Topics specific to practicing in the
personal care home (PHC) setting
during the COVID-19 pandemic
Speaker: Elizabeth Rhynold MD FRCPC
Planning Committee: no conflicts to disclose:
Elizabeth Rhynold, MD, FRCPC
Christine Polimeni, MD, CCFP

Topics specific to practicing in the personal care
home (PHC) setting during the COVID-19 pandemic
By the end of these sessions, the learner will be able to:
• Apply the use of the Clinical Frailty Scale© to describe the vulnerability of older adults to adverse
outcomes (Medical Expert, Communicator, Health Advocate)
• Discuss a methodology in approaching difficult conversations with patients, family and staff
specifically on COVID related outcomes and goals of care (Medical Expert, Communicator,
Collaborator)
• Explain the treatments for symptomatic COVID/palliative care in a PCH setting. (Medical Expert)
• Apply a protocol for usual/ chronic care during COVID-19 pandemic in a PCH setting. (Medical
Expert, Collaborator)
• Discuss how to address management of delirium and malnutrition under isolation precautions.
(Medical Expert)

• Utilize an Ethical Framework for wandering patients during the COVID outbreak (Medical Expert,
Health Advocate)

Delirium in the PCH setting:
During the COVID-19
pandemic
Elizabeth Rhynold MD FRCPC

Learner Objectives
• List characteristics of delirium described in the SIGN 157 guideline
• Summarize the recommendations for delirium prevention during
COVID-19
• List 2 screening tools to improve identification of delirium
• List the investigations commonly used to identify factors contributing
to delirium
• Quote the reports to date regarding the prevalence of delirium in
COVID-19
• Name 3 components delirium management

Newest delirium guideline: SIGN 157 Risk reduction
and management of delirium March 2019
• Health care improvement
Scotland
https://www.sign.ac.uk/assets/si
gn157.pdf
• SIGN guideline app:
https://www.sign.ac.uk/signapps
• Patient information booklet:
https://www.sign.ac.uk/assets/p
at157.pdf

2019 SIGN Delirium Guideline Definition
• Quotes ICD-10 and DSM-5 and advocates for the use of the word
delirium for consistency
• “… its main characteristics are rapid onset (hours, days) of acute
mental status deterioration.”
• “Drowsiness, severe agitation or psychotic features… may be the most
prominent features.”
• “May present with cognitive impairment”
• Hyperactive, hypoactive or both
• Duration days to weeks/months (20%)

Prevention – SIGN and RGP Ontario
SIGN 157 Chapter 4

https://www.sign.ac.uk/sign-157-delirium

https://www.rgptoronto.ca/wp-content/uploads/2019/01/Delirium-prevention-PRINT.pdf

Prevention – during COVID-19

https://pubmed-ncbi-nlm-nihgov.uml.idm.oclc.org/32277467/?from_single_result=Running+Title%3A+Deliriu
m+Prevention+in+the+Age+of+COVID-19+LaHue

Prevention – during COVID-19

https://gedcollaborative.com/article/covid-19-delirium-care/

Prevention – during COVID-19
Hospital Elder Life Program - HELP

• A program to prevent delirium in
hospital by operationalizing
nonpharmacologic interventions
• https://www.hospitalelderlifeprogr
am.org/for-clinicians/covid19resources
• Delirium prevention toolkit
• When HELP visits are allowed
• No visitors
• https://www.hospitalelderlifeprogra
m.org/uploads/delirum/FINAL_COVI
D19_HELP_Resources.pdf

HELP Hospital kit

Case: Resident in isolation during COVID-19
outbreak at your facility
• Yesterday a positive case of COVID-19 is identified in your PCH
• The decision is make to test all the staff and PCH residents
• The resident known to be COVID positive is moved to the palliative
care room because of it’s distance from the other residents
• All 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

Mrs. L is a resident in isolation during COVID19 outbreak at your facility
• Mrs. 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.
• She is becoming severely frail though she is still able to walk
independently.

