
 

 
 

  

Printed or saved electronic copies of this policy document are considered uncontrolled.  
Always source the current version from WACHS HealthPoint Policies. 

 

Date of Last Review: March 2021 Page 1 of 22 Date Next Review: March 2026 

Effective:  
 
   

 

Cognitive Impairment Clinical Practice Standard 
 

 
1. Background  

The Australian Commission’s National Safety and Quality Health Services Standards 
(NSQHSS) and the Delirium Clinical Care Standards provide a minimum practice 
standard of care and inform this policy and its associated documents.  It directs the 
clinician in the screening, assessment, support and care of patients with a Cognitive 
Impairment (CI) throughout WA Country Health Service (WACHS).  

 
For the purpose of this Clinical Practice Standard (CPS), the term Cognitive 
Impairment will be used to refer to patients with Dementia, Delirium and Depression 
although the focus will be on screening, assessment and support to patients with 
Delirium and Dementia. This policy document also includes information on: 

• Management and Prevention strategies 

• Role of Family/Carer with Assessment and Care planning 

• Palliative Care considerations  

• Management of Agitation in older Adults with Dementia or Delirium  

• Clinical Communication 

• Staff Education/ Information/ Resources 
 

Approximately 20 per cent of all patients over 70 years admitted to hospital have 
Cognitive Impairment (CI) and the proportion increases with age. Around 10 per cent 
of older patients are admitted with delirium and a further 8 per cent will develop 
Delirium during their hospital stay due to the impact of surgery, infections, changes 
to nutrition and/or hydration or side effects of medications. (Australian Commission 
on Safety and Quality in Health Care. Delirium Clinical Care Standard.)  

 
It can be difficult to distinguish between Delirium, Dementia and Depression because 
symptoms overlap, and some people may have more than one condition. Appendix 1 
describes the difference - Dementia, Delirium and Depression – a comparison and 
Section 22 describes some further definitions. 

 

Delirium is an acute medical condition and must be treated as a medical emergency. 

People with Cognitive Impairment who are admitted to hospital, are at a significantly 
increased risk of preventable complications. 

Complications include falls, pressure injuries, failure to return to premorbid function 
and adverse outcomes such as unexpected death or early and unplanned entry into 
residential care. 

 
  

Effective: 11 March 2021 

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-607
http://www.safetyandquality.gov.au/our-work/clinical-care-standards/delirium-clinical-care-standard
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2. Roles and Responsibilities  

This policy is applicable to all Medical, Nursing, Midwifery and Allied Health staff 
working within WACHS.  
 
All health care professionals are to work within their scope of practice appropriate to 
their level of qualifications, training and responsibility. 
Where care requires specific procedures that may vary in practice across sites, staff 
are to seek senior clinician advice. 
 
This policy is to be used in conjunction with the: 

• WACHS Restraint Minimisation Policy  

• WACHS Adults with Impaired decision making Capacity Procedure   

• WA Department of Health MP0086/18 Recognising and Responding to Acute 
Deterioration Policy 

    
 

3. Screening and Assessment Procedure 

This procedure guides clinicians to the processes for screening and assessing at risk 
patients and those identified as having a Delirium or Dementia within WACHS acute 
care settings. The procedures could also acts as a guide and adapted in other WACHS 
care settings. It includes links for all required tools and Medical Records.   
 
3.1 Guiding Principles 

Cognitive screening and assessment allow for the detection and appropriate actions to 
support people with Cognitive Impairment (CI). CI (Dementia and delirium) is common 
in hospitalised older people, who are at high risk of sub-optimal outcomes and adverse 
events, especially if their CI is not detected or identified.  

 
Inclusions:  

At risk patient criteria:  

• Cognitive concerns raised by others  

• Age 65 or over (>45 if Aboriginal)   

• Known Cognitive Impairment/Dementia 

• Severe or acute medical illness/risk of dying 

• Current hip fracture 
Exclusions: 

• Patients with a new Acute Brain Injury requiring Glasgow Coma Scale (GCS) 
observations 
 

3.2 Procedure 

All at risk patients (see above) are to receive an initial Cognitive Impairment screen 
using the 4-item Abbreviated Mental Test (AMT4): 

 

• During presentation to WACHS Emergency Departments OR as early as possible 
within the hospital patients’ journey.  

• When attending a preadmission clinic, or   

• Following direct admission to the hospital. 

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-6723
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-89-1858
https://www.health.wa.gov.au/About-us/Policy-frameworks/Clinical-Governance-Safety-and-Quality/Mandatory-requirements/Recognising-and-Responding-to-Acute-Deterioration-Policy-new
https://www.health.wa.gov.au/About-us/Policy-frameworks/Clinical-Governance-Safety-and-Quality/Mandatory-requirements/Recognising-and-Responding-to-Acute-Deterioration-Policy-new
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An abnormal AMT4 Score (i.e. less than 4) will prompt:  

 

• Assessing the patient further using the 4AT cognitive test – MR66.17 WACHS 4A 
TEST Rapid Assessment Test for Delirium   

• Further screening and assessment as per infographic on the WACHS Cognitive 
Impairment flowchart (Appendix 5)   

• Staff to provide patient, care partner, and/or family with the Delirium Patient / Family 
Information Brochure.   

