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BACKGROUNDfor those over the age of 18 and not under the influence of drugs and/or alcohol 

02.06.20 
DRAFT v0.3


 NOTE: THIS IS A WORKING DOCUMENT AND WILL BE UPDATED ON THE DU WEBSITE: HTTPS://DEMENTIA-UNITED.ORG.UK/
Greater Manchester community Delirium Toolkit 


Dementia United have developed two resources: 

a) A Greater Manchester (GM) Community Delirium Toolkit for health and social care staff to be using in the community. This toolkit is based on national evidence and building on and with thanks to NHS Ayrshire and Arran for their Community Pathway. The toolkit will include the delirium leaflet as a resource.
b) A delirium leaflet which is a specific resource for anyone with delirium, family members, as well as anyone at risk of developing delirium. 

Both resources are draft and will be sent out as ‘working’ resources and we will be:
 
a) Testing the usability of the toolkit (including the leaflet) with health and social care staff. We will be asking any community teams, who would like to consider using the toolkit as a ‘working’ resource, to complete an Expressions of Interest form and send it in to Dementia United. We will provide ongoing support to those teams that are wanting to test out using the toolkit.
b) Asking for feedback on the leaflet from lived experience groups and carers 

We will then review the feedback we receive and plan to have a final toolkit available for use by the end of 2020. 

Contact Dementia United if you want to provide feedback or have any questions e: gmhscp.dementiaunited@nhs.net




KEY DOCUMENTS

1. Overview: How to identify and manage delirium in the community:




2. 4AT:



3. Greater Manchester Community Delirium TIME (Triggers, Investigations, Management, Engagement) Bundle




4. Greater Manchester Delirium Management and Engagement Guide




5. Greater Manchester Delirium Leaflet






OPTIONAL RESOURCES TO FACILITATE THE GM COMMUNITY DELIRIUM TIME BUNDLE


6. RESTORE2 (Recognise Early Soft Signs, Take Observations, Respond, Escalate) 

Triggers

7. Abbey Pain Scale

8. Greater Manchester Nutrition and Hydration material:
a. Paper Weight Arm band can be used to indicate malnutrition 
b. Monitoring food, fluid intake and oral hygiene



9. Health Education England Mouth Care Assessment Guide



10. Bristol Stool Chart

11. West Essex CCG Anticholinergic side-effects and prescribing guidance

Investigations

12. Bury UTI Assessment Tool

Management and Engagement

13. Eating, drinking and moving well:

a. Greater Manchester Nutrition and Hydration: Eat, Drink, Live Well
b. Eating and drinking well – supporting people living with dementia 
c. Keep GM Moving: Moving More at Home
d. GM COVID-19 specific guide for living well at home 

14. Alzheimer’s Society “This is Me” document



BIBLIOGRAPHY   

· A Greater Manchester Approach to Delirium (2019): 




· 4AT assessment tool for delirium https://www.the4at.com/

· British Geriatric Society (2020). Coronavirus: Managing delirium in confirmed and suspected cases. https://www.bgs.org.uk/resources/coronavirus-managing-delirium-in-confirmed-and-suspected-cases

· Health Improvement Scotland 2019. Scottish Intercollegiate Guidelines Network. Risk reduction and management of delirium. A national clinical guideline. https://www.sign.ac.uk/assets/sign157.pdf 

· Health Improvement Scotland ihub video toolkit https://ihub.scot/project-toolkits/delirium-toolkit/delirium-toolkit/video-toolkit/ 

· National Institute for Health and Care Excellence: www.nice.org.uk/guidance/cg103

· NHS Ayrshire and Arran (2019). Community Delirium TIME Pathway 

· Scottish Delirium Association Community Pathway http://www.scottishdeliriumassociation.com/uploads/7/1/9/3/71939991/sda_summary_pathway_-_gps_master_08_12_17.pdf

· Wessex Academic Health Science Network. RESTORE2 https://wessexahsn.org.uk/projects/329/restore2

· Yorkshire and the Humberside Strategic Clinical Networks: Delirium resources www.yhscn.nhs.uk/mental-health-clinic/dementia/delirium
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Please note this is a guide only and clinical judgement should be exercised, particularly 


regarding any red flags e.g. delirium following a fall or head injury, new neurology or 


patients taking anti-coagulation medication. 


 


TIME FRAMES  


Delirium is a medical emergency. As part of the NHS Long Term Plan for out of hospital care, 


urgent community response should aim to be given within two hours in a crisis with a two-day 


referral for reablement care.  


 


 


 


 


 


4AT 


 


 


TI 


 


ME 


 


 


1. Complete 4AT Assessment 


 


Any health professional can complete the 4AT (Key Document 2) assessment (no special 


training required) if delirium is suspected. 


 


• Please pay particular attention to the 4AT guidance notes.  


• Ideally liaise with someone who knows the person well to determine if they have become 


suddenly more confused.      


• RESTORE2 (Recognise Early Soft Signs, Take Observations, Respond, Escalate) 


(Optional Resource 6) may be useful to refer to if used in the care home setting.  


 


 


2. Confirm whether or not person has delirium  


 


If delirium suspected based on the 4AT assessment, someone appropriately qualified should 


confirm whether or not the person has a delirium diagnosis and record in the patient notes.  


 


This is important as those who experience delirium are more likely to experience it again in the 


future, and those over the age of 65 are more likely to develop dementia.   


 


It should be considered whether and when delirium has been previously diagnosed and this 


should be considered in assessment and further investigation. 


If delirium is not diagnosed, manage as appropriate. 


 


2 hours 2 days 
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3. Complete Greater Manchester Community Delirium TIME bundle  


 


If delirium is strongly suspected or diagnosed, initiate the Greater Manchester Community TIME 


(Triggers, Investigations, Management, Engage) bundle (Key Document 3).  


 


Please review the below resources to ensure you have everything you need to carry out 


each element of the TIME bundle 


 


Some Optional Resources are included in this toolkit, but you may have appropriate tools that 


you already use in your organisation. 


