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Acute deterioration
Te tipuheke tari

IV

The information in this guide is accurate to the best of our knowledge as of June 2023.

Definition

Acute deterioration is a sudden, clinically important, rapid change in the person’s baseline
cognitive, behavioural, functional or physical health domains. In this case, ‘clinically important’
means a change that, without intervention, may result in complications or the death of the
older person (American Medical Directors Association 2003).

Key points

e The broad concept of acute deterioration includes all causes of acute illness, from
exacerbation of a chronic condition to a new undifferentiated (unknown cause) issue. It
includes syndromes such as delirium and sepsis.

e Changes in health domains often occur before vital signs change.

e Vital sign changes may be late indicators of deterioration. Do not hesitate to call for help
if you believe the person to be unwell.

Why this is important

Detecting acute deterioration in people living in aged residential care (ARC) enables
registered nurses (RNs) to access the right treatment, at the right time, in the right place for
older people living in their care (Daltrey et al 2022; Laging et al 2018). If acute deterioration
occurs, frail older people are at higher risk of mortality and morbidity than their counterparts
who are not frail (Clegg et al 2013; Kojima et al 2018; Stow et al 2018).

Implications for kaumatua*

It is important to take a holistic approach to assessing the impact of the episode of
deterioration on kaumatua. This may include how they are feeling spiritually (a wairua),
physically (a tinana), mentally and emotionally (a hinengaro). Kaumatua may experience

whakama (shame, embarrassment) about their deterioration and may not report symptoms to
avoid burdening others.

It is essential to provide kaumatua and whanau/family with all the information they need
to understand the approach to assessing and treating episodes of acute deterioration.

* Kaumatua are individuals, and their connection with culture varies. This guide provides a starting point for a conversation
about some key cultural concepts with kaumatua and their whanau/family. It is not an exhaustive list; nor does it apply
to every person who identifies as Maori. It remains important to avoid assuming all concepts apply to everyone and to
allow care to be person and whanau/family led.
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Support them by:

e including whanau/family in conversations

e providing opportunities for whanau/family to share their observations and insights, and
valuing their input

e setting aside adequate time to discuss the matters with all parties involved

e thoroughly discussing and explaining decision-making about any changes in the plan of
care (eg, escalation in care, medication changes, investigations).

See the Guide for health professionals caring for kaumatua | Kupu arataki mé te manaaki
kaumatua for more information.

Assessment*

A standardised approach to identifying and responding to acute deterioration is
recommended. Tools specifically designed to support RNs in ARC are limited. The most
widely distributed caregiver tool for identifying deterioration is the Stop and Watch tool.

Reports on common patterns of acute deterioration in people living in ARC may help RNs
identify and respond to acute deterioration (Daltrey et al 2022).

Identifying deterioration

Care staff have the most direct contact with people living in ARC and are most likely to identify
a subtle change from baseline. In ARC, where long-term relationships develop, noticing
subtle changes is often described as ‘knowing’ something is wrong (Boockvar et al 2000;
Sund-Levander and Tingstrom 2013). Care staff may notice something listed on the Stop and
Watch tool or a change from baseline that is unique to the individual. Where they identify a
change, the RN needs to assess it to determine its urgency and what response is required.

* Research is under way in New Zealand to develop a Deterioration Early Warning System for ARC (DEWS © Daltrey and
Boyd 2022). The DEWS will support this guide once published.
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Stop and Watch early warning tool

Stop and Watch

Early Warning Tool INTERACT

If you have identified a change while caring for or observing a resident/
patient, please circle the change and notify a nurse. Either give the nurse
a copy of this tool or review it with her/him as soon as you can.

Seems different than usual; Symptoms of new illness
Talks or communicates less

Overall needs more help

Pain - new or worsening; Participated less in activities

Ate less

The Stop and Watch early
warning tool helps care staff
identify and report specific
issues (Ouslander et al 2009).
It is available as Pathway
INTERACT® from the Pathway

Health website after registering
(Pathway Health nd).

No bowel movement in 3 days; or diarrhea
Drank less

Weight change; swollen legs or feet

Agitated or nervous more than usual

Tired, weak, confused, or drowsy

Change in skin color or condition

Help with walking, transferring, toileting more than usual

|In-l>i aso vO-Hwn

O Check here if no change noted
while monitoring high risk patient

Role of the registered nurse

RNs have an obligation to assess issues that care staff team members and whanau/family
report to them. They must also initiate a timely and appropriate response.

Assessing the situation

Assessment is complex. Subtle changes noted in the older person could be evidence of
acute deterioration, an expected end-of-life process or an undisclosed social issue. Acute
deterioration can be life threatening so the safest approach is to focus on confirming
whether acute deterioration is present or not before considering other non-clinical causes
of a changed presentation.

