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Topics specific to practicing in the personal care
home (PHC) setting during the COV@Ipandemic

Bythe end of these sessions, the learner will be able to:

A Apply the use of the Clinical Fraiftgale© todescribe the vulnerability of older adults to adverse
outcomes (Medical Expert, Communicator, Health Advocate)

A Discuss a methodology in approaching difficult conversations with patients, family and staff
specifically orlCOVIDelated outcomes and goals of care (Medical Expert, Communicator,
Collaborator)

A Explain the treatments for symptomat@OVID/palliativeare in a PCH setting. (Medical Expert)

A Apply a protocol for usual/ chronic care duri@@®VIBL9 pandemic in a PCH setting. (Medical
Expert, Collaborator)

A Discuss how to address management of delirium and malnutrition under isolation precautions.
(Medical Expert)

A Utilizean Ethical Framework for wandering patients during @@VIDutbreak (Medical Expert,
Health Advocat §
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Delirium in the PCH setting:
During the COVIDO
pandemic

Elizabeth Rhynold MD FRCPC
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Learner Objectives

AList characteristics of delirium described in the SIGN 157 guideline

ASummarize theecommendations fodelirium prevention during
COVIEL9

AList 2 screening tools to improve identification of delirium

AList the investigations commonly used to identify factors contributing
to delirium

AQuote the reports to date regarding the prevalence of delirium in
COVIEL9

AName 3 components delirium management
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Newest delirium guideline: SIGN 157 Risk reductiol
and management of delirium March 2019

AHealth care improvement
Scotland
https://www.sign.ac.uk/assets/si

gnl157.pdf

ASIGN guideline app
https:// www.sign.ac.uk/sign

apps
APatientinformation booklet:

https://www.sign.ac.uk/assets/p
atl57.pdf

[ ‘\ ]}-:-:al'.b:ervr l SIGN Search SIGN
mprovement

C' Scotland

Our guidelines Whoweare Whatwedo Patient involvement  Get involved

SIGN apps

mmmmmmmmmmmm o THE SIGN GUIDELINES APP
iPhone iPad iPodTouch Android

Archived guideknes



https://www.sign.ac.uk/assets/sign157.pdf
https://www.sign.ac.uk/sign-apps
https://www.sign.ac.uk/assets/pat157.pdf

2019 SIGN Delirium Guideline Definiti

AQuotes ICEL0 and DSM and advocates for the use of the word
delirium for consistency
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R The following components should be considered as part of a package of care for patients
at risk of developing dellrium:

https:// www.sign.ac.uk/sigrd 57-delirium

SIGN 157 Chapter 4

Preventiong SIGN and RGP Ontario

6 PROVEN" STRATEGIES TO PREVENT

EATING

Ensure nutritious food Is
available throughout the day,
and promote eating with
others if possible.

orlentation and ensuring patients have thelr glasses and hearing alds
promoting sleep hyglene STAYING DEUH“'M

HYDRATED
early mobilisation Sobndietdbrodd IS PREVENTABLE!
pﬂ"" I day!oavoiddohydﬁon. For all older aduilts, use these
prevention, early Identification and treatment of postoperative complications g ﬁ
maintaining optimal hydration and nutrition 05

SEEING AND HEARING
regulation of bladder and bowel function Ersis heaving sids end glasses

are avalable at all times, if needed,

provision of supplementary oxygen, If appropriate.

DELIRIUM IN OLDER ADULTS

MOVING

Promote physical activity
- at jeast 3 times a day.

https:// www.rgptoronto.ca/wpcontent/uploads/2019/01/DeliriunpreventionPRINT.pdf



https://www.rgptoronto.ca/wp-content/uploads/2019/01/Delirium-prevention-PRINT.pdf
https://www.sign.ac.uk/sign-157-delirium

Prevention; during COVH29

Table 1. Reduang Dxklinum Burden i COVID-19

Patients

Uzual delirium care pathways to reduce delirium incidence
and duration

Systemabic, routing deliium scresning®

AzessE and adjust medications with delericgenic
potential®

Avoid antipsychotics unless patient is & danger 1o =i or
others

Funidarmsntal physical nesds
Aazese and freal pan, nausea, consdpation, and cough
Treat dehydration with oral fluids