Management of delirium
• Systematically identify delirium
• Nonpharmacologic management
• Identify underlying causes
• Manage underlying causes
• Pharmacologic management

Identify delirium: CAM vs. 4AT
• The Confusion Assessment Method has been the most commonly
referenced tool for detecting delirium*
• The sensitivity and specificity is limited by user experience and training

• The 4AT is gaining popularity
•
•
•
•

Sensitivity 88%, specificity 88% in 17 validation studies
It is free to use: https://www.the4at.com/
It has been used in nursing home studies confirming it is feasible**
The 2019 SIGN Delirium guideline recommends the 4AT except for ICU

• The tools identify probably delirium and then the diagnosis should be
at the time of a formal assessment by a trained clinician
*http://intranet.pmhmb.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

Quotes from 4AT website
• Takes < 2minutes
• Suitable for use in normal clinical
practice
• No special training required
• All patients can be assessed
including those unable to
communicate
• Includes brief cognitive tests
• Not to be used on serial days
due to practice effect for 2 and 3

Mrs. L is a resident in isolation during COVID29 outbreak at your facility
• Mrs. 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.
• It is now 11:30 pm and she is not settling. This is atypical for her.
• She is can be reassured with attention and eventually she falls asleep.
• In the morning she is right back asking for her daughter.
• The night’s disruption is reported at handover.

Management – summary of recommendations
SIGN 157

RGP Ontario

COVID-19 specific
Non pharmacologic
Continue/ emphasize prevention strategies
Identify and treat underlying causes
Communication
Family involvement

https://www.sign.ac.uk/sign-157-delirium
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

BGS

GEDC

Delirium assessment = not a U/A
2019 SIGN Guideline*
• Thorough history for symptoms
• Thorough physical examination including neurological exam
• Rapidly treat any urgent priorities including hypoglycemia and
hypoxia
• Information from initial history and physical examination should guide
further investigations

* For the remainder of this discussion let’s add “if consistent with the
goals of care to every sentence”.

2019 SIGN Guideline Common investigations:
• Renal function (urea and electrolytes) – to identify
dehydration, acute kidney injury, chronic kidney disease,
hyponatraemia.
• Full blood count (FBC) – to identify anaemia, macrocystosis,
elevated white cell count
• C-reactive protein (CRP) – to identify
inflammation/infection
• Liver function tests (LFT) – can identify liver dysfunction
which could identify biliary infection, malignant disease,
encephalopathy

• Calcium – hypercalcaemia can cause confusion, and
requires further investigation (Rhynold comment: adjusted
for albumin level)
• Blood cultures – where there is evidence of infection (eg
fever or sepsis)
• Thyroid function – thyroid dysfunction can cause confusion
• Vitamin B12 and folate – consider if there are concerns
about nutrition or macrocytosis on full blood count.

Delirium assessment
= not a U/A
• Electrocardiogram (ECG) - this may identify
clinically silent myocardial ischaemia or
arrhythmia which may be significant (such
as atrial fibrillation).

• X-rays should be guided by symptoms and
signs for CXR and MSK fractures
• A negative urine dipstick can make a UTI
much less likely but a positive dipstick does
not “necessarily mean infection”.
• Bedside ultrasound bladder scan for
urinary retention

Delirium assessment
= not a U/A
2019 SIGN Delirium Guideline
Advanced Investigations
• CT Brain only with specific signs
and history
• EEG only if suspicious for seizure
• LP should not be routine

And what about testing for COVID?

https://sharedhealthmb.ca/files/COVID-19-highlights-winnipeg.pdf as of June 5, 2020

• 20 – 30% of all people with COVID-19 have delirium during the
course of their illness
• 60 – 70% of all people with severe COVID-19 have delirium
https://www.hospitalelderlifeprogram.org/news/covid-19-and-delirium-help-resources/
https://academic.oup.com/ageing/advance-article/doi/10.1093/ageing/afaa094/5831131

