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New or worsened confusion
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 Resident with any of (see Recognising delirium - Practice point 1):
1. New or worsened confusion.
2. Altered mental state.
3. Increased or decreased psychomotor activity or changed behaviour.

1.  Where resident presents with fever or localising signs of infection, 
isolate resident and place under standard and transmission-based 
precautions until GP review.

2. Check vital signs - review Recognition of the deteriorating resident.
3.  If not immediately life-threatening, review Checklist for contact and 

verbally contact GP*.

Develop and institute an Individualised delirium care plan (see  
Practice point 5) including:
1. Assess for and treat pain - refer to Pain Management Pathway.
2. Identify and treat cause.
3.  Provide supportive cares and prevent complications (implement 

ABCDEF bundle).
4.  Increased monitoring of vital signs including conscious level and 

neurological observations at clinically appropriate interval.
5. Educate resident and family.
6.  Notify substitute health decision maker or the resident’s nominated 

decision support person.

• Call QAS on 000
•  Refer to Behaviours of 

concern pathway

Refer to HHS RaSS  
at GP discretion

1.   Assess resident for risk-factors for recurrent delirium 
and address these.

2.  Continue to implement the ABCDEF bundle (see 
Practice point 5).

3. Arrange Resident Medication Management Review.
4.  Continue to monitor for evidence of recurrent delirium 

as those with a history of delirium are at increased 
risk for future delirium.

Is there an
immediate risk to staff or 
to resident/s safety from 

violent behaviour?

Identify and escalate
Red flags for deterioration 

(see Practice point 3)

Assess for Escalation criteria 
(see Practice point 4)

Review advance care plan and refer to
Management of residents with unstable vital signs

With GP, undertake 
Assessment of the resident 
with suspected or confirmed 

delirium (see Practice point 2)

NO

*Where timely, arrange telehealth or face-to-face GP review

https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/new-or-worsened-confusion#anchor-neworworsenedpp1
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/australian-guidelines-prevention-and-control-infection-healthcare
https://www.safetyandquality.gov.au/publications-and-resources/resource-library/australian-guidelines-prevention-and-control-infection-healthcare
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/recognition-of-the-deteriorating-resident
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/checklist-for-contacting-a-gp-or-rass
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/new-or-worsened-confusion#anchor-neworworsenedpp5
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/pain
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/behaviours-of-concern
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/behaviours-of-concern
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/hospital-and-health-service-contact-information/rass-telephone-triage
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/new-or-worsened-confusion#anchor-neworworsenedpp5
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/new-or-worsened-confusion#anchor-neworworsenedpp3
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/new-or-worsened-confusion#anchor-neworworsenedpp4
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/management-of-residents-with-unstable-vital-signs
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/new-or-worsened-confusion#anchor-neworworsenedpp2


This information does not replace clinical judgement. Printed copies are uncontrolled. 2

New or worsened confusion practice points

1) Recognising delirium

2) Assessment of the resident with suspected or confirmed delirium

Delirium is a sudden (over hours or days) change in a resident’s mental state with:
• Impaired attention and /or
• Altered conscious level and / or
• Impaired cognition
• With severity of symptoms fluctuating or varying over the course of the day

There are a number of subtypes of delirium that present differently (note in mixed delirium, residents may move 
between hyper- and hypo-active delirium) - there is acute onset of difficulty focussing attention and / or disorganised 
thinking, with:

Goals of assessment are to:
1. Confirm delirium.
2. Identify the underlying cause of delirium.
3. Identify complications of delirium.

Confirm delirium using a validated screening tool such as Confusion Assessment Method (CAM) or 4AT.

Identify causes of delirium using:
• History from the resident and carers (and family where appropriate and relevant)
•  Perform an assessment of vital signs: where vital signs are unstable or cognition-appropriate pain assessment 

identifies severe pain, refer to the Management of Residents with Unstable Vital Signs Pathway to guide response
• Review medication list for recently commenced or ceased medications
•  With GP, perform a head-to-toe examination to seek or exclude causes. The head-to-toe examination should be 

tailored to identify common causes of delirium sources of pain, urinary retention, infection, constipation, hydration 
status, trauma from recent falls, focal neurology. (See table below for guidance using a PINCHES ME pneumonic)

Identify complications of delirium including:
1. Skin integrity check for pressure injuries.
2. Falls with secondary traumatic injuries.
3.  Aspiration pneumonia where level of consciousness is altered.
4. Dehydration and associated electrolyte abnormalities.

Delirium is associated with increased risk of persistent cognitive impairment and has an association with increased 
mortality, so response should be timely and concordant with a resident’s goals of care.

https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/racf-resident-assessment-tools
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/racf-resident-assessment-tools
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/management-of-residents-with-unstable-vital-signs
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2) Assessment of the resident with suspected or confirmed delirium (cont’d)

3) Red flags for deterioration in resident with delirium

The table below outlines potential causes of delirium and related assessment actions.