TRIGGERS 


• Optional Resource 7: Abbey Pain Scale  


• Blood pressure monitor 


• Thermometer 


• Optional Resource 8A: Paper Weight Arm band can be used to indicate malnutrition  


• Optional Resource 8B: Monitoring fluid, food intake and oral hygiene  


• Optional Resource 9: Health Education England Mouth Care Assessment Guide  


• Optional Resource 10: Bristol Stool Chart  


• Pulse oximeter  


• Glucometer 


• Bladder Scanner (may be useful for urinary retention)   


• Optional Resource 11: West Essex CCG Anticholinergic side-effects and prescribing 


guidance 


INVESTIGATIONS 


• Local organisation blood request forms stating “Urgent Delirium Bloods to be done 


in 24hrs” 


 


FBC UE LFT Calcium Magnesium 


CRP Glucose Phosphate  


 


• Optional Resource 12: Bury UTI Assessment Tool  


• Catheter Specimen Urine Sample Kit 


• Newcastle Urine Collection pack (from Sterisets International for when someone is 


wearing an incontinence product) - can be purchased via NHS Supply Chain item 


FSW1451  


• Midstream Specimen of Urine Sample Kit 


• ECG (may be useful if indicated) 


 



https://my.supplychain.nhs.uk/Catalogue/browse/159/specimen-collectors?CoreListRequest=BrowseAll

https://my.supplychain.nhs.uk/Catalogue/browse/159/specimen-collectors?CoreListRequest=BrowseAll





4  OVERVIEW: HOW TO IDENTIFY AND MANAGE DELIRIUM IN THE COMMUNITY 20.05.20 DRAFT v0.11 


 


MANAGEMENT  


• GM Delirium Management and Engagement Guide (Key Document 4)  


 


Please refer to this guidance for a more detailed consideration of the following aspects in 


the Management of delirium: 


o Continuing to treat other conditions 


o Manage medications 


o Monitor and reduce the risk of the person developing pressure ulcers 


o Monitor and reduce the risk of the person experiencing falls 


o Recovery and assessing for returning to baseline  


ENGAGEMENT 


• GM Delirium Management and Engagement Guide (Key Document 4)  


 


Engagement with family members and informal and formal carers, to assist with supporting 


and monitoring for signs of improvement or not for person with delirium and in undertaking 


to:  


o Meet the needs of reassurance, orientation and occupation 


o Meet the needs of physical comfort and well-being  


o Meet the needs to feel safe, secure and receive comfort and reassurance when 


distressed 


 


• Optional Resource 13A: Greater Manchester Nutrition and Hydration: Eat, Drink, Live 


Well  


• Optional Resource 13B: Eating and drinking well – supporting people living with 


dementia  


• Optional Resource 13C: Keep GM Moving: Moving More at Home  


• Optional Resource 13D: GM COVID-19 specific guide for living well at home  


• Optional Resource 14: Alzheimer’s Society “This is Me” document 


 


• Delirium Leaflet (Key Document 5) Please go through the leaflet with the person with 


delirium and their family and complete the ‘person centred care plan’. 


 


 


Whilst it is understood that a hospital admission can be even more distressing and 


disorientating for someone with delirium, this is absolutely necessary sometimes.  Any 


pre work completed (e.g. the 4AT and/or TIME bundle) can be handed to the hospital 


team to continue the person’s delirium assessment and management.      
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gmhscp.dementiaunited@nhs.net 
 
https://dementia-united.org.uk/ 



mailto:gmhscp.dementiaunited@nhs.net

mailto:gmhscp.dementiaunited@nhs.net

https://dementia-united.org.uk/

https://dementia-united.org.uk/
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 4AT 
 
 


 


Assessment test 


for delirium &  
cognitive impairment 
 


                             (label) 


Patient name:   


 


Date of birth: 


 


Patient number: 
 


_________________________________________________________ 
 


 


Date:             Time: 


 


 


Tester:   
 


 


            


                              CIRCLE 


[1] ALERTNESS      
This includes patients who may be markedly drowsy (eg. difficult to rouse and/or obviously sleepy  


during assessment) or agitated/hyperactive. Observe the patient. If asleep, attempt to wake with  


speech or gentle touch on shoulder. Ask the patient to state their name and address to assist rating.   
 


     Normal (fully alert, but not agitated, throughout assessment)   0 


Mild sleepiness for <10 seconds after waking, then normal  0 


Clearly abnormal      4 


 


 


[2] AMT4 
Age, date of birth, place (name of the hospital or building), current year.    


 


No mistakes      0 


     1 mistake       1 


     2 or more mistakes/untestable     2 


 


 


[3] ATTENTION 
Ask the patient: “Please tell me the months of the year in backwards order, starting at December.”  


To assist initial understanding one prompt of “what is the month before December?” is permitted. 
 


Months of the year backwards     Achieves 7 months or more correctly    0 


     Starts but scores <7 months / refuses to start   1


     Untestable (cannot start because unwell, drowsy, inattentive)  2 


 


 


[4] ACUTE CHANGE OR FLUCTUATING COURSE 
Evidence of significant change or fluctuation in: alertness, cognition, other mental function  
(eg. paranoia, hallucinations) arising over the last 2 weeks and still evident in last 24hrs  
        
      No      0 


      Yes      4 


 


 


4 or above: possible delirium +/- cognitive impairment 


1-3: possible cognitive impairment  


0: delirium or severe cognitive impairment unlikely (but 


delirium still possible if [4] information incomplete) 


 


                


                       4AT SCORE


 
 


GUIDANCE NOTES                          Version 1.2. Information and download: www.the4AT.com 
The 4AT is a screening instrument designed for rapid initial assessment of delirium and cognitive impairment. A score of 4 or more 
suggests delirium but is not diagnostic: more detailed assessment of mental status may be required to reach a diagnosis. A score of 1-3 
suggests cognitive impairment and more detailed cognitive testing and informant history-taking are required. A score of 0 does not 
definitively exclude delirium or cognitive impairment: more detailed testing may be required depending on the clinical context. Items 1-3 
are rated solely on observation of the patient at the time of assessment. Item 4 requires information from one or more source(s), eg. your 
own knowledge of the patient, other staff who know the patient (eg. ward nurses), GP letter, case notes, carers. The tester should take 
account of communication difficulties (hearing impairment, dysphasia, lack of common language) when carrying out the test and 
interpreting the score.  
 


Alertness: Altered level of alertness is very likely to be delirium in general hospital settings. If the patient shows significant altered 
alertness during the bedside assessment, score 4 for this item. AMT4 (Abbreviated Mental Test - 4): This score can be extracted from 
items in the AMT10 if the latter is done immediately before. Acute Change or Fluctuating Course: Fluctuation can occur without delirium 
in some cases of dementia, but marked fluctuation usually indicates delirium. To help elicit any hallucinations and/or paranoid thoughts 
ask the patient questions such as, “Are you concerned about anything going on here?”; “Do you feel frightened by anything or anyone?”; 
“Have you been seeing or hearing anything unusual?”  


