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CONDENSED GUIDE TO DELIRIUM 2007

Extracts from Delirium Guidelines – A MAP of Delirium Project 2007
For further clarification and information refer to complete guidelines


1. DEFINITION and BACKGROUND of DELIRIUM See appendix 7 of Complete Guidelines

Definition
Delirium is an acute and fluctuating confusional state, with reduced ability to focus, maintain and shift attention. It is a diffuse process and the inattention is felt to lead to other features, commonly disordered thinking and altered consciousness. Other features include: Disorientation; memory impairment; perceptual disturbance; decreased motor activity; increased motor activity; altered sleep wake cycle.

2. IMPACT – Delirium is not only degrading for the patient but leads to poor health outcomes, including hospital complications, residential admissions and death. Delirium may be the first presentation of dementia.

3. PREVENTION – See pages 11 – 13 of Complete Guidelines

Prevent complication – multidisciplinary team approach. Falls - Restraints (including cot sides, "geriatric chairs" etc.) have not been shown to prevent falls and may increase the risk of injury. A preferable alternative is to nurse the patient on a low bed or place the mattress directly on the floor; Pressure sores -  – Patients should have a formal pressure sore assessment (eg Braden Score) and receive regular pressure area care, including special mattresses where necessary. Patients should be mobilised as soon as their illness allows; Functional impairment – Assessment by Occupational Therapist and Physiotherapist to maintain and improve functional ability; Continence –Regular toileting and prompt treatment of UTI’s may prevent urinary incontinence [42]. Catheters should be avoided where possible because of the increased risks of trauma in confused patients, and the risk of catheter associated infection. A continence assessment should be made and consideration for continence nurse referral; Hospital and community acquired infections; Malnutrition - It is often difficult for delirium patients to eat adequately to meet increased metabolic needs. Food alternatives that take into account the patient’s preference. Adequate staffing levels should be ensured to support and encourage eating. Oral nutritional supplements may be required (rarely NG feeding short term). A dietician or speech pathologist referral may be indicated.

4. ASSESSMENT – See pages 14 - 18 of Complete Guidelines
Screen  (Modifiable Risk Factors – Cognitive impairment [including dementia], sleep deprivation, immobilisation, vision impairment, hearing impairment, dehydration, IDC, physical restraints, >3 medications added, severe illness, depression, abnormal sodium) and Diagnose (CAM) (find the cause).

Screen all older patients (≥65 years) with cognitive testing (AMT/MMSE or another standard cognitive test). Collateral history of baseline cognitive function is critical to managing older patients well.

	Clinical Hints to improve delirium recognition:

	You feel frustration assessing your patient

	Patient labelled “poor historian” or “acopic”  (not acceptable medical terms)

	Sleeping with mouth open – rouse your hypoactive patient

	Nursing staff note confusion or report agitation

	Altered sleep – wake cycle

	Overnight  - prescribed haloperidol by telephone order

	Can’t be discharged due to functional decline, referring for ACAT for high level cares


5. NON PHARMACOLOGICAL TREATMENT – See pages 19 to 21 of Complete Guidelines

Many of the non-pharmacological strategies to manage delirium symptoms are the same as those used to prevent delirium (these should be optimised in the nursing care plan). 

	In addition to the prevention strategies the following measures aimed at reorientating and reassuring the person with delirium may be considered:

	· The use of a support person who has been trained in how to care for people with delirium

	· Nursing staff with training in delirium care

	· Ensure employing validation and reality orientation strategies

	· Allowing the family to visit and sit with the patient (and re-orientate) for as long as possible (including overnight);

	· Endeavouring for the same staff members to care for the patient during and across shifts

	· Utilising Interpreter where communication difficulties

	· Regular analgesia, for example regular Paracetamol

	· Discourage napping during daytime

	· Reduce or eliminate restraints, which highly agitated patients fight against resulting in injury and sometimes death

	· Reduce where practicable invasive equipment (IV lines, IDC etc), particularly if the patient is agitated

	· Avoid use of anticholinergic drugs where possible and keep drug treatment to a minimum

	· Manage constipation

	· Eliminate unexpected and irritating noise.


