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INTEGRATED CLINICAL PATHWAY

..

	This pathway is based on the Guidelines for the Management of Delirium in the Elderly.
	GOALS:
	· Recognise delirium

· Avoid complications

· Reduce length of stay 


	· Find out and treat underlying cause

· Minimal use of restraint and sedation




DIFFERENTIAL DIAGNOSIS:

A comparison of the clinical features of Delirium/Dementia and Depression

	FEATURE
	DELIRIUM
	DEMENTIA
	DEPRESSION

	Onset
	Acute/subacute depends on cause, often twilight
	Chronic, generally insidious, depends on cause
	Coincides with life changes, often abrupt

	Course
	Short, diurnal fluctuations in symptoms; worse at night in the dark and on awakening
	Long, no diurnal effects, symptoms progressive yet relatively stable over time
	Diurnal effects, typically worse in the morning; situational fluctuations but less than delirium

	Progression
	Abrupt
	Slow but even
	Variable, rapid slow but uneven

	Duration
	Hours to less than one month, seldom longer
	Months to years
	At least two weeks, but can be several months to years

	Awareness
	Reduced
	Clear
	Clear

	Alertness
	Fluctuates; lethargic or hypervigilant
	Generally normal
	Normal

	Attention
	Impaired, fluctuates
	Generally normal
	Minimal impairment but is distractible

	Orientation
	Fluctuates in severity, generally impaired
	May be impaired
	Selective disorientation

	Memory
	Recent and immediate impaired
	Recent and remote impaired
	Selective or patchy impairment ‘islands’ of intact memory

	Thinking
	Disorganised, distorted, fragmented, slow or accelerated incoherent
	Difficulty with abstraction, thoughts impoverished, makes poor judgement, words difficult to find
	Intact but with themes of hopelessness, helplessness or self-depreciation

	Perception
	Distorted; illusions, delusions and hallucinations, difficulty distinguishing between reality and misperceptions
	Misperceptions often absent
	Intact; delusions and hallucinations absent except in severe cases



	NB:  Delirium, dementia, depression may co-exist


GUIDELINES FOR DIAGNOSIS AND MANAGEMENT OF DELIRIUM



COMMON  DRUG CAUSES OF DELIRIUM

	· Benzodiazepines eg Diazepam, Temazepam, Chlordiazepoxide and Benzodiazepine withdrawal
	· Antidepressants eg Amitriptyline, Dothiepin

	· Antiparkinsonian drugs eg Levodopa, Selegeline, Benzhexol, Pergolide
	· Analgesics eg NSAIDS, Opiates, Tramadol

	· Lithium
	· Steroids

	· Cardiac drugs eg Digoxin, Lignocaine
	· Major tranquillizers eg Chlorpromazine, Thioridazine

	· Anticholinergic drugs eg Atropine, Chlorpheniramine
	· Anticonvulsants eg Primidone, Phenytoin, Valporate

	· Histamine blockers eg Cimetidine, Ranitidine
	· Antibiotics eg Cotrimoxazole, Acyclovir, Anti-tuberculous drugs

	· Respiratory drugs eg Aminophyline
	


	Boxes to be ticked and signed as achieved Exceptions can be recorded as variations from the pathway in free text1
	PT Label

	Commence Pathway on admission

Date
	Signature

      √
	Free text
	Sign

	· Ensure sensory aids available working 
Note impairment
Use interpreters where necessary
Speak slowly and clearly

· ADL assessment

· Cognitive assessment to include:-
AMTS (if patient able in 1st 24º)
MMTS (if patient able in 1st 48º)
CRS x 3 shifts E,L,N
Clock Drawing
CAM (in 1st 48º)

· Provide safe physical environment safety and risk assessment ie safe furniture, access to hot water/drinks, remove unnecessary equipment.
Assess for cotsides/falls/self harm/aggression/wandering.
May need mattress on floor - -avoid cotsides if possible.
Enable adequate supervision. Consider a side room near nurses station.