© 2011-2014 MacLullich, Ryan, Cash  
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Patient Name: _______________________________________________________________ 


 


Patient Date of Birth (dd/mm/yyyy): ______________________________________________ 


 


Patient Number: _____________________________________________________________ 


 


Carer Name and Contact Number:________________________________________________ 


 


Date (dd/mm/yyyy):  ___________________________________________________________ 


 


Time delirium diagnosed (or strongly suspected) and TIME bundle initiated (24h):  


 


____________________________________________________________________________  


 


Practitioner Name:         ______________________________________________________ 


 


Practitioner signature:    ______________________________________________________ 


 


Practitioner designation:  ______________________________________________________ 


 


TIME = Triggers, Investigations (2hours) Management, Engage (2 days) 


 


T = TRIGGERS – think “PINCH ME”  


 


Summarise suspected trigger(s): 


PAIN e.g. Abbey pain scale score (Optional 


Resoure (OR) 7) 


 


INTRACEREBRAL e.g. haemorrhage 


INFECTION 


Any clinical signs to warrant investigations? 


 


(mal) NUTRITION e.g. use Age UK paper 


weight arm band tool (OR 8A), mouth care 


assessment (OR 9) 


 


CONSTIPATION e.g. bowels last moved/stool 


chart (OR 10) 


 


HYPOXIA – Pulse oximeter reading  


HYPOGLYCAEMIC – Glucometer reading 


(de)HYDRATION e.g. urine colour chart, drink 


taken (OR 8B), urinary retention  


 


METABOLIC e.g. hyponatraemia, 


hypercalcaemia  


MEDICATION – Structured medication review, 


anticholinergic burden e.g. West Essex CCG 


Anticholinergic side-effects and prescribing 


guidance (OR 11) 


 


ENVIRONMENTAL e.g. disturbed sleep, 


sensory deficits, recent major surgery, falls, 


over or under stimulation etc. 
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I = INVESTIGATIONS Time requested and contact (or reason why 


not completed) 


Standard Delirium Bloods: FBC, UE, LFT, 


Calcium, Magnesium, CRP, glucose, 


phosphate  


 


 


 


 


 


 


Other tests required if applicable e.g. scans, 


ECG 


Please state: 


 


 


 


 


 


 


 


 


Urinalysis if applicable  


e.g. Bury UTI Assessment Tool (OR 12) 


(sterile urine culture, not dipstick)   


 


 


 


 


 


 


If any of the below is completed after the Triggers and Investigations and/or by a 


different professional, please date and write name and profession accordingly. 


 


M = MANAGEMENT 


 


State trigger(s) of delirium and treatment. Please provide details below: 


 


 


 


 


 


 


 


 


 


Please refer to the GM Delirium Management and Engagement Guide (Key Document 4) as 


this provides detail on aspects to be considering. Please provide details below:  
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E = ENGAGEMENT 


Engage with family members and informal/formal carers (possibly social care, occupational 


health, mental health) to monitor whether or not delirium is improving and to support needs of 


reassurance, orientation, occupation, physical comfort, wellbeing, safety and security (Key 


Document 4). Please provide details below: 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


Personalise the Delirium Leaflet (Key Document 5) and give to the person with delirium and 


their family/carer, taking time to go through the leaflet and to address any concerns. 


 


Date Delirium Leaflet handed to person: _______________  
 


 


Following treatment, if delirium is not improving complete TIME again 


 


Send copy of completed TIME bundle to involved teams including the person’s GP: 


 


Team the that TIME Bundle was sent to: Date sent: 
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https://dementia-united.org.uk/
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This guidance forms part of the Management and Engagement component 


of the TIME bundle. 


 


It is not intended to be exhaustive of all management and engagement aspects, to supporting 


someone with delirium, we recognise that not all of the guidance will apply.  


 


Management 


 


• Continue to treat other conditions the person has, as these may be contributing and 


sustaining the delirium. 


 


• Continue to review for any further underlying ongoing causes that may be sustaining the 


delirium. For example, laxatives for constipation, consider antibiotics if bacterial infection 


suspected, urinary retention consider a temporary catheter, monitor and review for pain. 


 


• Manage the medications the person is taking for other conditions, as these may need to be 


reduced or stopped, if it is felt that they may contribute to sustaining the person’s delirium.  


 
o Review any new medications that may have caused delirium. For example, steroids, 


or opiates.  Consider discontinuing if medically appropriate.   


o If the person is on benzodiazepines, then do not suddenly stop these.  


 


• Request community pharmacist review as necessary. 


 


• Monitor for and reduce the risk of the person developing pressure ulcers.  


 
o Consider referring for an assessment by the District Nurses in terms of pressure 


relieving equipment, or to the wider therapy team for other equipment.  


 


• Monitor for and reduce the risk of the person falling, which includes undertaking risk 


assessments of the environmental factors that may contribute to the person’s falls risk.  


 


• Work towards recovery and the person returning to their baseline.  


 
o Encourage the person to continue meet their usual care needs themselves and make 


sure you have knowledge of the person’s baseline level of functioning.  


o Consider a referral for an assessment of the person’s functioning as well as, in terms 


of any aids and adaptations. 


▪ If for example the person is remaining in bed for long periods, or if the person is 


getting up out of bed and needs equipment such as; bed levers, commodes, 


standing aids, kitchen perching stools, frames around toilets, chair raisers etc.  
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Engagement 


 


It may be useful to ask family and carers to monitor the aspects of care and management 


that they are prompting with or helping with as below. This could be when the family visit, or if 


the person is living with family.  


 


• Try and agree with the family and carers, what you are asking them to take note of and 


write down and how they will feedback and let you know when things are getting worse. 


Ask them to note if the person has been able to do what they have prompted them with, or 


accepted their help, or declined their help.  


 


o There is great value in asking family and carers to assist with this monitoring, as 


it will help you to look for any patterns emerging.  


 


• Patterns will emerge as to the times of the day when the person will engage more. Or if 


one family member or carer is able to support someone more than another. 


 


o All this information is valuable to know. For example, you may need to think of timing 


of giving out medication, who helps with this if the person is more likely to accept help 


from them. It could be valuable if you are trying to take observations and blood tests, 


or to increase a care package.  


o These patterns will also help with monitoring for signs of improvement and/or the 


person getting worse. 


 


• Spend time going through the GM Delirium leaflet (Key Document 5) with the person 


and their family. Complete the person-centred care plan last page. Answer any questions. 
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Engaging family and carers in holistic Management of delirium 


 


Meeting the needs of reassurance, orientation and occupation 


 


• Provide reassurance and re-orientate the person to their surroundings, reminding them 


where they are.  


