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[bookmark: _Toc158800630]Background

“Delirium is an acute medical emergency associated with poor outcomes that commonly affects older people admitted to hospital. Older people and people with dementia, severe illness or a hip fracture are more at risk of delirium. It causes great distress to patients, families and carers and has potentially serious consequences such as increased likelihood of admission to long term care and even increased mortality” Health Improvement Scotland (2019).

NICE (2010) require that all healthcare organisations make the awareness, recognition, and management of delirium a priority. Whilst older people are more at risk of developing delirium, it is important to note that younger people and people experiencing mental illness may also develop delirium.

The prevalence of delirium in people on medical wards in hospital is about 20% to 30%. Between 10% and 50% of people having surgery develop delirium. Older people, those with a current hip fracture or a serious illness and those with dementia are at higher risk of developing delirium. The prevalence of delirium in patients with dementia is around 66%. Early detection of delirium and proactive management is crucial to prevent further deterioration and improve the prognosis and outcomes for patients. 

[bookmark: _Hlk152326127]Dementia United have developed several Greater Manchester delirium resources. These resources are based on national evidence, co-produced by experts by experience and with engagement and harnessing the momentum which has been created by hosting three annual World Delirium Awareness Day Events 2018 – 2020. 

The Greater Manchester resources are:

a) [bookmark: _Hlk152340219]A Greater Manchester hospital delirium toolkit (this document) was based on the resources and piloting of the Greater Manchester Community Delirium Toolkit in 2020[endnoteRef:2]; where we were able to work with five localities and assess, treat and manage delirium in 70% of cases avoiding a hospital admission. [2: List of full links to resources

 Delirium can be safely managed in the community through implementation of a community toolkit: a proof-of-concept pilot study 
https://www.rcpjournals.org/content/futurehosp/9/1/83

] 

b) A Greater Manchester Community Delirium Toolkit for health and social care staff in the community and primary care. This is available on the Dementia United website[endnoteRef:3]. [3:  Greater Manchester Community Delirium Toolkit 
https://dementia-united.org.uk/delirium-community-toolkit/

] 

c) A long and short version of the Greater Manchester Delirium Leaflet.  These are resources for anyone with delirium, family members, as well as anyone at risk of developing delirium. These are available as written, audio and film resources.
d) There are Translated Greater Manchester Delirium Leaflet versions available in sixteen languages as written, audio, and film resources.

Dementia United have also collated some GM delirium training resources[endnoteRef:4]. [4:  Delirium toolkit training resources - Dementia United 
https://dementia-united.org.uk/delirium-toolkit-training-resources/

] 


Dementia United would like to acknowledge and give thanks to SIGN, Health Improvement Scotland and NHS Ayrshire and Arran; as we built on these resources when developing the Toolkit.

Contact Dementia United if you want to provide feedback or have any questions 
e: gmhscp.dementiaunited@nhs.net 

Full written links to all resources can be found at the end of the document.



[bookmark: _Toc158800631]Key Documents
Please see below the key documents that make up the Greater Manchester hospital delirium toolkit

	1.
	Greater Manchester hospital process for identifying and managing delirium (Key Document 1)
Outlines the systematic process to follow when screening, assessing and managing delirium
	

[endnoteRef:5] [5:  Greater Manchester hospital process for identifying and managing delirium (Key Document 1)
https://dementia-united.org.uk/wp-content/uploads/sites/4/2024/02/Greater-Manchester-hospital-process-for-identifying-and-managing-delirium-Key-Document-1.docx

] 


	2.
	4 A’s Test for delirium screening (Key Document 2)
	

[endnoteRef:6] [6:  4 A’s Test for delirium screening (Key Document 2)
https://dementia-united.org.uk/wp-content/uploads/sites/4/2020/10/02-4AT.pdf

] 


	3.
	Greater Manchester hospital delirium TIME Bundle (Triggers, Investigations, Management, Engagement) (Key Document 3)
Provides a systematic process for identifying triggers, undertaking investigations, and managing delirium to recovery and any necessary follow-up
	

[endnoteRef:7] [7:  Greater Manchester hospital delirium TIME Bundle (Triggers, Investigations, Management, Engagement) (Key Document 3)
https://dementia-united.org.uk/wp-content/uploads/sites/4/2024/02/GM-hospital-delirium-TIME-Bundle-Triggers-Investigations-Management-Engagement-Key-Document-3.docx

] 


	4a.
	Greater Manchester hospital delirium management and engagement guidance –for medical teams (Key Document 4a)
Provides detailed guidance on the medical management of a person with delirium.
	

[endnoteRef:8] [8:  Greater Manchester hospital delirium management and engagement guidance –for medical teams (Key Document 4a)
https://dementia-united.org.uk/wp-content/uploads/sites/4/2024/02/GM-hospital-delirium-management-and-engagement-guidance-–for-medical-teams-Key-Document-4a.docx

] 


	4b.
	Greater Manchester hospital delirium management and engagement guidance–for non-medical teams (Key Document 4b)
Provides detailed guidance on the nursing care and management of a person with delirium and how to engage family members and carers after delirium has been diagnosed.
	

[endnoteRef:9] [9:  Greater Manchester hospital delirium management and engagement guidance–for non-medical teams (Key Document 4b)
https://dementia-united.org.uk/wp-content/uploads/sites/4/2024/02/GM-hospital-delirium-management-and-engagement-guidance-–for-non-medical-teams-Key-Document-4b.docx

] 


	5a.
	Greater Manchester delirium leaflet: long version

	


	5b.
	Greater Manchester delirium leaflet: short version

	


	5c. 
	Greater Manchester delirium leaflet: translated versions 
Delirium leaflets, film, and audio version translated into 16 languages.
	GM delirium leaflet: translated versions [endnoteRef:10] [10:  Translated delirium resources - Dementia United 
https://dementia-united.org.uk/translated-delirium-resources/

] 


	5d.
	Delirium: top tips for carers and family members
Written guide.
	Delirium: Top tips for carers and family members guide[endnoteRef:11] [11:  Delirium: Top tips for carers and family members guide
https://dementia-united.org.uk/wp-content/uploads/sites/4/2024/02/Delirium-top-tips-for-carers-or-family-members.pdf

] 


	5e.
	Delirium, what to look out for and what to do for family members and carers
Short film starring lived experience members talking about the importance of knowing what delirium is and why it is so important to act on it.
	Delirium, what to look out for and what to do for family members and carers [endnoteRef:12] [12:  Delirium, what to look out for and what to do for family members and carers
https://www.youtube.com/watch?v=6A6t5rNteyo] 





[bookmark: _Toc158800632]Optional resources
Please see below optional resources that may of value to be using or referring to, when applying the Greater Manchester hospital delirium toolkit.

	6.
	NEWS2: Additional implementation guidance - RCP London

	NEWS2: Additional implementation guidance [endnoteRef:13] [13: 

 NEWS2: Additional implementation guidance 
https://www.rcplondon.ac.uk/projects/outputs/news2-additional-implementation-guidance

] 





[bookmark: _Toc158800633]Triggers
These resources may assist you in identifying the triggers and/or causes of delirium.

	7.

	Abbey Pain Scale
	Abbey Pain Scale [endnoteRef:14] [14:  Abbey Pain Scale 
https://www.apsoc.org.au/PDF/Publications/Abbey_Pain_Scale.pdf

] 



	8.

	Pain Assessment in Advanced Dementia Scale (PAINAD) - MDCalc
	(PAINAD) - MDCalc [endnoteRef:15] [15:  (PAINAD) - MDCalc 
https://www.mdcalc.com/pain-assessment-advanced-dementia-scale-painad

] 



	9a.
	Greater Manchester Nutrition and Hydration materials - Paper Weight Arm band can be used to indicate malnutrition
	Paper Weight Arm band [endnoteRef:16] [16:  Paper Weight Arm band  
https://www.ageuk.org.uk/salford/about-us/improving-nutrition-and-hydration/the-paperweight-armband/

] 



	9b.

	Greater Manchester Nutrition and Hydration materials – Monitoring food, fluid intake, and oral hygiene
	
 [endnoteRef:17] [17:  Monitoring food, fluid intake, and oral hygiene 
https://dementia-united.org.uk/wp-content/uploads/sites/4/2020/10/08B-Urine-chart-with-fluid-and-food-intake.pptx

] 


	10.
	Mouth care assessment guide - Health Education England

	


	11.
	Bristol Stool Chart – Bladder and Bowel Community
	Bristol Stool Chart [endnoteRef:18] [18:  Bristol Stool Chart 
https://www.bladderandbowel.org/wp-content/uploads/2017/05/BBC002_Bristol-Stool-Chart-Jan-2016.pdf

] 


	12.
	Hints and tips for anticholinergic burden (ACB) medication reviews– Hertfordshire & West Essex ICB
	Anticholinergic burden (ACB) medication reviews [endnoteRef:19] [19:  Hints and tips for anticholinergic burden (ACB) medication reviews
www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/download?cid=1491&checksum=226d1f15ecd35f784d2a20c3ecf56d7f

] 




Investigations
These resources could assist in investigating for specific causes of delirium.

	13.
	UTI Assessment Tool – Bury CCG
	Bury UTI Assessment Tool [endnoteRef:20] [20:  Bury UTI Assessment Tool 
https://www.buryccg.nhs.uk/download/document_library/your-local-nhs/plans_policies_and_reports/medicines_optimisation/Assessment-Tool-Version-1.4.pdf

] 


	14. 
	Newcastle Urine Collection pack when someone wears incontinence products. Can be purchased from NHS Supply Chain item FSW1451 

	Urine Collection Pack [endnoteRef:21] [21:  Urine Collection Pack 
https://my.supplychain.nhs.uk/Catalogue/browse/159/specimen-collectors?CoreListRequest=BrowseAll

] 





Management
These resources could assist in the management of delirium.

	15.
	Fundamental needs in dementia - an animation from the CAIT and Newcastle Model series
	Fundamental needs in dementia [endnoteRef:22] [22:  Fundamental needs in dementia 
https://www.youtube.com/watch?v=R0C2ug7AbTY

] 



	16. 
	Freedom to choose and dignity in care - Social Care Institute for Excellence -

	Freedom to choose and dignity in care - SCIE[endnoteRef:23] [23:  Freedom to choose and dignity in care - SCIE
https://www.scie.org.uk/providing-care/dignity-in-care/freedom/

] 






Engagement
These resources could assist in engaging with family members and carers on delirium.

	17.
	 “This is Me” document – Alzheimer’s Society
	Alzheimer’s Society “This is Me” document [endnoteRef:24] [24:  Alzheimer’s Society “This is Me” document 
https://www.alzheimers.org.uk/get-support/publications-factsheets/this-is-me

] 


	18.
	Dementia Friendly Hospital Charter 2020

	DF HOSPITAL CHARTER [endnoteRef:25] [25:  Dementia Friendly Hospital Charter
www.firebasestorage.googleapis.com/v0/b/johns-campaign-site.appspot.com/o/docs%2Fexternal%2Fdementia-friendly-hospital-charter-2020.pdf?alt=media ] 


	19.
	Eating and drinking well – supporting people living with dementia
	Eating and drinking well – supporting people living with dementia [endnoteRef:26] [26: 

 Eating and drinking well – supporting people living with dementia 
https://wessexahsn.org.uk/img/projects/Living with Dementia A4-1569934855.pdf

] 





Other resources

	20.
	Living well while waiting for a memory assessment
There may be occasions where the person requires an assessment as they are presenting with longer terms symptoms that require a referral Into the Memory Assessment Team or regional cerebral functional unit. This webpage will be of value for anyone needing to wait for this assessment.
	Living well while waiting for a memory assessment. [endnoteRef:27] [27:  Living well while waiting for a memory assessment. 
https://www.nextsteps.org.uk/wp-content/uploads/2021/06/NS_downloadable.pdf


 Bibliography
https://dementia-united.org.uk/wp-content/uploads/sites/4/2024/02/Bibliography-for-GM-delirium-community-and-hospital-toolkits.docx


Get in touch

Email: gmhscp.dementiaunited@nhs.net

Website: www.dementia-united.org.uk


Twitter       	@GM_HSC

Facebook 	@GMHSCPartnership
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This document and the other key documents and optional resources listed below can be accessed via the Dementia United website (ww.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit)



Please note this is a guide only and clinical judgement should be exercised, particularly regarding any red flags e.g. delirium following a fall or head injury, new neurology or patients taking anti-coagulation medication.


TIME FRAMES: 

Delirium is a medical emergency. 

