
Integrated Dementia Care
Pathway for Acute Hospital Wards

Patient is admitted to your ward

Known diagnosis of dementia?YES NO

Continue to follow ward delirium 
algorithm

+
Follow additional dementia care 

bundle below

Is the 4AT score ≥2, or is the person 
disoriented to person/place/time?

NO

Continue to follow ward delirium algorithm
+

Follow “Diagnostic Pathway for Suspected Dementia” (see reverse)
+

Initiate DCB if delirium is ruled out and high suspicion for dementia

Continue to 
follow ward

delirium algorithm

Dementia Care Bundle (DCB)

STAFF GET TO KNOW INFORMATION ABOUT THE PERSON

• Seek nursing home transfer document, if relevant
• Complete and use “Getting to know me”, This is Me” or similar document: give document to the family, and follow-up on return 

within 24 hours; document is kept in the patient folder at the end of bed to be read by all staff supporting the patient
• A personalised care plan is informed by this document (nursing and medical notes)
• Involve patient and family in care as much as possible/appropriate

ASSESSMENT AND SPECIALIST REVIEW

• Perform a comprehensive assessment of care needs (particularly communication, nutrition/hydration and continence needs)
• Include the primary carer’s needs as appropriate (i.e. being discharged home)
• If indicated, refer to occupational therapy, speech and language therapy, physiotherapy, dietician, mental health (older adult, liaison), 

specialist palliative care, social work and patient support services
• Complete referral to Dementia CNS/ANP, as per local protocol (typically complex case or anticipated discharge difficulties)

ADVANCED CARE PLANNING

• Clarify as soon as possible if patient has an advanced care plan or advanced healthcare directive in place
• If not, assess if this needs to be completed during this admission (e.g. markers of advanced dementia, advanced frailty, weight loss, 

dysphagia, etc.), or if it can wait till community follow-up (see below) 

INTEGRATED DISCHARGE 

• Commence discharge planning within 48 hours of admission (see HSE Code of Practice for Integrated Discharge Planning 2014)
• On discharge, communicate to the GP and PHN (or residential care Director of Nursing): 

• Any update on dementia status (cognition, function, any delirium, prognosis)
• Any changes to care plan especially advance care planning; any referral to palliative care or long term care

FOLLOW-UP IN COMMUNITY

• Arrange follow-up with Memory Assessment Support Service or Dementia ANP/CNS/Advisor/Coordinator as indicated (e.g. 
distressing non-cognitive symptoms or responsive behaviour; carer burden/burn out; rapidly progressing course; need for future care 
planning; unmet dementia symptoms)

     (Usually refer to service that diagnosed or last assessed the person for their dementia; liaise with CNS dementia if unsure)
• Arrange other appropriate Community Management with PCT / integrated care team / mental health team as indicated

Note: This pathway can be modified to suit local context, resources and other protocols

 

   
 

 

 
 

 
 

 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

YES Delirium Screening is Positive 
 

 Document result 
 Contact the treating team for a formal 

delirium assessment today 

Delirium on general hospital wards: 
identifying patients at risk, delirium screening and next steps 

Patient is admitted to your ward 

Screening for Delirium 
 
1. Complete 4-AT on admission to the 
ward for all patients at risk of delirium  
 
2. Screen at risk patients daily for 
delirium. The screening tool used will vary 
per local protocol.  
 

Recommended screening tools include: 
- 4-AT (www.the4at.com) 
- RADAR (Recognising Acute Delirium As 
part of your Routine) 
- SQID (Single Question in Delirium) 
 

3. Document delirium status each day in 
the care plan or specific delirium 
recording tool (e.g. end-of-bed file). 

 

Identify the patient at risk of delirium  
 

Age over 65 years or any one of: 
- Pre-existing cognitive impairment e.g. mild 
cognitive impairment, or dementia, or 4-AT 1-3 
- Previous delirium 
- Other brain disorders (e.g. head injury, stroke, 
Parkinson’s Disease) 
- Functional dependence or frailty 
- Poor mobility 
- Poor nutrition 
- Visual or hearing impairment 
- Depression 
- Major trauma / Post-operative 
- Multiple co-morbid illnesses 
- Severe medical illness or infection (NEWS ≥6) 
- Urea and electrolyte imbalance 
- Alcohol or substance misuse 
- Polypharmacy and / or high risk medications 
(e.g. benzodiazepines) 
 

Check ED/AMAU 4-AT score;  
Has this patient possible delirium?  

