Delirium at WDMH
Past, Present & Future



What We Need From You...

CAM and Delirium Screening Tool?

Decision re: delirium in ED/ICU
— Research?

— Tools?
— Leads?

Where does palliative and delirium fit in?
End product?



Interpretation of Evidence

Levels of Evidence

la - Evidence obtained from meta-analysis or systematic review of randomized
controlled trials.

Ib - Evidence obtained from at least one randomized controlled trial.
lla - Evidence obtained from at least one well-designed controlled study without
randomization.

llb - Evidence obtained from at least one other type of well-designed quasi-
experimental

study, without randomization.

lll - Evidence obtained from well-designed non-experimental descriptive studies, such
as comparative studies, correlation studies, and case studies.

IV - Evidence obtained from expert committee reports or opinions and/or clinical
experiences of respected authorities



Recommendation 1.5.5 Nurses should maintain current knowledge
of delirium and provide delirium education to the older adult &
family (llI)

Training on:
*Delirium
CAM

«Screening Tool
*Decision Tree

sPatient/Family Handout
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Hasplai DELIRIUM IN THE OLDER PERSON:
A Guide for Families

WWhat is delirium?

Delirium is a sudden, temporary onset of
nfusion that causes changes in the way
opie think and behave. Older pecple

What are the signs of delirium?
Delirium is not a disease, but rather a
group of symptoms. The key features
inciude:
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Vihat causes delirium?

not clear why or how delirium

velops. There are many potential

causes, with the most common including

infections, medications, and organ failure

{such as severe lung or liver disease),

naeilying infection or condition is

necessarily a brain problem.

As examples:

e Aurinary tract infection or
dehydration can cause delirium in
ceriain people.

o The time after surgery (called the
postoperative period) is a common
time for delirium to develop
especially in oider people. This may
be related to pain or the use of
aneesthesia or pain medications.

What puts someone at risk for getting
delirium?
People are more likely to get delirium if
they have:

o Had delirium before

s Memory or thinking problems

e Severe iliness resulting in hospital

stays

o Dehydration

e Problems with seeing or hearing, or

o Are taking 5 or more medications

e There are abnormal changes in
the person’s level of
consciousness and thinking. The
person may be sleepy (hypoactive
delirium) or agitated (hyperactive
delirium), or alternate between
ihese states. The changes may
be subtle initially.

o The person often has difficulty
maintaining focus. He/she may
change the subject frequently in a
conversation, have difficulty
retaining new information, mention
strange ideas, be disoriented, or
even have visual hallucinations.

These changes develop over short
period of time (hours to days) and
fend to become intermittently worse,
especially in the afternoon and
evening. This sudden change helps to
differentiate delirium from dementia,
which worsens slowly over months to
years.

if you notice any difference in the
family members' mental status,
please report it to the patients’ health
care provider.

The infermation in this handout does
not replace the advice or directions
given te you by your doctor.
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Recommendation 6.7 Brief screening questions for delirium should
be incorporated into nursing histories and/or pt contact documents

with opportunities to implement care strategies (1V)

;

wicester— CAIM (Confusion Assessment Method) |

Memoriat o
Hospital Assessment for Delirium ‘

1. ACUTE ONSET?

O 1a. There is evidence of an acute change in mental status from the patient’s baseline
O 1b. The change in mental status fluctuated during the course of the day

O 2. ALTERED ATTENTION?
Examples: O The patient has difficulty focusing attention O Easily distractible (digficutty keeping track of what is being said)
O Other

O 3. DISORGANIZED THINKING?

