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Questions 

• You can type your questions or comments in 
the control panel as we go along 
 

 

• The session will be recorded and the recording 
and slides uploaded on the campaign website  

http://cognitivecare.gov.au/ 
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National Safety and Quality Health Service 

(NSQHS) Standards (second edition) 

Standard 7 

Blood and Blood 

Products 

 

Standard 1 

Clinical Governance Standard 

Standard 2 

Partnering with 

Consumers 

Standard 4 

Medication  

Safety 

Standard 3 

Preventing  & 

Controlling Healthcare  

associated infection 

Standard 8 

Recognising and  

Responding to Clinical 

Deterioration in Acute 

Health Care 

 

Standard 5 

Comprehensive Care  

Standard 

Standard 6 

Communicating  

for Safety 
5 

Screening for risk 
Nutrition & hydration 
Falls 
Pressure injury 
Delirium & CI 
Self harm & suicide 
Aggression & violence 
Restraint/seclusion 
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Implementation in ED and ICU  

• Key elements need to be considered any setting, for example, but not 
limited to   
– Screening for cognitive impairment  
– Assessment of delirium  
– Re-assessment with any change  
– Investigation of underlying causes, response to additional risks   
– Delirium prevention 
– Partnering with patient, carers and family 
– Appropriate use of antipsychotics and other psychoactive medicines 
– Supportive environment   

 

• The implementation of the system for cognitive impairment will vary 
according to the setting to take into account the differences in the   
– Environment  
– Patient profile and risks  
– Screening and assessment processes  
– Model of care  
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The Emergency Department 
Perspective 

glenn.arendts@uwa.edu.au 

https://www.perkins.org.au/ccrem/team/gl

enn-arendts/ 

 



‘Ideal’ cognitive care in the ED setting 

Universal cognitive screening  

Taking delirium seriously 

 



Do we know what quality cognitive care 
looks like? 

 Schnitker LM et al. Acad Emerg 
Med 2015 





Cognitive screening 

Yes please do it 

BUT……. 

Be honest and realistic 

Perhaps heed my stern messages 

 



Some “stern” messages from your friendly 
ED 

WHY do you want the ED to screen for you, why 

can’t you do it yourself? Your convenience is not a 

reason. Ticking accreditation boxes is not a reason. 

WHO is the ED champion? Can you talk their 

language? Do you understand their fear over 

workloads, and their conflicting demands? 

WHAT resources will you supply rather than 

consume? 

In other words, WHERE and WHEN is the first 

meeting of your ED geriatric reference group? 

  

 

 



AMT4 on nursing 
assessment 

=4 

STOP 

<4 and being 
admitted 

Delirium prevention 

Handover/inpatient 
assessment 

<4 and being 
discharged 

4AT mandatory 



Clinical reality of delirium (to get attention 
of the ED folk) 

 

 

Acute Brain Failure 



No 
predisposing 

risks 

p
a

in
 



Age 65+ 

Dementia 

Functional 
impairment (sensory, 
nutritional) 

Polypharmacy 

Alcoholism 
p

a
in

 



Arendts G et al. J Am Geriatr Soc 2017 

Characteristic Delirium 

negative 

(n=3477) 

Delirium 

positive 

(n=414) 

Median (IQR) length of 

stay 

3 (1-6) days 7 (3-13) days 

% mortality 3% 7% 

% newly discharged to 

RACF 

3% 18% 

Injurious falls / 1000 

patient days 

0.8 2.2 

In-hosp aspiration 

pneumonia rate 

1% 1% 

Sedation usage 4% 17% 



TADA 

TOLERATE 

ANTICIPATE 

DON’T AGGRAVATE 



1. Flow factors 

a. Preferentially triage  

b. Minimise room and staffing changes  

2. Humanitarian factors   

a. Encourage mobility and engage patients in 

cognitively meaningful activities 

b. Frequent offering of food and fluids, toilet, access 

to sensory aids 

c. Actively involve family and caregivers 



3. Clinical factors 

a. Assess and treat pain using appropriate pain 

assessment tools 

b. Avoid drugs implicated in delirium. 

c. Look for a medical cause 



Pharmacology 

1. Antipsychotics do 

not reduce delirium 

severity, resolve 

symptoms, or 

improve mortality 

2. No reported data to 

determine whether 

antipsychotics 

altered the duration 

of delirium, length of 

hospital stay, 

discharge 

disposition, or 

health-related 

quality of life 



 

 

 

Delirium and ICU 

 

18 January, 2016 

Comprehensive Care  
 

Marghie Murgo 

Senior Nursing Advisor, Partnering with Consumers 



Should delirium be a vital sign? 

 

• Why should it be measured? 

• When should it be measured? 

• How should it be measured? 

• Systems and processes 
 



Why should it be measured? 

• Approximately one third of ICU patients 

• May be associations with: 

• Increased hospital LOS 

• Increases length of mechanical 

ventilation 

• Increased hospital mortality 

• Greater long term consequences for 

patients (e.g. CI 12 months post D/C) 



• Evidence for: 

• Age 

• Dementia 

• Hypertension 

• Coma 

• Emergency surgery 

• High APACHE II score 

• Delirium previous day 

• Trauma 

• These aren’t modifiable…  



 



How and when should delirium be 

measured 

2018 PADIS guidelines 



Measurement: CAM-ICU 



Measurement: ICDSC 



Systems and process- Implementation? 



How does it stack up? 

2018 PADIS guidelines 



Sustainability? 

