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Introduction
The National Safety and Quality Health Service 
(NSQHS) Standards1 were developed by the 
Australian Commission on Safety and Quality in 
Health Care (the Commission) in collaboration with 
the Australian Government, states and territories, 
the private sector, clinical experts, patients and 
carers. The primary aims of the NSQHS Standards 
are to protect the public from harm and to improve 
the quality of healthcare provision. They provide a 
quality assurance mechanism that tests whether 
relevant systems are in place to ensure that 
expected standards of safety and quality are met. 
Importantly, the NSQHS Standards have provided a 
nationally consistent statement about the standard 
of care consumers can expect from their health 
service organisations. 

The Commission has worked closely with partners 
to review the NSQHS Standards and develop the 
second edition, embedding person-centred care 
and addressing the needs of people who may be 
at greater risk of harm. This includes patients with 
cognitive impairment or who may be at risk of 
developing delirium. 

The new Comprehensive Care Standard2 includes 
two specific cognitive impairment actions on 
preventing delirium and managing cognitive 
impairment (5.29 and 5.30). The Recognising and 
Responding to Acute Deterioration Standard3 now 
includes acute deterioration in mental state (8.5).

People with cognitive impairment may have 
problems with memory, communication or thinking 
that can be temporary or long term. Although 
cognitive impairment is not a normal part of ageing, 
it is common in hospitalised older patients, with 
dementia and delirium the most frequent causes. 
Patients with dementia or delirium are at increased 
risk of preventable complications and adverse 
events, such as falls and pressure injuries, and 
require additional care to prevent harm.

Cognitive impairment is not confined to older people 
and can result from various causes. People might be 
cognitively impaired due to younger onset dementia, 
delirium due to a critical illness, an acquired brain 

injury, a stroke, a medical condition, a psychiatric 
condition, intellectual disability or drug use. Any form 
of cognitive impairment needs to be recognised, the 
causes of it understood, any risks of harm identified, 
and action taken to minimise risks. 

However, cognitive impairment is often not 
identified or the risks of harm are often under-
recognised or dismissed. Some of the complications 
and adverse outcomes associated with cognitive 
impairment are preventable, and harm could be 
minimised if cognitive impairment is identified early 
and action taken to address the associated risks.

Purpose
This resource describes a pathway to improve the 
early recognition of, and response to, patients 
with cognitive impairment to reduce harm and 
ensure they receive safe and high-quality care. 
The resource is for clinicians and for each step of 
the pathway there are actions clinicians can take 
to improve care for their patients with cognitive 
impairment. 

Implementation of the pathway will contribute to 
creating a safe and caring culture where clinicians 
are aware of the needs of patients with cognitive 
impairment, and take action to address these needs. 

This resource consolidates evidence-based actions 
from a range of existing guidelines and resources, 
and reflects good practice already underway in 
many hospitals across Australia. The links listed 
under ‘Where do I go for more information?’ provide 
clinicians with the opportunity to learn more about 
each of the steps in the pathway.

This is the second edition of the resource, and it has 
been updated to align with the second edition of the 
NSQHS Standards. The key steps in the pathway are 
consistent with the cognitive impairment actions 
described in the NSQHS Standards Guide for 
Hospitals.4
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Clinical governance 
While safety and quality outcomes are highly 
dependent on the skills, knowledge and 
performance of individual clinicians, they are also 
an organisational responsibility. Clinicians work 
within and are supported by well-designed clinical 
systems. They are supported and supervised to 
develop the right knowledge, skills and attitudes 
and to understand their roles, responsibilities and 
accountabilities to provide safe and high-quality care. 
These processes form part of the clinical governance 
requirements of a health service organisation.

Clinical governance is the set of relationships 
and responsibilities established by a health 
service organisation between its state or territory 
department of health, governing body, executive, 
workforce, patients, consumers and other 
stakeholders to ensure good clinical outcomes.5 
It ensures that the community and health service 
organisation can be confident that systems are 
in place to deliver safe and high-quality care, and 
continuously improve services. Clinical governance 
ensures that everyone – from frontline clinicians  
to managers to members of governing bodies –  
is accountable for their contribution to the safety 
and quality of care delivered to patients. 

Good health outcomes rely on effective governance 
and management processes and the establishment 
of safety and quality systems that form the basis of 
a clinical governance framework. The Commission 
has developed the National Model Clinical 
Governance Framework5 that is based on the 
Clinical Governance and Partnering with Consumers 
Standards from the NSQHS Standards. 

How to use this resource
While available to download and print, this resource 
has been designed to be viewed electronically.  
It incorporates links to external websites and will  
be updated as required.

It is complemented by two other resources that are 
specifically focussed on cognitive impairment:

	■ NSQHS Standards User guide for health 
services providing care for patients with 
cognitive impairment or at risk of delirium6, 
which is a more detailed resource for health 
service organisations that outlines the 
specific cognitive impairment actions in the 
second edition of the NSQHS Standards, 
additional actions that are critical to support 
implementation, and further supporting actions 
in the NSQHS Standards.

	■ Delirium Clinical Care Standard7, which provides 
guidance to consumers, clinicians and health 
services on delivering appropriate care to people 
at risk of, or with, delirium.

Other implementation guides for the NSQHS 
Standards are available on the Commission’s 
NSQHS Standards microsite.8 

The pathway and key steps
The safety and quality pathway for patients with 
cognitive impairment (Figure 1) and the key steps 
within the pathway are summarised on the following 
pages. It should be noted that the steps may not 
be linear and some will occur at the same time as 
others. For example, while investigating the cause of 
delirium, it is also important to take action to keep a 
patient safe from harm. The pathway also does not 
preclude an immediate response to urgent need.

More detail about each step is included in the 
remainder of this resource. Each step is structured 
to provide information about:

	■ Why the step is important to improve outcomes 
and the safety and quality of care

	■ Whether there are particular groups of patients 
who should be the focus of concern

	■ Strategies and actions that can be applied to 
improve care and outcomes

	■ What each step in the pathway means for 
clinicians and the way they work

	■ The experiences of patients and carers, 
highlighting things that went well and what could 
have been done better

	■ Resources that provide more information. 

Introduction
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Figure 1: �Safety and quality pathway for patients with cognitive impairment or at risk of delirium 
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Key steps in the pathway

1
Be alert to delirium and the 
risk of harm for patients with 
cognitive impairment
Clinicians are alert to delirium and the risk of harm 
from cognitive impairment among patients who:

	■ Are aged 65 years and over (or aged 45 years  
and over for Aboriginal and Torres Strait  
Islander people) 

	■ Have a known cognitive impairment or a formal 
diagnosis of dementia

	■ Have a severe illness or are at risk of dying
	■ Have a hip fracture.

Clinicians are also alert when a patient, carer, family 
member or other key informant raises concerns 
about cognitive function.

Clinicians understand the concepts of capacity, 
informed consent and substitute decision-making. 

 

2
�Recognise and respond to patients 
with cognitive impairment 
A patient identified as at-risk is screened for 
cognitive impairment. The patient’s history is 
obtained from the patient, carer, family member, 
support person or other key informants.  
A patient’s risk of harm from surgery, falls,  
pressure injuries, medicines, under-nutrition, 
dehydration, communication or comprehension 
difficulties, inappropriate treatment or the 
environment is identified. Urgent action is taken  
for patients at immediate risk of harm.

A patient with cognitive impairment is supported to 
understand and participate in healthcare decisions. 
The person they may choose as a support person is 
identified. Their informed consent is obtained. If the 
patient is assessed as unable to provide consent, 
their substitute decision-maker is consulted.

