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Introduction

Dementia United (DU) has been leading on the delivery of Greater Manchester’s quality improvement delirium programme since 2018. Greater Manchester’s dementia and brain health delivery plan (appendix one), provides an overview of the dementia quality improvement programme where delirium is one of the project areas. Delirium proactive detection and management is also one of the 18 dementia quality standards for Greater Manchester (appendix two for the standards).

This interim review report showcases the progress made by the delirium programme over the last two years. It is intended to highlight gaps and challenges identified from the review with localities, as well as lessons learned from Greater Manchester’s work regionally, nationally, and internationally. The report provides a look to the future with next steps and ambitions for the coming years.


Rationale for change

Delirium is a condition which causes a short-term confused state and develops over hours and days. It occurs when a person is medically unwell and can be caused by several things, such as infections, pain, or constipation. People living with dementia are more likely to experience delirium. The lack of detection and treatment of delirium results in increased distress for the person and family/friends; increased hospital admission; increased length of stay and re-admission to hospital; admission in to 24hrs care; negative impact on any underlying cognitive impairment; increased risk of going on to develop dementia and increased mortality (appendix three for supporting evidence).

In 2020, DU worked with five localities’ clinical teams to pilot the community delirium toolkit. The aim of the pilot was to establish if a proactive, standardised approach to the assessment, treatment and management of delirium would result in improved outcomes for people affected by delirium. 70% of the people with delirium remained in their current residence and were safely managed, thereby avoiding a hospital admission, during the pilot. The pilot also established the value of raising awareness about delirium amongst people at risk and with families, with a focus on preventing people who may go on to develop delirium (appendix four for the pilot paper).

Objectives and standards

The objective of the Greater Manchester (GM) delirium programme:

To deliver on and operationalise the key seven GM delirium standards (below)
To improve the outcomes for people at risk of developing, as well as for people who go on to develop delirium​
To provide support and information for people at risk of and who go on to develop delirium, including family, friends and carers​

GM’s delirium standards

People over 65years and/or who have a dementia diagnosis are provided with information on signs and symptoms of delirium and prevention measures.
100% of patients over 65 years and/or who have a dementia diagnosis that are admitted to the acute care setting/mental health are assessed for delirium using 4AT (4AT - Rapid Clinical Test for Delirium Detection (the4at.com)) on admission.
Every care organisation should have a standardised pathway for assessment/management of delirium.
Family carers are provided with information and support to help support relative with delirium.
Evidence that non-pharmacological measures/de-escalation techniques used before medication for agitation/distress.
Delirium diagnosis should be conveyed at all transitions of care.
All people with delirium should have multidisciplinary follow up.

GM’s evidence based seven delirium standards were co-designed with a wide range of practitioners, stakeholders and lived experience members. These delirium standards align with NICE quality statements and audit criteria (appendix five and six for NICE links).

These standards were approved by DU’s governance boards in 2019; they form part of a more detailed GM’s approach to delirium which also includes a high-level pathway for delirium (appendix seven for the GM approach).


Background 

Following presentations on the community delirium toolkit pilot success, DU had the support of the GM Primary Care Board meeting in 2021, in taking forward rolling out implementation of the community toolkit with localities. 

The vision has been to ensure all localities offer a consistent quality of support to people experiencing delirium in hospital or in the community, including focusing on prevention; thereby reducing unwarranted variation. 
DU has sought to ensure that all delirium resources developed are shared with GM localities to support consistent good practice at scale and pace; such as the toolkits (appendix eight for toolkit links). The intention has been to accelerate progress by targeting resources with the greatest impact and effectiveness to create momentum across GM. 

DU’s Strategic Board endorsed and approved a Locality Model (Delirium) proposal in June 2022, as a way of working more intensively on the adoption of the GM delirium standards with locality stakeholders and partners (appendix nine for locality model).

This model recognised the need to develop and prioritise ways of working to maximise impact amidst competing pressures in GM. The locality model also took in to account the fact that we have a small GM delirium project team; consisting of a proportion of time from a senior project manager (Helen Pratt), one day per week from a project support officer (Fiona Black), and voluntary input from the delirium clinical advisor (Prof. Emma Vardy).


Methodology 

As we are undertaking an interim review our approach to the methodology has been to focus more on formative outcomes. Formative outcomes enable an ongoing evaluation approach. This supports the fact that we are looking at ways we can make improvements as the programme evolves i.e. what we have learnt, any obstacles to change, project monitoring and process evaluation. We have included some summative evaluation factors, such as impact against our three key objectives and seven delirium standards, where we have these.

