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9Nursing the Patient with Altered 
Cognitive Function

Jason Cross

Cognitive syndromes are common in the older surgical patient. This chapter aims to 
provide an overview of the causes of altered cognitive function, provide advice on 
strategies that can be used to identify those at risk and give examples of assessments 
and interventions to aid diagnosis and treatment. The focus will be on acute confu-
sion or “delirium” but will also comment on how existing cognitive impairment, 
dementia and depression can impact on patient recovery.

9.1  Learning Outcomes

At the end of the chapter, and following further study, the nurse will be able to:

• Identify patients at risk of delirium
• Apply evidence-based tools to assist in the diagnosis and assessment of delirium, 

depression, cognitive impairment and dementia
• Discuss management strategies and priorities in the patient with delirium, 

dementia and depression
• Recognise how the ability to give informed consent is impacted by the presence 

of acute confusional state (delirium) or dementia.
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9.2  Assessment of Baseline Health: General Comment

To recognise a change in an individual’s function, there needs to be a robust general 
assessment to identify and document baseline level of physical and mental health. 
Comprehensive geriatric assessment (CGA) is an effective way to undertake such 
assessment, with an evolving literature base detailing improvements in patient and 
clinical reported outcomes, when utilising CGA methods in preoperative assess-
ment [1]. CGA is considered in more detail in Chap. 4.

9.3  Delirium

Delirium is terrifying for the patient (with approximately 50% recalling the epi-
sode) and distressing for family and care workers. All nurses are familiar with the 
patient who suddenly becomes agitated, aggressive or “not right”. Delirium, some-
times called “acute confusional state”, is common and can occur after any surgical 
procedure, with an incidence of up to 60% after hip fracture. It is categorised by a 
sudden onset of fluctuating altered consciousness with changes to perception and 
cognitive function. It is a serious condition that is associated with poor outcomes 
(see Box 9.1), but it can be prevented and treated with early assessment and inter-
vention [1].

Managing delirium is challenging, especially when the patient is unable to artic-
ulate how they are feeling or is resistant to treatment. Interventions are often only 
implemented after the patient has developed delirium, with the delirium usually an 
indicator that the patient is acutely unwell. There is rarely one single predictor of 
delirium, with it often  being a multifactorial combination of long-standing and 
acute factors. This invariably leads to it being poorly recognised and managed, 
resulting in increased stress and anxiety for patients, relatives and staff faced with 
the acutely unwell, rapidly deteriorating, delirious patient.

9.3.1  Assessment

Prevention is more effective than a cure, with any intervention needing to begin 
early. In the surgical setting, this should be done early in the preoperative period. 

Box 9.1: Consequences of Delirium
• More hospital-associated complications (pressure injuries, falls)
• Increased stay in hospital or high dependency/critical care in hospital
• Increased incidence of dementia
• More likely to require long-term care/support on discharge
• More likely to die in the short and long term
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Assessment can be problematic in emergency/urgent care where time is limited, 
especially where best practice relies on patients proceeding to surgery as soon as 
possible. There are “rapid” tools and questions that can assist in identifying those at 
risk from delirium. Table 9.1 provides a list of predisposing (currently existing) and 
precipitating (potential causes) for delirium. The prompt recognition of predispos-
ing factors is essential because; (1) many of these factors are modifiable or can be 
improved and (2) the non-modifiable risk factors raise awareness of the risk of delir-
ium, providing the impetus for interventions.

Cognitive impairment is a predisposing factor for developing delirium and all patients 
must have cognitive screening on admission to help identify risk. Assessment starts with 
simple questions such as asking the patient if they have noticed: “…any change in your 
memory?”. This standard screening, used in both hospital and community settings, 
should then be supported with a more detailed assessment. There are numerous tools 
and assessments that highlight cognitive decline, but a simple, practical tool to identify 
those at risk, with one to two more detailed cognitive screening assessment tools to help 
further assess cognitive deficits and allow onward care planning, is needed.