A patient with cognitive impairment is assessed 
for delirium. If delirium is present, causes are 
investigated and treated. If uncertain, the patient’s 
condition is treated as delirium. Information is 
provided to the patient, carer, family member or 
other support person.

Any change in a patient’s behaviour, or physical or 
mental state is acted on. If changes are observed, 
the patient is re-assessed for delirium and other  
risk factors.

A comprehensive assessment of the patient is 
undertaken. Their values, needs and preferences 
are taken into consideration.

If undiagnosed dementia or another forms 
of cognitive impairment is suspected and 
a comprehensive diagnostic process is not 
appropriate, the patient is referred for further 
assessment and follow-up after discharge.

A comprehensive care plan is developed in 
partnership with the patient, carer, family member, 
support person or substitute decision-maker, in 
line with the patient’s needs and preferences. 
The comprehensive care plan is documented and 
communicated to the healthcare team.

Introduction
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3
�Provide safe and high-quality care 
tailored to the patient’s needs
The patient’s comprehensive care plan is 
implemented as follows: 

	■ The patient receives person-centred care in 
partnership with the patient, carer,family or 
other support person, in line with the patient’s 
needs and preferences

	■ A patient’s carer, family member or other 
support person is supported when they choose 
to be involved in the person’s care 

	■ The patient’s medical issues are managed, 
including treating the underlying causes of 
delirium, presenting condition and any  
co-morbidities. Medication reconciliation and 
review are undertaken 

	■ A patient with, or at risk of developing, delirium 
has strategies implemented to limit its duration 
and prevent delirium from occurring 

	■ A patient with identified safety risk factors has 
strategies implemented to prevent and manage 
the risks

	■ A patient with behavioural changes is 
appropriately assessed and strategies are 
introduced to reduce distress. Antipsychotic or 
other psychoactive medicines are avoided unless 
non-pharmacological interventions have been 
ineffective, the patient is severely distressed 
or the patient is at immediate risk of harm to 
themselves or others

	■ The clinical environment is modified to provide 
safe and supportive patient care

	■ The patient’s healthcare information and 
care plan, including medication changes, are 
documented and communicated to the patient, 
carer, family member, support person or 
substitute decision-maker, general practitioner 
and relevant healthcare providers in a timely 
manner and in sufficient detail, particularly at 
transition from hospital care. 
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Step 1: 
Be alert to delirium and the risk of harm 
for patients with cognitive impairment

Why is this important?
Although cognitive impairment is not a normal 
part of ageing, it is common in hospitalised older 
people. Dementia and delirium are common forms 
of cognitive impairment among older people 
admitted to hospital. Around 20% of people aged 70 
years and older who are admitted to hospital have 
dementia and the rate increases with increasing 
age. Another 10% are admitted with delirium and 
a further 8% will develop delirium during their 
hospital episode.9 

Delirium rates are higher in settings such as 
intensive care units and surgical wards where 
people are sicker and exposed to more hospital-
related interventions. For example, rates of delirium 
in older people after cardiac and orthopaedic 
surgery are reported to be just over 50%10, 11, 12 and 
23% after vascular surgery.13 

Cognitive impairment is not confined to older 
people and can result from various causes. People 
might be cognitively impaired due to younger 
onset dementia, an acquired brain injury, a stroke, 
a medical condition, a psychiatric condition, 
intellectual disability or drug use.

Aboriginal and Torres Strait Islander people living in 
remote, rural, regional and urban areas have higher 
rates of dementia and at younger ages; this is most 
commonly Alzheimer’s disease.14, 15 Well-designed 
studies in remote and urban Aboriginal and Torres 
Strait Islander populations found that dementia due 
to alcohol abuse was relatively uncommon.14 

Temporary or permanent cognitive impairment 
can impede a person’s ability to provide informed 
consent, follow instructions, attend to self-care 
needs and find their way. 

Older patients with cognitive impairment are at 
greater risk of falling, developing a pressure injury, 
becoming more cognitively impaired, developing 
functional decline, losing their independence and 
dying than those who are not cognitively impaired.16 
An older person with dementia has a five-fold 
increased risk of developing delirium while in 
hospital compared with those without dementia.17 
Patients of all ages with intellectual disability can 
also experience poorer outcomes.18

Delirium can be an indicator of a serious, underlying 
illness and can have lasting, serious consequences. 
Delirium may alter the clinical course and trajectory 
of cognitive decline,19, 20 and is associated with 
poorer long-term outcomes in people who already 
have both physical and cognitive impairments.17, 21, 22

Some of the risks of harm, complications and 
adverse outcomes associated with cognitive 
impairment are preventable, and harm could be 
minimised if cognitive impairment is identified 
early and risks acted upon.21 Unfortunately, 
cognitive impairment is under-identified in 
Australian hospitals.23 In older patients, delirium 
can be mistaken for dementia and consequently 
dismissed.24 
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Step 1: Be alert to delirium and the risk of harm for patients with cognitive impairment

Who should I be 
concerned about?
You need to be concerned about patients who may 
have cognitive impairment, and who are at risk of 
harm or developing delirium.

Patients with cognitive impairment will have 
difficulties with memory, and problems with 
communication, attention, thinking and judgement. 
These issues can affect their capacity to function 
in a hospital environment and consequently place 
them at increased risk of harm.

Patients who are at greater risk of developing 
delirium include patients:

	■ Aged 65 years or older
	■ With known cognitive impairment or diagnosed 

dementia 
	■ With a hip fracture
	■ Who are severely ill or at high risk of dying.25

Be alert to delirium and the risk of harm when 
concerns are raised through:

	■ Your own observations. The key signs to look for 
are that the patient:

	− cannot answer your questions
	− is inattentive or easily distracted
	− has disorganised thinking
	− has an altered level of consciousness
	− is agitated
	− is overly sleepy, which may indicate 

hypoactive delirium
	■ A carer, family member or other support person. 

If an informant, such as a carer, family member or 
other support person accompanying the patient 
mentions confusion, ask ‘Do you think the person 
has been more confused lately?’26 Recent onset of 
confusion is an important indicator of delirium.

	■ Documentation from the patient’s general 
practitioner or residential or community care 
provider, or previous records and assessments 
that mention dementia, delirium or confusion.

What should I do? 
Know which patients you 
should be concerned about

How do I do it?
	■ Think of cognition as another vital sign. 
	■ As part of a collaborative multidisciplinary team, 

work out which patients would benefit from 
ongoing monitoring and who is responsible for 
this monitoring. 

	■ Understand the importance of identifying 
delirium, and the difference between delirium, 
dementia and other forms of cognitive 
impairment. 

	■ Understand that delirium can be superimposed 
on dementia or other forms of cognitive 
impairment and can be persistent, but is still 
potentially reversible. Monitor patients with 
cognitive impairment for changes in their  
mental state. 

	■ Know who is at risk.
	■ Be alert to, monitor, communicate and act on 

any changes in behaviour, physical or mental 
condition.

	■ Be alert to, and respond to, concerns regarding 
cognitive function that are raised by any source.

	■ Know that reduced mobility and movement,  
slow responses and withdrawal can be 
hypoactive delirium.

	■ Listen to carers, family members and other 
support people. They usually know if a person 
is cognitively impaired, whether it is an existing, 
diagnosed dementia, or if the person’s cognitive 
function has recently or suddenly worsened. 
However, they are often not asked about this, or 
their concerns are dismissed.
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Understand the risks associated 
with cognitive impairment

How do I do it?
Know that patients with cognitive impairment are at 
higher risk of harm from:

	■ Falls
	■ Pressure injuries
	■ Medicines
	■ Under-nutrition
	■ Dehydration
	■ Communication difficulties
	■ A confusing or disturbing environment 
	■ Inappropriate treatment.

