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Executive summary  

This policy provides a standard framework for all staff within Ashford and St 
Peter’s Hospitals NHS Foundation Trust (ASPH) for: 

A patient who is suspected to have a delirium 

A patient who has a diagnosis of  delirium 
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1. Introduction 

 
1.1 Delirium (sometimes referred to as 'acute confusional state') is a common clinical 

syndrome characterised by altered consciousness, disturbed cognitive ability, 
altered perception and disturbed functioning. It has an acute onset and fluctuating 
course, typically symptoms will develop over a few days. Older people, people with 
dementia and people undergoing hip surgery are identified as being groups that are 
at higher risk of developing delirium. Delirium is a serious condition and is often 
associated with poor outcomes including increased mortality and length of hospital 
stay, and can be extremely distressing for patients and their carers; however it can 
be prevented, detected, and managed well. This policy has been developed to 
support staff at Ashford and St Peter’s with regards to the prevention, diagnosis and 
management of delirium. 

 
2. Scope 

 
2.1  This policy is relevant to all staff directly involved in patient care: 

 Medics 
 Nurses 
 Therapists 
 Pharmacists 
 Health Care Assistants 
 Other Allied Health Professionals 

 
3. Purpose 

 
3.1 The purpose of this policy is to set out the guidelines for identifying, diagnosing and 

promptly treating delirium in people aged 18 and over in hospital.  
 

4. Explanation of Terms Used 
 
Hyperactive delirium: a subtype of delirium characterised by heightened arousal, which 
can include agitation and aggression. 
 
Hypoactive delirium: a subtype of delirium characterised by reduced arousal, 
sleepiness and withdrawal 
 
Mixed delirium: People present with features of both hyperactive and hypoactive 
delirium, with a presentation that changes during the course of the delirium  
 
 

5. Duties and responsibilities 
  

5.1      The Trust Board has a legal duty to ensure the health, safety and welfare of all staff 
who work at the Trust. 
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5.2 The Medical Director is the Executive Board Lead for Medical practice and has the 
overall responsibility for ensuring the implementation and effectiveness of the 
medical role within the Delirium Policy 

5.3 The Chief Nurse is the Executive Board Lead for nursing practice and has overall 
responsibility for the implementation and effectiveness of the nursing role within the 
Delirium Policy 

5.4 The Divisional Service leads have responsibility for ensuring adequate staffing 
resources are maintained to deliver safe care 

 
6. Policy 

 
Risk Factors 
 
Anyone can develop a delirium; however there are certain patients who are more likely 
to have a period of delirium, these include: 
 

 People over 65 
 People who have recently had surgery 
 People with dementia 
 People who have a severe acute illness 
 People who are experiencing withdrawal from alcohol and some drugs 
 People who are frail 

 
Delirium is also common after a stroke, a head injury, cardiac (heart) bypass surgery, 
and in patients with Parkinson’s disease and liver disease. It is also very common for 
patients to develop delirium towards the end of their life. Prior to surgery, patients and 
carers should be advised of the risk of developing delirium. 
 
Assessment and treatment for delirium 
 
People with delirium may: 
 

 Be less aware of what is going on around them. 
 Be unsure where they are or why they are there. 
 Be unable to follow a conversation or to speak clearly. 
 Have vivid often frightening dreams which may seem real when they wake up. 
 Hear noises or voices when there is nothing or no one to cause them.  
 See people or things which others do not see. 
 Be frightened that other people are trying to harm them. 
 Be very agitated or restless, unable to remain still. 
 Be very slow or sleepy. 
 Have altered sleep patterns  
 Have moods that change quickly. 
 Be more confused at some times than at others – often in the evening or at 

night. 
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If someone is showing symptoms of delirium, staff must assess the patient for delirium 
using the 4AT (see Appendix 1), which is a well validated screening tool. The 4AT is 
currently incorporated into the Emergency Department assessment and medical 
admissions clerking documentation. If there is difficulty distinguishing between a 
diagnosis of delirium, dementia, or delirium superimposed on dementia, the person 
should be managed as delirium first, and specialist advice sought if needed. 
 
Delirium frequently has multiple causes, and all possible causes should be identified 
and addressed. Common causes are pain, infection, nutritional deficiencies, 
constipation, poor hydration status, hypoxia, medication and environmental factors 
(such as moves between wards, noise and excess stimulation). These causes can be 
remembered using the mnemonic ‘PINCH ME’. Delirium can be managed and 
prevented by addressing these areas as follows.  

 
Pain 

 Assess for pain using the Bolton Pain Scale (in Appendix) looking for non-
verbal signs of pain, particularly in those with communication difficulties (for 
example, people with learning difficulties or dementia, or people on a 
ventilator or who have a tracheostomy) 

 Initiate and reviewing appropriate pain management in any person where 
pain is identified or suspected. 

