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Delirium Clinical Care Standard

1	� A patient presenting to hospital with one or more key risk factors 
for delirium receives cognitive screening using a validated test. In 
addition, the patient and their carer are asked about any recent 
changes (within hours or days) in the patient’s behaviour or thinking.

2	� A patient with cognitive impairment on presentation to hospital, or 
who has an acute change in behaviour or cognitive function during a 
hospital stay, is promptly assessed for delirium by a clinician trained 
and competent in delirium diagnosis and in the use of a validated 
diagnostic tool. The patient and their carer are asked about any 
recent changes in the patient’s behaviour or thinking. The patient’s 
diagnosis is discussed with them and is documented.

3	� A patient at risk of delirium is offered a set of interventions to prevent 
delirium and regular monitoring for changes in behaviour, cognition 
and physical condition.

4	� A patient with delirium is offered a set of interventions to treat the 
causes of delirium, based on a comprehensive assessment.

5	� A patient with delirium receives care based on their risk of falls and 
pressure injuries.

6	� Treatment with an antipsychotic medicine is only considered if a 
patient with delirium is distressed and the cause of their distress 
cannot be addressed and non-drug strategies have failed to ease 
their symptoms.

7	� Before a patient with current or resolved delirium leaves hospital, 
the patient and their carer are involved in the development of an 
individualised care plan and are provided with information about 
delirium. The plan is developed collaboratively with the patient’s 
general practitioner and describes the ongoing care that the patient 
will require after they leave hospital. It includes a summary of any 
changes in medicines, strategies to help reduce the risk of delirium  
and prevent complications from it, and any other ongoing treatments. 
This plan is provided to the patient and their carer before discharge, 
and to their general practitioner and other ongoing clinical providers 
within 48 hours of discharge.
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Clinical Care Standards aim to support 
the delivery of appropriate care, 
reduce unwarranted variation in care, 
and promote shared decision making 
between patients, carers and clinicians. 

A Clinical Care Standard is a small number of 
quality statements that describe the clinical care 
that a patient should be offered for a specific 
clinical condition. It differs from a clinical practice 
guideline: rather than describing all the components 
of care for managing a clinical condition, a Clinical 
Care Standard addresses priority areas for quality 
improvement.  

The Clinical Care Standard supports:

•	 people to know what care should be offered 
by their healthcare system, and make informed 
treatment decisions in partnership with their 
clinician

•	 clinicians to make decisions about appropriate 
care  

•	 health services to examine the performance of 
their organisation and make improvements in the 
care they provide.

This Clinical Care Standard was developed by 
the Australian Commission on Safety and Quality 
in Health Care (the Commission) in collaboration 
with consumers, clinicians, researchers and health 
organisations.a It complements the Commission’s 
resource, A better way to care: safe and high-
quality care for patients with cognitive impairment 
(dementia and delirium) in hospital1, and builds 
on existing state and territory-based initiatives, 
such as the Confused hospitalised older persons 
program (NSW)2, Older people in hospital resource 
(Victoria)3, and the Delirium model of care (WA).4

For more information about the development of 
this Clinical Care Standard, visit  
www.safetyandquality.gov.au/ccs.

Introduction

a	 The evidence base for these statements is available at www.safetyandquality.gov.au/ccs.

Context 
Delirium is an acute change in mental status that is 
common among older patients in hospital.5 Despite 
being a serious condition that is associated with 
increased mortality6-8, delirium is poorly recognised, 
both in Australian hospitals4, 9 and internationally.
Prevention is the most effective strategy, but 
outcomes for patients with delirium can also be 
improved by early intervention.

Delirium is characterised by a disturbance of 
consciousness, attention, cognition and perception 
that develops over a short period of time (usually 
hours to a few days).6, 12 Patients with delirium may 
be agitated and restless (hyperactive delirium), 
quiet and withdrawn (hypoactive delirium), or move 
between these two subtypes (mixed delirium).5, 6 

The burden associated with delirium is high. Often 
a frightening and isolating experience13, it is also 
associated with poor outcomes for patients.6 
Compared with patients of the same age without 
delirium, patients with delirium have an increased 
risk of death, increased length of stay, increased 
risk of falls, a greater chance of being discharged to 
a higher dependency of care and a greater chance 
of developing dementia.5-7 

Delirium is sometimes confused with dementia 
but there are important differences. The onset 
of delirium is quick (over hours to a few days), 
disturbed consciousness and impaired attention 
are common, and symptoms usually fluctuate. 
In contrast, onset of dementia is gradual, people 
with dementia are usually alert, and cognition and 
symptoms are slowly progressive.5 Dementia is 
a risk factor for delirium, which can complicate 
diagnosis, as some people who present to hospital 
with delirium may have underlying and undiagnosed 
dementia.5 

About 10% to 18% of Australians aged 65 years 
or older have delirium at the time of admission to 
hospital, and a further 2% to 8% develop delirium 
during their hospital stay.9, 14 Currently there are no 
data on the prevalence of delirium among Aboriginal 

10, 11

http://www.safetyandquality.gov.au/ccs
http://www.safetyandquality.gov.au/ccs
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and Torres Strait Islander peoples, but high rates 
of dementia and cognitive impairment in some 
Indigenous communities15-18 suggests that delirium 
prevalence may also be greater than that in the 
overall Australian population.