The “4AT”: The 4AT is a brief, easy-to-use, validated tool used to assess for the 
presence of delirium and identify moderate to severe cognitive impairment [2] with 
little training needed. It is sometimes preferred to the “abbreviated mental test 
score” (AMTS) and is free to use and download (www.the4at.com). It can be used 
for both initial screening and a daily assessment tool to monitor delirium and allows 
testing of patients with severe drowsiness or agitation. There are four sections with 
a score for each answer:

 1. Alertness: How awake are they? Are they easily woken?
 2. AMT4: An abbreviated version of the AMT, asking the patient to recall their 

location, date of birth and age and to state the current year.
 3. Attention: Asked to list the months of the year backwards.
 4. Acute change or fluctuating course: Has the patient experienced any hallucina-

tions, paranoia or been acting strangely or “not quite right”?

The more information about baseline cognitive and physical function gathered, 
the better. A comment made by a family member can provide key information, 

Table 9.1 Predisposing and precipitating factors for delirium

Predisposing factors Precipitating factors
• Age
• Dementia or cognitive impairment
• Depression
• History of delirium
• Severe illness or hip fracture
• Polypharmacy
• Malnutrition/dehydration
• Functional dependency
• Sensory impairment

• Change in environment
• Sleep deprivation
• Loss of sensory aids/clues
• Physical restraints
• Constipation
• Urinary retention
• Sepsis
• Acute illness (e.g. MI)
• Untreated pain or excess use of analgesics
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confirming individual risk factors and helping plan individualised interventions. 
Families may not recognise the subtle changes in cognition that can signify evolv-
ing cognitive decline, so questions should be structured to elicit any deficits in func-
tion by, for example, asking if there have been any episodes of confusion or any 
noticeable decline in memory; who does the shopping and manages the household 
bills; if able to take medications independently; and if placed in the centre of town, 
on their own, would they be able to make their way home independently? Deficits 
in these simple tasks indicate potential cognitive decline.

Performing more detailed cognitive screening may not alter the delirium treat-
ment strategy but can help with detailed planning of ongoing care or referral to 
specialist teams. There are numerous tools; the following two tests can easily be 
administered by a nurse with appropriate training:

The Montreal Cognitive Assessment (MoCA): (http://www.mocatest.org/) [3] 
this tests; visuospatial skill, memory recall and attention, takes about 10  min to 
complete and gives a total score out of 30; a score of less than 26 indicates cognitive 
impairment.

The Mini Mental State Examination (MMSE): examines different domains with 
a score out of 30 indicating cognitive decline. This has a larger evidence base and 
can differentiate between types of dementia [4]. Used for more in-depth assessment 
of cognition. Losing favour due to copyright: not free to use. Not as good for mild 
cognitive impairment.

9.3.2  Identifying Delirium

Delirium is a medical emergency. Early identification is key to managing the con-
fused patient as well as the acute issue that has been the trigger. Attempts to prevent 
delirium will not always stop it from developing, so there is a need for sensitive 
vigilance to any change in patients’ behaviour.

The “gold standard” assessment and diagnosis of delirium is the Confusion 
Assessment Method (CAM), a set of four questions that identify whether a patient 
is delirious. It is well validated and accurate, with a false-positive rate of 10%. Its 
use by nurses is often poor [5] and education is needed [6]. The CAM relies on 
nurses to note subtle changes from baseline behaviour; this is often a comment from 
a colleague or relative noticing an unexpected change in personality or behaviour. 
The tool should be used as soon as a change in cognition is suspected and repeated 
at least daily or if the patient’s condition changes. The CAM involves four questions 
(Table 9.2); delirium is confirmed by a “yes” answer to both questions 1 and 2, with 
a “yes” to either question 3 or 4. Some of the components may fluctuate over time, 
so it is ideal to question others to ensure a full picture.

