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Delirium is characterised by a rapid onset, fluctuating course and disturbances

~in thought, memory, attention, behaviour, perception, orientation and
SCi ousness (DSM-V, 2015) and an acute and potentially fatal condi i
| (Inouye Westendorp, & Saczynski, 2014)

“nj\u‘m in residential aged-care (ARC) sho
er than in acute care, due to highe '
d co-morbidities, resulting
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\/ ~“SIGNIFICANCE & IMPACT OF DELIRIUM
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Unnecessary Emergency Department (ED) admissions is costly and an extra cost for ARCs

Bail et al., 2018), particularly for managing challenging behaviours, physical health &
1otional cost to residents.

o delirium 14-37% higher than those discharged without d >

W Fe
B 2

Jictor of increased six-months mortality (k

i um episode (Inouye, 2006)
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REVALENCE OF DELIRIUM IN AGED-RESIDENTIAL CARE
\/

UK? Siddiqi et al. (2016) : 14 % diagnosed of delirium among ARC residents over a one year

~

ralia: Travers et al. (2013): Prevalence rates ranged from 10% to 31% on admission

ille et al. (2012): 70% had a diagnosis of dementia were fo

1. (2016): 15% of clients from ARCs presented W|t

\ "

und 12% of admission to ED from ARC h:
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) RESEARCH DESIGN

: j\rch Question: What are the success and barriers in aged-care nurses assessing and managing_ of
dQIijium cases?

A mixed method approach was utilised comprising of a survey over one year in one of Auckland’s
genc department (ED) and focus groups

us groups with ARC nurses from standardised presentatio

owest rate) admissions to EDs




Available
bed days

Presentations / |% patients
1000 bed days [admitted to ED

ARC ARC |Types of ARC [No of No of Distance to |Bed
code |[for FG presentations |patients ED numbers

ARC1 LP1 PH 0 0 2.5 30 10950 0 0.0% Accept
ARC2 | RH/PH 1 1 12.32 64 23360 0.042808 1.6% Declined
= RH 1 1 12.32 51 18615 0.05372 2.0% Declined
ARC4 [E] RH/PH 1 1 16.23 43 15695 0.063715 2.3% Accept

PH 2 1 15 43 15695 0.063715 2.3% No reply
ARC6 K] RH/PH 1 1 13.2 41 14965 0.066823 2.4% Accept
RH/PH 5 1 2.9 35 12775 0.078278 2.9% No reply
ARCg [ RH/PH 2 2 2.44 64 23360 0.085616 3.1% Accept
ARC9 | RH 1 1 13.9 32 11680 0.085616 3.1% Not invited
ARC10 | RH 1 1 11.78 31 11315 0.088378 3.2% Not invited
ARC11 | RH 2 2 11.2 43 15695 0.127429 47% Not invited
LP5 RH/PH 6 6 12.41 125 45625 0.131507 4.8% Accept
EEN RH 1 1 18.4 20 7300 0.136986 5.0% Not invited
ARC14 to 26 were not invited

BREN -1 PH/DM 8 6 4.22 60 21900 0.273973 10.0% Accept
RH/PH 5 5 11.29 40 14600 0.342466 12.5% No reply
RH/PH/DM 3 3 40.03 24 8760 0.342466 12.5% No reply
RH/PH 8 6 8.4 45 16425 0.365297 13.3% No reply
RH 3 3 42.5 22 8030 0.373599 13.6% No reply
BREEN -r2  PH/SP 10 8 2.49 52 18980 0.421496 15.4% Accept
BRESEN HP3  RH/PH 12 9 12.56 55 20075 0.448319 16.4% Accept
RH/PH 3 3 38.5 14 5110 0.587084 21.4% No reply
RH 4 3 2.2 14 5110 0.587084 21.4% Not invited
RH/PH 7 7 3.1 32 11680 0.599315 21.9% No reply
RH/PH,/DM 12 11 15.73 46 16790 0.655152 23.9% No reply
- HP4  RH/PH/DM 11 11 10.29 32 11680 0.941781 34.4% Accept
ReEEa - pU /DU o Q 140 "1 44 1 AARTNAEL 20 10/ A
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OCCURRENCES OF DELIRIUM IN ARCs N—
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— AUDIT FINDINGS

