
Introduction:
Delirium is a term used to describe an acute confusional state. It is characterised 
by fluctuating features of inattention, altered perception, disturbances of 
memory, cognition, perception, behaviour, and consciousness.  Delirium in acute 
hospitals can affect up to 60% of frail elderly in-patients. Patients that are most 
at risk of developing a delirium are those with a known diagnosis of dementia 
or chronic cognitive impairment.  Delirium can be caused by any inter-current 
medical illness such as infection, heart attack, or stroke.  The condition can also 
develop whilst a patient is in hospital secondary to a change of that person’s 
environment and disruption to routine with no other medical cause identified. 

Patients with delirium often endure long hospital stays, whilst we wait for the 
delirium to resolve. In West Hertfordshire Hospital NHS Trust the average length 
of stay (LOS) of patients with delirium is 15.5 days as compared to 9.3 days for 
patients over 80 without delirium. This is consistent with published studies of 
the effects of delirium on LOS. Whilst remaining in hospital patients risk further 
hospital acquired morbidity. Risks include, functional decline, falls, hospital 
acquired infections and prolongation of confusional state due to unfamiliar 
surroundings.

The majority of cases of delirium will resolve with prompt treatment and care. 
Some patients may have physically recovered and no longer need acute 
hospital-based interventions. However not all achieve a return to normal 
levels of cognitive functioning. The persisting symptoms of delirium cause 
both clinicians and carers great concerns regarding the safety of discharge. 
Standard care packages are unable to provide sufficient support for fluctuating 
behaviours over twenty four hours. 

To date the options for this group have been limited. People suffering resolving 
delirium have been transferred to a variety of NHS or local authority bed-based 
services providing 24 hour support, rehabilitation, enablement or respite. None 
of these provide a familiar environment, “there’s no place like home”. Patients 
discharged into short term residential care risk becoming institutionalised. 
Patients with delirium discharged to rehabilitation settings are more likely to 
experience complications, rehospitalisation and death as compared to patients 
without delirium. Thus delirium is associated with a significant cost both to the 
individual and to the health and social care economy. 

Clinical experience suggests accurate anticipation of cognitive and functional 
performance of patients returning home is challenging. Some cognitive and 
behavioural episodes in hospital are situational and would not arise at home; 
some people will remain disorientated even in a familiar home environment. 
Based on the principles of cognitive reserve theory it was postulated that rapid 
recovery of cognitive function could be achieved by a fully supported discharge 
back to a familiar home environment. This incorporates encouraging and 
facilitating the persons’ return to familiar routines and preferred activities. This 
poster describes a pilot scheme to deliver such a scheme.

Aims and objectives:
The DRP has the following aims and objectives: 

Reduce LOS in hospital.
Reduce number of direct placements from hospital.
Reduce readmissions. 
Improve patient experience and functional outcomes through individualised 
highly supported care and cognitive enablement.
Ensure appropriate antipsychotic prescribing including a discontinuation 
plan. 
Cost benefit analysis to determine whether the cost of short-term high tariff 
care is offset by reduction in LOS and reduction in residential placements.

Methodology: Description of the Delirium 
Recovery programme:
Patients are assessed and identified on Bluebell ward (Dual Frailty unit) by 
Consultant Physician (TA), Consultant Psychiatrist RAID (MM) and senior OT 
(GH); with input from Senior Sister (CC). The OT has a special interest and 
experience in the treatment of cognitively impaired individuals and this project 
was the basis of a Quality Improvement Fellowship. 

A discharge planning meeting is arranged to include patient and family, social 
workers (SW) and Care Agency staff. A full scripted discussion occurs and 
an individual care plan is developed with the patients and families consent 
including a risk assessment. All participants were informed of the pilot nature 
of this piece of work. Patient and carer feedback was encouraged.

The patient is discharged home with 24 hour live in care; hospital discharge 
summary; 2 weeks of regular and “as required” medication on a medication 
policy; ward contact details and their individual plan of care for cognitive 
enablement. The patient enters a virtual ward (Figure 1). Patients on DRP 
are discussed at consultant-led board rounds three times per week. On 
arrival home the number of contact hours with the carer is initially high and is 
weaned down over the course of 3 weeks (Figure 2). There are home visits 
on days 4 and 7 by OT and SW, and the patient is reviewed in ambulatory 
care on day 10. A financial assessment is completed on discharge from the 
DRP for any ongoing care. If long term placement is required this is arranged 
from the community and not via repeat hospital admission.