Understand the importance of managing these risks 
appropriately (see Step 3 on page 27).

Understand the concepts of 
capacity, informed consent and 
substitute decision-making

How do I do it?
	■ Always presume a person has capacity. Under 

common law, adults are presumed to have the 
capacity to make all their own decisions.

	■ Find out whether the person has made provision 
for somebody else to make relevant decisions on 
their behalf, or if an order of a tribunal or court 
exists to the same effect.

	■ Do not make assumptions that a person lacks 
capacity because of their age, appearance, 
disability or behaviour. A person’s capacity should 
be assessed on their decision-making abilities.

	■ Assess a person’s decision-making ability – not 
the decision they make. A person cannot be 
assessed as lacking capacity just because a 
decision may appear to others as being unwise, 
reckless or wrong. However, if a person appears 
to be making a decision against their own 
interest, careful consideration to their capacity 
should be given.

	■ Understand that capacity is decision specific. 
Apply the presumption of capacity to every 
decision. If a person can make some but not all 
decisions, then they have a right to make those 
decisions.

	■ Understand that capacity is fluid. A person’s 
capacity can fluctuate over time or in different 
situations, so whenever there is doubt about 
a person’s capacity, their capacity should be 
assessed for each decision.

	■ Respect a person’s privacy. In most cases, 
individuals must give their prior consent to 
personal information being collected about them 
or provided to others. Personal information 
should only be used for purposes relevant to the 
capacity assessment.

Use substitute decision-makers as a last resort. 
Before lack of capacity is determined, everything 
possible should be done to support individuals to 
make their own decisions, including identifying 
any support people a person wants involved in 
communications and decision-making about their 
care. When a person is assessed as not having 
capacity, follow the guardianship legislation in 
your state or territory to consult their substitute 
decision-maker.

Helpful hints
	■ Be aware that the unfamiliar environment 

of a hospital will appear strange, noisy, 
over-stimulating and confusing to a patient 
with cognitive impairment. Anxiety and 
depression can also impact on a person’s 
experience of the environment. 

	■ A patient with cognitive impairment may 
feel overwhelmed by different faces and 
multiple instructions, and may not be 
able to make sense of what is happening. 
For example, verbal information such as, 
‘Mrs B, I’m your nurse and I’m going to 
take you to the shower. First, I would like 
to take your vital signs and then I need 
to give you your medicines, plus get your 
clothing ready’ may be overwhelming and 
confusing. This kind of information should 
be broken down and conveyed step by 
step as needed.

	■ Be aware that a relatively simple task such 
as locating the toilet may be difficult.
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Step 1: Be alert to delirium and the risk of harm for patients with cognitive impairment

What does ‘being alert’  
mean to me?

	■ I understand that cognitive impairment is not 
a normal part of ageing, but is common in 
older hospitalised patients, with dementia and 
delirium being the most frequent causes. 

	■ I also understand that cognitive impairment is 
not confined to older people and can have a 
variety of causes. 

	■ I am alert to increased risk of harm for all 
patients with cognitive impairment.

	■ I am aware that patients with cognitive 
impairment may need additional assistance.

	■ I understand my responsibilities to obtain 
informed consent from patients and to support 
them to make their own decisions. I understand 
that if this is not possible I should consult a 
substitute decision-maker.



Patient story 1
The following story and Table 1 illustrate how the care  
of a patient with cognitive impairment can be improved.

Mrs A is aged 80 years and presented 
unaccompanied via ambulance to the emergency 
department (ED) after being found in a garden with 
a large laceration to her forehead. Handover from 
the ambulance officer suggested that she had some 
‘confusion’. 

She informed the clinicians that she couldn’t 
remember the fall. She told them that she lived 
alone and did her own cooking, shopping and 
personal care. She appeared somewhat unkempt 
in appearance but clinicians put that down to her 
working in the garden. She was unable to provide 
clinicians with contact details of her daughter, 
whom she said ‘lives a long way away’.

She remembered that she has a ‘normal doctor’ 
but could not remember the name. She informed 
clinicians that the doctor’s name was probably in 
her handbag and gave permission for them to have 
a look. The ED doctor discovered that her medicines 
were in her handbag and included aspirin and 
amlodipine. The prescribing general practitioner 
(GP) was contacted and informed clinicians that Mrs 
A was a widow and appeared well except for some 
hypertension; however, she hadn’t seen her for 
many months.

The GP stated that because of Mrs A’s age, she 
was offered a 75-plus assessment, with a view to 
potentially providing her with some home-care 
assistance, but Mrs A refused because she didn’t 
want other people in her home. Mrs A’s daughter’s 
contact details were obtained from the GP. 

On examination, Mrs A had a significant 
symptomatic postural hypotension and dehydration, 
which responded to intravenous fluids. The doctor 
documented that she had ‘no confusion now’. Her 
daughter was advised by the ED doctor that she was 
being admitted to the hospital to ‘keep an eye on 
her suspected head injury and blood pressure’.

Following suturing of her wound, Mrs A was 
admitted for overnight head injury and blood 
pressure observations. A scheduled computerised 
tomography scan (CT) needed to be delayed to 
the following evening and, therefore she was kept 
in hospital another night and moved wards. No 
cognitive assessments were undertaken. During 
the following day, nurses documented that she was 
‘not quite right’ and displayed some ‘confusion’. 
Consequently, her head injury observations were 
continued. On the second night, she kept calling out 
and couldn’t remember how to use the buzzer.

She continued to get ‘distressed’. She climbed out of 
bed to go to the toilet but fell over and sustained a 
hip fracture.
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Step 1: Be alert to delirium and the risk of harm for patients with cognitive impairment

Table 1: �Patient story 1 summary – outcomes and suggested improvement strategies

What did not go well? 

No cognitive screening

Because cognitive impairment was not 
recognised, the baseline history may be 
inaccurate. For example, her self-reported pre-
admission ability regarding activities of daily 
living may have been inaccurate

Previous ‘confusion’ may have been an indicator 
of cognitive impairment (acute or long-standing) 
rather than a possible head injury

An underlying delirium may have been missed 
and consequently the underlying health problem 
not investigated and treated

Changing of wards increased confusion  
and disorientation

No response to documented deterioration

No response to Mrs A’s increasing distress, or 
‘calling out’ due to ‘not remembering how to use 
the buzzer’. Mrs A may have been becoming more 
distressed because she wanted to go to the toilet

What went well?

ED staff alerted to ‘confusion’ by ambulance officer

Prescribing GP contacted

Daughter contacted and informed of  
mother’s hospitalisation

Appropriate management of primary  
presenting problems

What could have been done better?

Recognising cognitive impairment earlier because 
policies and procedures for cognitive impairment 
recognition were in place and clinicians were 
trained and informed of their use

Investigating cognitive impairment further 
because clinicians were alert to the risk of 
delirium, and there were recognition and 
response triggers in place

Engaging daughter in providing a history, 
including medicines

Providing better nursing supervision of care  
and patient comfort

Avoiding as many ward moves as possible
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Where do I go for more information?
Understanding of cognitive impairment and risks of harm

Commission resources 
	■ NSQHS Standards microsite27

	■ Delirium Clinical Care Standard7

	■ Caring for Cognitive Impairment campaign28 

	■ Dementia infographic29 

	■ Delirium infographic30 

	■ Be Alert to Delirium: webinar.31

Other resources 
Under resources/information a–z32,on the ACSQHC 
cognitive care website go to:

	■ Aboriginal and Torres Strait Islander resources
	■ Brain injury resources 
	■ Culturally and linguistically diverse resources 
	■ Intellectual disability resources 
	■ Lesbian, gay, bisexual, transgender and 

intersex (LGBTI) resources.