· Basic observation (6º _ reduce to BD/Daily if condition improves)
TPR BP lying/standing ECG
RWT (O2 Sats + BM may be necessary)
Obtain MSU/Wound swabs

· Clinical examination 
Identify underlying cause
Necessary investigations
FBC/U & E’s/Calcium/LFT’s
Glucose/TFT’s/B12/Folate 
blood cultures

· Other possible investigations depending on history, examination
CT/MRI/EEG
Arterial blood gases/ESR 
lumber puncture
Sputum C/S – AFB _ Cytology 
Faeces C&S (FOB’S)
	
	
	

	Day 1-2 Assessment & Treatment

	Date
	Free Text
	Sign

	
	
	

	PT Name

Date
	Signature

      √
	Free text
	Sign

	· Treat underlying cause

· Withdraw incriminating drugs if possible and monitor use of all drugs sedation only for

1. Carrying out essential investigations.

2. Prevent patient endangering themselves or others.

3. To relieve distress in a highly agitated or hallucinating patient (preferred therapy in low dose 0 Haloperidol 0.5mg BD, or Risperidone 0.5mg BD) Reserve Benzodiazepines for specific treatment of alcohol and sedative withdrawal and severe anxiety.

· If there is a high likelihood of infection – treat promptly after appropriate cultures.

· Monitor effect of medication.

· Biochemical derangement should be corrected promptly

· Maintain hydration with oral fluids 1½-2L daily.

· If unable to take oral fluids maintain IV/SC fluids.

· Maintain fluid balance chart

· Nutrition assessment

· Keep pain free/avoid urinary retention/constipation

· Avoid bladder catheters

· Maintain mobility, avoid unnecessary bed rest/restraints

· Allow patient to wander freely if condition allows. Wandering may be managed through collusion – walk with the patient and invite him/her to return to the ward.

· Assess sleep pattern

· At night, keep room quiet with low level lighting, promote uninterrupted sleep.
	
	
	


	Day 1-2 Assessment & Treatment

	Date
	Free Text
	Sign

	
	
	

	PT Name

Date
	Signature

      √
	Free text
	Sign

	· Treatment Care & Monitoring 1st 24 - 48º
Eliminate excessive or unnecessary stimuli ie reduce noise and distracting activity, turn off TV/radio when not in use.

· Report any decline in physical state to medical staff.

· Use a reality orientation approach, access to clocks and calendars.

· Consider diversional therapy and use of sensory aids.

· Establish a consistent, structured routine, use primary nursing and consistency care givers.

· Establish patients baseline status
History from carer to include information to aid assessment for ADL/CAM (sees CAM sheet)

· Symptoms suggestive of underlying cause eg incontinence/constipation 
Alcohol history / Drug history

· Who deals with finances collects pension and pays bills

· Who cooks and deals with household tasks.

· Can the patient use the telephone/call for help use care line if available.

· Can patient take own medication correctly. Do they use a medidose.
Have there been changes to medication. If so ensure patient & carer are aware.

· Does the patient recognise surroundings& can they find way around familiar streets.

· Any help at home SW/MOW/HC/DN/CPN/CST

· Social circumstances 
Type of accommodation stairs/toilet etc.

· Maintain contact and counsel the family and friends.

· Number of visitors should be limited so as not to overwhelm the patient. Is the patient in possession of any valuables.
	
	
	

	Day 1-2 Assessment & Treatment

	Date
	Free Text
	Sign

	
	
	


Confusion Assessment Method (CAM).



Pt label

Indications

For the non psychiatric clinician to detect delirium.

The CAM instrument consists of nine operational criteria including the four cardinal features of acute onset and fluctuation, inattention, disorganised thinking and altered level of consciousness.  Both the first and second feature, and either the third or fourth, are required.

CAM Short Form

1 Acute onset (< 1 month) & fluctuating source

  YES/NO
This feature is usually obtained from a family member & is shown by positive responses to the following questions.

Is there evidence of acute changes in mental status from the patient’s baseline?

Did the (abnormal) behaviour fluctuate during the day, that is, tend to come & go, or increase & decrease in severity.

2 Inattention







  YES/NO
This feature is shown by a positive response to the following question.
a Did the patient have difficulty focusing attention, e.g, being easily distractible, or having difficulty keeping track of what is being said?
· Not present at any time during interview.
· Present at some time during interview, but in mild form.
· Present at some time in interview, in marked form.
· Uncertain.
b (If present or abnormal) Did this behaviour fluctuate during the interview, that is, tend to come and go or increase and decrease in severity?
· Yes
· No
· Uncertain
· Not applicable
c (If present or abnormal)  Please describe this behaviour.

3 Disorganised thinking




    
  YES/NO
This feature is shown by a positive response to the following question

Was the patients thinking disorganised or incoherent, such as rambling or irrelevant conversation, unclear or illogical flow of ideas, or unpredictable switching from subject to subject?