We have also applied Flow Coaching Academy (FCA) principles to the delirium programme implementation process. The FCA model provides practical quality improvement tools (appendix ten for FCA roadmap). Helen Pratt completed the NHSE funded FCA training in November 2022, which enabled the principles and learning from the training to be applied to the wider GM delirium programme. 

Results 

GM programme’s successes and delivery of the standards and objectives

Formative outcomes
The delirium programme has continued to ensure that the cross-cutting themes of co-production and addressing inequalities are at the heart of the delivery of all aspects of the work. 
This has been most prominent in raising awareness for health and social care staff, as well as for people with lived experience, carers and the public. As part of raising awareness of delirium and the risk of developing it (focusing on prevention), we have co-produced a range of resources; an example being the stay hydrated summer campaign. This campaign provided posters focusing on prevention of delirium (item 1) as well as a leaflet for the public on prevention and a guide for staff on how to use these resources. This campaign was endorsed by GM’s Deteriorating Patient Subgroup and then shared across GM, including within NHS GM’s corporate briefing.

Carers and Dementia Carers Expert Reference Group (DCERG) members co-produced and ensured wide distribution of the delirium leaflets (item 2); as well as co-designing and producing the carers ‘tips for preventing, detecting and managing Delirium’ (item 3), and a film was co-produced to support the carers top tips resource. 


Item 1				Item 2				Item 3


The GM delirium programme have been working to try and address the needs of diverse communities through the translation of the short version of delirium leaflet (item 2) into 16 languages, including audio and visual versions: covering over 97% of GM diverse communities (Census 2021).

DU have established GM wide community of practice groups for both community and hospital settings. Working with these groups led to the co-produced global aims and subsequent driver diagram for the delirium programme; all underpinned by the FCA roadmap (appendix eleven and twelve for global aims and driver diagram). DU worked with these community of practice and locality-led implementation groups to agree outcomes, process factors and measures for the programme/localities. 
Thereby providing the process and agreeing the evidence that GM and localities were working towards or had met the standards and objectives (appendix thirteen for outcomes, process factors and measures).

We have also made progress in developing workforce skills, knowledge, and their confidence in detecting, treating, and managing delirium. The GM Best Practice Delirium webinars have increased attendance and reach across health and social care staff in GM and beyond. There were 60 people who attended in October 2022, and in March 2024, we had to over 175 attendees for the best practice webinar. Webinar attendees are from a range of providers including VCSEs, mental health, hospitals, care homes, primary care, representing a broad spectrum of services in GM as well as from across the UK. Consistently year on year, we have had feedback that the lived experience sessions have had the greatest impact. 

Some quotes from attendees at the webinars:
“30 years as a GP and one of the best webinars I have attended.” April 2023
“Amazing work being implemented within Greater Manchester, thank you for sharing your experiences and showcasing what can be done on a wider footprint.” March 2024

DCERG members have also driven the focus of the programme on developing the confidence and knowledge of family carers, in how to prevent, get help and manage delirium. This led to delivery of a virtual and in-person training in delirium offer for family carers, during Dementia Action Week in 2024. This virtual training was a great success, with 70 people joining, who were mostly family carers or working in carer organisations, who provided wonderful positive feedback about the training. 

“I found the training very beneficial there was a lot I was unaware of” and “lived experiences were wonderful.”
“I found it very beneficial, and as a carer’s information support officer, I would like to be able to share this information with any relevant carers.” 

DU delirium project team undertook a review of the hospital and community delirium toolkits in March 2024. This was to ensure that the toolkits reflected learning from the pilot, localities’ lessons learned and encompassed new research. Feedback on the toolkits from health and social care staff has shown that they have increased their confidence and understanding of the differentiation between delirium and dementia. 

DU are successfully shortlisted, with a bid for approx. £500K for a ‘Greater Manchester Delirium Training Academy’, from the Sir Jules Thorn Charitable Innovation Fund. DU submitted the bid in partnership with the University of Manchester National Institute for Health Research Patient Safety Research Collaboration, the GM Training Hub and linked with GM Fairer Health for All. 
The primary aim of the proposed Greater Manchester Delirium Academy would be to achieve sustainable improvement in the outcomes and experiences for people at risk of, or who develop, a delirium, such as avoiding hospital admissions, supporting people to live well for as long as possible and supporting carers. The focus will be on workforce development to deliver on these improvements. We intend to create a virtual delirium training platform, to catalyse the upskilling of our frontline health and care workforce in GM (250,000 staff) and beyond. 

