
Local CQUIN Template: Delirium CQUIN 
 
 
Executive summary 
 
The majority of health services users are elderly, with up to 70% of acute hospital beds 
occupied by older people1. Furthermore, up to half of these may have some form of cognitive 
impairment – notably dementia and/or delirium2. Delirium is one of the most common 
complications of hospitalisation in older adults, affecting up to 50% of all older patients 
admitted to hospital. The recent national Delirium and Dementia CQUIN which ran from 
2012-2016 has been extremely successful in raising the profile of people with cognitive 
disorders in the acute hospital. The CQUIN primarily focussed on identification of people with 
delirium and dementia and was designed to identify people with a possible underlying 
diagnosis of dementia. This CQUIN is to be retired and identification of people with dementia 
and delirium is due to be included in standard contracts. However, the gains of the national 
CQUIN are only the beginning of improving care in this domain. Evidence based 
interventions during admission were not incentivised by the national CQUIN. This new 
Delirium and Dementia CQUIN template is made available for all CCGs to select as a local 
CQUIN, in order to build on the progress made as a result of the previous national CQUIN. 

Up to 40% of incident delirium may be preventable if targeted multi-component interventions 
are applied in high and medium risk individuals, and there is now a wealth of evidence to 
support such interventions. The NICE Clinical guideline for delirium CG103 recommended 
the implementation of such interventions, which are not only effective at reducing the 
incidence of delirium, but also in reducing long term cognitive decline, physical decline, 
overall health care costs, length of stay and in-patient falls. This CQUIN proposal is based on 
the NICE Quality Standards for delirium QS63.  

The revised CQUIN proposed has an overarching objective of incentivising the right care for 
people with or at risk of delirium who admitted to acute and community hospitals. This 
includes all people with known dementia. 
 

1. We aim to identify people incident delirium in people with a known risk factor (NICE 
QS63 statement 1).  

2. We aim to incentivise care packages substantially based upon the NICE quality 
standards for delirium, including multifactorial interventions to prevent in those at risk, 
to treat delirium where present (NICE QS63 statement 2) and to provide information 
(NICE QS63 statement 4).  

3. We aim to ensure that people with delirium in hospital who are distressed or are a risk 
to themselves or others are not prescribed antipsychotic medication unless de-
escalation techniques are ineffective or inappropriate (NICE QS63 statement 3).  
 

4. We aim to incentivise appropriate follow up after an episode of delirium (NICE QS63 
statement 5).  

5. We aim to incentivise improved education of health care staff about delirium. 

                                            
1 Department of Health, 2001; National Service Framework for Older People 
2 Royal College of Psychiatrists, 2005 ; Who Cares Wins 



Background 
 
The Commissioning for Quality and Innovation (CQUIN) scheme provides a national 
framework through which organisations providing healthcare services under the NHS 
Standard Contract can earn incentive payments of up to 2.5% of their contract value 
by achieving agreed national and local goals for service quality improvement. For 
2016/17, the Northern SCN proposes to suggest a revision to the current CQUIN on 
dementia and delirium. We would like CCGs in the north to consider replacing the 
previous CQUIN with the revised proposal and invite comments upon this draft.  
 
Should elements of the CQUIN be incorporated into contracts, we recommend that 
the CQUIN is adapted to include any elements of this proposal not in the contract. 
 
This draft CQUIN builds upon the changes already made to the Dementia and 
Delirium CQUIN between the 2014/15 and 2015/16 versions.  
 
The previous CQUIN has been very successful in raising awareness of delirium and 
dementia in acute hospitals. However, it is important to continue to build upon this 
work, both addressing unforeseen disadvantages of the earlier CQUIN and 
developing it to encourage further improvements in care. 
 