Assessing for Potential Causes of Delirium: ‘PINCH ME’ 
 

P – Is the person in pain? Has urinary retention been excluded? 
IN – Infection: is there a possible infection? Refer to sepsis pathway 
as appropriate (link overleaf) 
C – Constipation: When was the last bowel movement? 
H – Hydration / Nutrition: is there major electrolyte imbalance? Has 
hypoxia, hypotension, hypoglycaemia been considered?  
M – Medication: omission of regular medication or addition of new 
medication? 
E – Environment: change of environment, noise or activity levels 
impacting sleep/ rest? 

Delirium screening negative 
 

 Daily screening, see box above  
 Continue to address risk factors 

Strategies for delirium prevention & management  
- Avoid new sedatives 
- Avoid restraint (physical and chemical) 
- Avoid use of urinary catheters where possible 
- Ensure adequate fluids/nutrition and access to drinks/snacks 
- Avoid constipation 
- Provide own hearing aids and glasses  
- Promote relaxation and sufficient sleep in a quiet area 
- Regular re-orientation 
- Encourage and assist early and regular mobilisation 
- Encourage/ allow family members/ carers to stay with the patient 
- Encourage independence with activites of daily living  
- Assess for and manage any pain; use dementia friendly pain score 

where applicable e.g. PAINAD/ Abbey Pain Scale 
- Medication review by team 

Extra tips for caring for the patient with possible or proven delirium  
 

 Explain gently what is happening 
 Smile and make eye contact to reassure 
 Consider enhanced care (i.e. “special”) by a staff member trained in dementia/delirium support 
 Encourage familiar faces – staff and family  
 Limit ward and bed moves  
 Use medications to manage symptoms of delirium rarely and always with senior decision-maker input  
 Communicate with family and carers, offer patient information leaflet, discuss reason for ‘special’ 
 Record delirium on the discharge letter to the GP and follow-up according to local protocol. 

Patient is already diagnosed as having delirium in ED/AMAU 

Note: Clinical algorithms are for reference only and do not replace clinical judgement 

 Assess for possible causes of delirium (see PINCH ME box)  
 Identify and treat all possible risks/precipitants 
 Reassess for resolution/persistence every 24-48 hours 
 Monitor symptoms using behaviour chart (as per local protocol) 
 Once resolved, resume daily screening for reoccurrence  
 Follow local protocol for accessing expert delirium assessment  

NO 
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Follow ward delirium algorithm for all patients

YES



Diagnostic Pathway for Suspected 
Dementia on Acute Hospital Wards

Admission to Ward

Possible Dementia?

Treating hospital team to complete initial dementia work-up

• Most important is to document collateral history (from family, GP, PHN)     
NB duration and course of cognitive decline; effects on functional activity      

• Perform formal cognitive test (e.g. MMSE, MoCA) only if delirium is ruled out or fully resolved. 
In-hospital cognitive scores can be lower than usual due to illness/anxiety but can give an 
approximate indication of cognitive function

Primary hospital team to arrange specialist diagnostic review:

Arrange out-patient follow-up for when patient is medically well (more usual path)
• Arrange out-patient memory clinic or specialist clinic follow-up
• At discharge, inform GP of possible diagnosis and details of follow up; include whether patient 

and family are aware of possible diagnosis

Seek in-patient specialist review (less common path)**
• Refer to CNS/ANP Dementia if available

Deciding on most appropriate service to review the patient:
• Under the age of 65: neurologist review is most appropriate usually
• Age 65 or above:
 - Geriatric medicine: if frail, medical complexity, known to service
 - Mental Health Service: if pronounced behavioral issues/psychosis; known to service
 - Neurologist: if atypical features (e.g. rapid decline, possible seizures)

CNS/ANP Dementia will indicate most appropriate service, if unsure

** Reasons for seeking in-patient diagnostic review include:
• diagnosis is necessary for safe discharge
• apparent moderate-severe dementia but no formal diagnosis
• rapidly deteriorating cognition or atypical features
• patient unlikely to return for out-patient review and no community in-home diagnostic service