2-4 hours ??hours

2 days









		

4AT



		

TI

		

ME








Single Question Delirium SQiD 

New confusion should be identified using the SQiD, Single Question to Identify Delirium (Sands et al, 2010). That is ‘Do you think (the patient) has been more confused lately’ and or seemed more drowsy. If the answer is yes it should prompt further assessment as below. The NEWS2 has an additional category not previously available within the NEWS. The item ‘new confusion’ scores 3. NEWS2 (optional resource 6) [endnoteRef:2] [2: List of full links to resources

 NEWS2: Additional implementation guidance | RCP London. https://www.rcplondon.ac.uk/projects/outputs/news2-additional-implementation-guidance] 




1. Complete 4 A’s Test for delirium screening



4 A’s Test for delirium screening (see key document 2 of the hospital toolkit)[endnoteRef:3] [3:  4 A’s Test for delirium screening (Key Document 2)
www.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit/
] 




· 4 A’s Test for delirium screening (Key Document 2)[endnoteRef:4] [4: 
 4 A’s Test for delirium screening (Key Document 2) 
www.dementia-united.org.uk/wp-content/uploads/sites/4/2020/10/02-4AT.pdf

] 


· The 4AT is recommended for use for identification of patients with probable delirium. It requires little training and is quick and easy to use. A score of 4 or above suggests delirium +/- underlying dementia 

· A score of 1-3 suggests possible cognitive impairment (unspecified) 

· A score of 0 suggests cognitive impairment is unlikely to be present



Pay attention to the 4AT guidance notes. 

· Testing attention is the key e.g., the months of the year backwards, or count 20 to 1.

· Altered arousal. How sleepy are they? Not holding string of conversation together?

· Liaise with someone who knows the person well to determine if they have become suddenly more confused – family, care home staff, care provider.

· The 4AT has been translated in to 20 different languages and therefore we suggest using these with a translator - accessible via the link [endnoteRef:5] [5:  4AT Translations
 www.the4at.com/4at-translations] 




Please note that despite updated guidance on how to assess for new confusion as part of NEWS2, the scoring as currently implemented cannot be relied upon for delirium detection (Vardy et al 2022). The recommendation from NHS England (2023) of the triple assessment using the 4AT, NEWS2 and Clinical Frailty Scale recommended by the Getting It Right First Time (GIRFT) geriatric medicine report may be a meaningful way forward for older patients.



2. Confirm whether the person has delirium 

NICE Recommendations - Delirium: prevention, diagnosis and management in hospital and long-term care “If indicators of delirium are identified, a health or social care practitioner who is competent to do so should carry out an assessment using the 4AT”[endnoteRef:6] [6: 
 NICE Recommendations - Delirium: prevention, diagnosis and management in hospital and long-term care 
www.nice.org.uk/guidance/cg103/chapter/Recommendations#assessment-and-diagnosis
] 




Following any completion of the 4AT please record the outcomes and scores in the patient notes. This is important as those who experience delirium are more likely to experience it again in the future, and those over the age of 65 are more likely to develop dementia.  You can download the 4AT assessment from the Dementia United website[endnoteRef:7]. There is a vast amount of evidence supporting the sensitivity and specificity of the 4AT; please see the appendices for the bibliography for details. [7:  Delirium toolkit training resources - Dementia United (see ‘how to complete the 4AT’) https://dementia-united.org.uk/delirium-toolkit-training-resources
] 




What is delirium?



Definition Delirium is defined as “a disturbance of consciousness that is accompanied by a change in cognition that cannot be better accounted for by a pre-existing or evolving dementia” 



Characteristics of delirium defined by the DSM V criteria: [endnoteRef:8] [8:  NICE DSMV criteria
https://cks.nice.org.uk/topics/delirium/diagnosis/assessment/

] 


· Disturbance in attention (reduced ability to direct, focus, sustain, and shift attention) and awareness. 

· The disturbance develops over a short period of time (usually hours to days), represents a change from baseline, and tends to fluctuate during the course of the day. 

· An additional disturbance in cognition (memory deficit, disorientation, language, visuospatial ability, or perception) 

· The disturbances are not better explained by another pre-existing, evolving or established neurocognitive disorder, and do not occur in the context of a severely reduced level of arousal, such as coma 

· There is evidence from the history, physical examination, or laboratory findings that the disturbance is caused by a medical condition, substance intoxication or withdrawal, or medication side effect. 



Additional features that may accompany delirium and confusion include: 

· Psychomotor behavioural disturbances such as hypoactivity, hyperactivity with increased sympathetic activity, and impairment in sleep duration and architecture. 

· Variable emotional disturbances, including fear, depression, euphoria, or perplexity. 



Delirium subtypes Delirium has been classified into subtypes depending on the changes is level of consciousness: 

· Hyperactive (restlessness, agitation, non-purposeful walking, insomnia) 

· Hypoactive (drowsiness, somnolence, withdrawn)

· Mixed: alternating hyperactive and hypoactive subtypes





Differential diagnosis of delirium

The differential diagnosis of delirium includes dementia, depression, non-convulsive epilepsy, psychosis and stroke. 



If the diagnosis is unclear, assume delirium and treat reversible causes whilst seeking a second opinion.  Consider a referral to liaison psychiatry or neurology if a neurological condition is suspected. 



It is well acknowledged that older people are at higher risk of developing delirium; however it is important to consider delirium in younger people with complex or serious medical conditions, including patient’s with diagnoses of severe mental illness/learning disability. 



The table below provides information on how delirium, dementia and depression differ, which we hope will assist with making the diagnosis.



Table of 3 D’s – Delirium, dementia and depression

		

		Delirium

		Dementia

		Depression



		Onset

		Sudden (hours/days)

		Usually gradual and progressive (months and years)

		Gradual (weeks/months)



		Duration

		Usually less than a month 

		Years to decades

		Months, can be chronic



		Course

		Reversible, when causes identified

		Not reversible, progressive deterioration

		Recovers within months, can relapse



		Alertness, levels of consciousness

		Fluctuates (sleepy/agitated) known as hyper or hypo types

		Generally normal or slowed

		Generally normal 



		Attention

		Fluctuates, difficulty concentrating, easily distracts

		Generally normal 

		May have difficulty concentrating



		Sleep

		Change in pattern, often awake through the night and more confused

		Can be disturbed / night time wandering and confusion possible as disease progresses-

		May experience early morning wakening, or difficulty in getting off to sleep



		Thinking

		Disorganised - jumping from one idea to another

		Abstract thought problems, poor judgement, sometimes problems word finding

		Slower, preoccupied with negative thoughts e.g. hopelessness/ helplessness/ self-depreciation 



		Perception

		Illusions, delusions and hallucinations common

		Generally normal in early stages

		Generally normal





If delirium is not diagnosed, manage as appropriate. If delirium is diagnosed, continue with steps outline below.



[bookmark: _Hlk158798369]If there is difficulty distinguishing between the diagnoses of delirium, dementia or delirium superimposed on dementia, manage the delirium first. [2010] NICE [endnoteRef:9] [9:  NICE Recommendations - Delirium: prevention, diagnosis and management in hospital and long-term care 
www.nice.org.uk/guidance/cg103/chapter/Recommendations

] 


Ensure that the diagnosis of delirium is documented both in the person's record or notes, and in their primary care health record. [2010] NICE 



3. [bookmark: _Hlk77585307]Complete the Greater Manchester hospital delirium TIME Bundle (Triggers, Investigations, Management, Engagement) (Key Document 3)




If delirium is strongly suspected or diagnosed, initiate the Greater Manchester hospital delirium TIME Bundle (Triggers, Investigations, Management, Engagement) (Key Document 3 of the )[endnoteRef:10]. [10:  Greater Manchester hospital delirium TIME Bundle (Triggers, Investigations, Management, Engagement) (Key Document 3)
www.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit/
] 




We would advise working through the TIME bundle document, as it is intended to provide a systematic approach to identifying causes and undertaking investigations. Eliminate each possible trigger as needed, being mindful that that delirium is often caused by more than one trigger. Apply the same principle to using the Greater Manchester hospital delirium management and engagement guidance - for medical teams (Key Document 4a of the hospital delirium toolkit)[endnoteRef:11] and for non-medical teams (Key Document 4b of the hospital delirium toolkit)[endnoteRef:12] [11:  Greater Manchester hospital delirium management and engagement guidance –for medical teams (Key Document 4a) 
www.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit

]  [12:  Greater Manchester hospital delirium management and engagement guidance –for non-medical teams (Key Document 4b) 
www.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit
] 




Triggers

[bookmark: _Hlk39597553]Some Optional Resources are included in this toolkit, but you may have appropriate tools that you already use in your organisation. The links to the Optional Resources are provided in the toolkit contents document are can be accessed on the Dementia United website[endnoteRef:13]  [13:  Greater Manchester Hospital Delirium Toolkit - Dementia United 
https://dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit
] 




(The optional resources – in italics - are suggested as examples however you may have other appropriate tools already in use in your organisation).



Optional resources

·  Abbey Pain Scale[endnoteRef:14] [14:  Abbey Pain Scale 
https://www.apsoc.org.au/PDF/Publications/Abbey_Pain_Scale.pdf] 


· [bookmark: _Hlk39597598]Pain Assessment in Advanced Dementia Scale (PAINAD) - MDCalc [endnoteRef:15] [15: 

 MD Calc Pain Assessment Advanced Dementia Scale 
https://www.mdcalc.com/pain-assessment-advanced-dementia-scale-painad] 


· Greater Manchester Nutrition and Hydration materials

· Paper Weight Arm band can be used to indicate malnutrition if weighing someone is not possible [endnoteRef:16] [16: 

 The Paperweight Armband Age UK Salford 
https://www.ageuk.org.uk/salford/about-us/improving-nutrition-and-hydration/the-paperweight-armband/] 


· Greater Manchester Nutrition and Hydration materials – Monitoring food, fluid intake, and oral hygiene [endnoteRef:17] [17: 

  Greater Manchester Nutrition and Hydration materials – Monitoring food, fluid intake, and oral hygiene  
www.dementia-united.org.uk/wp-content/uploads/sites/4/2020/10/08B-Urine-chart-with-fluid-and-food-intake.pptx] 


· Health Education England Mouth Care Assessment Guide [endnoteRef:18] [18: 

 HEE Mouth Care Assessment 
https://dementia-united.org.uk/wp-content/uploads/sites/4/2020/10/09-HEE-Mouth-Care-Assessment.pdf] 


· Bristol Stool Chart [endnoteRef:19] [19: 

 Bristol Stool Chart 
https://www.bladderandbowel.org/wp-content/uploads/2017/05/BBC002_Bristol-Stool-Chart-Jan-2016.pdf] 


· Hints and tips for anticholinergic burden (ACB) medication reviews) [endnoteRef:20] [20: 

 Hints and tips for anticholinergic burden (ACB) medication reviews
https://www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/download?cid=1491&checksum=226d1f15ecd35f784d2a20c3ecf56d7f
] 






“Delirium is more common among fallers, and there is a consistently elevated risk of falls among patients with delirium. Falls and delirium share many risk factors and should be considered within a common patient safety pathway for routine assessment, prevention, and management in hospitalized older adults.” (Sillner et al 2019)







When working through the systematic process for identifying triggers, consider falls risk assessments and noting increased vulnerability to falls, which will require frequent review and a management plan.



Investigations



Local organisation blood request forms stating “Urgent Delirium Bloods”

		FBC

		UE

		LFT

		Calcium Magnesium



		CRP

		Glucose

		Phosphate

		





[bookmark: _Hlk39597631]

Diagnosis of urinary tract infection (UTI) should not be made on the basis of urinalysis alone. 

· If considering a diagnosis of UTI as a cause or a contributor to delirium, this should be supported by the history (frequency, dysuria, new incontinence), examination (fever, suprapubic pain, urinary retention) and diagnostics (cloudy urine on inspection, raised inflammatory markers). If UTI is considered as a differential diagnosis, a mid-stream or catheter specimen of urine should be sent for culture.

· Bury UTI Assessment Tool [endnoteRef:21] may be valuable to reference [21: 
 Bury Assessment Tool 
https://www.buryccg.nhs.uk/download/document_library/your-local-nhs/plans_policies_and_reports/medicines_optimisation/Assessment-Tool-Version-1.4.pdf] 


· Newcastle Urine Collection pack from Sterisets International (obtaining a sample when someone is wearing an incontinence product)[endnoteRef:22]. This can be purchased via NHS Supply Chain item FSW1451. [22: 

 Newcastle Urine Collection pack from Sterisets International 
https://my.supplychain.nhs.uk/Catalogue/browse/159/specimen-collectors?CoreListRequest=BrowseAll] 




What are your options for an early discharge and support at home?

· Increase support from care agency/family; if available 

· Increase frequency of review by clinical team that are in the community and can review e.g., Crisis Team or other urgent care teams

· Consider involvement of Community IV therapy team for access to faster treatment

· Intermediate Care options and access to the therapy/urgent assessment for equipment

· Virtual ward; contact to consider as an option for more intensive overview

· Bringing hospital care home: Virtual Wards and Hospital at Home for older people [endnoteRef:23] highlights that there Is consistent evidence supporting early discharge as well as admission avoidance with hospital at home. [23: 

 Bringing hospital care home: Virtual Wards and Hospital at Home for older people  
https://www.bgs.org.uk/virtualwards  ] 


· NHS England principles for hospital at home include:

Ensure that patients are given clear information on who to contact if their symptoms worsen, including out of hours. There should be clear pathways to support early recognition of deterioration and appropriate escalation processes in place to maintain patient safety. Training on escalation processes should also be provided to carers, staff, the MDT, etc as necessary.

· Any conveyance to a step-down unit requires handover of probable delirium and what part of the assessments have been completed. 