Advantages of the previous CQUIN included systematic identification of people with 
known dementia and delirium, admitted as an emergency and aged over 75 years. 
We propose to continue this strategy, but to extend its scope to include screening 
and prevention of delirium in those at risk, including all aged over 65 and to include a 
focus on delivery of the right care once people with cognitive disorders are identified. 
The previous CQUIN was designed with an overarching objective of improving 
national recorded dementia prevalence rates.  We consider that this is not the 
greatest priority for the care of people with cognitive disorders in acute hospitals. 
Whilst it is important to be aware of known diagnoses of dementia and to follow up a 
new finding of cognitive impairment, an acute admission is rarely an appropriate time 
to make a new diagnosis of dementia, and we are aware of the previous CQUIN 
leading to some cases of premature and inaccurate diagnosis of dementia with 
inadequate time for recovery from delirium. Whilst there is very little research to 
guide policy making regarding the timing of diagnostic assessment for dementia for 
people who have had an acute admission, there is a substantial body of research 
regarding delirium prevention and treatment in acute hospitals, and an evidence 
based clinical guideline and quality standards from NICE are available to guide the 
revised CQUIN. For people with known dementia, many of whom will have delirium 
whilst in hospital, the CQUIN mandated only their identification, but did not 
incentivise an appropriate care package. In addition the CQUIN did not mandate 
recording of the diagnoses of dementia and delirium within the body of the clinical 
notes routinely used on the ward. In some hospitals data collection for UNIFY was 
facilitated by having a separate electronic form. In such hospitals where the main 
body of clinical notes was on paper, such forms may not be routinely opened during 
ward rounds, thus opportunity for interventions to be implemented was reduced. 
Furthermore, the lack of documentation of delirium within the body of the notes 
reduced the likelihood of delirium being recorded in the discharge letter. 
 



The 2015/16 CQUIN mandated a discharge care plan for people with dementia and 
delirium in line with NICE QS statement 5. This is retained with a simplified 
description and is named “follow up recommendation”. Many primary care surgeries 
are introducing care plan templates. It is important that patients do not have multiple 
care plans as this may confusion. The change in name avoids confusion for patients, 
carers and health professional regarding the location of the main care plan. It is 
recommended that the follow up recommendation is used by primary care to update 
the patient’s care plan after discharge. It is also recommended that any patient 
discharged with a diagnosis of delirium without known dementia is placed on the 
primary care’s “at risk of dementia” register. 
 
The previous staff training part CQUIN did not specifically state that delirium should 
be included. Given the importance of this condition we have amended the 
specification explicitly to include delirium. In addition, we recommend that such 
training should now be mandatory for all staff, to be introduced over a 3 year period. 
 
Aims and Objectives 
 
The revised CQUIN proposed has an overarching objective of incentivising the right 
care for people with or at risk of dementia and/or delirium who admitted to acute and 
community hospitals.  
 

6. We aim to identify people with known dementia and at risk of or with incident 
delirium (NICE QS63 statement 1). We also aim to ensure that these 
diagnoses are visible during day to day care. Whilst an electronic record is 
useful for audit, where the main record is on paper, the diagnoses should be 
present on paper in addition to any electronic tool. Where the main record is 
entirely electronic then records should reside within an easily visible part of the 
platform.  
 

7. We aim to incentivise care packages substantially based upon the NICE 
quality standards for delirium, including multifactorial interventions to prevent 
in those at risk, to treat delirium where present (NICE QS63 statement 2) and 
to provide information (statement 4). Multifactorial interventions should include 
the collection of information about the person’s individual needs and 
preferences. 
 

8. We aim to ensure that people with delirium in hospital who are distressed or 
are a risk to themselves or others are not prescribed antipsychotic medication 
unless de-escalation techniques are ineffective or inappropriate.  
 

9. We aim to incentivise appropriate follow up after an episode of delirium 
(statement 5). The inclusion of a recommendation within the NICE guideline 
for follow up of those who have had an episode of delirium will continue to 
ensure that those at the highest risk of dementia will have their cognition 
monitored after discharge, so that dementia can be diagnosed in a timely 
fashion. For those with a known dementia diagnosis, follow up after delirium 
will ensure that changes in needs as a result of the episode will be identified. 
 



10. We aim to ensure that educational strategies introduced as part of the 
previous CQUIN specifically include learning outcomes for delirium. 
 

11. We aim to continue the important discourse with carers to ensure continuous 
improvement of partnership with carers. 

 
 
Guidance notes 
 
Indicator a 
 
 

(i) The following risk factors have been selected for this CQUIN, as recommended 
by NICE. 

a. patients aged 65 and over  
b. patients of any age if admitted with a fragility related hip fracture) 

admitted to an acute trust, or accepted for care in a community trust 
service  (10%) 

c. patients with known dementia  

It should be noted that NICE also recommends that patients with severe illness 
should be screened. Severe illness was not included  here, due the logistical 
difficulties of identifying notes for such patients for audit purposes. The 
recommendation that such patients should be screened remains. For those with a 
very severe illness in ITU or HDU beds, specific screening instruments are available 
and commissioners may wish to develop a separate local CQUIN for this. 

