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Delirium, Dementia, Depression
Best Practice 
Resource Guide for 
Long Term Care
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Purpose of the Guide
· To develop a consistent approach to improving the care of residents with Dementia, Delirium and Depression (3Ds).
· To help staff to recognize the difference between Dementia, Delirium and Depression.

· Educate staff in the assessment and care of Dementia, Delirium and Depression.

Vision

· Assist staff with care that will provide better quality of life for residents that is unified.
· All residents with signs and symptoms of 3Ds will be identified and have an effective plan of care.
· Interdisciplinary approach with regular meetings to discuss 3Ds using best practices to resolve issues.

Goals

· Identify appropriate tools to utilize when assessing resident’s for the 3Ds

· Educate long-term care staff about the 3Ds
· Implement a 3Ds program based on best practices

· To improve continuity of resident care by implementing standardized procedures for information gathering so that all health care institutions have access to the same information. 

Intended Audience 

· Long Care Homes in Ontario: Nurses, Personal Support Workers / Health Care Aides, LTC Care Providers involved with 3Ds, and Management.
Best Practice Guidelines

Information within this resource guide is based on:
· Registered Nurses’ Association of Ontario (2003). Screening for Delirium, Dementia and Depression in Older Adults.
· Registered Nurses’ Association of Ontario (2004). Caregiving Strategies for Older Adults with Delirium, Dementia and Depression.
Definitions
Delirium:

‘The core features of delirium as defined by the DSM-IV criteria are: 

· Disturbance of consciousness (i.e., reduced clarity of awareness of the environment) with reduced ability to focus, sustain, or shift attention);
· A change in cognition (i.e., memory deficit, disorientation, language disturbance) or the development of a perceptual disturbance that is not better accounted for by a preexisting, established, or evolving dementia; and

· The disturbance develops over a short period of time (usually hours to days) and tends to fluctuate during the course of the day.

Delirium can occur as a consequence of a general medical condition, substance intoxication, substance withdrawal or could be due to multiple etiologies. It often arises from interplay of predisposing and precipitating factors’ (Canadian Coalition for Seniors’ Mental Health, pg. 22, 2006a).
Dementia:
‘Dementia is not a disease in itself, but characterizes a group of symptoms that accompany certain disease processes. The essential features of dementia include:

· memory loss that affects day-to-day function

· difficulty performing tasks

· problem with language

· disorientation of time and place

· poor or decreased judgment

· problems with abstract thinking

· misplacing things

· changes in mood or behaviour

· changes in personality

· loss of initiative (list of 10 common symptoms listed above obtained from Alzheimer Society of Canada)

· gait disorders (Patterson et al., 2001)’
(Registered Nurses’ Association of Ontario, 2003).
Depression:

‘The term depression is used when a cluster of depressive symptoms is present on most days, for most of the time, for at least 2 weeks and when the symptoms are of such intensity that they are out of the ordinary for that individual’ (Canadian Coalition for Seniors’ Mental Health, pg.8, 2006b).

Policy: Screening Delirium, Dementia, and Depression 

Assessment

The interdisciplinary team will:

· maintain a high index of suspicion for delirium, dementia and depression in residents (see The Screening Assessment Flow Diagram for Delirium, Dementia and Depression, page 13).
· screen residents for changes in cognition, function, behaviour and/or mood, based on their ongoing observations of the resident and/or concerns expressed by the resident, family and/or interdisciplinary team, including other specialty physicians using the P.I.E.C.E.S Model.
· objectively assess for cognitive changes by using one or more standardized tools in order to substantiate clinical observations (see page 14). 

Diagnosis

The interdisciplinary team will identify and communicate to the physician health issues, observations and concerns related to the resident’s health status to assist the physician to formulate a diagnosis.

Planning
The interdisciplinary team will:

· create partnerships with family members or significant others in the care of residents.
· use the P.I.E.C.E.S Model to assist in problem solving and develop care strategies.
Referrals
The interdisciplinary team will:

· determines when the resident is exhibiting features of delirium, dementia and/or depression, a referral for a medical diagnosis should be made to specialized geriatric services, specialized geriatric psychiatry services, neurologists, and/or members of the multidisciplinary team, as indicated by screening findings.

· should screen for suicidal ideation and intent when a high index of suspicion for depression is present, and seek an urgent medical referral. 
· should the interdisciplinary team have a high index of suspicion for delirium, an urgent medical referral is recommended.