9.3.3  Prevention of Delirium

It is feasible to prevent delirium by modifying risk factors using simple single or 
multicomponent interventions, e.g. correction of an acute kidney injury (dehydra-
tion) by giving intravenous fluids or the prescription of analgesia to manage hip 
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pain. Interventions targeting the risk factors for delirium include ensuring the patient 
has their glasses and hearing aids, maintaining day and night routines, promoting 
sleep and daytime mobilisation and regularly reorientating patients to time and 
place. All these strategies, when used in a structured protocol, have been shown to 
significantly reduce the incidence [7, 8]. It is also essential to communicate with and 
educate patients and families about the risk of delirium.

9.3.4  Managing the Delirious Patient

Using a tool to identify delirium is only helpful if repeated and supported with 
detailed assessment of the patient’s condition. CAM, for example, will provide a 
diagnosis but does not provide detail about the severity or expected duration of the 
episode. Once diagnosed, the patient requires close monitoring and rapid interven-
tion to identify the cause and initiate treatment. A delirious patient will lose capacity 
to make decisions; this is discussed in the dementia section below. The following 
four actions should happen within the first 4 h of a diagnosis of delirium:

• Medical review: While this requires medical input, many diagnostic interven-
tions can be initiated by the nurse. Figure 9.2 details the causes of delirium with 
suggested interventions. Many drugs can cause delirium or make it worse.

Table 9.2 The Confusion Assessment Method (CAM)

1 Is there an acute change in mental status from patient’s baseline?
• Is there new confusion, agitation, unusual behaviour, hallucinations, paranoia and/or “just 
not quite right”?
• Asking a relative or carer can help with this.
What you may hear: “After her hip operation my mother became very confused and 
aggressive. She kept pulling out her drip and shouting at the nurses. It was a shock as she is 
usually so polite”.

2 Inattention
• Is the patient easily distractible or finding it difficult to follow a conversation?
• To help assess this, you can incorporate the months backwards test (see 4AT).
What you may hear: “I didn’t understand what Dad was saying after his operation, one 
minute he was talking about his knee, and then mentioned being in Germany in the war. 
Initially I joked with him but he got upset and he was obviously bothered about getting 
things mixed up”.

3 Disorganised thinking
• May not know where they are or think they are somewhere else
• Rambled discussion, jumping from one question to another
• Unable to recall the day or time.
What you may hear: “My wife has mild dementia, but she manages fine at home and we 
always meet for dinner on Tuesdays. When she was in hospital though, she didn’t even 
recognise me or our daughter; saying we were strangers and there to take her away; it was 
very upsetting to see”.

4 Altered level of consciousness
• Can be aggressive, shouting, anxious or hyper vigilant
• Excessive sleepiness (maybe even unresponsive).
What you may hear: “My uncle became very confused. He was sleepy at times, and agitated 
and restless at other times. The nurses gave him medication to help control his symptoms”.

9 Nursing the Patient with Altered Cognitive Function



114

• Falls assessment: Delirious patients are more likely to fall; patients over the age 
of 65 years having a 30% risk of falling compared to 10% of their non-delirious 
counterparts [9]. A prompt falls risk assessment should be completed with the 
emphasis on reducing risk (see Chap. 3). A low bed, bed alarms or enhanced 
observation should be employed to help maintain a safe environment. In the 
patient who is agitated and wandering, physical restraint is never appropriate; a 
patient is more likely to settle if allowed to mobilise with support to maintain 
safety. The use of bed rails is always discouraged as they act as a barrier that can 
frighten or agitate the patient further, increasing the risk of them climbing over 
the rails and falling from a greater height; close monitoring is more effective.

• Inform family: Early contact with the patient’s family can be the single most 
effective intervention to assist the healthcare team in the management of the 
delirious patient. It allows families to feel involved in care, helps reduce stress 
and provides an opportunity to seek help in managing the delirium. The presence 
of a relative, friend or carer can be calming, facilitating interventions and reliev-
ing the need for close observation by a healthcare team member. This must, 
though, be done with caution; the presence of a relative with the patient does not 
reduce the overall risk from delirium, so regular observation and detailed instruc-
tion is needed to ensure any change in condition is acted on promptly and 
appropriately.

