
Inpatient delirium pathway
MULTI COMPONENT MULTI DISCIPLINARY INTERVENTION: Aim for prevention and minimisation strategies

PATIENT FOCUSED CARE PRACTICES

CLINICAL CARE PRACTICES

Admitted to inpatient ward
If an admitted patient is confused consider delirium, and complete re-assessment 

and screening as required

Discharge 
destination: 

Home, 
residential 

care or other 
location

Presents to 
ED or pre-
admission 
clinic with 

health need

Screening: 
All patients 

over 70 
years old 
and when 
clinically 
indicated

Environment: Single room in 
high surveillance area (cohort if 
needed in double room), avoid 
room changes, clock, calendar, 

view, adequate lighting (especially 
at night so patient can see their 
way to the toilet) minimise noise, 
call bell in reach, mimic patient’s 
usual routines where possible

Orientation: 
To ward 

and staff. 
Introduce 

self and role 
often. Validate 

feelings 
expressed by 

patient

Family support and 
communication: 
Implement carer 
framework where 

carers can stay to look 
after relative. Provide 

information, handouts, 
and inclusion in family 

meetings

Identify 
likes and 
dislikes: 

Use 
‘This is 
me’ or 

sunflower

Activity: Exercise, 
early mobilisation, 

cognitively 
stimulating 

activities, social 
strategies, 

personal items and 
photos in room, 
music therapy

Eyes and 
ears: 

Ensure 
patients 

wear 
glasses 

and 
hearing 

aids

Hydration and fluid 
balance: Early post-

op hydration, offer tea 
or patient preference 

(not just water), 
snacks, monitor intake 
and output – FBC / sit 
out of bed for meals if 

able, urinalysis prn

Change 
of status: 
Sticker in 

clinical record 
if delirium 

presents after 
admission to 

ward

Falls prevention: 
equipment in 

place if patient 
is a high falls 

risk (or if scoring 
4 on confusion 

/ disorientation / 
impulsivity section), 
use well fitting 

footwear

Toileting: 
Regular 
regime 

and bowel 
charts. 
Avoid 

constipation

Watches: Use 
ward HCAs for 

pm/nocte (only if 
patient is a safety 

risk e.g. aggressive/
impulsive/wandering 

and if all other 
strategies are in 

place)

Clinical 
guideline 

for delirium 
management

Delirium 
information for 
patients and 

families

Delirium 
education 
workshops

Delirium 
resource book

Referral to OPR 
outpatients

Referral to 
MHSOP

Referral to 
consult liaison

Geriatrician 
review (use 
SPOE form)

ADDITIONAL 
RESOURCES 
AVAILABLE

Review clinical care: Review 
medications, look for signs of 
infection, manage pain, avoid 

sleep disturbance where 
possible, check oxygen 

levels, avoid unnecessary 
catheterisation, diagnose 

underlying dementia. 
(Refer to guideline below)
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