

	Supplementary file 2: Delirium Care Audit Guide



	Audit name
	 Responding to positive delirium screens

	Audit aim
	To assess what proportion of positive delirium screens in patients at the study site, are responded to according to Delirium Standard quality statements 3-8.
To also identify nursing responses to positive delirium screens.

	Audit instructions
	This is a retrospective/documentation audit of patient electronic medical records. 
Complete all questions and notes in the REDCap data collection tool, using this data dictionary as a guide.
After each set of 50 positive screens have been audited, select 5 random files of those 50 to be reviewed, by the clinical supervisor, to assess inter-rater reliability. 

	Sample 
	A sample of 222 patient medical records with positive delirium screens will be reviewed.
The medical records sample will be retrieved by the Health Information Services (HIS) Manager on request.
· Medical records will be selected by HIS Manager based on the record containing the Falls Risk Assessment and Management Plan Plus Cognitive Impairment (FRAMP-CI) on which the 4AT screening tool is located.
· A manual audit of the record will be required to assess for inclusion.
The data containing patient MRNs and Visit Number will be uploaded to REDCap to maintain data security.

	Abbreviations
	EDSSU: Emergency Department Short Stay Unit
ICU: Intensive Care Unit
SSU: Short Stay Unit
MRN: Medical Record Number
URN: Unit Record Number

	Definitions
	Carer/s: family and/or friends who are involved in the care of the patient.
Positive screen: a 4AT score ≥ 1.
Visit Number: Same as ‘episode’ number. This is the number that is specific to each episode of care. The MRN is linked to the patient and does not change. The visit number/episode number is a number that changes each time the patient is admitted.

	Study site applications where patient data can be accessed to answer the questions.
	Infomedix: where all patient medical records are uploaded (including progress notes, completed risk assessments, care plans etc).
CIS: the patient discharge summary will be written and uploaded here
WebPAS: this is where patient demographic information, bed movement, speciality etc can be found



	Date of audit
	Insert date that the audit is being completed

	Auditor initials
	Initials of person conducting the audit




	Question number
	Question
	

	1. 
	Does the medical record include a completed delirium screening tool?
	To answer ‘yes’, all the following criteria must be met:
· Date and time of screen documented
· All sections of the 4AT must be scored
· A total score must be documented
Hint: If there is no separate 4AT screening tool in the medical notes, look for the Falls Risk Assessment Management Plan-Cognitive Impairment (titled: “FRAMP-CI). The FRAMP-CI is a new assessment form which includes the 4AT screening tool on the second page of the document.
If the initial screen was not completed, but the rescreens were, answer ‘yes’ and continue with the audit.

If ‘no’ to a completed screening tool, end audit here and exclude record from audit.

	2. 
	What was the screening score?
	If the score was 0, audit ends here, and record excluded from the audit.
If the score was 1-3 or ≥4, at any time during the admission, continue the audit.
If a score was 1-3 or ≥ 4, provide the date of the first positive delirium score in the following question and continue with the audit.
Note: if there are multiple positive screens (1-3 or ≥ 4), and the first positive screen does not include a date, use the first positive screen that does include a date. 


	


Patient details
	Patient ID code
	Allocate a numerical code to each patient starting with “01” for the first patient file reviewed and continuing in numerical order (01,02,03,04….10,11,12…) until the sample size has been achieved. This code will take the place of the patient’s URN on the audit tool. 
The MRN and Visit Number will be documented only in the Master log which is uploaded in REDCap.

	Patient age in years
	Refers to the age of the patient at the time they had delirium.
This can be found in the patient medical records in Infomedix, CIS and WebPAS

	Sex
	As per  the patient medical records in Infomedix, discharge summary in CIS or the admission in WebPAS

	Indigenous status
	As per WebPAS in the patient demographic information. If not there, look in the medical record in Infomedix and discharge summary in CIS. 
If the status is not found, choose ‘not documented’. 

	Primary language
	As per  WebPAS
If there is no documentation of primary language, select ‘other’ and type in ‘not documented’.
If there is a ‘no’ documented next to the ‘interpreter required’ field in WebPAS, select English. 