• “HELP” interventions: Simple multicomponent interventions, or small actions 
grouped together in a protocol, reduce the symptoms and duration of delirium. 
The “Hospital Elder Life Program” (HELP) is a system of patient support that 
aims to maintain cognitive and physical function during hospitalisation and max-
imise mobility on discharge, helping with discharge and avoiding hospital read-
mission [10]. Evidence supports the use of HELP, and the protocol focuses on 
regular monitoring and intervention. The components include:
 – Daily orientation (to time/place)
 – Early mobilisation (maintaining function/normal routine, i.e. using toilet)
 – Feeding assistance (offering regular drinks/helping with feeding)
 – Therapeutic activities (such as board games/playing cards/listening to music)
 – A non-pharmacological sleep protocol (maintaining day/night routine; dis-

couraging daytime sleeping)
 – Hearing/vision adaptations (ensuring hearing and vision aids).

This strategy is only effective if employed alongside regular, at least daily, medi-
cal review. Regular or intentional “rounding” using the above components as a 
checklist can be helpful, the purpose being facilitating interaction and comfort [11].

9.3.5  Medication

A common error in treating delirium is to use antipsychotic medications in exces-
sive doses, give them too late or overuse of benzodiazepines. Sedation in patients 
with delirium should be avoided and only considered as a last resort if the delirium 
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is posing a significant risk to the patient or others. With proactive early assessment 
and intervention, patients should not need medication, but if they do, the following 
should be considered (for guidance only; doses and administration should be based 
on local evidence-based policy):

• Comprehensive patient medical review: identify causes of delirium that could be 
treated to alleviate agitation

• Delirium may be superimposed on substance withdrawal and additional pharma-
cological treatments may be indicated

• ECG (electrocardiogram): medications used to treat delirium can cause changes 
to heart rhythm

• Haloperidol is the first-line treatment in delirium (exceptions below)
• Lorazepam is first line in patients with delirium who also have Parkinson’s dis-

ease/parkinsonism, Lewy body dementia or seizures, or if the ECG shows 
changes.

9.4  Dementia

Dementia is a collective term for a group of degenerative brain diseases including 
Alzheimer’s disease, vascular dementia, Lewy body dementia and frontotemporal 
dementia. Worldwide, around 50 million people have dementia and there are nearly 
10 million new cases every year [12]. The condition has three stages involving 
increasing deterioration of memory that impacts on functional and emotional 
health.

Early stage: Often only recognised in retrospect, when the patient enters the 
middle or later stages of dementia. The person finds it increasingly difficult to con-
centrate and becomes more forgetful, exhibiting subtle changes in personality, but 
often remaining independent functionally, although tasks such as managing finances 
may become difficult.

Middle stage: Unable to retain short-term memory, able to complete basic per-
sonal tasks but with reduced safety awareness and may not be able to leave the home 
alone, usually requiring support to maintain independent living.

Late stage: Withdrawn and requires full care and support, with limited commu-
nication and little to no insight into own condition or environment. Motor deteriora-
tion is accelerated and may become bed bound; diet may be reduced due to impaired 
swallow and increased risk of choking; may not eat at all.

At present there is no cure, although some medications can help with the symp-
toms. As the age of hospital patients increases, more will present with dementia as 
either a primary (main cause) or secondary condition (as part of background past 
medical history). Health practitioners must be aware of the impact of dementia on 
patients, the associated complications and increased risks to health during treat-
ment. Comprehensive history taking is essential in helping to inform and direct care 
as discussed in the previous section.
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Cognitive decline impacts on health and decision-making. Understanding the 
person’s individual needs, desires and feelings can be challenging, leading to sig-
nificant stress for patients, families and staff in acute care situations. Information 
must be collected from family or friends, or other health practitioners. Dementia 
“passports” are documents that can be used to describe the patient, their wants, likes 
and dislikes - illuminating the patient’s personality and providing insight into who 
the patient is so that care can be planned with an individual’s values and beliefs 
maintained [13]; an example is the “This is me” document [13].