Programs
Go to programs33 under resources/programs and 
policies on the ACSQHC cognitive care website. 

Online courses
Go to online learning34 under resources / online 
learning on the ACSQHC cognitive care website. 

Clinical networks 
Go to clinical networks under resources/
information a–z32 on the ACSQHC cognitive care 
website. 

Resources for consumers 
Go to consumer information under resources/
information a–z32 on the ACSQHC cognitive care 
website. 

https://www.nationalstandards.safetyandquality.gov.au/
https://www.safetyandquality.gov.au/our-work/clinical-care-standards/delirium-clinical-care-standard/
http://cognitivecare.gov.au/
https://cognitivecare.gov.au/wp-content/uploads/2019/09/Caring-for-CI-Info-Dementia-Infographic_16_SEPT.pdf
https://cognitivecare.gov.au/wp-content/uploads/2019/09/Caring-for-CI-Info-Delirium-Infographic_16_SEPT.pdf
http://cognitivecare.gov.au/videos/be-alert-to-delirium-webinar/
https://cognitivecare.gov.au/resources/information-a-z/
http://cognitivecare.gov.au/resources/programs-policies/
http://cognitivecare.gov.au/resources/online-learning/
https://cognitivecare.gov.au/resources/information-a-z/
https://cognitivecare.gov.au/resources/information-a-z/
https://cognitivecare.gov.au/resources/information-a-z/
https://cognitivecare.gov.au/resources/information-a-z/




Step 2:
Recognise and respond to patients 
with cognitive impairment

Why is this important?
Sometimes it is hard to detect cognitive impairment. 
Delirium is often missed.35–37 Many patients with 
cognitive impairment have not been formally 
diagnosed and may not say that they are having 
cognitive difficulties, because it is unlikely to be the 
reason for their admission.

Patients with cognitive impairment are at greater 
risk of harm from falling, pressure injuries, 
medication-related problems, under-nutrition, 
dehydration, communication difficulties and 
inappropriate treatment. They may decline 
cognitively and functionally.

If you recognise cognitive impairment, you are able 
to assess and provide for a patient’s additional care 
needs, which will then minimise their risk of harm.

Patients with cognitive impairment, such as 
dementia, are at the greatest risk of developing 
delirium during their hospital stay. Changes in their 
behaviour, physical condition or mental state can 
be mistakenly attributed to their dementia and not 
investigated, leading to poor outcomes. Depression, 
dementia and delirium do have some common 
features and need to be differentiated. Hypodelirium, 
where a patient may be quiet, withdrawn and slow 
to respond is common and is often overlooked.  
If you diagnose delirium early, you can investigate 
and treat the underlying cause. You may decrease 
its severity and reduce its long-term impact.

If you identify patients at risk of delirium, you 
can introduce strategies to prevent delirium from 
developing.38 Delirium is preventable in 30–40% of 
cases. Successful multi-component interventions to 
prevent delirium include reorientation, therapeutic 
activities, reduction in psychoactive drugs, early 
mobilisation, adequate hydration and nutrition, and 
provision of hearing and visual aids.22

The experience of delirium can be distressing for 
patients, carers, families, other support people  
and clinicians.39

Who should I be 
concerned about?
You need to be concerned about patients who:

	■ Have been identified as being at risk, and 
require screening for cognitive impairment and 
assessment for delirium

	■ Are at risk of harm and of developing delirium.
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Step 2: Recognise and respond to patients with cognitive impairment

What should I do?
Screen all identified at-risk patients 
for cognitive impairment

How do I do it?
	■ Be familiar with the cognitive screening tools 

used in your facility, their strengths and 
limitations, and how to interpret results. One 
example of a screening tool is the Abbreviated 
Mental Test Score (AMTS). Understand how 
these tools are integrated with other screening 
processes. 

	■ Administer a quick validated screening tool that 
tests orientation, recall and attention, and record 
the score in the patient’s healthcare record.

	■ Be aware that a poor score is not a diagnosis, but 
a trigger for further assessment.

	■ If there is concern about the patient’s medical 
decision-making capacity, refer to the concepts 
of ‘capacity’ in Step 1, on page 11.

Undertake a clinical assessment 

How do I do it?
	■ Assess the patient’s medical conditions, 

including presenting problems, provisional 
or final diagnosis, co-morbidities and existing 
treatments, medicines, and presence of pain. Be 
familiar with pain assessment tools used by your 
organisation. 

	■ Assess physical, cognitive, social, psychological 
and behavioural function. Include functional 
assessment of self-care such as bathing and 
independent living such as administering own 
medication. 

	■ If the patient agrees, always talk to carers, family 
and other support people of the patient.

	■ Contact the patient’s GP, residential care facility, 
or community aged care provider for background 
information.

	■ Determine if the cognitive impairment is recent 
(past few hours or days), because acute onset is 
an important indicator for delirium diagnosis.

	■ Use an interpreter when required.

	■ Refer the patient for more comprehensive 
specialist cognitive or neuropsychological 
assessment if the presentation is complex and 
diagnosis difficult or uncertain. 

	■ If dementia or another form of cognitive 
impairment is suspected and a comprehensive 
diagnostic process is not appropriate in hospital, 
refer the patient for further assessment and 
follow-up. Record the results of the assessment 
in the patient’s healthcare record and 
communicate these to the patient, carer, family 
member or substitute decision-maker.

	■ If a person is cognitively impaired and is  
unable to consent to medical treatment, identify 
any existing advance care plan or substitute  
decision-maker.

	■ Make a diagnosis or note the medical team’s 
diagnosis with regard to cognitive impairment.

	■ Document information and communicate to 
other members of the multidisciplinary team 
so that the patient, their carer, family member 
or other support person and their primary 
healthcare provider are not asked the same 
questions multiple times.

Set goals of care 

How do I do it?
	■ Discuss the patient’s relevant diagnoses, 

healthcare goals and preferences with  
the patient. 

	■ Identify the support people a patient may  
want involved in communications and  
decision-making. 

	■ Discuss the risks and benefits of clinically 
appropriate options for tests, treatment  
and care. 

	■ Be aware of signs of abuse of older people, 
and the policies and protocols in your state or 
territory regarding intervention.

	■ Assess carer needs and their preferred level of 
involvement during the hospital stay.

	■ Identify and document agreed goals of care, 
including any agreed limitations on medical 
treatment. 
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Identify if the patient has 
risk factors for harm

How do I do it?
	■ Be familiar with the screening tools used in your 

facility for falls, pressure injuries and nutrition.
	■ Be familiar with risks of certain medicines.
	■ Screen the patient for additional risks of harm. 
	■ Undertake medicine reconciliation and review. 
	■ Identify any communication difficulties.
	■ Be familiar with the legislation in your state or 

territory regarding consent to medical treatment.
	■ Be familiar with the processes of advance care 

planning in your facility. 

Assess the patient for delirium, 
identify and treat causes,  
re-assess with any change

How do I do it?
	■ Be familiar with the delirium assessment tool 

used in your facility, its strengths and limitations 
and how to interpret results. Examples of 
possible tools include the Confusion Assessment 
Method (CAM), CAM-intensive care unit (CAM-
ICU), 3-minute diagnostic interview for CAM-
defined delirium (3D-CAM), the Nurses Delirium 
Screening Checklist (NUDESC) and the 4AT.