This information may also be found on the OT initial interview form. 

	Date of admission
	Documented on the data pulled by Health Information Services
If not, then look in WebPAS or the patient admission form in Infomedix
Note: some patients will be ‘statistically admitted’. This can be in the case of a patient being ‘statistically discharged’ from an acute ward and being ‘statistically admitted’ to a non-acute ward (ie rehab or mental health). 
Choose the date of admission as per the visit number. 

	Date of discharge
	Documented on the data pulled by Health Information Services.
If not, then look in WebPAS or the discharge summary in CIS. 
Note that some patients are ‘statistically discharged’. Do not use the ‘statistical discharge’ date, only the actual discharge date. 
Note: the visit number changes when a patient is statistically discharged and statistically admitted. The medical records are then separated and filed as though the patient had 2 admissions back to back. This means the medical records will be in 2 separate admissions in Infomedix.
Use the date of discharged as per the visit number.

	Ward patient was on at time of the positive screen.
	The progress notes should reflect what ward the patient is on at the time of the delirium episode. If it is unclear from the notes, then ascertain the date of the delirium episode, then look in WebPAS under ‘patient visit list’ to see the patient’s movement through the hospital. By comparing dates, it should be clear what ward the patient was on.
Choose the ward from the options provided.
Note, patients may screen positive while in ED but interventions were completed on the ward. In this case, select ED as the ward the patient was on at the time of the positive screen but, note in the comments that interventions were commenced on the ward. 

	Clinical specialty
	The specialty the patient was admitted under at the time of the delirium episode. This can be different to the specialty the patient was initially admitted under. Look in the progress notes for this information. 

	Principal diagnosis
	As per the discharge summary in CIS. If there is no discharge summary, look in the medical entries of the progress notes in Infomedix. 

	Discharge status
	WebPAS  records  if the patient was transferred to another facility or died while an inpatient. For information about discharge home with services/without services or with family, look in the progress notes. Patients may be statistically discharged if going from an acute ward to the rehab ward, which is in the same hospital. Look in WebPAS to see if the patient transferred to one of the rehabilitation wards.





Delirium related audit questions
Statement 3: Patient-centred information and support
	1. The patient and carers were provided with information about delirium and its prevention.
	Answer ‘yes’ only if:
· Documentation of both patient and carers were provided with the information.
· Documentation may be found in the progress notes, discharge summary.
· Accept entries that state ‘information provided to patient/family’, or ‘delirium brochure provided to patient/family’, or entries that describe conversation between healthcare professional and patient/family about delirium.
Answer ‘no’ if there is no documentation of any information about delirium and its prevention in the progress notes or discharge summary.
Provide comment if answering ‘just patient’ or ‘just family’. (e.g. if there is a rationale for the information being given only to the patient or to the family).


	1.1 Who provided information about delirium?
	Relevant only if the above question was answered with ‘yes’ ‘just patient’ or ‘just family’.
Medical records/progress notes should indicate who provided the information.
If there is no evidence to indicate who provided the information, select ‘not documented’. 

	2. The carers were actively engaged in the patient’s care
	Documentation in the patient’s medical record. The following are examples of the family/carer’s being ‘actively engaged’:
· Evidence that the family/carers were encouraged to be engaged in the patient’s care.
· Evidence of phone calls/discussions between health professionals and family/carers regarding care planning
· Evidence of family/carers participating in patient care (ie: assisting with meals/mobility/cognitively stimulating activities ect
· Evidence of family/carers providing patient with reassurance, whether in person on the phone, and/or bringing in familiar objects for the patient. 
· “visiting” is not counted.






