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Lethargic Restless
Slow to respond Impulsive

Confused Hallucinating

Quiet Confused

Aggressive

Pulling at lines / NG tube

Poor eye contact

(? Can fluctuate between types, or have mixed presentation of symptoms



delirium during their

hospital stc

(f ® Increases risk of falls, pressure injuries, length of hospital stay
O




® Delirium alone ty 6 months after admission

* Dementia (+/- delirium) associated with incresed mortality 3 months after admission (Hapca et al.,
2018)
O
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® Certain high-risk

® Have heart failure

®* High medical acuity (restraints, invasive lines)




No pain,

lots of gain
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Remember fluid,
fibre, and footwork

Make the move
to prevent delirium

Don't prescribe
delirium

Kindly

Be calm, patient
and mindful of
emotional needs
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Suspect it, spot it,
stop it
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Don't wait,

ONSTIPATION hydrate

Don't get delirious,
sleep is serious
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Sensory aids,

Engage

Think

PINCHES ME

kindly
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Pain
Remember th iD i
? e. e S Electronic version of lnfec_tl.on
Is this patient more AAT ermbedded Nutrition

Constipation
Hypoxia/hydration
Medication
Environment

confused or drowsy
than normal?
Think delirium.
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SQUID-SINGLE QUESTION IN DELIRIUM

in the hospital
computer system
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AAT — Screening for Delirium

& Cognitive Impairment

The 4 AT is a screening tool designed for rapid initial assessment of delirium and cognitive impairment.

Instructions for completion:

*  Part of routine admission assessment of all patients =65 years, repeated each shift for 5 days and if score 0 stop.
*  All patients with a history of dementia, delirium, or cognitive impairment

* Rescreen if RADAR (Recognise Acute Delirium as Routine) has a new score of 1 or more

* DOCUMENT Each score on patients’ observation chart and in notes

Test Result
Alertness +  MNormal, fully alert, but not agitated, 1]
This includes patients who may be markedly drowsy (e.g. difficult to throughout assessment
rouse and/or obviously sleepy during assessment) or e Mild sleepiness for <10 seconds after waking, 0
agitated/hyperactive. Observe the patient. If asleep, attempt to then normal
wake with speech or gentle touch on shoulder. Ask the patient to
state their name and address to assist rating. #  Clearly abnormal 4
AMT4 * Mo mistakes 0
Age, date of birth, place (name of the hospital or building), current
year * 1 mistake

® 2 or more mistakes/untestable
Attention

»  Achieves 7 months or more correctly 0

Ask the patient: “Please tell me the months of the year in backwards e Scores <7 months / refuses to start

order, starting at December.” To assist initial understanding one

prompt of “What is the month before December?” is permitted. *  Untestable (cannot start because unwell, 2

drowsy, inattentive)

Acute change or fluctuating course

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

® Yes 4

4AT score
4 or above: possible delirium +/- cognitive impairment,
1-3: possible cognitive impairment
0: delirium or cognitive impairment unlikely but still possible
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Supporting Patients with a Delirium

Hypoactive Delirium Mixed [ Fluctuating Hyperactive Delirium
* |=thargic ®  Freguently changing # Restless
* Slow to respond 8 |mpulsive
* Confused Pain 8 Hzllucinating
* Juist Infection * Confused
* Pooreys contact Nutrition & " .I':'.Eg-FEEEi'n'E -
* Tearful/low mood Consticatl * Pulling at IV lines / NG tube
anstipation
Hydration
Exercise
Sleep

Medication

Enwvironment

Hypoactive Delirium All Delirium patients Hyperactive Delirium

‘PINCHES ME’ Kindly has been evaluatad (above)
Patient Personal Profile (101745) and/or Sunflower (200177) should be completed for all patients

Family Involvement Family Involvement Family Inwolvement
* Encourage them to prompt * Receive delirium information * Reassures patient it
sctivities ® Hzve open sccess visiting experiencing visual
* Complete personal profile/ disturbances or hallucinations
sunflower

® Bring in patient’s clothes and
personal items

® Support care as abls



Hypoactive Delirium

All Deliriom patients

Hyperactive Delirium

‘PINCHES ME’ Kindly has been evaluated (above)
Patient Personal Profile (101745) and/or Sunflower {200177) should be completed for all patients