 
Staff should be alert to any cognitive changes during their shift and concerns raised 
by the patient or their care partner. If changes are noted they must be referred to the 
treating team and Occupational Therapist for cognitive assessment (if available) and 
document these concerns in the patient’s notes 
 

3.2.1 Aboriginal Patients  

Some Aboriginal patients may not normally know the answers to some of the AMT4 
questions due to their cultural background. If this is the case, then the family 
member/care partner (if and when available) needs to be asked this additional 
question-“Do you think (name of person) is thinking differently or behaving differently 
or more drowsy over the past few hours or days”. This validated screening question is 
known as the Single Question in Delirium (SQID).  
 
3.3 Cognitive Assessment Tools and When to Use Them 

• The AMT4 and the 4AT are the WACHS recommended CI screening tools and 
are used as described in the Cognitive Impairment Flowchart (Appendix 5)  

• The AMT4 can be completed by any registered health professional. 

• The 4AT can be completed by any clinician – Nurse, Allied Health or Medical 
Officer.  

• Refer to WACHS approved CI screening and assessment tools (Appendix 4) 

• MMSE, MoCA, RUDAS and KICA represent examples of second line tools for the 
assessment of Dementia when patients are thought to not have Delirium. These 
should be undertaken by clinicians trained in its use (e.g. Medical Officers, Nursing 
staff and Occupational Therapists). (MR66 series- cognitive tools)  

• The Geriatric Depression Scale (GDS) identifies if a patient is experiencing signs 
of Depression and can include symptoms of changed cognition.  

• It is important to distinguish between Dementia, Delirium and Depression 
(Appendix 1) in order to direct care and treatment according to diagnosis.   

• Instrument results are affected by the responder’s educational and cultural 
background.  

• Instrument results are biased by various communication problems.  
 
3.4 Procedures for Documenting, Notification and Initial Management   

3.4.1  Pre-admission and short stay admission screening procedure 

All at risk patients are to be screened by the admitting clinician (Nursing or Allied 
Health) using the 4-item Abbreviated Mental Test (AMT4) to determine if there is a 
cognitive impairment. The “Delirium Risk + Cognitive Screen” label (Appendix 3) is 

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-16836
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-16836
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-609
http://trim.hdwa.health.wa.gov.au/HPTRIMWebClient/download/?uri=8491100
http://trim.hdwa.health.wa.gov.au/HPTRIMWebClient/download/?uri=8491100
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-609
http://wachs.hdwa.health.wa.gov.au/index.php?id=16042
https://healthpoint.hdwa.health.wa.gov.au/policies/Policies/WACHS/MR66.1%20WACHS%20Geriatric%20Depression%20Scale.pdf
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obtainable for this use and to be placed in the Health Care Record for appropriate 
follow up if scores are abnormal.  

 
If abnormal screen is obtained in pre-admission clinic then inform the relevant 
treating medical team or GP for follow up or document if there is a known Cognitive 
Impairment.  

   

3.4.2  Documenting (admitted patient) 

CI scores should be recorded:  

− In the observations section of the iSoBAR handover to the admitting ward; and / or 

− On inter-ward and inter-hospital transfer forms. 

The AMT4 screening tool is located on the following forms to identify at risk patients:  

− MR111 WACHS Nursing Admission, Screening and Assessment Tool – Adults 

− MR521 WACHS Falls Risk Assessment and Management Plan (FRAMP)  

The “Delirium Risk + Cognitive Screen” label is obtainable for initial screening in ED 
and to be placed within ED documentation that supports visibility by all clinicians to 
ensure screening, assessment and clinical escalation as required.     

 

3.4.3  Notification 

When abnormal screening scores are obtained (i.e. AMT 4 < 4) then further 
assessment is indicated using the MR66.17 WACHS 4A TEST Rapid Assessment 
Test for Delirium.   

Depending on the score, the clinician who completes the 4AT will either: 

− Inform the Medical Officer and coordinator of potential Delirium or 

− Inform the Allied Health team or Nursing for further cognitive assessment.  
 

AND commence prevention of Delirium strategies as per “PITCHED”  (Appendix 2) 
on the Cognitive Impairment Flowchart Poster (Appendix 5) and also refer to the 
strategies within the Prevention and Management of Cognitive Impairment (Appendix 
7).  

 

3.4.4  Initial Management  

The treating medical team must be informed of all patients identified as having 
Cognitive Impairment (via abnormal 4AT) and consideration given to further medical 
assessment to identify Delirium and any causative (reversible) factors. A 
plan/treatment should be initiated as indicated and documented in patient notes. 
 

The Nursing / Allied Health team will follow up an identified Cognitive Impairment with 
the preferred tool to provide a baseline cognitive score. Document results in progress 
notes. 

  

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-16836
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-16836
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-609
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-610
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-610
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3.5 Ongoing Assessment and Management 

Details of further assessment remains a choice for the treating medical team and will be 
dependent on whether the patient is felt to have Delirium, Dementia or Depression and 
the various characteristics of the patient. 
 
The patient’s treating team should consider if referral to a Geriatrician or Psychiatry 
service is required to assess further. Nursing response should be initiated to provide a 
safe low stimulus environment (refer to Management of Cognitive Impairment and 
Prevention of Delirium Appendix 7) 
 
All clinicians (Nursing, Medical Officers and Allied Health) should continue to be alert to 
Delirium and observe patients for acute changes in behaviour and thinking. The AMT4 
must be repeated on: 

 

1. Change in cognitive state 
2. Medical condition change 
3. Ward transfer 
4. Post fall 

 
All staff will ensure patients and families are given a Delirium Patient / Family 
Information Brochure if diagnosed or at high risk of Delirium (e.g. post-operative 
patients and those diagnosed with Dementia).   
 