Emsure call bution and telephone are within reach after eveny
encounter

Cognitive stimulation and caregier support
Reorient patient with each interaction
Wisitor pass for caregvers of COVID-18—negative palients with
dementia or delinum
Facilitating ielephonsfvideo chat with famiby

https://pubmed-ncbinlm-nih-

gov.uml.idm.oclc.orq/32277467/?from single result=Running+Title%3A+Deliriu

Normalize sleepwake cycles
Prowide ambient lightsunlight during day (eg, open binds and
turn on lighis)
K=sp the room dark and quist at night (eg. chose binds, tum off
fighi= and TV)
Schedule melaionm for glesp if nesdad
Limit rooem chenges or tests thet take placs outsids the room
during nighit ours

Mokilization

Pricritize assisted mobildy during meaks and medication
sdministraticn
Keep chair and assistve devicss im room
Encoursgs indspendsnt safe mobility a1 sach encounter
Minimizs tsthers
Remove lines, catheters, pules oximeiry, and telemsiny when
aporopriate
Discontinue bladder and rectal catheters as soon as
possible
Minimize uss of physical restraints
Miniimize senaony deprivation
Kesp eyeglassas withim reach
Provide poriable amplitying devices andior personal hearng
aids

m+Prevention+in+the+Age+of+ COMI®-LaHue

Enhanced delirium care pathways for COVID-18—affected
patisnts
U=wal care pathways 535 oullined
Enfanced communication
Provide card with name/photograph (sg. “bassball card™) for
patient to keap
Cnient the patient to roles of each individual mvofved in cars
daity
Daily farmity'carsgiver ielsconfemancmg with “patient update™
[iableds, iPads)
Speak alowly, in low tonsa with essessment for understanding
Enfanced mobilization

Insiruciional handouizs for reom and b=d exercises/
atreiches

Phiysical'occupational therapists instuct physiciansnuraes on
patient sxercises

Insiruct patient on eafs transferring

Enfhanced considerstions in infubated patiendss
Periom daily spontaneous ewakening thals (SATa)
Periom daily spontaneous bresthing tnals (S8Ts)

Evoid prolonged admimstaton of delinogene medcatons,
such && berzodiazepinas
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https://pubmed-ncbi-nlm-nih-gov.uml.idm.oclc.org/32277467/?from_single_result=Running+Title%3A+Delirium+Prevention+in+the+Age+of+COVID-19+LaHue

Prevention; during COVH29

Table 1. Reduang Dxlinum Burden
Paticnts

Uzual delirium care pathways to reduce delirium incidence
and duration

Systemabic, routing deliium scresning®

AzessE and adjust medications with delericgenic
potential®

Avoid antipsychotics unless patient is & danger 1o =i or
others

Funidarmsntal physical nesds
Aazese and freal pan, nausea, consdpation, and cough
Treat dehydration with oral fluids

Emsure call bution and telephone are within reach after eveny
encounter

Cognitive stimulation and caregier support
Reorient patient with each interaction
Wisitor pass for caregvers of COVID-18—negative palients with
dementia or delinum
Facilitating ielephonsfvideo chat with famiby

m COVID-12

JOURNAL OF GERIATRIC

EMERGENCY MEDICINE

March 21, 2020
GEDC

EDUCATE IMPLE

Volume 1, Issue 4, Supplement 1

e ACEP{Geriatric <

Sy £ N
Preventing and Managing Delirium in Older Emergency Department (ED) e
Patients During the COVID-19 Pandemic . I
Ula Hwang MD MPH, Aaron J Malsch RN MSN GCNS-BC, Kevin J Biese MD, Sharon K Inouye MD MPH

6. Risk factors for delirium are:2

¢ Sensory impairment (vision and hearing) .

e 65+ years in age

Normalize sleepwake cycies
Prowide ambient lightsunlight during day (eg, open binds and
turn on lighis)
K=sp the room dark and quist at night (eg. chose binds, tum off
fighi= and TV)
Schedule melaionm for glesp if nesdad
Limit rooem chenges or tests thet take placs outsids the room
during nighit ours
Mokilization
Pricritize assisted mobildy during meaks and medication
sdministraticn
Keep chair and assistve devicss im room
Encoursgs indspendsnt safe mobility a1 sach encounter
Minimizs tsthers
Remove lines, catheters, pules oximeiry, and telemsiny when
aporopriate
Discontinue bladder and rectal catheters as soon as
possible
Minimize uss of physical restraints
Miniimize senaony deprivation
Kesp eyeglassas withim reach
Provide poriable amplitying devices andior personal hearng
aids