Statement 4: Assessing and diagnosing delirium
	1. The positive delirium screening score was communicated to a relevant clinician to assess the patient for delirium.
	Answer ‘yes’ if any of the following evidence is found in the medical record:
· An explicit statement indicating the delirium score was communicated and a request for a relevant clinician to assess for delirium.
· No explicit statement but evidence of a referral to the appropriate clinician was sent, requesting a delirium assessment or review of patient due to ‘likely delirium’ ‘sudden confusion’ or any reason indicating a positive screen or a change in mental state. Referrals can be found on CIS, in progress notes or within the FRAMP-CI form or Comprehensive Care Plan.
· Look at CIS referrals as the ‘reason for referral’ sometimes indicates a 4AT score.

Answer ‘no’ if there is no reference to, or mention of, the 4AT screen score or need for a cognitive review (as above) in referrals or progress notes.

	1.1 Who communicated the positive delirium screening score?
	Documentation in the medical record (progress notes/comprehensive care plan)
Note: If you click into the CIS referral, down at the lower right hand side of the screen, you will find who completed the referral. 

	2. The patient was assessed using a validated delirium tool by a clinician trained in its use
	Examples of a validated tool used at the study site:
· CAM
· CAM-ICU
A clinician trained to assess delirium:
· Nurse
· Occupational Therapist
· Doctors
To answer ‘yes’, there must be evidence of the use of a validated tool AND used by a clinician trained to assess delirium.

	2.1 Who assessed for delirium?
	Review the progress notes.

	3. A diagnosis of delirium was determined and documented by a clinician working in their scope of practice
	Documentation can be found in the medical record, likely the progress notes. 
Note: only medical staff can provide a diagnosis of delirium. 

	3.1 If no, was this due to the positive score being related to a pre-existing cognitive impairment and delirium was ruled out post a comprehensive assessment?
	Answer ‘yes’ if there is evidence in the medical record (progress notes/ discharge summary) that delirium was considered, a comprehensive assessment completed, and investigations indicate the positive score was not due to delirium but a pre-existing cognitive impairment. 
· If yes to all, end audit here.
Answer ‘no documented reason’ if there is no acknowledgment in the medical record of the positive score or evidence that delirium was considered and rules out. Continue audit. 

	4. The diagnosis of delirium was discussed with the patient and their carer.
	Answer ‘yes’ if evidence in the medical record of discussion with the patient AND the family/carer.
Answer ‘no’ if there is no evidence in the medical record that any discussion of the delirium diagnosis occurred. 
If a discussion was had with only the patient or the family/carer, select ‘just patient’ or ‘just carer’ and provide a comment to describe any rationale for this limitation.

	4.1 Who discussed the delirium diagnosis with them?
	This question is only relevant if the above question is answered ‘yes’, ‘just patient’ or ‘just carer’.
Identify who discussed the diagnosis by reviewing the patient’s progress notes and noting who documented the discussion.

	5. The patient and their carer were asked about any recent changes in the patient’s behaviour or thinking.
	Review the progress notes.

	5.1 Who asked the patient and carer about these recent changes?
	Review the progress notes.










Statement 5: Identifying and treating underlying causes
	1. The patient had a comprehensive assessment that included relevant multidisciplinary consultation to investigate the cause(s) of delirium.
	Review the medical records for documentation. 
Multidisciplinary includes any consultation with the following teams:  medical teams (geriatricians, psychiatrist), occupational therapy, dietician, physiotherapy, pharmacy, Aboriginal liaisons, nursing.
This question relates specifically to delirium investigations.
Answer ‘yes’ only if there is evidence that a comprehensive assessment was done related to delirium. 
Answer ‘no’ if a comprehensive assessment was done but no mention of, or link to, investigating delirium. 
Update 29.09.2025: if no comprehensive assessment was completed to confirm a delirium diagnosis (and no diagnosis was documented) exclude the medical record from this point from analysis. The assessment relates to all patients, but the rest of the audit criteria relates to patients with delirium. 

	1.1 Who was involved in completing the comprehensive assessment?
	Only relevant if the above question was answered ‘yes’.
Review the medical notes and select all that apply.

	1.2 If a nurse/s was/were involved, what information did they gather?
	Review the medical record, looking specifically at nursing contributions. These can be found in the progress notes, comprehensive care plan, FRAMP-CI ect.
Comment with a description of the information gathered.