NHS GM’s Deteriorating Patient Sub-group have agreed that delirium is a priority for 2024-2025, alongside sepsis. The focus of the work for GM will be responding to national guidance and assuring adoption/compliance to reduce variation in relation to delirium care by measuring and assuring the Integrated Care Board that national and local GM delirium standards are being met.

The DU delirium project team have received over 30 approaches from national and international organisations, over the last three years for our engagement and involvement in work programmes, sharing of our toolkits and other resources. See appendix fourteen, for a full list of national and international asks received for engagement with Greater Manchester’s delirium work.

Other progress we have made over the last two years includes contributing to external publications (Royal College Ambulance Clinical Guidance on delirium); presenting at national and international conferences (European Delirium Association conference, September 2023; NICE conference, November 2023). Resources that we have co-produced have been shared and collaborated with nationally and internationally; an example is from Canada, Ontario’s development of the community guidance on delirium care for older adults in the community. A more detailed overview of the work we have been taking forward and successes of the delirium programme over the last two years, is provided in appendix fifteen.


Summative evaluation
We have been able to demonstrate the impact of the delirium programme through hospital and community data collected. Hospital emergency admissions (aged 65+) via Emergency Department with delirium coded have increased year on year, which we consider reflects increased awareness and understanding. 
We have had a near three-fold increase in delirium detection in hospitals over the last 7 years from 5,267 to 14,811 cases (65yrs and over) (item 4 below).

The GM community data has also now been available to us for the first time, with a baseline data set for all 10 localities for 2022. We have further data for 2023 that we plan to use as a comparison in some localities. With the data we have, we have been able to collate a data infographic for each of the 10 localities (item 5 below). The data infographics have been very well received and positively reviewed by our locality partners as they assist in making the case for the importance of delirium.


Item 4

Item 5

The table (item 6) shows how delirium is a main source of traction to the Dementia United website. We have provided the website statistics for 2021 in appendix fifteen, as a comparison.


Item 6


GM programme’s issues and challenges

We are hearing from practitioners that the management of distressed behaviour in the context of delirium continues to be a challenge in all settings. This aligns with GM’s delirium standard five (as noted on page 2 above). In response to this, we are planning on aligning our work in the GM delirium programme, with DU’s wider Distressed Behaviour project. This will ensure we focus on any quick wins and shared delivery of any training offers. 

A further challenge has been the sustainability of the work, for partners continuing to implement the toolkits and wider training offers in their localities. There is a real need for a wider delirium training programme across all sectors. As mitigation, we have been delivering in to the localities, where we are working intensively with them, train the trainer sessions with a plan to work with the GM Training Hub to showcase what is already freely available for staff to access. The bid submission for Sir Jules Thorn, mentioned on page 6, if successful, will also address this gap and need.

We have some limitations with the data available to us, which impacts on measuring the impact of the improvement work we are taking forward across localities and system wide in GM. These limitations are:
Community and hospital data searches of data sources are using different codes [SNOMED and ICD 10]
Coding of delirium is poor across all settings
More detailed extrapolation of the data narratives from each locality has not been undertaken to establish any local factors to be taken into consideration
Locality data is available for some areas that have electronic patient records; however, we are not able to consistently access this


Localities successes and delivery against the standards and objectives

DU hosted an informal delirium review meeting on 12th January 2024 with localities who have been in receipt of the DU intensive support offer in implementing the delirium standards, pathway and toolkits. The localities who attended the review were Tameside, Trafford, Wigan and Oldham. Some of the successes are highlighted below.

Improved awareness; increased appreciation of the value and importance of managing delirium; increased delirium detection within hospitals 
Working to develop new delirium pathways to referral, as well as resources to support their implementation; for example, Tameside’s community delirium pathway and PINCHME for causes of delirium identification (item 7)


Item 7

There was a lot of enthusiasm and positivity to continue the work despite the issues noted below, noting flexibility and creativity in the partnership with DU and localities
Training offer from DU has been invaluable and continues to be needed in all areas, with an ask for pre and post registration education for health and care staff
Rollout of the screening using the 4AT in two acute providers for anyone over 65 years is a real achievement by the practitioners in these hospitals: Tameside and Manchester and Trafford (Manchester Foundation NHS Trust).