Following discharge from hospital, the treating team should include in the discharge 
summary: 

− Information related to the identification, investigation and management of cognitive 
impairment (where appropriate). 

− Cognitive assessment scores that are the most current score to describe 
approximate cognitive baseline.  

3.6 Patients Discharged from Emergency Department  

If the patient with an AMT4 scores less than 4, is discharged from the Emergency 
Department, and has no previous diagnosis of Cognitive Impairment, a GP letter 
recommending follow-up and onward referral (e.g. to a Geriatrician or TeleGeriatrics, if 
available) should be included in the ED discharge summary.    
 

Consider the WA Health Cognitive Impairment Discharge Instructions for patients 
known to have a Cognitive Impairment. 
 

ED Medical staff should also consider a patient’s pre-existing CI is not due to Delirium 
before discharge.  
 

Should the patient transfer to another hospital, their cognitive status must be included 
in the verbal and written iSoBAR handover with recommendations to re-screen 
cognition on arrival.  
 

See also Section 8.5 Discharge Planning  

  

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-610
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-610
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-610
http://trim.hdwa.health.wa.gov.au/HPTRIMWebClient/download/?uri=8491100
http://trim.hdwa.health.wa.gov.au/HPTRIMWebClient/download/?uri=8491100
https://healthpoint.hdwa.health.wa.gov.au/forms/Emergency%20discharge%20information%20sheets%20%20Older%20adul/cognitive%20impairment.pdf
https://healthpoint.hdwa.health.wa.gov.au/forms/Emergency%20discharge%20information%20sheets%20%20Older%20adul/cognitive%20impairment.pdf
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4. Management and Prevention Strategies  

Management of Cognitive Impairment and Prevention of Delirium (Appendix 7) 
describes non-pharmacological management and prevention strategies.  

All patients at risk of Delirium or a diagnosis of a Cognitive Impairment should be 
provided, at a minimum, with the prevention of Delirium strategies as identified on the 
P.I.T.C.H.E.D poster (Appendix 2). These need to be incorporated into the patients’ 
care plan. Refer to WACHS Cognitive Impairment Flowchart (Appendix 5). 

 

See also WACHS Cognitive Impairment intranet site for more resources in Education, 
Information and Management Strategies. 

 
4.1 Relevant Resources (Note: if Internet Explorer does not open, copy the links into Chrome) 

• Australian Commission on Safety and Quality in Healthcare   

− Cognitive impairment resources 

− NSQHS- Comprehensive Care standard 

• Caring for Cognitive Impairment Campaign  

• Delirium Clinical Care Standards  

• Clinical Practice Guidelines for Dementia in Australia  

• SIGN 157:Risk Reduction and Management of Delirium- UK publication April 2019  
• WA Health: Dementia Model of Care, 2011 (Obsolete- for reference only) 

  
4.2 Supporting people who are Aboriginal with dementia or delirium  

There is a higher incidence of dementia amongst Aboriginal people. 
The needs of the Aboriginal person with dementia and their families may require extra 
considerations and resources.  WACHS have developed some useful Aboriginal 
resources for families and people living with dementia that can be found on the 
Cognitive Impairment intranet page.  They include: 

• Delirium brochure for patient and families  

• What is delirium 

• What is dementia 

• Agitation in Dementia   

• What is Depression 

• My Life Tree ( which is a substitute to the Sunflower tool) 
  

4.2.1 Assessment of Dementia 

There are many complex needs of older Aboriginal people with dementia and therefore 
utilising an assessment tool that is appropriate to their culture is important. There are 
four WACHS endorsed assessment tools to assist in assessing someone for cognitive 
related changes:    

• MR66.11 WACHS Kimberley Indigenous Cognitive Assessment (KICA) – Remote 
living 

• KICA – short cognitive screen MR66.12 

• KICA- Regional - Urban MR66.13 

• KICA – Depression Scale MR 66.14 
  

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-610
https://wahealthdept.sharepoint.com/sites/wachs-health-programs/SitePages/Cognitive%20Impairment.aspx
https://www.safetyandquality.gov.au/our-work/cognitive-impairment/cognitive-impairment-resources
https://www.safetyandquality.gov.au/standards/nsqhs-standards/comprehensive-care-standard
https://cognitivecare.gov.au/
https://www.safetyandquality.gov.au/wp-content/uploads/2016/07/Delirium-Clinical-Care-Standard-Web-PDF.pdf
http://sydney.edu.au/medicine/cdpc/documents/resources/LAVER_Dementia_Guidleines_recommendations_PRVW%20(4).pdf
https://www.bgs.org.uk/resources/sign-157-risk-reduction-and-management-of-delirium
https://ww2.health.wa.gov.au/~/media/Files/Corporate/general%20documents/Health%20Networks/Neurosciences%20and%20the%20Senses/dementia-model-of-care.pdf
https://wahealthdept.sharepoint.com/sites/wachs-health-programs/SitePages/Cognitive%20Impairment.aspx
http://trim/hptrimwebclient/download/?uri=3479154
http://trim/hptrimwebclient/download/?uri=3479155
http://trim/hptrimwebclient/download/?uri=3479156
http://trim/hptrimwebclient/download/?uri=3489474
http://trim/hptrimwebclient/download/?uri=3479157
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-9990
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-9990
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-9991
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-9992
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-9993
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4.2.2 Other Useful Resources  

• CareSearch- Aboriginal and Torres Strait Islander Care  

• Dementia Australia – Indigenous resources   
 

5. Role of Family/Care Partner with Assessment and Care Planning  

Where possible, family members and care partners of people at risk of Delirium or 
diagnosed with a Cognitive Impairment should be involved in identifying any changes 
in behaviour and thinking. This is especially essential when screening an Aboriginal 
patient who does not usually know some of the answers to the AMT4 questions. 
Establishing this will trigger the question, “Do you think (name of person) is thinking or 
behaving differently or more drowsy over the past few hours or days”. This could 
indicate a potential delirium.  
 