− Keep a clock, calendar within reach. Use written prompts and reminders. 


 


• Ensure the person has their glasses, hearing aids and check these are working.  


− If the person goes into hospital, be sure to send these in with the person. 


 


• Provide familiar stimulating activities, that will help with occupation, easing distress and 


reassurance when family or carers are present or not. 


− Consider personal music playlists, familiar photographs or objects. 


 


 


Meeting the needs of physical comfort and well-being  


 


• Prevent the person becoming dehydrated or malnourished - encouraging them to eat and 


drink well.  


o Make sure they plenty of drinks available through the day.  


o Encourage eating snacks over the day, if the person is not wanting a full meal.  


o Consider putting up prompts to remind the person to take a drink and eat the 


snacks or help the person where it is needed.  


o We have provided some eating and drinking well guides, as examples, that you may 


want to share with the family and carers from Greater Manchester Nutrition team and 


others (Optional Resources 13A and 13B). 


 


• Ensure the person is getting up and exercising, even if this is whilst sitting.  


− We have provided some exercise examples, that you may want to share with the family 


and person from the GM Getting Manchester Moving team (Optional Resource 13C).  


 


• Ensure the person is going to the toilet regularly and monitor this, as well as for further 


signs that the person is developing a urine infection and/or constipation. 


 


• Help the person get a good natural sleep.  


− Look at ways to reduce noise and lighting at as the person settles for bed, encourage 


time to wind down before going to bed and to avoid caffeinated drinks before bedtime. 
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Meeting the needs to feel safe, secure and receive comfort and reassurance when distressed 


 


• The person may be experiencing hallucinations, for example seeing things or hearing 


things that are not there, or they may have paranoid ideas about people around them.  


o Try not to agree with any incorrect ideas, however avoid challenging the person, if 


you can tactfully disagree or change the subject.  


o Another option would be to try to acknowledge the person’s distress and talk about 


the person’s feelings. Consider trying to explain and make sense of what they are 


experiencing. Revisit the GM Delirium leaflet (5) with the person and family, go 


through it with them, this may help them to make sense of what is happening. 


 


• Does the person experience distress or agitation?  


o If they are agitated, find out the cause and try to treat it (ideally without using 


medicine). There may be something that triggers off distress, try and establish what it 


may be and take time to explain and calmly reassure.  


o If the person continues to experience distress and agitation, particularly where 


symptoms such as hallucinations and paranoid ideas are present, you may want to 


consider the use of medication. This needs to be only considered where the person is 


presenting with considerable distress and may be at increasing risk to themselves 


and, or others. 


▪ There is a need to weigh up the risks of the person remaining very distressed and 


the need to introduce medication that may result in increased risks of sedation, 


resulting in reduced eating and drinking and increased falls. 


▪ Cautions are needed with the introduction of medication, with careful 


monitoring of use and possible side-effects and a plan to review and discontinue 


as soon as is clinically possible.  


o Consider referrals for an increase in formal support. E.g. start of a care package, or 


increase a care package, frequency of calls, duration or timing of visits, changes to 


staff to be considered as needed.  


o Consider if access is needed as appropriate step up or step down facilities, 


depending on the level of risk and availability. 


o Consider referral for advice from mental health team as appropriate.  


o Please refer to attached British Geriatric Society Delirium Guidance as noted in the 


bibliography as consideration is given to medication options. 


 


 


If hospital admission is indicated  


 


Whilst it is understood that a hospital admission can be even more distressing and 


disorientating for someone with delirium, this is absolutely necessary sometimes.  


It would be valuable for the family to complete a ‘This is Me’ (Optional Resource 14), in order 


to provide a detailed picture of the person that can travel with them into hospital. 
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BACKGROUND 


 


Dementia United have developed two resources.  


 


1. This leaflet, which is a specific resource for anyone with delirium, carers as well 
as anyone at risk of developing delirium.  


2. A Greater Manchester Delirium toolkit for health and social care staff in the 
community. The toolkit will include this leaflet as a resource. 


 
Both resources are draft and will be sent out as ‘working’ resources and we will be: 
 


a) Testing the usability of the toolkit (including the leaflet) with health and social care 
staff  


b) Asking for feedback on the leaflet from groups with lived experience and carers.  
 


We will then review all feedback and plan to have a final toolkit available for use by the 


end of 2020. Contact Dementia United email: gmhscp.dementiaunited@nhs.net 


 


 


INTRODUCTION  


 


This leaflet is useful for those who are at risk of developing delirium. It is also useful if 


you are diagnosed with delirium, or for family members and carers. It is designed to 


explain the following questions: 


 


1. What is delirium?  


2. How can you prevent delirium?  


3. How can you spot the signs of delirium?  


4. How do we assess and manage delirium?  


5. What can help someone to recover from delirium?  


 


 


At the end of the leaflet there is a section that can be filled in by a health and social care 


professional, if you are diagnosed with delirium. This is intended to be a person-centred 


plan, that relates to your specific needs, treatment, management and support whilst you 


are experiencing delirium and after it has settled. 


 


 


 


  



mailto:gmhscp.dementiaunited@nhs.net
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1. What is delirium? 


 


Delirium causes a short term confused state, that can develop over hours or days. 


Delirium is a common condition. 20% of adults in hospital experience delirium, 50% of 


people who have a hip fracture will experience delirium. People can develop delirium 


anywhere such as in hospital, care homes and living at home. 


 


Delirium can affect memory, concentration and personality. Delirium is a sign of an 


underlying illness. Delirium will usually improve, once the underlying illness is treated, 


but sometimes it can last a while afterwards. 


 


 


Who gets delirium?  


People who have one or more of the following are at a higher risk of developing 


delirium: 


 


• Age 65+ 


• Diagnosis of dementia  


• Having sight or hearing loss 


• Being in an unfamiliar environment 


• Having had delirium before 


• Having more than one illness 


• Having recent surgery, for example, for a broken hip 


 


What causes delirium? 


There are many things that can trigger a person to develop delirium.  These are termed 


underlying illnesses or triggers for example; pain, infections, not eating or drinking 


enough, constipation and side effects of medicines. 
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2. How can you prevent delirium?  