https://gedcollaborative.com/article/covidl 9-delirium-care

e History of dementia
Nursing home patients
e SERIOUS INFECTION

Enhanced delirium care pathways for COVID-18—affected
patisnts
U=wal care pathways 535 oullined
Enfanced communication
Provide card with name/photograph (sg. “bassball card™) for
patient to keap
Cnient the patient to roles of each individual mvofved in cars
daity
Daily farmity'carsgiver ielsconfemancmg with “patient update™
[iableds, iPads)
Speak alowly, in low tonsa with essessment for understanding
Enfanced mobilization

Insiruciional handouizs for reom and b=d exercises/
atreiches

Phiysical'occupational therapists instuct physiciansnuraes on
patient sxercises

Insiruct patient on eafs transferring

Enfhanced considerstions in infubated patiendss
Periom daily spontaneous ewakening thals (SATa)
Periom daily spontaneous bresthing tnals (S8Ts)

Evoid prolonged admimstaton of delinogene medcatons,
such && berzodiazepinas
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https://gedcollaborative.com/article/covid-19-delirium-care/

Prevention; duringCOVIELS

Hospital Elder Life PrograrHELP

AA program to prevent delirium in
hospital by operationalizing
nonpharmacologimterventions

https:// www.hospitalelderlifeproqgr

HELP Hospital kit

VERBAL DE-ESCALATION FOR

am.org/for-clinicians/covid19
resources

Delirium prevention toolkit
AWhen HELP visits are allowed
A No visitors

A https://www.hospitalelderlifeprogra

m.org/uploads/delirum/FIN
D19 HELP_ Resources.pdf

Vi
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Relaxation Exercise
Trouble sleeping? Feeling anxious? Try this relaxation exercise to help you

wind down. Get inte a comfortable position and start thinking about a relaxing
setting in your mind, such as the beach, your comfy bed at home, a beautiful

mountain, or anything else that brings you peace.
Establish a steady breathing pattern

+ Breathe in throug
+ Breathe out through yo
Visualize the stress floatit
section. Contract and

+ Knses - imagine

+ Spin
+ Shoul
+  Siide over to your neck.
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My Orientation Carc

l'am a patient at ir

We are located in (city/state)

Wy doctor is

My nurse and aide(s) are
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We encourage you to, as much as you SAFELY can, stay active and mobile while you are
here. We recommend taking short laps around your raom to stretch your legs, safely moving
from bed to chair, and doing “Range of Motion” exercises. If st any point, should you fesl
dizzy. light-headed. or unsteady, STOP partisipating and let your nurss know.

Ankle and Hip Exercises:

Compiste 8-10 cycies 2ach

Spred Uonom
10 36UBY INOA UD P3JEIO] S3E1ISXA 1SLM PUE JSPINOYS U} 2130
nok siium soueissss 1o} sus Buipioy Kn) 'Spueq sspiaxa 1ok LI S
sawn 015 1eadey
10 o 136Uy IN0A BuILRIeqs ‘84 N0k szesnbs-un =
154 & Bunjew ‘i punoie
ssabuy 1ok szsenbs pus wied 1ok Ul ploy ‘[jBq SSENS NCK YA
SpUBq 35113X3 JOJPUE SI[EQ SS2S SAPNIIUI DY [EPASOH N0
spueg asiiax3 Jojpue s|eg ssans Buisn
uonssod BURS € 0} ¥92q AIMO[S JaMO| 0} 533U PUE ‘Sdiy siEm puag +
pad
515 4o apis 8} JsuIEBE SB9) N0 JO §OBC SU} LA PUEIS ‘PSUSILL B2 NOK USUAL =
Bupyem
LE}S NOA 21034 dNn POCIS 3ABY NOA 39UC 39UE(E] UIZ6 0} JUSLIOW B 342
sesuy nok Jspun ARoap ooy SU Uo Jel 1954 Ind
B4 31} J0 36pa 31 0110095 10 3pIS
$20ys Jo s/2ddis piys-uou uo Ind ‘SgeleAR )|
sBa| inok ymans
pue s12:2xa 126 ) L0OI INDA PUNOJE flEM UED NOA ‘N0 SAES ssinu noky «