Rates of delirium vary according to the healthcare 
settings, with incidences of 30% or more in patients 
following cardiac surgery and hip surgery5, and 
incidences of 50% or more in adult intensive care 
units, regardless of patient age.5, 19, 20

While delirium can occur in patients of any age, 
older patients with cognitive impairment, dementia, 
severe medical illness or a hip fracture are 
considered those at greatest risk during a hospital 
admission.6 Sensory impairment (difficulty in hearing 
or seeing), infection, the use of certain medicines 
or multiple medicines, abnormal serum sodium 
levels, urinary catheterisation and depression also 
predispose older patients to develop delirium.5, 21 

Despite guidelines on managing delirium, early 
detection is poor and most cases of delirium are 
missed.4, 9, 11 Delirium is potentially preventable in 
more than a third of older people with risk factors.22  
Early identification of patients at risk is important so 
that effective interventions can be put in place.5, 6  
Prompt diagnosis and timely treatment of underlying 
causes are important for reducing the severity and 
duration of delirium and risk of complications from it. 

The Delirium Clinical Care Standard aims to 
ensure that patients with delirium at the time of 
presentation to hospital receive optimal treatment to 
reduce the duration and severity of the condition. It 
also aims to ensure that patients at risk of delirium 
during a hospital admission are identified promptly 
and receive preventive strategies. 

Clinicians and health services can use this Clinical 
Care Standard to support the delivery of high-
quality care.

Key evidence sources for the Delirium Clinical 
Care Standard are the Australian Clinical practice 
guidelines for the management of delirium in older 
people5 and the United Kingdom’s National Institute 
for Health and Clinical Excellence (NICE) guideline, 
Delirium: diagnosis, prevention and management.6

Central to the delivery of patient-centred care 
identified in this Clinical Care Standard is an 
integrated, systems-based approach supported by 
health services and networks of services. 

Key elements of this approach include: 

•	 an understanding of the capacity and limitations 
of each component of the health care system 
across metropolitan, regional and remote 
settings, including pre-hospital, within and 
across hospitals, through to community and 
other support services 

•	 clear lines of communication across components 
of the health care system

•	 appropriate coordination so that people receive 
timely access to optimal care regardless of how 
or where they enter the system.

Scope 
This Clinical Care Standard relates to the care that 
adult patients (18 years and older) with suspected 
delirium and adult patients at risk of developing 
delirium should receive from presentation to 
hospital through to transition to primary care.

The care of children and young people (under the 
age of 18 years) with suspected delirium, and the 
care of patients with delirium tremens (alcohol or 
substance withdrawal delirium) are outside the 
scope of this Clinical Care Standard. Specific 
guidance on the management of delirium tremens 
exists and should be consulted if appropriate.23, 24
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Many quality statements in the Delirium Clinical 
Care Standard also apply to patients receiving 
palliative and/or end-of-life care. Specific guidance  
on the management of delirium in patients  
receiving palliative care should also be consulted 
if appropriate. 

While this Clinical Care Standard applies to the 
care received by patients in hospitals, it can also be 
adapted for use by residential aged care facilities.

Goal
To improve the prevention of delirium in patients 
at risk and to improve the early diagnosis and 
treatment of patients with delirium, so as to reduce 
the severity and duration of delirium. 

Local monitoring
The Commission has developed a set of indicators 
to support clinical teams and health services to 
identify and address areas that require improvement 
at a local level (see Appendix). 

Monitoring the implementation of the Clinical 
Care Standards will assist in meeting some of the 
requirements of the National Safety and Quality 
Health Service (NSQHS) Standards. Information 
about the NSQHS Standards is available at 
www.safetyandquality.gov.au/accreditation.

The Indicator Specification: Delirium Clinical Care 
Standard with full details of the indicators can be 
found at http://meteor.aihw.gov.au/content/index.
phtml/itemId/613164

Supporting documents 
The following resources supporting this Clinical 
Care Standard are available from the Commission’s 
website at www.safetyandquality.gov.au/ccs

•	 a consumer fact sheet 

•	 a clinician fact sheet 

•	 data collection tools 

•	 the Guide for use and data dictionary for the 
Delirium Clinical Care Standard indicators.