Responding and communicating

New undifferentiated issues (those with unknown cause) need a diagnosis. Follow your
facility policy to contact the correct health professional, eg, general practitioner (GP), nurse
practitioner (NP) or urgent care.
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Acute deterioration assessment

Rapidly and immediately consider life-threatening issues before completing a full
assessment of acute deterioration. Where the condition is life threatening, you must call
urgent services (NP, GP or ambulance, according to the protocol of your facility).

Decision support

Emergency screen

N

N Send for help

Is person responsive?

:

Airway open? Any breathing? » CPR or end-of-life pathway
Pulse palpable? N

Is there new marked physiological ——” Urgent assessment required
distress? Y
[1 Reduced level of consciousness
L Severe weakness —» Expected end of life
[1 Dyspnoea (difficult or laboured
breathing) L
O Severe pain Immediate NP/GP response
[0 Chest pain - see: to relieve distress

'Chest pain decision support’

—» Undiagnosed acute event

L In line with facility policy:
e immediately call GP/NP or

Does person have signs of sepsis? e immediately contact 7
emergency services
Slurred speech, confusion or
difficult to wake
n Extreme shivering or muscle pain
_ _ Measure vital signs and compare AND
Passing no urine for a day —; with baseline
E Severe breathlessness ¢
n I feel like | am going to die’ Ranges that indicate acute deterioration
Skin mottled, bluish or pale [] Respiratory rate: > 25 or < 10 breaths per
cold to touch minute
[1 Oxygen saturation <93%
[ Systolic blood pressure <100 mmHg
N [ Pulse 2100 or £50 bpm
1 Temp > 37.2°C or > 1°C above baseline
Continue to full assessment or <35°C
bpm = beats per minute CPR = cardiopulmonary resuscitation GP = general practitioner NP = nurse practitioner
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Chest pain assessment

Chest pain can have many different causes, but you should always investigate it. Frail older
people with acute cardiac events may present with increased breathlessness (see the
Approach to breathlessness (dyspnoea) | Tiinganga guide) with or without chest pain. Use a
framework to assess for cardiac chest pain (OLDCARTS-ICE).

e  Onset: Does it start suddenly or gradually?

e Location(s) and radiation: Where is the pain?

e  Duration: How long does it last?

e Character: What does it feel like?

e Associated: Are there any other symptoms?

e Relieving or aggravating: What makes it better or worse?
e  Treatments: What treatments have been tried?

e Severity: How bad is it? What is the pain score?

e Impact, Coping, Expectation: What does it mean for the person?
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Chest pain decision support

Ask about all features of pain (OLDCARTS-ICE)

v

Does chest pain have the following

features of ischaemic pain? " n Starts gradually and gets worse
(OLDCARTS-ICE) In central chest, upper abdomen or bra

line, left arm, neck, jaw, teeth
Lasts for a few or up to 15 minutes

Feels heavy, pressure, squeezing

- band-like sensation

SOB, nausea/vomiting, sweaty, cold,
clammy, palpations, fatigue

Rest may help
GTN may help relieve symptoms
Mild to severe

Very frightening

==l=l=lEl=]=]-]

Yv l N
Does person have history of chest pain See: ‘Acute deterioration assessment steps’
and management plan? and ‘Acute deterioration decision support’
» |favailable and prescribed, PRN GTN
N Urgent care referral unless it contradicts

advance care plan or SGoC
Oxygen only if there is:
breathlessness

saturation < 93%

a history of heart failure
cardiogenic shock (bpac™ 2015)

Yv

Follow prescribed plan, eg, GTN therapy

'

Pain resolved? —» Review with NP/GP next visit

Y
Ny

Contact NP/GP or refer for urgent care

unless it contradicts advance care plan

or SGoC

Update person, whanau/family

and/or EPoA
EPoA = enduring power of attorney GP = general practitioner GTN = glyceryl trinitrate NP = nurse practitioner
PRN = ‘as needed’ (pro re nata) SGoC = shared goals of care SOB = shortness of breath
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Sepsis
Sepsis is a life-threatening condition caused by the body’s exaggerated response to

infection that can lead to tissue damage, organ failure and death (Sepsis Trust NZ nd).
Consider all people living in ARC who have an infection to be at risk of sepsis.

Tools for sepsis screening have not been validated for frail older people specifically
(Daltrey et al 2022; Reyes et al 2018). However, the following tools may be useful to
support decision-making. If the person has an infection and is deteriorating, get help fast
(better to assume sepsis and be wrong than to be too cautious and miss sepsis).