 


The following can reduce the risk of someone developing delirium: 


  


 Encourage the person to eat regularly and  drink 6-8 non-alcoholic drinks a day  
 
 


 Ensure the person has their glasses and hearing aids, check these are working 
 
 


 
Encourage exercise, for example to sit out from bed, get up and walk  
 
 


 


Make sure the person has a good night’s sleep. Avoid alcohol or caffeinated drinks 
before bedtime 
 
 


 
Make sure the person is going to the toilet regularly, avoid getting constipation 
 
 


➢          Monitor for pain and keep this under control 
 
 


 
Review tablets with a doctor or pharmacist as certain medications increase your 
risk of developing delirium 
 
 


 
 


Keep your mind active – find things you enjoy and try to keep doing them  
 
 
 


Explain where the person is and provide reassurance if they are in an unfamiliar place: 
 


➢  Provide familiar objects such as pictures of family, which you can use to 
chat with the person about.  
 
 


 


Write things down, use clocks and newspapers as cues for date and time. 
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3. How can you spot the signs of delirium? 


 


It’s important to spot that someone is developing delirium, as early as possible, to try 


and reduce the impact it could have.  


 


To help spot delirium, look out for the following signs: 


 


 


 Change in behaviour, that develops over hours or days: 


 


• They may become restless and agitated – we call this HYPERactive delirium.  


• They may become withdrawn and drowsy – we call this HYPOactive delirium. 


• They may present with both hyperactive and hypoactive delirium at different times 


over the day and night. 


• They may not know where they are, or do not recognise someone they would 


usually know. 


• They may struggle to hold a conversation or have poor focus and attention. 


• They may see or hear things that are not there (hallucinations) or may be 


suspicious of people close to them.  


 


 


 If you spot any of these signs, then seek prompt medical advice.  


 


 


How does it feel to have delirium?  


 


There are many different experiences of delirium.  Some people report it is harder to 


process information.  Some people say they felt frightened and distressed, as they had 


problems remembering things, or they experienced hallucinations or mistrusted people 


around them. Some people do not remember any of the time that they experienced the 


delirium, which they can also struggle with.  
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4. How do we assess and manage delirium? 


 


If signs of delirium are spotted, or we use a quick test to identify that someone is 


developing delirium, we will then go on to assess someone for delirium. A formal 


assessment will be undertaken by someone that can diagnose delirium. A diagnosis of 


delirium will be recorded in the person’s medical notes. We will also make sure that the 


person diagnosed with delirium and their family are informed of the diagnosis and have 


information about delirium.  


 


To manage delirium, we identify any underlying illness or triggers causing the delirium. 


We then: 


▪ Treat any underlying triggers causing the delirium  


▪ AND provide supportive care  


 


Examples of how we treat underlying triggers causing delirium: 


• If someone is in pain – we will give medications to ease this   


• If there is an infection – we may treat this with antibiotics  


• If someone is constipated – we will encourage drinking more and consider a laxative  


 


Providing supportive care 


All health and social care staff, families and carers can do the following to help manage 


delirium: 


 


• You can help represent the person you care for, when talking to the health and 


care team, as you know the person best and will recognise sudden changes in 


behaviour.  


• Have a friendly, smiling approach and talk in short simple sentences, making sure 


you repeat what you have said, if necessary. 


• Try to provide a calm and supportive environment with adequate rest and sleep. 


• Provide reassurance and re-orientate people to their surroundings – reminding them 


where they are and why they are here.  


➢ Keep a clock and calendar within reach. 


➢ Use family pictures or recognisable familiar objects. 


➢ Try to make sure someone who knows the person well can spend time with them. 


Share a document such as Alzheimer’s Society ‘This is me’ with the health and 


care team at other times. 


➢ Ensure the person has their glasses, hearing aids and check these are 


working. If the person goes into hospital, be sure to send these in with the 


person. 


➢ Provide familiar stimulating activities such as music the person likes. 


➢ Encourage and help the person to eat and drink regularly  


➢ Encourage activity and physical exercise, including sitting out from bed. We 


want to prevent the risk of falling and developing pressure sores. 
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5. What can help someone to recover from delirium?  


 


Most people do recover. As we treat the underlying illness or trigger of delirium, the 


person will slowly come back to their normal self.  Some people will find that they are 


struggling with usual activities as they are still recovering. Most people recover over a 


few days but sometimes it can take weeks or months.  


 


The person with delirium will be reviewed and monitored to see that they are improving. 


If they’re not improving, please inform the health and care team.  A referral may be 


required for specialist advice. 


 


We know that some people don’t remember having delirium once they have recovered.  


However sometimes people are left with an uneasy or unhappy feeling of what has 


happened. Talking about what happened, can be an important step in helping recovery, 


whether that be with family members, a doctor or someone else.  


 


 


Once someone has had delirium, they are at risk of developing it again. It’s 


important to follow the guidance at the start of this guide on how to prevent 


delirium developing. 


 


 


Please refer to the end of this leaflet, for a person-centred plan that your health and care 


team can be developing with you. 


 


 


Further support and follow up 


 


There are a few people, for whom symptoms do not completely go away. These people 


may need to be followed-up medically.  In general, if any cognitive problems (problems 


with thinking or memory) continue in the months after a delirium (around 6-8 weeks) 


then advice should be sought from a GP or other healthcare professional and further 


assessment may be needed.   
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Further information 


 


• Alzheimer’s Society: “This is Me” form can be downloaded from 


www.alzheimers.org.uk. You can also call Dementia Connect on 0333 150 3456 for 


support.  


 


• Dementia UK: Their delirium booklet can be downloaded from www.dementiauk.org. 


They also have a helpline: 0800 888 6678 


 


• Together in dementia everyday – tide: This is a UK wide network for carers of 


people affected by dementia. www.tide.uk.net 


 


• National Institute for Health and Care Excellence (NICE):  Have a clinical 


guideline for delirium including a section regarding information for the public 


www.nice.org.uk/guidance/cg103   


 


• Scottish Intercollegiate Guidelines Network (SIGN): their delirium booklet can be 


downloaded from www.sign.ac.uk  


 


• Yorkshire and the Humberside clinical networks: they have a lot of delirium 


resources that can be found here: www.yhscn.nhs.uk/mental-health-


clinic/dementia/delirium  


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 



http://www.alzheimers.org.uk/

http://www.alzheimers.org.uk/

http://www.dementiauk.org/

http://www.tide.uk.net/

https://www.nice.org.uk/guidance/cg103

http://www.sign.ac.uk/

http://www.yhscn.nhs.uk/mental-health-clinic/Dementia/Delirium

http://www.yhscn.nhs.uk/mental-health-clinic/Dementia/Delirium
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Person-centred delirium plan for (enter name): ………………………………………   


 


If you have been diagnosed with delirium, your health and care team can complete 


the below.  


 


Completed by (staff name, role and/or name of health and care team): 


 


…………………………………………………………………………………………………..  