Complementing this Clinical Care Standard is the 
resource, A better way to care: safe and high-
quality care for patients with cognitive impairment 
(dementia and delirium) in hospital.1 Handbooks for 
clinicians, consumers and health services managers 
are available at www.safetyandquality.gov.au/our-
work/cognitive-impairment/better-way-to-care/

Patient-centred care
Patient-centred care is health care that is respectful 
of, and responsive to, the preferences, needs and 
values of patients and consumers.25 

Clinical Care Standards support the key principles 
of patient-centred care, namely: 

•	 treating patients with dignity and respect

•	 encouraging and supporting patient participation 
in decision making

•	 communicating and sharing information with 
patients about clinical conditions and treatment 
options

•	 providing patients with information in a format 
that they understand so they can participate in 
decision making.26

http://meteor.aihw.gov.au/content/index.phtml/itemId/613164
http://meteor.aihw.gov.au/content/index.phtml/itemId/613164
http://www.safetyandquality.gov.au/ccs
http://www.safetyandquality.gov.au/our-work/cognitive-impairment/better-way-to-care/
http://www.safetyandquality.gov.au/our-work/cognitive-impairment/better-way-to-care/
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Substitute decision-makers
Patients with delirium should have the opportunity 
to make informed decisions about their care and 
treatment. If a patient lacks capacity to make a 
decision about their health care and treatment is 
not urgent, clinicians must seek consent from a 
substitute decision-maker. To support clinicians, 
health services should have systems in place 
for identifying the capacity of patients to make 
decisions about their care, and for identifying 
substitute decision-makers if required. The 
systems should follow the relevant state or territory 
legislation that deals with consent to medical 
treatment and guardianship. More information can 
be found at www.advancecareplanning.org.au 

Carers and family members
Carers and family members have a central role in 
the prevention, early recognition, assessment and 
recovery relating to a patient’s health conditions. 
They know the patient very well, and can provide 
detailed information about the patient’s history, 
routines or symptoms, which may assist in 
determining treatment and ongoing support.25 

Each quality statement in the Clinical Care Standard 
should be understood to mean that carers 
and family members are involved in clinicians’ 
discussions with patients about their care, if the 
patient prefers carer involvement. 



Quality statements
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Quality statement 1  
Early screening  

A patient presenting to hospital with one or more key risk factors for delirium 
receives cognitive screening using a validated test. In addition, the patient and their 
carer are asked about any recent changes (within hours or days) in the patient’s 
behaviour or thinking.

Purpose
To ensure patients with delirium and those at risk of delirium who present to hospital are identified early so 
that appropriate management and preventive measures can be put in place. 

Rationale
Delirium is often missed in patients who present to hospital.4, 9 A structured approach can help improve 
detection rates.5 Age ≥ 65 years, known cognitive impairment/dementia, severe medical illness and current 
hip fracture are key risk factors for delirium; additional risk factors may be included. Patients with any one 
key risk factor should undergo cognitive screening, be asked about any recent changes in behaviour and 
thinking, and receive interventions to prevent delirium.6 Cognitive screening on presentation helps identify 
patients who should be assessed for delirium and is useful for monitoring delirium onset during a hospital 
stay.5, 27, 28 Patients who have cognitive impairment or who have had a recent change in behaviour or thinking 
may have delirium and need to be assessed for it.6
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b	 A range of validated cognitive function tests is available for use in hospitals. Some examples are:

	 i.	� The Abbreviated Mental Test Score (AMTS)29

		  http://www.racgp.org.au/your-practice/guidelines/silverbook/tools/abbreviated-mental-test-score/

	 ii.	 The Standardised Mini-Mental State Examination (SMMSE)30 

		  https://www.ihpa.gov.au/what-we-do/standardised-mini-mental-state-examination-smmse

	 iii.	 The 4AT test: screening instrument for cognitive impairment and delirium31

		  www.the4AT.com

	 iv.	 Rowland Universal Dementia Assessment Scale (RUDAS).32

		  http://www.dementia-assessment.com.au/cognitive/index.html

	 v.	 Kimberly Indigenous Cognitive Assessment tools (KICA)33

		  https://www.perkins.org.au/wacha/our-research/indigenous/kica/

Refer to A better way to care: safe and high-quality care for patients with cognitive impairment (dementia and delirium) in hospital1 for 
more examples.

•	 For patients. After arriving at hospital, if you are at risk of getting delirium, you are offered a short test to 
see if you have problems with your memory, in putting your thoughts together and in communicating with 
others. In the test, a doctor, nurse or other clinician asks you a series of questions. You and your carer are 
also asked about any recent changes in your behaviour.

•	 For clinicians. Identify patients at risk of delirium and offer cognitive screening using a validated 
cognitive function test that is culturally appropriate.b Patients with one or more of the following key risk 
factors should receive cognitive screening:6

−− age ≥ 65 years (≥ 45 years for Aboriginal and Torres Strait Islander peoples2)

−− known cognitive impairment/dementia

−− severe medical illness 

−− current hip fracture.

In addition, ask the patient and their carer, family member or other informant about any recent changes 
(within hours or days) in the patient’s behaviour or thinking.