Examples: [ Thinking is disorganized or speech incoherent

Rambling / perseverating (seems unable to end discussion of a topic, pressured speech)
Irrelevant content (doesn’t relate to question / topic)

Thought blocking (begins to talk then stops — forgets train of thought)

Switching from subject to subject (flight of ideas)

lllogical flow of ideas (ideas coherent but don’t follow logically with question/topic)
Other:

oooooo

D 4, ALTERED LEVEL OF CONSCIOUSNESS?
Examples: O Hyper-vigilant {hyper-alert, over-sensitive to environmental stimuli, easily startled)
O Lethargic (drowsy but easily roused)
- O Stupor (difficult to rouse)
*} O Other

Delirium is suspected if you have checked boxes 1a + 1b +2 plus either 3 or4

ASSESSMENT: [0 Delirium Suspected ACTION: See below
[0 Not Suspected

Delirium Suspected/Confirmed — ACTION PLAN:

[0 Physician consulted Name: Safety precautions taken:
Time:
O Medications reviewed O Falls risk assessment completed
0 Pharmacy consulted I Other: See notes below
O Medication change
0 v/sa
O Other: see notes below

Notes:
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Delirium Screening Tool

Complete within 24 hrs of a SUDDEN CHANGE in behavior

Behaviour before SUDDEN CHANGES IN BEHAVIOUR | Date/ Time/
sudden change (Describe) Initial
‘Wake time
Sleep time
Rest time
Toilet times

O Total Care
ACTIVITIES OF DAILY O Needs assistance
LIVING (ADL) O Independent

Indicators

SLEEP / AWAKE CYCLE

Understands others
Can be understood
Dentures fit

Can hear

Can see

Can focus during
conversation/activity
Easily directed

Can complete a task
No misperceptions
occur
Hallucinations
Delusions

Paranoia

Other

Good

Fluctuates

Poor short term
Poor long term
Normal activity level
Hyperactive
Hypoactive

Easily distracted Wil‘l{h EStEI’

Demeanor : O calm
! L -
O irritable O agitated ] DlStI’IEt
fluids | food M
adequate MEITI lJl'Iﬂ|

NUTRITION resists Hﬂ'ﬂpital

poor

COMMUNICATION

ATTENTION/
CONCENTRATION

PERCEPTIONS

MEMORY

PSYCHOMOTOR

goOoOgoOoOooOooooo0 OoOo gooooo




Recommendation 1.5 Nurses, working with other disc.iplines,
must select and record multi-component care strgt.egles and
iImplement them simultaneously to prevent delirium (Il

VRN’DUV:R 1SL ﬂNfJ

health

Delirium Decision Tres
aath ority

Ao
Delirivm: Acuts confusional state lasting from hours to a few waeks,
characterized by changes in sisep-wake cycle, attention,
percaption, thmkrng. msmory and psychomotor behavioyur

" Delirium Sympton‘s
-Sdeen chafge'in: ; it
SieenMakacycle
Abifity to da ADL's”
“~ Communication {mcoharen: speech, ~ambl
§ thoughss). . :
ﬁ.tlcn‘nnn &nd.concentration '.
S changes (halluci . lusions)
rbuuqht processas {delusmns] >

10l .acaivily(av}

Sion. sses.sr-wenrmrmdl
Defirium S)rmpu'um sareenfng Toof

ASSESS FOR CAUSE
T =

Hydration ot Changes in Alcoholf Efimination New disgase
Infection Chronic Ilness/ Drug Toxicity processes
Pain

 Intervention Strategi

Sleap Hygiene
Keen regular badiime
Release.tryptophan with w

- yoghurt, salmonfurkey

on whol -am braad
| Eliminaie

Treat Underlymg Physfojogica! Cause
investigations with-physician, eq laf walk

i electmlytas 4

#1500 ce's of fluid daily (unless rest
* Review medication profile -
Antibiotics (if infection) = -

-+ Stabiiization of disease | Beduce light/ nc 585
Treaiconstipalion, urinary retantion i | “ Badtime volding
Pam management - | “Sleep stimulants: Aroma, music
gical inferventiong -~ a7 ! Stabilize bodylroom temperar
T ———,
@wsm AND IMPLEMENT INDIVIDUALIZED GARE PLAN