Family Involwement

® Encourage them to prompt

Family Invohement
» Receive delirium information

Family Involvement
* Regssures patisnt if
expariencing visual

sctivities * Hawve open sccess visiting
* Complste personal profile/ disturbances or hallucinations
sunflower
® Brimg in patient’s clothas and
personal items
® Lupport care as sble
Activities/ Orientation Activities/Orientation Activities/Orientation

* Azziztance with esting meals
and drinking as may be
struggling to initiate

® Enzure Mezl Tray mat red side
i= uzed

® [aily routine

* Mobilise, sit in chair for all meals

® [Oress daily in own clothes

* Encourage normal sleap/waks

® U=z My Cars Plan Boards

®* Reorientate: clocks, calendars,
newspapers, windows

* Folding towels

* [agazines, board games

* Word finds, sudoku (print
from internat if nome on
ward)

Patient care and support
® Regular toileting prompts
# Monitor for constipation or
urinary retention

Sensory
®* Radioc with music choice from
parsanal profile if possible
® Hznd massage with moisturiser
* Consider shared room to
increase stimulation

Patient care and support
* |ntentional Rounding
* Hygiens nesds assistance
® Pressure Injury Frevention
* Reduce catheter/IV lines whers
possibole

Sensory
* Clear communication
® Hearing aids
* Glazzes
® Avoid unnecessany bed moves

Patient care and support
* |mcreasad falls risk it
impulsive mowvements
iconsider falls alarm though
may not tolerate)

Sensory
* Moise awarsness — may be
owerstimulated
* Consider single room
* Zeaware of ‘triggers’




Lethargic Restless
Slow to respond Impulsive

Confused Hallucinating

Quiet Confused

Aggressive

Pulling at lines / NG tube

Poor eye contact

(? Can fluctuate between types, or have mixed presentation of symptoms



e in if needed

* QOrientation boarc

* Newspaper

®* Able to see out the window, see clock or watch




ealth.nz

®* Mobilisc

R

* Allied Health Assistant or | y Assistant Programmes



https://www.sialliance.health.nz/wp-content/uploads/Understanding-and-preventing-delirium-tips-for-family-13-Sept.pdf




® Sensory inp
® Music

®* Hand massage

i



®* Clear communicatio

* Single room may be beneficial

®* Family involvement

® Reassurance in light of hallucinations / visual disturbances
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Supporting Patients with a Delirium

Hypoactive Delirium Mixed [ Fluctuating Hyperactive Delirium
* |=thargic ®  Freguently changing # Restless
* Slow to respond 8 |mpulsive
* Confused Pain 8 Hzllucinating
* Juist Infection * Confused
* Pooreys contact Nutrition & " .I':'.Eg-FEEEi'n'E -
* Tearful/low mood Consticatl * Pulling at IV lines / NG tube
anstipation
Hydration
Exercise
Sleep

Medication

Enwvironment

Hypoactive Delirium All Delirium patients Hyperactive Delirium

‘PINCHES ME’ Kindly has been evaluatad (above)
Patient Personal Profile (101745) and/or Sunflower (200177) should be completed for all patients

Family Involvement Family Involvement Family Inwolvement
* Encourage them to prompt * Receive delirium information * Reassures patient it
sctivities ® Hzve open sccess visiting experiencing visual
* Complete personal profile/ disturbances or hallucinations
sunflower

® Bring in patient’s clothes and
personal items

® Support care as abls









(2022).

ssociated with
cine, 8(9), 500-505.0-

g/10.1186/s12916-019-1458-7

R

Gonzalez, M., & Carrasco, M. (2009). Impact of delirium on
short-term mortality in elc t study. Psychosomatics, 50(3), 234-238. ®

Hapca, S., Guthrie, B., Cvoro, V., Bu, F., Rutherford, A. C., Reynish, E., & Donnan, P. T. (2018). Mortality in people with
dementia, delirium, and unspecified cognitive impairment in the general hospital: prospective cohort study of 6,724
patients with 2 years follow-up. Clinical Epidemiology, 10, 1743.




ature. Age and

lirium in everyday practice:
owards ¢ 0(6), 38.

Tobar, E., Alvarez, E., & nulation and occupational therapy for delirium O
prevention. Revista Brasile.




