@ NHS

with you, for you Gloucestershire Health and Care
NHS Foundation Trust

Delirium Screening

Jo Barnes
CATU Advanced Practitioner

working together | always improving | respectful and kind | making a difference



What is delirium?

Delirium is a common clinical syndrome
Involving disturbances in cognitive
function, perception, attention and
consciousness.

Delirium may have fluctuating course and
develop over hours or days.
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Predisposing risk factors

« Age 65 years and older

« Having dementia

* Being Frall

* Multiple — Comorbidities

* Being male

« Sensory loss - hearing or sight
« A history of depression

* Previous delirium

« Alcohol misuse

* Functional dependence.

Features of acute iliness
m Severity of iliness

®m Mechanical ventilation
m Delirium previous day
m Polytrauma

®m Emergency surgery

® Metabolic acidosis
m Coma

m Temperature/fever

B Medical admission

m Kidney function/failure
B Acute respiratory disease
B Anemia

m Bilirubin

m Urea

Patient or host factors

m Age
m Dementia
m Hypertension

m Alcohol use

® Hypo/hypernatremia
J

w Nicotine use
m ASA physical status
w Cardiac disease

Environmental or
iatrogenic factors
m Deep sedation

B Room without light
m Loss of day-night cues

N

Wilcox et al (2021)
NICE 2023



Common triggers

Pain.

Infection.

Nutrition.

Constipation.

Hydration.

Medications.
Environment.

Electrolyte imbalance

« Surgery / Sleep.

Or a combination of causes

BGS (2020)




Potential risks from delirium

* Increased length of stay.
* Increased incidence of dementia.
* Increased hospital-acquired complications.

* Increased incidence of being admitted to
ong-term care. NICE (2023)

Tieges et al (2020)
* Increased risk of dying.
* Distress for patient, family and carers.




Benefits of early detection

» Generating investigations into potential causes of delirium.
* |nitiating treatment.

* Reducing associated risks (falls, pressure sores,
dehydration).

* Recognising and addressing distress.
* Informing patients and carers of the diagnosis.
 Potential reducing length of stay.

MacLullich (2024)
Geriatric Medicine Research
Collaborative (2019)



NICE Guidance Updated 2023: v

“If indicators of delirium are identified, a health or
soclal care practitioner who Is competent to do so
should carry out an assessment using the 4AT"




About 4AT

The 4AT is a short delirium assessment tool designed for routine use, without
specialist training, and takes less than two minutes to complete.

The 4AT comprises of four items:

» Alertness

 Abbreviated Mental Test

« Attention (months cited backward test)

« Acute change or fluctuating course.

It has a score range of 0-12, with a score of 24 or more highlighting possible delirium.



About 4AT...

Research validated.
High specificity and sensitivity.
Easy to use.

Requires no specific training.

RAPID CLINICAL TEST FOR

DELIRIUM

Patient name:

Date of birth:

Patient number:

Assessment test Date: Time:
for delirium &

cognitive impairment
o pa Tester:

[ ALERTNESS
Thiz includes patients who may be maredly drowsy (eg. dificult fo rouse andior cbuicusly slespy
during ssseszment] or agitatedyperactive. Observe the patient. If slesp, attempt fo wske with
or gantie toush on shoulder. Ask the pafient to siste their name and sddress to assisf rafing.
Mormal (fully alert, but not aitated, throughout sssessment)
Mild sleepiness for <10 seconds sfter waking, then nomsi
Clearly sbromsl

[2] AMT4
Age, dte of birth, place (name of the hospits! or building), cument yesr
No mistskes
1 mistake
2 or more mistakes/untestsble

[B1 ATTENTION
Asl the patient: "Flease fell me the monihs of the year in backwards order, starting at December.”
T assis infial understanding one prompt of “what iz the month before December?* iz permitied.
Months of the year backwards Achieves T months or more comectly
‘Starts but soores <7 manths / refuses to start
Untestsble (cannot start becsuse unwell, drowsy, instientive)
[4]1 ACUTE CHANGE OR FLUCTUATING COURSE
Evidence of significant change or fluctustion in: aleriness, cognition, other mental functicn
feg perancia, hallucinations) arising over the lsst 2 weeks and sfill evigent in st 24krs

Mo

Yes

CIRCLE

0: delirium or severe cognifive impeiment unlikely (but

4 or above: possible delirium +/- cognitive impaiment
1-3: passible cogriive impsiment 4AT SCORE D

delifum stil possible if [4] informstion incomplete)

AAT - Rapid Clinical Test for

Delirium Detection

4 A's Test for Delirium
Screening (Med Cal)



https://www.the4at.com/
https://www.the4at.com/
https://www.mdcalc.com/calc/3982/4-test-delirium-assessment
https://www.mdcalc.com/calc/3982/4-test-delirium-assessment

When to use the 4AT

As a screening tool for delirium in OLDER people:

« At home or in care homes

 Transitions of care

« ED or other acute settings

* Pre-op delirium & cognitive assessment

« Post-op daily for an appropriate period (usually 3-7 days)
« Daily during an episode of delirium to assess for recovery

« At any time when delirium is suspected (family concern, or if
clinical observation is suggestive of delirium).