 


Date diagnosis of delirium made (dd/mm/yyyy):  …………………………………….. 


 


This is what we think is causing your delirium:  


 


………………………………………………………………………………………………… 


 


………………………………………………………………………………………………… 


 


………………………………………………………………………………………………….. 


 


Your treatment plan and any additional support needs:  


 


………………………………………………………………………………………………… 


 


………………………………………………………………………………………………… 


 


………………………………………………………………………………………………….. 


 


………………………………………………………………………………………………… 


 


………………………………………………………………………………………………… 


 


Phone number/ name of service to contact if not improving from delirium:  


 


…………………………………………………………………………………………………. 


 


Prevention plan to try and reduce the risk of delirium returning:  


 


………………………………………………………………………………………………… 


 


………………………………………………………………………………………………… 


 


………………………………………………………………………………………………….. 
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GET IN TOUCH 


Email:   gmhscp.dementiaunited@nhs.net 
 


Website:   www.dementia-united.org.uk 



mailto:gmhscp.dementiaunited@nhs.net
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NUTRITION AND HYDRATION 





Monitoring food, fluid intake and oral hygiene 

To stay healthy adults need to drink 2 to 2.5 litres of water per day. This equates to 6 to 8 cups. Cross the cup out once a cup of fluid has been drunk. Although water is best as it contains no sugar or caffeine, tea, coffee, milk, squash, pop and juice also count, though be mindful of high sugar drinks as they can rot teeth. Beer and wine do not count!



		Mouthcare 		Mouthcare 		Mouthcare 		

		Breakfast		Lunch		Evening meal		Snacks 

		I ate		I ate
		I ate		I ate 



The colour of urine is a good way to establish if a person is dehydrated if they are under 65, if they are over 65 it cannot be used REMEMBER – PRESUME DEHYDRATION . 











Confusion, constipations, feeling dizzy, falls, peeing more often headaches = DEHYDRATION 



Greater Manchester Health

and Social Care Partnership
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09 HEE Mouth Care Assessment.pdf


Lips


Pink & moist
Dry, cracked, difficulty opening 


the mouth Swollen, ulcerated


Tongue


Pink & moist Dry, fissured, shiny
Looks abnormal, white coating, very  


sore/ulcerated


Teeth & 
Gums


Clean, teeth not broken or loose
Unclean, broken teeth (no pain), 


bleeding/inflamed gums
Severe pain, facial swelling


Mouth care assessment guide


Clean, saliva present, looks healthy
Mouth dry, sticky secretions, food 


debris, ulcers <10 days
Very dry/painful, ulcers >10 days,  


widespread ulceration, looks abnormal


Cheeks, 
Palate & 
under the 
Tongue


None Dry mouth care Refer to DOCTORAction


Clean & Comfortable
Unclean, loose,  


patient will not remove
Lost


Denture


None Refer to DOCTORDry mouth careAction


2x daily toothbrushing Refer to DOCTORDaily toothbrushing, clean the mouth Action


None
Clean the mouth, dry mouth care, 


ulcer care Refer to DOCTORAction


Clean daily Denture care, encouragement
DATIX if lost, refer to dental team 


if lost or brokenAction
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A Greater Manchester Approach to Delirium 
 
Key Groups  
 
Anyone involved with and those at risk of delirium in the hospital or community setting;  
not including those under 18, those in ICU or those experiencing a delirium due to alcohol or 
substance misuse.  
About 1 in 5 hospital patients have a period of delirium. Delirium is more common in people 
who: 


• have an existing diagnosis of dementia  


• are older 


• have poor hearing or eyesight 


• have recently had surgery, particularly hip fracture 


• have previously experienced a delirium 


• have a terminal illness1 
 
Purpose 
 
The purpose of this document is to describe what Greater Manchester (GM) recommends as 
a person-centred pathway for those susceptible to delirium (specifically adults aged 18 and 
over and not delirium due to alcohol or substance misuse). It purposefully does not describe 
who might deliver the pathway and where it might be delivered, as this may vary between 
localities, aligned to local commissioning arrangements. It is also recognised that further 
work is needed to look at potential capacity and demand issues.  
 
By managing delirium well, this will reduce hospital stay and readmission rates, reduce 
mortality, reduce admission to long term care, reduce distress and limit the impact on an 
existing dementia or detect undiagnosed dementia early. This will ultimately lead to a better 
quality of life for both the individual and their family/carer. 
 
This document has been created in alignment with the Dementia United (DU) Standards2 
and particularly contributes to the ‘Preventing, Diagnosing and Supporting Well’ domain of 
the NHS England ‘Well Pathway for Dementia’ guidance.3 This is relevant because delirium 
can increase risk of dementia and those with dementia are more at risk of developing a 
delirium.4 


Background  


Engagement with health, social care and Voluntary, Community & Social Enterprise sector 
professionals as well as those with personal experience of delirium (e.g. 14/03/18 delirium 
event, DU Delirium task and finish group, attendance at a Salford Dementia Café, National 
Audit for dementia recommendations, questionnaires sent to GM localities regarding 
current delirium management) confirms a lack of awareness in identifying delirium across 
the board, with a lack of consistent recording, management or follow up. This is 
compounded by an often poor standard of communication between professionals 
themselves and communication with those experiencing delirium and their families/carers.  
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Characteristics of delirium: 
As defined by the DSM V criteria, delirium is characterised by: 
 


• Disturbance in attention (reduced ability to direct, focus, sustain, and shift attention) 
and awareness. 


• The disturbance develops over a short period of time (usually hours to days), 
represents a change from baseline, and tends to fluctuate during the course of the 
day. 


• An additional disturbance in cognition (memory deficit, disorientation, language, 
visuospatial ability, or perception) 


• The disturbances are not better explained by another pre-existing, evolving or 
established neurocognitive disorder, and do not occur in the context of a severely 
reduced level of arousal, such as coma 


• There is evidence from the history, physical examination, or laboratory findings that 
the disturbance is caused by a medical condition, 


 
Delirium subtypes:  
Delirium has been classified into subtypes depending on the changes is level of 
consciousness:  


• Hyperactive (restlessness, agitation, non-purposeful walking, insomnia)  


• Hypoactive (drowsiness, somnolence, withdrawn)  


• Mixed: alternating hyperactive and hypoactive subtypes  
 
This distinction is important. Hypoactive delirium is more easily missed and associated with 
worse outcomes. 
 