Care partners’ information is essential to ascertain if there has been an acute decline 
(characteristic of Delirium) but also to establish if there has been a much longer 
decline (characteristic of Dementia). Care partners can also clarify if fluctuations in 
level of alertness or of cognitive functions are different from baseline fluctuations.  
The clinician should: 

 

• acknowledge the carer partner’s expertise and contributions 

• work with the care partner and patient to identify the individual’s preferences to 
support a person centred care plan tailored to the individual’s care needs 

• acknowledge the individual needs of the patient including being sensitive to culture, 
spiritual, language and gender factors.  

• offer the care partner the opportunity to speak with the social worker or a Cognitive 
Care / Aged Care Champion (if available) for support while the patient is in hospital 
and refer to discharge planning processes 

• provide a Delirium Patient / Family Information Brochure to the patient / family 
member/ care partner and encourage them to inform the clinician if they note any 
signs of Delirium during the hospital stay. Also point out the helpful care strategies 
within this brochure to support the patient during their stay. 

5.1 Development of an individualised person-centred care plan 

To identify a patient’s unique care and communication needs it is important to obtain 
information from the care partner.  This information must be documented within the 
care plan to avoid the care partner having to repeat this information and to prevent any 
responsive behaviours caused by unknown triggers. Useful information to gather 
includes:  

• Support required around communication 

• Sleep and personal care preferences 

• Meal support required  

• Mobility needs to prevent falls  

• Vision and hearing aids 

• Indicators of pain and how to relieve it  

• Understanding changes in mood and how to support   
 
This information could also be captured in the WACHS endorsed “Focus on the 
Person” form which could be completed by care partner and / or with the patient on 

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
https://www.caresearch.com.au/caresearch/tabid/3855/Default.aspx
https://www.dementia.org.au/resources/for-aboriginal-and-torres-strait-islander-communities
http://trim.hdwa.health.wa.gov.au/HPTRIMWebClient/download/?uri=8491100
https://www.alzheimerswa.org.au/helpsheets/focus-on-the-person/
https://www.alzheimerswa.org.au/helpsheets/focus-on-the-person/
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admission. Photocopy and leave care partner with original for future hospital 
admissions.  

 
5.2 Cognitive Impairment and Supported Decision-Making  

Supported decision-making is a practice that enables people to make decisions about 
their own life and enabling the person to be involved in decisions that affect their care.   
 
To enable inclusion of the patient with Delirium or Dementia in decision-making, timing 
of the conversations around more lucid moments will be paramount while still including 
the care partner.  People are presumed to have decision-making ability, unless proven 
otherwise. The person has decision making ability if they have: 

• the ability to understand the information relevant to the decision  

• the ability to use this information to weigh up options 

• the ability to retain information long enough to make a decision 

• the ability to communicate their wishes in some way (not necessarily verbal). 
 

5.3 Further resources/links: 

• Supported Decision-Making in Aged Care (2nd edition)  

• Helpsheet- Supported decision making –for decision makers and supporters 

• Advance Care Planning and Dementia – Dementia Australia website link.    

• WACHS Advanced Directive And Enduring  Power Of Guardianship –Guideline  

• WACHS Adults With Impaired Decision Making Capacity Procedure  

• Capacity Australia- About Decision making Capacity   
 

6. Palliative Care 

Care for patients with advanced Dementia should be based on a palliative approach 
and involve a palliative care service if indicated. Treatment and care should be 
provided as per the person’s Advanced Care Plan.  
6.1 Delirium in Palliative care patients  

• Despite its prevalence in palliative care, Delirium is underdiagnosed, especially 
hypoactive Delirium. A high index of clinical suspicion is needed. Diagnosis is 
important for management, prognostication, and in order to counsel families.  

• Delirium in palliative care patients can have a number of potential reversible 
conditions.   

• Regular presentations of Delirium may be associated with a worsening prognosis. 

• Delirium is more common in patients with previous Cognitive Impairment or 
Dementia, which makes identification and assessment more difficult.  

• Delirium is a condition which causes significant distress to patients, families and 
staff. The presence of delirium makes it much harder to assess and treat other 
problems such as pain or depression.  

• Since Delirium symptoms fluctuate, assessment should be part of routine care. Like 
pain, Delirium is most accurately assessed if it is monitored regularly rather than 
being screened for intermittently.  

• Assess patient using the MR66.17 WACHS 4A TEST Rapid Assessment Test for 
Delirium for when there is a change in usual behaviour which could include 

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
https://cdpc.sydney.edu.au/wp-content/uploads/2019/06/SDM-Policy-Guidelines.pdf
https://cdpc.sydney.edu.au/wp-content/uploads/2019/06/SDM_Helpsheet_FA_Digital_DA.pdf
https://cdpc.sydney.edu.au/wp-content/uploads/2019/06/SDM_Helpsheet_FA_Digital_DA.pdf
https://www.dementia.org.au/about-dementia/i-have-dementia/advance-care-planning
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-89-1085
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-89-1858
https://capacityaustralia.org.au/about-decision-making-capacity/
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-16836
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-16836
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hyperactivity or hypo activity. Treating medical teams may also find the Confusion 
Assessment Method (CAM) useful to aid diagnosis.  