· If there is a specific decision that needs to be made urgently, and the person lacks the mental capacity to make that decision (following an assessment of their  capacity that is specific to the decision); then health and social care professionals have a duty of care to talk to family or carers as part of the best interest decision making, as well as taking in to account the patient’s wishes – please refer to the Mental Capacity Act - Guide for Family, Friends and Other Unpaid Carers [endnoteRef:24]; Mental Capacity Act Code of Practice [endnoteRef:25] [24: 

 Mental Capacity Act - Guide for Family, Friends and Other Unpaid Carers 
https://www.elft.nhs.uk/sites/default/files/2022-01/mental_capacity_act_-_guide_for_family_friends_and_other_unpaid_carers.pdf;]  [25: 

 Mental Capacity Act Code of Practice - Gov UK 
https://www.gov.uk/government/publications/mental-capacity-act-code-of-practice
] 




Management 



You can download the Greater Manchester hospital delirium management and engagement guidance –for medical teams (Key Document 4a of the hospital delirium toolkit) and for non-medical teams (Key Document 4b of the hospital delirium toolkit)



· Greater Manchester hospital delirium management and engagement guidance –for medical teams (Key Document 4a of the hospital delirium toolkit)[endnoteRef:26] [26:  Greater Manchester hospital delirium management and engagement guidance –for non-medical teams (Key Document 4a) 
www.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit

] 


· Greater Manchester hospital delirium management and engagement guidance –for non-medical teams (Key Document 4b of the hospital delirium toolkit)[endnoteRef:27] [27:  Greater Manchester hospital delirium management and engagement guidance –for non-medical teams (Key Document 4b) 
www.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit
] 




We would advise working through the key documents 4a and 4b, as they are intended to provide a systematic approach to managing and treating delirium. Not all the guidance within the documents will apply, plus there will be value in returning to this document to consider further management and engagement approaches.



Greater Manchester hospital delirium management and engagement guidance –for medical teams (Key Document 4a of the hospital delirium toolkit) includes information on:

· Medication review, monitor trajectory of the delirium, considerations for referring for specialist advice.

· Recovery from delirium and prevention.

[bookmark: _Hlk39597653]

Greater Manchester hospital delirium management and engagement guidance –for non-medical teams (Key Document 4b of the hospital delirium toolkit) includes detailed consideration on delirium management:

· Continue to treat other conditions

· Assess and manage pain

· Manage medications

· Monitor and reduce the risk of the person developing pressure ulcers

· Monitor and reduce the risk of falls

· Meet the needs of reassurance, orientation and occupation

· Meet the needs of physical comfort and well-being 

· Meet the needs to feel safe, secure and receive comfort and reassurance when distressed

· Video animation about meeting the needs of someone with dementia, includes aspects as mentioned above in terms of meeting the needs, as we know that people with dementia are at higher risk of developing delirium. Fundamental needs in dementia – an animation from the CAIT and Newcastle Model series[endnoteRef:28] [28: 
  Fundamental needs in dementia – an animation from the CAIT and Newcastle Model series https://www.youtube.com/watch?v=R0C2ug7AbTY] 


· [bookmark: _Hlk154051798]Video looking at minimising the use of restraint with two case studies; in a care home and in hospital, in the context of delirium Social Care Institute for Excellence video on practical approaches to minimising restraint.[endnoteRef:29] [29: 

 Social Care Institute for Excellence video on practical approaches to minimising restraint https://www.scie.org.uk/socialcaretv/video-player.asp?v=practical-approaches-to-minimising-restraint] 




Engagement



· Engagement with family and informal carers (see key document 4b of the hospital delirium toolkit)[endnoteRef:30] is crucial to the management of delirium.  [30:  Greater Manchester hospital delirium management and engagement guidance –for non-medical teams (Key Document 4b) 
www.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit

] 


· The Greater Manchester delirium leaflets (long version[endnoteRef:31] and short version[endnoteRef:32]).  [31:  Greater Manchester delirium leaflet: long version 
https://dementia-united.org.uk/wp-content/uploads/sites/4/2023/08/Greater-Manchester-Delirium-Leaflet-Long-Version-June-2023.docx]  [32: 
 Greater Manchester delirium leaflet: short version 
https://dementia-united.org.uk/wp-content/uploads/sites/4/2023/08/Greater-Manchester-Delirium-Leaflet-Short-Version-June-2023.docx] 


· Please go through the Greater Manchester delirium leaflet (long version) with the person with delirium and their family and complete the ‘person centred care plan’. 

· The shorter delirium leaflet has been translated in to 16 languages and is available as a written leaflet, audio and films resource.

· We have a Delirium: Top tips for carers and family members guide[endnoteRef:33]. Please share this along with the leaflets when meeting up with or speaking with carers and/or family members. [33: 

 Delirium: top tips for family members and carers
 https://dementia-united.org.uk/wp-content/uploads/sites/4/2024/02/Delirium-top-tips-for-carers-or-family-members.pdf
] 




Optional resources

· Alzheimer’s Society “This is Me” document [endnoteRef:34] [34: 
 Alzheimer’s Society “This is Me” document 
https://www.alzheimers.org.uk/get-support/publications-factsheets/this-is-me] 


· John’s campaign John's Campaign [endnoteRef:35] Dementia Friendly Hospital Charter 2020 National Dementia Action DF HOSPITAL CHARTER 2020 [endnoteRef:36] [35: 

 John's Campaign 
https://johnscampaign.org.uk/]  [36: 

 National Dementia Action DF Hospital Charter 2020 
https://nationaldementiaaction.org.uk/wp-content/uploads/2020/11/DEMENTIA-FRIENDLY_HOSPITAL_CHARTER_2020-v2.pdf] 


· Eating and drinking well – supporting people living with dementia  [endnoteRef:37] [37: 

 Eating and drinking well – supporting people living with dementia https://wessexahsn.org.uk/img/projects/Living%20with%20Dementia%20A4-1569934855.pdf] 



Recovery from delirium 

Recovery and assessing for returning to baseline and plan for discharge. Consider early discharge home, with support from community team and following discharge to assess guidance. 

· Any pre work completed (e.g. the 4AT and/or TIME bundle) can be conveyed to a community team to continue the person’s delirium assessment and management. Let the community team know that you have shared the delirium leaflet with the patient and family, including completion of the ‘person centred care plan’ within the leaflet.      



Consider prevention of delirium. We know that patients in high-risk categories are at higher risk of developing delirium. 



Who is at higher risk of getting delirium?

People who have one or more of the following are at a higher risk: 

· Age 65+ 

· Diagnosis of dementia 

· Having sight or hearing loss 

· Being in a new and unfamiliar environment 

· Having had delirium before 

· Having more than one illness 

· Having had recent surgery, for example, for a broken hip



How can you assist with the prevention of delirium? 

· Encourage the person to eat little and often if they are struggling to eat a big meal. A number of small meals are as good as three big meals. 

· Encourage the person to drink six to eight cups, for example water, a day. 

· Ensure the person has their glasses and is wearing these as needed. 

· Ensure the person has their hearing aids and check these are working. 

· Make sure the person has a good night’s sleep. 

· Make sure the person is going to the toilet regularly, to avoid becoming constipated. 

· Look for signs for pain and try to keep pain under control.





Prevention emphasis on the following:

· Regular medication review including side effects of medications taken or omitted - delirium can be a side effect of medications such as steroids or opiates. Consider anticholinergic burden (ACB)

· Reduce risk of infection e.g., minimising use of catheters 

· Adequate oxygenation with appropriate investigation and management of hypoxia. 

· Maintaining independence and mobility and promoting meaningful activity and engagement. 

· Promote familiar surroundings and reorientation within a dementia friendly environment and reduce slips, trips and fall hazards.

· Providing delirium prevention education/resources to at risk groups and their families/carers to prevent the occurrence of delirium and what to do if they suspect delirium



It is important to note delirium on any discharge documentation going to the GP and wider community colleagues, including any care providers. 

The Centre for Perioperative Care, working in collaboration with the British Geriatrics Society, has published a Guideline for the care of people living with frailty undergoing elective and emergency surgery [endnoteRef:38]. The guideline encompasses the whole perioperative pathway; which includes specific recommendations for the prevention, detection, assessment and management of delirium in Emergency Departments, preoperative outpatient departments, surgical wards and theatres as well for primary care referrers and transfers out of hospital.  The guideline has been written for healthcare professionals involved in delivering care throughout the pathway as well as for patients and their carers, managers, and commissioners. [38: 

 Guideline for the care of people living with frailty undergoing elective and emergency surgery https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.bgs.org.uk%2Fresources%2Fguideline-for-the-care-of-people-living-with-frailty-undergoing-elective-and-emergency&data=05%7C01%7Chelen.pratt5%40nhs.net%7Cff8bf8fd88df45d17ac708dbbf70479c%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638314261171395301%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=h7sAcx4S2h6lO9zzoMnnKMlCsjjKJndxan5LEC%2FnWIY%3D&reserved=0 



Get in touch

Email: gmhscp.dementiaunited@nhs.net

Website: www.dementia-united.org.uk


Twitter       	@GM_HSC

Facebook 	@GMHSCPartnership
] 
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Key document 2. 4AT.pdf
(label)
Patient name:

Date of birth:

Patient number:

Assessment test Date: Time:
for delirium &

cognitive impairment
Tester:

CIRCLE
[11 ALERTNESS
This includes patients who may be markedly drowsy (eg. difficult to rouse and/or obviously sleepy
during assessment) or agitated/hyperactive. Observe the patient. If asleep, attempt to wake with
speech or gentle touch on shoulder. Ask the patient to state their name and address to assist rating.
Normal (fully alert, but not agitated, throughout assessment)
Mild sleepiness for <10 seconds after waking, then normal
Clearly abnormal
[2] AMT4
Age, date of birth, place (name of the hospital or building), current year.
No mistakes 0
1 mistake
2 or more mistakes/untestable 2
[31 ATTENTION
Ask the patient: “Please tell me the months of the year in backwards order, starting at December.”
To assist initial understanding one prompt of “what is the month before December?” is permitted.
Months of the year backwards Achieves 7 months or more correctly 0
Starts but scores <7 months / refuses to start
Untestable (cannot start because unwell, drowsy, inattentive) 2

[4] ACUTE CHANGE OR FLUCTUATING COURSE

Evidence of significant change or fluctuation in: alertness, cognition, other mental function
(eg. paranoia, hallucinations) arising over the last 2 weeks and still evident in last 24hrs

No

Yes

4 or above: possible delirium +/- cognitive impairment
1-3: possible cognitive impairment 4AT SCORE D

0: delirium or severe cognitive impairment unlikely (but
delirium still possible if [4] information incomplete)

GUIDANCE NOTES Version 1.2. Information and download: www.the4AT.com
The 4AT is a screening instrument designed for rapid initial assessment of deliium and cognitive impairment. A score of 4 or more
suggests delirium but is not diagnostic: more detailed assessment of mental status may be required to reach a diagnosis. A score of 1-3
suggests cognitive impairment and more detailed cognitive testing and informant history-taking are required. A score of 0 does not
definitively exclude delirium or cognitive impairment: more detailed testing may be required depending on the clinical context. Items 1-3
are rated solely on observation of the patient at the time of assessment. Iltem 4 requires information from one or more source(s), eg. your
own knowledge of the patient, other staff who know the patient (eg. ward nurses), GP letter, case notes, carers. The tester should take
account of communication difficulties (hearing impairment, dysphasia, lack of common language) when carrying out the test and
interpreting the score.

Alertness: Altered level of alertness is very likely to be delirium in general hospital settings. If the patient shows significant altered
alertness during the bedside assessment, score 4 for this item. AMT4 (Abbreviated Mental Test - 4): This score can be extracted from
items in the AMT10 if the latter is done immediately before. Acute Change or Fluctuating Course: Fluctuation can occur without delirium
in some cases of dementia, but marked fluctuation usually indicates delirium. To help elicit any hallucinations and/or paranoid thoughts
ask the patient questions such as, “Are you concerned about anything going on here?”; “Do you feel frightened by anything or anyone?”;

“Have you been seeing or hearing anything unusual?”
© 2011-2014 MacLullich, Ryan, Cash
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This document and the other key documents and optional resources listed below can be access via the Dementia United website (www.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit/)



TIME bundle stands for the Triggers, Investigations, Management and Engagement processes to apply to all patients diagnosed with delirium



Patient Name and NHS Number: _____________________________________



Date and time delirium diagnosed (strongly suspected) and TIME bundle initiated (24h): 

_________________ ___________ _________________________________



Practitioner Name initiating TIME: _____________



Practitioner signature: _________________          

   

TIME = Triggers, Investigations, Management and Engagement



PINCH ME infographic below, acts as a quick reminder about the triggers for delirium, as it is vitally important that you work through all the possible triggers and causes. Delirium in older people and people with dementia is found to be because of several triggers and causes.



[image: ]

British Geriatric Society 2021









		T = TRIGGERS – think “PINCH ME” 



		Summarise suspected trigger(s) considered and then either actioned or not. Add in date/time and name of practitioner.