Issues and challenges from the localities

The lack of a named lead for delirium made it difficult for some localities to seek support and buy-in from locality board group members
Lack of ownership for delirium within some localities meant continued pursuit of accountable decision making. Seeking approval and implementation has taken a long time e.g., over one year in Tameside from commencing the engagement
Designated named delirium clinical leadership within each locality is required from the start of any project work to ensure ownership and accountability
The lack of capacity in care homes has been an ongoing risk to engagement and implementation

From a DU perspective, we have been spending a lot longer than the agreed three months of intensive support with each locality. Our continued engagement with the localities has been to support with the challenges and issues outlined as above. DU have experienced increased demand on time and project team capacity as a result. 

Reflections 

GM’s delirium programme is partly delivering on the GM delirium standards 3 & 4; at this interim review stage. We can also highlight that we have been working to ensure addressing inequalities and involvement of lived experience remain at the heart of the programme. In fact, we have blossoming engagement with lived experience members who are driving the work programme. We would hope to build on this, to incorporate the more vulnerable groups in our communities, such as people living on their own, people where English is not their first language, and people with a learning disability.

GM’s delirium programme has been working system wide, as well as locality and place based, to take forward raising awareness and supporting the development of  staff knowledge and confidence with the provision of toolkits and training, and best practice webinars. We have continued to deliver this with limited time from a small project team, thereby supporting health and social care staff to make a positive difference for people affected by delirium. 

The greatest challenge has been for GM system partners in localities and across the GM programmes to also take ownership and support the work programme. 




Key implications from the interim report 

Raising awareness about delirium continues to be a priority, with a need to consider where and how to share the co-produced resources so that the people who would benefit the most from them are aware of these; this includes the wider public
NHS GM leading on seeking assurance against the GM delirium standards will take forward seeking clinical ownership and engagement from localities
DU’s toolkits and high-level pathway are aspects that will support people with delirium to remain in their place of residence, avoiding a hospital admission where possible with a standardised proactive model for detecting the causes of delirium and management
Care home capacity needs to be factored into any planned implementation timeline, including the need for increased support alongside training 
DU’s delirium programme has been able to provide free resources and train the trainer training, where there is limited or no funding available for this; however this is not sustainable 
Co-production and co-delivery with lived experience members requires time and commitment from DU and the wider NHS GM system as it is the most impactful on the workforce
Locality place-based implementation of the delirium standards, showcasing best practice and how areas have undertaken it, continues to be important for the learning to be shared across all localities

Ambitions for the programme

We have several ambitions for the programme which pick up on the themes from the issues and challenges noted in this interim report. These ambitions also align with DU’s dementia quality standards, cross cutting themes, as well as requiring the application of NHS GM’s enabler functions. 
 
To have a more accurate data set for hospital and community, inclusive of qualitative data and process factors being captured, reflecting all the standards; the intention is to measure the impact of the delirium quality improvement programme
For this data set to be available as part of the DU Data Dashboard and to include locality data reporting
Inclusive of clearer and easier mechanisms for collections of data where there are no electronic patient records
To continue to work on delivery against the GM delirium standards, within the GM Deteriorating Patient Sub-group across hospitals, community, primary care, and mental health settings


The assurance work mapping against the standards will highlight gaps and areas for improvement work at a locality place-based level as well as by DU’s delirium programme
To continue to grow the confidence and competence of the practitioners who could deliver delirium training in their services/areas
This would be across all settings and include supporting the lived experience members who have been delivering training
The model we are proposing alongside the GM Training Hub, would be the offer of virtual train the trainer sessions 
To foster the co-development of the following guidance and models to sit alongside the pathway and delirium toolkits we have in place
A preventative brain health focused model, working in partnership with public health colleagues 
A more detailed operationalised offer of follow up when discharged by a service or hospital following a delirium episode, given the increased risk of developing dementia from emerging from research
Guidance and wider specific training on supporting someone with distressed behaviour in the context of delirium for all care settings; this would apply to people with delirium superimposed on dementia 
To develop our research capability around delirium detection and management in the community, where the focus has been on admission avoidance
This includes working to influence national policy and NICE guidance
We have some soon to be published studies looking at falls (is there an established link with delirium), a qualitative evaluation from the pilot in 2020 
To develop a Greater Manchester Delirium Training Academy to take forward the objectives for the programme. 
The primary aim of the GM Delirium Academy would be to achieve sustainable improvement in the outcomes and experiences for people at risk of, or who develop, a delirium. 
To continue to foster and encourage the sharing of the fabulous work by GM practitioners and lived experience members with an annual showcase event open to all, within and outside of GM
This enables the connection with regional, national, and international organisations
We are providing a clinical observer-ship for clinicians from Singapore in 2025; we intend to evaluate the delivery of this to take forward any learning and considerations of future offers of the same for other regions, or countries