Implementation
· All members of the health care team will be aware of the P.I.E.C.E.S Model to communicate the resident’s status, diagnosis and the plan of care.
· Clinical observations, interventions as well as the resident’s response and outcomes are documented.
Evaluation
The interdisciplinary team will monitor, evaluate, and modify the multi-component screening assessments for delirium, dementia and depression on an ongoing basis.
Policy: Caregiving Strategies for Residents with Delirium 

The interdisciplinary team on admission determines:

· if a resident is capable of personal care, treatment and financial decisions.
· If resident is incapable, nurses should approach substitute decision makers regarding care issues.
· whom the resident has appointed as Power of Attorney (POA) for personal care and finances, and whenever possible include the Power of Attorney along with the resident in decision-making, consent, and care planning.
· If there is no Power of Attorney, the team should encourage and facilitate the process for residents to appoint Power of Attorney and to have discussions about end of life treatment and wishes while mentally capable.
Assessment

The interdisciplinary team will:

· maintain a high index of suspicion for the prevention, early recognition and urgent treatment of delirium to support positive outcomes.
· initiate standardized screening methods to identify risk factors for delirium on initial and ongoing assessments (see page 13-14).
Diagnosis
The interdisciplinary team will identify and communicate to the physician health issues, observations and concerns related to the resident’s health status to assist the physician to formulate a diagnosis.

Planning
Prevention:

The interdisciplinary team will:

· have a role in prevention of delirium and should target prevention efforts to the resident’s individual risk factors. 
· create partnerships with family members or significant others in the care of residents. 
· use the P.I.E.C.E.S Model to assist in problem solving and develop care strategies.
Interventions

The interdisciplinary team will:

· target the individual root causes of delirium and select and record multi-component care strategies and implement them simultaneously to prevent delirium. 

· initiate prompt consultation to specialized services when needed. 

· be responsible for assessing, interpreting, managing, documenting and communicating the physiological status of their resident on an ongoing basis.

· maintain awareness of the effect of pharmacological interventions, carefully review the resident’s medication profiles, and report medications that may contribute to potential delirium. 
· identify, reduce, or eliminate environmental factors that may contribute to delirium. 

· maintain current knowledge of delirium and provide delirium education to the resident and family. 

· establish and maintain a therapeutic supportive relationship with residents based on the individual’s social and psychological aspects.

· be responsible for the prevention, identification and implementation of delirium care approaches to minimize disturbing behaviour and provide a safe environment. 

· avoid physical and chemical restraints as first line care strategies for residents with delirium. It is recommended that restraints not be used.

Implementation
· All members of the health care team will be aware of the P.I.E.C.E.S Model to communicate the resident’s status, diagnosis and the plan of care.

· Clinical observations, interventions as well as the resident’s response and outcomes are documented.
Evaluation
The interdisciplinary team will monitor, evaluate, and modify the multi-component intervention strategies on an ongoing basis to address the fluctuating course associated with delirium.
Policy: Caregiving Strategies for Residents with Dementia 

The interdisciplinary team on admission determines:

· if a resident is capable of personal care, treatment and financial decisions.
· If resident is incapable, nurses should approach substitute decision makers regarding care issues.
· whom the resident has appointed as Power of Attorney (POA) for personal care and finances, and whenever possible include the Power of Attorney along with the resident in decision-making, consent, and care planning.
· If there is no Power of Attorney, the team should encourage and facilitate the process for residents to appoint Power of Attorney and to have discussions about end of life treatment and wishes while mentally capable.
Assessment
The interdisciplinary team will:

· maintain a high index of suspicion for the early symptoms of dementia to initiate appropriate assessments and facilitate individualized care.
· contribute to comprehensive standardized assessments to rule out or support the identification and monitoring of dementia based on their ongoing observations and expressed concerns from the resident, family, and interdisciplinary team (see page 14).
Diagnosis
The interdisciplinary team will identify and communicate to the physician health issues, observations and concerns related to the resident’s health status to assist the physician to formulate a diagnosis.

Planning

The interdisciplinary team will:

· create partnerships with family members or significant others in the care of residents. 
· use the P.I.E.C.E.S Model to assist in problem solving and develop care strategies.
· avoid physical and chemical restraints as first line care strategies for residents with dementia.
Implementation:

· All members of the health care team will be aware of the P.I.E.C.E.S Model to communicate the resident’s status, diagnosis and the plan of care.