	2. The patient received multicomponent interventions to treat and manage delirium
	Multicomponent intervention includes treatments related to the cause/s of the patient’s delirium, such as:
· Antibiotics
· Fluids
· Analgesia
· Oxygen therapy
Also, intervention to manage the delirium such as:
· Modifying the environment
· Medication review
· Regular mobilisation
· Sitting out of bed for meals
· Maintain hydration/nutrition
· Regulating/ monitoring bladder and bowel function
· Providing orientation to time/place (clock/calendar)
· Optimising sleep (noise reduction/ lighting appropriate for the time of day, relaxation techniques)
Review the medical records for evidence of multicomponent interventions.

If there is no documentation stating that delirium was ruled out, review the medical record for multi component interventions.

	3.  The following nursing interventions were provided:
	Review the progress notes, comprehensive care plan, FRAMP-CI, fluid balance chart (hydration/bladder function), bowel charts, medication charts (for analgesia and laxatives), food chart (nutrition). 
Select all that apply.
Note: many of these interventions/assessments are completed on admission, as part of the admitting process. Make a note in the comments to say if the intervention was documented as a direct response to the positive 4AT screen. 















Statement 6: Preventing complications of care
	1. The patient was assessed for risk of functional decline, dehydration, malnutrition, falls and pressure injuries.
	Review the medical record. Below are hints to where this information may be found.
Functional decline: progress notes/FRAMP-CI/physio and OT assessments
Dehydration: progress notes/fluid balance, dietician assessment forms
Malnutrition: progress notes/food charts/dietician assessment forms
Falls: progress notes/physiotherapy assessments/FRAMP-CI
Pressure injuries: progress notes/Braden assessments form/wound care nurse assessments.

Note: all areas should be assessed as per the Delirium Clinical Care Standard.

	1.1 Who assessed for functional decline?
	Review the progress notes.
Note: There is a formal functional assessment that the Occupational Therapists and Physiotherapist may do. This will be either found on the OT initial review form or the Functional Independence Measure (FIM) form. Nurses can also do a functional assessment. This is not necessarily on a specific assessment form but may document patient’s ability to perform ADLs and what assistance is required. Include nurses if they comment on patients function related to ADLs, meal assistance, mobility requirements/aids. 

	1.2 Functional decline risk prevention and management strategies were applied according to the functional decline assessment. 
	Review the progress notes, FRAMP-CI, and the comprehensive care plan.

	1.3 Who was involved in the functional decline interventions?
	 Review the progress notes, FRAMP-CI and the comprehensive care plan.

	1.4 Who was involved in assessing for dehydration?
	Review the progress notes.

	1.5 Evidence of strategies applied to prevent/manage dehydration.
	Review the progress notes, fluid balance chart and comprehensive care plan.

	1.6 Who was involved in strategies to prevent/manage dehydration?
	Review the progress notes and comprehensive care plan.

	1.7 Who was involved in assessing for malnutrition?
	Review progress notes, malnutrition screening tool, food charts and comprehensive care plan.

	1.8 Evidence of strategies applied to prevent/manage malnutrition.
	Review progress notes, food charts and comprehensive care plan.

	1.9 Who was involved in strategies to prevent malnutrition?
	Review progress notes, food charts and comprehensive care plan.

	1.10 Who was involved in assessing for falls risk?
	Review the progress notes, FRAMP-CI and comprehensive care plan.

	1.11 Evidence that falls risk prevention and management strategies were applied according to the falls risk assessment.
	Review the progress notes, FRAMP-CI and comprehensive care plan.

	1.12 Who was involved in applying falls risk prevention and management strategies/interventions?
	Review the progress notes, FRAMP-CI and comprehensive care plan.

	1.13 Who was involved in assessing for pressure injury risk?
	Review the progress notes, pressure injury assessment form (Braden) and comprehensive care plan.

	1.14 Pressure injury prevention and management strategies were applied according to the pressure injury risk assessment.
	Review the progress notes, pressure injury assessment form (Braden) and comprehensive care plan. 