g4 —— )
| Environmental - v Pharmacological |
| Wearhearing aides; glasses, denturas - Supportive - = Considerations : e
| Galm saothing amosphere cUnsisic'n'.':are!g:ii:ir‘g P ; Hypnatics for sicep ! @
| Provide sunbigii during I-w'day Speak in clear, shor, simole phrases Anti for delusions ard :ﬂn ':;-\._l'a‘
| Regular routing, mclumng rest pwluﬂs |- Inform — this is & short-term candition : = &
| Altsmatives to resiraint .. - Validaie fears.and concains. | | - Antidepressant ! w‘ nc EstE"
| Promote regular o L Encourage reguiar visits from family, | |- Bows| meds (softeners, ¢ s | d i

inimize sudden changes i = yolunlgars “buik praduicers) ! | Dlstnct

environment tocks, caleadar, || Familaritems -~ | - Analgesics ., " |

Cuss foron lentation (clocks, |--Implament nabad routines - Cansrdan’ha‘_any of the abave ! L I
photos) |- appropriate !0 functioning level also adversely affect csiric, ! M-Eﬂ"l ora
| Exercises / walking : | S _— t
Consider expert consultation Hmpltal
Adapted with permission Earthy, A. (2002), Delidym CPG.  Fraser South Heaith Aurtharity,
ne Qider Parson: A Madical Emargency. (2006). VIHA M&mhﬂmﬂ& mf
eV 3 607 0108




Future BPG
Recommendations
Implementation?
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Recommendation 1.3 Nurses should initiate standard screening
methods to identify risk factors for delirium in initial and ongoing

assessments. (lla)

At a minimum:;

Is there an acute change in mental status with a fluctuating
course?

Is there inattention (difficulty focusing)?
Is there disorganized thinking? (rambling, disjointed)

Is there an altered level of consciousness (coma, somnolent,
drowsiness, hypervigilence)?
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Recommendation 1.4 Nurses have a role in presentation of delirium and
should target prevention efforts to each pts individual risk factors. (Ib)

The Hospital Elder Life Program (HELP) is a patient-care program that is
designed to prevent delirium among hospitalized older patients. HELP does
this by keeping hospitalized older people oriented to their surroundings,
meeting their needs for nutrition, fluids, and sleep and keeping them mobile
within the limitations of their physical condition.

The main components of the HELP resources comprise five instructional
manuals — and accompanying DVDs, guides, and workbooks — which cover
business planning, organizational procedures, the clinical program, data
collection, and training. The website also provides a large amount of
supporting material including clinical information on delirium, materials for
patients and caregivers, benchmarking data, and customized tools and

resources developed by member hospital sites who have implemented HELP.

Winchester
District
The Hospital Elder Life Program (© 2000, Hospital Elder Life Program, LLC) Memorial

Hospital



Recommendation 6.1 Organizations should consider a variety
of development opportunities to provide care for delirium

Gentle Persuasive Approach (GPA) Basics:

*An innovative, 4-module dementia-care curriculum based on a
person-centred approach to care.

*Designed for interdisciplinary front-line staff across a variety of
sectors,

*GPA Basics is delivered by 2 GPA Certified Coaches in a 7.5 hour
day.

*The curriculum is evidence-based, interactive, and practical.

*The program guides participants to fully understand responsive

behaviours, in order to be able to respond effectively and
appropriately in a workplace setting.

*GPA Basics also includes respectful self-protective and gentle
redirection techniques for use when catastrophic behaviou[ijj Wichester

Memorial
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Delirium: Prevention & Tools in ECU?

ehttp://www.icudelirium.org/delirium/monit
oring.html

e|ntensive Care delirium Screening Checklist

Winchester
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http://www.icudelirium.org/delirium/monitoring.html
http://www.icudelirium.org/delirium/monitoring.html

Delirium: Prevention & Tools in
ED?

To date, under-recognition of delirium, dementia and depression
remains an issue. The

American College of Emergency Physicians (1999) suggests
that 40 % of clients over the age

of 70 years and presenting to emergencies have altered mental
status; 25 % with altered level

of consciousness; 25 % with delirium; and 50 % with cognitive
Impairment. Given that

nurses are providing care to an increasingly complex and older
client population, it is

suggested that best practice guidelines to assist in anticipating

and managing delirium, Winchester
) ) District
dementia and depression be explored. l'J Memorial
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ED?