• There is often more than one predisposing and precipitating factor 
 

Criteria for referral to Specialist Palliative Care Service 

 
6.2 Goals of Patient Care 

The clinical indicators for completion of the MR00H.1 State Goals of Patient Care for 
patients who are frail and/ or have dementia (source: https://www.spict.org.uk/)  
include:   

• Unable to dress, walk or eat without help 

• Eating and drinking less; difficulty with swallowing 

• Urinary and faecal incontinence 

• Not able to communicate by speaking; little social interaction 

• Frequent falls; factored femur 

• Recurrent febrile episodes or infections; aspiration pneumonia  

• Progressive deterioration in physical and/ or cognitive function 
 

Refer to WACHS Goals of Patient Care Guideline for further directions in supporting a 
patient (or responsible person) to complete this process.    
 
6.3 Resources and Links  

• Palliative Care for end stage Dementia – Prognostication and Dementia Specific 
Treatment  

• Delirium in Palliative Care – General Information, Management and 
Pharmacological guidelines     

• Clinical Assessment and Management of Delirium in the Palliative Care Setting  

• Evidence Based Clinical guidelines for Adults in the Terminal Phase 

• Palliative Care and Dementia – Discussion Paper from Dementia Australia (2017) 

• CareSearch – Palliative care knowledge network – Advanced Dementia 

• CareSearch- Aboriginal and Torres Strait Islander Care   

• End-of-Life and Palliative Care for People with Dementia Framework 
 
 

7. Management of Agitation in Older Adults with Dementia or Delirium  

The Management of Agitation in Older Adults with Dementia or Delirium Poster 
provides clinicians with steps / strategies when supporting patients with persistent 
responsive behaviours due to Delirium or Dementia such as: 

• restlessness, fidgeting, jumpiness 

• continually trying to get out of bed 

• trying to leave ward or hospital 

• shouting, swearing, arguing, insulting staff, threatening or trying to hit, kick, bite or 
scratch 

• talking to self, pacing.  

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
https://ww2.health.wa.gov.au/Articles/F_I/Guide-to-specialist-palliative-care-services
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-19904
https://www.spict.org.uk/
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-19905
https://tgldcdp-tg-org-au.wachslibresources.health.wa.gov.au/viewTopic?topicfile=palliative-care-life-limiting-illness-other-than-cancer&sectionId=pcg4-c13-s11#toc_d1e751
https://tgldcdp-tg-org-au.wachslibresources.health.wa.gov.au/viewTopic?topicfile=palliative-care-life-limiting-illness-other-than-cancer&sectionId=pcg4-c13-s11#toc_d1e751
https://tgldcdp-tg-org-au.wachslibresources.health.wa.gov.au/viewTopic?topicfile=palliative-care-psychological-symptoms&guidelineName=Palliative%20Care#toc_d1e518
https://tgldcdp-tg-org-au.wachslibresources.health.wa.gov.au/viewTopic?topicfile=palliative-care-psychological-symptoms&guidelineName=Palliative%20Care#toc_d1e518
https://link.springer.com/article/10.1007/s40265-017-0804-3
https://ww2.health.wa.gov.au/~/media/Files/Corporate/general%20documents/Health%20Networks/WA%20Cancer%20and%20Palliative%20Care/Palliative%20care/Evidencebasedclinicalguidelinesforadultsintheterminalphase%202nd%20Ed.pdf
https://palliativecare.org.au/wp-content/uploads/dlm_uploads/2018/05/Dementia-Aus-Palliative-Care-Discussion-Paper-36pp-R5.pdf
https://www.caresearch.com.au/caresearch/tabid/2785/Default.aspx
https://www.caresearch.com.au/caresearch/tabid/3855/Default.aspx
https://urldefense.com/v3/__https:/health.us14.list-manage.com/track/click?u=8ec8704499f9955107930f649&id=927913042f&e=ddf28aaa72__;!!Lav448XFWxY!vtLeGpRcotSKsYFMBzaYu8yWXv8u_dVItklmJ6Hn6JZZcHSe7ZHG-PuK13wKp3pf6OhB1Vg7kQ$
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-607
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It includes pharmacological management guidelines although non-pharmacological 
interventions are first line management. See also Management of Cognitive 
Impairment and Prevention of Delirium  

 
7.1 Further Resources/links  

Understanding Responsive Behaviours and Prevention of Restraints:  
• Responsive Behaviours is a term, preferred by persons with dementia, representing 

how their actions, words and gestures are a response, often intentional, that 
express something important about their personal, social or physical environment 

• A WACHS Understanding Responsive Behaviours and Prevention of Restraints 
Information Sheet (Appendix 6) covers recognition and assessment; interventions; 
and alternative strategies to restraint (communication, physical environmental; 
social and emotional). 

• Referrals to Dementia Support Australia on 1800 699 799 24/7 to support staff to 
problem solve and understand a patient/ resident’s responsive behaviours.   

 

Relevant Clinical Practice Standards: 

• WACHS Restraint Minimisation Policy 

 

8. Clinical Communication  

8.1 Clinical Handover / Documentation  

• Be specific to any changes in behaviour or thinking you have observed/encountered 
in your patients and include strategies that have assisted in delivering positive care.  