		PAIN assess for pain, review if treating with analgesia to consider effectiveness of analgesia

Optional resources that may assist pain assessment if the patient has a diagnosis of dementia e.g. Abbey Pain Scale [endnoteRef:2], Pain Assessment in Advanced Dementia Scale (PAINAD) [endnoteRef:3] [2: List of full links to resources

 Abbey Pain Scale 
www.apsoc.org.au/PDF/Publications/Abbey_Pain_Scale.pdf]  [3: 

 (PAINAD) - MDCalc 
www.mdcalc.com/pain-assessment-advanced-dementia-scale-painad] 


		



		INTRACEREBRAL e.g. haemorrhage

INFECTION Any clinical signs that warrant investigation? i.e., suggestive of chest or urine infection. Consider Covid-19 as per PHE guidance to swab for Covid in context of delirium.

		



		(mal) NUTRITION diet and fluid charts, weight monitoring, get baseline information from family/carers e.g. Optional resources - use Paper Weight Arm band [endnoteRef:4] if cannot weigh to indicate malnutrition, mouth care assessment guide [endnoteRef:5] [4: 

 Paper Weight Arm band  
www.ageuk.org.uk/salford/about-us/improving-nutrition-and-hydration/the-paperweight-armband/]  [5: 

 Mouth care assessment guide 
www.dementia-united.org.uk/wp-content/uploads/sites/4/2020/10/09-HEE-Mouth-Care-Assessment.pdf
] 


		



		CONSTIPATION bowels last moved Optional resource Bristol Stool Chart [endnoteRef:6] [6: 
 Bristol Stool Chart 
www.bladderandbowel.org/wp-content/uploads/2017/05/BBC002_Bristol-Stool-Chart-Jan-2016.pdf] 


		



		HYPOXIA Pulse oximeter reading 

HYPOGLYCAEMIC Glucometer reading

(de)HYDRATION diet and fluid charts, any clinical signs? Optional resources monitoring food, fluid intake, and oral hygiene [endnoteRef:7], urinary retention  [7: 

 Monitoring food, fluid intake, and oral hygiene 
www.dementia-united.org.uk/wp-content/uploads/sites/4/2020/10/08B-Urine-chart-with-fluid-and-food-intake.pptx
] 


		



		METABOLIC hyponatraemia, hypercalcaemia 

MEDICATION Structured medication review, anticholinergic burden Optional resource Hints and tips for anticholinergic burden (ACB) medication reviews
 [endnoteRef:8] [8: 
 Hints and tips for anticholinergic burden (ACB) medication reviews
https://www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/download?cid=1491&checksum=226d1f15ecd35f784d2a20c3ecf56d7f] 


		



		ENVIRONMENTAL e.g., disturbed sleep, sensory deficits, recent major surgery, falls, over or under stimulation etc.

		



		I = INVESTIGATIONS

		Date/time requested (or reason why not completed) add in practitioner name.



		[bookmark: _Hlk34241742]Standard Delirium Bloods: FBC, UE, LFT, Calcium, Magnesium, CRP, glucose, phosphate 

		



		Urinalysis if applicable sterile urine culture, not dipstick Optional resource Bury UTI Assessment Tool [endnoteRef:9], Urine Collection Pack [endnoteRef:10] [9: 

 Bury UTI Assessment Tool 
www.buryccg.nhs.uk/download/document_library/your-local-nhs/plans_policies_and_reports/medicines_optimisation/Assessment-Tool-Version-1.4.pdf]  [10: 

 Urine Collection Pack 
www.my.supplychain.nhs.uk/Catalogue/browse/159/specimen-collectors?CoreListRequest=BrowseAll] 


		



		Other tests required if applicable e.g., scans, ECG
Please state:



		







Complete the Management and Engagement section below after the Triggers and Investigations has been completed. This enables all the team looking after the patient to be aware of what management strategies have been undertaken.







When a different professional completes the Management and Engagement section below, please date and write name and profession accordingly.



		M = MANAGEMENT               Add in date/time and practitioner name completing and updating in

                                                this section.



		State trigger(s) of delirium and treatment. Please provide details below:













Please refer to the Greater Manchester hospital delirium management and engagement guidance – for medical teams (Key Document 4a of the hospital delirium toolkit)[endnoteRef:11] and non-medical teams (Key Document 4b of the hospital delirium toolkit)[endnoteRef:12]. These provide detailed guidance on the medical and wider management of a person with delirium. Optional resources: Video animation of Newcastle model for fundamental needs in dementia, includes delirium [endnoteRef:13], SCIE video on practical approaches to minimising restraint[endnoteRef:14]. [11: 

 Greater Manchester hospital delirium management and engagement guidance –for medical teams (Key Document 4a) 
www.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit
]  [12: 
 Greater Manchester hospital delirium management and engagement guidance –for non-medical teams (Key Document 4b) 
www.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit
]  [13: 
 Fundamental needs in dementia - an animation from the CAIT and Newcastle Model series 
www.youtube.com/watch?v=R0C2ug7AbTY
]  [14: 
 SCIE video on practical approaches to minimising restraint 
www.scie.org.uk/socialcaretv/video-player.asp?v=practical-approaches-to-minimising-restraint
] 








Please provide details below of management strategies followed: 



























		E = ENGAGEMENT   Add in date/time and practitioner name completing and updating in this section.





		Engage with family members and informal/formal carers to obtain a baseline (possibly social care, occupational health, mental health teams). 









Monitor whether delirium is improving and to support needs of reassurance, orientation, occupation, physical comfort, wellbeing, safety and security (as per Key Document 4a & 4b of the hospital delirium toolkit). Optional resources: Alzheimer’s Society “This is Me” document [endnoteRef:15], Dementia Friendly Hospital Charter 2020 [endnoteRef:16], Eating and drinking well – supporting people living with dementia [endnoteRef:17] [15: 
 Alzheimer’s Society “This is Me” document 
www.alzheimers.org.uk/get-support/publications-factsheets/this-is-me]  [16: 

 Dementia Friendly Hospital Charter 2020
https://firebasestorage.googleapis.com/v0/b/johns-campaign-site.appspot.com/o/docs%2Fexternal%2Fdementia-friendly-hospital-charter-2020.pdf?alt=media
]  [17: 
 Eating and drinking well – supporting people living with dementia https://wessexahsn.org.uk/img/projects/Living with DementiaA4-1569934855.pdf
] 








Please provide details below:

  















		Personalise the Greater Manchester delirium leaflet: long version[endnoteRef:18] and give to the person with delirium and their family/carer, taking time to go through the leaflet and to address any concerns. This can be undertaken over the telephone with family members, carers/nurses in a care home. [18: 
 Greater Manchester delirium leaflet: long version 
https://dementia-united.org.uk/wp-content/uploads/sites/4/2023/08/Greater-Manchester-Delirium-Leaflet-Long-Version-June-2023.docx


Get in touch

Email: gmhscp.dementiaunited@nhs.net

Website: www.dementia-united.org.uk


Twitter       	@GM_HSC

Facebook 	@GMHSCPartnership
] 




Date the Leaflet was handed out and to whom: _______________ 

(Date the leaflet was sent to the family/carers if in a care home)





		If delirium is not improving, consider going back to the TIME bundle to look for further and newly emerged causes of delirium using PINCH ME.





		Send copy of completed TIME bundle to involved teams including the person’s GP, particularly where the person is experiencing subsiding delirium on discharge:





		Team that the TIME Bundle was sent to including GP:

		Date sent:



		



		



		



		







Please note that the Community Teams and colleagues in primary care would welcome receiving this document where you are discharging a patient with resolving delirium. 



Consider sharing with colleagues in primary care and community e.g., urgent care teams, reablement teams, intermediate care, district nurses, community mental health teams.
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This document and the other key documents and optional resources listed below can be accessed via the Dementia United website (https://dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit)



This guidance forms part of the Management and Engagement component of the TIME bundle; within the Greater Manchester Hospital Delirium Toolkit. It is not intended to be exhaustive of all medical management and engagement aspects, when supporting someone with delirium. We recognise that not all the guidance will apply. It sits alongside the Greater Manchester hospital delirium management and engagement guidance –for non-medical teams (Key Document 4b of the hospital delirium toolkit)[endnoteRef:2] which has a more nursing and person-centred care focus.  [2: List of full links to resources
 Greater Manchester hospital delirium management and engagement guidance –for non-medical teams (Key Document 4b) 
www.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit
] 




We anticipate that you will be using this as a guide as a point of reference to consider and return to. This will assist with systematically considering and eliminating aspects and will help to formulate a standardised approach to management.





Medical management

Management of delirium begins with the identification and assessment for delirium. Complete the 4AT which is a delirium screening requirement (NICE 2023).

1. 4 A’s Test for delirium screening (see key document 2 of the hospital toolkit)[endnoteRef:3] [3:  4 A’s Test for delirium screening (Key Document 2)
www.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit
] 




The 4AT is recommended for use for identification of patients with probable delirium. It requires little training and is quick and easy to use. A score of 4 or above suggests delirium +/- underlying dementia 

2. A score of 1-3 suggests possible cognitive impairment (unspecified) 

3. A score of 0 suggests cognitive impairment is unlikely to be present



Pay attention to the 4AT guidance notes. 

4. Testing attention is the key e.g., the months of the year backwards, or count 20 to 1.

5. Altered arousal. How sleepy are they? Not holding string of conversation together?

6. Liaise with someone who knows the person well to determine if they have become suddenly more confused – family, care home staff, care provider.

7. The 4AT has been translated in to 20 different languages and therefore we suggest using these with a translator - accessible via the link [endnoteRef:4] [4:  Translated delirium resources - Dementia United
https://dementia-united.org.uk/translated-delirium-resources
] 




Please note that despite updated guidance on how to assess for new confusion as part of NEWS2, the scoring as currently implemented cannot be relied upon for delirium detection (Vardy et al 2022). The recommendation from NHS England (2023) of the triple assessment using the 4AT, NEWS2 and Clinical Frailty Scale recommended by the Getting It Right First Time (GIRFT) geriatric medicine report may be a meaningful way forward for older patients.



The next step in the medical management is identifying the cause or causes of delirium. It is worth noting that other complications may arise which can exacerbate the delirium or relapse an improving delirium. 



Always return to use the PINCH ME Triggers and build in regular reviews, document the frequency of the review and when to bring forward or indications of improvement.



The PINCH ME infographic (shown below) acts as a quick reminder of delirium triggers. It is vitally important that you work through all possible triggers. Please see the Greater Manchester hospital delirium TIME Bundle (Triggers, Investigations, Management, Engagement) (Key Document 3 of the )[endnoteRef:5]. [5:  Greater Manchester hospital delirium TIME Bundle (Triggers, Investigations, Management, Engagement) (Key Document 3)
www.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit
] 
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The next step in the medical management is focusing on ongoing management of delirium principles.



Review medications the person is taking for other conditions, as these may need to be reduced or stopped, if it is felt that they may contribute to sustaining the person’s delirium. 

· Review any new medications that may have caused delirium. For example, steroids, or opiates, those with anticholinergic properties – refer to Hints and tips for anticholinergic burden (ACB) medication reviews[endnoteRef:6].   [6:  Hints and tips for anticholinergic burden (ACB) medication reviews
https://www.hweclinicalguidance.nhs.uk/all-clinical-areas-documents/download?cid=1491&checksum=226d1f15ecd35f784d2a20c3ecf56d7f

] 


· Accurate quantification of anticholinergic burden is important in assessing relative risks versus benefits of prescribing anticholinergic medications. In this review, the Anticholinergic Drug Scale and the Anticholinergic Cognitive Burden scale and the average daily dose and cumulative dose measures, were determined to be well suited for the quantification of anticholinergic exposure Lozano-Ortego et al (2019) 

· ACB Calculator [endnoteRef:7] [7:   ACB Calculator 
www.acbcalc.com
] 


· Consider discontinuing any medication if it is medically appropriate.  

· Do not stop long-term benzodiazepines or other psychotropic medications.

· Careful titrating of any prescribed opiates, being mindful of side effects, and minimising these where appropriate e.g., prescribing laxatives.



Consider the use of nicotine replacement therapy as needed. Ask about alcohol intake and consider prescribing for withdrawal as per your hospital guidelines.



Consider if the person requires ear plugs where increased noise on the ward impacts their sleep.



In those people who are drowsy and sleepy with hypoactive delirium particular attention needs to be paid to pressure area relief, nutrition and hydration and vigilance for hypostatic pneumonia. 



The duration of delirium can vary widely, with delirium lasting a few days in most people. Persistent delirium (that is, lasting for weeks or months) is not rare, with 20% of people exhibiting some symptoms of delirium at 6 months (Wilson et al 2020). When managing persistent delirium, it is vitally important that you continue to return to these management guidelines and address any areas where the person requires support. 



Wilson et al (2020) noted that consensus guidelines make several recommendations for delirium prevention in various health-care settings, for multicomponent interventions such as: 

• Early recognition of high-risk factors (age >65 years, dementia, hip surgery and high acuity) 

• Daily screening for delirium 

• Environmental orientation (sensory, auditory, dentures, time, events, family visits and music) 

• Maintain normal hydration 

• Regulation of bladder and bowel function 

• Early establishment of normal diet 

• Correction of metabolic disorders 

• Cardiorespiratory optimization (with provision of oxygen if appropriate) 

• Early identification of infection 

• Effective treatment of pain 

• Daily mobilisation 

• Avoidance of antipsychotic drugs 

• Avoidance of benzodiazepines 

• Reduced nocturnal disturbances to promote sleep 

• Sleep promotion (eye mask and earplugs) 



People experiencing delirium may present with behaviours that we find challenging. Some people will need to feel safe, secure, and reassured when agitated and distressed, in the context of delirium. 