	■ Assess the patient for delirium and record result 
in the patient’s healthcare record.

	■ If delirium is diagnosed, identify and treat 
possible causes, understanding that the causes 
are often multifactorial.

	■ If uncertain, manage identified cognitive 
impairment as delirium.

	■ Note that delirium can be a trigger or flag for a 
medical emergency.

	■ Collate the patient’s history with the patient, 
carer, family member or other support person, 
and review medicines as a priority.

	■ Consider ceasing medicines that may cause 
delirium, and be aware of anticholinergic load, 
where medicines can increase confusion and 
cognitive decline.

	■ Undertake a physical examination, and measure 
vital signs such as temperature, oxygen 
saturation and blood glucose concentration.

	■ Undertake targeted diagnostic tests based on 
the patient’s history and examination.

	■ Re-assess with any change to the patient’s 
behaviour, mental state or physical condition.

	■ Provide the patient, carer, family member or 
other support person with information on 
delirium that is easy to understand.

	■ Involve the patient, carer, family member or 
other support person in clinical handover, and 
encourage them to report any changes.

Develop a comprehensive care plan

How do I do it?
	■ Based on the clinical assessment, agreed goals 

of care and identified risks of harm, develop a 
comprehensive care plan in partnership with 
the patient, carer, family member, other support 
person or substitute decision-maker. Prioritise 
the needs and set short- and long-term goals in 
collaboration with the patient, carer and family.
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Step 2: Recognise and respond to patients with cognitive impairment

What does ‘effective 
recognition and 
response’ mean to me?

	■ I have the knowledge and skills to obtain timely 
and sufficient information from the patient or 
key informants, including advance care plans.

	■ I am aware and trained if I am responsible for 
clinical assessment, risk assessment, cognitive 
screening and interpretation of results.

	■ I understand the contribution carers can make 
to my understanding of the patient and I seek 
their input, in line with the patient’s needs and 
preferences. 

	■ I know which patients in my care have cognitive 
impairment, and I understand their risks of 
harm. I also know which patients are at risk of 
developing delirium.

	■ I provide the patient, carer, family member or 
other support person with health information 
that is easy to understand.

	■ I am now in a position to provide care in a way 
that will minimise their risks of harm.

Helpful hints
	■ The cognitive screening score provides 

a baseline that can be recorded and 
compared when any further testing is 
undertaken during the hospital stay.

	■ Remember that a person may not score 
well on a cognitive screening test for 
reasons other than cognitive impairment. 
Levels of pain, medicines, depression, 
and not understanding questions due to 
language, or hearing or learning difficulties 
may all have an impact on cognition.

	■ When taking a patient’s history and 
performing assessments, make sure the 
patient has their glasses and hearing aids 
in place (if appropriate). Use a headphone 
amplification device if the patient is not 
able to hear you speaking. Take time and 
allow the person time to respond. 

	■ Introduce yourself clearly and explain the 
purpose of your visit.

	■ Seat yourself at the level of the patient and 
speak slowly and clearly. 

	■ Ask the patient if anything is troubling 
them.

	■ Inform the patient, carer and family 
of resources that provide them with 
information about cognitive impairment 
and what they can do to support safer care 
when in hospital.

	■ Do not dismiss any patient as ‘pleasantly 
confused’, or assume they have dementia 
and do nothing.

	■ Do not ignore lethargy and withdrawal, 
because hypoactive delirium is easily 
missed. 

	■ Take any opportunity to talk to carers and 
family.

	■ Do not dismiss a carer’s or family’s 
concerns. Statements that she or he is not 
usually like this should be taken seriously.

	■ Be aware that the signs and symptoms of 
delirium can fluctuate.
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Step 2: Recognise and respond to patients with cognitive impairment

Patient story 2 
The following story and Table 2 illustrate how the care  
of a patient with cognitive impairment can be improved.

Mr S is a 22 year-old homeless man with a 5-month 
history of worsening headaches. A GP requested 
a brain CT scan which showed a large right frontal 
lobe meningioma. He was admitted to hospital and 
underwent craniotomy and resection of the tumour. 
During admission, a neurological examination was 
conducted including testing of coordination and 
sensation, and on the Glasgow Coma Scale (GCS: 
used to assess level of consciousness) a score of 
15/15 was obtained, indicating normal functioning. 
Mr S’s homelessness was noted. Mr S consented 
to surgery with risks and possible complications 
explained. 

In the postoperative period on the ward, Mr S 
obtained GCS scores of 15/15 and was noted to 
be alert and orientated. Given his homelessness, 
a social work review was requested to assist 
in discharge planning, with the social worker 
identifying a number of psychosocial issues 
(including lack of family and social supports, and 
that he was unemployed and homeless). Following 
initial discussions with Mr S, the social worker 
expressed concerns regarding his cognitive ability, 
with him having difficulty following and recalling 
information and appearing easily overwhelmed 
with information. Cognitive screening was 
requested and conducted by an occupational 
therapist. As he performed poorly on cognitive 
screening the occupational therapist suggested 
referral for neuropsychological assessment to 
enable comprehensive assessment of his cognitive 
function. Neuropsychological assessment was 
conducted a week after the surgery, when Mr S was 
deemed medically stable. 

Further psychosocial issues were noted during 
the neuropsychological assessment, including 
living on the streets, vulnerability with need for 
help from other homeless people, and having lost 
identification papers. Mr S referred to long-term 
learning difficulties with limited reading and writing 
abilities. Neuropsychological assessment revealed 
significant impairments in various areas of cognitive 
function (including slowed thinking, poor attention, 
very limited learning and recall of new information, 
limited reasoning, reduced initiative, passivity and 
need for prompting) and reading and writing were 
at a second grade equivalent. These impairments 
were considered to reflect the impact of the 
meningioma and surgery as well as his longer-term 
cognitive and learning difficulties. 

Given the significant cognitive difficulties identified 
on assessment, his psychosocial situation and 
the anticipated demands for activities such as 
managing medications, medical appointments, 
monitoring of his health, need for accommodation, 
and seeking benefits, applications for guardianship 
and financial management were made. Mr S was 
referred to Homeless Health Services during the 
hospital admission and appointed a case manager 
to help manage appointments and medications. 
Temporary supported accommodation was 
arranged until longer-term issues were addressed. 
Mr S’s GP was provided with information about 
the comprehensive care plan and discharge 
arrangements.
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Table 2: �Patient story 2 summary – outcomes and suggested improvement strategies

What did not go well?

During the admission process the doctor did 
not ask about cognitive function or conduct any 
cognitive screening

Details of surgery, risks and possible 
complications were discussed but with Mr S’s 
capacity to understand and provide informed 
consent not clearly established

Psychosocial issues were not considered 
until later in the admission. The complicated 
psychosocial situation required significant social 
work input and discharge plans were delayed 
while psychosocial issues, guardianship, financial 
management, accommodation options and the 
need for a case manager were addressed

What went well?

Medical and allied health staff raised concerns 
regarding Mr S’s cognitive issues and arranged 
cognitive screening by an occupational therapist

Comprehensive assessment of cognitive 
function (by neuropsychological assessment) 
was arranged when cognitive screening revealed 
low scores. Other aspects of comprehensive 
assessment had also been undertaken in the 
course of his admission and surgery (including 
neurological examination, and blood tests)

Information from the various team members 
was integrated for short and long-term goals to 
ensure Mr S’s medical, cognitive and psychosocial 
needs were addressed

GP was informed of the comprehensive care plan 
and arrangements that had been put in place 

What could have been done better?