• Include cognitive scores in written iSoBAR handovers and transfer documents 

• Ensure the AMT4 assessment is completed and is within the patient health record 
upon arrival to ward 

• Appropriate care interventions are documented in patient nursing care plan and 
FRAMP 

 

Information exchange is to adhere to the WA Health MP0095/18 Clinical Handover 
Policy using the iSoBAR framework.  

 

Failure to accurately and legibly record, and understand what is recorded, in patient 
health records contribute to a decrease in the quality and safety of patient care. Refer 
to WACHS Documentation Clinical Practice Standard.  
 
8.2 Critical Information 

Critical information, concerns or risks about a consumer are communicated in a timely 
manner to clinicians who can make decisions about the care.  

Inform ward coordinator/ medical team of any acute changes that could indicate signs 
of Delirium.   

  

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-610
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-610
https://dementia.com.au/lp/guiding-change?gclid=EAIaIQobChMIipSomPv-7gIVT9iWCh0krQFkEAAYASAAEgI_1fD_BwE&gclsrc=aw.ds
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-6723
https://ww2.health.wa.gov.au/About-us/Policy-frameworks/Clinical-Governance-Safety-and-Quality/Mandatory-requirements/Clinical-Handover-Policy
https://ww2.health.wa.gov.au/About-us/Policy-frameworks/Clinical-Governance-Safety-and-Quality/Mandatory-requirements/Clinical-Handover-Policy
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-6718
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8.3 Related Documents / Forms 

MR184 WACHS Inter-hospital Clinical Handover Form 
 
8.4 Patient / Carer information 

• WACHS Delirium Patient / Family Information Brochure. (For information on printing 
of this brochure see the Cognitive Impairment  intranet site). 

• Supported Decision Making: A guide for people living with dementia, family 
members and carers  

• Focus on the Person form  
 

8.5 Discharge Planning  

• Assess for services required on discharge 

• Liaise with Multi-disciplinary team 

• Involve social worker as appropriate  

• Involve and inform patient and care partners in discharge plan 

• Provide relevant individualised information to patient/ facilities/ services 

• Provide patient/family/care partners with the Delirium Patient / Family Information 
Brochure 

• Complete discharge plan in patient health record and follow site specific discharge 
processes 

• Medical Officer to complete discharge summary, including cognitive scores for 
monitoring or follow up   

• Ensure medication safety prompts are in place if required, such as dose 
administration devices e.g. Webster packs 

 
 

9. Staff Education / Information / Resources  

Clinicians and direct care staff working in relevant clinical areas and Residential Aged 
Care Facilities at Multi-purpose sites are to be oriented to Cognitive Impairment 
resources by senior clinical nursing staff from that area. Resources will vary for each 
WACHS Health Service, and may include:  

• Cognitive Impairment Flowchart (Appendix 5) and Management of Cognitive 
Impairment and Prevention of Delirium  

• Delirium Risk + Cognitive Screen AMT4 label (Appendix 3) 

• MR66.17 WACHS 4A TEST Rapid Assessment Test for Delirium 

• Management of Agitation in Older Adults with Dementia or Delirium Poster  

• Definitions  

• List of Screening and Assessment tools (Appendix 4)  MR66 series 

• Chart for Dementia, Delirium and Depression (Appendix 1)  

• Education Resources link on WACHS Cognitive Impairment Intranet site 
Includes:  
o WACHS My Learning Quality Dementia Support in Hospitals (QDSH EL2)– 

Dementia, Delirium and Geriatric Assessments 
  

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-6557
http://trim.hdwa.health.wa.gov.au/HPTRIMWebClient/download/?uri=8491100
https://wahealthdept.sharepoint.com/sites/wachs-health-programs/SitePages/Cognitive%20Impairment.aspx
https://cdpc.sydney.edu.au/wp-content/uploads/2019/06/SDM_Handbook_Online_Consumers-ReducedSize.pdf
https://cdpc.sydney.edu.au/wp-content/uploads/2019/06/SDM_Handbook_Online_Consumers-ReducedSize.pdf
https://www.alzheimerswa.org.au/helpsheets/focus-on-the-person/
http://trim.hdwa.health.wa.gov.au/HPTRIMWebClient/download/?uri=8491100
http://trim.hdwa.health.wa.gov.au/HPTRIMWebClient/download/?uri=8491100
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-609
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-610
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-610
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-16836
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-211-607
https://wahealthdept.sharepoint.com/sites/wachs-health-programs/SitePages/Cognitive%20Impairment.aspx
https://www.learning.health.wa.gov.au/ilp/pages/description.jsf?menuId=1108&client=wachs#/users/@self/catalogues/7629757/courses/9352140/description
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10. Compliance    

All staff are accountable and responsible for the delivery of safe and effective, high 
quality care and continuously improving the health service.   
 
Failure to comply with this policy document may constitute a breach of the WA Health 
Code of Conduct (Code). The Code is part of the Integrity Policy Framework issued 
pursuant to section 26 of the Health Services Act 2016 (WA) and is binding on all 
WACHS staff which for this purpose includes trainees, students, volunteers, 
researchers, contractors for service (including all visiting health professionals and 
agency staff) and persons delivering training or education within WACHS. 
 
WACHS staff are reminded that compliance with all policies is mandatory.  

 

11. Records Management 

All WACHS clinical records must be managed in accordance with Health Record 
Management Policy. 

 

12. Evaluation 

Evaluation, audit and feedback processes are to be in place by all WACHS regions to 
monitor compliance within this Clinical Practice Standard. The CoBRA Country audit 
tool includes a number of questions to check for compliance of the screening and 
assessment procedures within this policy.  