(jucIssIuLad 5,35INU BUIAAI2] JAE) WoOY INOA PUNOIY BUIEM

“3WW Joj PAINPaURs sainpadoud pue sjsal

“(awn 21e21pur) 1 a1 speaw Ay

\

University
o« Manitoba



https://www.hospitalelderlifeprogram.org/for-clinicians/covid19-resources
https://www.hospitalelderlifeprogram.org/uploads/delirum/FINAL_COVID19_HELP_Resources.pdf

Case: Resident in isolation during C&NID
outbreak at your facility

AYesterday a positive case of CO¥fis identified in your PCH
AThe decision is make to test all the staff and PCH residents

AThe resident known to be COVID positive iIs moved to the palliative
OF NE NRB2Y 0SOlFdzaS 2F AdQa RAAGI

AAIl other residents are now considered to be in an orange zone and
are being isolated in their rooms, isolated from one another being
monitored closely for symptoms while testing comes back

o Manitoba
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Mrs. L is &esident in isolation during COVID
19 outbreak at your facility

AMrs. L is a resident with dementia notable for memory impairment.
She has been repetitively exiting her room asking if her daughter has
come to Visit.

AShe is becoming severely frail though she is still able to walk
iIndependently.
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Management of delirium

ASystematically identify delirium
ANonpharmacologicnanagement
Aldentify underlying causes
AManage underlying causes
APharmacologic management
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|dentify delirium: CAM vs. 4AT

AThe Confusion Assessment Method has been the most commonly
referenced tool for detecting delirium*

AThe sensitivity and specificity is limited by user experience and training

AThe 4AT is gaining popularity
A Sensitivity 88%, specificity 88% in 17 validation studies
Altis free to usehttps://www.the4at.com/
Alt has been used in nursing home studies confirming it is feasible**
AThe 2019 SIGN Delirium guideline recommends the 4AT except for ICU

AThe tools identify probably delirium and then the diagnosis should be
at the time of a formal assessment by a trained clinician

SN ) ]
*http:// intranet.pmh- = UnlverSlty

mb.ca/Document Search/Shared%ZODocuments/PMH286.pdf#search:confusion%20assessment%20methm% «Manitoba
** hitps://pubmed-ncbinim-nih-gov.uml.idm.oclc.org/30092581/?from_term=4AT+nursing+homeé&from_pos=2



https://www.the4at.com/
http://intranet.pmh-mb.ca/Document_Search/Shared%20Documents/PMH286.pdf#search=confusion%20assessment%20method
https://pubmed-ncbi-nlm-nih-gov.uml.idm.oclc.org/30092581/?from_term=4AT+nursing+home&from_pos=2

Patient number:

Quotes from 4AT websil@AT) ==

Assessment test Date: Time:
for delirium &
cognitive impairment

ATakes < 2minutes

CIRCLE

ASuitable for use in normal clinical — wasmes

during assessment) or agitstedfyperactive. Observe the patient. If asleep, affempf fo wake with

Ll
p raCtI C e spesch or genfle fowch on showlder. Ask the patient fo sfate their name and address to assist rafing.
) 0

Normal (fully alert, but not agitated, throughout assessment)
Mild skeepiness for <10 seconds after waking. then nomnal 0

ANo special training required . 4

AAIl patients can be assessed e |
Including those unable to :
communicate R T o o

- . = Months of the year backwards Achieves T months or more comectly 0
Alncludes brief cognitive tests A ‘
Untestable (cannot start becauwse unwell, drowsy, inattentive) 2

[ ACUTE CHANGE OR FLUCTUATING COURSE

ANot to be used on serial days T e
due to practice effect for 2 and 3 s ;

4 or above: possible delifium +/- cognitive impairment
1-3: possible cognitive impaiment 4AT SEDRE D

0z delirem or severe cognitive impairment unlikely (but
defiruem still possible if [4] information incomplete)



Mrs. L is a resident in isolation during COVID
29 outbreak at your facility

AMrs. L is a resident with dementia notable for memory impairment.
She has been repetitively exiting her room asking if her daughter has

come to Visit.
Alt is now 11:30 pm and she is not settling. This is atypical for her.
AShe is can be reassured with attention and eventually she falls asleep.
Aln the morning she is right back asking for her daughter.
ACKS YAIKIQa RAANHzZLIGAZ2ZY A&da NBLIZN
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Management, summary of recommendations