The message behind the behaviour

Because of the way delirium affects the brain, the person may have lost some of the inhibitions that would have prevented them from showing their feelings in this way previously. But the feelings being expressed now are important because they represent the person’s way of saying something significant. And we need to understand the message. This could be, for example, ‘I feel like a prisoner’, ‘I’m frightened – I don’t understand what’s going on’, ‘I’m in pain’, or ‘I’m so frustrated’.



Detect, assess, and treat causes of agitation and/or distress by treating the underlying cause and using non-pharmacological means wherever possible. Please refer to Greater Manchester hospital delirium management and engagement guidance –for non-medical teams (Key Document 4b of the hospital delirium toolkit)[endnoteRef:8] which provides more detailed information on non-pharmacological approaches, multidimensional person-centred care interventions which evidence suggests will make a difference. [8:  Greater Manchester hospital delirium management and engagement guidance –for non-medical teams (Key Document 4b) 
www.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit
] 




Where non-pharmacological means alone are not reducing the patient’s distress, please refer to your local Trust guidance on the use of medication. Some general principles to consider in terms of the use of medication for agitation and distress.



· There is no evidence supporting the use of medication to sedate when delirium is present. If medication is needed, it is so important to be weighing up each patient’s specific risks of using medication (effects, side-effects) versus not using medication. 

· This weighing up, needs to include the patient/family including abiding the Mental Capacity Act principles in relation to mental capacity assessment and best interest decision making.

· A formal mental capacity assessment may be needed in relation to care and treatment decisions. MCA: Assessing capacity | SCIE [endnoteRef:9] [9:  MCA: Assessing capacity | SCIE 
www.scie.org.uk/mca/practice/assessing-capacity

] 


· The Mental Capacity Act (MCA) applies to everybody involved in the care, treatment, and support of people aged 16 and over who are unable to make all or some decisions for themselves. The MCA is designed to protect and restore power to those vulnerable people who lack capacity. Anyone caring for or supporting a person who lacks capacity could be involved in assessing capacity.

· Guidance on the MCA and principles to be applying to person centre care decisions can be found on the DU website [endnoteRef:10] with links to films and key documents to guide clinicians. [10:  Mental Capacity - Dementia United 
www.dementia-united.org.uk/mental-capacity] 


· Booklets for staff, the person who is being assessed and their family members on the MCA can be accessed via the links below too.

· This booklet is for health and social care staff and covers what is mental capacity, how to assess capacity, best interests, providing care and treatment [endnoteRef:11] [11: 
 Mental capacity act - Making decisions: a guide for people who work in health and social care www.ouh.nhs.uk/patient-guide/safeguarding/documents/health-workers-guide.pdf
] 


· This booklet is in relation to – Making decisions about your health, welfare or finance. Who decides when you can’t? [endnoteRef:12] [12:  Mental capacity act - Making decisions about your health, welfare or finances. Who decides when you can’t https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/365631/making_decisions-opg601.pdf
] 


· This booklet is in relation to  Making decisions A Guide for family, friends and other unpaid carers [endnoteRef:13] [13:  Making decisions: a guide for family, friends, and other unpaid carers 
https://dementia-united.org.uk/wp-content/uploads/sites/4/2021/10/Making-decisions-A-Guide-for-family-friends-and-other-unpaid-carers.pdf
] 




· What to consider when weighing up; the risks of the person remaining very distressed and the need to introduce medication that may result in increased risks of sedation, resulting in reduced eating and drinking and increased falls.



· Broad principles should be that non-pharmacological treatment should be tried before consulting local guidance for medication.



· A person with delirium will do their best to let others know how they are faring and what they need through their behaviour, if other communication channels begin to fail. Using antipsychotic drugs as an early response to behaviour that challenges others often creates additional problems for the person and effectively silences their message.



· “Antipsychotics are often accompanied by unpleasant and dangerous side effects, and studies have estimated that there are at least 1,800 extra deaths each year among people with dementia as a result of taking antipsychotics” (Department of Health, 2009)



· Agar (2020) “Before the institution of any pharmacological strategy, it is important for a careful assessment of the causes and degree of distress, the patient’s and/or family’s interpretation of the symptoms and signs and have made an assessment of whether the agitation is more distressing than the possible distress caused by the potential sedation and loss of meaningful communication, which could occur from a pharmacological approach. This should be considered both at the time of prescribing, but also re-assessed when administering as needed medications. “



· It is also worth noting that, Wilson et al (2020) found in their systematic review, that data were generally of poor quality with regards to the treatment of delirium with anti-psychotics. Antipsychotic agents had no effect on delirium severity, symptom resolution and reporting of adverse effects was absent or poor.



· Cautions are needed with the introduction of medication, with careful monitoring of use and possible side-effects and a written plan to review (frequency/risks to be considered) and to discontinue as soon as is clinically possible. To specify when the medication is being reviewed or discontinued; build in review dates and clear instructions for this.





Meeting the needs at the end of life



Delirium is important to consider at the end of life. It may be almost universal in non-sudden death, especially in those with dementia[endnoteRef:14]. Delirium has a poor prognosis, regardless of how well it is identified, investigated, and treated, especially the hypoactive (drowsy) form. Half of those with delirium on general and geriatric medical wards will die within six months    End of Life Care in Frailty: Delirium | British Geriatrics Society (bgs.org.uk)[endnoteRef:15] and End of Life Care in Frailty | British Geriatrics Society (bgs.org.uk)[endnoteRef:16] [14:  BGS - End of Life Care in Frailty: Dementia 
www.bgs.org.uk/resources/end-of-life-care-in-frailty-dementia

]  [15:  BGS - End of Life Care in Frailty: Delirium 
www.bgs.org.uk/resources/end-of-life-care-in-frailty-delirium

]  [16:  BGS - End of Life Care in Frailty 
https://www.bgs.org.uk/resources/resource-series/end-of-life-care-in-frailty] 




Distinguishing delirium in the person who is imminently dying with reversible delirium is a key clinical challenge. This can be more challenging too, when the person has an underlying diagnosed dementia or cognitive impairment. 

· Symptoms and causes of distress in the person with delirium at end of life are often multifactorial. 

· Clear information and shared decision making are needed for all elements of the management plan Davies and Iliffe (2020)

· This guide[endnoteRef:17] has been created for any healthcare professionals providing care and support for people with dementia at the end of life. It can be used for training, to support decision-making, and help you have discussions with family members and advocates. [17: 

 UCL: Rules of Thumb https://dementia-united.org.uk/wp-content/uploads/sites/4/2021/01/03-UCL-Rules-of-Thumb-Guide-v14.0_PRINT-version.pdf
] 




Agitation and restlessness 

· Look for an underlying cause, as you would do for delirium assessment. Agitation and restlessness may not always be caused by dementia. If there is no identifiable cause, then consider non-drug treatments, e.g., music therapy, massage or aromatherapy, and trial pain relief. 

· Towards the end of a person’s life, you should only continue medication or interventions that are likely to maintain their comfort and quality of life. The same goes for starting them on any new medication or interventions. Davies and Iliffe (2020)



Medical engagement



Early explanation to family members and caregivers about the diagnosis, cause, investigation, management and prognosis of delirium should be undertaken by an experienced clinician. 



· Written information should also be provided, such as the GM Delirium leaflet[endnoteRef:18] This includes going through the longer leaflet with the person and the completion of the person-centred care plan at the end of the leaflet. This will enable the person and family members to have this information and share when needed themselves.  [18:  Greater Manchester delirium leaflet: long version 
https://dementia-united.org.uk/wp-content/uploads/sites/4/2023/08/Greater-Manchester-Delirium-Leaflet-Long-Version-June-2023.docx

] 




Symptoms such as paranoia/hallucinations, problems with delivery of nutrition and hydration, and legal and ethical complications may need the input of specialist staff. 



· In these circumstances, advice should be sought from the Mental Health Liaison team or a Geriatrician, or allied health professionals, or colleagues from safeguarding and quality. 

· Monitor recovery and consider specialist referral to a geriatrician or mental health liaison if not recovering. 



Aim to prevent the complications of delirium such as immobility, falls, pressure sores, dehydration, malnourishment, and isolation.



Recovery from delirium

During the period of recovery, steps should be taken to avoid a relapse of the delirium (see section below on Delirium prevention). 



· Part of preventing delirium includes minimising ward moves. Moving people who have a delirium from one bed area to another will exacerbate the delirium, increasing complications, morbidity, mortality, and length of stay. 

· Similarly, even when a person has recovered from delirium, unnecessary ward moves may result in a delirium relapse with the associated consequences and risks of patient harm. 



Ensure that you have provided the person and family with the GM Delirium leaflets[endnoteRef:19] and have spent time explaining the leaflet and consider completing the person-centred care plan, at the end of the leaflet. [19:  Greater Manchester delirium leaflet: long version 
https://dementia-united.org.uk/wp-content/uploads/sites/4/2023/08/Greater-Manchester-Delirium-Leaflet-Long-Version-June-2023.docx


Greater Manchester Delirium Leaflet: Short Version June 
https://dementia-united.org.uk/wp-content/uploads/sites/4/2023/08/Greater-Manchester-Delirium-Leaflet-Short-Version-June-2023.docx




GET IN TOUCH
gmhscp.dementiaunited@nhs.net

https://dementia-united.org.uk/

] 




Some people will not recall their episode of delirium. Some will experience flashbacks as parts of it return and some will recall of their episode. Encourage the person to talk things through with yourselves or the nursing team. 



Following recovery from an episode of delirium, please consider the following: 

· Always add the diagnosis of delirium into the patient’s Electronic Patient Record. 

· Highlight the presence of delirium in the related section of the discharge summary. 



Refer for follow-up anyone with resolving delirium when considering discharge, or where you consider they would require a formal cognitive assessment when discharged. This includes the need for the involvement of community teams to facilitate review and monitoring of resolving delirium in the community and engagement in relation to short-term increased need for care and support and equipment. 

· It is therefore vitally important to ensure that the presence of resolved and/or resolving delirium is communicated clearly to all community and primary care colleagues. Plus:

· Inform the GP if follow up is required, in order for this to be actioned.

· Inform the patient and family, so they can follow this up too.



Delirium prevention 



Some people are at higher risk of developing delirium than others. For example, people who have experienced delirium previously are at higher risk of developing it again. This highlights the importance of screening for delirium in high-risk groups and adopting delirium prevention strategies. It is vitally important that this information is relayed to the person and family members. The main risk factors for developing delirium include: 

· Advancing age 

· Dementia 

· Hip fracture 

· Previous history of delirium 

· Multiple co-morbidities 

· Polypharmacy



In high-risk groups, it is important to take steps to both prevent delirium developing in the first place, which include: 

· Pain management 

· Management of constipation, avoidance of urinary catheters 

· Support with nutrition and hydration 

· Promoting sleep hygiene 

· Medication review 

· Provision of sensory aids (glasses and hearing aids) 

· Early mobilisation 

· Environmental considerations e.g., noise, consistent staffing, avoid unnecessary ward moves
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This document and the other key documents and optional resources listed below can be accessed via on the Dementia United website (https://dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit/)



[bookmark: _Hlk39597165][bookmark: _Hlk153355980]This guidance forms part of the Management and Engagement component of the TIME bundle; within the Greater Manchester Hospital Delirium Toolkit It is not intended to be exhaustive of all management and engagement aspects, when supporting someone with delirium. We recognise that not all the guidance will apply. It sits alongside the Greater Manchester hospital delirium management and engagement guidance –for medical teams (Key Document 4a of the hospital delirium toolkit)[endnoteRef:2]. [2: List of full links to resources

 Greater Manchester hospital delirium management and engagement guidance –for medical teams (Key Document 4a)
www.dementia-united.org.uk/greater-manchester-hospital-delirium-toolkit
] 




We anticipate that you will be using this as a guide for points of reference to consider and return to. It is intended to assist with systematically considering and eliminating aspects that will help you to formulate a standardised approach to delirium management.





Management



It is important to follow the steps highlighted below to reduce the duration of a delirium. 

[bookmark: _Hlk77591438]These steps are based on the tenets of essential nursing person-centred care designed to meet the holistic needs of the patient with delirium. 





Tenets of essential person-centred nursing care 



The goal of person-centred care is to identify and find ways of meeting the unique needs of the individual, always trying to increase the amount of time that a person spends in a state of wellbeing. People with delirium have individual likes, dislikes, interests, abilities, difficulties, hopes and fears just like everyone else and this information should be used as the basis of care provision (David and Iliffe, 2020).



Continue to treat and review other conditions the person has, as these may be contributing and sustaining the delirium. For example:

· Management of constipation

· Bladder care, including avoidance of urinary catheters, assessing for urinary retention

· Consider if they have an underlying mental health problem/diagnosis. It may be worth checking with your liaison teams for this information.