No of ARC admissions Other admissions Total admission N

65+ 2,177 17,612 19,789

Of the 2,422 presentations to ED, 6.7% (n= 163) had a suspected delirium

Total Delirium Confusion Dementia with Psychiatric Other

admission Physical health &

Physical
health

2 (1.2%) 92 (56.4%) 54 (33.1%) 12 (7.3%) 3 (1.8%)




FOCUS GROUPS FINDINGS
RICARC nurses employed within 10 ARCs: RNs, CMs, UCs & ENs

Six men and 25 women
Level of experience ranged from 1 to over 20 years

Years of experince < 5 yrs. 6-20 yrs. 21+ yrs.‘
LP ARC 22% (7) 9.6% (3) 12.9% (4)
HP ARC 29% (9) 16.1 (5) 9.6% (3)
Total 51.6% (16) 25.8 (8) 22% (7)




NURSES EXPERIENCING CLIENTS WITH A DELIRIUM

93.5% (n = 29) (experienced nurses) had encountered delirium previously:

g—

“... anything that has risen above to that level (UTI). After a couple of days of rest and
antibiotics, they are back to normal again. If they have had deterioration with their
dementia, we have also managed that. They have become quite comfortable and again
having started on this plan, there is no drama. We readjusted there care plan and will
have no issues” (cm1, LP)

6.4% (n = 2) had little or no experience of delirium in their respective ARC:

“Nearly nobody has been diagnosed here with delirium over one month, no delirium just
UTI”, or “We haven’t had many, may be 5 or 6 this year, maybe a bit more” (RN, HP)

Y N N bt \ )



CONFIDENCE IN MANAGING DELIRIUM =~

</
S o/
Majority of nurses were fully confident. However, 19.3 % from HP & 6.4% from LP stated
lack of confidence in identifying and managing delirium.
Mainly due to managing challenging behaviours of someone with a delirium:

uncc nfident is if somebody that going to be abusive or aggres i
ther people, then it’s going to be hard to manage tf
enwronment then I’'m not confident with that

ard and very uncooperative to manage, w

o obably admitting them” (RN1



\{/ LACK OF DELIRIUM EDUCATION g

g (2017) contends that relatively little attention has been given to delirium education in ARC settings, and factual
knowletige about delirium is necessary (Kristiansen et al., 2018). Findings from this study indicates that 64% regarded delirium
education as crucial, but most ARCs did not cover delirium education in staff orientation:

“I’'m pretty sure that our induction here does not cover delirium, but | must emphasise that
hen people start here, if they are not sure, they get another RN here or someone on- caII
Hop efuIIy they have the knowledge, but nothing specific in orientation” (ENZ HP

4

e other (senior nurses) to seek assistance from, so if we are u
’ ~ we can always contact another team leader” (RN16' '
ct ols, [but] in the treatment room... ‘DELIRIUM’ /q
at the chart and if they have mental lIInes;

- blood test, etc.” (RN17 LP)
1B also offers training.”

2O e



LEARNING FROM EXPERIENCE

/0% nurses learn from past experiences in managing delirium successfully and utilised
those skills again in managing future cases:

“We see more dramatic things happenings from people, may be with hallucinations for a
person with Parkinson and had an acute delirium on top of the deteriorating health. This
was very dramatic experience and that is something we could not quite get our head
around it and we lost it, the patient was at the end stages of the disease, and all fell
apart, so we did not see the delirium. If we catch it early, we see the big picture and that
is education” (cm1; Lp)

“for me you learn after a while...it’s about managing the episodes of delirium because it
can come and go, so when things go well, | just get satisfaction, when it turns to custard |
look at myself ask well where could | have done better and I’ll try that next time”

