Lift/ elevator facilities shall be provided with generator, inverter, or other power backup.
Elevators shall have Braille buttons and auditory announcement systems.

Heaters and coolers may be provided, subject to safety considerations and the health needs
of elderly residents, according to seasonal requirements.

Avoid sharp edges on hospital furniture, fittings, and equipment.

2.1.d. Hallwaydesigns

Hallways need to be clutter-free, with few decision points between destinations and clearly
visible endings to provide a safe pathway.

Sufficient space shall be provided for wheelchair movement. At minimum, the width of
hallways should be 6ft — 8ft to provide adequate accessibility for persons using wheelchairs.

Signage at the end of the hallway to reorient the patients and lead them back to activity
areas.

Use handrails throughout hallways to assist with general wayfinding and transition from
room toroom whileincluding different shapes and textiles.

Keep corridors clear of equipment to avoid distractions.

Keep corridors and passageways through common use areas free of objects which may
causefalls.

Avoid dead ends in corridors by creating comfortable seating, activities (e.g. life skill station)

1
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2.1.e. Signage & Wayfinding

Clearlabels and signs can greatly assist dementia patients in navigating.

Use clear, contrasting signage and simple, direct layouts with minimal changes in direction.
Place signage at eye level, using large, bold fonts and contrasting colours, with images
wherever possible.

Labelling drawers, cabinets, and rooms can reduce confusion and help them maintain a
sense of independence.

Incorporate landmark objects, such as memorabilia and artwork, to aid hospital wayfinding.

2.1f. Toiletaccessibility

Toilets should be visually accessible and easy to find with anti-skid tiles

The setup of the toilet areas should encourage and cue independent use through visual
access and legibility.

Consider installing alarm systems to alert caregivers if the patient has any difficulty
unexpectedly.

Bathroom doors should be sliding or outward opening

2.1.g. Promotingfamiliarityandindependence

Design spaces to feel homelike, with fewer doors and simple layouts.
Encourage natural lighting to provide a view of outdoor greenery.

Use meaningful engagement to draw familiar life experiences, past roles and include
everyday life events.

Activities should be significant to the patients and not just used as a diversion.
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2.1.h. CommunityIntegration

« Dementia care homes should be flexibly designed to promote social interactions while
maintaining safety, independence and changes overtime.

- Communal areas for activities, dining, and socialization.

« Sensoryrooms and engagement spaces tailored to PWD's abilities and preferences.
2.1i. SpecialProvisions

- End-of-Life Care (EOL): Dedicated spaces for compassionate care.

« Isolation Wards: For infection control or special medical requirements.

« GreenSpaces: Accessible outdoor areas for safe, therapeutic experiences.

« Emergencylights onallcriticallocations.

Creating a safe and supportive environment takes some effort but it's crucial for the health and
happiness of dementia patients. It not only minimizes risks but also supports caregivers in
providing the best possible care.

2.2. SupportServices: The dementia care homes should have support services to ease their
working and also to take care of the care givers and support workers enough space to provide
the services. These support servicesinclude:

- Storesformedicines,consumables for residents
+ Kitchen cum canteen space for cooking and common dining

- Reception/Office space for agreements/paper work and to provide information about care
homes

- Memory clinic/assessment space
« Laundryspace

« Waste management provisions for solid waste and appropriate treatment of sewage should
be present.

« Fulltime ambulance service

« Tieup with medicalfacilities foremergency management

« Adequate water availability shall be ensured in wash basins and bathrooms

13



3. StaffingandTraining

3.1. staffing: Effective staffing is critical to ensure high-quality care and support for
individuals with dementia in care homes. The following outlines the recommended staff
categories, roles, and approximate staff-to-resident ratios to maintain an optimal standard of
care:

3.l.a. Doctors (Psychiatrist, Neurologist, Geriatrician, Physician)

Role: Provide medical oversight, manage co-morbidities, prescribe medications, and address
complex health needs.

Engagement: Part-time or full-time.
Staff-to-Resident Ratio: 1:50.
3.1.b. MentalHealth Professionals (Psychologists, Social Workers)

Role: Offer psychological support, facilitate counselling, address behavioural challenges, and
provide family support services.

Engagement: Full-time.
Staff-to-Resident Ratio: 1:50.
3.1.c. SkilledNurses

Role: Deliver nursing care, monitor health conditions, administer medications, and support
residents with daily medical needs.