Assess for pain and ensure the person has adequate pain relief. Consider the following:

· Asking regularly if they are in pain 

· Use of pain assessment scales particularly where verbal communication skills are reduced e.g. the Abbey Pain Scale [endnoteRef:3] and (PAINAD) - MDCalc [endnoteRef:4] [3: 
 Abbey Pain Scale
 www.apsoc.org.au/PDF/Publications/Abbey_Pain_Scale.pdf

]  [4:  (PAINAD) - MDCalc 
www.mdcalc.com/pain-assessment-advanced-dementia-scale-painad] 


· Observe for behavioural, physiological and body language changes in individuals to guide assessment of pain

· Consider requesting “by the clock” medication for some people rather than “as required”

· Titrating opiates if they are being used for pain relief, as well as minimising side effects, e.g., using laxatives as necessary.

· The film from Professor Liz Sampson[endnoteRef:5] would be of value to watch in terms of pain and delirium [5: 
 Film from Professor Liz Sampson 
www.youtube.com/watch?v=SVxk59PC_m8

] 




Monitor for and reduce the risk of the person developing pressure ulcers as they may be less mobile as a result of the effects of the causes and symptoms of delirium. 

· Assess the need for pressure relieving equipment in hospital. Encourage mobilisation and pressure area relief.


Monitor for and reduce the risk of the person falling, which includes undertaking risk assessments of the environmental factors that may contribute to the person’s falls risk. 

· Early mobilisation is important. Review the environment which may be adding to the falls risk, such as levels of lighting, signage, access to the toilet, etc.



[bookmark: _Hlk153356141]The duration of delirium can vary widely, with delirium lasting a few days in most people. Persistent delirium (that is, lasting for weeks or months) is not rare, with 20% of people exhibiting some symptoms of delirium at 6 months (Wilson et al 2020). In managing persistent delirium, it is vitally important that you continue to return to these management guidelines and address any areas where the person requires support. 

The focus will be on the prevention of further causes or triggers for delirium by delivering person centred care to meet the needs of the person with delirium.

Wilson et al (2020) noted that consensus guidelines make several recommendations for delirium prevention in various health-care settings, for multicomponent interventions such as: 

• Early recognition of high-risk factors (age >65 years, dementia, hip surgery and high acuity) 

• Daily screening for delirium 

• Environmental orientation (sensory, auditory, dentures, time, events, family visits and music) 

• Maintain normal hydration 

• Regulation of bladder and bowel function 

• Early establishment of normal diet 

• Correction of metabolic disorders 

• Cardiorespiratory optimization (with provision of oxygen if appropriate) 

• Early identification of infection 

• Effective treatment of pain 

• Daily mobilisation 

• Avoidance of antipsychotic drugs 

• Avoidance of benzodiazepines 

• Reduced nocturnal disturbances to promote sleep 

• Sleep promotion (eye mask and earplugs) 



Consider the use of nicotine replacement therapy as needed. Ask about alcohol intake and consider prescribing for withdrawal as per your hospital guidelines.



Consider if the person requires ear plugs where increased noise on the ward impacts their sleep.



Please also see below management guidance for the needs that people with delirium may experience, such as:

· the needs for reassurance, orientation, and occupation

· the needs for physical comfort and well-being 

· the need to feel safe, secure, and receive comfort and reassurance when distressed



“Delirium treatment is complex, as it involves addressing multiple domains… addressing the often multiple delirium triggers (causes), correcting physiological disturbances, treating the symptoms of delirium including distress, communicating with patient and carers, and addressing the current and future risks linked with delirium (prevention).” Wilson et al (2020)



Meeting the needs for reassurance, orientation, and occupation



During an episode of delirium, some people will need reassurance, re-orientation and to be meaningfully engaged in occupation. The steps outlined below, are suggestions for meeting these needs:

· Minimise the number of moves between or within wards in the hospital. This can contribute to an increased sense of disorientation. 

· Ensure the person has their glasses, hearing aids and check these are working. Check with the person or family, to be sure they have been sent in with the person to hospital. Ensure you know which glasses are for reading/distance.



· Focus on your communication. Very often people will experience problems with communicating their needs, particularly where delirium is superimposed on dementia. Consider the following:

· Slow down (do not out-pace) and reduce the length of your sentences.

· Concentrate on your non-verbal communication (your words might not make sense to the person, but your tone of voice and body language will).

· Make use of objects/cues/pictures to back up what you are saying.

· Concentrate on the feeling/need behind what a person is saying (if a person is asking for their mother, think why this might be and try to clarify: are they feeling anxious, lost, trapped, are they in pain, do they need the toilet?)

· Try to provide opportunities for reassuring human contact. Stop and share a few moments when you can. 

· Talk through procedures as you do them, to try to allay fear. 

· Repeat information such as who you are, what you are doing and why.



· Aim for the familiar and provide reassurance

· Put yourself in the shoes of a person who does not recognise where they are. If you were in a strange and disturbing place and you couldn’t retain information what or who might help you feel more safe and secure?

· Familiar people and familiar things can provide support, comfort, and reassurance. 





During the Covid-19 pandemic, we know that relatives visiting has been curtailed, or they are allowed to visit only in exceptional circumstances. We do know that some hospitals in GM have enabled one relative to visit each patient with dementia/delirium, using a visitors passport. 

· There are some great national resources and campaigns, such as John’s campaign[endnoteRef:6]. This may be of value when you speak to senior managers. Consider asking for a review of the visiting policy to enable one designated relative/carer to visit, abiding by local trust infection guidance.   [6:  John's Campaign 
https://johnscampaign.org.uk

] 


· Where visits are not currently happening, consider:

· Planning with family members, proactively engage with them. How can you engage the family/carers in making contact? Booking telephone or skype calls in advance. Bear in mind that telephone or skype may not be suitable for all. 

· Enabling the person to wear their own clothes.

· Consider if the person would be able to access chaplaincy if appropriate.

· Adapting to changes in times and routines will be different in hospital than at home. Consider if you can be making any changes day and night, using lights and curtains – make allowances/changes where possible.

· Encourage the person to have possessions from home (preferably not things of value in-case they go astray!) e.g., photos, a clock, cuddly toy etc.





· Support with re-orientation to their surroundings, reminding them where they are. 

· Keep a clock and calendar within reach or visible. If these are not available, consider asking family members to send in, as they may be willing to do so. 

· Use written prompts and reminders. It is helpful to have note paper at the person’s bedside, so staff can use this to write on. Date and update the notes that you are leaving for the person. Keep the information as clear and succinct as possible.



· Support the person with meaningful occupation. All too often in hospitals there is very little to occupy people. A lack of occupation may lead to the person behaving in ways that cause difficulties for themselves and others, or conversely, it may lead to a person withdrawing more and more into themselves and losing all motivation

· Can family provide familiar stimulating activities, that will help with occupation, easing distress and reassurance.

· Consider personal music playlists or objects that family can send in. Newspapers and magazines available on the ward. 

· Bags for people to rummage in. Family can provide these.

· Consider the great value that activity staff, where you have these on your ward, can be. They can link in with the person’s family, to get a picture of any activities and/or also to use a ‘This is Me’ form [endnoteRef:7], to find out as much as possible about the person. Family may have already completed a This is Me that they can send in. Have this as a resource for all staff on the ward.  [7:  ‘This is Me’ form 
www.alzheimers.org.uk/get-support/publications-factsheets/this-is-me

] 






Meeting the needs of physical comfort and well-being



Some people with delirium will have needs for physical comfort and well-being and the steps below are to be considered when addressing these needs.



· Prevent the person becoming dehydrated or malnourished - encouraging them to eat and drink well. 

· Make sure they plenty of drinks available through the day. 

· Encourage eating snacks over the day, if the person is not wanting a full meal. 

· Consider putting up prompts to remind the person to take a drink and eat the snacks or help the person where it is needed. 

· Please refer to the optional resource Eating and drinking well – supporting people living with dementia [endnoteRef:8]. [8:  Eating and drinking well – supporting people living with dementia
https://wessexahsn.org.uk/img/projects/Living with Dementia A4-1569934855.pdf

] 


· Ensure the person is getting up and exercising. Walking with staff, offer of physiotherapy interventions. Consider any exercises they can be encouraged to do whilst sitting. Enabling standing, stretching, getting up and out of a bed, will prevent deconditioning and loss of function. 

· A systematic review of the association between falls and delirium in adults aged 65 years or older by Sillner et al (2019) found that falls and delirium are inextricably linked. There is a need to further refine any falls risk assessment tools and protocols to specifically include delirium for consideration as a risk factor that needs additional assessment and management.

· Review for any indications of pain. This needs to be part of your routine and consider the value of low dose analgesia.

· Ensure the person is going to the toilet regularly and monitor this, as well as for further signs that the person is developing a urine infection and/or constipation.

· Help the person get a good natural sleep. 

· Look at ways to reduce noise and lighting at as the person settles for bed, encourage time to wind down before going to bed and to avoid caffeinated drinks before bedtime.






Meeting the needs to feel safe, secure and receive comfort and reassurance when distressed



[bookmark: _Hlk153356342]People experiencing delirium may present with behaviours that you find challenging. Some people will need to feel safe, secure and reassured when agitated and distressed, in the context of delirium. 



In meeting the need to feel safe and secure, we start with the principle that all behaviour is communicating a need. A person’s behaviour may indicate many things; here are just a few possibilities that the person may be experiencing:

· Feeling lost

· Being overwhelmed by too much noise or activity on the ward

· Not having enough activity to simulate them or keep them occupied

· Trying to express a need – hunger, thirst, the need for the toilet

· Effects of medication

· Trying to find someone or something familiar



The message behind the behaviour

Because of the way delirium affects the brain, the person may have lost some of the inhibitions that would have prevented them from showing their feelings in this way previously. But the feelings being expressed now are important because they represent the person’s way of saying something significant. And we need to understand the message. This could be, for example, ‘I feel like a prisoner’, ‘I’m frightened – I don’t understand what’s going on’, ‘I’m in pain’, or ‘I’m so frustrated’.



· Knowing as much as possible about a person can assist greatly in their care. Your most valuable supply for this information will be the person themselves and/or their family/carer. Family or care staff who know the person may have precious information on what actions/responses are likely to make a person more distressed, and what can help a person feel more secure. 



· Make sure you have knowledge of the person’s baseline level of functioning. If there is a Alzheimer’s Society “This is Me” document [endnoteRef:9], please refer to it for detailed information. Speak to the family or carers who can give a baseline picture and could provide this information over the telephone.  [9:  Alzheimer’s Society “This is Me” document 
www.alzheimers.org.uk/get-support/publications-factsheets/this-is-me

] 


· It would be valuable for the family to complete a ‘This is Me’ where the person does not have one in place, and they have an underlying diagnosis of dementia. 



[bookmark: _Hlk153356493]Consider whether the Mental Capacity Act would apply. A formal mental capacity assessment may be needed in relation to care and treatment decisions.

The Mental Capacity Act (MCA) applies to everybody involved in the care, treatment, and support of people aged 16 and over who are unable to make all or some decisions for themselves. The MCA is designed to protect and restore power to those vulnerable people who lack capacity. Anyone caring for or supporting a person who lacks capacity could be involved in assessing capacity.

Using the Mental Capacity Act (MCA) [endnoteRef:10]  is a 17-minute film, covering the 5 main principles and giving examples of how these work in practice. It also covers Lasting Power of Attorney and advance decisions. [10:  Using the mental capacity act 
www.scie.org.uk/mca/introduction/using-mental-capacity-act

] 


Using the MCA key principles in care planning [endnoteRef:11] is a further 12 minutes film, exploring using the MCA in practice, including within care planning and advance decision-making. [11:  Using the MCA key principles in care planning 
www.scie.org.uk/mca/practice/care-planning/key-principles-in-care-planning

] 


MCA: Assessing capacity [endnoteRef:12] covers how to assess mental capacity [12:  MCA: Assessing capacity 
www.scie.org.uk/mca/practice/assessing-capacity 

] 


This booklet is for health and social care staff and covers what is mental capacity, how to assess capacity, best interests, providing care and treatment [endnoteRef:13] [13:  Health workers guide safeguarding
www.ouh.nhs.uk/patient-guide/safeguarding/documents/health-workers-guide.pdf

] 


This booklet is in relation to – Making decisions about your health, welfare or finance. Who decides when you can’t? [endnoteRef:14] [14:  Making decisions about your health, welfare or finance. https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/365631/making_decisions-opg601.pdf

] 


This booklet is in relation to Making decisions A Guide for family, friends and other unpaid carers [endnoteRef:15] [15:  Making decisions A Guide for family, friends and other unpaid carers 
https://dementia-united.org.uk/wp-content/uploads/sites/4/2021/10/Making-decisions-A-Guide-for-family-friends-and-other-unpaid-carers.pdf

] 


· Does the patient have a Lasting Power of Attorney for health and welfare, or an Advanced Directive in place? If the patient is assessed as not having the mental capacity to decide on their care and treatment, you would need to know if these is an attorney to speak and if there are any Advanced Decisions in writing.