 

 
(ii) In all patients in groups a and b above, to deliver a multifactorial intervention 

package to prevent delirium in line with NICE QS63 statement 2. This should 
include a locally agreed care package based on NICE guidance and should 
include collection of personal information about the patient for those with 
potential difficulties in communicating such as dementia, delirium, aphasia 
(10%). 
 

(iii) In all patients identified as having delirium, to deliver an appropriate 
assessment of potential causes of delirium and multifactorial intervention 
package in line with NICE QS63 statement 2 and delivery of information as in 
statement 4. This should include a locally agreed care package based on NICE 
guidance (10%)  
 

(iv) In all patients with dementia or delirium who are prescribed antipsychotic 
medication there should be evidence that they were distressed or are a risk to 



themselves or others and that de-escalation techniques were tried and were 
ineffective or inappropriate (10%) 
 

(v) In all patients with dementia or delirium discharge summaries include a follow 
up plan which includes the following (20%): 

a. diagnosis of delirium where this was made and any new diagnosis of 
dementia during the admission with recommended ICD and READ codes 
in line with North coding guidance. 

b. Details of any cognitive tests performed and substantial changes to 
needs 

c. a plan to modify/stop any anti-psychotic or sedative drugs (within 3 
weeks). 

d. Details of any referrals already made and any team already involved 
e. recommendation for further assessment or onward referral in line with 

locally agreed care pathways  

 
 



Indicator a 
Indicator name  

Dementia and Delirium CQUIN a: Prevention and 
detection of delirium and management of known 
dementia and incident delirium 

Indicator weighting  
(% of CQUIN scheme 
available) 

a, b and c total weighting be agreed locally (suggested 
minimum of 0.25%):  
a = 60% of total funding  
 

Description of indicator (vi) To identify  incident delirium in patients with the 
following risk factors for delirium 

a. patients aged 65 and over  
b. patients of any age if admitted with a 

fragility related hip fracture) admitted to 
an acute trust, or accepted for care in a 
community trust service  (10%) 

c. patients with known dementia  
 

(vii) In all patients in groups a and b above, to deliver a 
multifactorial intervention package to prevent 
delirium in line with NICE QS63 statement 2. This 
should include a locally agreed care package based 
on NICE guidance and should include collection of 
personal information about the patient for those with 
potential difficulties in communicating such as 
dementia, delirium, aphasia (10%). 
 

(viii) In all patients identified as having delirium, to 
deliver an appropriate assessment of potential 
causes of delirium and multifactorial intervention 
package in line with NICE QS63 statement 2 and 
delivery of information as in statement 4. This 
should include a locally agreed care package based 
on NICE guidance (10%)  
 

(ix) In all patients with dementia or delirium who are 
prescribed antipsychotic medication there should be 
evidence that they were distressed or are a risk to 
themselves or others and that de-escalation 
techniques were tried and were ineffective or 
inappropriate (10%) 
 

(x) In all patients with dementia or delirium discharge 
summaries include a follow up plan which includes 



the following (20%): 
f. diagnosis of delirium where this was made 

and any new diagnosis of dementia during the 
admission with recommended ICD and READ 
codes in line with North coding guidance. 

g. Details of any cognitive tests performed and 
substantial changes to needs 

h. a plan to modify/stop any anti-psychotic or 
sedative drugs (within 3 weeks). 

i. Details of any referrals already made and any 
team already involved 

j. recommendation for further assessment or 
onward referral in line with locally agreed care 
pathways  

 



Numerator (i) Numbers of patients over 65 years old or of any 
age if admitted with a fragility related hip fracture, 
admitted to an acute trust, or accepted for care in a 
community trust service who received an 
assessment using a validated screening tool to 
detect the presence or absence of delirium and in 
whom a diagnosis of known dementia was 
determined, with both recorded in the main body of 
the notes 
 

(ii) Numbers of patients over 65 years old or of any 
age if admitted with a fragility related hip fracture, 
admitted to an acute trust, or accepted for care in a 
community trust service who received a locally 
agreed care package to prevent delirium 
 

(iii) Numbers of patients over 65 years old or of any 
age if admitted with a fragility related hip fracture, 
admitted to an acute trust, or accepted for care in a 
community trust service who are reported as 
having: the presence or absence of known 
dementia or delirium, who receive an appropriate 
assessment of potential causes of delirium and 
multifactorial intervention and information package 
 

(iv) Numbers of patients over 65 years old or of any 
age if admitted with a fragility related hip fracture, 
admitted to an acute trust, or accepted for care in a 
community trust service who are reported as 
having: the presence or absence of known 
dementia or delirium, who receive antipsychotic 
drugs and in whom there is evidence that they 
were distressed or are a risk to themselves or 
others and that de-escalation techniques were 
tried and were ineffective or inappropriate 
 