•	 For health services. Ensure systems are in place to support routine screening of cognitive function for 
patients at risk of delirium who present to a health service. This includes ensuring that locally-agreed 
validated cognitive function tests, appropriate to the cultural backgrounds of relevant communities, are 
available, and that they are used by staff trained and competent in their use.

What the quality statement means

http://www.racgp.org.au/your-practice/guidelines/silverbook/tools/abbreviated-mental-test-score/
http://www.the4AT.com
http://www.dementia-assessment.com.au/cognitive/index.html
https://www.perkins.org.au/wacha/our-research/indigenous/kica/
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Quality statement 2  
Assessing for delirium  

A patient with cognitive impairment on presentation to hospital, or who has an 
acute change in behaviour or cognitive function during a hospital stay, is promptly 
assessed for delirium by a clinician trained and competent in delirium diagnosis and 
in the use of a validated diagnostic tool. 

The patient and their carer are asked about any recent changes in the patient’s 
behaviour or thinking. The patient’s diagnosis is discussed with them and is 
documented.

Purpose
To improve the early diagnosis and timely treatment of patients with delirium. 

Rationale
Early diagnosis and prompt treatment offers patients with delirium the best chance of recovery.5 A range 
of clinicians can accurately diagnose delirium with the aid of a validated tool, but training in the tool is 
essential.34 Carers or family members are often the best source of information about acute changes in a 
patient’s mental status or behaviour.35
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•	 For patients. If you are in hospital and your symptoms suggest that you may have delirium, a doctor, 
nurse or other qualified clinician carries out an assessment to confirm if you have delirium. Part of the 
assessment includes asking if you or your carer have noticed any recent changes in your thinking or 
behaviour, such as being confused, agitated, quieter, sleepier, or less communicative than usual. The 
doctor or nurse discusses your diagnosis with you and your carer, and documents your diagnosis in your 
health record. 

•	 For clinicians. Assess for delirium, with the aid of a validated diagnostic tool:c, d 

−− patients with cognitive impairment on presentation to hospital, and

−− patients who have a sudden decline in cognitive function or change in behaviour during their hospital 
admission.2, 5, 6 

Seek information about the patient’s usual mental status from the patient and their carer, general 
practitioner, other primary care provider or informant. Ask about behavioural changes such as, confusion, 
worsened concentration, agitation, restlessness, sleepiness (including altered levels of consciousness), 
whether the patient has been less communicative or less responsive than usual, or has had difficulty 
cooperating with reasonable requests or has had other alterations in mood.6 

Discuss the diagnosis with the patient and their carer and document the diagnosis in the patient’s health 
record.6

•	 For health services. Ensure systems are in place to support clinicians assess patients with suspected 
delirium. This includes ensuring that a validated locally-agreed diagnostic tool for delirium is available and 
that clinicians are trained and competent in its use.

c  Some examples of validated diagnostic tools:

	 i.	 Confusion Assessment Method (CAM)35,36 

	 ii.	 Confusion Assessment Method (CAM-ICU)37 

	 iii.	 3D-CAM. 38

d  The current diagnostic standard for delirium is described in the Diagnostic Statistical Manual of Mental Disorders (DSM-5)39

What the quality statement means
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Quality statement 3  
Interventions to prevent delirium 

A patient at risk of delirium is offered a set of interventions to prevent delirium and 
regular monitoring for changes in behaviour, cognition and physical condition.

Purpose
To reduce the incidence of delirium among patients who are at risk. 

Rationale
Delirium can be prevented in more than a third of older patients at risk.22 Multicomponent interventions 
reduce the incidence of delirium and may prevent complications, such as falls.22 Regular monitoring of 
patients at risk of delirium for changes in behaviour, cognition and physical condition can assist the prompt 
detection of delirium.5 
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•	 For patients. If you are at risk of developing delirium, a doctor, nurse or other clinician offers care to 
reduce your risk. Care may include a combination of things, such as reviewing your medicines, giving 
you more fluids, or helping you stay as mobile as possible.5, 6 Your family and carers are encouraged to 
be involved in your care and are given information about delirium and how to prevent it. You also receive 
regular checks on your physical condition and cognition (ability to put your thoughts together and to 
communicate).

•	 For clinicians. Offer patients a set of interventions to prevent delirium, taking into account clinical 
risk factors and the setting.5, 6 Discuss with the patient and their carer the interventions being put in 
place and encourage family and carers to be involved (e.g. providing orientation and reassurance to the 
patient). Monitor patients regularly for changes in cognition and behaviour, and for clinical deterioration.5 
Provide carers with information about delirium and how to prevent it.e  
 
Interventions for preventing delirium include:5, 6

−− medication review

−− correction of dehydration, malnutrition and constipation

−− mobility activities

−− oxygen therapy

−− pain assessment and management

−− regular reorientation and reassurance

−− activities for stimulating cognition

−− non-drug measures to help promote sleep

−− assistance for patients who usually wear hearing and visual aids. 

These interventions should be implemented for patients at risk of delirium as well as for those with 
delirium. 