Next Steps

We will share this interim review across DU partners and the wider GM system
We will continue to work as part of the GM Deteriorating Patient Sub-group in taking forward system-wide assessment against the standards by locality partners, including supporting any quality improvement work that comes from this
We will continue with the overarching evaluation of the delirium programme as well to host informal reviews with localities and will share any learning
We will work with locality partners to deliver and evaluate the Singapore clinical observer-ship
We will continue with the bid submission for the GM Delirium Training Academy, working with University of Manchester and GM Training Hub partners
We will continue to take forward discussions with GM Business Intelligence colleagues with regards to the data



Appendices

Appendix One – Dementia and brain health delivery plan 

Greater Manchester Dementia and Brain Health Quality Standards 2024 - Dementia United (dementia-united.org.uk)


Appendix Two – Dementia quality standards

Greater Manchester Dementia and Brain Health Quality Standards 2024 - Dementia United (dementia-united.org.uk)


Appendix Three - National and international Evidence supporting the rationale 

https://www.sign.ac.uk/media/1423/sign157.pdf
https://www.uq.edu.au/news/article/2024/03/patients-delirium-more-likely-develop-dementia
https://www.nice.org.uk/Guidance/CG103
Anand et al, 2022; Eost-Telling et al 2024 - both in Age and Ageing
Tsui et al 2022, in Lancet Healthy Longevity
https://alz-journals.onlinelibrary.wiley.com/doi/pdf/10.1002/alz.12075
https://agsjournals.onlinelibrary.wiley.com/doi/10.1111/jgs.18751
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9902156/#:~:text=Delirium
https://www.sciencedirect.com/science/article/pii/S1568163724001314
https://www.bmj.com/content/384/bmj-2023-077634


Appendix Four – Delirium academic publication about the pilot of the community toolkit

Delirium can be safely managed in the community through implementation of a community toolkit: a proof-of-concept pilot study | RCP Journals


Appendix Five - NICE quality delirium statements 

Quality statements | Delirium in adults | Quality standards | NICE


Appendix Six - NICE audit criterion for delirium

https://cks.nice.org.uk/topics/delirium/goals-outcome-measures/audit-criteria/


Appendix Seven - GM Delirium standards taken from the GM approach to delirium, which the DU Strategic Board endorsed
 
Greater Manchester Approach to Delirium - Dementia United (dementia-united.org.uk)


Appendix Eight – Delirium Toolkits

Greater Manchester Community Delirium Toolkit - Dementia United (dementia-united.org.uk)

Greater Manchester Hospital Delirium Toolkit - Dementia United (dementia-united.org.uk)


Appendix Nine – Locality intensive support implementation of the toolkits

The model offered localities the choice of three options to meet local needs:
Option 1 Intensive input from DU for three months. DU will work alongside the locality supporting planning and implementation (maximum of two areas at one time).
Option 2 One-off presentation and help to align GM resources with local training strategy. Support and clarification of the work at partnership stakeholder meetings.
Option 3 Information and resources accessible from the DU website and briefings.


Appendix Ten – Flow Coaching Academy Roadmap 
The Flow Coaching Academy programme is based on the rationale that patients typically experience care in condition-based pathways, and how they move along these pathways has considerable implications for patient experience, care outcomes and pressure on staff and resources. The road map slide below, outlines the methodology applied.
The programme builds on learning about care pathway level improvement and training improvement coaches from two previous Health Foundation-funded programmes: Flow Cost Quality and the Sheffield Microsystems Coaching Academy.






Appendix Eleven – Delirium programme’s global aims

· (What are we trying to improve) We aim to make sustained improvements to ensure timely access to assessment and treatment for those that go on to develop delirium (and for their family, friends, or care partners) that improve the outcomes and qualitative experience for all. 
· This includes delirium prevention to maintain brain health, also to use/identify any diagnostic opportunity for dementia as we know that better routine delirium detection will ensure diagnosis of any undiagnosed dementia at presentation and also have a means to detect emergent dementia, especially where recurrent episodes of delirium.

· (Scope) In wherever the person may be; including at home, in extra care housing, attending a day service or living in a care home or being in hospital.

