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CONFUSION, DELIRIUM, DEMENTIA AND LEARNING DISABILITY CARE PLAN 
	No 
	Date:
	Affix patient ID label here




	Problem:
Patient ___________________ has confusion, delirium or known dementia, head injury, acute mental illness or learning disability.


	Goal/Objective
To give good quality care for those potentially unable to care for them selves and maximise independence and dignity. 

Working with a multidisciplinary team to promote;

1) Use of the specific requirement form.

2) Good communication.

3) Good nutrition.

4) Manageable behaviour and good mood.

5) Understanding of co-morbidities. 

6) Activities of daily living. 

7) Involvement in other teams as required;

i. -Elderly care team

ii. -Psychiatric liaison service

iii. -Learning disability nurse

iv. -Safe guarding team

8) Carer involvement.

9) Adherence to the Mental Capacity Act.

10) Minimum wards / bay moves.

11)  Prevent delirium.



	Review Date:



	Care Planned:

GENERAL

· Nurse in a quiet environment with frequent orientation.

· Ensuring the specific requirement form is completed and the information used.

· Locate patient in suitable bed with adequate supervision, and correct position for activity.

· Call bell in reach and ensure patient understands its use. (Consider alternatives for patients unable to recall use of call bell).

· Consider that the patient may not be able to read information given to them. Discreetly check whether the patient can read or write.

· Make sure can reach food and drink and are assisted if required.

· Consider additional staffing/family or volunteers at meal times.

· Regular mouth care if poor oral intake.

· Make sure hearing aids, glasses, false teeth are all accessible and in good working order.

· If communication a problem consider alternative methods (pad and paper, picture charts).

· Make sure not in pain.

· Make sure bladder and bowels are working. Continence management plan followed.

· Falls assessment as required.

· Intentional rounding as required.

· Nurses should familiarise themselves with co morbidities and how these affect the patient (e.g. how well controlled is epilepsy, is shortness of breath a problem, is there chronic pain etc)

·  Encouraging participation in activities of daily living and an understanding of patient’s normal functional state.

· Encourage family to bring in calendar, clock and family photos.

· Physiotherapy review.

· Occupational therapist review.

· Regular Multi Disciplinary Meetings.

· Inform learning disability nurse of admission of all learning disability patients.

· If concerned about vulnerability, please refer to Safe Guarding team.

BEHAVIOUR AND MOOD

· Concerns regarding or change in mood or cognition raised by staff /visitors needs to be reported to medical team as formal assessment will be required. Such as Confusion Assessment Method CAM for delirium, Geriatric Depression scale for depression, and general medical review.

· If behaviour challenging follow delirium guidelines, discuss with carers normal behaviour, refer to specific requirement form, doctor review and consider referral to elderly care or psychiatric liaison team.

MENTAL CAPACITY ( see guidance on IaN on Mental Capacity Act)

· If a specific decision needs to be made a formal assessment of capacity  needs to be made and documented.

· If patient refusing to engage in ward based activities follow Decision making flowchart for ;Patient refusing to engage in ward based activities personal care (washing and dressing), oral intake(meals and drinks).

· If a patient is trying to leave the ward and lacks capacity to understand the need to remain and dangers in leaving and going home refer to Deprivation of liberty (DOL).

· If advance statement has been made ensure that the whole team is aware of it and there is a copy in the notes.

      CARERS

·  Involve carers in the planned care of the patient whilst an inpatient.  

· Ensure carers are given specific information regarding the diagnosis of Dementia if made. 

·  Make sure the carers have contact numbers for care direct and are registered with Devon County Council as a carer if appropriate.  

· If the patient has dementia give the carer the Dementia Carer’s Pathway and encourage use of THIS IS ME.

· Follow discharge checklist specifically giving carers information about discharge in advance, information re treatment and follow up.  
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