•	 For health services. Ensure systems are in place to support clinicians in providing patients at risk of 
delirium with a set of preventive strategies and regular monitoring.

e	 An example of patient information about delirium can be found at:

	 http://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0018/181701/Delirium-Brochure.pdf

What the quality statement means
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Quality statement 4  
Identifying and treating underlying causes  

A patient with delirium is offered a set of interventions to treat the causes of 
delirium, based on a comprehensive assessment.

Purpose
To ensure patients with delirium receive timely treatment of the underlying cause(s) of delirium.

Rationale
Identifying and treating the causes of delirium early is likely to reduce the duration and severity of delirium.5, 6 
There are many potential causes of delirium, so a comprehensive assessment is required.
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What the quality statement means
•	 For patients. If you are diagnosed with delirium, in consultation with you and your carer, a doctor or 

nurse carries out a medical check to identify what is causing the delirium and how best to treat it. You 
receive a physical examination and tests (e.g. blood test, urine test, chest X-ray), and also a check of the 
medicines you are taking and any recent changes to them and a check on whether you are in pain. You 
receive treatments based on the causes identified (e.g. a change to your medicines, more fluids, a course 
of antibiotics if you have an infection).

•	 For clinicians. Carry out a comprehensive assessment of the patient, in consultation with the patient 
and their carer, to identify possible causes for delirium.5, 6 Seek a patient summary from the patient’s 
general practitioner to help inform the investigation. A comprehensive assessment involves:

−− a medical and social history, paying close attention to the patient’s medication history, their pain 
management needs, and their nutritional status

−− a physical examination

−− investigations, informed by the medical history and physical examination.

Start treatment based on the causes identified, ensuring that interventions for preventing delirium, such as 
involving carers and modifying the environment, are also in place. Monitor patients regularly for changes 
in cognition and behaviour, including clinical deterioration.

•	 For health services. Ensure systems are in place to support clinicians in identifying and treating the 
causes of delirium.
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Quality statement 5  
Preventing falls and pressure injuries  

A patient with delirium receives care based on their risk of falls and pressure 
injuries.

Purpose
To minimise the risk of hospital-acquired complications for patients with delirium. 

Rationale
Patients with delirium have a higher incidence of hospital-acquired complications, such as falls and pressure 
injuries, compared with patients of the same age without delirium.7, 40 
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What the quality statement means
•	 For patients. If you have delirium, you are offered care to reduce your risk of falling over and having an 

injury from a fall, and care to reduce your risk of developing a pressure sore. Your family and carers are 
encouraged to be involved in your care.

•	 For clinicians. If a patient has delirium, assess, monitor and document their risk of having a fall and 
harm from a fall, and their risk of developing a pressure injury. Put in place interventions tailored to these 
assessments in consultation with the patient and their carer.

•	 For health services. Ensure systems are in place to support clinicians in identifying and managing the 
risk of falls and pressure injuries for patients with delirium. This includes implementation of the related 
NSQHS Standards.
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Quality statement 6 
Minimising use of antipsychotic medicines

Treatment with an antipsychotic medicine is only considered if a patient with 
delirium is distressed and the cause of their distress cannot be addressed and  
non-drug strategies have failed to ease their symptoms.f

Purpose
To ensure that patients with delirium are not routinely prescribed an antipsychotic medicine, and that those 
who are distressed receive an assessment for possible causes as well as non-drug strategies before an 
antipsychotic medicine is considered.5, 41 Other psychotropic medicines (e.g. benzodiazepines) are not an 
appropriate alternative to an antipsychotic medicine.5, 41

Rationale
Antipsychotic medicines have a number of serious adverse effects for older people and can worsen 
delirium.23 Reserving antipsychotic medicines for patients who are distressed and in whom non-drug 
strategies are ineffective, may help reduce the incidence of adverse drug events.5, 6 

f 	 Antipsychotic medicines do not have Australian marketing approval for treating delirium. 
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•	 For patients. If you have delirium and you are distressed, you receive emotional support, noise 
is minimised (if possible), and the cause of your distress is investigated. Your family and carers are 
encouraged to be involved in your care. If you remain distressed, a doctor or nurse discusses with you 
and your carer if an antipsychotic medicine at a low dose for a short time may help ease your symptoms. 
They also discuss with you the choice of antipsychotic medicine, its side effects and benefits, dose, 
and how long you need to take it for. Use of materials or equipment that restrict movement is avoided if 
possible.