 

13. Relevant Legislation 

Accessible via: Government of Western Australia (State Law Publisher or ComLaw) 
Carers Recognition Act 2004  
Disability Services Act 1993  
Guardianship and Administration Act 1990  
Health Practitioner Regulation National Law (WA) Act 2010  
Mental Health Act 2014  
Occupational Safety and Health (OSH) Act, 1984 (Amended 2011)  
OSH Regulations, 1996  
Public Sector Management Act, 1994  
State Records Act 2000 
Aged Care Act 1997 
WA Health Services Act 2016 

 

14. Relevant Standards  

National Safety and Quality Healthcare Standards  

• Comprehensive Care Standard - 5.29; 5.30  

• Recognising and Responding to Acute Deterioration Standard – 8.5 

• Cognitive Impairment Key Actions for Health Service organisations (PDF)  
 
Australian Aged Care Quality Agency Accreditation Standards  

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
https://ww2.health.wa.gov.au/About-us/Policy-frameworks/Integrity
https://www.legislation.wa.gov.au/legislation/statutes.nsf/main_mrtitle_13761_homepage.html
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-12010
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-12010
http://www.slp.wa.gov.au/Index.html
https://www.comlaw.gov.au/Commonwealth
https://www.safetyandquality.gov.au/wp-content/uploads/2017/11/National-Safety-and-Quality-Health-Service-Standards-second-edition.pdf
https://www.safetyandquality.gov.au/sites/default/files/2019-06/acsqhc_cogcare_factsheet_2_d4.pdf
https://www.agedcarequality.gov.au/providers/standards
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• Standard 1 – all requirements  

• Standard 2- all requirements  

• Standard 3- requirements (a) to (f) 

• Standard 4- requirements (a) to (e) 

• Standard 5- requirements (a) and (b) 

 
National Standards for Mental Health Services 

• Standard 1- 1.1;1.7;1.9    

• Standard 2- 2.1; 2.2 

• Standard 5- 5.6 

• Standard 6- 6.1;6.5 

• Standard9- 9.3 

• Standard 10- 10.1.2; 10.1.3; 
 

National Standards for Disability Services  

• Standard 1- All Indicators  

• Standard 2- All indicators  

• Standard 3- All indicators  

• Standard6- 6.2;   
 

15. Related Strategies  

WACHS Strategic Plan 2019-24  
ACSQHC Strategic Intent  2020-2025 
WA End of Life and Palliative Care Strategy 2018-2028 

 

16. Related Forms 

MR00H.1 State Goals of Patient Care 
MR111 WACHS Nursing Admission, Screening and Assessment Tool – Adults 
MR184 WACHS Inter-hospital Clinical Handover Form 
MR521 WACHS Falls Risk Assessment and Management Plan (FRAMP) 
MR66. 1-10 series (Cognitive tools) 
MR66.11 WACHS Kimberley Indigenous Cognitive Assessment – Remote living 
MR66.12 WACHS Kimberley Indigenous Cognitive Assessment - Short Cognitive 
Screen 
MR66.13 WACHS Kimberley Indigenous Cognitive Assessment - Regional - Urban 
KMR66.14 WACHS Kimberley Indigenous Cognitive Assessment – Depression Scale  
MR66.17 WACHS  4A TEST Rapid Assessment Test for Delirium 

 

17. Other Related Policy Documents 

WACHS Adults With Impaired Decision Making Capacity Procedure  
WACHS Advanced Directive And Enduring  Power Of Guardianship –Guideline  
WACHS Recognising and Responding to Acute Deterioration (RRAD) Policy   
WACHS Documentation Clinical Practice Standard 
WACHS Falls Prevention and Management Clinical Practice Standard 
WACHS Goals of Patient Care (Adults) Guideline 
WACHS Restraint Minimisation Policy  

https://healthpoint.hdwa.health.wa.gov.au/policies/Pages/WACHS-Policies-Landing.aspx
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-pubs-n-servst10
https://www.dss.gov.au/our-responsibilities/disability-and-carers/standards-and-quality-assurance/national-standards-for-disability-services
http://www.wacountry.health.wa.gov.au/index.php?id=457
https://www.safetyandquality.gov.au/about-us/strategic-plan
https://ww2.health.wa.gov.au/Articles/U_Z/WA-Cancer-and-Palliative-Care-Network
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-19904
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-11059
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-6557
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-89-1464
http://wachs.hdwa.health.wa.gov.au/index.php?id=18018
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-9990
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-9991
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-9991
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-9992
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-9993
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-16836
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-89-1858
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-89-1085
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-89-5313
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-6718
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-6738
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-19905
https://healthpoint.hdwa.health.wa.gov.au/policies/_layouts/DocIdRedir.aspx?ID=TS4KSNFPVEZQ-210-6723
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18. Related WA Health System Policies 

MP0095/18 Clinical Handover Policy 
MP0122/19 Clinical Incident Management Policy 2019 
MP0171/22 Recognising and Responding to Acute Deterioration Policy 
MP0053/17 Patient Alert Policy 
MP0175/22 Consent to Treatment Policy 
MP0051/17 Language Services Policy 

 

19. WA Health Policy Framework 

Clinical Governance, Safety and Quality Policy Framework 
Clinical Services Planning and Programs Policy Framework 
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23. Appendices  

Appendix 1:  Chart for Delirium, Dementia and Depression 
Appendix 2:  Appendix 2: Cognitive Impairment – Prevention and Management 