Delirium and COVID-19:
Advise specific to the older adults and LTC
“Consider COVID-19 as the cause of delirium (i.e. perform a COVID-19 swab
and initiate isolation precautions) if any of the following are present*:
• Symptoms are suggestive – even if only mild ILI (influenza-like illness)
symptoms or low-grade temperature are present
• History of COVID exposure or exposure to others with ILI symptoms
• Hypoxia otherwise unexplained, even if mild (SaO2 <90%)
• Rapid clinical deterioration
• No other clear reason for delirium identified (note: be very careful to
dismiss delirium as being 2’ to UTI in supportive living or long term care
populations given the high rates of bacterial colonization/bacteruria)
• CXR consistent with pneumonia (unilateral or bilateral)”
* https://www.rgptoronto.ca/wp-content/uploads/2020/04/COVID-19-Presentations-inFrail-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 COVID29 outbreak at your facility
• Mrs. L develops becomes acutely drowsy with periods when she can
express herself but she is not oriented.
• She is in bed and assisted to a commode for scheduled toileting due
to worsening incontinence. She grimaces with voiding.
• She has hypoactive delirium.
• Her goals of care are consistent with medical management and she
has blood work and urine C&S
• COVID test is positive, K+ high, Mg+ is low, creatinine has doubled,
urine C&S grows E.coli sensitive to amox/clav.

Management – summary of recommendations
SIGN 157

RGP Ontario

COVID-19 specific
Non pharmacologic
Continue/ emphasize prevention strategies
Identify and treat underlying causes
Communication
Family involvement

https://www.sign.ac.uk/sign-157-delirium
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

BGS

GEDC

https://www.rgptoronto.ca/wp-content/uploads/2020/04/COVID-19Communication-tips-for-clinicians-caring-for-older-adults-experiencing-delirium.pdf

Hearing impairment and masks
Delirium tweeter:

@A_MacLullich
- 4AT fame
- SIGN 157 Guideline development group

https://www.rgptoronto.ca/wp-content/uploads/2020/04/How-to-prevent-andsupport-delirium-in-an-older-adult-when-you-can’t-visit-in-person.pdf

Resources to share with families

https://ccsmh.ca/wpcontent/uploads/2016/09/A
-Delirium-ENG-R3-1FINAL.pdf

https://www.sign.ac.uk/assets
/pat157.pdf

Management – summary of recommendations
SIGN 157
COVID-19 specific
Pharmacology
Review recent
medications
Haloperidol

Risperidone
Olanzapine
Quetiapine
Lorazepam

Insufficient evidence

RGP Ontario

BGS

GEDC

Geriatric

Geriatric

Geriatric ED

Chemical sedation not
treatment

Caution… older people,
esp. PD and LBD

Not supported as
best practice
Polypharmacy, new
anticholinergic and
psychotropic

Risk reduction

“Expert opinion
supports a role for
medication in specific
situations such as in
patients in intractable
distress, and where
the safety of the
patient and others is
compromised”

0.25 mg PO/SC/IV q4 hr
(max 2 mg/24 h)

Maximum 2 mg in 24
hours

0.125-0.25 PO bid
(max 1 mg/24 h)

1-2.5 mg IM

<1 mg PO
2.5 – 5 mg PO

12.5-25 mg PO bid
(max 100 mg/24 h)
If antipsychotic
contraindicated:
0.5-1 mg (max 2 mg/24h)

25 – 50 mg PO

Be mindful... with
respiratory depression

Mrs. L is a resident in isolation during COVID29 outbreak at your facility
• Mrs. L becomes acutely drowsy with periods when she can express
herself but she is not oriented.
• She has hypoactive delirium.
• You and the team prepare to call the family with an update on her
condition.

PMH spotlight on delirium
PMH Delirium decision tree
• Review risk factors
• Delirium symptoms (CAM)
• Assess for causes
• Intervention strategies: nursing assessment,
documentation, environmental, treat
underlying cause(s), supportive, lab work,
sleep hygiene
• Develop and implement individualized care
plan
• http://intranet.pmhmb.ca/Document_Search/Shared%20Documents/PMH287.pdf#search=delirium%20
decision%20tree

Conclusions

https://www.rgptoronto.ca/resources/covid-19/

Conclusions
• PCH residents are at high risk of delirium
• Delirium may be a presenting symptom of COVID-19
• A delirium assessment includes assessment for a large number of
simultaneous contributing factors
• Management will be guided by:
• Continuing or emphasizing prevention strategies
• Treating contributing conditions within the goals of care
• Judiciously using medications as chemical sedation for intractable distress of
to protect the safety of the resident or others

Time for questions
• Upcoming topics:
• June 17 – Behavioral support including ethical considerations during COVID
• June 24 – Discussion of the PCH physician role(s) during a COVID outbreak in a
PCH

