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l'infermiere e I'anziano con delirium

| pazientiaffetti da delirium dovrebberoessereassistiti

da un team di professionistiespertt e | ' as s |
dovrebbe esserepianificataconsiderandol loro bisogni

clinicie assistenziali

National Institute for Health and Care Excellence Deliriumt diagnosis,
prevention and management Issued July 2010 NICEclinical guideline 103,

2010



l'infermiere e I'anziano con delirium

"HELP

La pianificazione degli interventi assistenziali deve considerare:

la mobilizzaziongrecoce

la promozionedel riposoe del sonng

Il mantenimentodiu n’ a d engtrizianeeadratazione
la fornitura di ausilivisivie uditivi, seutilizzati
larevisionedelleterapiefarmacologiche

lagestioned el I, al vo
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| ’ u t didevice(eatererevescicaleaccessvenos) solose
Indispensabilli
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This is me

This leaflet will help you support me

in an unfamiliar place

v

Please place o photogroph of yourself in the space provided.

My noms

Lessfing the fight
ogoinst demenbio

Royal College  Alzheimer’s

of Nursing

Society

N

Guidance notes to help you to complete This Is me

This ts me 15 intended to provide professionols with
nformation abouwt the personwith dementio as an
ndwidual. This will enfance the core and support gen
whiliz the person Is inon unfomiliar environment.

[t t= mot @ medical document.

This Is me |5 about the person at the time the
dooument ts completed and will need to ke updated
as necessary. This form con be completad by the
person with dementia or thedr carer wath help from
ther person with dementio whese possibla.

My name; full nome and the name I prefer to be
ki bny.

Where I currently Iive: The area {not the addrass)
whare [ Ive. Include detols about how kang 1 have
Iwved there, and whesa 1 lved before.

Carer/the person who knows me best: It may be
a spouse, ralative. friend or caner.

T would like you to know: Indude armytihing [ fesl
B important and will help staff to get to know and
care for me, eg 1 hove dementio, [ have never baen
i fvospital before, | prafer fermale coress, 1 don ¢ b
the dark. [ am left handed, 1 am allesgic to.... etc

My home and family. things that are Importont:
to me: Indude marital stotus, children, grondchildran,
friends, pets, any possessions, things of comifiort
Arry refigious or cultual considerations.

My Irfie so far: Place of birth, education, work
history, trovel, et

My hobbiles and Interests: Past or present —
eq reading, music, television or nadie, cofts, cors.

Things which may worry or upset me: Armything
that may upset me or couse anlety sudh as pessondal
WoiTles, e mionay, fomily conoerns, or being opart
fromi a loved one, or physical needs, eq being In pain,
constipated, thirsty or humgey.

T like to rebax by: Things which may halp if 1 become
unhappy or distressed. What usually reassures me,
e cominrtng words, music or TV Do I like compearmy
and someone sitting and toling with me or prafer
quiet tme alona? Who could be contocted to halp
and If sowhen?

My hearing and eyesight Can 1 hearwel or do 1
need a hearing aid? How is it best to approach me?
[s the use of touch appropriate? Do 1 nesd eye contact
to establish communicotion? Do [ wear glasses or
need any other vision alds?

My commiunication: How do [ usuolly commumicote
agverbally, using gestures, poanting or o mixture of
beoth? Cam [ read and weite and does weiting things
down help? How do [ indicote pain, discomifort, thirst
or hunger? Indude anything that may help stoff
dentify my needs.

My mobiltty: Am [ fully mobile or do [ nead help?
D [ nead awalking aed? [s my mobilty of fected by
surfoces? Com 1 usa stairs? Cam [ stand unasded from
sitting position? Do 1 need handrails? Do I need o
spedal chair or oushion, or do miy feet need misng
to make me comifortobla?

My sleep: Usual sleep pottems and bedtime
routines. Do 1 like a bght left on and do 1 find it

dirffscult to find the todet ot night? Posmion in bed,
army specal mattress, pillow, do I need o reguilar
dhange of pastion?

My personal care: Mormal routines, prefenances.
and usual kevel of assistance required in the bath
of, shower or other. Do [ prefer a male or femeaks
carer? What are miy preferences for continence
aids usad, soaps, cosmetics, shaving, teeth deaning
and dentures?