· Clinical observations, interventions as well as the resident’s response and outcomes are documented.
Evaluation:

The interdisciplinary team will monitor, evaluate, and modify the multi-component intervention strategies for residents’ diagnosis with dementia on an ongoing basis.
Policy: Caregiving Strategies for Residents with Depression 


The interdisciplinary team on admission determines:

· if a resident is capable of personal care, treatment and financial decisions.
· If resident is incapable, nurses should approach substitute decision makers regarding care issues.
· whom the resident has appointed as Power of Attorney (POA) for personal care and finances, and whenever possible include the Power of Attorney along with the resident in decision-making, consent, and care planning.
· If there is no Power of Attorney, the team should encourage and facilitate the process for residents to appoint Power of Attorney and to have discussions about end of life treatment and wishes while mentally capable.
Assessment
The interdisciplinary team will:

· maintain a high index of suspicion for early recognition/early treatment of depression in order to facilitate support and individualized care.
· use standardized assessment tools to identify the predisposing and precipitating risk factors associated with depression (see page 14).
· initiate prompt attention for residents exhibiting suicidal ideation or intent to harm others.
Diagnosis
The interdisciplinary team will identify and communicate to the physician health issues, observations and concerns related to the resident’s health status to assist the physician to formulate a diagnosis.

Planning

The interdisciplinary team will:

· need to facilitate creative resident/family/community partnerships to ensure quality care that is individualized for the resident with depression. 
· use the P.I.E.C.E.S Model to assist in problem solving and develop care strategies.
· avoid physical and chemical restraints as first line care strategies for residents with depression.
Implementation:

· All members of the health care team will be aware of the P.I.E.C.E.S Model to communicate the resident’s status, diagnosis, and the plan of care.

· Clinical observations and interventions as well as the resident’s response and outcomes are documented.
Evaluation

The interdisciplinary team will monitor the resident for re-occurrence of depression for 6 months to 2 years in the early stages of recovery and ongoing for those with chronic depression.
Education Strategies for Delirium, Dementia and Depression 

Screening Delirium, Dementia, Depression

The interdisciplinary team will:

· recognize that delirium, dementia and depression present with overlapping clinical features and may co-exist in the resident (see page 15-17).
· be aware of the differences in the clinical features of delirium, dementia and depression and use a structured assessment method to facilitate this process
(see page 15-17).
Dementia

The interdisciplinary team caring for residents with dementia will have knowledge of:

· the most common presenting symptoms of: Alzheimer Disease, Vascular Dementia, Frontotemporal Lobe Dementia, Lewy Body Dementia, and be aware that there are mixed dementias.
· pain assessments and management to promote physical and emotional well-being.
· non-pharmacological interventions for managing behaviour to promote physical and psychological well-being.
· pharmacological interventions and should advocate for medications that have fewer side effects.
· their residents, recognize their retained abilities, understand the impact of the environment, and relate effectively when tailoring and implementing their caregiving strategies. 

Depression

The interdisciplinary team will:

· must be aware of multi-component care strategies for depression.

· Non-pharmacological interventions

· Pharmacological caregiving strategies
**For more information on Delirium, Dementia and Depression see page 18 for a list of resources.
Some examples of education strategies

	· Lecture
	· Role Play

	· Questioning
	· Simulations/Games

	· Discussion; and
	· Mentoring & Coaching

	· Group Work
	· Programmed Instruction

	· Collaborative Learning
	· Modularized Instruction

	· Case Study
	· Independent Learning

	· Reflective journals
	


Evaluation Strategies

Interdisciplinary Team, Resident, Family: Satisfaction

· Feedback questionnaires
· Participation/Attendance at in-services
· Family and residents feedback
Interdisciplinary Team: Learning

· Staff testing
· Peer review
· Self-Evaluation

Interdisciplinary Team: Application

· Observations 
· Chart reviews 
· Policy and Procedure review

· Follow-up with interdisciplinary team at specific time frames or when needed

· Revisit resident quarterly to evaluate care plan

· Behaviour tracking

· Follow-up assessments

· Care conferences
Interdisciplinary Team: Intangible

· Supportive work climate

· Innovation

· Teamwork

· Improved communication

· Commitment

· Satisfaction

· Decreased complaints/grievances

· Decisiveness

Kirkpatrick, D. L. (1994). Evaluating training programs: The four levels. San Francisco, CA: Benett-Koehler.

Phillips, J., & Phillips, P. (2003). Using action plans to measure ROI. Performance Improvement, 42(1), 24-33.