9.4.1  Capacity to Make Decisions

A central aspect of care for all patients with cognitive difficulties is decision- 
making; be it long term, acute or temporary. Ability to choose what we want and 
don’t want is part of what makes us an individual. To have that ability taken away is 
distressing and can lead to the values and beliefs of others influencing decisions that 
may not reflect the individual’s own. There are frameworks to help support people 
with reduced mental capacity in the decision-making process and ensure their best 
interests are foremost when planning care. In England and Wales, for example, for 
those over the age of 16, this is the Mental Capacity Act [14], but the following list 
outlines common principles that help practitioners to best to support patients:

 1. Always presume  the patient has capacity. They have capacity until proven 
otherwise.

 2. Support people to have capacity through information giving, education and time.
 3. People are allowed to make unwise decisions. Not choosing what we perceive as 

the best course of actions does not indicate a lack of capacity, although may be a 
sign of reduced understanding.

 4. Any treatment must always be in the patient’s best interest.
 5. If a decision needs to be made without the patient being involved, the least 

restrictive option should be followed.

Capacity is decision-specific; so when assessing capacity, it is important to know 
what the question is that requires a decision. For example, it could be a complex 
decision whether to proceed to surgery or not, involving multiple decisions, or a 
more simple question regarding taking one medication instead of another. Just 
because someone may lack capacity regarding one issue, it should not be presumed 
that this is the same for all issues. If a patient’s capacity is in doubt, a two-stage 
assessment should take place [14]. Box 9.2 is a checklist to make this less 
daunting.

When an individual who lacks capacity requires treatment, practitioners must 
ascertain if it is a permanent change in the decision-making process, such as a 
dementia, or a fluctuating one, such as delirium, drug intoxication or coma. 
Practitioners must consider what is; (a) in the patient’s best interest and (b) the least 
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restrictive option. Practitioners must first ask: can the decision or treatment be 
delayed to allow time from mental capacity to return? If not, for example, in a time- 
pressured situation such as surgical fixation following fracture, a best interest deci-
sion to ascertain the onward course of care is needed.

9.4.1.1  Advocacy
An advocate can only provide opinion and information; the medical or surgical 
team can note personal preferences and previous decisions made, but this does give 
the advocate rights to demand or decline treatments that may be in the best interest 
of the patient. Anyone can advocate for someone as long as they can confidently; (1) 
state they know the wants and beliefs of the person who they are advocating for and 
(2) are not in receipt of financial benefit from their relationship (e.g. a paid carer). 
When patients cannot make a decision for themselves, it is usually a family member 
or friend who fulfils the advocate role. In a situation where a family/friend is not 
available in an emergency situation, the surgical or medical team can proceed any-
way, using the information they have at hand to make the 'best interest' decision. In 
non-emergency situations, where capacity is questioned and unlikely to improve, 
practitioners can seek the help of an independent mental capacity advocate (IMCA), 
usually appointed by local authorities and who are charged with the gathering and 
evaluation of information regarding the views of the individual without capacity and 
make representations on their behalf. An IMCA should always be sought if the fol-
lowing criteria are met:

Box 9.2: Two-Stage Assessment for Mental Capacity
Stage 1

Should be asked of all patients where concern about capacity is an issue:

• Is there a disturbance of consciousness that could cause the patient to lack 
capacity (YES or NO)? For example, is the patient delirious or has known 
or newly recognised impaired cognition. If YES—move to stage 2.

Stage 2
Use a four-point capacity test: “can the patient…”

• Understand the information given relevant to the decision, e.g. information 
regarding incidence of complication after hip surgery (wound infection, 
DVT, delirium, success rates etc.)?

• Retain the information given? Can they repeat back the information given? 
This only needs to be long enough for the decision to be made.

• Weigh up or use the information? Can they discuss the information in con-
text, detailing the pros and cons of the proposed treatment?

