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British Geriatric Society Recommendations for management of delirium in people with suspected or confirmed COVID-19 infection
Delirium, the clinical expression of encephalopathy, is important in the context of COVID-19, because (a) delirium may be a symptom at presentation and/or during management, and (b) the behavioural changes commonly seen in delirium, particularly agitation, may make management including delivery of care and reducing the risk of cross-infection more challenging.
Delirium as a feature of COVID-19
Older people are at the greatest risk from COVID-19. If infected they may present with or develop a delirium. However, delirium is not exclusive to older people and may well be seen in any patient with severe infection, adult respiratory distress syndrome, and those requiring invasive ventilation on ICU units.
Delirium and the management of COVID-19
Delirium, especially its hyperactive motor form, will present significant additional challenges in the context of the COVID-19 crisis. Standard non-pharmacological measures to treat or prevent delirium may well not be possible in isolation environments, and these environments may themselves worsen delirium.
Recommendations
The following recommendations follow two key themes. First, good general care including prevention, early detection, and non-pharmacological management should be provided as systems allow. Second, because of the ease of transmission of COVID-19, the risk of harm to others may exceed risk of harm to the individual and this may necessitate earlier use of pharmacological treatments for potentially risky behaviour. However even in complex situations where a patient has a delirium in the context of COVID-19, with added risks of transmission to others and possibly limited human resource, the same basic principles of risk assessment and the Mental Capacity Act apply.
1. Enhanced implementation of screening for delirium in at risk groups and also regular assessment for delirium using a recommended tool (e.g. the 4AT). This may be increasingly constrained by staff and time limitations.
2. Reduce the risk of delirium by avoiding or reducing known precipitants. Actions include: regular orientation, avoiding constipation, treating pain, identification and treatment of superadded infections early, maintaining oxygenation, avoiding urinary retention and medication review. See the SIGN delirium guidance below.
3. With respect to behavioural disturbance, always look for and treat direct causes including pain, urinary retention, constipation, etc. Where these interventions are ineffective or more rapid control is required to reduce the risk of harm to the patient and others, it may be necessary to move to pharmacological management earlier than would normally be considered. 
4. If patients are given sedating mechanisms, especially if given parenterally, please monitor for side effects, vital signs, hydration level and consciousness at least every hour until there are no further concerns about the person’s physical health. Be mindful of use of benzodiazepine with respiratory depression. 
5. Note the usual guidance of caution with use of medication in older people, and especially certain medications in people with Parkinson’s disease or dementia with Lewy bodies (eg antipsychotic medication)
Delirium may cause considerable distress amongst both staff and families in addition to the patient. Provision of information around delirium is important using locally available resources. Booklets are available through the SIGN website.



SIGN Recommendations: Risk Reduction and Management of Delirium
The World Health Organization states older adults, especially in isolation and those with cognitive decline/dementia, may become more anxious, angry, stressed, agitated, and withdrawn during the outbreak/while in quarantine. Provide practical and emotional support through informal networks (families) and health professionals.
Share simple facts about what is going on and give clear information about how to reduce risk of infection in words older people with/without cognitive impairment can understand. Repeat the information whenever necessary. Instructions need to be communicated in a clear, concise, respectful and patient way. It may also be helpful for information to be displayed in writing or pictures. Engage their family and other support networks in providing information and helping them practice prevention measures (e.g. handwashing etc.)
Follow these basic principles:
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Indications for Benzodiazepines:
Parkinson's Disease, Lewy Body dementia, seizures, alcohol
withdrawal, recreational drug intoxication/withdrawal

Give: Lorazepam 0.5-1mg PO/IM 1-2 hourly; max 2mg/24h in
>65y; 4me/24h if <65y

Relative contraindication in suspected/confirmed COVID-19

Olanzapine 2.5-5mg PO/IM 2-hourly

Max: 10mg/24hin elderly (>65y)
Max: 20mg/24hin adults <65y

Do NOT give within 30 minutes of
benzodiazepine

Do not use haloperidol unless patient
s receiving continuous cardiac
monitoring

General Principles of Prescribing

1. Oralroute should always be preferred over
parenteral, even if receiving intravenous
fluids/meds

2. Give smallest dose 1-2 hourly until desired
sedation is achieved, up to max daily

3. Prescribe on PRN side of drug chart

4. Monitor all sedated patients closely: resp rate,
5a0,, HR, B, Temp — call doctor if resp rate <10

5. Call psychiatrist if sed: not achieved with
max daily dose or riskis very high
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4AT The 4AT tool should be used for identifying
patients with probable delirium in emergency R
department and acute hospital settings.
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., E delirium should be clearly documented to aid
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Risk reduction

The following components should be considered
R as part of a package of care for patients at risk of
developing delirium:

Orientation and ensuring patients have their
glasses and hearing aids

Promoting sleep hygiene
Early mobilisation

Pain control

Prevention, early identification and treatment
of postoperative complications

Regulation of bladder and bowel function

Provision of supplementary oxygen,
if appropriate.

All patients at risk of delirium should
have a medication review conducted by
an experienced healthcare professional.
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Healthcare professionals should follow established
pathways of good care to manage patients with

delirium.

VAN
o

First consider acute, life-threatening causes
of delirium, including low oxygen level, low
blood pressure, low glucose level, and drug
intoxication or withdrawal.

Systematically identify and treat potential
causes (medications, acute illness, etc),
noting that multiple causes are common.

Optimise physiology, management of
concurrent conditions, environment
(reduce noise), medications, and natural
sleep, to promote brain recovery.

Specifically detect, assess causes of,
and treat agitation and/or distress,
using non-pharmacological means only,
if possible.

Communicate the diagnosis to patients
and carers, encourage involvement of
carers, and provide ongoing engagement
and support.

Aim to prevent complications of delirium
such as immobility, falls, pressure sores,
dehydration, malnourishment, isolation.

Monitor for recovery and consider
specialist referral if not recovering.

Consider follow up.