Typical indicators of possible dementia 
include:
• 4AT score 2 or 3 without obvious other cause
• Delirium episode with only minor illness
• Family concerned re. dementia
• Staff concerned re. dementia

Note: This pathway can be modified to suit local context, resources and other protocols

 

   
 

 

 
 

 
 

 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

YES Delirium Screening is Positive 
 

 Document result 
 Contact the treating team for a formal 

delirium assessment today 

Delirium on general hospital wards: 
identifying patients at risk, delirium screening and next steps 

Patient is admitted to your ward 

Screening for Delirium 
 
1. Complete 4-AT on admission to the 
ward for all patients at risk of delirium  
 
2. Screen at risk patients daily for 
delirium. The screening tool used will vary 
per local protocol.  
 

Recommended screening tools include: 
- 4-AT (www.the4at.com) 
- RADAR (Recognising Acute Delirium As 
part of your Routine) 
- SQID (Single Question in Delirium) 
 

3. Document delirium status each day in 
the care plan or specific delirium 
recording tool (e.g. end-of-bed file). 

 

Identify the patient at risk of delirium  
 

Age over 65 years or any one of: 
- Pre-existing cognitive impairment e.g. mild 
cognitive impairment, or dementia, or 4-AT 1-3 
- Previous delirium 
- Other brain disorders (e.g. head injury, stroke, 
Parkinson’s Disease) 
- Functional dependence or frailty 
- Poor mobility 
- Poor nutrition 
- Visual or hearing impairment 
- Depression 
- Major trauma / Post-operative 
- Multiple co-morbid illnesses 
- Severe medical illness or infection (NEWS ≥6) 
- Urea and electrolyte imbalance 
- Alcohol or substance misuse 
- Polypharmacy and / or high risk medications 
(e.g. benzodiazepines) 
 

Check ED/AMAU 4-AT score;  
Has this patient possible delirium?  

Assessing for Potential Causes of Delirium: ‘PINCH ME’ 
 

P – Is the person in pain? Has urinary retention been excluded? 
IN – Infection: is there a possible infection? Refer to sepsis pathway 
as appropriate (link overleaf) 
C – Constipation: When was the last bowel movement? 
H – Hydration / Nutrition: is there major electrolyte imbalance? Has 
hypoxia, hypotension, hypoglycaemia been considered?  
M – Medication: omission of regular medication or addition of new 
medication? 
E – Environment: change of environment, noise or activity levels 
impacting sleep/ rest? 

Delirium screening negative 
 

 Daily screening, see box above  
 Continue to address risk factors 

Strategies for delirium prevention & management  
- Avoid new sedatives 
- Avoid restraint (physical and chemical) 
- Avoid use of urinary catheters where possible 
- Ensure adequate fluids/nutrition and access to drinks/snacks 
- Avoid constipation 
- Provide own hearing aids and glasses  
- Promote relaxation and sufficient sleep in a quiet area 
- Regular re-orientation 
- Encourage and assist early and regular mobilisation 
- Encourage/ allow family members/ carers to stay with the patient 
- Encourage independence with activites of daily living  
- Assess for and manage any pain; use dementia friendly pain score 

where applicable e.g. PAINAD/ Abbey Pain Scale 
- Medication review by team 

Extra tips for caring for the patient with possible or proven delirium  
 

 Explain gently what is happening 
 Smile and make eye contact to reassure 
 Consider enhanced care (i.e. “special”) by a staff member trained in dementia/delirium support 
 Encourage familiar faces – staff and family  
 Limit ward and bed moves  
 Use medications to manage symptoms of delirium rarely and always with senior decision-maker input  
 Communicate with family and carers, offer patient information leaflet, discuss reason for ‘special’ 
 Record delirium on the discharge letter to the GP and follow-up according to local protocol. 

Patient is already diagnosed as having delirium in ED/AMAU 

Note: Clinical algorithms are for reference only and do not replace clinical judgement 

 Assess for possible causes of delirium (see PINCH ME box)  
 Identify and treat all possible risks/precipitants 
 Reassess for resolution/persistence every 24-48 hours 
 Monitor symptoms using behaviour chart (as per local protocol) 
 Once resolved, resume daily screening for reoccurrence  
 Follow local protocol for accessing expert delirium assessment  

NO 
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