Conduct baseline cognitive screening as part 
of the admission process and neurological 
examination

If cognitive screening indicated impairment 
then consideration could have been given to 
Mr S’s capacity to provide informed consent 
for surgery and whether or not there was a 
need for a substitute decision-maker. Efforts 
to support decision making could also have 
been considered. This could have included 
allowing him plenty of time to respond, providing 
information in a slow paced manner, providing 
information in small amounts and in clear simple 
terms, checking his understanding and providing 
further explanation where necessary

Additional information could have been sought 
from the referring GP and from Mr S during the 
admission process to help determine possible 
needs regarding post-operative care and in 
discharge planning to enable early involvement of 
relevant teams
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Step 2: Recognise and respond to patients with cognitive impairment

Patient story 3
The following story and Table 3 illustrate how the care  
of a patient with cognitive impairment can be improved.

Mrs B is an 87 year-old woman with dementia, 
who has been a resident in an aged care facility 
for the past eight years. Mrs B had a fall and 
fractured her right femur, and was transferred to 
the local hospital where an internal fixation of her 
right femur was performed. She suffered a minor 
myocardial infarction about 36 hours after surgery.

Mrs B’s daughter had raised concerns 
postoperatively about her mother’s bed height.

I’d been in there to attend to my mother – they 
had the bed up really high, which is normal 
nursing practice, and I had said to them before 
I left, ‘Will I put the bed down low because it’s 
up high and the cot rails are up?’ and they said, 
‘No, no, no. We have to go in and attend to her’, 
and I said, ‘Well I’m a bit worried’, because her 
room was not in view of the nurses’ station. The 
door was just down a little bit. And they said, ‘Oh 
just leave her call bell over her shoulder’. I said, 
‘Well that won’t do any good because she’s got 
dementia and she won’t remember what the call 
bell’s for’. Besides, she had a morphine infusion 
running and I said, ‘Well she’s a bit off her face’, 
and they said, ‘No, no, no. She’ll be fine’.

During the night, Mrs B had apparently climbed 
over the bed rails and fell to the floor, fracturing 
her left leg femur and damaging her right leg. Mrs 
B then required a hip replacement the following 
day. Mrs B’s daughter was not informed about the 
fall until the anaesthetist contacted her the next 
morning to sign the consent form for the surgery.

The next morning the anaesthetist rang me 
at home and said, ‘When are you coming to 
sign the consent form for theatre?’ and I said, 
‘Well I’ve already done that. My mum’s been to 
theatre’, and the anaesthetist said, ‘Well that was 
for the pin and plate. I’m talking about the hip 
replacement’. I said, ‘Well, what’s gone wrong 
overnight?’ and he said, ‘Didn’t the staff phone 
you and tell you your mum fell out of bed?’ and  
I said, ‘No, they didn’t’.

Source: Australian Commission on Safety and Quality in 
Health Care. Independent research into patient and provider 
views and experiences with open disclosure. University of 
Technology Sydney. 2011.40

Table 3: �Patient story 3 summary – outcomes and suggested improvement strategies

What did not go well?

No falls risk assessment

Change in condition not acted on

No subsequent delirium assessment

Use of bedrails

Bed not in a low position

Daughter’s (carer’s) safety advice ignored

False reassurance

Clinicians not understanding care needs

Patient’s bed not easily visible to nursing staff

Daughter not informed of fall

What went well?

Daughter informed clinicians that mother  
had dementia

Daughter raised concerns about the risk of  
her mother falling

What could have been done better?

Clinicians recognising and documenting  
existing dementia

Clinicians undertaking further assessment and 
developing a comprehensive care plan to address 
safety issues

Implementing a comprehensive care plan, 
including regular assisted toileting and 
environmental modification, such as a low bed, 
and a location closer to the nurses station

Engaging carer, and taking carer concerns 
seriously and acting on them
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Where do I go for more information?
Screening tools
Go to screening under resources/information a–z32 
on the ACSQHC cognitive care website. 

Delirium assessment 
Go to delirium assessment under resources/
information a–z32 on the ACSQHC cognitive  
care website.

Delirium guidelines
	■ Delirium Clinical Care Standard7

	■ HACs information kit fact sheet: Delirium41

	■ Delirium in older people: Australian and New 
Zealand Society for Geriatric Medicine position 
statement 1342

	■ National Institute for Health and Clinical 
Excellence’s Delirium: diagnosis, prevention and 
management clinical guideline.26 

Dementia guidelines 
Clinical practice guidelines and principles of care 
for people with dementia.43

Advance care planning 
	■ Advance Care Planning Australian website44

	■ Advance care planning for dementia.45 

Elder abuse
Go to elder abuse under resources/information  
a–z32 on the ACSQHC cognitive care website.
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Step 3: 
Provide safe and high-quality care 
tailored to the patient’s needs

Why is this important?
Once you have recognised cognitive impairment 
and delirium risk and developed an individualised 
comprehensive care plan, you can now take action 
to provide safe and high-quality care tailored to the 
patient’s needs. 

The agreed goals and actions outlined in the 
comprehensive care plan are crucial to reduce the 
risk of harm but are sometimes not implemented. 
For example, a patient who is at risk of delirium 
may be identified but no prevention strategies are 
put into place. A patient with cognitive impairment 
may be identified but not provided with the extra 
assistance or support needed to be safe from 
harm, such as prompts to drink regularly. A patient 
with cognitive impairment may not be recognised 
to be at the end of life and therefore not receive 
appropriate or timely end-of-life care.

Patients with cognitive impairment may have 
difficulty communicating their needs. They may 
not be able to ask for help, communicate if they are 
feeling worse or find their way around. The person 
may not understand instructions, be frightened or 
appear uncooperative. Carers and families can be 
a valuable resource in understanding the patient’s 
capabilities, how to communicate and how to 
reduce to distress but often report that they are 
not consulted or kept informed during the hospital 
stay, and that their relative has declined significantly 
in their capacity to look after themselves after a 
hospital stay.

It is possible to prevent escalation of behavioural 
issues by assessing and treating the underlying 
cause. A busy, noisy hospital environment, with 
unfamiliar faces and different routines can be 
overwhelming and can exacerbate disorientation 
and cause distress and agitation. Agitation is also 
associated with hyperactive delirium. However, 
increasing distress or agitation can occur for 
a variety of reasons with all forms of cognitive 
impairment. It is essential that the underlying cause 
is sought as it may be related to pain, hunger, thirst 
or other unmet needs.46

Antipsychotics such as haloperidol are overused 
as the first line of response to agitation and 
aggression. They only have modest benefit, and 
increase the risk of adverse events such as death, 
stroke, falls and further cognitive decline.47

Who should I be 
concerned about?
You need to be concerned about patients with 
cognitive impairment, and patients at risk of 
developing delirium (see Step 1 on page 10).
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Step 3: Provide safe and high-quality care tailored to the patient’s needs

What should I do?
Provide person-centred 
care, in partnership with the 
patient, carer and family

How do I do it?
	■ Put the principles of person-centred care into 

practice:
	− Treat the patient, carer and family with 

dignity and respect
	− Communicate (tips at Table 4) and share easy-

to-understand information
	− Encourage and support participation in 

decision-making.
	■ Get to know each individual person, their 

abilities, routines, specific needs and 
preferences, and how their cognitive impairment 
affects their ability to communicate. 

	■ With the patient’s agreement, involve the 
patient’s carer or other support person as much 
as possible. 