	1.15 Who was involved in pressure injury prevention and management strategies/interventions?
	Review the progress notes, pressure injury assessment form (Braden) and comprehensive care plan. 

	2. The patient experienced any of the following during their stay. (dehydration, malnutrition, fall results in fracture or other intercranial injury, or pressure injury). 
	Review the progress notes, fluid balance charts, food charts, FRAMP-CI, pressure injury assessment form, and the discharge summary. 










Statement 7: Avoiding use of antipsychotic medicines
	1. The patient was prescribed antipsychotic and/or benzodiazipine medicines in hospital
	Refers only to antipsychotics and benzodiazipines newly prescribed (within the dates of the delirium episode) in response to the delirium. Review progress notes/ medication charts/medication management plans.
Examples of antipsychotics available in Australia:
· Aripiprazole (Abilify, Abyraz)
· Chlorpromazine (Largactil)
· Clozapine (Clozaril)
· Haloperidol (Serenace)
· Levemepromazine
· Olanzapine (Zyprexa, Lanzek, Zypine)
· Periciazine (Neulactil)
· Quetiapine (Seroquel, Delucon, Quetia)
· Risperidone (Risperdal, Rispa, Rixadonel)
· Trifluoperazine (Stelazine)
· Ziprasidone (Zeldox)

Benzodiazepines available in Australia:
· Alprazolam (Kalma, Alprax, Xanax)
· Clonazepam (Paxam, Rivotril)
· Diazepam (Antenex, Valpam, Valium)
· Lorazepam (Ativan)
· Midazolam
· Nitrazepam (Alodorm, Mogadon)
· Oxazepam (Alepam, Serepax, Murelax)
· Temaxepam (Temtabs, Temaze, Normison)
· Zolpidem (Stildem, Stilnox)
· Zopiclone (Imrest, Imovane)

Make a comment if the patient was on an antipsychotic or benzodiazepine prior to admission and it was ceased due to delirium.
https://www.agedcarequality.gov.au/sites/default/files/media/acqsc_psychotropic_medications_v11.pdf

	1.1 If yes, is there evidence of a plan for the duration of therapy and the criteria for cessation of the antipsychotic/benzodiazepine?
	Review the progress notes and medication charts. 

	1.2 Was/were the medication/s ceased?
	Review the progress notes, medication charts and the discharge summary.

The discharge summary should indicate what medications were prescribed to continue. 





Statement 8: Transition from hospital care
	1. The patient had an individualised comprehensive care plan on discharge
	Applicable for patients with current delirium and patients with resolved delirium. 
Review medical record (progress notes, comprehensive care plan, and discharge summary on CIS).
Note: the site does not use a specific comprehensive care plan for discharge. It is used on admission and during admission. Review all of the documentation in the medical record to assess whether plans were documented by each relevant clinician. 
Answer ‘yes’ only if there is evidence of a comprehensive care plan specifically related to preventing/managing delirium and its related complications.
Leave this question blank if patient passed away during admission.

	1.1 If yes, the individualised comprehensive care plan was discussed with the patient and carer
	Review medical record.
Answer ‘yes’ only if both patient and carer were involved in the discussion.
If answered ‘just patient’ or ‘just carer’, provide commentary of rationale.
Answer ‘yes’ if there is evidence of only one team/clinician documented a care plan and not all teams/clinicians who were involved in the care.
Answer ‘no’ if there is no evidence in the medical record of any discussions.

	1.2 If yes, who discussed the individualised comprehensive care plan with the patient and/or carer?
	Review the medical record.
Select all that apply.
Provide comment is ‘other’ is selected.

	2. The patient was readmitted for delirium within 10 days of discharge.
	Review medical records.
WebPAS can provide admission dates.
Also, Infomedix can indicated if the patient was readmitted (under admission tab).
Review the discharge summary in CIS, to confirm if the patient was readmitted for delirium.

Answer ‘no’ if the patient was readmitted within the 10 days post discharge but for reasons other than delirium.
Leave this question blank if patient passed away during the admission.

	END OF AUDIT
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