•	 For clinicians. If a patient with delirium is distressed:

−− investigate possible causes by conducting a comprehensive assessment including a medication review

−− offer the patient emotional support and other non-drug strategies, involving carers if possible to calm 
the patient and de-escalate the situation5, 6, 42

−− ensure the environment is safe for the patient, noise is minimised, and the patient is closely observed5, 43

−− avoid the use of physical restraints if possible as they can increase agitation, prolong delirium and 
increase the risk of injury44, 45 

−− reserve antipsychotic medicines for patients who are distressed despite non-drug strategies4, 40, such 
as patients whose behavioural or emotional disturbance is a threat to themselves or others.5, 41

If non-drug strategies are ineffective and an antipsychotic medicine is being considered for a patient with 
delirium who is distressed:

−− before prescribing, refer to guidelines, such as The AMH aged care companion41 or the Therapeutic 
guidelines: psychotropic23

−− discuss with the patient and carer the choice of antipsychotic medicine, the risks and benefits, dosage, 
and duration23

−− use a low dose, closely monitor response before considering any dose increases, and limit use for as 
short a period as possible23 

−− use antipsychotic medicines with caution or not at all for people with Parkinson’s disease or dementia 
with Lewy Bodies.6

•	 For health services. Ensure systems are in place to guide the treatment of patients with delirium and 
that these systems support use of non-drug strategies as first-line therapy. Systems may require one-
on-one nursing or a trained support person (that is, specialling), and involvement of family members.5, 43 
Ensure there are systems to support the appropriate use of antipsychotics, such as guidance for clinicians 
on dosage, duration of therapy, and the need for regular review. Ensure that systems are also in place to 
minimise the use of physical restraints.

What the quality statement means
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Quality statement 7 
Transition from hospital care

Before a patient with current or resolved delirium leaves hospital, the patient and 
their carer are involved in the development of an individualised care plan and are 
provided with information about delirium. The plan is developed collaboratively with 
the patient’s general practitioner and describes the ongoing care that the patient 
will require after they leave hospital. It includes a summary of any changes in 
medicines, strategies to help reduce the risk of delirium and prevent complications 
from it, and any other ongoing treatments. This plan is provided to the patient and 
their carer before discharge, and to their general practitioner and other ongoing 
clinical providers within 48 hours of discharge.

Purpose
To ensure patients with current or resolved delirium, their carer, and their general practitioner or ongoing 
clinical provider are informed about the diagnosis of delirium and of the treatment the patient will require after 
they leave hospital.

Rationale
Effective communication between hospital clinicians and ongoing clinical providers is essential for the 
ongoing care and recovery of patients with delirium23, many of whom may have unresolved symptoms at the 
time of discharge.7 Providing patients and carers with information about delirium and involving them in the 
development of the care plan allows treatment goals to be tailored to the patient’s needs and circumstances.  
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•	 For patients. Before you leave hospital, a doctor, nurse or other clinician discusses with you and your 
carer your episode of delirium and the ongoing care you will need when you leave hospital. They provide 
you with information about delirium and help develop a plan with you and your carer in a format that you 
understand. The plan sets out your goals of care and ways that you can reduce your risk of delirium and 
prevent complications from it, such as eating a nutritious diet and drinking enough water. It describes the 
ongoing treatments you may need, such as the medicines you need to take and why medicines may have 
stopped. It also includes the community support services you are referred to. You get a copy of this plan 
before you leave hospital. Your general practitioner and other ongoing clinical providers get a copy within 
two days of you leaving hospital.

•	 For clinicians. Before the patient leaves hospital, develop an individualised care plan with the patient 
and their carer and provide them with information about delirium.g In the plan, include strategies for 
managing persistent delirium and for preventing delirium recurrence. Describe all ongoing treatments and 
any follow up needed for any comorbidities. List all medicines that the patient needs to take, specifying 
for each one: the generic drug name, dose, reason for use, and duration. Explain why any medicines 
have been stopped or changed. If an antipsychotic medicine is prescribed, include a plan for ongoing 
review and withdrawal. Include contact details of ongoing support services available in the community, 
as appropriate. Provide the care plan to the patient and their carer before they leave hospital and to their 
general practitioner and other ongoing clinical providers within 48 hours of the patient leaving hospital.

•	 For health services. Ensure systems are in place so clinicians can provide information about delirium 
to patients and their carer, and so they can develop an individualised care plan with the patient and 
carer prior to discharge. Ensure systems support clinicians in providing the plan to the patient’s general 
practitioner and other ongoing clinical providers within 48 hours of discharge.

g 	�� An example of patient information about delirium can be found at:

	 http://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0018/181701/Delirium-Brochure.pdf

What the quality statement means
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Glossary
Abbreviated Mental Test Score (AMTS): A quick 
and easy to use screening test to detect cognitive 
impairment.6

Antipsychotic medicine: A medicine used to 
treat psychosis and other mental illnesses and 
conditions.46

Assessment: A clinician’s evaluation of the disease 
or condition based on the patient’s subjective 
report of the symptoms and course of the illness 
or condition and the clinician’s objective findings, 
including data obtained through laboratory 
test, physical examination, medical history, and 
information reported by family members and other 
healthcare team members.47 

Benzodiazepine medicine: A class of medicines 
that has a hypnotic and sedative action, used 
mainly as a tranquiliser to control symptoms of 
anxiety.48

Care plan (individualised): A written agreement 
between a consumer and health professional (and/
or social services) to help manage day-to-day 
health.49 This information is identified in a health 
record.