For the most common causes of delirium, think PINCH ME: 
 
P Pain 
I Infection/Intracerebral 
N Nutrition 
C Constipation 
H Hydration/hypoxia 
M Medication/Metabolic 
E Environmental (unnecessary ward moves, poor eyesight or hearing) 
 
There is often more than one cause and sometimes the cause is difficult to identify. 
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1. PREVENTION 
 


Emphasis should be made on the following: 
 


• Regular medication review including side effects of medications taken or omitted - 
delirium can be a side effect of medications such as steroids or opiates.  
Consider anticholinergic burden (ACB). A score of 3+ is associated with an increased 
cognitive impairment and mortality (see ACB calculator in resources).  


• Reduce risk of infection e.g. minimising use of catheters and adherence to annual 
vaccination programmes. 


• Adequate oxygenation with appropriate investigation and management of hypoxia. 


• Adequate hydration and nutrition with bowel and bladder monitoring. 


• Identify and address sensory deficits e.g. glasses, hearing aids, improved lighting.  


• Treatment of pain 


• Prevention and early identification and treatment of post-operative complications 
(warning should be given to patients and carers pre-operatively) 


• Maintaining independence and mobility and promoting meaningful activity and 
engagement. 


• Promote familiar surroundings and reorientation e.g. pictures of friends and family in 
place of reach, use of own cup to aid hydration and recognise the importance of 
family and carers in maintaining continuity of care.  


• Adopt a dementia friendly environment and reduce slips, trips and fall hazards. 


• Good sleep routine 


• Providing delirium education/resources to at risk groups and their families/carers to 
prevent the occurrence of delirium and what to do if they suspect delirium. 
 


Resources: 


• Anticholinergic Burden calculator  


• North Tees Liaison Psychiatry Team Delirium Awareness Video 


• Prevention picture cards for care home setting (Chris North, Dementia Lead, Older 
People’s Mental Health Services, Bradford District Care Foundation NHS Trust)  


• Hospital FOCUS tool to help staff meet needs of patients and reduce potential harm 
developed by Newcastle upon Tyne Hospital NHS Foundation Trust 


• SIGN guidelines March 2019 


   
 


 
 
 
 
 
 
 
 



http://www.acbcalc.com/

https://www.youtube.com/watch?v=BPfZgBmcQB8&feature=youtu.be

http://www.yhscn.nhs.uk/media/PDFs/mhdn/Dementia/Delirium/4%20Prevention%20picture%20cards.pdf

http://www.yhscn.nhs.uk/media/PDFs/mhdn/Dementia/Delirium/4%20Prevention%20picture%20cards.pdf

https://www.dementiaaction.org.uk/assets/0000/4007/FOCUS_chart.pdf

https://www.dementiaaction.org.uk/assets/0000/4007/FOCUS_chart.pdf

https://www.sign.ac.uk/assets/sign157.pdf
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2. IDENTIFICATION  
 
Identification of delirium is the responsibility of all health and social care staff. 
 


• Key opportunities where at risk groups should be assessed for delirium: 
o Any hospital admission (according to NICE3 those at risk of delirium should be 


assessed for clinical factors that may contribute to a delirium within 24h of 
admission) 


o Post-operative 
o Entering long term care  (according to NICE4 those at risk of delirium should 


be assessed for clinical factors that may contribute to a delirium within 24h 
of admission) 


o Memory Assessment Service  
o GP review 
o Pharmacy visit 
o Pre and post-surgery e.g. hip fracture 
o Mental Health reviews 


• Regardless of role or setting, when a person experiences a new confusion/becomes 


more confused than normal, suspect delirium; if in doubt manage as delirium  


• The new National Early Warning Score (NEWS2) is endorsed by NHS England and 
NHS Improvement to identify acutely ill patients5 – this includes new confusion that 
could indicate delirium.    


• 4AT tool to be used as the standard for initial delirium assessment to ensure 
consistency across GM. 


• At risk groups should be observed regularly for changes in behaviour using the 4AT 
tool.    


• Once change in behaviour is identified a full clinical assessment should be performed 
to confirm diagnosis4 


• Once identified, delirium diagnosis should be recorded (and coded in the healthcare 
record) and patient, carer and multidisciplinary team made aware of diagnosis 
(important element of any handover if applicable).   


• Both NEWS2 and 4AT are suitable for use in hospital and the community setting 
 


 
Resources: 


• The 4AT assessment tool for delirium 


• NEWS2 tool 


• SIGN guidelines March 2019 
 
 
 
 
 
 
 



https://www.the4at.com/

https://www.rcplondon.ac.uk/projects/outputs/national-early-warning-score-news-2

https://www.sign.ac.uk/assets/sign157.pdf
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3. MANAGEMENT 
 


• Follow GM Delirium pathway (appendix 1) to ensure whether the person is in 
hospital or community the same standards of delirium management are achieved - if 
no serious cause of delirium identified recovery can be managed in the community. 


• TIME (Triggers, Investigation, Management, Engage & Explore) bundle to be used as 
standard for delirium management to ensure consistency across GM – refer to 
Delirium Toolkit Health Improvement Scotland in resources.  


• Treat underlying cause of delirium (see above for causes). 


• All elements of “delirium prevention” should be maintained. Delirium is frightening 
for the person and those around them. Maintain communication with the person 
and carer, providing coping strategies and signposting to support networks. 


• Delirium is a transient condition. If there is a specific decision that needs to be made 
urgently and the person lacks capacity to make that decision - according to NICE3 
healthcare professionals have a duty of care to talk to family or carers unless the 
patient has specifically asked them not to. In an emergency, healthcare professionals 
may give treatment immediately, without obtaining the person’s informed consent, 
when it is in their best interests. 


• Monitor for recovery from a delirium. 


• For agitation/distress, antipsychotics should only be considered for those with 
delirium as a last resort when all non-pharmacological de-escalation techniques are 
unsuccessful, and the distress is intractable, and/or the person is considered to be at 
risk to themselves or others. Antipsychotics should never be prescribed for those 
with Parkinson’s Disease or Lewy Body Dementia.4 Refer to training resources. 


• If no resolution, look for other cause and consider a specialist referral 


• Aim to prevent complications of delirium such as falls, dehydration, pressure sores, 
malnourishment and isolation. 