Engagement: Full-time.
Staff-to-Resident Ratio: 1:10.
3.1.d. NurseAides/Trained Caregivers

Role: Assist with activities of daily living (ADLs), such as bathing, dressing, and feeding, while
offering emotional support and companionship.

Engagement: Full-time.

Staff-to-Resident Ratio: 1:5.




3.1.e. Administrationand Management

Role: Oversee facility operations, manage staff schedules, ensure compliance with regulations,
and coordinate resident care plans.

Engagement: Full-time.
Staff-to-Resident Ratio: 1:15.

3.1f. Therapists (Physiotherapist, Speech Therapist, Occupational Therapist, Dietician /
Nutritionist)

Role: Provide rehabilitative and restorative therapies, improve residents’ functional abilities,
and promote physical and nutritional well-being.

Engagement: Part-time or full-time.
Staff-to-Resident Ratio: Dependent on specific needs.
3.1.g. Supportstaff (Laundry, Housekeeping, Kitchen, Volunteers, Others)

Role: Maintain cleanliness, ensure meals are prepared, and provide logistical and auxiliary
support tothe care home. Volunteers may contribute to meaningful engagement activities.

Engagement: Part-time or full-time.

« An emergency response system and evacuation plan shall be in place. The plan shall be
prominently displayed within the facility, with clear instructions written in the local
language(s) andin English.

« Regular training shall be provided to all staff members to ensure they are prepared to
respond effectively during emergencies. Residents who are not very sick and are capable of
learning shall also be trained in basic emergency procedures to the extent possible.

+ Hospital staff shall operate in compliance with the Mental Healthcare Act, 2017 and provides
care accordingly.
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3.2. Training Standards: To uphold care quality and safety, all staff must undergo robust,
interdisciplinary training emphasizing both technical competence and person-centered
approaches.

Core Training Areas

3.2.a. Person-Centered CarePrinciples

« Respectforindividuality, dignity,and autonomy.

« Enablingindependence and enhancing quality of life.

3.2.b. CarePlanningandDelivery

« Competencein collecting & documenting clinical, personal& social histories.
 Skillsto create,implement, and periodically update personalized care plans.
3.2.c. HealthMonitoring and Reporting

+ Ability to identify and document changes in residents’ behaviour, physical health or
emotional well-being.

« Competencein handlingincidents like falls, injuries, and health emergencies.
3.2.d. Recreationaland Therapeutic Activities

 Facilitate meaningful engagements, cognitive stimulation, social interactions, and physical
activities.

3.2.e. Communication Skills

« Proficiency in verbal and non-verbal communication, especially for residents with sensory
impairments.

+ Ability tocommunicate empathetically with residents, families, and interdisciplinary teams.

3.2f. BehaviouralandPsychological Symptoms of Dementia (BPSD)

« Knowledge of triggers, non-pharmacological management strategies, and de-escalation
techniques.
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3.2.g. Ethics, Privacy, and Safety

- Awareness of ethical caregiving practices, safeguarding residents from abuse/neglect, and
promoting environmental safety.

- Training on fire safety, fall prevention, and emergency protocols.
3.3. TrainingProgram Structure

3.3.a. Eligibility:

+ Age:18-35years.

+ Education:Minimum 8th-grade pass.

« Language:Fluencyinthelocallanguage.

3.3.b. Duration: 6 weeks (2 weeks theory, 2 weeks practical training, and 2 weeks on-the-job
experience).

3.3.c. Content:

« Basics of geriatric nursing.

« Dementiacare practices.

 Firstaid and emergency response.

- Ethics, privacy, and dignity in care.

« Palliative care fundamentals.

3.3.d. Retraining andEvaluation:

« Quarterly retraining sessions to address practical challenges.

 Pre-and post-assessments to ensure competency.
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4.Communicating Effectively with Persons with Dementia

Effective communication with Persons with Dementia often requires patience, understanding,
and adaptability. Here's how the staff needs to be trained to make meaningful connections with
the Dementia patients:

4.1. UseSimple and ClearLanguage: Opt for straightforward sentences and familiar words.
Avoid complex phrases and technical jargon. Repeat key points if necessary, and be prepared
to explain things multiple times.

4.2. Maintain Eye Contact: Making eye contact helps to hold the person's attention and
shows them that they are valued. It also allows to gauge their emotional responses more
effectively.

4.3. Listen Actively: Offer full attention when the person is speaking. Nodding, maintaining
eye contact, and responding with empathy can make them feel heard and respected. Resist
the urge tointerruptor finish their sentences.