	■ If the patient does not have a carer or other 
support person, offer to contact a nominated 
person who can be informed of their hospital 
admission, if the patient wishes. 

	■ Provide additional care to the patient when 
required, such as regular toileting, prompts for 
fluid intake, encouragement with activities of 
daily living and mobilisation when appropriate. 
Encourage and support carers when they choose 
to be involved in a patient’s care.

	■ Implement the comprehensive care plan in 
consultation with the patient, carer, other 
support person or substitute decision-maker.

	■ Consult the patient, carer, family member or 
other support person in planning for transitions 
of care.

	■ Provide access to hospital substitution, fast-
track and transition programs to maximise the 
patient’s recovery and restoration of function.

	■ Refer the patient for ongoing community and 
carer support.

Helpful hints

Non-verbal actions 
	■ Minimise background noise 
	■ Stay calm and still while talking, in the 

person’s line of sight 
	■ Use a portable hearing amplifier if no 

hearing aids available 
	■ Ensure hearing aids are functioning and  

turned on 
	■ Break down tasks into smaller steps 
	■ Communicate at eye level 
	■ Use simple, calm hand gestures and facial 

expressions. Allow plenty of time for the 
person to reply

	■ Verbal actions. 

Talk in a gentle tone 
	■ Use short sentences and simple words 
	■ Explain all procedures and activities in  

simple terms 
	■ Allow time for what you say to be 

understood 
	■ Clarify what they have said – repeat  

or reword 
	■ Use personal references where available, 

such as your son Bill, your green jumper, 
this photograph of your granddaughter.

Source: A Handbook for NSW Health Clinicians: 
Assessment and management of people with 
behavioural and psychological symptoms of 
dementia (BPSD).46

Prevent or minimise patient harm 
from identified safety risks

How do I do it?
	■ For patients identified at risk of falls, implement 

multi-component falls prevention strategies. 
Examples include:

	− Making sure the patient has their usual 
spectacles and visual aids at hand (this will 
also assist in preventing delirium)

	− Avoiding use of bedside rails
	− Implementing a toileting regime 
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	− Checking that the patient understands how to 
use assistive devices

	− Organising a physiotherapy review for 
patients with mobility issues

	− Placing high-risk patients within view of, and 
close to, the nursing station

	− Being aware of the high risk of falls in the 
bathroom.

	■ For identified patients at risk of pressure 
injuries, undertake regular skin inspections and 
implement a pressure injury prevention plan.

	■ For patients with pressure injuries, implement 
a comprehensive wound management plan, 
including pain management.

	■ Implement a nutrition care plan that may include 
encouraging and assisting with food intake. 
Assess oral health and provide oral health care.

	■ Avoid dehydration (see ‘Prevent delirium and 
manage delirium when it occurs’ on this page).

	■ Encourage effective communication to reduce 
distress and anxiety.

	■ Avoid functional decline by mobilising and 
encouraging self-care.

Helpful hints

People with dementia may have changes 
in taste and can experience particular 
challenges in maintaining adequate hydration 
and nutrition. 

Memory problems: the person may forget 
when they last had something to eat or drink.

Agnosia: the person may not be able to 
recognise a cup, plate, cutlery or food. 

Dysphasia: the person may be unable to 
understand what staff are saying or to 
express that they are hungry or thirsty.

Dysphagia: the person may develop 
problems with chewing or swallowing. 

Source: UK Royal College of Nursing. Commitment to 
the care of people with dementia in hospital settings, 
2012.48

Prevent delirium and manage 
delirium when it occurs

How do I do it?
	■ Be familiar with evidence-based delirium 

prevention and management strategies, such as 
the Hospital Elder Life Program (HELP).49

	■ Find and treat the causes of delirium. 
	■ If the diagnosis is uncertain, manage as if  

for delirium.
	■ Know that you can prevent delirium or shorten 

its duration by the way you provide care. Be part 
of a coordinated, multidisciplinary approach to 
prevention and management.

	■ Manage the patient’s discomfort and pain.
	■ Be alert to and assess any changes in the patient’s 

cognition, behaviour and physical condition.
	■ Encourage and assist eating and drinking to 

ensure adequate intake, provide patients with 
their dentures and monitor fluid intake. Assess 
swallowing if there is any indication of difficulties, 
for example, where a patient has had a stroke or 
is coughing excessively.

	■ Minimise bed moves.
	■ Minimise the use of indwelling catheters and 

intravenous lines to reduce risk of infection.
	■ Avoid the use of physical restraints as they make 

delirium worse and increase the risk of falls.
	■ Orientate patients using familiar objects and 

make the clock visible.
	■ Place glasses, dentures and hearing aids so they 

are accessible and used.
	■ Normalise sleep patterns with appropriate 

lighting and activities in the day.
	■ Encourage carer, family member of other 

support person involvement in orientation and 
reassurance.

	■ Use interpreters and other communication aids 
for culturally and linguistically diverse patients 
and carers, and Aboriginal and Torres Strait 
Islander patients and carers, if required. Work 
with Aboriginal and Torres Strait Islander liaison 
officers.

	■ Use supportive volunteer programs. 
	■ Provide access to transition care programs,  

if appropriate.
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Step 3: Provide safe and high-quality care tailored to the patient’s needs

Respond appropriately to 
behavioural changes

How do I do it?
	■ Always assess the underlying causes of 

behaviour such as physical illness or pain. 
	■ Understand that the patient may only be able to 

communicate through behaviour.46

	■ Reassure the patient, talk in a gentle tone, stay 
calm and use simple language.

	■ Understand that delirium can be frightening 
and people with dementia can feel increasingly 
anxious in an unfamiliar environment.

	■ Learn from the carer, family member or other 
support person how to reduce a person’s 
distress, agitation or aggression.

	■ Engage the patient in purposeful and individual-
targeted activities.

	■ Only consider use of antipsychotics and other 
psychoactive medicines if non-pharmacological 
interventions have failed, and the person is 
severely distressed and is at immediate risk of 
harm to themselves or others. Over-sedation can 
lead to pneumonia, pressures injuries, falls and 
fractures. If antipsychotics are used: 

	− Discuss risks and benefits with patients, 
carers, families or other support people and 
obtain informed consent

	− Target symptoms that will potentially respond
	− Start low, increase slowly, monitor and review
	− Limit the time the patient is on the medicine.

	■ Seek advice and support from clinical experts 
when presentation is complex or beyond your 
skill level. Experts may include geriatricians, 
psycho-geriatricians, neuropsychologists, nurse 
practitioners, clinical nurse consultants and staff 
from Dementia Support Australia.50

Manage the patient’s medical issues

How do I do it?
	■ Diagnose and treat the presenting problem 

and reason for admission. Optimally manage 
co-morbidities and any chronic health issues, 
communicating effectively with all health 
providers.

	■ Continue to treat any identified underlying 
causes of delirium.

	■ Obtain informed consent. Be familiar with 
the legislation regarding consent to medical 
treatment in your state or territory.

	■ Discuss any concerns about recovery or risk of 
dying with the patient, carer, family member or 
other support person.

	■ Discuss what to expect in advanced dementia 
and treatment options with the patient, carer 
family member or support person.51 

	■ Adhere to advance care plans and agreed goals 
of care to avoid inappropriate treatment.

	■ Be familiar with your facility’s processes for 
identifying patients who are at the end of life.

	■ When appropriate, provide access to palliative 
care to maximise comfort and quality of life. 

	■ Review medicines with a view to reducing 
delirium and falls risks.