· (Scope)The process begins when the person shows signs of delirium; 
· that is when someone who knows the person such as family and friends as well staff who are in regular contact (for example home care staff, care home staff, allied health professionals, day care staff, District Nurses etc.) replies Yes in response to the modified Single Question in Delirium (SQiD).. ‘is the person more confused and/or drowsy in the last few days’.
· In terms of prevention, the process begins where there is someone at higher risk of developing delirium.

· (Scope)The process ends with resolution of the episode of delirium which includes when the person themselves and/or those involved in their care such as family, friends or care partners and staff who support them consider the person has reached their potential and are feeling confident to carry on the management plan; this includes a focus on preventing further episodes of delirium.

· (Benefits) By working on the process, we expect 
· admission avoidance for people who can be safely managed in their current residence,
· system wide adoption of Greater Manchester’s Delirium Standards using the toolkits and resources to support this,
· reduced length of stay in hospital and increase in discharges back to previous residence when someone has delirium,
· an educated workforce who can spot delirium sooner and are competent in assessing, managing, and preventing,
· improved qualitative experience for people who develop delirium and family; empowering them through information and education.
· 
· (Mandate) We expect, by working on this process to build on the success of the pilot in the community of the Toolkit in 2020, we have support from NHS Greater Manchester’s Primary Care Group, Clinical Effectiveness Group, Patient Deteriorating Subgroup for the implementation of the standards and toolkits as resources to support implementation, we have fabulous lived experience engagement driving the work and it aligns with urgent care admission avoidance strategy of the NHS Long Term plan.


Appendix Twelve - Driver diagram

The driver diagram below translates the high-level improvement global aim into a logical set of high-level factors (drivers) that we need to influence or work on, to achieve our goals.


[image: GM Delirium driver diagram]
Appendix Thirteen - GM system wide measures and outcomes

· Reduction in delirium inpatient stays in hospital following an admission via Emergency Department; evidenced by national emergency hospital data AND reporting from some localities who have implemented the Toolkits as part of the electronic patient records 
· Increase coding of delirium and use across all care settings i.e. in all handovers/transfers of care; as noted above for source of evidence

· Increase in people who have remained in own home/care home where delirium episode is coded; source of evidence is data from primary care however currently not able to differentiate on where delirium was coded from data set. 
· We would need to seek this from locality placed teams using the delirium resources
· An improvement in patient and carer satisfaction and lived experience demonstrated using surveys/questionnaires; this would need to be undertaken by locality teams
· Increase in staff numbers who have attended delirium training; this would need to be collected by locality teams
· Reduction in mortality rates linked to coded delirium during episode of care/treatment; we would need to seek this from locality placed teams and hospital data sets
· Reduction in frequent attenders at Emergency Department for care home residents with delirium; we have data on people with dementia and delirium admitted however not coded for place of residence
· We would need to seek this from locality placed teams and hospital data sets

Process measures
A. Demonstrating meeting standards and pathway for delirium both in hospital and community settings
· Numbers/percentages of patients where screening using 4AT has been undertaken
· Numbers/percentages of patients scoring 4 or more on an 4AT i.e. positive for delirium vs numbers completed 4AT negative i.e. percentage
· Time to identifying cause of delirium from positive for delirium on 4AT
· What information was shared on transfers of care e.g. was delirium noted/coded
· Numbers/percentage of patients with completed delirium leaflet – when delirium is noted; documented in care records
· Patient/family reporting of satisfaction with survey/questionnaires - interviews for a deeper dive in to experiences
· Looking for an improvement in staff’s knowledge and experience and what to do; before and after training and intervention – measured by before and after questionnaires, case studies 

B. Demonstrating delivery against standards by Dementia United
· Delivery of the phased model to support the Toolkit implementation across all of GM localities; evidenced by action plans, pathways and Standard Operating Procedure examples; informal locality review feedback 
· GM delirium programme requests nationally, internationally and contributions to research
· Collection of engagement and outcomes from GM community of practice meetings 
· GM Delirium programme webpage visits 
· Delivery of GM delirium training; including feedback and numbers attended
· GM programme meetings hosted and updates

Appendix Fourteen – full list of national and international organisation engagements.