 Consider a referral to the Pain Team  
 
Infection 

 Assess for and treat infection 
 Avoid unnecessary catheterisation 
 Follow infection control procedures in line with local policies and NICE 

guidelines 
 
Nutritional deficiencies 

 Assess for any deficiencies and refer for nutritional support as needed 
 Check for electrolyte imbalances (Ca, Mg, Na, K, B12, folate, vit D) 

 
Constipation  

 Assess for possible constipation 
 Treat with laxatives if required  
 Monitor bowel movements 

 
Hydration status 

 Assess for dehydration 
 Ensure adequate fluid intake 
 Consider subcutaneous or intravenous fluids if necessary 
 Consider referral to Dietetics and/or Speech and language therapists (SaLT) 

 
Hypoxia 

 Assess for hypoxia and optimise oxygen saturation if necessary, as clinically 
appropriate. 

 Consider the possibility of metabolic discrepancies by analysing a blood gas   
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Medication review 
 All patients should receive a medication review taking into account both the 

type and number of medications, and any medications that have recently 
been started or been increased in dose.  

 Consider reducing or stopping medication with a high anticholinergic burden, 
particularly if there is suspicion of underlying dementia (anticholinergic 
burden may be calculated using a variety of web based tools, eg 
www.acbcalc.com) 

 
Environment 

 Consider whether the environment is playing a part in the person’s delirium – 
have they recently been moved, are they in a particularly noisy or stimulating 
environment 

 Minimise the number of moves wherever possible, avoid ward transfers  
 Consider a side room if available  
 Low profile beds and mattresses may reduce the risk of falls 

 
Management of delirium 
 
Delirium is best managed by identifying and addressing the underlying causes. In addition, 
the following interventions are helpful. These interventions can also prevent delirium from 
developing in people identified as at risk. 

 
Orientation and environment 
 

 Ensure appropriate lighting (avoid turning off lights, closing the curtains during 
the day), clear signage, a clock (to orientate to time) and a calendar should also 
be easily visible 

 Re-orientate your patient by regularly explaining to them where they are, who 
they are, and what your role is – as often as needed  

 Those patients with delirium superimposed on dementia should have a “this is 
me” passport to help staff understand and tailor their management to meet their 
needs 

 Facilitate regular visits from family and friends where appropriate, consider 
relaxing visiting hours 

 Avoid over stimulation – consider a side room if delirium is severe 
 If severe, people may need 1:1 support to reduce their distress and risks to 

themselves and others   
 

Nutrition/hydration 
 

 Support/encourage nutrition and hydration 
 Provide finger foods 
 Understand your patient’s likes and dislikes 
 Facilitate family members or carers to support at mealtimes where appropriate 
 Monitor food and fluid intake and discuss at daily board round 
 Consider a referral to dietetics/SaLT 
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 Consider introducing a small lunch group 
 Ensure good oral hygiene including dentures  

 
Mobility 
 

 Occupational Therapy/Physiotherapy assessment 
 Encourage mobility when safe to do so 

 
Sensory Impairment 
 

 Ensure hearing and visual aids are available to and used by people who need 
them and that they are in good working order. 

 
Sleep 
 

 Avoid stimulants such as caffeine close to bedtime.  
 Avoid heavy or rich foods and carbonated drinks close to bedtime. 
 Try to ensure adequate exposure to natural light; avoid closing curtains during 

daylight hours. Exposure to sunlight during the day, as well as darkness at night, 
helps to maintain a healthy sleep-wake cycle.  

 Try to establish a regular relaxing bedtime routine; this will help the body 
recognise that it is time to sleep. This could include taking a warm shower or 
wash, or low stimulus activities such as relaxing music. Where possible, try to 
avoid emotionally upsetting conversations and activities before sleep.  

 Make the sleep environment as pleasant as possible. Ensure the bed is made 
and the mattress and pillows are comfortable. Avoid bright lights including 
screens, phones and TV screens. 

 Establish regular sleep patterns - a good collateral history from carer or family 
will help you understand the individuals’ regular sleep patterns, e.g. did the 
patients job influence their sleep i.e. shift worker, baker. 