Participants Inclusion criteria:
Patient must have a confusional state with a reversible component 
as identified by specialist assessment. The patient must also:

Live in West Hertfordshire (geographical location)
Have a second bedroom for live in carer; (alternatively 2x12 hour 
carers were arranged).
Consent/best interests decision following discussion
Sufficient physical functioning to require assistance of only 1 
carer.

Results:
The DRP supported 20 patients home following acute hospital 
admission between January and July 2014. The average length of 
hospital stay was 28 days (range 6-59 days). 16 out of 20 were 
able to remain at home and 4 required residential placement.  There 
was only one hospital readmission during the programme due to 
confirmed urinary infection and the patient continued with the DRP 
following hospital treatment.

The multidisciplinary team consider that 12 long term residential 
care placements and 3 short term placements have been avoided 
(Figure 3), all 20 have benefitted from a shorter hospital stay than 
would otherwise have been the case. 

The average Bristol ADL score in hospital was 14/60 (23% 
dependency) and on discharge from the DRP average BADL score 
was 5/60 (8%). This confirms the DRP patients were physically 
functioning at a good level –most were independently mobile or 
requiring some supervision; however this does not capture the 
essence of their need for intense support which often included visual 
hallucinations and worsening confusion and agitation/distress in 
evenings/ overnight.

Professionals’ feedback:  
All professionals involved found the DRP to be more labour intensive 
than originally anticipated with more patient contact time required, 
but also more rewarding. Early success carried the team through 
a steep learning curve; it was extremely gratifying to discover that 
patients who would otherwise have been transferred to residential 
care were able to settle and thrive at home after initial support.  As 
a pilot, annual leave of specific team members limited availability 
of the scheme and training other team members is needed. For the 
care workers this represents working in a very different way to the 
traditional carer model. Due to the live-in nature of 24 hour carers 
it was difficult to practically reduce patient contact hours. This was 
accomplished by asking the carer to leave the house for 1-2 hours 
in the morning and evening. It was surprisingly difficult to achieve as 
carers were not used to being asked to work this way. 

The first few days and especially nights of discharge home were 
usually the most challenging. We learned it was helpful to dispense 
as required sedatives, analgesics and laxatives to be sanctioned for 
use over the telephone.

Operationally challenges included need for flexible working of the 
multidisciplinary team. One patient was reviewed three times during 
three weeks, one declined to be reviewed at all.

Cost Benefit analysis:
Herts County Council negotiated a tariff of £750 per week for live 
in carer service; the cost of 21 days on the DRP is £2,250 per 
patient. This compares to the £2,100 per week cost of stay in an 
Acute Hospital and ongoing fees of £580 per week for a care home 
placement.  

The DRP has the opportunity to reduce costs by reducing LOS to 
the Acute Trust, but most financial gains realised relate to avoided 
placement in residential care (Figure 4). 
The scheme cost £217,004 (DRP and ongoing care costs). 
Comparative care costs were estimated at £506,532, producing a 
full-year net cost benefit of £225,648.

Conclusion:
Patients with delirium benefit from early highly supported hospital 
discharge with individualised plan of care. Patients may avoid the 
need for long term residential placement by discharge with a time- 
limited 24 hour live-in carer; this is a financially viable strategy. Early 
discharge may be as important as prevention as a management 
strategy for people with delirium.
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Patient and family feedback:

‘It’s wonderful to be home, I really didn’t think I would get back’

‘It gave us piece of mind that she would be alright at home’

‘I hated hospital it was terrible, the nightmares have all gone now’

‘I would like to thank you all for the opportunity’

‘We couldn’t imagine how she (mum) would manage’

‘It’s a marvellous scheme, no one’s ever heard of anything like it!’

‘She’s so much better- not seeing the squirrels and ducks – well 
only the once since she’s been home’

‘It would be better if it was 4 weeks long’

FIGURE 2: Transition of Carer Input

FIGURE 1: Timeline of Delirium recovery 
programme.

FIGURE 3: Predicted vs. Actual Discharge 
Destination

FIGURE 4: Level of Care Input Required Post DRP
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