· Make sure all such vital information, in terms of mental capacity assessments, Lasting Power of Attorneys are shared across the care team and recorded clearly and in a place that all of the staff team can access this. This includes information from the family such as the Alzheimer’s Society “This is Me” document [endnoteRef:16], or if you have obtained information in the context of any behaviour that challenges.  [16:  Alzheimer’s Society “This is Me” document 
www.alzheimers.org.uk/get-support/publications-factsheets/this-is-me

] 


· Do you need to also speak to colleagues in mental health services, to find out more information? E.g., when the person has an underlying mental health problem or diagnosis prior to admission to hospital.



· It will be important to get a picture of the person’s levels of agitation and behaviour that you/your ward team find challenging. 

· Use an Antecedent Behaviour Chart (ABC), or any way of recording that your organisation has for this. Where possible, you are looking to document the following points (outlined below) on the chart. This will enable the whole staff team to look for any patterns emerging and consider what is helping or not. 

· date/day and time

· how long was the behaviour present?

· what was happening at the time?

· what was observed?

· what did staff do to support or not? 



· Repeating risk assessments and frequent reviews are needed, where there is delirium and some behaviours that challenge. 

· Build these into your day and involve the whole MDT.

· Consider accessing Social Care Institute for Excellence video on practical approaches to minimising restraint.[endnoteRef:17] [17:  Social Care Institute for Excellence video on practical approaches to minimising restraint 
www.scie.org.uk/socialcaretv/video-player.asp?v=practical-approaches-to-minimising-restraint

] 




· Patterns will emerge as to the times of the day when the person engages more or when behaviour is more evident. All this information is valuable to know. For example, you can use the information to focus your delivery of care, such as:

· Timing of giving out medication 

· Consider who helps with this if the person is more likely to accept help from them

· Consider when would be best to take observations and blood tests

· When to engage the person in an activity or exercise, to get them mobilising and/or engaging them in meaningful occupation 

· These patterns will also help with monitoring for signs of improvement and/or the person getting worse.



· The person may be experiencing hallucinations, for example seeing things or hearing things that are not there, or they may have paranoid ideas about people around them. 

· Try not to agree with any incorrect ideas; but avoid challenging the person if you can tactfully disagree or change the subject. 

· Another option would be to try to acknowledge the person’s distress and talk about the person’s feelings. Consider trying to explain and make sense of what they are experiencing. 

· Revisit the GM Delirium leaflet shorter version[endnoteRef:18] with the person, go through it with them, this may help them to make sense of what is happening when the person is more settled and lucid. [18:  GM Delirium Leaflet - shorter version 
https://dementia-united.org.uk/wp-content/uploads/sites/4/2023/08/Greater-Manchester-Delirium-Leaflet-Short-Version-June-2023.docx

] 


· If symptoms are causing distress and not resolving, consider accessing specialist advice and support, from the Mental Health Liaison Team; or if the patient has a known mental health practitioner contact them e.g., Community Psychiatric Nurse.



· Does the person experience distress and agitation? 

· Continue to find out the cause for any distress. Your monitoring and documentation will help with this, such as the use of ABCs as mentioned above. 

· A pattern may have emerged, and you may be able to respond to a need e.g. for reassurance and comfort as noted above, or a need for physical wellbeing to be met; ideally without using any sedative medication. There may be something that triggers off distress, try and establish what it may be and take time to explain and calmly reassure. 

· As well as spending time to reassure someone who is distressed, you may want to consider: 

· Leaving the person in a safe environment, disengaging and observing from a distance. 

· Distraction by engaging in an activity that you can leave them with e.g. a device with a personalised play list.

The use of music is known to be calming and reassuring for some people. 

· Whatever the strategy, always record it somewhere for the whole staff team to see. This will enable the staff team to develop a detailed care plan and approach, that will need to be flexible and person-centred, responding to the person’s needs. 

· Consider accessing Fundamental needs in dementia - an animation from the CAIT and Newcastle Model series [endnoteRef:19] which focuses on meeting the needs of someone with dementia with delirium.  [19:  Fundamental needs in dementia - an animation from the CAIT and Newcastle Model series 
www.youtube.com/watch?v=R0C2ug7AbTY

] 




· Consider referrals for an increase in support or observation on the ward. Refer to your organisation’s policy on increased levels of observation. 

· Consider whether Liberty Protection Safeguards (LPS) or a Deprivation of Liberty Safeguards (DOLS) [endnoteRef:20]assessment may be necessary if the patient is deemed to lack capacity in terms of their stay in hospital and treatment. The Safeguarding Team may be of value in enacting this [20:  From DoLS to LPS: an important time for mental capacity - Social care https://socialcare.blog.gov.uk/2020/01/24/from-dols-to-lps-an-important-time-for-mental-capacity/

] 


·  

· Consider referral for advice from the Mental Health Liaison Team. 



Sleep may be impaired when a person has a delirium 

· Non-pharmacological measures should be implemented first line. E.g., avoidance of caffeinated drinks in the evening, keeping environmental noise to a minimum, adherence to usual sleep routines, avoidance of stimulation such as watching television late. Other associated contributory factors should be identified, for example the presence of any hallucinations or pain. There is no evidence for the use of night sedation to treat insomnia in delirium. 



[bookmark: _Hlk153356789]A person with delirium will do their best to let others know how they are faring and what they need through their behaviour, if other communication channels begin to fail. Using antipsychotic drugs as an early response to behaviour that challenges others often creates additional problems for the person and effectively silences their message.



“Antipsychotics are often accompanied by unpleasant and dangerous side effects, and studies have estimated that there are at least 1,800 extra deaths each year among people with dementia as a result of taking antipsychotics” (Department of Health, 2009)

Agar (2020) “Before the institution of any pharmacological strategy, it is important for a careful assessment of the causes and degree of distress, the patient’s and/or family’s interpretation of the symptoms and signs and have assessed whether the agitation is more distressing than the possible distress caused by the potential sedation and loss of meaningful communication, which could occur from a pharmacological approach. This should be considered both at the time of prescribing, but also re-assessed when administering as needed medications.”

It is also worth noting that, Wilson et al (2020) found in their systematic review, that data were generally of poor quality with regards to the treatment of delirium with anti-psychotics. Antipsychotic agents had no effect on delirium severity, symptom resolution and reporting of adverse effects was absent or poor.



[bookmark: _Hlk153357119]Meeting the needs at the end of life



Delirium is important to consider at the end of life. It may be almost universal in non-sudden death, especially in those with dementia [endnoteRef:21]. Delirium has a poor prognosis, regardless of how well it is identified, investigated, and treated, especially the hypoactive (drowsy) form. Half of those with delirium on general and geriatric medical wards will die within six months    End of Life Care in Frailty: Delirium | British Geriatrics Society (bgs.org.uk) [endnoteRef:22] and End of Life Care in Frailty | British Geriatrics Society (bgs.org.uk) [endnoteRef:23] [21:  End of life care in frailty dementia 
www.bgs.org.uk/resources/end-of-life-care-in-frailty-dementia

]  [22:  End of life care in frailty Delirium 
www.bgs.org.uk/resources/end-of-life-care-in-frailty-delirium

]  [23:  End of Life Care in Frailty 
www.bgs.org.uk/resources/resource-series/end-of-life-care-in-frailty

] 


Distinguishing delirium in the person who is imminently dying with reversible delirium is a key clinical challenge. This can be more challenging too, when the person has an underlying diagnosed dementia or cognitive impairment. 

• Symptoms and causes of distress in the person with delirium at end of life are often multifactorial. 

• Clear information and shared decision making are needed for all elements of the management plan Davies and Iliffe (2020)

This guide [endnoteRef:24] has been created for any healthcare professionals providing care and support for people with dementia at the end of life. It can be used for training, to support decision-making, and help you have discussions with family members and advocates. [24:  UCL Rules of Thumb 
dementia-united.org.uk/wp-content/uploads/sites/4/2021/01/03-UCL-Rules-of-Thumb-Guide-v14.0_PRINT-version.pdf

] 


Agitation and restlessness 

Look for an underlying cause, as you would do for delirium assessment. Agitation and restlessness may not always be caused by dementia. If there is no identifiable cause, then consider non-drug treatments, e.g., music therapy, massage or aromatherapy, and trial pain relief. 

Towards the end of a person’s life, you should only continue medication or interventions that are likely to maintain their comfort and quality of life. The same goes for starting them on any new medication or interventions. Davies and Iliffe (2020)



Engagement with family members AND other informal and formal carers from the community in recovery and planning discharge

Engagement in reviewing and monitoring; will depend on presentation, clinical symptoms, risks associated with medical underlying causes of delirium potentially deteriorating and other risks such as falls or of not eating and drinking.

· You may need to revisit and review the management principles above.

· You may want to reassess for increased presence of symptoms of delirium; consider a repeat of a cognitive assessment.



Consider if a referral for an assessment of the person’s functioning is necessary. Consider any aids and adaptations for discharge from hospital and planning ahead for returning home.

· If for example the person is remaining in bed for long periods, or if the person is getting up out of bed and needs equipment such as bed levers, commodes, standing aids, kitchen perching stools, frames around toilets, chair raisers etc. 



Engage with family and carers that know the person well when you are working towards recovery and the person returning to their baseline. This will be an important part of planning for discharge. Include family and informal carers as appropriate when reviewing and monitoring for signs of improvement and recovery from delirium.

· Make sure you have knowledge of the person’s baseline level of functioning. If there is a Alzheimer’s Society “This is Me” document [endnoteRef:25], please refer to it for detailed information. Speak to the family or informal carers who can give a baseline picture and provide information over the telephone if they cannot visit.  [25:  Alzheimer’s Society “This is Me” document 
www.alzheimers.org.uk/get-support/publications-factsheets/this-is-me
] 


· It would be valuable for the family to complete a ‘This is Me’ document where the person does not have one in place and has an underlying diagnosis such as dementia. This would provide a detailed picture of the person that can travel with them home and if a further hospital admission is needed.



Spend time going through the GM Delirium leaflet[endnoteRef:26] with the person and their family (this can be done over the telephone). Complete the person-centred care plan on the last page. Answer any questions that the family and carers may have when talking to them about delirium. [26:  Greater Manchester delirium leaflet: long version 
https://dementia-united.org.uk/wp-content/uploads/sites/4/2023/08/Greater-Manchester-Delirium-Leaflet-Long-Version-June-2023.docx






GET IN TOUCH
gmhscp.dementiaunited@nhs.net

https://dementia-united.org.uk/

] 




Ongoing care

· Delirium can persist after treatment of the underlying cause/s. The duration of the illness may range from a few days to several weeks. 

· People with delirium may still be able to be discharged with support or transferred to intermediate care services, domiciliary care services, care homes.

· It is vitally important to ensure that the presence of resolved and/or resolving delirium is communicated clearly to all community and primary care colleagues and care staff. 

· Provide a written care plan for transfer with the person which highlights current and anticipated care needs.





Delirium prevention 



Some people are at higher risk of developing delirium than others. When someone has experienced delirium, they are at higher risk of developing it again. 



This highlights the importance of adopting delirium prevention strategies. Please ensure you communicate this as part of your discharge planning, to all services that will be involved in the care on discharge (care homes, discharge to assess units, community teams, primary care, adult social care, mental health). This includes informing the person and their family and in providing the GM Delirium leaflets long or short versions, as you are also letting them know about what they can be doing to prevent delirium, as noted below. 



· Pain management 

· Management of constipation 

· Bladder care, including avoidance or urinary catheters 

· Support with nutrition and hydration 

· Promoting sleep hygiene 

· Medication review and stewardship e.g., avoiding use of benzodiazepines other than for management of alcohol withdrawal or acute seizure management, titrating opiates to manage pain but minimise side effects and use laxatives as necessary. 

· Provision of sensory aids (glasses and hearing aids) 

· Early mobilisation 

· Environmental considerations e.g., noise, consistent staffing 
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WHAT IS DELIRIUM?

Information on how to recognise delirium and what to do
about it

This leaflet is useful for those who are at risk of developing delirium. It is
also useful if you are diagnosed with delirium, or for family members and
carers. You are being provided with this leaflet because you are either at
higher risk of developing delirium, you have a current delirium, or your
loved one has experienced delirium.
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This leaflet is designed to explain the following questions:
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What is delirium?

Delirium causes a short term confused state, and can develop over hours or days.
It is a common condition. 20% of adults in hospital experience delirium, 50% of
people who have a hip fracture will experience delirium. People can develop
delirium anywhere such as in hospital, care homes and living at home.

Delirium can affect memory, concentration and personality. It is a sign of an
underlying iliness. Delirium will usually improve, once the underlying illness is
treated, but sometimes it can last for a while.

Who gets delirium?

People who have one or more of the following are at a higher risk of developing
delirium:

« Age 65+

« Diagnosis of dementia

« Having sight or hearing loss

« Being in an unfamiliar environment

» Having had delirium before

« Having more than one illness

« Having had recent surgery, for example, for a broken hip

What causes delirium?

There are many things that can trigger a person to develop delirium. These are
called underlying illnesses or triggers, for example: pain, infections, not eating or
drinking enough, constipation and side effects of medicines.





How can you prevent delirium?

The following can reduce the risk of someone developing delirium:

Encourage the person to eat little and often if they are struggling to eat a
big meal. Six small meals are as good as three big meals

Encourage the person to drink six to eight cups, for example water, a day.
A normal cup or glass size counts as one drink.