Initiate TIME within 2 hours Assassed/ Results Abnormality

(initial and write time of completion) sent seen found

Think exclude and treat possible triggers
MNEWS (think sepsis six)

The TIME Delirium Bundle e

T | medications/change of dose/medication
recently stopped)

Pain review (Abbey Pain Scale)

Assess for urinary retention
Assess for constipation

Investigate and intervene to correct underlying causes
Assess Hydration and start fluid balance chart

The TIME (acronym) Delirium Bundle is a set of critical actions Boods FC, USE, G, LFT CR Mg Glcos)

1 | Look for symptoms/signs of infection (skin,
chest, urine, CNS) and perform appropriate

to implement when there is a potential diagnosis of delirium. cluresmaging depending on il

assessment (see sepsis six)

ECG(ACS)

Management Plan Completed
[ Manage

Initiate treatment of ALL underlying causes found above

T Think/ Triggers ;Egﬁ?ﬂ%mmgﬁmmmm
* | Investigate/ Intervene e

« M Manage: develop a management plan E—

« E Engage / Explore: involve the patient, family and carers  Delirium toolkit v3.1

testing sep (web).pdf

Bauernfreund et al (2018)


https://www.widgetlibrary.knowledge.scot.nhs.uk/media/WidgetFiles/1010435/Delirium%20toolkit%20v3.1%20testing%20sep%20(web).pdf
https://www.widgetlibrary.knowledge.scot.nhs.uk/media/WidgetFiles/1010435/Delirium%20toolkit%20v3.1%20testing%20sep%20(web).pdf

Key considerations:

e The 4AT Is a TOOL

* No delirilum assessment test is sufficient on its
own to diagnose delirium

e Delirium vs. Dementia?

* End of life care can still experience delirium. Bramati and Bruera (2021)



Quality Improvement (Ql) Project

Introduction of 4AT - a nationally-recognised delirium
screening tool.

In order to increase early delirium identification by 75%
within 6 months, thus improving delirium management,

care and experience for elderly patients in a community
hospitals setting.




* The implementation of a nationally recognised delirium screening
tool the 4AT, in order to increase early delirium identification by

What are we trying 75% within a 6-month time period’.

to Acomplish?

* Monitor Measures through audit cycles including: \‘
* Percentage of patients screened for delirium using the 4AT.
e |If 4AT score 24 was a PINCHME care plan commenced

* Increased staff confidence and awareness identifying delirium using
4AT screening tool. /,

How will we knonw
that a change is an
improvement ?

~

* Introduction of 4AT delirium screening tool.
*Education / micro teach sessions for staff.
*Produce a delirium Clinical Guideline.

what changes can ] . . . i
W e W *Develop a community hospital specific delirium action card / flow chart.

result in an *Embed screening tool in local computer system
improvement? /




Baseline / pre Delirium screening micro
implementation audit on teaching

delirium screening. Delirium screening on
ACP delirium knowledge admission (4AT)
questionnaire
Review of Literature
related to delirrum
screening tools _ p
Delirium steering group action card _
—— Regular meetings with
Stakeholder analysis Delirium steering group
Driver diagram Share project within
organisation, Audit and QI

Development delirium
guideline
Development delirium

Continued monitoring on a
planned basis (monthly).
Continued education to

Audit: Post implementation of
QI delirium screening.

team - Audit: PINCME (4AT > 4)
Continued Delirium implementation.

Stccrulg group Audit: Referral to
involvement. MHLN/MAS if cognitive

Ongoing delirium concerns (4AT 1-3)
screening with audit.
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Percentage of Patients Screened Using 4AT Screening Tool
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Results

A positive increase in 4AT screening from 0% to a mean of 69% In
17 weeks

Since 1 week per month audit = mean of 65% 4AT screening
undertaken

A 4AT score 24 identifying incidence of delirium = 13%

A positive improvement with PINCHME Care Plan introduced if 4AT
score 24 = 75%



What next?

Continue delirium screening and PINCHME care plan.

Aim to incorporate 4AT on clinical IT system

Feasibility of incorporating TIME bundle into clinical IT system

Complete delirium guideline and action cards

Share knowledge.
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