(v) Numbers of patients over 65 years old or of any 
age if admitted with a fragility related hip fracture, 
admitted to an acute trust, or accepted for care in a 
community trust service who are reported as 
having: the presence or absence of known 
dementia or delirium, and whose discharge 
summaries include the following: 

a. diagnosis of delirium where this was made 
and any new diagnosis of dementia during 
the admission with recommended ICD and 
READ codes in line with North coding 
guidance. 

b. Details of any cognitive tests performed and 
substantial changes to needs 



c. a plan to modify/stop any anti-psychotic or 
sedative drugs (within 3 weeks). 

d. Details of any referrals already made and 
any team already involved 

e. recommendation for further assessment or 
onward referral in line with locally agreed 
care pathways  

 
Denominator (i) Numbers of patients over 65 years old or of any 

age if admitted with a fragility related hip fracture, 
admitted to an acute trust, or accepted for care in a 
community trust service  
 

(ii) Numbers of patients over 65 years old or of any 
age if admitted with a fragility related hip fracture, 
admitted to an acute trust, or accepted for care in a 
community trust service  
 

(iii) Numbers of patients over 65 years old or of any 
age if admitted with a fragility related hip fracture, 
admitted to an acute trust, or accepted for care in a 
community trust service identified as having 
dementia or delirium 
 

(iv) Numbers of patients over 65 years old or of any 
age if admitted with a fragility related hip fracture, 
admitted to an acute trust, or accepted for care in a 
community trust service identified as having 
dementia or delirium, who have received 
antipsychotic drugs 
 

(v) Numbers of patients over 65 years old or of any 
age if admitted with a fragility related hip fracture, 
admitted to an acute trust, or accepted for care in a 
community trust service identified as having 
dementia or delirium  

 
Rationale for inclusion To improve detection and management of delirium in 

accordance with NICE QS63. 
 

Data source UNIFY2 and local audits 
a (i ii & iii) 
Providers must collect and submit data on: 

• Numbers of patients over 65 years old or of any 
age if admitted with a fragility related hip fracture, 
admitted to an acute trust, or accepted for care in a 
community trust service; 

• Of these, Numbers of patients over 65 years old or 
of any age if admitted with a fragility related hip 
fracture, admitted to an acute trust, or accepted for 



care in a community trust service who received an 
assessment using a validated screening tool to 
detect the presence or absence of delirium and in 
whom a diagnosis of known dementia was 
determined, with both recorded in the main body of 
the notes and who received a locally agreed care 
package to prevent delirium 
 

• Numbers of patients over 65 years old or of any 
age if admitted with a fragility related hip fracture, 
admitted to an acute trust, or accepted for care in a 
community trust service who are reported as 
having: the presence or absence of known 
dementia or delirium, of these, the number who 
receive an appropriate assessment of potential 
causes of delirium and multifactorial intervention 
and information package 
 

• Numbers of patients over 65 years old or of any 
age if admitted with a fragility related hip fracture, 
admitted to an acute trust, or accepted for care in a 
community trust service who are reported as 
having: the presence or absence of known 
dementia or delirium who receive antipsychotic 
drugs, of these the number in whom there is 
evidence that they were distressed or are a risk to 
themselves or others and that de-escalation 
techniques were tried and were ineffective or 
inappropriate 
 

• Numbers of patients over 65 years old or of any 
age if admitted with a fragility related hip fracture, 
admitted to an acute trust, or accepted for care in a 
community trust service who are reported as 
having: the presence or absence of known 
dementia or delirium, of these, the number whose 
discharge summaries include the following: 

o diagnosis of delirium where this was made 
and any new diagnosis of dementia during 
the admission with recommended ICD and 
READ codes in line with North coding 
guidance. 

o Details of any cognitive tests performed 
o a plan to modify/stop any anti-psychotic or 

sedative drugs (within 3 weeks). 
o Details of any referrals already made and 

any team already involved 
o recommendation for further assessment or 

onward referral in line with locally agreed 
care pathways  



 
 

Frequency of data 
collection 

Monthly 
 

Organisation 
responsible for data 
collection 

Provider 

Frequency of reporting 
to commissioner 

Monthly 

Baseline period/date NA 
 

Baseline value NA 
 

Final indicator 
period/date (on which 
payment is based) 

April 2016-March 2017 

Final indicator value 
(payment threshold) 

90% or more for parts i & v of the indicator at the end of 
each quarter. 
90% or more for part ii, iii and iv of the indicator for the 
whole of quarter 4. 

