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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 www.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 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:1].

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. 
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:2] and (PAINAD) - MDCalc [endnoteRef:3]
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:4] would be of value to watch in terms of pain and delirium

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.

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. 

There are some great national resources and campaigns, such as John’s campaign[endnoteRef:5]. 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.  
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:6], 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. 



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:7].
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.

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:8], 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. 
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. 

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:9]  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.

Using the MCA key principles in care planning [endnoteRef:10] is a further 12 minutes film, exploring using the MCA in practice, including within care planning and advance decision-making.
MCA: Assessing capacity [endnoteRef:11] covers how to assess mental 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:12]

This booklet is in relation to – Making decisions about your health, welfare or finance. Who decides when you can’t? [endnoteRef:13]

This booklet is in relation to Making decisions A Guide for family, friends and other unpaid carers [endnoteRef:14]
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:15], or if you have obtained information in the context of any behaviour that challenges. 
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 Freedom to choose and dignity in care - SCIE[endnoteRef:16]

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:17] 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.
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:18] which focuses on meeting the needs of someone with dementia with delirium. 

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:19]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
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. 

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.

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:20]. 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:21] and End of Life Care in Frailty | British Geriatrics Society (bgs.org.uk) [endnoteRef:22]

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:23] 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.

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:24], 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. 
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:25] 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.

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 


Get in touch

Email: gmhscp.dementiaunited@nhs.net

Website: www.dementia-united.org.uk

X	       	@GM_HSC

Facebook 	www.facebook.com/NHSGreaterManchester 
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