A MAP of Delirium — Nursing care pathway

Risk Screen Checklist

1. Is the patient >65 yrs? (>45§Es| it ATSI) 1

2. Is there impaired mobility?

3. Is there dehydration or redpced oral intake
over past 24hrs?

4. Is there impaired cognition or confusion? []
5. Is there impaired vision? []
6. Is there impaired hearing? O
7. Does the patient have a severe illness? U
YES to ANY of these questions = AT RISK RISK SCREEN
FOR DELIRIUM 4 COMPLETED
At Risk

v

Assess cognitive function
< - Formal cognitive assessment (eg Modified AMTS)
- Collateral history to see if change from baseline

v

AMT

! I

Score of less than 8 is abnormal
(Query - Delirium or Dementia)

Delirium Prevention
Strategies l

Address these modifiable risk factors

folr (Ii’f(l)lvl;l;emolrlile;}:ii;uéf;ﬁuﬁzzgr?n If abnormal, drop in AMTS score of 2 or Reassess cognitive function
: - confusion noted—> Medical review —| ifany change in mental status,
= Enc‘;ur:}iz 5?33;11\/1;31;15”0“ l—| behaviour or new confusion noted

4. Use Hearing aids
5. Prevent Dehydration / Poor Nutrition
6. Provide Uninterrupted Sleep Time

Also: where possible — avoid use of
restraints, IDC and multiple medications.

Implement Delirium
Medical review, if Nursing Care Plan
CAM Positive = and Prevention
Delirium Confirmed Strategies
| |
4 — Support and prevent complications, refer to management guidelines,

treatment strategies (non pharmacological), Nursing Care Plan.

Assessment

Prevention



Prevention Strategies linking to NCP

Prevention of delirium refers to strategies that can effectively reduce the incidence of delirium, and ultimately improve health

outcomes such as morbidity and mortality in older people at risk of delirium.

Address risk factors

Other causes: Overstimulating environment (ICU, new
environment, disturbed night); Surgery / anaesthetic —
(one third of hip # patients pre-op & another third
post-op); Malnutrition; Sleep deprivation; physical
restraints; Addition of 3 or more medications;
Immobilisation; urinary retention.
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Age = 65 years (= 45 years for Aboriginal people)

Pre existing cognitive impairment — including dementia
Visual impairment

Hearing impairment

Dehydration or reduced oral intake over past 24hors
Impaired mobility (in or out of bed)

Severe illness — eg pneumonia, MI, UTI, stroke, brain
tumour.

Provide orienting communication
(Standard Nursing Care Plan — COGNITION)
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Establish baseline cognition — discuss with family and
carers

Lighting appropriate to time of day / night

Provision of clock and calendar (if possible)

Provision of TV / Radio

Encourage family / carers to bring in patient’s personal
and familiar objects (photographs etc)

Encourage family members / carers to visit

Staff caring for people with delirium should establish a
communication strategy that incorporates elements of
both reality orientation and validation techniques
Provide orienting information including name and role of
staff members at each encounter

Word games — eg ‘I Spy’

Sorting games — eg jigsaw puzzles.

If English not the primary language and / or ATSI —
interpreter / relative

Consult Occupational Therapist — if appropriate

Encourage early mobilisation
(Standard Nursing Care Plan — Mobility)
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Encourage and assist with regular mobilisation

Position mobility aid, call bell and phone within easy reach
of patient

Discuss patient’s needs with physiotherapist and update
functional indicator board / mobility charts if used

Clear bed area of clutter

Review bedrails as required

Review aids that restrict mobility

Use visual and hearing aids
(Standard Nursing Care Plan — COGNITION)
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Ensure that patients who usually wear hearing and visual
aids are assisted to use them

Ensure visual aids fit well and in good working order
(spectacles, magnifying glasses)

Provide access to a radio for ‘Information Radio’ 990AM
for visually impaired

Ensure hearing aid(s) fit well and in good working order
Review ear wax and report as required

Ensure a ‘Hearing Amplifier’ is accessible for
communication if required

Provide pen and paper for hearing impaired with speech
impairment

Consult Speech Pathologist — if appropriate

Prevent dehydration and poor nutrition
(Standard Nursing Care Plan —
DIET/HYDRATION/SKIN INTEGRITY)
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Early recognition of dehydration and volume depletion with
encouragement of oral fluids

Preparative hydration — IV fluids

Encourage/assist with eating and drinking to ensure
adequate intake

Ensure aids are present and well-fitting — eg dentures
Provide tooth brush and paste as required

Consult Dietitian — if appropriate

Provide uninterrupted sleep time
(Standard Nursing Care Plan — COMFORT)

Quiet environment especially at night
Promote relaxation and sufficient sleep
Natural light / night light where possible
Reduce noise — quiet environment
Discourage daytime naps if possible

Avoid psychoactive drugs

Nonpharmacological interventions as above
Medication review

Other Strategies
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Avoid room changes where possible

Regulation of bowel function — avoid constipation
Encourage independence in basic ADLs
Manage discomfort or pain
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Risk Management — Confused/Delirium/Wand

ering

/Falls — If risk identified, develop, record strategies

COGNITION

Baseline cognition —
interview family / carer

Delirium assessment -
AMTS daily

Re-orientation

Supervised activities
daily

Familiar objects with
patient

Hearing aids insitu and
working

Hearing amplifier
required

Spectacles, magnifying
lenses present / used

MOBILITY

Safe handling

Encourage independence
in basic ADLs

One / two person assist

Assist patient when
mobilising

Appropriate footwear.
Aware of socks and anti-
embolic stockings.

Bed area clear of clutter

Need for bed rails
reviewed

Aids that restrict mobility
reviewed
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Diet and FIuids (Specity)

Assisted with meals

Assisted with oral fluids

IV fluids — see fluid
balance chart

g DIET / HYDRATION g
[ m

F = fast; CF = clear fluids; NF = nourishing fluids; TF = thickened fluids, 1 2 or 3; 0 = other (specify

PAC/TURNS 2-3 HRLY

; WNP

E

o Ww -

(¢ Z| Accompanied to

w Wl pathroom

=z g Assisted with shower
zT —

< Dentures insitu

0 Observed/assisted with

oral care

Warm drink at night (eg
milk / herbal tea)

Relaxation music

5 minute back rub
(If appropriate for pt)

Discourage daytime naps

Reduce noise — quiet
environment

COMFORT

Nursing care to allow
maximum sleep

Controlled lighting — as
appropriate re day or

night

Pain Management

Urine continent/incontinent

Faecal continentincontiment

Incontinence aids

Toilet frame over toilet
pan

Toileting program
enacted

ELIMINATION

Commode / urinal at
bedside

Monitor for constipation

Name band on patient

Bed brakes on and call bell'in reach

Avoid room changes if
possible

OTHER

OMITTED CODE

R = REFUSED

A = ABSENT from WARD

W = WITHHELD

Print name and designation