Ensure the person has their glasses. Encourage regular eye tests to
ensure that the prescription is still correct.

Ensure the person has their hearing aids and check these are working.
Encourage regular hearing tests.

Encourage exercise, for example to sit out from bed, get up and walk.

Make sure the person has a good night’s sleep. Avoid alcohol or
caffeinated drinks (such as tea and coffee) before bedtime.

Make sure the person is going to the toilet regularly, to avoid becoming
constipated.

Monitor for pain and keep this under control.

Keep the person’s mind active by encouraging them to do things they
enjoy. Try to find a way they can continue with a hobby.

Explain where the person is and provide reassurance if they are in an
unfamiliar place.

Provide familiar objects such as pictures of family to chat about with the
person.

Write things down, using clocks and newspapers as cues for date and
time. Ensure there is a clock within their sight.

Review tablets with a doctor or pharmacist. Some medications increase
the risk of developing delirium, or sudden withdrawal of some medications
will do too.





How can you spot the signs of delirium?

To reduce the possible impact of delirium it's important to spot the signs that
someone is developing it as early as possible.

To help spot delirium look out for the following signs:
Changes in behaviour that develop over hours or days:

« They may become restless and agitated — we call this HYPERactive
delirium.

« They may become withdrawn and drowsy — we call this HYPOactive
delirium.

« They may present with both hyperactive and hypoactive delirium at
different times over the day and night.

« They may not know where they are or recognise someone they would
usually know.

« They may struggle to hold a conversation or have poor focus and
attention.

« They may see or hear things that are not there (hallucinations) or may
be suspicious of people close to them.

If you spot any of these signs, then seek prompt medical
advice.

How does it feel to have delirium?

There are many different experiences of delirium. Some people find it harder to
process information. Some people felt frightened and distressed, as they had
problems remembering things, or they experienced hallucinations or mistrusted
people around them. Other people do not remember any of the time that they
experienced the delirium. Being told about it or having memories of it return
gradually may be upsetting, and it is important to reassure the person that they
are all right.





How does the health and care team assess and manage
delirium?

If the team notice any new confusion or drowsiness, or are alerted that this
is the case, they will assess for delirium. The team will ask them simple
guestions to measure their attention, memory, and alertness. A diagnosis of
delirium will be recorded in the person’s medical notes. They will also make
sure that the person diagnosed with delirium and their family are informed of
the diagnosis and have information about the condition.

To manage delirium, the health and care team identify any

underlying iliness or triggers causing it. They then:

« Treat any underlying triggers causing the delirium
* AND provide supportive care

Example of how the team treat the causes of delirium:

* If someone is in pain — they will give medicine to ease this.

» |If there is an infection — they will treat this appropriately.

» |If someone is constipated — they will encourage drinking more and
consider a laxative.

How can you help someone to recover from delirium?

Providing supportive care

As the family and carer of somebody with delirium you can help manage the

condition by following the advice below:

* You can help represent the person you care for as you know the person
best and will recognise sudden changes in behaviour.

« Have a friendly, smiling approach and talk in short simple sentences,
making sure you repeat what you said, if necessary.

* Try to provide a calm and supportive environment with adequate rest and
sleep.

* Provide reassurance and re-orientate people to their surroundings —
reminding them where they are and why they are there.

- Keep a clock and calendar within reach.





- Have family pictures or recognisable familiar objects within sight of
the person.

- Try to make sure someone who knows the person well can spend
time with them. Share a document such as ‘This is me’™ with the
health and care team if the person goes into hospital.

- If the person goes into hospital, ensure the person has their glasses
and hearing aids (check these are working) with them.

- Provide familiar stimulating activities such as music the person likes.

- Encourage and help the person to eat and drink regularly.

- Encourage activity and physical exercise, with the goal of lowering
the risk of falling and developing pressure sores.

How can you help someone to recover from delirium?

Most people do recover. As we treat the underlying illness or trigger of
delirium, the person will slowly come back to their normal self. Some people
will find that they are struggling with usual activities while they are still
recovering. Most people recover over a few days but sometimes it can take
weeks or even months.

The health and care team will review and monitor the person with delirium to
see that they are improving. You should also raise concerns or report
significant changes to a member of the health and care team. If they are not
improving a referral may be required for specialist advice.

We know that some people have no memory of delirium once they have
recovered. However sometimes people are left with an uneasy or unhappy
feeling of what has happened. Talking about what happened can be an
important step in helping recovery, whether that be with family members, a
doctor or someone else.

Once someone has had delirium, they are at risk of developing it again. It
Is important to follow the guidance at the start of this guide on how to
prevent delirium developing.






Please refer to the end of this leaflet for a person-centred plan.

Further support and follow up

There are some people for whom symptoms do not completely go away.
They may need to be followed-up medically. If any problems with thinking or
memory continue in the months after having delirium, then advice should be
sought from a GP or other healthcare professional as further assessment
may be needed.

Further information

Organisations which support those with delirium also help people living with
dementia, who are at higher risk of developing delirium.

*Alzheimer’s Society: “This is Me” form can be downloaded from
www.alzheimers.org.uk/ . You can also call Dementia Connect on 0333 150
3456 for support.

Age UK: Information and resources on frailty and delirium:
www.ageuk.org.uk/our-impact/policy-research/frailty-in-older-
people/common-conditions-frailty/ You can also call the Age UK Advice Line
on 0800 678 1602.

Dementia UK: Dementia UK provides specialist dementia support for families.
Their delirium booklet can be downloaded from www.dementiauk.org/ . They
also have a helpline: 0800 888 6678

Together in dementia everyday —tide: This is a UK wide network for carers of
people affected by dementia. www.tide.uk.net/

National Institute for Health and Care Excellence (NICE): Has a clinical
guideline for delirium including a section regarding information for the public
www.nice.org.uk/guidance/cg103

Scottish Intercollegiate Guidelines Network (SIGN): Their delirium booklet can
be downloaded from www.sign.ac.uk/

Yorkshire and the Humberside clinical networks: They have many

delirium resources that can be found here:
www.wypartnership.co.uk/our-priorities/mental-health/mental-
health/dementia/raising-awareness-and-training-delirium




http://www.alzheimers.org.uk/

https://www.ageuk.org.uk/our-impact/policy-research/frailty-in-older-people/common-conditions-frailty/

https://www.ageuk.org.uk/our-impact/policy-research/frailty-in-older-people/common-conditions-frailty/

http://www.dementiauk.org/

http://www.tide.uk.net/

http://www.nice.org.uk/guidance/cg103

http://www.sign.ac.uk/

https://www.wypartnership.co.uk/our-priorities/mental-health/mental-health/dementia/raising-awareness-and-training-delirium

https://www.wypartnership.co.uk/our-priorities/mental-health/mental-health/dementia/raising-awareness-and-training-delirium



This leaflet has been translated into 16 languages available as a film, audio and
written resource. These can be accessed via our website www.dementia-
united.org.uk/translated-delirium-resources/

You can download this leaflet and a shorter version from the Dementia United
website: www.dementia-united.org.uk/delirium-toolkit-training-
resources/

Person-centred delirium plan

On the next page of the leaflet there is a section that can be filled in by the health
and care team managing the care of a person diagnosed with delirium. This is
intended to be a person-centred plan that relates to their specific needs, treatment,
management and support whilst they are experiencing delirium and after it has
settled.

It will allow the person to share the information about their delirium with other
health and social care professionals in the future.



http://www.dementia-united.org.uk/translated-delirium-resources/

http://www.dementia-united.org.uk/translated-delirium-resources/

https://dementia-united.org.uk/delirium-toolkit-training-resources/

https://dementia-united.org.uk/delirium-toolkit-training-resources/



Person-centred delirium plan
Person-centred delirium plan for (enter name):

If there has have been a diagnosis of delirium, the health and care team can complete
the below.
Completed by (staff name, role and/or name of health and care team):

GET IN TOUCH

Email gmhscp.dementiaunited @nhs.net

Website: www.dementia-united.org.uk
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What is delirium?

Delirium is a common condition. People with delirium may have trouble
thinking and remembering, may feel frightened or upset, see or hear things
which are not there. It can come on over hours or days. It is not a permanent
iliness.

What causes delirium?

There are many things that can trigger a person to develop delirium. These
are called underlying ilinesses, for example: pain, infections, not eating or
drinking enough, constipation and side effects of medicines.

Who can get delirium?
People can develop delirium anywhere such as in hospital, care homes and
living at home. It is more common for people who:

« Are aged over 65 years.

« Experience cognitive impairment or dementia or had delirium before.

« Have had recent surgery, for example for a broken hip.

« Have many medical conditions, or sight or hearing loss.

How to spot delirium?
To reduce the possible impact of delirium it’s important to spot the signs as
early as possible that someone is developing it.

The behaviour of a person with delirium will change quickly, over hours or
days. If you spot any of these signs speak to a doctor or a nurse.

* They may be restless and agitated.

« They may be withdrawn and drowsy.

« They might not know where they are.

« They might not recognise friends and family.

« They might not be able to hold a conversation.

« They may see or hear things which aren’t there or be suspicious of
people around them.





How to help someone with delirium

The following things help somebody with delirium feel better and get well.

Encourage to at regularly, little and often if they are not eating 3
meals a day.

Encourage drinking 6-8 cups a day.
Encourage them to wear their glasses if they have these and hearing
aids.

Encourage exercise and getting up out of bed.
Make sure they get a good night’s sleep.
Encourage going to the toilet regularly, to avoid becoming

constipated.

Ask a doctor or pharmacist to check if they are taking multiple
medicines, or in pain.

Explain where they are, if they are in an unfamiliar place, write things
to help with remembering.

Use things they know such as photographs to chat with them.
Encourage them to engage in activities and hobbies that they like.

Use clocks and newspapers to remind them of the date and time.





Getting better

Most people do recover. As we treat the underlying illness, the person will
slowly come back to their normal self. They might struggle with day-to-day
things for a few days or weeks.

Someone who has had delirium once is more likely to get it again. Make sure
you do everything in the list above to reduce the risk of them from getting
delirium again. Remember to speak to a doctor or nurse, if you spot the signs of
delirium.

Some people have symptoms which never go away. If they still have problems
with thinking or remembering things after several months, speak to a doctor or a
nurse.

Further information

This leaflet has been translated into 16 languages available as a film, audio and
written resource. These can be accessed via our website www.dementia-
united.orqg.uk/translated-delirium-resources/

Dementia United have a longer version of this leaflet, which can be accessed
via the website www.dementia-united.org.uk/ delirium-toolkit-training-resources/

Organisations which support those with delirium also help people living

with dementia, who are at higher risk of developing delirium.

* Age UK: Information and resources on frailty and delirium:
www.ageuk.org.uk/our-impact/policy-research/frailty-in-older-
people/common-conditions-frailty/ You can also call the Age UK Advice
Line on 0800 678 1602

«  Dementia UK: Dementia UK provides specialist dementia support for
families. Their delirium booklet can be downloaded from
www.dementiauk.org. They also have a helpline: 0800 888 667

GET IN TOUCH
Email: gmhscp.dementiaunited@nhs.net
Website: dementia-united.org.uk/




http://www.dementia-united.org.uk/translated-delirium-resources/
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https://www.ageuk.org.uk/our-impact/policy-research/frailty-in-older-people/common-conditions-frailty/

https://www.ageuk.org.uk/our-impact/policy-research/frailty-in-older-people/common-conditions-frailty/

https://www.dementiauk.org/
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https://dementia-united.org.uk/
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NUTRITION AND HYDRATION 





Monitoring food, fluid intake and oral hygiene 

To stay healthy adults need to drink 2 to 2.5 litres of water per day. This equates to 6 to 8 cups. Cross the cup out once a cup of fluid has been drunk. Although water is best as it contains no sugar or caffeine, tea, coffee, milk, squash, pop and juice also count, though be mindful of high sugar drinks as they can rot teeth. Beer and wine do not count!



		Mouthcare 		Mouthcare 		Mouthcare 		

		Breakfast		Lunch		Evening meal		Snacks 

		I ate		I ate
		I ate		I ate 



The colour of urine is a good way to establish if a person is dehydrated if they are under 65, if they are over 65 it cannot be used REMEMBER – PRESUME DEHYDRATION . 











Confusion, constipations, feeling dizzy, falls, peeing more often headaches = DEHYDRATION 



Greater Manchester Health

and Social Care Partnership
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09 HEE Mouth Care Assessment.pdf
Mouth Care . NHS
Matters Mouth care assessment guide et ustion ngiand

Pink & moist Swollen, ulcerated

Action None Dry mouth care Refer to DOCTOR

Looks abnormal, white coating, very

Pink & moist sore/ulcerated

Action None

Teeth &
Gums

Action

Cheeks,
Palate &
under the
Tongue

& e }g 2 A‘ -
Very dry/painful, ulcers >10 days,

Clean, saliva present, looks health . :
P y widespread ulceration, looks abnormal

Clean the mouth, dry mouth care,

Refer to DOCTOR
ulcer care

Action None

Clean & Comfortable

DATIX if lost, refer to dental team
if lost or broken

Action Clean daily Denture care, encouragement
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