4.4. Be Mindful of Your Body Language: Non-verbal cues can be just as important as what
you say. Ensure gestures and facial expressions are open and reassuring. A calm demeanour
can help soothe the personif they are feeling agitated or confused.

4.5. Minimize Distractions: Hold conversations in quiet, calm environments to help the
patient focus. Turn off the TV and other background noises that might compete for their
attention.

4.6. Stay Positive: Positive and supportive language can greatly impact the patient's
emotional well-being. Try to focus on what the person can do rather than what they cannot,
and offer praise and encouragement whenever possible.

4.7. Use Non-Verbal Communication: Touch, hugs, and other forms of gentle physical
affection can convey your care and support, especially when words fail. However, always be
considerate of the person's comfort level with physical contact.

4.8. Remember to Be Patient: Communicating with a dementia patient can sometimes be
challenging and might require additional time. It's important to stay calm and composed.
Patience often leads to more rewarding interactions.

Practicing these techniques not only helps in communicating effectively but also strengthens
your relationship with your patients. Remember, your empathy and understanding can make a
world of difference.




5. Quality of Care: Standard Operating Protocols

5.1. Admission and Discharge Procedure/documents: History sheet and all details
emergency contact numbers, nominated representatives’ details, medical history with
prescriptions should be duly documented.

5.2. Assessment:

5.2.0. A holistic assessment of the resident's abilities and background is necessary to provide
care and assistance thatis tailored to the resident's needs.

5.2.b. A comprehensive assessment will include understanding a resident’s: Cognitive health,
physical health, physical functioning, behavioural status, sensory capabilities, decision-
making capacity, communication abilities, personal background, cultural preferences,
spiritual needs and preferences.

5.2.c. The history collected should also document the reason for admitting the person into
care home, preferences for life sustaining treatment, legal and financial decision making. The
assessments should acknowledge that the resident's functioning might vary across different
staff shifts.

5.3. Integrative Care Overview: Integrative care combines the best of modern science with
traditional healing systems to offer a holistic approach to patient care. Itinvolves:

5.3.a. Incorporating diverse healing systems: Including local and culturally accepted
practices alongside modern medical interventions.

5.3.b. Customizable care models: Allowing for patient choice within care plans.

5.3.c. Combining modern and traditional wisdom: Utilizing technological advancements with
ancient healthcare practices.

5.3.d. Tracking outcomes: Monitoring and evaluating the effectiveness of various
interventions.

5.4. Multidisciplinary Approachtointegrated Care
5.4.a. Baseline Assessments:

+ Physician: History, comorbidities, general & neurological examination, relevant past
investigations, medication list,and blood work review.

- Psychologist: Cognitive and mood evaluations using tools like HMSE (Hindi Mental State
Examination), ACE (Adenbrooke’s Cognitive Examination) and NPI (NeuroPsychiatric
Inventory)

- Physical Therapist: Physical evaluation for pain, weakness, fall risk, frailty index, and ADLs
(Activities of Daily Living) using EASI (Everday Abilities Scale for India) / Barthel’s Index.

« Investigations: Lab work, EEG (electroencephalogram),imaging, ECG (electrocardiogram).
5.4.b. Diagnosis and TreatmentPlan:
+ Clinical Diagnosis: Confirm presence of dementia and Identify reversible causes

- Determinetype (e.g. Alzheimer's, vascular dementia, mixed).
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5.4.c. TreatmentPlan:

« Develop an individualized management plan including pharmacological and non-
pharmacologicalinterventions.

« Schedule bothindividual and group therapy sessions.
5.4.d. Education and Counselling:

For Patients and Families: To provide detailed information about diagnosis, prognosis, and
advanced care planning and discuss support services available.

5.4.e. Routine Monitoring Schedule
Daily Monitoring (by nurses/attendants):
« Vitals: Temperature, blood pressure, pulse, respiratory rate.

- Observations: Behaviours, mood, activity levels, signs of infection, bed sores, RT/catheter
changes.

« Medication: Allergies, consolidated medication list, refills.

« RedFlags:Immediate reporting and escalation.

Weekly Monitoring (by Doctor and Dietitian):

« Medication: Adherence and side effects.

+ Nutrition: Intake and hydration status, lab work.

Quarterly Monitoring (by Multidisciplinary Team):

. Cognitive Screening: Repeat tests (e.g., Montreal Cognitive Assessment [ HMSE [ ACE, NPI).
. ADLs: Evaluate using Barthel'sindex [ EAS, fall risk, frailty index.

« Caregiver Update: Collated report on general condition, new ailments, treatments,
investigations, and current status.