Year 

Number of 

documented 
assessments CAM-ICU Positive CAM-ICU Negative 

2013 3406 667 2739 

2014 4546 739 3807 

2015 2828 409 2419 

2016 2260 285 1975 

2017 2040 195 1845 

2018 1141 121 1020 



Barriers and facilitators 

• Complexity 

• Support and resources 

• Time 

• Knowledge, belief, skills 

• Communication, cooperation 

• Culture 

• Data, comparators, incentives 

• Workflow 



Comprehensive Care Standard 

Criterion 1:  

Systems supporting clinicians to deliver comprehensive care 

 

Criterion 2:  

Developing the plan of care 

 

Criterion 3:  

Delivering the plan of care 

 

Criterion 4:  

Minimising harm including identifying and mitigating  

harm 



Criteria 4: Minimising risk of harm 

• Minimising patient harm from specific risks including:  

• preventing falls  

• pressure injuries  

• malnutrition 

• delirium and cognitive impairment 

• self harm and suicide  

• restraint and seclusion 

• managing aggression and violence 



Conceptual model for Comprehensive Care 



Prevention & treatment of delirium in 

critically-ill patients 

Michael Reade, MBBS MPH DPhil DMedSc FANZCA FCICM 

Professor of Military Medicine and Surgery, University of Queensland 

Consultant Anaesthetist & Intensivist, Royal Brisbane & Women’s Hospital 
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Delirium in the ICU 



Magic 

Delirium in the ICU 



Current management 

• Routinely measure pain with CPOT or BPS 

• IV opioids are first-line analgesics, but always consider analgesia adjuvants 

• Analgesia-first sedation 

• Target light sedation using RASS or SAS, using either sedation-

interruption or nursing-protocolised targets 

• Avoid benzodiazepines 

• Ambivalent on physical restraint (noting prevlance of  0-75%) 

• Target absence of  delirium using CAM-ICU or ICDSC 

• Prevent delirium by early mobilisation, improving sleep, assisting 

perception 



Prevention of ICU delirium 



Prevention of ICU delirium 

Depth of  anaesthesia 



Prevention of ICU delirium 



Prevention of ICU delirium 

Benzodiazepine vs. no benzodiazepine sedatives Less delirium with dexmedetomidine 

More rapid 

extubation with 

dexmedetomidine  



Prevention of ICU delirium 

Benzodiazepine vs. no benzodiazepine sedatives 

Early = within 12hr of  intubation 



Prevention of ICU delirium 

Drug-based prophylaxis 

Prophylactic antipsychotics: mixed results E.g. 



Prevention of ICU delirium 

Drug-based prophylaxis 



Prevention of ICU delirium 

Non-pharmacological prophylaxis 



Prevention of ICU delirium 

Non-pharmacological prophylaxis 



Treatment of ICU delirium 



Current treatment for ICU delirium 



Antipsychotic receptor occupancy 

‘Haloperidol is the ‘go to’ drug for delirium, but are atypicals a better option?’ J.W. Devlin, Slideshare.net  

Haloperidol Risperidone 

Quetiapine Olanzapine 

Ziprasadone 

Alpha-1 

H1 

5HT2A 

H1 

5HT2A 5HT2A D2 

Alpha-2 

Alpha-2 

‘Antipsicóticos Atípicos y otros usos en Psiquiatría’. Posted by Salvador Ojeda Fuentes 



Trials of particular note 



Devlin - Quetiapine 

Quetiapine resolves 

delirium more quickly 

than placebo  



Reade et al.: Dexmedetomidine 



Reade et al.: Dexmedetomidine 

Dexmedetomidine 

Sedative a2 agonist 

Less hypotension than clonidine (1/8 a1 
effect for equivalent sedation) 

Licensed for use in the post-operative 
period up to 24 hours 

Characterised by: 

Analgesia 

Hypotension / bradycardia 

‘rousable sedation with little 
respiratory depression’ 

Anxiolysis 



Reade et al.: Dexmedetomidine 



Reade et al.: Dexmedetomidine 



Reade et al.: Dexmedetomidine 



Carrasco et al.: Dex. in delirious non-intubated patients 



Carrasco et al.: Dex. in delirious non-intubated patients 



Carrasco et al.: Dex. in delirious non-intubated patients 



Non-pharmacological delirium treatment 

• Address the affective component of pain: talk to the patient! 

 

• Noise reduction 

• Pressure area care 

• Good medical care: adequate hydration, medication 
optimisation, bladder/bowel care 

• Early mobilisation 

 

• Mechanical restraint vs. drug treatment?? 

 

 



Treatment of hypoactive delirium 

• Find & treat the cause (like fever!) 

• Avoid sedatives  

• Avoid sedating antipsychotics (probably …) 

 

 



“Real world” practice in Brisbane 



Protocol 



Resources  

• NSQHS Standards Online Resource Portal - webpage 
 

• The ED Dementia Care Training Program: Providing best care to older people with 
dementia in emergency departments - resource  
 

• Recognising delirium in ED – a nurse’s perspective - video 

 

• Dementia and delirium: Providing a safe and supportive environment in hospital - video  
 

• Delirium in Intensive Care – video  

 

• Clinical Practice Guidelines for the Prevention and Management of Pain, 
Agitation/Sedation, Delirium, Immobility, and Sleep Disruption in Adult Patients in the 
ICU 2018 - guideline 
 

• Rates of Delirium Diagnosis Do Not Improve with Emergency Risk Screening: Results of 
the Emergency Department Delirium Initiative Trial -  research article  
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  cognitive.impairment@safetyandquality.gov.au 



Thank you  

Please provide 
your feedback by 
participating in a 
short survey after 

this webinar  