	■ Manage pain.
	■ Document delirium, diagnosed or suspected 

dementia, and other forms of cognitive 
impairment in transfer information.

	■ Arrange follow-up medical review.
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Modify the environment to provide 
safe and supportive patient care

How do I do it? 

	■ Provide a calm, safe and secure environment.
	■ Provide meaningful activities or access to trained 

and supported volunteers.
	■ Enable safe walking and self-care.
	■ Minimise noise and try to provide a quiet 

environment, especially at rest times.
	■ Provide opportunities for both privacy and 

community.
	■ Promote continence, such as through visual 

signage and access to toilets.
	■ Provide a way-finding orientation design.
	■ Provide lighting that is appropriate for the  

time of day.
	■ Provide flexible visiting arrangements and space 

for carers, families or support people. 

Document and communicate the 
patient’s healthcare information 
and care plan on transition

How do I do it?
	■ Provide the patient’s healthcare information 

and care plan to their GP and all relevant 
healthcare providers.

	■ Provide the patient’s healthcare 
information in a timely manner with 
sufficient detail, and include agreed 
goals of care and arrangements for 
medical follow-up and ongoing carer 
support.

	■ Provide copies of the patient’s care 
plan information to the patient, carer 
and family.

What does ‘providing 
safe and high-quality 
care’ mean to me?

	■ I have the knowledge and skills to provide all the 
components of safe and high-quality care, or 
I know when to seek advice and support from 
clinical experts.

	■ I make decisions in partnership with patients, 
carers, families, support people or substitute 
decision-makers. 

	■ I am alert to changes in my patient that  
trigger review or changes in the comprehensive 
care plan.

	■ I communicate patient and treatment changes to 
my team.

	■ I understand my role in advance care planning. 
	■ I understand the importance and applicability of 

transition programs.
	■ I assist with the patient’s continuity of care.
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Step 3: Provide safe and high-quality care tailored to the patient’s needs

Patient story 4
The following story and Table 4 illustrate how the care  
of a patient with cognitive impairment can be improved.

Mr C is an 83 year-old man who resides in a 
residential aged care facility. His wife died several 
years previously. He has moderate cardiac failure, 
which is well controlled, non-insulin-dependent 
diabetes mellitus and severe osteoarthritis of his 
knees, leading to very impaired mobility. He has 
an advance care plan saying that he does not wish 
to be admitted to the intensive care unit (ICU) or 
have ‘extraordinary treatment’ such as assisted 
ventilation or intubation.

One evening he developed increasing shortness of 
breath in his residential aged care facility, became 
quite confused and was calling out. The residential 
aged care facility staff called an ambulance and 
he was taken to the emergency department (ED) 
of his local hospital. Here, pneumonia and an 
exacerbation of his cardiac failure were diagnosed, 
and he was started on diuretics and antibiotics. 

Two days after he was admitted, his condition 
deteriorated overnight and he was transferred to 
the ICU early the next morning. His family was not 
notified until later in the morning that he had been 
admitted to hospital and transferred to the ICU. His 
daughter was upset that clinicians did not observe 
her father’s advance care plan. However, the ICU 
clinicians were not aware that there was one in 
existence, although staff at the residential aged care 
facility were aware that Mr C had completed one. 
Because of Mr C’s confusion on admission, he was 
not asked about this. 

Mr C’s condition continued to deteriorate. His 
condition was discussed with his family, who 
requested that he be returned to the ward and 
receive supportive management, with a view to 
palliative care if he continued to deteriorate. His 
family felt that was what he would have wanted.

Table 4: �Patient story 4 summary – outcomes and suggested improvement strategies

What did not go well?

The residential aged care facility did not provide 
information about the advance care plan

Clinicians did not ask the residential aged  
care facility or Mr C’s GP if there was an advance 
care plan in existence

Clinicians did not contact family despite Mr C’s 
obvious confusion

What went well?

Clinicians agreed to family’s request once the 
existence of an advance care plan was known

What could have been done better?

Contacting family to participate in information 
exchange and healthcare decision-making at 
presentation

Contacting the residential aged care facility 
or Mr C’s GP at presentation to participate in 
information exchange regarding an advance  
care plan
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Where do I go for more information?
Commission resources 

	■ Partnering with Consumers Standard52

	■ Comprehensive Care Standard2 

	■ End-of-life tools and resources for health 
services53

	■ National Consensus Statement: Essential 
elements for safe and high-quality end-of-life 
care54

	■ Dementia and delirium – communication at 
transitions of care video55

	■ Infographic outlining rationale and 
strategies for reducing inappropriate use of 
antipsychotics56 (Figure 2) 

	■ Safer use of medicines for cognitive 
impairment: Webinar57

	■ Responding to distress: Webinar.58

Person-centred care 
South Australian Dignity in Care Program.59

Palliative care 
Palliative Care Australia.60 

Communication
Go to communication on the resources/
information a–z32 on the ACSQHC cognitive care 
website.

Delirium management 
and prevention 

	■ Go to delirium prevention on the resources/
information a–z32 on the ACSQHC cognitive care 
website 

	■ Go to volunteers on the resources/information 
a–z32 on the ACSQHC cognitive care website.

Oral health care 
Oral health advice for people with special needs.61 

Response to behavioural issues

National
Dementia Support Australia.50 

New South Wales
	■ The NSW Handbook – Assessment and 

management of people with behavioural and 
psychological symptoms of dementia (BPSD) 
handbook46

	■ TOP 5 initiative.62 

South Australia
Challenging behaviour policy framework.63 
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Step 3: Provide safe and high-quality care tailored to the patient’s needs

Managing medical issues 

Commission resources 
	■ Infographic outlining rationale and strategies for 

reducing inappropriate use of antipsychotics56 
(Figure 2)

	■ Safer use of medicines for cognitive 
impairment: Webinar.57

Medicines
Go to medicines on the resources/information  
a–z32 on the ACSQHC cognitive care website. 

Pain 
	■ Palliative care aged care evidence – cognitive 

issues64

	■ The Pain Puzzle Dementia Training Australia 
online course.65 

Environmental design
Go to environment on the resources/information 
a–z32 on the ACSQHC cognitive care website. 

Fast-track and transitions 
	■ The Transition Care Program66

	■ The NSW Aged Care Emergency (ACE) Model  
of Care67

	■ Victorian residential in-reach (RIR) program68

	■ Aged Care Services in Emergency Teams69

	■ Geriatric Emergency Department Intervention 
(GEDI).70 
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Figure 2: �Infographic outlining rationale and strategies for reducing 
inappropriate use of antipsychotics56
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REDUCING INAPPROPRIATE USE OF ANTIPSYCHOTICS
in people with behavioural and psychological symptoms of 
dementia (BPSD)
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Around 1 in 5
residents in Australian 
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prescribed at least 
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medicine
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for BPSD in all settings

They are often 
used for too long,
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consent or monitoring

Guidelines recommend
that antipsychotics  
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as first-line treatment for BPSD

Develop a care plan to 
anticipate and provide 
an individual response 
to BPSD
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consumers and carers
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improve prescribing and 
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Use data to inform  
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Identify and treat 
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as pain 
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Undertake 
medication review 

after transitions  
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other sedating  
medicines
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how to reduce the 
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Only one antipsychotic 
(risperidone) is 
approved for BPSD
on the PBS, and only to be used: 

• on authority script for 12 weeks
• for dementia of Alzheimer’s type

with psychosis and aggression, and
• after non-pharmacological

interventions have failed.

Educate individuals*
on risks vs benefits 
plus alternatives to 
antipsychotics
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