Annual Monitoring (by Specialists):

« Checks:Eyes, dental, lab work.




5.4.f. PathwayforEscalation
Communication and Documentation:

+ Medical Records: Record history, complaints, comorbidities, medications, and
investigations.

- CarePlans: Tailor to specific needs and preferences with regular updates. (detailed below)
 Daily Logs: Document daily activities, meals, medication administration, and incidents.
EmergencyPreparedness:

- Information: Keep emergency contact details up-to-date.

- CrisisResponse: Document care plans for quick action during emergencies.

Privacy and Confidentiality:

« Records:Maintain strict confidentiality and access control.

« Authorized Personnel: Ensure only authorized individuals access records.

Family Communication:

« Records:Document family interactions and updates.

 Involvement: Ensure transparency and involve family in care decisions.

Legal and Financial Documentation:

« Powers of Attorney: Document decision-making authorities.

« Guardianship:Manage legal and financial affairs.

Continuous Quality Improvement:

« Review and Feedback: Regularly assess monitoring effectiveness. Incorporate insights from
caregivers, staff, and healthcare providers.

Update Policies and Procedures:

+ Revisions: Adapt protocols based onthe latest research and best practices.
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5.5. CarePlan

5.5.0. Care plan is generated from a comprehensive assessment and drawn up for each
resident and this provides the basis for the care to be delivered.

5.5.b. The care plan sets out in detail the action which needs to be taken by care staff to ensure
that all aspects of the health, personal and social care needs of the person with dementia are
met.

5.5.c. The care plan must concern with the care of older people, and includes a risk
assessment, with particular attention to prevention of falls.

5.5.d. The care plan is reviewed by care staff in the home at least once a month, updated to
reflect changing needs and current objectives for health and personal care and actioned.

5.5.e. An effective care plan builds on the resident’s abilities and incorporates strategies such
as task breakdown, fitness programs and physical or occupational therapy to help residents
complete their daily routines and maintain their functional abilities as long as possible.

5.5.f. When all staff involved in a resident's care are familiar with the care plan, they will be
better equipped to provide appropriate care to the resident.

5.v.g. Care plans need to be flexible enough to adapt to daily changes in a resident's needs
andwishes.

5.6. Activities

5.6.0. Residents should be encouraged to use their remaining skills in their daily activities. Goal
of activities is to restore sense of purpose, control, and makes task familiar. Such activities will
enhance the sense of well-being and autonomy.

5.6.b. Usetechniquesthatencourageresidentsto be asindependentas possible.
5.6.c. Frequent,meaningful activities are preferable to afew, isolated programs.
5.6.d. Activities should proactively engageresidents.

5.6.e. The outcome of an activity or social interaction is not as important as the process of
engaging the residents. Offering activities that accommodate the resident's level of

functioning can promote participationinthem.




5.6.f. When an activity includes multiple participants, consider the group dynamic and the
overallmood of the group, and be flexible in adapting the focus and purpose of the activity.

5.6.g. Foster community involvement to enhance social connections and the sense of being
partof acommunity.

5.6.n. Staffcan offer opportunities for families to be involved in activities.

5.6.i. Group sizes and lengths of time for the activity need to be tailored to the functional level
of residents.

5.6. Efforts need to be put for providing better quality of life of persons with dementia, which
may impact the well-being of the care givers too.

5.6.k. All sorts of activities like physical, mental, social and creative will help persons with
dementia for their well-being and to live with dignity.

5.6.. Behavioural management with constructive, individualized, and appropriate psycho-
social activities seem to be more effective.

5.6.m. It is important to provide holistic care and attend to the personal needs, communicate
well,and give independence, privacy, and safety for persons with dementia.

5.6.n. Music and dance uplift mood and engagement effectively. Gardening offers therapeutic
benefits.

5.6.p. Non-pharmacological interventions in dementia care should encompass a wide range,
including personal life histories, daily caregiver interactions, influences of physical and social
environments, and diverse therapies.

5.7. Maedical Management: A policy on medical management has to be maintained by the
care homes. Treatment procedures and records shall be maintained and implemented in
accordance with the provisions of the Mental Healthcare Act, 2017.

The staff should adhere to procedures for the receipt, recording, storage, handling,
administration and disposal of medicines. Records are kept of all medicines received and
administered, that leave the home or are disposed of, to ensure that there is no mishandling or
hoarding. A record is maintained of current medication for each resident. All medicines are
administered by a registered nurse. SOS medications usage should be clearly documented.
Every day administration of all drugs should be duly recorded including side effects. Regular
Visits by Qualified Physicians is a must to ensure appropriate medical oversight.