The Screening Assessment Flow Diagram for Delirium, Dementia and Depression
Adapted from: Registered Nurses’ Association of Ontario. (2003). Screening for Delirium, Dementia and Depression in the Older Adults. Toronto, Canada: Registered Nurses’ Association of Ontario.
Assessment Tools


For the above resources see the Toronto Best Practice in LTC Initiative. (2007). 3D’s Delirium Depression Dementia Resource Guide. Toronto


Developed by: Toronto Region Best Practice in LTC Initiative January 2007
Developed by: Toronto Region Best Practice in LTC Initiative January 2007
Developed by: Toronto Region Best Practice in LTC Initiative January 2007
Delirium, Dementia and Depression Resources


Canadian Coalition for Seniors’ Mental Health
Canadian Coalition for Seniors’ Mental Health. (2006). National Guidelines for Seniors’ Mental Health: The assessment and treatment of mental health issues in long term care homes (focus on mood and behaviour symptoms). Toronto

Canadian Coalition for Seniors’ Mental Health. (2006). National Guidelines for Seniors’ Mental Health: The assessment and treatment of depression. Toronto.

Canadian Coalition for Seniors’ Mental Health. (2006). National Guidelines for Seniors’ Mental Health: The assessment and treatment of delirium. Toronto.
Canadian Coalition for Seniors’ Mental Health. (2006). National Guidelines for Seniors’ Mental Health: The assessment of suicide risk and prevention of suicide. Toronto.
P.I.E.C.E.S

Putting the P.I.E.C.E.S together: P.I.E.C.E.S. is a best practice learning and development initiative that provides an approach to understanding and enhancing care for individuals with complex cognitive and mental health needs; it is a Model for Changing Practice. 
Canada Toll Free: 1-866-400-8823, http://www.piecescanada.com/index.html
Registered Nurses’ of Association of Ontario
Registered Nurses’ Association of Ontario (2003). Screening for Delirium,

Dementia and Depression in Older Adults. Toronto.
Registered Nurses’ Association of Ontario (2004). Caregiving Strategies for

Older Adults with Delirium, Dementia and Depression. Toronto.
Royal Victoria Hospital

Royal Victoria Hospital (2005). Recognition and Screening of Delirium, Dementia and Depression: A self learning guide. Barrie

Royal Victoria Hospital (2005). 3Ds Teaching package includes a PowerPoint presentation, a care pathway and policies and procedures. There is a charge of $75.00 for the entire 3Ds program. If interested in obtaining the complete program contact Rhonda Johnstone at 705-728-9090 ext 4779.
Toronto Best Practice in Long Term Care Initiative

Toronto Best Practice in LTC Initiative. (2007). 3D’s Delirium Depression Dementia Resource Guide. Toronto
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Dementia





Folstein Mini-Mental Status Exam (MMSE) and the Clock Drawing Test (CDT)


Tend to be used together; screen for cognitive impairment which may suggest dementia or delirium.


These screening tests do not provide diagnoses but rather should be viewed as part of the whole assessment picture. 


Assesses areas of cognitive function that assists to differentiate if an organic brain disorder may be present and to what degree.


Clock: tests abstraction, attention, concentration and visuospatial constructional skills.





Mini-Cog Dementia Screen


3-minute cognitive screen developed in a purposively ethnolinguistically diverse sample. 


Detects clinically significant cognitive impairment as well as or better than the MMSE in multiethnic elderly individuals.


Easier to administer to non-English speakers, and less biased by low education and literacy.





Cohen Mansfield Agitation Inventory (CMAI)


Used to assess the frequency of manifestations of agitated behaviour; specific forms of this scale offer the opportunity for care teams to rate the degree of disruptiveness the behaviours create.





Delirium





Confusion Assessment Method (CAM) Instrument


To help identify individuals who may be suffering from delirium or an acute confusional state Useful for differentiating delirium and dementia.





I WATCH DEATH: Acronym for finding the cause of delirium.





Depression





Geriatric Depression Scale and Geriatric Depression Scale (GDS –4 Short Form)


May assist in supporting a diagnosis of depression (an adjunct to clinical assessment) Provides quantitative rating of depression.





Cornell Scale for Depression


Used to assess for depression in dementia. 


Should have assessment information that suggests depression before using.





SIG E CAPS


If there are nervous problems or a depressed mood use the acronym SIG E CAPS (Sleep disturbance, loss of Interest, feelings of Guilt, low Energy, Concentration and cognitive difficulties, Appetite disturbance, Psychomotor changes, Suicidal ideation) to describe.





Suicide Risk in the Older Adult


Helps identify suicidal risk in individuals with a depressed mood.














�





�





�





�











PAGE  
1