4 Altered level of consciousness




  YES/NO
This feature is shown by any answer other than “alert” to the following question:

Overall, how would you rate this patients level of consciousness
· alert (normal)
· Vigilant (hyper alert, overtly sensitive to environmental stimuli, startled very easily).
· Lethargic (drowsy, easily aroused).
· Stupor (difficult to arouse)
· Coma (unarousable)
· Uncertain
	Day 2-5 Treatment & Preventing Complications

	Date
	Free Text
	Sign

	
	
	

	Day 2-5 Treatment & Preventing Complications

	Date
	Free Text
	Sign

	
	
	

	Day 5 onwards Treatment & Co-ordinating Care & Discharge

	Date
	Free Text
	Sign

	
	
	


Confusion Rating Scale for Delirium

Record the presence or absence of the four behavioural dimensions of confusion at the end of each nursing shift. 

Use the following definitions:

	Disorientation:
	Verbal or behavioural manifestations of not being orientated to time or place

	
	or of misperceiving persons in the environment.

	Inappropriate Behaviour:
	Behaviour inappropriate to place and /or for the person e.g. pulling at tubes

	
	or dressings, attempting to get out of bed when contra-indicated etc.

	Inappropriate Communications:
	e.g. incoherence, non-communicativeness, nonsensical or unintelligible

	
	spontaneous speech.

	Illusions/Hallucinations:
	Seeing or hearing things that are not there, distortion of visual objects.


	Date


	
	
	
	
	

	Shift
	A
	P
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	A
	P
	N
	A
	P
	N
	A
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	N
	A
	P
	N    
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	b)

Inappropriate Behaviour
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	c)

Inappropriate Communications
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	d)

Illusions/Hallucinations
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


	Date
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Illusions/Hallucinations
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Code each of the four behaviours:

0
-
Behaviour not present during shift

1
-
Behaviour present at some time during shift

2 
-
Behaviour present at some time during shift but pronounced

	Date
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Inappropriate Communications
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Inappropriate Communications
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Illusions/Hallucinations
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	


Patient details/label

Plan for discharge/future care (refer to check list)

	Named SW.

	Date referred

	Date received

	Date assessed

	Date of CC



Referred to specialist nurse(s)
Who
Date
Sign


Ward link nurse(s)


	Improving from day 1
	Worsening



SUMMARY OF GUIDELINES FOR MANAGEMENT OF DELIRIUM:

If all stages during the hospital admission, ensure good communication with the patient and carer, and between professionals caring for the patient.

1 Identification of delirium using established diagnostic criteria.

2 Recognition of delirium can be increased by the routine assessment of cognitive state, eg using the AMT (see over).  Repeated use of the AMT may help to determine recovery or onset of delirium in those not delirious not delirious on admission.

3 Assessment of patients pre-admission cognitive, functional and social status.  This information may need to be clarified with the carer.

4 Identification of risk factors such as dementia, severe illness, sensory impairments, alcohol use.

5 Identification of underlying cause (commonly infection or drugs).

6 Treatment of underlying cause or removal of offending drugs.

7 Avoidance of physical restraints.

8 Avoidance of major tranquillizers, where possible, but if necessary use only one drug and in the lowest dose possible (eg haloperidol 0.5-3 mg orally up to QDS).  Review drug treatment regularly.

9 Multi-disciplinary team involvement in treatment and discharge planning.

10 Create optimum environment for care (eg single room, good lighting).

11 Use reality orientation techniques and rehabilitative care models.

12 Ensure adequate discharge and follow-up to avoid unnecessary readmissions and to provide support to patient and carers.

AUDIT:
1. Completion of Mental Test Score
Yes/No

2. Length of stay (days)


………

3. Complications:

i) Chest infection


Yes/No

Details………………………………………………

ii) Pressure sore


Yes/No

Grade…………………………………………………

iii) Falls



Yes/No

Number………………………………………………
 Details……………………………………………….

iv) Mortality


Yes/No

Details……………………………………………….

4. Discharge destination:

i) Normal place of residence

Yes/No

ii) Residential Home


Yes/No

iii) Nursing Home


Yes/No

iv) Other hospital


Yes/No

5. Environment and Restraint:

i) Cot sides



Yes/No

ii) Visible Clock


Yes/No

iii) Calendar


Yes/No

iv) Single room


Yes/No

v) Number of Ward moves

………

6. Follow-up:



Yes/No

Details………………………………………………...
7. Severity of illness
Not Ill

Mild

Moderate

Severe
Moribund

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


1
2
3
4
5
6
7
8
9

8. Cause(s) of delirium

1


2


3

Paranoid disorders

A morbid distortion of beliefs of a persecutory nature which sometimes reach delusional intensity.  Presentation may also be of suspiciousness, social isolation, morbid jealously, unreasonable hostility or litigiousnes.  (McWilliam 1999).

