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—Delirium

« Why bother?
« Common in acute care
 Frequently missed in ER

* Prevention or early
recognition may help prevent
complications, mortality or
premature admission to LTC

e Can affect length of stay



Presenter�
Presentation Notes�
Can be very distressing to patients and their families. Often will recall hallucinations. Families think this is the beginning of the end!�


Core Features of Deliriq' 3

=

 Disturbance in consciousness
e Disturbance in thinking
 Rapid onset

 Fluctuating course
 Evidence of an external cause



Presenter�
Presentation Notes�
Patho-physiology is not clearly understood.

Possibly involves the central cholinergic system.�
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Disturbance in
mmConsciousness

Can be manifested by:

 Disruptions in sleep-wake
cycle

e Alterations in level of
consciousness

e Continuum from alert to
coma

e Alterations in attention


Presenter�
Presentation Notes�
Disturbance in sleep has long been recognized as a feature of delirium

Often worse at night (sun downing)

Associated with vivid dreams, hallucinations

Alterations in level of consciousness can be missed if patient is hypoactive�
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Dlsturbance In Thmkmg-

Confusion

 Inability to think with one’s
customary clarity and
coherence

* Term has been used since the
nineteenth century

* Need to be clear as to the
cause of the “confusion”

* “umbrella term”
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Presentation Notes�
Term pleasantly confused is often used….is it useful? Is it pleasant to be confused?

Documentation should be explicit and descriptive.�


®)

s DSM- IV Criteria

Reduced awareness of environment
Can’t focus

Impaired memory

Disorientation / Hallucinations
Develops over a short period of time
Fluctuates

Evidence that there may be multiple
etiologies
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Presentation Notes�
Diagnostic and statistical manual of mental disorders (4th edition)�


Do You Know Your DDI’ B

Feature Delirium Dementia | Depression
Onset & Abrupt, Acute Chronic Variable
Progression Insidious
Awareness | ¥ Perception of Clear Clear

environment
Orientation Impaired but | 1 impairment | “l don’t know”

Fluctuates over time (I don’t care)
Memory Recent & Recent & Selective
immediate remote “patchy”
impaired impaired
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-=Course of Delirium

e Acute onset

« Change noted over the course of
days to weeks

 Transient & fluctuating course

* Helps to distinguish it from
dementia

 Variable outcome

 Can range from full recovery to
death



Presenter�
Presentation Notes�
Outcome can range from full recovery to chronic delirium, to worsening of pre-existing cognitive status, to placement in LTC, to death.

It seems likely that neurotoxic effects on the brain result from delirium because of the chance of ongoing loss of cognitive power after an episode of delirium.�


=—Assessing Delirium ,*

Confusion Assessment Method

 Four cardinal elements
1. Acute onset, fluctuating course
2. Inattention
3. Disorganized thinking
4. Altered level of consciousness

CAM positive

e 1& 2 and either 3 or 4 are
present (Inouye et al, 1990)
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Presentation Notes�
Designed to allow non physicians to assess for delirium.

Used in clinical and research settings

Provides a rapid, accurate diagnosis

Some training needed to ensure that behaviors are regarded as symptoms of a mental disorder

Ongoing work to validate it in other languages
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—-uUsing the CAM- Review,

e Consistent with DSM-IV

 Validated in acute care/other
settings

« Sensitivity/specificity (~2 90)
« CAM ICU validated ¢y et al 2001

 Used both as screening and
diagnostic aid.

 Assess presence of delirium
« Does not measure severity




N CAM

1. Acute change in mental
status?

2. Disorganized thinking?

3. Altered level of
consciousnhess?

. Inattention/fluctuation?

. Psychomotor
agitation/retardation?

. Perceptual disturbance?

. Disorientation?

. Sleep wake cycle altered?
. Memory impairment?

Most important

(S I
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Least Important
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—=ASsessing Delirium

Neecham Confusion Scale
 Developed for use by nurses

 Rapid assessment of early behavioral
and physiological cues

* Processing
 Behavior
 Physiological control

Delirium Symptom Interview (iert et al, 1092)
Delirium Ratlng Scale R-98 (Trzepacz et al, 2001)
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Presentation Notes�
Processing

Ability to follow commands

Attention

Orientation

Behavior

Appearance

Motor behavior

Verbal behavior

Physiological Control

Vital signs

Oxygen saturation

Urinary continence

Maximum score 30

0 = most sever

24 is cut off for confusion�


Delirium Cognitive 7§

— Evaluation :

MMSE:

* inaccurate tool to diagnose
delirium as the patient:

- fluctuates in a delirium
- has poor attention/concentration

* helpful tool to demonstrate
improvement in cognitive status
when following patient.
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~What do | do next? |,

Delirium needs urgent treatment

Alert physician & multi-disciplinary team as
soon as appropriate:

« CAM on chart?