SIGN 157 RGP Ontario BGS GEDC
COVIBL9 specific J 4 v
Non pharmacologic
Continue/emphasize gventionstrategies V4 NV V4
Identify and treat underlying cause J v v NV
Communication
Family involvemen
~
Eggzjllllmﬂgg%Cﬁgowsgxsz-gr?griﬁmpIoads/2020/04/COVID9—Preventionand—manaqememof-delirium—in-older—adults.pdf b\ Unive-rSity
https://gedcollaborative.com/article/covidl 9-delirium-care/ % (lfManltOba

https://www.bgs.org.uk/resources/coronavirasnanagingdelirium-in-confirmedand-suspectedcases



https://www.rgptoronto.ca/wp-content/uploads/2020/04/COVID-19-Prevention-and-management-of-delirium-in-older-adults.pdf
https://www.rgptoronto.ca/wp-content/uploads/2020/04/COVID-19-Prevention-and-management-of-delirium-in-older-adults.pdf
https://gedcollaborative.com/article/covid-19-delirium-care/
https://www.bgs.org.uk/resources/coronavirus-managing-delirium-in-confirmed-and-suspected-cases

Delirilum assessment = not a U/A

2019 SIGN Guideline*

AThorough history for symptoms

AThorough physical examination including neurological exam
ARapidly treat any urgent priorities including hypoglycemia and
nypoxia

Alnformation from initial history and physical examination should guide
further investigations

C2NJ KS
| f ¥

F U NEYl AYR
421 ta 2 I N u 2
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2019SIGN Guideline Common investigations:

A Renal function (urea and electrolytesjo identify
dehydration, acute kidney injury, chronic kidney disease,
hyponatraemia

A Full blood count (FB@)to identify anaemia macrocystosis
elevated white cell count

A Greactive protein (CRR)to identify
inflammation/infection

A Liver function tests (LF€)can identify liver dysfunction
which could identify biliary infection, malignant disease,
encephalopathy

A Calciumc hypercalcaemi@an cause confusion, and
requires furtherinvestigation (Rhynold comment: adjusted
for aloumin level)

A Blood cultures; where there is evidence of infectiord
fever or sepsis)

A Thyroid functionc thyroid dysfunction can cause confusion

A Vitamin B12 and folate consider if there are concerns
about nutrition ormacrocytosion full blood count

Delirium assessment
Z not a U/A

A ElectrocardiogranfECG) this may identify
clinically silent myocardiagchaemiaor
arrhythmia which may be significarguch
asatrial fibrillation).

A X-rays should be guided by symptoms and
signs for CXR and MSK fractures

A A negative urine dipstick can make a UT]I
much less likely but a positive dipstick does
y2u aySoOSaal NAfte YSIY

A Bedside ultrasound bladder scan for

urinary retention
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DEI i ri u m assessme nt Clinical investigations

Many conditions can trigger delirium, There is often more

: nOt a l '/A than ane contributory Factor in an individual persan, &
majar part of treating people with delivivm is treating the

underlying precipitants or causes,

2019 SIGN Denrlum GUldellne CT brain scan should not be used routinely but should

ke considered in patients presenting to hospital with

Advanced Investigations delitm nth presence o

= new focal neurological signs

ACT Braln Only Wlth SpeCIfIC Signs + areduced level of consciousness (not adequately

explained by another cause)

an d h IStO ry * a history of recent falls

+ ahead injury [patients of any age)

AEEG only if suspicious for seizure + anicosgiationthersy.
ALP should not be routine ot nomresaing dlumeihere ng s cams

identified or there are features to suggest primary
central nervous system pathology.

Electroencephalogram should be considered when
there is a suspicion of epileptic activity or non-
comulsive status epilepticus as a cause of a patient’s
delirium.

¢ Lumbar puncture shauld not be performed routinely
on patients presenting with deliriurm.



And whatabout testing for COVID?