• Communicate their decision? Can they say what they want to do?
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• The person is aged 16 or over
• A decision needs to be made about a long-term change in accommodation or 

serious medical treatment
• The person lacks capacity to make that decision
• There is no independent person, such as a family member or friend, who is 

“appropriate to consult”.

Any best interest “meeting” or discussion must involve as many team members 
as possible to ensure the decision reached involves aspects that might not be consid-
ered by individuals. If all team members cannot be gathered, other forms of com-
munication must be used to ensure all involved are consulted (e.g. via telephone or 
email) and to ensure all decisions and rationale are documented to provide clarity.

Many countries have human rights legislation that states that all individuals have 
the right to their liberty being maintained. This can put practitioners in a difficult 
ethical situation, especially if the patient who lacks capacity resists the treatment 
being attempted in their best interests, e.g. the “wandering” patient who may try to 
leave during treatment or the acutely delirious post-operative patient who declines 
medication. In the UK, for example, the Mental Capacity Act [14] and the Human 
Rights Act [15] provide guidance on how this can be addressed, providing a frame-
work to legally “deny” the patient without capacity their usual rights to liberty and 
enforce treatment that is in their best interest. In the UK, an application to apply for 
a DoLS (Deprivation of Liberty Safeguard) may be instigated through a local gov-
ernment authority, supported by specialist teams. Practitioners should not expect to 
be able to undertake these comprehensive assessments independently. Once granted, 
a DoLS can allow restraint and restrictions to keep the patient safe and provide care. 
Local policies and procedures may differ globally.

9.5  Depression

Everyone gets depressed or down from time to time as a normal reaction to life’s 
difficulties, but clinical depression is different; it is a persistent low mood that 
affects every aspect of a person’s life, leading to social isolation, feelings of worth-
lessness and, in severe cases, to suicide [16, 17]. The exact cause of clinical depres-
sion is not fully understood, although there are recognised risk factors including:

• Personal or family history of depression
• Major life changes, trauma or stress
• Certain physical illnesses and medications.

Depression can occur at any age, but is more likely to develop in adulthood. 
Simply “being old” does not increase risk of depression, but the accumulation of 
health issues, along with functional decline and social factors, has been seen to 
increase the incidence of depression in the older population [18]. Pain, such as 
chronic back or arthritic pain, is a significant risk factor and, if a diagnosis of 
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depression is already present, can increase the severity of the depressive symptoms 
[19]. Pain is a factor in reduced function for older people and is under-recognised as 
a cause of depression. “Aches and pains” are often explained away as normal ageing 
and the individual may not receive the proactive support needed to break the cycle 
of pain, leading to worsening low mood, loss of function and isolation [20].

Studies recognise that depression impacts negatively on progress after surgery [17]. 
The symptoms of clinical depression, such as low motivation, perceptions of non-
improvement, sleep disturbance and difficultly with physical rehabilitation, can slow 
postsurgical recovery [21] with an associated increase in complication rates, with up to 
40% of those with anxiety and depression still suffering the effects after discharge [22].

9.5.1  Assessment of Depression

Nurses will often encounter patients with both short- and long-term depression. 
Clinical assessment and observation should identify existing depression. A compre-
hensive admission history using alternative sources of information is also essential 
in highlighting those who may be suffering from depression. In the short term, there 
may be little that can be done to improve the condition prior to surgery or treatment 
starting, but assessment can sensitise the team to the risks associated with the 
depression and allow them to use proactive strategies to help reduce risk. Some of 
the following will help the practitioner to identify potential for depression [23]:

• History of any mental health disorder
• History of a chronic physical health problem
• Past experience of, and response to, treatments
• Quality of interpersonal relationships
• Living conditions and social isolation
• Family history of mental illness
• History of domestic violence or sexual abuse
• Employment and immigration status.