Final indicator 
reporting date 

March 2017 
 

Are there rules for any 
agreed in-year 
milestones that result 
in payment? 

To be agreed locally 

Are there any rules for 
partial achievement of 
the indicator at the final 
indicator period/date? 

To be agreed locally 

 
  



Indicator b 
Indicator name  

Dementia and Delirium CQUIN b Staff training 
 

Indicator weighting  
(% of CQUIN scheme 
available) 

a, b and c total weighting be agreed locally (suggested 
minimum of 0.25%):  
b = 30% of total funding  
 

Description of indicator To ensure that appropriate dementia and delirium training 
is available to staff through a locally determined training 
programme which includes learning outcomes in  a 
framework of knowledge, skills and attitudes 
To achieve mandatory training for all staff over a 3 year 
period 

Numerator Number of staff in patient facing roles who have received 
training on dementia and delirium 
 

Denominator Number of staff in patient facing roles 
 

Rationale for inclusion To improve detection and management of delirium in 
accordance with NICE CG103. 
 

Data source Training programme to be determined locally. To ensure 
that appropriate dementia training is available to all staff. 
It is recommended that the commissioning and delivery of 
the training programme is a collaborative effort across the 
local health and care economy (including care homes). 
Commissioners will need to agree local audit processes 
for the training programme but should include quarterly 
reports to Provider Boards of : 
 Numbe rs  of s ta ff who ha ve  comple te d the  tra ining; 
 Ove ra ll pe rce nta ge  of s ta ff receiving training within 
each provider 
 

Frequency of data 
collection 

Quarterly 
 

Organisation 
responsible for data 
collection 

Provider 

Frequency of reporting 
to commissioner 

Quarterly 

Baseline period/date NA 
 

Baseline value NA 
 

Final indicator 
period/date (on which 
payment is based) 

Jan-March 2017 



Final indicator value 
(payment threshold) 

33% (66% year 2, 95% year 3) 

Final indicator 
reporting date 

March 2017 
 

Are there rules for any 
agreed in-year 
milestones that result 
in payment? 

To be agreed locally 

Are there any rules for 
partial achievement of 
the indicator at the final 
indicator period/date? 

To be agreed locally 

 
  



Indicator c 
Indicator name  

Dementia and Delirium CQUIN c: Supporting carers 
Indicator weighting  
(% of CQUIN scheme 
available) 

a, b and c total weighting be agreed locally (suggested 
minimum of 0.25%):  
c = 10% of total funding  
 

Description of indicator Ensure carers of people with dementia and delirium feel 
adequately supported. 
 

Numerator NA 
 

Denominator NA 
 

Rationale for inclusion This indicator forms part of the local CQUIN which aims 
to incentivise providers to improve care for patients with 
dementia or delirium during episodes of emergency 
unplanned care. 
 

Data source Carer survey and/or interviews and/or focus groups - 
Commissioners and providers will need to agree on the 
content of the survey and local processes for surveying 
carers of people with dementia and delirium which should 
cover the whole health and social care economy. The 
findings of the survey to presented biannually to the 
Provider Board. 
 

Frequency of data 
collection 

Quarterly 
 

Organisation 
responsible for data 
collection 

Provider 

Frequency of reporting 
to commissioner 

Biannual 

Baseline period/date NA 
 

Baseline value NA 
 

Final indicator 
period/date (on which 
payment is based) 

April 2016-March 2017 

Final indicator value 
(payment threshold) 

Rules to be agreed locally. 

Final indicator 
reporting date 

March 2017 
 

Are there rules for any 
agreed in-year 
milestones that result 
in payment? 

To be agreed locally 



Are there any rules for 
partial achievement of 
the indicator at the final 
indicator period/date? 

To be agreed locally 

 
 



Milestones 
 
Date/period 
milestone 
relates to 

Rules for achievement of milestones 
(including evidence to be supplied 
to commissioner) 

Date 
milestone to 
be reported 

Milestone 
weighting 
(% of 
CQUIN 
scheme 
available) 

Quarter 1    
Quarter 2    
Quarter 3    
Quarter 4    

 
Rules for partial achievement at final indicator period/date  
 
Final indicator value for the 
partial achievement threshold 

% of CQUIN scheme available for 
meeting final indicator value 

  
  
  
  
  

 
 
 
Supporting Guidance and References 
(please add supporting information and guidance) 
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