Sepsis screening tools

Sepsis Trust New Zealand home-based screening

Slurred speech, confusion or difficult to wake
Extreme shivering or muscle pain

Passing no urine for a day

Severe breathlessness or breathing very fast

It feels like you are going to die (reported)

S Skin mottled, bluish or pale or feels abnormally cold to touch

100:100:100 criteria
e Temperature (>100°F) > 37.8°C

e Systolic blood pressure <100 mmHg

Heart rate > 100 beats per minute

Quick sepsis-related organ failure (QSOFA)
e Respiratory rate > 22 breaths per minute

e Altered mental status

e Systolic blood pressure <100 mmHg

Sepsis treatment in ARC

Sepsis management in ARC is limited. It consists of oral antibiotic therapy, supplemental
oxygen to keep saturation above 93%, maintaining fluid intake to about 1.5 L in 24 hours (or
considering subcutaneous fluids) and pain management.

Sepsis has a high mortality rate, and early intervention is key. If a person is likely to need
intravenous therapy, they will require rapid transfer to hospital.
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Acute deterioration assessment steps

Step Domain

1 History of presenting

complaint
2 Concern
3 Delirium

4 Observed change in
behaviour

5 Functional symptoms

6 Physical symptoms

7 Vital signs and
examination
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Assessment

e Use available resources (staff, whanau/family, notes) to understand
a full history of presenting complaint (OLDCARTS-ICE).

e Changes can be subtle based on knowledge of person (staff,
whanau/family). How concerned are you?

e Consider hyper- and hypoactive delirium.

Note: Be aware that the person who is very quiet and drowsy or sleeping
a lot may have hypoactive delirium.

e Are behaviours inconsistent with the person’s usual routines and
habits?

e Unusually withdrawn or not wanting personal care support with
activities of daily living?

e Eating: meals missed? Consider starting food chart.

e Drinking: how much has person drunk in last 24 hours?

e Consider fluid balance chart: aim for 1.5 L in 24 hours.

e s there evidence or recent history of a fall?

e |s there evidence of weakness or fatigue such as:
- achange in activities of daily living
- aloss of mobility?

e Cardiorespiratory: Any breathlessness, cough, oedema?

e Gastrointestinal: Is there any abdominal pain, nausea or
vomiting?

e Review bowel chart: |s there evidence of constipation, diarrhoea,
overflow?

e Skin: Any breakdown, infections, rash, sores?

e Pain: Review pain status.

e Genitourinary: Any dysuria, urgency, frequency?

Measure vital signs and compare with baseline. A change from baseline
is important even if this sits in the ‘normal range’ (American Medical
Directors Association 2003).

Values of concern are:

e respiratory rate: > 25 or < 10 breaths per minute

e oxygen saturation <93%

e systolic blood pressure <100 mmHg

e pulse >100 or <50 bpm

e temperature > 37.2°C or > 1°C above baseline or < 35°C.

Examine the relevant system or systems:

e neurological: unilateral weakness, balance, facial changes
e respiratory: breath sounds and work of breathing

e cardiac: heart sounds, pulses, oedema

e abdomen: tenderness or masses, bowels and bladder

e musculoskeletal: strength, pain, range of movement

e skin, wounds, rash, infection.
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Step Domain Assessment
8 Consider in context of  Any recent changes to medication or treatment plans?
person Any recent investigations or laboratory tests?

Decision-making:

e s this primarily a clinical decision? (New acute presentations need
a diagnosis.)

e Does an advance care plan or directive apply?

e |sthe person able to participate in decision-making? (Delirium
reduces a person'’s decision-making capacity.)

Does this appear to be:

e an exacerbation of a chronic condition

e an expected end-of-life process

e anew clinical issue

e a worsening situation that needs NP, GP or urgent care review?

Vital signs associated with acute deterioration
The research has not reached a consensus on normal physiological ranges for older
adults living in ARC (Daltrey et al 2022; Reyes et al 2018). Comparison with baseline is
recommended when assessing for deterioration as the degree of change may be more
important than the absolute number recorded (American Medical Directors Association
2003). The following trigger points are based on the available evidence:
e respiratory rate: > 25 or < 10 breaths per minute
e oxygen saturation: <93%
e temperature:

- >37.2°Cor1°C above baseline (Sloane et al 2014) or

- >37.2°C (twice) or > 37.8°C (once) or > 1°C over baseline (Centers for Disease
Control 2023)

- < 35°C (hypothermia often indicates sepsis in ARC)

e blood pressure: systolic blood pressure <100 mmHg

e heart rate (pulse): > 100 or <50 beats per minute.
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Acute deterioration decision support

Step 1: History of presenting complaint

From person, care team, whanau/family, notes
(OLDCARTS-ICE)

Step 2: Concern

Knowing person, what is level of concern?