« Basic Training for Physicians: Require all doctors in care home settings to undergo basic
training in geriatric and dementia care management.

« Staff Training: Train care home staff to recognize and respond to common medical
conditions (e.g., urinary tract infections, constipation) and the adverse effects of
medications.

« Drug Information Awareness: Provide drug information sheets for prescribed medications
and ensure care home staff are trained to understand and use them.

- Early Detection and Intervention: Implement processes for early identification of cognitive
impairment (e.g., delirium, mild cognitive impairment, dementia), as well as depression and
anxiety disorders, with appropriate medical interventions.

23



24

5.8. Psychosocialinterventions

5.8.a. Staffing Ratios: Enforce mandatory adherence to recommended staff-to-resident ratio

standards to ensure sufficient staffing levels.

5.8.b. Tiered Staff Training Programs:

« Tierl: Train all staff in essential communication and caregiving skills, including personal care,
mobility assistance, fall prevention, feeding, skin care, monitoring vitals, and administering
medications. Incorporate training on basic interventions such as implicit orientation, use of
orientation boards, music, games, and physical activities.

« Tier 2: Provide advanced training on delivering structured psychosocial interventions like
Cognitive Stimulation Therapy, Reminiscence Therapy, and Validation Therapy, focusing on
meaningfulengagement for persons with dementia.

- Tier 3: Equip staff with skills to prevent and manage Behavioural and Psychological
Symptoms of Dementia (BPSD) through non-pharmacological approaches.

5.8.c. Infrastructure Support: Ensure care home facilities include designated spaces for the
delivery of psychosocial interventions to foster an appropriate and supportive environment.

5.8.d. Awareness Initiatives: Conduct awareness programs for staff and families to highlight
the benefits and importance of psychosocial interventions in improving the quality of life for
residents with dementia.

5.9. EndoflifeCare
5.9.a0. Advanced care planning should be part of initial assessment.
5.9.b. Persons'wishes aboutlife sustaining procedure should be documented.

5.9.c. Quality care and comfort should be provided to people with palliative care needs in the

carehome.
5.9.d. Theirspiritual needs, rights torites and functions have to be taken into consideration.

5.9.e. Standard protocols have to be developed for advanced care, dealing with increasing
infirmity and arrangements after death.

5.9.f. Privacy anddignity of the person with dementia have to be upheld atall times.




5.10. Maintenance of Records:

5.10.a. Physical state, mental status and social care status along with the risks and care plans
need to be documented.

5.10.b. At the time of admission, documentation of the need for admission, period of admission,
goals to achieve through the admission and assessment of risk is required.

5.10.c. During the stay in the home the physical state including injuries and falls needs to be
recorded carefully.

5.10.d. Pre-existing conditions during admission, and conditions during discharge to be
documented to avoid medico legal problems.

5.10.e. The documentation can be done by everyone who is involved in the care and treatment
viz; Medical doctor, psychiatrist, nurses, physiotherapist, occupational therapist, psychologist
and social worker.

5.10.f. All professionals involved in the treatment need to maintain regular documentation
wheneverin contact with the client. If required more than once ina day.

5.10.g. Provisional care plan needs to be prepared on admission and proper care plan should
be ready within aweek.

5.10.h. Care plan needsto bereviewed atleastonce aweek.
5.10.i. Therecordscanbe paperbased ordigital according to the care facility.

5.10j. Maintenance of records, including documentation and confidentiality practices shall be
in accordance with the Mental Healthcare Act, 2017
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I. Conclusion

Quality dementia care in residential settings must be rooted in dignity, person-centred
support, safety, and compassion. These minimum standards aim to ensure that every
individual living with dementia receives consistent, respectful, and evidence-based care that
enhances quality of life. Care homes play a critical role not only in managing symptoms but
alsoinenhancing meaningful engagement, autonomy, and emotional well-being.

Alongside care, there is a growing need to promote awareness of dementia risk reduction
through healthy lifestyles, early screening, and management of conditions.

Addressing factors such as physical inactivity, social isolation, depression, poor nutrition,
poorly managed hypertension or diabetes, smoking and alcohol use, hearing and vision
impairment, and limited cognitive stimulation, are crucial for Dementia Risk Reduction.

By integrating good care practices with a prevention-oriented approach, there can be a move

towards a more responsive and resilient system of dementia care.
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