(RN3; LP) J
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J \{/ TEAM WORK & PEER SUPPORT ~
()

Qver 60% believed good teamwork/peer support was important in managing delirious
clients:

ork as a team here, in the end if feel unsure, we talk to the CM, talk to GF
MHSOP staffs” (rRN2; LP)

ing, client A. would be fine but just ‘today’ he di
i ng after him. In that situation, | think | woul

im and say take that medication ar d
r go back later. | give him tit

2O e



DIFFERENTIATING BETWEEN MENTAL ILLNESS AND DELIRIUM

Delirium is often confused with dementia or depression. Dementia is a chronic, slowly progressive
characterised by confusion, and irreversible decline in mental abilities. Depression is biologically
based illness that affects a person's thoughts, mood, behaviour and physical health. Delirium have
similar symptoms of confusion, mood swing, changes and impaired cognition (Buetell, 2017).

Participants demonstrated mixed level of knowledge, own strength and weakness to distinguish the
symptoms of delirium:

“We have got one resident here with bipolar and dementia and she gets delirium
all the time” (rRn4; LP)

“.. 'm surprised that they don’t pick it up. They think it’s mental health issues that are
coming up and | think why you don't know that. And this is from experienced nurses which
| find it hard” (cms; Hp) 4
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COMMUNICATION

Communication was identified as an important issue in delirium management (Peacock et al., 2011)-
There were communication issues with family members in ARCs when someone has a delirium:

“..any new medication that might have been started before admission, therefore
communication with the family helps...a lot have a better idea of how their relatives have
been over a period of time, may have better approach than you, they may notice something
a little bit different, they may describe things in different ways, eating or sleeping pattern or

their behaviour towards others, or could be something different while in ARC”(RNZ; HP)

“If someone is deaf, we need to have a good medium to communicate with them or their
family. Or if they cannot speak English we need to get an interpreter or family, so that we
can understand them or else patients get more agitated” (rRne; LP) —

&
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" DYNAMICS OF EMERGENCY ADMISSION ol

iPants felt that admission to ED was their last option, however they felt at times it was necessapy,

oftenTits is because of family perception or insistence:
N

we have a family that are good at saying ‘send her to hospital’. If they cannot swallow ¢
dying, and when they are aspirating, they must go the hospital. When the
Lh em to go back again. Family often feels hospital is the answe
der and better to keep them here. We’ve had this g D
- it still happens” (RN6; HP)

o

&
®
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PREVENTION IS BETTER THAN CURE

Prevehtion of delirium is more desirable for patients, families and health services and nursing care is crucial in
the prevention and treatment of delirium (Siddiqi, et al., 2016). This study shows:

“Should someone you know to be confused, or their mood altered or anything, we up the fluids, dip-stick

their urine and check that if they have an infection. We treat them straight away and don’t let them
rage. We avoid people being delirious. We provide healthy food, get right medications, making sure they

get out and have physical activities” (RN1; LP1)

Prevention and management of delirium in older people is vital (Traynor et al, 2016). In this study non-
pharmacological interventions were mentioned by participants:

“...hydration, good care, nutrition, the elimination factors like constipation /urine, ... if they’ve got a familiar
picture or an old belonging it makes them feel at home when they are in a new environment.” (RN7; HP3)

“if we send a patient to hospital or they are coming back with chronic urosepsis that’s really sad because
that could have been avoided in the first stage. They don’t need going through much psychological trauma
of being admitted and lying there for weeks. The whole environment make them strangers. We could have
stopped that in the first place with early identification early intervention and I think that’s really negative

(RN2; LP) J
¥ NS N bt \ )



Subcutaneous & IV treatment

Subcut and IV treatment was seen as an effective way to treat dehydration or helping patients recover
promptly. However, not all ARCs provide such treatments and relies heavily on secondary services for this. In
Auckland’s region, the approximate cost of treating a someone in the community was $246.36 (BJP, 2011),
compared to approximately $1,594 for one night at Middlemore hospital (CMDHB, 2016).