Carers: People who provide care and support to 
family members and friends who have a disease, 
disability, mental illness, chronic condition, terminal 
illness or general frailty.50 

Clinician: A healthcare provider, trained as a health 
professional. Clinicians include registered and 
non-registered practitioners and teams of health 
professionals, who provide direct clinical care. They 
can be doctors, nurses, allied health professionals, 
nurses’ assistants, Aboriginal health workers and 
other people who provide direct clinical care.50, 51 

Cognition: The mental activities associated with 
thinking, learning and memory.52

Cognitive function test: A tool developed to 
aid clinicians conduct a cognitive assessment. 
Cognitive assessments are commonly used for 
the following reasons: (i) screening for cognitive 
impairment; (ii) differential diagnosis of cause; 
(iii) rating of severity of a disorder, or monitoring 
disease progression.53

Cognitive impairment: Difficulty with memory, 
thinking, concentration and ability to read and 
write.6

Cognitive screening: Using a simple test (see 
cognitive function test) to identify patients with 
cognitive impairment. It can also be used to 
establish baseline cognitive function for ongoing 
monitoring during a hospital stay.

Comorbidities: Coexisting diseases (other than 
that being studied or treated) in an individual.6

Delirium: A disturbance of consciousness, 
attention, cognition and perception that develops 
over a short period of time (usually hours or days) 
and tends to fluctuate during the course of the 
day.54

Fall: An event that results in a person coming to 
rest inadvertently on the ground or floor or another 
lower level.55

Health record: Information about a patient 
held in paper or electronic copy. The health 
record may comprise clinical records (such as 
medical history, treatment notes, observations, 
correspondence, investigations, test results, 
photographs, prescription records, medication 
charts), administrative records (such as contact and 
demographic information, legal and occupational 
health and safety records) and financial records 
(such as invoices, payments and insurance 
information).55 
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Health service: A service responsible for the 
clinical governance, administration and financial 
management of unit(s) providing health care. A 
service unit involves a grouping of clinicians and 
others working in a systematic way to deliver health 
care to patients and can be in any location or 
setting, including pharmacies, clinics, outpatient 
facilities, hospitals, patients’ homes, community 
settings, practices and clinicians’ rooms.50

Hospital: A licensed facility providing healthcare 
services to patients for short periods of acute 
illness, injury or recovery.56 

Hospital-acquired complications: Diagnoses 
that have an onset during the episode of admitted 
patient care.57

Individualised care plan: See Care plan. 

Informant: A person who gives information, such 
as a carer, family member or friend accompanying 
the patient. It may also be an ambulance officer, 
general practitioner or other primary care provider.

Intervention: Healthcare action intended to benefit 
the patient, for example, drug treatment, surgical 
procedure, psychological therapy.

Medication review: A critical review of all 
prescribed, over-the-counter and complementary 
medications undertaken to optimise therapy and 
minimise medication-related problems.58

Medical check: See assessment.

Medicine: A chemical substance given with 
the intention of preventing, curing, controlling or 
alleviating disease, or otherwise improving the 
physical or mental welfare of people. Prescription, 
non-prescription and complementary medicines, 
irrespective of their administration route, are 
included.50 

Multicomponent intervention: A combination 
of different strategies or treatments aimed at 
preventing or treating a medical condition.

Non-drug strategy: A treatment or other 
intervention that does not involve a medicine. 
Examples of non-drug strategies for managing 
delirium include: a support person with training 
in delirium care, modification of the environment 
(e.g. dim lights at night time, bright light during the 
day, calendar, clock), support and reassurance 
from carers and family, regular mobilisation and 
relaxation strategies.5

Palliative Care: An approach to treatment that 
improves the quality of life of patients and their 
families facing life-limiting illness, through the 
prevention and relief of suffering. It involves early 
identification, and impeccable assessment and 
treatment of pain and other problems (physical, 
psychosocial and spiritual).59

Physical restraints: A mechanism used to control 
or modify a person’s behaviour. Examples include 
lap belts, bed rails, table tops, meal trays and 
backwards-leaning chairs or ‘stroke chairs’ that 
are difficult to get out of, and possibly bed alarm 
devices. Tucking bed clothes in too tight, wedging 
cupboards against beds or locking doors are also 
considered physical restraints.45

Presentation to hospital: Care received by 
patients on entry to the hospital system, including 
the emergency department, preadmission clinic, 
acute assessment unit, ward, or day surgery. For 
some remote areas, this may include primary health 
clinics.