6. PHARMACOLOGICAL TREATMENT  - See pages 21 and 22 of Complete Guidelines * See Pharm Flow Chart
Drug therapy is often required despite all the measures outlined so far. Drug treatment usually works best if it’s thoughtful, consistent and started before the patient’s behaviour becomes unmanageable.

a. When drug therapy is indicated In order to carry out essential investigations or treatment, To prevent the patient endangering themselves or others, To relieve distress in a highly agitated or hallucinating patient.
b. Prescribing The following principles are useful to follow when prescribing: Review prescription regularly (minimum daily) and discontinue as soon as possible (aim 24 – 48 hours), aim to use one drug using least invasive method of administration, keep doses to a minimum, aim to wait two hours with orally administered before further doses. Occasionally an increment increase may be required. Avoid escalating doses and seek advice if this seems necessary. In general avoid benzodiazepines.
c. Choosing the correct drug There is no correct answer, different institutions and settings use different regimes depending on local preference. In consultation with psychiatry services and pharmacy a pharmacological treatment flow-chart for older inpatients with acute delirium was created - this can be used as a guide. (Appendix 3 guidelines)
Antipsychotic medications have been considered the medication of choice for the treatment of delirium for some time.  The current preferred first line drug is Haloperidol (first-generation), this has the most evidence of efficacy albeit from uncontrolled trials and is first line in international guidelines. [22,26,27,28]

	 HALOPERIDOL

0.5mg (up to1mg)

If needed repeat in 2-4 hours 

Maximum 4mg/24hours
	SIDE EFFECTS

Extrapyramidal side effect

QT prolongation 
Neuroleptic malignant syndrome (atypical agents can cause this also)


d. Alternative drugs There is supporting evidence from observational and case reports for the use of Risperidone, Olanzapine and Quetiapine. Note all these agents have less extrapyramidal side effects than haloperidol and are preferred agents in the setting of known extrapyramidal syndromes. Quetiapine is generally the agent of choice in the setting of known parkinson’s disease. Atypical antipsychotics may cause sedation, hypotension or metabolic side effects, they have also been linked to an increased stroke rate, and include adverse drug reaction such as QT prolongation (dose dependent).

	RISPERIDONE

0.25mg – 0.5mg, Q4 hourly, PRN, maximum 2mg/day 

Quicklet, tablet, solution

0.25 – 0.5 mg start dose If needed repeat in 2-4 hours

Maximum 4mg/24 hours
	SIDE EFFECTS

Hypotension , Sedation


	OLANZAPINE

Tablets, wafer, IM   2.5mg If needed  repeat in 4 hours

Maximum 10mg/24 hours
	SIDE EFFECTS

Sedation (may be beneficial in acute arousal), Exacerbate diabetes (limited relevance in acute use), Anticholinergic, hypotension.

	QUETIAPINE

12.5mg orally If needed repeat in 4 hours 

Maximum 50mg / 24 hours
	


e. Role for Benzodiazepines Benzodiazepines may be used but not first line as they cause sedation without treating psychosis. Notable exceptions are delirium due to alcohol withdrawal (delirium tremens) or in the setting of seizures where benzodiazepines are the preferred agent. 

Occasionally they are required where other agents are poorly tolerated, contraindicated or with persisting problematic agitation. All agents face risk of over sedation, respiratory depression and paroxysmal excitation at high doses.
	LORAZEPAM

0.5 - 1mg to start If needed repeat in 4 hours 

Maximum 3mg/24 hours



If oral route is not practical and urgent sedation is required then IM or IV routes are required, this should be only temporary until oral methods can be utilised.

	MIDAZOLAM 

1mg Once-off then change to oral Lorazepam


f. Are Cholinesterase inhibitors ever of use?

In cases of Delirium caused by anticholinergic medication they may be of benefit. Studies are under way exploring the role in these agents of preventing and treating delirium. (No evidence at present to support this statement)
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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




















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
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Treatment 





Monitoring





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





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. 
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Likely causes identified





Remove or alter potentially harmful drugs


Change to less noxious alternative


Lower doses


Nonpharmacologic approaches





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





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 





Prevent complications


Prevent aspiration (positioning, SP)


Optimise oxygenation (O2)


Maintain volume status (sc /iv fluids)


Provide nutritional support (supplements/dietician)


Prevent pressure ulcers (nurse)


Prevent DVT (TEDs, clexane, mobilisation)





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) 








Patients with severe agitation





All patients





Support and prevent complications





Optimise preventative strategies











Find the cause (often multiple) 





Manage symptoms 





Delirium confirmed





Consider coexisting dementia, depression, mania, psychosis





Dementia evaluation





Assess for presence of delirium using CAM 


(utilise MMSE)





Adapted from:  Inouye, [23] 





Acute





Chronic





And








Management








Prevention





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


INITIATE MEDICAL REVIEW








Assessment








Assess cognitive function


- With valid tool (eg AMT)


- Collateral history to see if change from baseline








Reassess cognitive function


if any change in mental status, behaviour or confusion noted





Change in mental status – Inform Medical Staff





And
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