International (4)
· Singapore - clinical observer-ship, under the Health Professional Development Program, and we will be looking at a 4 weeks period for a MDT to come over to GM for a clinical observer-ship, funded by Singapore’s Ministry of Health
· Canada - Project & Quality Manager, Regional Geriatric Program of Toronto
· Demark - Dept. of Anaesthesiology and Intensive Care at Gødstrup Hospital
· European Delirium Association, to add a link to the translated delirium resources we developed on to their website

England (24)
QI/Strategic or commissioning roles;
· South Eastern Strategic Clinical Network
· Humber and North Yorkshire Health and Care Partnership, Adult Mental Health Programme Lead – Urgent and Emergency Mental Health Care & Dementia
· South Tyneside CCG General Practitioner and Clinical Lead/GP
· Gloucestershire CCG
· Redcar & Cleveland Borough Council, Commissioning Lead
Urgent Care;
· East Suffolk and North Essex Urgent Care
Frailty;
· Advanced Clinical Practitioner, Huddersfield Hospital
· Community Frailty Specialist Occupational Therapist, West Suffolk Hospital
Geriatricians;
· Royal Devon and Exeter Geriatrician
· South Tyneside Geriatrician
· Royal United Hospitals Bath Geriatrician
Mental health services for older people;
· Berkshire Care Home team (Mental Health for Older Peoples Services) 
· Wirral Mental Health for Older People
· Romford Mental Health for Older People team
NHS England;
· NHS England ECIST
· North West Ageing Well Team, NHS England
· NHS England Digital Community Transformation, Primary Care, Community Care & Personalised Care
· An ask for DU and DCERG members to join NHS England’s policy group
· An ask for DU to join the reference group for the NHS England & Local Government Association Health Impact Change Model programme
Ambulance service;
· Cheshire North West Ambulance Service
Directors of Social Services;
· North West ADASS
Universities;
· Programme Lead for Pre-Registration Nursing, Birmingham University
· Senior Research Fellow in Dementia, Institute of Mental Health, University of Nottingham
Outside of health and care;
· Northern regional libraries – health offer example of a delirium zine workshop

Wales (2)
· Hywel Dda University Health Board, NHS West Wales – Advanced Practitioner/Occupational Therapist
· Cwm Taf University Health Board, NHS Wales – Acute Hospital, Advanced Clinical Practitioner