* ONE symptom in Category A OR TWO or more symptoms in Category B should be
considered symptomatic

A: Fever>38 or subjective fever/chills; cough; sore throat/hoarse voice; shortness of

Signs & Symptoms breath/breathing difficulty, loss of taste or smell, vomiting or diarrhea for more than
Criteria 24 hours, clinical features of multisystem inflammatory syndrome (MIS-C) or features

of Kawasaki Disease
B: runny nose, muscle achenjunctivitis, headache, skin rash of unknown
cause, nausea or loss of appetite, poor feeding (in an infant)

https:// sharedhealthmb.ca/files/COViD-highlightswinnipeq.pdfas of June 5, 2020

A20 ¢ 30% of all people with COVI® have delirium during the
course of their iliness

A60 ¢ 70% of all people with severe COMI®have delirium
| | | g o University
https://www.hospitalelderlifeprogram.org/news/covid 3-and-delirium-help-resources % o Manitoba
https:// academic.oup.com/ageing/advaneeticle/doi/10.1093/ageing/afaa094/5831131



https://www.hospitalelderlifeprogram.org/news/covid-19-and-delirium-help-resources/
https://academic.oup.com/ageing/advance-article/doi/10.1093/ageing/afaa094/5831131
https://sharedhealthmb.ca/files/COVID-19-highlights-winnipeg.pdf

Delirium and COWAL®:
Advise specific to the older adults and LTC

G/ 2 E[ LO\RBE NS the cause of delirium (i.e. perform a COIABwab
and inifiate isolation precautions) if any of the following aresent*:

ASymptomsare suggestive even if only mild ILI (influendike illness)
symptoms or lowgrade temperature are present

AHistoryof COVID exposure or exposure to others with ILI symptoms
AHypoxiaotherwise unexplained, even if mild (Sa02 <90%)
ARapidclinical deterioration

ANo other clear reason for delirium identified (note: be very careful to
RAaYAaa RSTEANADZY a O0SAY3I HQ 02
populations given the high rates of bacterial colonizatiavterurig

ACXReonsistent with pneumonia (unilateral or bilatebag

—
* https:// www.rgptoronto.ca/wpcontent/uploads/2020/04/COVI29-Presentationsn- b\ University

FrailOlderAdults U-of-Gand-U-fo-T.pdf % o Manitoba
https://onlinelibrary-wiley-com.uml.idm.oclc.org/doi/epdf/10.1111/jgs.16445



https://www.rgptoronto.ca/wp-content/uploads/2020/04/COVID-19-Presentations-in-Frail-Older-Adults-U-of-C-and-U-fo-T.pdf
https://onlinelibrary-wiley-com.uml.idm.oclc.org/doi/epdf/10.1111/jgs.16445

Mrs. L is a resident in isolation during COVID
29 outbreak at your facility

AMrs. L develops becomes acutely drowsy with periods when she can
express herself but she is not oriented.

AShe is in bed and assisted to a commode for scheduled toileting due
to worsening incontinence. She grimaces with voiding.

AShe has hypoactive delirium.

AHer goals of care are consistent with medical management and she
has blood work and urine C&S

ACOVID test is positive, K+ high, Mg+ is low, creatinine has doubled,
urine C&S grows E.coli sensitiveatnoX clav

o Manitoba
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Management, summary of recommendations

SIGN 157 RGP Ontario BGS GEDC
COVIB19 specific J WV V4

Non pharmacologic
Continue/emphasize gventionstrategies J
|dentify and treat underlying causct V4
Communication

SISNISNS

Family involvemen v

-_
> University
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https:// www.sign.ac.uk/sigrl57-delirium
https://www.rgptoronto.ca/wp-content/uploads/2020/04/COVH9-Preventionandmanagememnof-deliriuntin-older-adults.pdf
https://gedcollaborative.com/article/covidl9-delirium-care/

https://www.bgs.org.uk/resources/coronavirasnanagingdelirium-in-confirmedand-suspectedcases



https://www.rgptoronto.ca/wp-content/uploads/2020/04/COVID-19-Prevention-and-management-of-delirium-in-older-adults.pdf
https://www.rgptoronto.ca/wp-content/uploads/2020/04/COVID-19-Prevention-and-management-of-delirium-in-older-adults.pdf
https://gedcollaborative.com/article/covid-19-delirium-care/
https://www.bgs.org.uk/resources/coronavirus-managing-delirium-in-confirmed-and-suspected-cases

COMMURNICATION TIPS FOR CLINICIANS CARING FOR

CoviD-19

OLDER ADULTS EXPERIENCING DELIRIUM DURING THE
COVID-19 PANDEMIC

GENERAL COMMUMICATION TIPS

Non-werbal communication is critical to successful interactions. Remember to SMILE, they will haar it in
wyour vaice even if they can't see your face and will be reassured.

Stay calm, slow down and be patient.

Maintain eye contact and position yourself so the patient can see you.