Clinical Pathway: Managing The Adult
Patient With Delirium And Agitation

Adult with altered mental status

with agitation

l

Assess for patient and
staff satety

Assess and treat abnormal:

vital signs

‘oxygenation, ventilation

pupils
glucose

Assess and treat as indicated:
structural lesion

Consider.
Verbal de-escalation
Physical restraint,

Chemical restraint,
isee below)

Consider:

Complete Bleod Count, electrelytes

infection Urinalysis
metabelic abnormality ECG
seizure Head CT
drug toxicity EEG
Serum tox levels
Drug withdrawal / Aggressively violent / rapid Agitation with Eldery
intoxication sedation needed unditferentiated etiology Haloperidol 1-2 mg IM
Lorazepam IM Droperidol, 25 mg Haloperidol 2-5 mg or [V (Class W)
or [V =Dbegin IM or [V titrate as Mor IV (Class II) Midazolam 1-2 mg IM
1mg and titrate needed (Class ) * Lorazepam 1-2 mg or IV (Class W)
as needed Midazolam, 2-5 mg IMor IV (Class 1) Lorazepam 0.5 mg IM
(Class Il) IM or IV titrate as Midazolam 2-5 mg or IV (Class |y
needed (Class Il) IMor IV (Class W)
Haloperidol 2-5 mg Haloperidol 25 mg

mg IM or IV titrate
one at a time as
nesded (Class )

*Refer to section on droperidel

and Lorazepam 1-2

mg IM or [V titrate
one at a time as
needed (Class I}

and Lorazepam 1-2

The evidence for recommendations is graded using the lollowing scale, For complete definitions, see back page. Class I: Definitely
recommended. Definitive, excellent evidence provides support. Class lI: Acceptable and useful. Good evidence provides support. Class Hll:

May be possibly useful, Fai good evid provides support, Indeterminate: Continuing area of research,

This clinical pathway is infended to supplemen, rather than substitute for, professional judgment and may be changed depending upon &
patient’s individual needs. Failure fo comply with this pathway does not represent a breach of the standard of care.

Delirium: Prevention & Tools in

Winchester
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What Does “It” Look Like?

-ramework?

Delirlum program?

P&Ps?

Packages in each department
At orientation?

Winchester
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Monitoring & Evaluating

Process Rate of Baseline Delirium Screening

-Baseline

. Percentage of patients (65 and older) receiving delirium screening using a
Description 6 T :
validated tool upon admission to hospital
Numerator # of patients (65 and older) receiving at least one delirium screen within 48h of
admission to hospital
Denominator # of patients (65 and older) discharged/separated from hospital
Improvement Anincrease in delirium screening rates
Noted As
Data Source Inpatient Units: Confusion Assessment Method (CAM)
and/or Tool Intensive/Critical Care Units: CAM-ICU or Intensive Care Delirium Screening Checklist
(ICDSC)
Exclusions (1) Patientswhose level of consciousness is (a) unresponsive or (b) requiring
vigorous stimulation for a response
(2} Patientsin palliative care
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Monitoring & Evaluating

Outcome Rate of Hospital Acquired Delirium

Description

-Hospital Acquired

Incidence of delirium in patients (65 and older) acquired over the course of
hospital admission

Numerator

# of discharged patients (65 and older) who screen positive for delirium at any point
during hospitalization after a negative baseline screen on admission

Denominator

# of patients (65 and older) discharged/separated from hospital with a negative
baseline screen for delirium on admission

Improvement | Adecrease in delirium incidence

Noted As

Data Source Inpatient Units: Confusion Assessment Method (CAM)

and/or Tool Intensive/Critical Care Units: CAM-ICU or Intensive Care Delirium Screening Checklist
(1CDSC)

Exclusions (1) Patientswhose level of consciousness is (a) unresponsive or (b) requiring

vigorous stimulation for a response
(2) Patientsin palliative care

Considerations

Minimum frequency of screening to capture incidence = at least daily after the initial
baseline screen
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