Nurses can also use an assessment tool to identify those with altered mood, anxi-
ety and depression. There are several tools available, but a simple screening tool 
will help the practitioner to plan care. Two validated screening tools are recom-
mended by NICE in the UK [24]. These are self-reported questionnaires that give a 
numerical score; the higher the score, the more likely depression or anxiety will be 
present:

The Hospital Anxiety and Depression Score (HADS)
Used for initial diagnosis and to track resolution or progression of anxiety and 
depression. Validated in many languages and for inpatient and outpatient set-
tings; 14 questions with anxiety and depression questions mixed; these are scored 
separately with a score of 8 or more in either indicating a positive result; takes 
2–5 min to complete [25].
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The Patient Health Questionnaire 9 (PHQ-9)
More recently developed tool for monitoring and measuring the severity of 
depression; sometimes used for screening of depression due to its ease of use; 
score from questionnaire indicates level of depressive symptoms from no symp-
toms to severe [26].

As patients complete these themselves, it does not add much time to any assess-
ment. However, these assessments should be viewed with caution as patients can 
exaggerate symptoms, giving false-positive results. The environment where the test 
is administered can also skew the results, e.g. a person completing the assessment 
in a room with other people may lead the individual to answer to fit a social expecta-
tion [25]. Some tools are copyrighted with cost to reproduce and print.

9.5.2  Interventions

Nurses are well placed to provide the interventions needed to support the patient 
with depression. Being “at the bedside” provides opportunities to monitor for subtle 
changes in mood and condition. While the nurse is not expected to be able to per-
form complex therapeutic techniques, core principles can be integrated into nursing 
practice. Being caring and compassionate is part of what nurses are, and communi-
cation skills and “sixth sense” about potential problems can be an essential compo-
nent in helping to support patients with anxiety and depression; allowing patients 
time to talk and express themselves or just letting them be who they are can help 
build the rapport that can be positive in their recovery.

9.6  Summary of Main Points for Learning

• Cognitive disorders are common and precipitants for delirium/acute confusion
• Delirium is a medical emergency with prompt investigation into its cause 

essential
• Delirium is related to increased in-hospital and post-discharge morbidity (com-

plications) and mortality (death)
• Early assessment with the addition of a simple tool are essential and key to high-

lighting those at risk
• A structured approach with simple multicomponent interventions can help 

reduce delirium and its duration; involving family and carers can be of great 
benefit

• Capacity should always be assessed when altered cognition is present, i.e. delir-
ium or dementia

• Background information is invaluable in understanding the individuals
• A best interest discussion is useful in helping deciding onward care

J. Cross



121

• If family or close friend is unable to advocate for a patient with reduced capacity, 
an independent advocate should be sought

• Any treatment proposed for the patient who lacks capacity should always be the 
least restrictive option

• Assess early and establish baseline level of needs, both physical and 
psychological

• Set clear goals for recovery and work with the patient to agree those goals
• Ensure usual psychiatric medications are continued wherever possible
• Consider same staff/team working with the patient to help build rapport
• Reassess depression regularly, allowing time for the patient to discuss their prog-

ress, successes and failings.

9.7  Suggested Further Study

• Consider how you do, or could, undertake assessment for cognitive status of your 
patients. Do an internet search for MMSE (Mini Mental State Examination) and 
compare this with MoCA. Read more about cognitive assessment using the fol-
lowing resource: http://www.mocatest.org/.

• Examine your national and local guidance about capacity, consent and depriva-
tion of liberties and how this is put into practice where you work. How might this 
impact on your practice? What should you consider doing differently?

• Examine national guidance about caring for patients with dementia in acute hos-
pital settings.

• Look at self-reported assessment tools that are used, or might be used, to identify 
patients with depression or anxiety in your area. Could a similar tool be inte-
grated into your practice?

9.8  How to Self-Assess Learning

• Discuss with your clinical team how you might improve the interventions you 
use to prevent and manage dementia. Could there be more you could implement 
in your clinical setting? What plans might you put in place for this? Could this 
become part of “intentional rounding” in your unit?

• What do you understand about the best way to care for patients with delirium and 
dementia? Discuss this with colleagues and the carers of patients with dementia. 
How is this reflected in your current practice?
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