Pressure injuries: These are localised to the 
skin and/or underlying tissues, usually over a bony 
prominence and caused by unrelieved pressure, 
friction or shearing. Pressure injuries occur most 
commonly on the sacrum and heel but can 
develop anywhere on the body. Pressure injury is a 
synonymous term for pressure ulcer.55
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Primary care: The first level of care or entry 
point to the health care system for consumers. 
It is multidisciplinary and incorporates: office 
based practices (e.g. general practice clinics), 
community health practice (e.g. clinics, outreach 
or home visiting services, emergency services 
(e.g. ambulance services), community-based 
allied health services (e.g. pharmacists), services 
for specific populations (e.g. health services for 
Aboriginal and Torres Strait Islander peoples, 
refugee health services, or school health clinics).60 

Psychotropic medicines: Medicines that exert an 
effect on the mind or modify mental activity.61

Risk factor: Any variable (e.g. smoking, abnormal 
blood lipids, elevated blood pressure, diabetes) that 
is associated with a greater risk of a health disorder 
or other unwanted condition or event.62 

Screening: Screening is a process of identifying 
people who may be at increased risk of a disease 
or condition. They can then be offered information, 
further tests and appropriate treatment to reduce 
their risk and/or any complications arising from the 
disease or condition.63

Specialling: Special and constant observation of 
a patient deemed to be at risk to themselves and 
others.64

Standardised Mini-Mental State Examination 
(SMMSE): A test for evaluating cognitive 
impairment in older adults. The SMMSE was 
developed to provide scoring instructions and clear 
unambiguous guidelines for administration of the 
Mini-Mental State Examination.65   

Substitute decision-maker. A person appointed 
or identified by law to make health, medical, 
residential and other personal (but not financial 
or legal) decisions on behalf of a person whose 
decision-making capacity is impaired. A substitute 
decision-maker may be appointed by the person, 
appointed for (on behalf of) the person, or identified 
as the default decision-maker by legislation that 
varies from state to state.66

System: The resources, policies, processes and 
procedures that are organised, integrated, regulated 
and administered to accomplish the objectives of 
the Standard. The system: 

•	 interfaces risk management, governance, 
operational processes and procedures, including 
education, training, and orientation

•	 deploys an active implementation plan and 
feedback mechanisms

•	 includes agreed protocols and guidelines, 
decision support tools and other resource 
materials, and

•	 employs a range of incentives and sanctions 
to influence behaviours and encourage 
compliance with policy, protocol, regulation and 
procedures.55
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The Commission has developed a set of indicators to support clinical teams 
and health services at a local level to identify and address areas that require 
improvement.

Monitoring the implementation of the Clinical Care Standards will assist in meeting 
some of the requirements of the National Safety and Quality Health Service 
Standards.

Full details of these indicators can be found in the Indicator Specification: Delirium 
Clinical Care Standard available at  
http://meteor.aihw.gov.au/content/index.phtml/itemId/613164

The Guide for use and data dictionary for the Delirium Clinical Care Standard indicators and 
data collection tools are available at 
www.safetyandquality.gov.au/ccs

Quality statement 1 – Early screening

•	 1a: � Evidence of local arrangements for cognitive screening of patients presenting to hospital with 
one or more risk factors for delirium.

•	 1b: � Proportion of older patients undergoing cognitive screening within 24 hours of admission to 
hospital using a validated test.

Quality statement 2 – Assessing for delirium

•	 2a: � Evidence of training sessions undertaken by staff in the use of a validated diagnostic tool for 
delirium.

•	 2b: � Proportion of patients who screen positive for cognitive impairment at admission who are 
assessed for delirium using a validated diagnostic tool.

•	 2c:  Rate of delirium among acute admitted patients.

•	 2d:  Rate of delirium among acute admitted patients with onset during the hospital stay.

Quality statement 3 – Interventions to prevent delirium

•	 3a: � Evidence of local arrangement for implementing interventions to prevent delirium for at-risk 
patients.

Appendix

http://meteor.aihw.gov.au/content/index.phtml/itemId/613164
http://www.safetyandquality.gov.au/ccs
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Quality statement 4 – Identifying and treating underlying causes 

•	 4a: � Proportion of patients with delirium who have a comprehensive assessment to investigate 
cause(s) of delirium.

•	 4b: � Proportion of patients with delirium who receive a set of interventions to treat the causes of 
delirium, based on a comprehensive assessment.

Quality statement 5 – Preventing falls and pressure injuries

•	 5a: � Evidence of local arrangements for patients with delirium to be assessed for risk of falls and 
pressure injuries.

•	 5b:  Proportion of patients with delirium assessed for risk of falls and pressure injuries.

•	 5c: � Proportion of patients with delirium who have had a fall or a pressure injury during their hospital 
stay. 

Quality statement 6 – Minimising use of antipsychotic medicines

•	 6a: � Evidence of local arrangements to ensure that patients with delirium are not routinely prescribed 
antipsychotic medicines.

•	 6b:  Proportion of patients with delirium prescribed antipsychotic medicines in hospital.

Quality statement 7 – Transition from hospital care

•	 7a: � Proportion of patients with current or resolved delirium who have an individualised care plan.

•	 7b: � Proportion of older patients with current or resolved delirium who are readmitted for delirium 
within 28 days.
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