 Preprinted orders (when appropriate)

Do you need MMSE?

Initiate appropriate orders.

Assess for potential contributing factors.

se resources-handcards posters teaching, tools




% Dehydration, dementia, detoxification- ET,C

electrolytes (abnormal Na+, K+),

Review for
Lungs, liver, heart, kidney, brain Common

Causes of
Infections, UT/I’s, elimination Delirium

Restraints, restricted movement-immobility

Injury-including pain, Impaired hearing, vision, sleep,

Unfamiliar environment,

Medications, metabolic (BS)




—hrigger Questions

 Look for:
 Changes in behavior
 Changes in function
 Changes in cognition
 Changes in medication
 Evidence of physiological instability

Build program with resources and
integrated assessment or screening
tools
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Presentation Notes�
Important to establish baseline cognition and function with patient or significant other.�


k LOOK
Assess All Patients

® Document baseline functioning
® Document baseline mental status
® Document behaviour changes

\ SCREEN
For Risk Factors

Sensory impairment: Vision, hearing

® Older age

Cognitive impairment:
eqg. Dementia, CVA

Dehydration
Multiple medications

Alcoholism/substance abuse

Physiological instability
eq. infections, ! renal functioning
® Sleep deprivation

INTERVENE

. Describe symptoms

N -

. Communicate with Team
® Delirium Work up Order Form
® Physician Alert

w

. Review/Reverse possible causes

-

. Implement strategies

WHAT IS DELIRIUM

An acute change in mental status that
develops over a short period of time.

e acute onset, fluctuating course
inattentive or distracted
disorganized thinking eg. rambling

°
°

@ hyperalert or lethargic
® may have hallucinations
°

. recent & immediate memory

AVAILABLE RESOURCES
o MMSE

® CAM: Need presence of
(1) & (2) & either (3) or (4)

1. Abrupt change?
2. Inattention, Can't focus? Distracted?

3. Disorganized thinking?
Incoherent, rambling, illogical?

4. Altered level of consciousness?
Hyper-alert to stupor?

® Specialized Consults

Memories Matter
We may not have made their memories
But we can offer measures

To clarify those treasures.

Kaleidoscope of Caregiving Strategies

Rule of Thumb
Identify and reverse underlying etiology!

Nonpharmacological
Support

Mobilize, eg. walk to BR

* Enhance sleep, eg warm drink

Communicate
Concerns Immediately!
* Identify changes from baseline
* Use Delirium Work Up Form

DO THIS:

* Use aids, eg. vision, hearing or Physiclan Alert
* Provide bowel/bladder regime - * ":,‘“w‘?d:‘;"f“‘,"’. X ,"‘"""‘"‘“"‘
* Encourage nutrition/ 1d‘ets cﬂl'e Team Members, Gerlatrics,
Hydration Psychiatry, Neurology etc.
* Family @ bedside — Know the person
e - Relate effectively
SIC WS deicas — Retain abilities
* Educate- give brochure L, 3 mllh
: environment
Environmental / \ Establish
Manipulation Physlological Stability
* No/least restraints: * Review/correct O, sats, Ca,
try alternatives Na, albumin, creatinine/BUN,
. glucose,
‘;"“’"‘I d“l"g‘* blood count, TSH
. Pharmacological Awareness o Urinalysls/micistream
Pl * Review medication profile * Serum drug levels
i i t: * Be aware of > 5 medications as appropriate
_'m' m' ¢', “g o * Danger Medications: * Hydration

Psychotropics, Sedatives, Narcotics,
Hypnotics, Anticholinergics.
= Assess addition of new medications

* Provide "around the clock” pain control

= | paging/noise @ HS * Assess bowel/bladder regime

Dianme Rossy RN, MScN, GNC(C); Susan Philllps, RN, MScN, ENC(C) and The Ottowa Hospltal Delirium Work Group
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