“It would be nice if we can do IV antibiotics here, because sometimes patients don’t respond to
the oral medications for infections, especially those with aspiration pneumonia. Some can’t
swallow properly...we use sub cut a lot... we can’t get them to drink, they are like a ‘terrible

child’, I’'m not eating, I’'m not drinking. Suddenly after the sub cut fluid they start eat / drink, it

makes a huge difference” (RN9; HP)

“..We would like to treat them here but we can’t initiate 1V ourselves. We get them with a
pick line already. The nurses at the hospital doing the 1V therapy, they support us. We don’t
initiate it ourselves — if somebody needs IV, which is more than what we can give, then we

have to send them to hospital” (cM5; HP5) ®

&
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' \{/ DELIRIUM ASSESSMENT TOOL ~

Delirigtn-screening tools show low sensitivities or take a longer time to administer (Hargrave et al., 2017).
‘Confusion Assessment Method’ (CAM) (Inouye, 2006), recommends a cognitive assessment tool to be o/
routinely used first then use CAM to screen for delirium.
Han et al. (2009) found that Mini Mental State Examination (MMSE) was no longer considered best practice
because it does not accurately reflect a delirious patient’s premorbid cognitive status.

~ Montreal Cognitive Assessment (MoCA) (Nasreddine et al., 2005), is also extensively used now

er heard of or utilised any delirium tools. Only 12.9% were aware of the CAM tool or
implementation : P

4

r

n rig
&, &

| 2ck for UTI, infection, constipation, dehydration and do all th' '

ga ing to be too labour intensive. You have to use it ir

bloods and chest x-rays and our observation:
- BP,and SATS” (CM5; HP)



| N/
% PRIMARY HEALTH CARE

w et al.’s 2012 study found ARC nurses frequently rely on primary care for cases representing hyperactive
and hypoactive delirium.

Bo\y{i et al. (2011) study found 45% of ARC staff have a GP available or on call 24/7, but many also had limited GP
availability. In this study, over 80% expressed high expectations of their GP:

 “It is fortunate for us; he is right there for us when we need it. It is comforting for
) know that we don’t have to chase the GP and it makes a huge difference.
-and guide us, he is right there for us. If something goes wrc
e call away and also trusts us on our clinical judgement” !

s
X

provide us in terms of guiding us on what as:
king on admitting to ED....It's really 1
ir GP to be able to provide




\ SECONDARY SERVICES N—

"

\JTraynog€t al. (2016), found 15% of ARC clients presented with delirium in ED.

This study shows participant valuing the importance of the ED, as well as MHSOP / HOP, though many viewe\d/
MHSOP as their preferred first point of call, ? Hawthorn effect:

“..we access MHSOP if we get a real problem, which is maybe once a year or twice a year. We give them a
~ring and they are really good. They listen and they support us....It is great to have that support and youdo
'  feel alone and do not feel that you have lost the plot... if you have a mental health problem witha
on top of it, it’s nothing the gerontology people can help with, I’'m sorry. It’s the other witi

is particular problem” (CM1; LP) 4

‘ perceived as specialists in dealing with challenging behaviours, whe '
al health problems: )

 suddenly and we have done everything, or if tf
want to kill somebody, I think the

DNAQ



MESSAGE N—

/
rticipants were able to identify delirium in most ARCs, but were reluctant to call it a delirium &

some nurses particularly HP need more education and support to assess and manage delirium
“which was noticeable from the higher rate of ED admissions.

Challenging behaviours will continue to be a source of referral to MHSOP

ding/coping with family dynamics remains a serious problem

d nurses together with new grads was valuable combinatior

. 4
nent, initiating IV treatment in ARC facilit €
ry services, costs and other resot

_—
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THANK YOU / QUESTIONS

n the focus group:

017). Delirium assessment and management: A qualitative
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