Introduce yourself, call the patient by name, and explain your role/what you are going te do.
Listen actively and keep your language and instructions simple.

Engaze and empathise.

SAMPLE SCRIPT FOR PEOPLE WITH COMFUSION

"Hello, [use preferred name). My name is , and | am your

(role). You are admitted in because you got sick. | am hare to help
you and make sure you are comfortable.” Explain the task and ask fior permission to proceed
before approaching the patient or touching them, e_g., “The doctor has ordered these
medicines for you to help you feel better. Can | give tham to you now?

https://www.rgptoronto.ca/wp-content/uploads/2020/04/COVH29-

COMMURNICATION TIPS FOR PEOPLE WITH AGITATION|

It is wery important for staff who feel confident and have training to try and de-escalate a person who may
be experiencing agitation. If you appear anxious or fearful, it may escalate the person further. Stay calm,
maintain a safe distance from the person in order to make them feel safe, have a colleagus present for
support and assistance, as needead, but only one clinician showld talk to the person.

werbally engage: Engage the person’s attention by @lling their name in a gentle tone of
wiice: “Hello [use preferred name]. | am , your

o Establish a collaborative relationship: “I can see you are upset. | want to help you "

werbally de-escalate; “it's okay. | am sormy you are upset. | am here to help you and keep
yiou safe. How can | help you?" Repeat your message, if needead, as the upset person
may not be able to hear and/or respond the first time.
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https://www.rgptoronto.ca/wp-content/uploads/2020/04/COVID-19-Communication-tips-for-clinicians-caring-for-older-adults-experiencing-delirium.pdf

Hearing impairment and masks

The Impact of Face Masks on Communication Delirium tweeter:
@A _MacLullich
There are 12 million people P 1in 6 people is living with a - 4AT fame

with hearing loss across UK. o hearing impairment. _ SIGN 157 Guideline development group

Many of these people rely on using their residual
hearing (with or without a hearing aid) and lip
reading to be able to communicate effectively.

Since the Corona Virus, the ~ P
introduction of face masks have had a [
debilitating effect on the hearing «
impaired population.

These masks block faces and prevent
our ability to see facial expressions,
read lips, and connect.

=

Masks + Blocked face
= Increased Miscommunication

How to support patients with hearing impairments?

* Identify which patient has a hearing loss  *  For patients that can use their residual *  Use apps such as Google Live Transcribe or
and ensure a plan is put in place on how hearing, ensure the environment is quiet, Otter which convert speech to text on a
you are going to communicate with them. speak loudly and clearly. tablet or smart phone OR Now Interpreter

*  [fthe patient is a hearing aid user, ensure where you can access a BSL interpreter for
* Ifavailable, wear a see through surgical P 5 NS Ao free for patients who uses BSL.
they are wearing their hearing aid and the

mask \
battery is working. *  Usevideo calls—staff member can goto a \.

*  Write things down — use a mini white  Usepestiesand g IAREEGE space where they can safely remove their
board that can be wiped clean. ’ mask and talk to the patient via video calls.

University
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HOW TO PREVENT AND SUPPORT DELIRIUM IN AN OLDER ADULT

IN HOSPITAL OR A CARE HOME, WHEN YOU CAN'T VISIT IN PERSON

=+ Support virtual presence for family, caregivers, and volunteers; ensure older adults have acoess to a phone or
tablet wherever possible and assist with charging devices as needed. Provide our pamphlet “How to prevent
ard support delinum in an older adult in hospital or a @re bome, when you can’t visit in person”.

5 TIPS FOR ALL CONVERSATIONS

https://www.rgptoronto.ca/wp-content/uploads/2020/04/Howto-preventand-

Introduce yourself by name and by your relationship at the start of the call. For example “Hi John,
it's your friend Kevin"

Help orient them to place, day, month, and time early in the conversation. For example “1I'm sarny
that | am not able / not allowed to come visit you right now at Sunnybrook Hospital. 1t's hard to
believe that it's already Tuesday, March 25th, isn't it?!"

Remind them of healthy ways to prevent deliriurm or get better from it, such as drinking encugh,
staying active, and wearing their glasses and hearing aids. For example “To feel as best you can, drink
something regularly and work with your healthcare providers to participate in as much activity as
possible. also don’t forget to wear your glasses and hearing aid”

Focus on things that are familiar, stimulate their mind, and bring up pood memaories: talk about
activities they enjoy, read short stories or poems, provide updates on family, play or sing a song , and
tell them where you are to help them visualize familiar settings. For example “I'm in the living room,
sitting in your favourite blue chair. Would you like me to play ___ [Tavourite song) or sing with you?"

smile! They will hear it in your voice even if they can't see your face and will be reassured.