• Promote cognitive and physical rehabilitation 
 


Resources: 


• Scottish Delirium Association Delirium management pathways (comprehensive, 
summary, community and care homes)  


• Community Delirium TIME (Triggers, Investigation, Management, Engage & Explore) 
pathway (NHS Ayrshire & Arran) 


Community Delirium 
TIME Pathway.jpg  


• Delirium Toolkit Health Improvement Scotland  


• Guidance on diagnosis and management of urinary tract infections 


• Yorkshire and the Humber SCN staff Delirium Poster 


• SIGN guidelines March 2019 
 
 
 
 
 



http://www.scottishdeliriumassociation.com/sda-delirium-management-pathways.html

http://www.scottishdeliriumassociation.com/sda-delirium-management-pathways.html

http://www.healthcareimprovementscotland.org/his/idoc.ashx?docid=5d44ee77-2227-42c4-887a-9fe42588c739&version=-1

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/755597/PHE_UTI_quick_reference_guide.pdf

http://www.yhscn.nhs.uk/media/PDFs/mhdn/Dementia/Delirium/DeliriumA3Poster-v4.pdf

https://www.sign.ac.uk/assets/sign157.pdf
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4. FOLLOW UP 
 


• Formal delirium discharge/follow up plan to include:  
o Cause of delirium identified to determine tailored management and 


prevention of recurrence. 
o If not already provided, a general delirium information leaflet for patient and 


carer including how to reduce the chance of getting delirium again and what 
to do if concerned about delirium/dementia in the future.  


o Review cognition for any undiagnosed dementia 
o Review impact on existing dementia if applicable and any relevant 


adjustments to care plan.  
o Allow the person to discuss their experience of delirium to address any 


concerns. 
 
5. COMMUNICATON BETWEEN PROFESSIONALS AND WITH PATIENTS AND THEIR 


FAMILIES/CARERS 
 
Professionals 


• According to NICE, delirium diagnosis should be recorded in hospital AND primary 
health care record4.  SIGN guidelines advise delirium is coded in the healthcare 
record. 


• Ensure diagnosis of delirium is communicated at any care transition and on the 
hospital discharge letter. 


• Ensure a person-centred approach involving all those who care for the person 
experiencing delirium  


• SIGN guidelines recommend healthcare records highlight those who have had a 
previous episode of delirium, to ensure hospital staff are aware of increased risk of 
delirium on readmission. 
 


Patients, families and carers 


• Provide delirium education/resources to at risk groups - and those who may have 
already experienced delirium - and their families/carers to prevent the occurrence of 
delirium and what to do if they suspect delirium. This should be appropriate to 
cultural, cognitive and language needs.  


• Refer to family and carers to confirm recent changes in behaviour.  


• Reorientation (remind those with delirium of where they are and what is happening) 
and reassurance (delirium is temporary) for those with delirium and family/carers.  


• If there are concerns about cognitive impairment following a delirium over coming 
months advise the patient/ carers to see their GP 


Resources: 


• Yorkshire and the Humber SCN delirium leaflet  
  


 
 
 
 



http://www.yhscn.nhs.uk/media/PDFs/mhdn/Dementia/Delirium/DeliriumLeaflet-v4.pdf
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6. TRAINING/WORKFORCE DEVELOPMENT AND LEADERSHIP 
 


• Delirium Champion in each care setting e.g. Royal College for Nursing Delirium 
champions: https://www.rcn.org.uk/clinical-topics/older-people/delirium/delirium-
champion   


• Training appropriate for job role and setting please see below resources for 
examples 
 


Resources: 


• Greater Manchester & E Cheshire SCN Delirium Awareness film 


• Care home training developed by Braford District Care NHS FT  


• RCPSYCH Primary care factsheet 


• Delirium curriculum for acute hospital staff developed by Northern England Clinical 
Networks:  
  


 


• SIGN guidelines March 2019 
 
 
 
Summary of Key GM Delirium Standards 
1. People >65yo or who have a dementia diagnosis are provided with information on signs 


and symptoms of delirium and prevention measures 
2. 100% of patients >65yo or who have a dementia diagnosis that are admitted to the 


acute care setting/mental health are assessed for delirium using 4AT on admission 
3. Every care organisation should have a standardised pathway for assessment and 


management of delirium 
4. Family carers are provided with information to help support relative with delirium 
5. Evidence that non-pharmacological de-escalation techniques used before medication for 


agitation/distress 
6. Delirium diagnosis should be conveyed at all transitions of care 
7. All people with delirium should have multidisciplinary follow up 


 


References: 


1. Royal College of Psychiatrists: Delirium  


2. GM Dementia United Standards 


3. ‘The Well Pathway for Dementia’ (NHS England) 


4. Delirium prevention, diagnosis and management – NICE Guidelines  


5. NHS England approves use of National Early Warning Score (NEWS) 2 to improve 


detection of acutely ill patients  


  


Delirium Curriculum 
for Acute Hospital Staff Northen England Clinical Networks Northern SCN.pdf



https://www.rcn.org.uk/clinical-topics/older-people/delirium/delirium-champion

https://www.rcn.org.uk/clinical-topics/older-people/delirium/delirium-champion

https://www.youtube.com/watch?v=-F7b-Ne1xQk

http://www.yhscn.nhs.uk/media/PDFs/mhdn/Dementia/Delirium/Dementia%20and%20Delirium%20PDF%20-%20screen%20reading%20version.pdf

http://www.yhscn.nhs.uk/media/PDFs/mhdn/Dementia/Delirium/Delirium_Primary_Care_Fact_Sheet_2015.pdf

https://www.sign.ac.uk/assets/sign157.pdf

https://www.rcpsych.ac.uk/healthadvice/problemsdisorders/delirium.aspx

http://dementiaunited.net/wp-content/uploads/2016/11/Dementia-United-GM-Standards.pdf

https://www.england.nhs.uk/mentalhealth/wp-content/uploads/sites/29/2016/03/dementia-well-pathway.pdf

https://www.nice.org.uk/guidance/cg103

https://www.rcplondon.ac.uk/news/nhs-england-approves-use-national-early-warning-score-news-2-improve-detection-acutely-ill

https://www.rcplondon.ac.uk/news/nhs-england-approves-use-national-early-warning-score-news-2-improve-detection-acutely-ill
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Family/raised awareness – delirium prevented or detected earlier  


 
 


Communication 
Primary Care 


Mental Health 


Cognitive follow up 
Physical follow up 


Dementia raised 
awareness/Delirium 
prevention guidance 


History of acute change in mental status/cognition/behaviour/ability  
(includes NEWS2 and liaison with family) 


4AT assessment – if >4 suspect delirium 


Functional risk assessment 
Clinical assessment 


 Decision for hospital admission 
or management in community 


TIME bundle 


MANAGEMENT 


Physical Health Mental Health Therapy Support Services Family 


Not Improving 


Resolved 


4AT, information                                


Primary 
Assessment 


Secondary 
Assessment 


Return to clinical assessment                                 


Appendix 1: GM Pathway for Delirium  