· Typically, the symptoms relate to the patients immediate surroundings, close family members and carers, and it is this involvement that can be the cause of so much distress and complicate the management.

· There is a large area of over lap with normal behaviour.

· Paranoid features often indicate a treatable underlying condition.

· Lack of insight complicates presentation and management.

· Acute presentations and dangerous paranoid behaviour need rapid intervention.

Management of paranoia/delusions & hallucinations

·    
Full MDT assessment.

·  
Assist patient in accurately interpreting environment by having patient use    

appropriate sensory aids, ensure these are in correct working order.

·  
Eliminate distractions.

·  
Speak slowly & quietly & directly at the patient, don’t shout.

· Provide necessary protection & supervision, anticipate safety requirements, remove dangerous objects.  Be aware your gestures & movements can be interpreted as threatening and modify interactions as necessary.

· Be prepared for impulsive behaviour.  Avoid confrontation with angry patient – attempt to diffuse, redirect, allow personal space within safe boundaries.

· Avoid use of physical restraints.  Have someone stay with the patient – sitter, nurse or significant other.

· Psychotropic medication is an important part of treatment to reduce agitation & promote rest.  Neuroleptics must be used cautiously & in small doses (e.g haloperidol 0.5mg to 1mg PRN or risperidone 0.5mg BD.   Doses should be titrated to response & constantly re-evaluated.

· Support reality – do not directly confront.  Acknowledge feelings of fear & anxiety.  If the patient sees someone you don’t.  It may be useful to say, “I can’t see this person in the room but I know you can and its upsetting you.”  This will show you understand their fears without sharing their confusion.

· Adopt a friendly, calm, non-judgemental demeanour.

· Restrict communications to straight forward responses.

DELIRIUM/ACUTE CONFUSIONAL STATE





THE FEATURE OF DELIRIUM ACCORDING TO DSM IV ARE:





Disturbance of consciousness (i.e reduced clarity of awareness of the environment) with reduced ability to focus, sustain and shift attention.�


A change in cognition (such as memory deficit, disorientation, language disturbance) or the development of a perceptual disturbance that is not better accounted for by a pre-existing or evolving dementia.�


The disturbance develops over a short period of time (usually hours to days) and tends to fluctuate during the course of the day.�


There is evidence from history, physical examination, or laboratory findings that the disturbance is caused by the direct physiological consequences of a general medical condition, substance intoxication or substance withdrawal� 








Named OT


Date referred


H.V.


Aware of CC date


Written info requested


/will attend








MDT


Referral





Other referrals as  necessary





Named Physio


Date referred


H.V.


Aware of CC date


Written info requested


/will attend








Psychiatrist


Date referred





CPN


Date referred





Speech Therapy


Date referred





Date Seen





Chiropodist





Continue





Repeat MMSE


+ continue CRS





Review diagnosis


Repeat investigations if needed


Initiate further investigations if needed


If able do Mental Test Scores





‘Expert’ will depend on local availability, but may include


Consultant in Old Age Psychiatry or Geriatric Medicine








Ensure good communication with patient, carers and


other professionals at all times





Follow-up





Multi-disciplinary


discharge planning





Avoid sedatives


Avoid restraints


Use reality orientation


Avoid complications





Seek expert help


(see below)





Monitor


with AMT





Review diagnosis





Continue





Treat any causes found





Improving





Worsening





Discontinue likely drugs





Empirical treatment





U&E


LFT, TFT, Glucose


ECG


Other tests (see Guidelines)





Review all


drug treatment





Culture


Urinalysis


FBC, ESR,


CXR





Other


Cardiac


Endocrine, Metabolic





Drugs





Infection





History


Examination


Investigations





Identify underlying cause (or causes)





Delirium





NO





YES





Is there a change


form the usual mental state





Delirium unlikely


Consider other diagnosis


eg dementia or depression











Possible delirium





>8/10





<8/10





AMT





INTEGRATED CLINICAL PATHWAY





PATIENTS AT RISK ARE


Older Patients


Severely Ill


Demented


Physically Frail


Visually Impaired


Polypharmacy


Alcohol Excess