My eating and drinking: Do [ nesd assistonce to
agt or drink? Can 1 wse cuthery or da [ prefer finger
foods? Do | need adopted aids such as outhery

or aockery to eat and dnnk? Does food nead to be
cut into pleces? Do [wear dentures to eot o do

[ hove swallowing difficulties? What texture of food
= required to help, soft or lguidised? Do I reguire
thickened fluids? List likes, dislikes and arny special
diatory requirements. induding vegetonanism,
religicus or cultwral needs. Include information
about rmy appetite and whether 1 need halp to
choase food aff a menw

My medication: Do 1 need halp to take medication?
D 1 prefer to toke liquid medication?

Dedicated to the memony of Ken Fedley, a much
valued member of the Northumberand Acute Care
and Demeantia Group.

The Royal College of Mursing is pleased to support
This Is me.

T order extra coples oall X oobbee on 01753 535751,

[For general dementio gueries coll our Helphine on
0845 300 0336

alzhelmers.org.uk
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This Is me

Il mio nome el
nome con cui
preferisco essere
chiamato

Dove vivo

Le persone che mi
conoscono meglio

Mi piacerebbe che
tu sapessi

Le cose che per me
sono importanti

| miei hobbies e
interessi

Cio che mi
preoccupa o mi
infastidisce

Cio che mirilassa

of Nursing

Vista e udito

Comunicazione
Riposo e sonno

| miei hobbies e
interessi

Cio che mi
preoccupa o mi
infastidisce

Cura personale

Cibi e bevande

Leasing the fight
agairet dermentio

RoyalCollege  Alzheimer’s

Society



'infermiere e I'anziano con delirium

_a presenzadei familiari, informati e coinvolti nel
piano di cure e una strategia nella gestione dei
pazientiaffetti dadelirium.

National Institute for Health and Care Excellence Deliriumt diagnosis,
preventionand managementIssued July201Q NICEclinicalguideline10343
2010

NICEclinicalguideline103, 2010



Delirium is a state of mental confusion that
can happen if you become unwell. Itis also
known as an ‘acute confusional state’.

Illness, surgery and medications can all
cause delirium. It often starts suddenly,

Information leaflet but usually improves when the condition
causing it gets better. It can be frightening

e RS — not only for the person who is unwell, but

«  you have experienced delirium.

«  you know somecne with delirium. also for those around them.

you are looking after someone with delirium.



Delirium can affect 20-30%
of people on medical wards
and 10-50% of people having
surgery.

What is it like
to have delirium?

Yol mMaly:

= De less aware of what is going on around you.
» Dbe unsure aboUt Where yol are of Whnat Yol are doing there.
+  De unable to follow a Conversation or to speak clearly.

* havevivid dreams, which are often frightening and may carry on
when you waks up.

* heal noises of voiCes when there is nothing or No one to cause them.

» see people or things which aren't there.

*  WolTy that cther pecple are trying to harm yol.

= Devery agitated of restless, unable to sit still and wandering about.
«  Devery slow of sleepy.

»  Sleep during the day, bt wake Up at night.

+  have moods that change quickly.

* Yol can De frightensd, anxicus, depressed of irmitable.

*  De more confused at some times than at others — often in the
vening of at nignt.

Who is at risk of
developing delirium?

Older pecpls — the risk
iNnCreases with age.

Older people taking multiple
medicines.

People with dementia.

People Who are dehyarated
(loss of water in their body).

People with an infection.
Severely ill people.

People who Nave had surgery,
especially hip surgery.

People who are nearing the
end of their life.

People with sight or hearing
difficulties.

People Who have a
temperature.

Older peopls with constipaticn
of urinary retention.

How can | help someone
with delirium?

You can help someone with
delirium feel calmer and more in
control if you:

stay calm.

talk to them in shoft, simple
SemenCes.

Check that they have
understood you. Repeat things
if necessary.

ry not to agres With any
unusual or inComect ideas, but
tacifully disagree or change
the subject. Reassure them.
Remind them of what is
happening and how they are
deing.

remind them of the time and
date.

Make sUre they Can see a Clock
ol a Calendar.

ry to make sure that somecne
they know well is with them.
This is often Most important
during the evening, when
delirium often gats worse. If
they are in hospital, bring in
some familiar objects from
home.

Mmake suUre they Nave their
glass=s and hearing aid.

help them to eat and drink.
have a light on at night so that
they Can ses Where they are If
hey wake UD.



Delirium is distressing for everyone, but
once the underlying cause for this severe
confusion has been treated, the distressing
symptoms will usually improve.