Appendix Fifteen - GM delirium programme achievements June 2022 – May 2024

· Summer 2022 Stockport locality are Health Service Journal Patient Safety Awards finalists with their improvement work implementing the delirium pathway
· https://dementia-united.org.uk/news/2022/11/02/improved-support-for-patients-with-delirium-recognised-at-hsj-safety-awards/
· July 2022 DU host a delirium free Zine workshop with lived experience members producing a delirium resource that depicts people’s lived experiences; this is available across GM libraries in the e-borrow box 
· https://dementia-united.org.uk/news/2023/03/11/delirium-voices-zine-sharing-lived-experiences-of-delirium/
· October 2022 DU hosted the inaugural GM Best practice webinar; 60 people attended 
· https://dementia-united.org.uk/news/2022/10/21/greater-manchesters-best-practice-delirium-webinar-october-14th-2022/
· November 2022 DU presented the North West libraries train the trainer Zine workshop
· December 2022 first time we have had any community data as DU negotiated having a years data from localities community and agreement to provide this ongoing from GM Shared Services (8 localities), 2 primary care localities’ Business Intelligence colleagues 
· January 2023 GM Urgent Care meeting presentation on the delirium programme
· March 2023 DU commissioned a further translation of leaflets extended to 16 languages 
· https://dementia-united.org.uk/news/2023/03/11/making-delirium-information-more-accessible-in-greater-manchester/
· March 2023 North West NHSE Ageing well presentation on the delirium programme
· April 2023 DU hosted a GM best practice virtual Delirium webinar; 157 attended including from outside of GM 
· https://dementia-united.org.uk/news/2023/05/11/greater-manchesters-best-practice-delirium-webinar-26th-april-2023/
· May 2023 Contributed to the published Royal College Ambulance Clinical Guidance on delirium 
· Summer 2023 Completed work on a GM summer dehydration and delirium campaign focusing on prevention of delirium, producing leaflets and posters
· https://dementia-united.org.uk/news/2023/07/26/delirium-summer-campaign/
· July 2023 presented at the GM Clinical Effectiveness meeting who endorsed the programme with an ask to join the GM Deteriorating Subgroup meeting
· Sept 2023 European Delirium Association conference; DU co-facilitated a lived experience creative voices workshop 
· https://dementia-united.org.uk/news/2023/09/07/dementia-united-are-presenting-at-the-european-delirium-associations-annual-conference/
· October 2023 DU hosted Royal College of Emergency Medicine CPD day on delirium with speakers from across GM, including lived experience members
· https://dementia-united.org.uk/news/2023/12/05/dementia-united-hosted-the-royal-college-of-emergency-medicine-delirium-virtual-study-day/ 
· October 2023 Localities data infographics produced on delirium  
· November 2023 NICE national conference presentation on the Innovation in practice delirium case study
· https://dementia-united.org.uk/news/2023/10/12/dementia-united-are-presenting-at-the-nice-annual-conference-in-manchester/
· December 2023 Co-produced with lived experience members a Carers ‘top tips’ guide 
· https://dementia-united.org.uk/news/2024/02/22/delirium-top-tips-for-carers-and-family-members/
· Jan 2024 Film co-produced with Dementia Carers Expert Reference Group complimenting the carers ‘top tips’ guide
· https://dementia-united.org.uk/news/2024/02/22/delirium-top-tips-for-carers-and-family-members/
· Jan 2024 co-produced review of toolkits and DU delirium webpages based on feedback
· https://dementia-united.org.uk/news/2024/02/23/dementia-united-are-launching-the-refreshed-greater-manchester-delirium-hospital-and-community-toolkits/
· Feb 2024 submitted an initial application for the Sir Jules Thorn Innovation fund for a GM Delirium Training Academy
· March 2024 GM Best practice webinar had over 175 attendees 
· https://dementia-united.org.uk/news/2024/03/27/greater-manchesters-best-practice-delirium-webinar-13th-march-2024/
· April 2024 Singapore funded clinical observer-ship for four weeks ask of us in GM planned for Feb-March 2025
· April 2024 Ontario in Canada adapted DU’s community delirium toolkit when developing their community guidance Guidance-on-Delirium-Care-for-Older-Adults-in-the-Community-V1-2024.pdf (rgptoronto.ca)
· May 2024 GM Deteriorating Sub-group meeting endorse the delirium standards and priority of the programme alongside sepsis for the coming year
· May 2024 GM application has been shortlisted for the Sir Jules Thorn Innovation fund for a GM Delirium Training Academy 
· May 2024 DU in partnership with lived experience delivered carers virtual training; 70 attended, with a further 35 signed up 
· https://dementia-united.org.uk/news/2024/04/12/delirium-online-training-for-family-members-and-carers-during-dementia-action-week/


Appendix Sixteen - DU website visit statistics

	Months
	Page views
	Most popular page

	Mar-21
	2052
	Community delirium toolkit

	Apr-21
	1153
	Community delirium toolkit

	May-21
	1853
	Community delirium toolkit

	Jun-21
	1160
	Community delirium toolkit

	Jul-21
	1380
	Community delirium toolkit

	Aug-21
	1299
	Community delirium toolkit

	Sep-21
	2028
	Community delirium toolkit

	Oct-21
	1880
	Community delirium toolkit
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Over 65ys hospital emergency admissions via A&E with delirium coded during their hospital spell and discharge between 01/04/2015 – 31/03/2023
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                                            GLOBAL AIM : timely access to assessment and treatment for those that go on to develop delirium (and for their family, friends or care partners) that improve the outcomes and qualitative experience, including prevention   Early recognition of delirium   Patient and family awareness of what to look for as early signs, how to get help   Staff in all settings being aware of softer signs and SQiD , timely response   Clear referral pathways for all settings: noting which services can respond and when/ how to access a timely response over 24hrs   Timely response from services   Compliance of staff to use the 4AT for all positive SQiD   Compliance of staff to use ‘delirium’ in all notes and electronic records and hand overs of care   Compliance of staff using the TIME Bundle; systematic approach to causes and treatment/management   Awareness raising   Staff trained and familiar with the Delirium Toolkits; confident to train others and implement using these resources   All patients/family receive the delirium leaflet and explanation about delirium, prevention - using person centred approach  All staff, patients/family received information and training on how and why it is so important to prevent delirium in those at higher risk GM Delirium - Driver Diagram Legend Softer signs – possible indications of deterioration e.g. behaviour change – sleep, activity, eating, drinking, mood SQiD – Single Question in Delirium 4AT – brief screening tool for qualified staff to use for delirium TIME Bundle – systematic approach to finding causes of delirium, treating and managing Toolkits – developed to be used by heath and care staff to screen, assess and treat delirium. Piloted successfully in 2020 in community in GM. 
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