Step 3: Delirium
Consider cognition (hinengaro) and
consciousness (mauri)

v

Step 4: Observed change in behaviour or wairua
Individual behaviour change

Unusually withdrawn, doesn't want ADLs
Eating and drinking change

v

Step 5: Functional symptoms
Evidence of fall, weakness or fatigue,
reduced ADL status or loss of mobility

v

Step 6: Physical symptoms
Ask about symptoms

Step 7: Vital signs and examination
Examine affected system if obvious issue
If issue unclear, examine all systems

v

Step 8: Consider in context of person

e Recent changes to medication or treatment?
Recent investigations or laboratory tests?
Does this appear to be something new?
Does an advance care plan or SGoC apply?
Can person reliably make a decision?
(Acute confusion affects decision-making)

v

Contact GP, NP or urgent care with full details
in line with facility protocol (SBAR or other
handover process)

Update care team (handover), whanau/family
Start short-term care plan

v

Monitor and escalate to NP, GP or urgent care
if person deteriorates or no improvement in
24-48 hrs

ADLs = activities of daily living ~ bpm = beats per minute

(] Onset (1 Treatments tried

[ Location [0 Severity: score

(1 Duration O Impact, coping: what
[0 Character: describe this means to person
O Associated symptoms O Expectations: what

O Relieving or aggravating factors ~ they want

[0 New or increased confusion [0 Confusion fluctuates
O Inability to concentrate
[0 Change in level of consciousness: hyperactive
or hypoactive (sleepy/drowsy or difficult to wake,
slowed movements)
[0 Can have vivid and disturbing hallucination

[0 Reduced eating: food chart and small meals

[0 Review fluid intake last 24 hrs and FBC - aim for 1.5L
per 24 hrs (unless fluid restriction in place)

[0 Changed behaviour may have spiritual cause

[ Breathlessness, cough or oedema

1 Nausea or vomiting

[0 Bowels: constipation, diarrhoea, overflow
[0 Skin breakdown or infection rash

[J Pain status

[0 Dysuria, urgency, frequency

.

Vital signs - these ranges indicate acute deterioration
(] Respiratory rate: > 25 or < 10 breaths per minute

[J Oxygen saturation <93%

[0 Systolic blood pressure <100 mmHg

O Pulse 2100 or <50 bpm

[0 Temperature > 37.2°C or > 1°C above baseline or < 35°C

fmmm

[0 Neurological: unilateral weakness, balance, facial changes
(] Respiratory: breath sounds and work of breathing

[0 Cardiac: heart sounds, pulses, oedema

[0 Abdomen: tenderness or masses, bowels and bladder

[0 Musculoskeletal: strength, pain, range of movement

O Skin, wounds, rash, infection

Does this appear to be:

[0 An exacerbation of a chronic condition?

[0 An expected end-of-life process?

[0 A new clinical issue? Needs a diagnosis

[0 A worsening situation that needs NP, GP or urgent care?

Establish plan:

[0 Treatment with expected improvement

[0 Treatment with expected dignified end of life

0 Monitoring frequency and when to call NP, GP or
urgent care

FBC = fluid balance chart GP = general practitioner

NP = nurse practitioner SBAR = situation, background, assessment, recommendation SGoC =shared goals of care
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Responding to acute deterioration
Responses to acute deterioration include the following.
1. Communicate the situation to NP, GP or urgent care.

e Research shows handover tools such as SBAR (situation, background, assessment,
recommendation) provide effective support for clear and accurate clinical
communication (Mller et al 2018).

e The SBAR framework from Pathway Health (nd) can help with assessing and
handing over the clinical situation.

2. Develop a short-term care plan that includes prescribed actions and nursing
interventions.

3. Collaborate with NP or GP to establish the type and frequency of monitoring and
threshold for further escalation if the older person gets worse or fails to improve.

4. Fully inform the older person, whanau/family and/or enduring power of attorney about
the situation and plan.

5.  Complete effective handover: provide information the team needs to understand the
situation and care plan for the acute event until it is resolved.

6. Sign off the short-term care plan once situation is resolved.

Update long-term care plan if the person’s overall health has changed.

Treatment

Nursing interventions are critical to the quality of care the older person and their whanau/
family experience. That applies whether the interventions are aimed at the person'’s
recovery from an acute event or a safe, comfortable and dignified end-of-life process.

Nursing interventions include:

e spiritual care (comfort, support, person-centred care)
e nutrition and hydration

e skincare

e positioning and mobility (avoiding bed rest and deconditioning in anticipation of
recovery)

e use of appropriate PRN medication

e monitoring the person and updating NP/GP if the person deteriorates, becomes
distressed or fails to show expected signs of improvement in 24-48 hours.
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