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This guideline was written to inform the acute management of agitated or delirious patients in the Emergency Department of St John’s Hospital.
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Delirium, previously known as acute confusional state, is an acute deterioration in mental functioning arising over hours or days that is triggered mainly by acute medical illness, surgery, trauma, or drugs. The main features of delirium are acute cognitive deficits and altered level of arousal, with up to half of patients also experiencing hallucinations or delusions.
Delirium can cause significant patient and carer distress.
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The 4 As Test (Arousal, Attention, Abbreviated Mental Test 4, Acute change) is applicable as an assessment tool in older emergency department attendees.
The 4AT tool should be used for identifying patients with probable delirium in the emergency department. (See Appendix 1)
 Where delirium is detected, the diagnosis of delirium should be clearly documented to aid transfers of care (e.g., handover notes, referral, and discharge letters).
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• First consider acute, life-threatening causes of delirium, including low oxygen level, low blood pressure, low glucose level, and drug intoxication or withdrawal. 
• Systematically identify and treat potential causes (medications, acute illness, etc), noting that multiple causes are common.
 • Optimise physiology, management of concurrent conditions, environment (reduce noise), medications, and natural sleep, to promote brain recovery. 
• Specifically detect, assess causes of, and treat agitation and/or distress, using nonpharmacological means only if possible.
• Communicate the diagnosis to patients and carers, encourage involvement of carers, and provide ongoing engagement and support. 
• Aim to prevent complications of delirium such as immobility, falls, pressure sores, dehydration, malnourishment, isolation. 
• Monitor for recovery and consider frailty team input if not recovering.
Always try non-pharmacological management first.

· Talk calmly to the patient and try to find out what is making them agitated.
· Nurse in a quiet well-lit environment and orientate regularly.
· If patient is agitated / distressed, consider asking for additional staffing to help manage the patient.
· Ensure the patient is wearing their glasses or hearing aid if applicable.
· Use information from the 'getting to know me document' or 'what matters to me' boards at the bedside to help reassure the patient.
· Avoid crowding the patient and allow them to mobilise if safe to do so.
· Ensure pain is optimally controlled.
· Ensure patient’s temperature is regulated within normal limits.
· Consider supplementary oxygen if patient’s saturations are below their normal range.
· Consider whether the patient needs to sleep.
· Consider whether patient needs to go to the toilet.
· Ensure patient’s nutritional and hydration needs are being met.
· Investigate and treat all identified causes of delirium using the TIME checklist as a guide.
· Consider asking a family member to help reassure and support care.
· Avoid bed and ward moves wherever possible.
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All patients at risk of delirium should have a medication review conducted by an experienced healthcare professional.
Pharmacological management should only be considered after a risk/benefit analysis.
Assess the risk – the risk of not doing so must be greater than the risk of acute pharmacological treatment.
Consider patient’s medical and psychiatric history including previous response to tranquilisation or sedation.

If the patient’s symptoms threaten their safety or the safety of others, then consider the use of pharmacological management.
Use a single drug at the lowest possible dose (start low and go slow)
The oral route should always be used before IM administration where practical.
Write up as a single (stat) dose and do not repeat until effect has been assessed.
Patient must be situated in an appropriate clinical space and regular observations should be carried out following administration of medication. Facilities for resuscitation must be available in case the patient deteriorates.
A supply of flumazenil should be available to reverse respiratory depression or reduced consciousness following administration of benzodiazepines.
A supply of procyclidine should be available to treat acute dystonic/extrapyramidal reaction following administration of antipsychotic drugs.
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First line
Haloperidol 0.5-1mg orally (max 2mg in 24 hours)
Haloperidol 0.5mg by IM injection (max 2mg in 24 hours)
Do not use haloperidol in patients with a diagnosis (or clinical signs) of Parkinson’s disease or Lewy body dementia.
The use of haloperidol in patients who are already taking one or more drugs that prolong the cardiac QT interval is unlicensed and the decision to prescribe should be taken by a competent clinician who has balanced the benefits of treatment against the risks. Normally this should be the most senior clinician in the Emergency Department.

Second Line
If haloperidol is contra-indicated then the second line treatment is risperidone.
Risperidone 0.25mg orally (max 1mg in 24 hours)

Third Line
If antipsychotic drugs are contra-indicated then a small dose of lorazepam should be considered.
Lorazepam 0.5-1mg orally (max 2mg in 24 hours)
Lorazepam 2.5mg by IM injection (max 7.5mg in 24 hours)
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It may be considered necessary in some situations to administer sedatives via the intravenous route.
This decision should be made by the most senior clinician in the Emergency Department at the time. Rationale for the decision should be documented, along with doses used and a plan for monitoring post-sedation.
The basic principles are the same:
Use the lowest practicable dose initially and monitor for effect. Do not repeat dose until effect has been assessed.
Patient must be situated in an appropriate clinical space and regular observations should be carried out following administration of medication. Facilities for resuscitation must be available in case the patient deteriorates
A supply of flumazenil should be available to reverse respiratory depression or reduced consciousness following administration of benzodiazepines
A supply of procyclidine should be available to treat acute dystonic/extrapyramidal reaction following administration of antipsychotic drugs
First line
Lorazepam 0.5mg IV and then can be titrated to effect in 0.5mg increments.
Onset of action should be expected within approximately 15 minutes and peak effect about one hour after administration (based on expected peak plasma concentration).

Diagnosis of acute agitation or delirium should be documented in the patient’s notes along with any drugs prescribed, the doses used, and the time given. These details should be verbally handed over at the point of admission to another ward.
It is vital that the clinicians responsible for the patient’s ongoing care know what was given, and when.
Delirium may last for days, weeks or months so it is important to communicate this diagnosis at the point of admission.
[bookmark: _Toc145489412][bookmark: _Toc145489514][bookmark: _Toc145490195]
Capacity
Patients with delirium would not normally be held to retain capacity to make decisions about their medical treatment.
Consider patient’s capacity and whether they can be treated under Common Law, Adults with Incapacity (Scotland) Act 2000I or Mental Health (Care and Treatment) (Scotland) Act 2003
Common law allows for the administration of drugs in the context of acute agitation.
If the patient simply lacks capacity (either acutely or chronically) then the Adults with Incapacity (Scotland) Act 2000 (AWI) is the most appropriate legislation to use.
If a patient has de facto been detained (i.e. they have been stopped from leaving the hospital, they have been restrained or they have been given IM medication to stop them leaving, harming themselves or harming others) then this should be formalized and documented under the Mental Health (Care and Treatment) (Scotland) Act 2003. An Emergency Detention Certificate should be completed. 
Consider advance statement – do they have a welfare guardian or has someone been appointed power of attorney? If so, these people should be involved in discussions regarding the patient’s care.
Patient capacity or lack thereof should be documented in the patient’s notes and communicated at handover to aid ongoing care.
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Patient name:

Date of birth:

Patient number:
Assessment test Date: Time:
for delirium &
cognitive impairment

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
Clearly abnormal
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
Yes
4 or above: possible delirium +/- cognitive impairment
1-3: possible cognitive impairment
0: delirium or severe cognitive impairment unlikely (but 4AT SCORE
delirium still possible if [4] information incomplete)
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. ltem 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?”
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