 The use of earplugs should be considered as part of sleep promotion in 
intensive care  

 
     Verbal and non-verbal de-escalation of distress  
 

By establishing a close therapeutic relationship with the patient at the earliest 
opportunity, with an understanding of the patients personality and individual needs, 
staff will have the opportunity to recognise changes in their mood or behaviour that 
could lead to aggression or distressed behaviour. If a person with delirium has 
become distressed staff should initially use verbal and non-verbal de-escalation 
techniques: 
 

o Ensure your body language portrays a non-threatening stance 
 arms by your side with palms facing outwards 
 turn your body slightly to the side (this will make you look smaller and 

less threatening) 
 make eye contact when talking/listening but do not stare 
 recognise the importance of personal space 
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o respond to patient’s emotions in an appropriate, measured and reasonable 
way 

o avoid confrontation and provocation 
o use techniques for distraction but always acknowledge the persons feelings 

 
Use of medication 
 
If de-escalation techniques and non-pharmacological methods are ineffective and the 
patient is considered to be at high risk to themselves or others due to agitation and 
aggression, then medication can be used as a last resort. It is important to note that 
there is very little evidence to suggest that medication helps with the treatment of 
delirium, and that when given it may even prolong the delirium and cause further 
problems due to side effects. Expert opinion supports a role for sedating medication in 
situations where a patient is in intractable distress, or where their safety and the safety 
of others is compromised. Medication should initially be prescribed as a stat dose. 
Senior advice should be sought if there is a need for ongoing use of medication beyond 
stat doses from senior clinicians within the treating team, from either the SAMS liaison 
service or from the Psychiatric Liaison Service. The Dementia Team can also offer 
support for patients with dementia in relation to managing challenging behaviours 
associated with dementia and delirium which may reduce the need to continue 
medication, and if the patient has a known diagnosis of dementia their advice should 
be sought.  
 
The SAMS liaison service should be the first point of contact for support with patients 
with delirium but if there are particular issues with comorbid mental illness, severe 
behavioural disturbance, or medicolegal complexities the Psychiatric Liaison Service 
can provide additional specialist support. The SAMS liaison service can be contacted 
va bleep 5071 and referrals can be made via CareFlow to SAMS liaison. The 
Psychiatric Liaison Service can be reached on bleep 8161 (24/7) or ext 2450 (9-5), 
formal referrals can be made by patient centre. Both teams are happy to give ad hoc 
telephone advice.  
 

PLEASE NOTE 
 
All antipsychotics are to be avoided in Lewy body Dementia & Parkinsonism 
 
Haloperidol is contraindicated in combination with any drug associated with a 
long QTc 
 
Patients should have an ECG performed before starting antipsychotics to check 
QTc interval (as per NICE guidelines) (If QTC >440 mS discuss further/seek 
advice) 
 
Medication MUST be offered orally first if at all possible as least restrictive 
approach 
 
Covert administration of medication can be considered as per the Trust’s covert 
medication policy  
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 STAT dose of Haloperidol 0.5mg PO/IM (up to 2 hourly, max 2mg in 24 hours) 
Or  

 STAT dose of an atypical antipsychotic at low dose, for example, Risperidone 
0.25mg maximum 1mg in 24 hours 
 

 
If antipsychotics are contra-indicated (as above) 
 STAT dose of Lorazepam 0.5-1mg PO/IM, up to a maximum dose of 2mg in 

24hrs only 
 
      Younger patients may need higher drug doses. 
 
Patients must have their physical observations monitored as per the rapid     
tranquillisation policy. 

 
Sedation should not be written up routinely on a PRN or regular basis unless 
specialist advice has been sought via the SAMS liaison service or Psychiatric Liaison 
Service as above.   

 
If medication is written up on a PRN or regular basis, this should be stopped as soon as 
the clinical situation allows, typically within 1-2 days. People should rarely need to be 
discharged on sedating medication such as benzodiazepines and antipsychotics. The aim 
should be to avoid their use if possible particularly in older people due to the multiple risks 
associated with them. However, sometimes this may be necessary due to high levels of 
distress or risk of aggression. If a patient is discharged on sedating medication, there must 
be a clear plan for review and follow up documented on the patient’s discharge summary, 
with either a clear stop date for any sedation, or a timescale for reduction and review as 
well as clear documentation of any follow up that has been organised (e.g. Frailty Hub or 
Community Mental Health Team for Older People. On occasion where no follow up has 
been arranged, the length of treatment and advice regarding reducing and stopping this 
medication by the patient’s GP should be clearly detailed in the patient’s discharge 
summary. Any GPs needing immediate advice on sedation should contact SAMS liaison 
via the consultant connect service via 07500 099144). 
 
 
Support and follow up 
 
Patients and their relatives should be given information and advice on the diagnosis and 
management of delirium. The Trust has developed an information leaflet which can be 
given to support these discussions (on the Trustnet dementia page) and SIGN have also 
developed a more in depth and detailed information leaflet which can be given to patients 
and their carers (www.sign.ac.uk/pat157-delirium). The diagnosis of delirium should be 
documented on the patient’s discharge summary. If patients are eligible, they should be 
offered follow up with their local frailty hub (https://www.cshsurrey.co.uk/our-
services/service-adults/locality-hubs-north-west-surrey-area). Referrals can be made to 
the frailty hub via patient centre. If there is concern regarding ongoing cognitive 
impairment, this can be reviewed within the frailty hubs via their links to community older 
people’s mental health services. 
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If not eligible, or the patient does not wish to be referred to the frailty hub, the patient’s GP 
should be advised to review cognition at 8 weeks following discharge, and to make an 
onward referral to the local community mental health team for older people for further 
assessment of memory if required. Please note that at the time of writing, community 
mental health teams for older people do not accept direct referrals from the acute trust. 
 
