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The two key topics for today

People dying of and 
with dementia: can 
we reduce ED 
attendance through 
the use of palliative 
care principles ?

When admissions 
occur, can we 
improve care from the 
front door to reduce 
incident delirium?







75% of older adults have at least one ED visit in the last 
year of life, heavily weighted towards the last 3 months

Conservatively, more than 50% of deaths are anticipated

Less than 30% of these >50% receive any form of 
palliative care

For patients dying with cancer, it has long been known that 
palliative care reduces hospital use in the last year of life



Causes Amenable
IHD Lung cancer
CVD Colon cancer
Lung cancer Pancreatic cancer
Colon cancer Breast cancer
Heart failure Haem cancer





To describe patterns in the use of ED by people who 
had dementia in their last year of life and determine 
whether this was modified by the use of community-
based palliative care services.



We compared those dying of or with dementia to a 
cohort without dementia but dying of other expected 
causes amenable to palliative care (e.g. cancer, renal 
failure, heart failure, COPD)



5261 decedents with dementia and 2865 age and 
gender matched decedents without dementia (median 
age 87 years, 60% F)



Dementia Cohort

63% live in RACF

30% die in hospital

6% receive any 
palliative care in last 
year of life

Comparator

28% live in RACF

50% die in hospital

26% receive any 
palliative care in last 
year of life







ED use in last year of life is the norm for both 
populations

Problem list for dementia sufferers differs significantly

A much higher proportion of people with dementia live 
and die in RACF

People with dementia are much less likely to receive 
palliative care





Palliative care is a highly protective factor against ED 
visitation for people with dementia in last year of life

People with dementia are much less likely to receive 
palliative care



What is palliative care?

Care to improve the quality of life by relief of suffering 
for patients and families facing life-threatening illness. 
It utilises symptom relief, spiritual and psychosocial 
support, from diagnosis through death and 
bereavement.



What does palliative care in dementia look 
like?

Consider reasons for low uptake of a beneficial 
intervention:

?lack of understanding of dementia as a life-
limiting condition

?lack of validated symptom scales

?resource restraints



Some key general messages

Palliative care ≠ care for cancer. The dying trajectory 
and care needs of patients dying of other means are 
frequently unrecognised

Palliative care ≠ withholding care. It is active care with 
it’s own goals.

Palliative care ≠ someone else’s business. 





Clinical definition

Short-term disturbance of consciousness (confusion)

characterised by all of

1. Acute onset PLUS

2. Fluctuating course PLUS

3. Inattention PLUS

4. At least one of altered (↑ or ↓) alertness, 
disorganised thinking or perceptual disturbance



Clinical subtypes





What causes delirium?



No 
predisposing 

risks

pain



Age 65+
Dementia
Functional
impairment (sensory,
nutritional)
Polypharmacy
Alcoholism

pain



What “causes” delirium?



Does delirium matter – EDDI trial results

Characteristic Delirium negative 
(n=3477)

Delirium positive 
(n=414)

Median (IQR) length of stay 3 (1-6) days 7 (3-13) days

% mortality 3% 7%

% newly discharged to RACF 3% 18%

Injurious falls / 1000 patient 
days

0.8 2.2

In-hosp aspiration pneumonia 
rate

1% 1%

Sedation usage 4% 17%





STANDARD ONE

A patient presenting to 
hospital with one or more 
risk factors for delirium is 
screened for cognitive 
impairment using a 
validated test.



STANDARD TWO

A patient with cognitive 
impairment on presentation 
to hospital, or who has a 
change in cognitive function 
or behaviour during a 
hospital stay, is promptly 
assessed for delirium by a 
clinician trained and 
competent in the use of a 
validated diagnostic tool.



STANDARD THREE

A patient at risk of 
delirium is offered a 
set of interventions to 
prevent delirium.



STANDARD FOUR

A patient with 
delirium is offered a 
set of interventions to 
treat the causes of 
delirium, based on a 
comprehensive 
assessment



STANDARDS FIVE TO SEVEN

STANDARD FIVE: 
Falls and pressure 
risks 

STANDARD SIX: 
Minimise use of 
antipsychotics

STANDARD SEVEN: 
Communicate a plan 
at discharge





Investigate and 
treat cause

Delirium positive

Cognition 
impaired

Prevention
strategies

Delirium 
negative

Minimise 
Harm 





Delirium 
prevention for 
all at risk 
patients

Encourage independence with activities of daily living

Maintain orientation

Lighting that is appropriate for the time of day.

Avoid room/bed changes

Encourage family members to be involved in patient care

Provide clocks and calendars that the patient can see

Provide simple, clear single step instructions

Ensure that spectacles/hearing aids are in place 

Avoid/minimise use of bed rails and restraints

Sleep hygiene



Delirium rate by screen result

Delirium 
positive

Delirium 
negative

Total

ED screen 
+ve

273 702 975 

ED screen 
-ve

135 2748 2883

Total 408 3450 3858

OR 8
LR+ 3.4, LR- 0.4



Phase 1   Phase 3 
Delirium diagnosis rate  10.1%   12.1% 
Screen +ve delirium Dx  26.9%   30.8% 
Screen –ve delirium Dx  4.4%   5.7% 
 
Therefore, though delirium detection rate in phase 3 was higher (2% absolute and 17% 
relative increase) this was not statistically significant (p=0.12) and the relative change in 
both screen +ve and –ve patients was similar, suggesting some other process change rather 
than ED identification of the at risk patient was more likely responsible. 



Delirium is associated with multiple negative 
outcomes 

¼ ED patients aged 65+ screen positive for delirium 
risk

The odds of delirium if you do screen positive are 8 
times higher than if you screen negative

Action cards for delirium risk in itself had minimal if 
any impact



Standardised cognitive screen (standard 1) and 
delirium assessment (standard 2)

Agree on delirium sensitive measures for patient flow

Commit to caring for cognitive impairment

http://cognitivecare.gov.au/
http://cognitivecare.gov.au/


THANK YOU

glenn.arendts@uwa.edu.au

https://www.perkins.org.au/ccrem/team/glenn-arendts/

mailto:glenn.arendts@uwa.edu.au
https://www.perkins.org.au/ccrem/team/glenn-arendts/
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