Strategies ‘PITCHED’ 
Appendix 3:  Delirium Risk + Cognitive Screen AMT4 - label    
Appendix 4:  Cognitive Impairment Screening and Assessment Tools  
Appendix 5:  Cognitive Impairment Flowchart  
Appendix 6:  Understanding Responsive Behaviours and Prevention of Restraints 

Information Sheet 
Appendix 7:  Management of Cognitive Impairment and Prevention of Delirium 
Appendix 8:  4AT – Rapid Assessment in Delirium  
Appendix 9:  Management of Agitation in Older Adults with Dementia or Delirium  
Appendix 10:  Patient and Family Delirium brochure 
Appendix 11: Delirium Prevention Poster – Consumer 
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Appendix 1: Chart for Delirium, Dementia and Depression 

 
Adapted from Resnick B (ed). Restorative Care nursing for older Adults: A Guide for all Care. New York: 
Springer Publishing Company. 2004   
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Appendix 2: Cognitive Impairment – Prevention and Management 
Strategies ‘PITCHED’ 
 
The pseudonym, PITCHED acts as a prompt to support non-pharmacological interventions and to prevent 
delirium in patients identified as “at risk” to delirium. Below is a brief description of the pseudonym. Further 
details can be found in the Management of CI and Prevention of Delirium guidelines  
 

 
Available in poster format for printing here.
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Appendix 3: Delirium Risk Screen AMT4 Label  
 

 
 
Contact details for ordering 
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Appendix 4: Cognitive Impairment Screening and Assessment Tools  

 

  Cognitive Impairment  Screening Tools 

AMT4 – 4-item 
Abbreviated Mental test  

Questions asked: 
1. How old are you? 

(Age) 
2. What is your date of 

birth? (DOB) 
3. What year is it? 

(Year) 

4. Where are we? 
(Place) – hospital or 
ward 

AMT4 is a practical screening tool for cognitive 
impairment for older patients within a busy clinical 
environment. It provides a brief assessment of 
cognitive function.  

Score less than 4 indicate abnormality and the 4AT 
should be completed.  

The AMT4 questions can be located in the MR111, 
and FRAMP. AMT4 label are also available. 

AMTS - Abbreviated 
Mentals Test Score  

AMTS is more accurate than the AMT4. It includes the 
AMT4. It is not recommended for people from 
Culturally and Linguistically Diverse (CALD) or 
Aboriginal or Torres Strait Islander (ATSI) 
backgrounds due to cultural issues around the test 
and an AMT4 will be more appropriate. A score of less 
than 8/10 suggests cognitive impairment. MR66.4 

Delirium Assessment Tools 

4AT- Rapid assessment 
of delirium and  
cognitive impairment  

The 4AT is a screening instrument designed for rapid 
initial assessment of delirium and cognitive impairment 
and should be completed when AMT4 is less than 4. 

A score of 4 or more suggests delirium but is not 
diagnostic: more detailed assessment may be A score 
of 1-3 suggests cognitive impairment and more 
detailed cognitive testing and informant history- taking 
are required.  

A score of 0 does not definitively exclude delirium or 
cognitive impairment: more detailed testing may be 
required.  

MR66.17 WACHS 4A TEST Rapid Assessment Test 
for Delirium 

CAM - Confusion 
Assessment Method  

  

The CAM is a validated delirium diagnostic tool. 

It comprises a screen for overall cognitive impairment, 
and a diagnostic algorithm based on the four features 
of delirium; 1) acute onset and fluctuating course, 2) 
inattention, 3) disorganised thinking and 4) altered 
level of consciousness. A positive diagnosis of 
delirium is made if the person has feature 1 and 2 plus 
either 3 or 4.  
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Cognitive Impairment Assessment tools 

Mini Mental State 
Examination (MMSE) 

The MMSE is a screening test for evaluating cognitive 
impairment in older adults. It is usually used for 
assessing dementia. It tests personal information, 
orientation, short-term memory, attention, naming, 
visuospatial and language domains. A score of less 
than 24/30 suggests possible CI.   MR66.3  

Montreal Cognitive 
Assessment (MoCA)  

The MoCA is a Cognitive assessment tool used to 
evaluate cognitive abilities, initially validated in the 
setting of mild cognitive impairment.  

The MoCA assesses the following cognitive domains; 
Attention and concentration, executive functions, 
memory, language, visuo-constructional skills, 
conceptual thinking, calculations, and orientation.  

A score less than 26 suggest possible CI. It is available 
in other languages.  MR66.6 

Rowland Universal 
Dementia Assessment 
Scale (RUDAS) 

The RUDAS is designed to enable the translation of 
the assessment into other languages and to be 
culturally fair. It is recommended for use with those 
from culturally and linguistically diverse backgrounds 
communicating in their first language with the use of an 
interpreter. A score of 22 or less suggests possible CI.    
MR66.8 

Kimberley Indigenous 
Cognitive Assessment 
(KICA) 

The KICA is the preferred cognitive screen for older 
indigenous Australians (Aboriginal and Inter Torres 
State population), particularly for those living in remote 
and rural areas, aged 45 and older. A score of 21 or 
below suggests possible CI.                                                         
MR66.12 (short screen) 

Depression Assessment Tool 

GDS – Geriatric 
Depression Scale  

(15 item version)   

The GDS is used to identify depression in older people 
in all settings. 5-10 minutes to complete. Scores 
greater than 5 suggest the presence of depression and 
warrant follow up. Scores >10 are almost always 
depression.   MR66.1 
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Appendix 5: Cognitive Impairment Flowchart   

 
 
Printable poster available: here. 
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