New or worsened confusion practice points (cont’d)

Causes Actions
Pain Perform cognition-appropriate pain assessment and where pain is present, identify location 

and likely source of pain - common sources of pain that may be easily missed include 
urinary retention, injuries from falls, pressure injuries

Infection Look for sources of infection: examine chest, skin, abdomen for tenderness (suprapubic, 
flank, right upper quadrant), signs of meningitis

Nutrition Screen for malnutrition using a validated tool e.g. Malnutrition Screening Tool

Cardiac events Examine for evidence of heart failure; consider arranging ECG to look for myocardial 
ischemia

Constipation Change to pattern or consistency of bowel motions

Hypoxia Assess oxygen saturations, respiratory rate and examine chest (look, listen, feel) for causes 
of hypoxia

Hydration Assess for evidence of dehydration

Endocrine Check blood glucose level. Where indicated, check electrolytes, renal, liver and thyroid 
function tests

Stroke Assess for focal neurological deficit (New onset of: Balance or co-ordination impaired; 
Eyes – reports of double vision or loss of vision; Facial droop, Arms can’t be raised or when 
raised, one drifts down, Speech slurred or unable to speak = Time critical)

Medications Medication review for polypharmacy, recent additions (e.g. sedatives, anticholinergics or 
steroids), or recent cessation of medications associated with potential for withdrawal (e.g. 
sedatives, opiates)

Mobility Recent falls or new change to mobility

Environment Recent change to environment

If any of the following red flags are identified in residents who have delirium, review the resident’s advance care plan, 
consult resident or substitute health decision maker (or nominated decision support person) and refer to Management 
of residents with unstable vital signs pathway. It is important to note that delirium may occur as a resident nears the last 
days or weeks of life. Management of delirium should consider the resident’s goals of care and life trajectory. 
The following are considered red flags in the resident with delirium:

• Vital signs in the red or danger zone including new severe pain - refer to Recognition of the deteriorating resident
• New drop in Glasgow Coma Scale or difficult to rouse relative to baseline
• New seizures associated with delirium
• New, painful bony deformity or hip pain with reduced range of motion or shortening / leg rotation
•  Suspected head injury (witnessed head strike or clinical signs head injury in an unwitnessed fall) in a resident with 

a known bleeding disorder or on anticoagulant or anti-platelet agent
•  New signs of a potential stroke (BE FAST: New onset of any of: Balance or co-ordination impaired; Eyes – reports 

of double vision or loss of vision; Facial droop, Arms can’t be raised or when raised, one drifts down, Speech 
slurred or unable to speak = Time critical)

Note: a decision to transfer a resident to hospital with delirium should always consider resident goals of
care and be respectful of informed choice by the resident (or substitute decision maker).

https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/management-of-residents-with-unstable-vital-signs
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/management-of-residents-with-unstable-vital-signs
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/recognition-of-the-deteriorating-resident
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4) Escalation criteria

5) Individualised delirium care plan

First screen for red flags as above - where red flags are identified in residents with delirium, review the resident’s 
advance care plan, consult resident or substitute health decision maker (or nominated decision support person) and 
refer to Management of residents with unstable vital signs pathway.

Escalate to HHS RaSS at GP discretion (or in terminal delirium to the resident’s palliative care provider) if any of:
• Red flags in a resident who has conservative goals of care and does not wish to be transferred to hospital
• No underlying cause is identified in a resident with delirium
•  The resident has significant agitation or distress not responding to supportive cares and treatment of the 

underlying cause
•  Resident is not improving after 3 to 5 days despite implementation of supportive cares and treatment of the 

underlying cause
• The resident has delirium associated with suspected alcohol withdrawal
• Poor fluid intake and reduced urine output

Residents with delirium require an individualised delirium care plan that includes: 
1. Treatment of the underlying cause of the delirium.
2. Supportive care to minimise duration of delirium.
3. Prevention and / or management of complications of delirium.

Treatment of the underlying cause: It is important to note that delirium may occur as a resident nears the last days 
or weeks of life. Where a cause is identified, ensure that management options (active treatment and / or a palliative 
approach to care) are discussed with the resident and their substitute health decision maker, to support informed choice. 
Treatment of reversible causes of delirium, may improve symptoms of delirium and this should be considered when 
developing a delirium care plan.

Supportive care for residents with delirium should be implemented regardless of goals of care. These supportive and 
risk reduction strategies may also be implemented to prevent delirium. Note: pharmacological management of delirium 
(beyond treatments for the underlying cause) does not improve outcome. Where a person’s behaviours and distress 
pose an imminent risk to themselves or others, and non-drug methods have been implemented and failed, consult 
Therapeutic Guidelines: psychotropic for guidance on pharmacologic options. Antipsychotic medications for control of 
behaviours in delirium are a restrictive practice and there are legislative requirements for informed consent from the 
resident’s nominated restrictive practices substitute decision maker.

Bundle of delirium supportive care and risk reduction strategies

New or worsened confusion practice points (cont’d)

A Assess, prevent and manage pain and constipation and regularly reassess
B Best practice personal care: maintain hygiene and mouth cares, support toileting, maintain skin integrity 

(institute pressure injury prevention and daily skin moisturising for intact skin), sleep hygiene
C Correct hypoxia and electrolyte abnormalities

Communicate clearly and orient resident (verbal orientation, clock visible)
Consistency of staff and environment

D Drugs: cease anticholinergic drugs and reduce medication burden where this is clinically appropriate
Deficits: address sensory deficits - ensure resident has their glasses / hearing aids available
Diet and dehydration: where clinically appropriate, support oral intake, ensure resident’s dentures fitted, 
maintain hydration, monitor food and fluid intake

E Encourage and support mobility and assist self-care
Environment: diurnal lighting (access to natural lighting or ensure lighting follows day-night
lighting), remove clutter that poses falls risk, low stimulus environment

F Family engagement and empowerment to provide supportive care, reassurance and comfort
Falls prevention plan

https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/all-pathways/management-of-residents-with-unstable-vital-signs
https://www.health.qld.gov.au/clinical-practice/guidelines-procedures/clinical-pathways/residential-aged-care-clinical-pathways/hospital-and-health-service-contact-information/rass-telephone-triage
https://tgldcdp.tg.org.au/index
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New or worsened confusion references
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