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Prevention 

Assess cognitive function 
- With valid tool (eg AMT) 

- Collateral history to see if change from 
baseline 

Prevention of delirium 
Address these modifiable risk factors 
for delirium in the nursing care plan 
 
1. Provide Orienting Communication 
2. Encourage Early Mobilisation  
3. Use Visual aids 
4. Use Hearing Aids  
5. Prevent Dehydration / Poor 
Nutrition  
6. Provide Uninterrupted Sleep Time  
 
As possible – avoid use of restraints, 
IDC and multiple medications.  

 

Reassess cognitive function 
if any change in mental status, 
behaviour or confusion noted 

 

Change in mental 
status – Inform 
Medical Staff 

Chronic Acute 

Dementia evaluation Assess for presence of delirium using CAM  
(utilise MMSE) 

Delirium confirmed Consider coexisting dementia, depression, mania, psychosis 

Find the cause (often multiple)  Support and prevent 
complications 

Manage symptoms  

Medical Evaluation 
History ? drug or alcohol withdrawal 
Examination – vitals, physical and 
neurological, ?PR, ?bladder scan 
Investigations - FBC, U+E, Ca, 
Glucose, LFT’s ?infection - CRP, +/- 
BC, dipstick urine +/- MSU, CXR. ECG 

Review medications 
Check medication list and 
actual meds (brought in by 
patient) 
Review prescribed medications 
Consider occult drug or alcohol 
use (e.g benzodiazepine)  
 

Likely causes identified Remove or alter potentially 
harmful drugs 
Change to less noxious alternative 
Lower doses 
Nonpharmacologic approaches Yes No 

Treatment  
 
Monitoring 

Consider further investigation (see guidelines) 
ABG, Ammonium, Specific Cultures, Drug levels, toxicology screen, 
TFT’s, B12/folate, AXR, CT head, LP, EEG  
 
Consider Geriatric referral 
Particularly if functional decline and likely to need rehabilitation 

Prevent complications 
Prevent aspiration 
(positioning, Speech Path) 
Optimise oxygenation (O2) 
Maintain volume status (sc /iv 
fluids) 
Provide nutritional support 
(supplements/dietician) 
Prevent pressure ulcers 
(nurse) 
Prevent DVT (TEDs, clexane, 
mobilisation) 

All patients Patients with severe agitation 

Treatment strategies - Nonpharmacologic 
 

Use support person trained in caring for people 
with delirium;  
Ensure employing validation and reality 
orientation strategies 
Involve family (see below) 
Use same staff  
Utilising Interpreter where communication 
difficulties 
Regular analgesia (example regular Paracetamol) 
Discourage napping during daytime. 
Manage constipation.  
Reduce restraints 
Reduce invasive equipment (IV lines, IDC etc) 
Eliminate irritating noises  

Pharmacologic management 
  
Ensure all other aspects of flow 
chart are addressed 
Nursing staff check prepharm 
checklist (appendix 2) 
Refer to Pharmacology flow 
diagram 
Use safe prescribing and review 
regularly 
Maintain effective dose for 2-3 days 

If abnormal (eg AMTS score <8 or further drop in 
score of 2) or confusion noted ….. 

INITIATE MEDICAL REVIEW 

Adapted from:  Inouye, [23]  

Optimise preventative strategies 
 

 

If persistent problematic behaviour 
consider need for specialist 
consultation (DGM, Adult 
Psychiatry or Psycho - geriatrics). 

Involve family (assistance with aids/memos, assist in cognitive stimulation and 

orientation) allowing the family to visit and sit with the patient (and re-orientate) for as 

long as possible (including overnight) – give Carer Information Leaflet 

 

 

Assessment 

And 

Hospital admission 
Age >65 