Some people may still be a little more
confused or less able than usual to carry
out their daily tasks when they leave the
hospital, and in a small number of cases,
the symptoms do not completely go away.
When planning for a person to leave
hospital the team arrange a follow-up
appointment for them and ensure they
receive the right level of support, including
rehabilitation. Most people will slowly get
better, but if you are concerned, please
speak to your GP.

We encourage patients, relatives and carers
to talk openly about their experiences
following delirium as this may help to speed
up the patient’s recovery.

Follow us on Twitter
W @opachls NHS

SOUTLARD

!; Healthcare

' Scntland

Edinburgh Office Glasgow Office
Gyle Squars Delta House

1 South Gyle Crescent 50 West Mils Street
Edinburgh Glasgow

EHIZ 9EB =1 ZMP

0131 623 4300 0141 225 6999
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Interventi non farmacologici

Gli interventi non farmacologicisono la strategiadi prima
sceltaper la gestioneinizialedei sintomidi delirium.

Il trattamento farmacologicce riservatoa pazienticon grave
agitazioneche potrebbe interferire con i trattamenti (come
ad esempiola ventilazioneo la dialisi) o provocaredannial
paziente o a terzi, o al pazienti con sintomi psicotici
(allucinaziono deliri) semolto disturbantiper il paziente

Inouye SK. et al, 2014



Paziente che
manifesta delirium:
Interventi




Ricerca la causa

Identifica e rimuovi e/o gestisci la causa o le cause
scatenanti:

Disidratazionedolore non trattato, ritenzioneacutadi urina,
stipsi ipoglicemia ictus emorragico e ischemicq effett
avversi da farmaci assunzione di sostanze psicotrope
sindromiastinenzialli

NICEclinicalguidelinel03 2010



Cura la relazione

In presenzadi delirium considerala riduzionedell'attenzione
guandocomunichiconil pazienteponiti di fronte, il tuo volto
al | ' aél sueez resentaun soloconcettoo compito alla

volta.
Utilizzatermini semplicifrasibrevie ripeti senecessario

Chiamalil paziente per nome e durante la conversazione
Inseriscinformazionidi orientamento(tempo-spazio)

Ricorda | pazienti possono ricordare il disagio associatc
al | ' agolapaumassoaaadu n’ al | u.ci naz.i

NICEclinicalguidelinel03, 2010



Gestisci agitazione, deliri e allucinazioni

In presenza di agitazione aumenta la sicurezzae la
sorveglianza

Individua le possibili cause di agitazione e rimuovile se
p ccihila

La presenza di deliri e il predittore piu significativo di
Pl distress del paziente (Friedman Jl et al, 2014)

In presenzadi deliri e allucinazionivaluta il distress del
paziente

Non contraddire le convinzionideliranti, in quanto questo
nonfaracheaumentarel'agitazione

NICEclinicalguidelinel03, 2010



Valuta il distress

Valutae tieni monitorato| ’ 1 mphea it delmium ha sulla
persona segnalapresenzadi ansia,preoccupazionepaura
almedica

Il distress puo essere meno evidente nelle persone con
deliriumipoattivo, mapuo comungueesserepresente

NICEclinicalguidelinel03, 2010



Garantisci la sicurezza

Il ricorso alla contenzionefisica NON e appropriata Sela
utilizzicontrollafrequentementeil pazientee rivedi ogniora

lanec
Selap terventi
verbal rvento

farmac

Valuta il rischio di caduta e attiva gli opportuni interventi di
prevenzione

NICEclinicalguidelinel03 2010



N Entro 2 ore o
Healthrare
Improvement Prime due ore Care iver
Scotland g
non presente
forotder peopte. entro 24 ore

Delirlum toolkit TI] M E

Malattia grave = Esami ematici Valuta e tratta il dolore Coinvolgi i
Dolore Urocultura Assicura la saturazione di  caregiver per
Infezione / sepsi Imaging 02> 95% capire sei
Disidratazione Idratazione- Tratta la costipazione comportamenti
Ipossia Bilancio Idrico Evita, se possibile la che osservi sono
Ipoglicemia Abilita funzionali cateterizzazione abituali.

Farmaci (nuovi- Rischio di caduta Valutare i sintomi psicotici

modificati- e trattare se disturbanti  Coinvolgi i
sospesi) caregiver e
Ritenzione DO NOT USE RESTRAINT facilita la loro
urinaria/ presenza accanto
Stipsi al paziente