5 TIPS FOR WHEMN THE PERSON HAS DELIRIUM, 15 CONFUSED OR AGITATED*

*If the behaviour is new, and the care team has not informed you that the person has delirium, let

them know right away that the behaviour is not normal for them.

Use 3 calm voice and reassuring words. For example “1 can tell that you aren’t feeling well / are
afraid. it's going to be okay. You are sick right now and doctors and nurses are looking after you to
help you feel better. All of your family know you're at the hospital. We are not ablefallowed to visit
you in person right now, but we all care about you very much, and are here by phone for you ”

Keep conwversation simple, and ask questions that only require a “yes" or "no” answer. For example
“are you having a good day? (instead of “how are you?*)

Be a good listener, and acknowledge how they are feeling. If their answer to “are you having a good
day?” is “mo,” try something like: “1 am sorry that today is not a good day for you so far. | hope that it
gets better. 15 there anything that we can talk about that might make you feel a little battar?”

Be patient: give them time to replhy.

Don't persist in correcting them if it seams to make them more upset. Instead, try asking questions
to validate their confusion or fear. For eample “Why are you asking about "
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https://www.rgptoronto.ca/wp-content/uploads/2020/04/How-to-prevent-and-support-delirium-in-an-older-adult-when-you-can’t-visit-in-person.pdf

Resources to share with families

Delirium Prevention and

Care with Older Adults

(‘\ Healthcare | SIGN

Scotland clinical guidelines

Delirium

A bookiet for people who have experienced delirium, and for their carers

LEARN MORE +
PROTECT YOUR BRAIN

https:// ccsmh.ca/wp
content/uploads/2016/09/A
-DelirtumENGR31-

FINAL.pdf
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https:// www.sign.ac.uk/assets
/patl57.pdf



https://www.sign.ac.uk/assets/pat157.pdf
https://ccsmh.ca/wp-content/uploads/2016/09/A-Delirium-ENG-R3-1-FINAL.pdf

Management; summary of recommendations

SIGN 157

RGP Ontario

BGS

GEDC

COVIDR19 specific

Geriatric

Geriatric

Geriatric ED

Pharmacology

Insufficientevidence

Chemical sedation not

[ Fdzi A2y X 2

Not supported as

treatment esp.PD and LBD best practice
: Polypharmacynew
Reviewrecent| il reduction v anticholinergic and
medications :
psychotropic
Haloperidol o 0.25 mg PO/SC/I§4 hr Maximum 2 mg in 24 1-2.5 mg IM
a9 ELISNI 2 LIANyRax 2j9/24 h) hours
o supports a role for 0.1250.25 PO bid
Risperidong egication in specifi (max 1 mg/24 h) <1 mg PO
: situations such as i
Olanzaping patients in intractabl 2:565mg PO
.| distress, and where| ~ 12.525 mg PO bid
uetiapine ; 25¢ 50 mg PO
Quetiap the safety of the (max 100 mg/24 h) ) )
patient and othersis| |f antipsychotic Be mindful o
Lorazepan] ©O2 Y LINZ Y Ala S Reéntraindicated: © mindit... wi

0.51 mg (max 2 mg/24h|

respiratory depression




Mrs. L is a resident in isolation during COVID
29 outbreak at your facility

AMrs. L becomes acutely drowsy with periods when she can express
herself but she is not oriented.

AShe has hypoactive delirium.

AYou and the team prepare to call the family with an update on her
condition.
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PMH spotlight on delirium

PMH Delirium decision tree
AReview risk factors
ADelirium symptoms (CAM)
AAssess for causes

Alntervention strategies: nursing assessment,
documentation, environmental, treat
underlying causg), supportive, lab work,
sleep hygiene

ADevelop and implement individualized care
plan

A http://intranet.pmh-
mb.ca/Document Search/Shared%20Documents/PMH287 .pdf#search=delirium%20

decision%?20tree
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http://intranet.pmh-mb.ca/Document_Search/Shared%20Documents/PMH287.pdf#search=delirium%20decision%20tree