It is important to liaise with family and carers with regards to discharge planning for people 
with delirium as they may need additional support. 
 
 
7. Training 

 
7.1      Managers of services will be required to develop training appropriate to the needs of  

different staff groups (Consultants, junior doctors, and nurses in charge of 
units/wards) and to ensure it is implemented across the trust. 
 

7.2 Managers of services will also be required to ensure that staff are released from duties 
in order to attend training. 

 
8. Stakeholder Engagement and Communication 

 
8.1 The stakeholders involved in the consultation of this policy include the dementia 

steering group and the Safeguarding Committee. Members of these groups include 
ASPH and Surrey & Borders NHS Foundation Trust staff members 

 
9. Approval and Ratification 

 
The policy has been disseminated to the members of the Safeguarding Committee 
for comment and approval. 
The policy will be ratified at the Drugs and Therapeutics Committee 
 

10.  Dissemination and Implementation 
 

The policy will be uploaded on the Trustnet and the Communications team will issue 
a trust-wide notification of the existence of the policy. 
Divisional Directors and Supporting Management Teams, Ward Managers and 
Heads of Departments are responsible for ensuring that all relevant staff under their 
management (including bank, agency, contracted, locum and volunteers) are made 
aware of the policy. 

 
11.  Review and Revision Arrangements 

 
This policy will be reviewed every 3 years or earlier if national policy or guidance 
changes are required to be considered. If the changes needed are of a minor nature 
the policy will not need to be subject to a review and re-ratification. If the change is 
a major change the policy will need to be subject to review and re-ratification.  

 
This policy will be archived in accordance with this document. 
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12.  Document Control and Archiving 
 

This policy will be uploaded to Trustnet by the Quality Team when the policy has 
been ratified and previous policies will be archived appropriately. 

 
13.  Monitoring compliance with this Policy 

 
Measurable 
Policy 
Objective  
 
 

Monitoring/ 
Audit 
method 

Frequency of 
monitoring 

Responsibility 
for performing 
the monitoring 

Monitoring 
reported to 
which groups/ 
committees, inc 
responsibility for 
reviewing action 
plans 

This policy will 
be reviewed by 
the authors 
annually to 
ensure that it 
remains valid 
and in date 

Compliance 
audit 

Annual Associate 
Director of 
Quality 

Management 
Executive 

 
 
14. Supporting References / Evidence Base 

 
British National Formulary version 79 March – September 2020 
 
National Institute for Care and Health Excellence (2010) Delirium: prevention, 
diagnosis and management www.nice.org.uk/guidance/cg103 
 
Scottish Intercollegiate Guideline Network Guideline 157 (2019) Delirium 
www.sign.ac.uk/sign-157-delirium 
 
 
 

List of Appendices 
1. 4AT 
2. Bolton Pain Assessment Tool 
3. Delirium flowchart  
4. SAMS liaison team information  
5. Guidance on referring patients to the dementia team and psychiatric liaison service 
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APPENDIX 1 
4AT 

 
1. Alertness  
Normal (fully alert, not agitated throughout assessment) ………...……. 0  
Mild sleepiness for <10 seconds after waking, then normal ……………. 0  
Clearly abnormal ……………………….…. 4  
 
2. AMT4  
Age, DOB, place, Current year  
No mistakes ………...……………….………. 0  
One mistake …………………………....……. 1  
Two or more/untestable ………....……. 2  
  
3. Attention (months of year backwards)  
7 or more correct ………...………...…….. 0  
Refuses to start or < 7 …..……...…….. 1  
Untestable (unwell, drowsy,  
inattentive) ………...……………………..….. 2  
 
4. Acute change or fluctuation in alertness, cognition, mental function (e.g. 
paranoia, hallucinations arising over the last 2 weeks and still evident in last 24 
hours)  
No ……………………………………...…...….… 0  
Yes ………...…………………………………..… 4 
 
  
4AT Scoring  
 
4 or above: possible delirium +/- cognitive impairment  
1-3: possible cognitive impairment  
0: delirium or severe cognitive impairment unlikely (but delirium still possible if [4] 
information incomp
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APPENDIX 3 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

If intractable distress or high risk to self and others  
Consider very low dose Haloperidol, atypical antipsychotic or Lorazepam 

STAT dose only and specialist advice must be sought  
Do not write up PRN medication without seeking specialist advice from SAMS liaison (CareFlow, 

bleep 5071) or Psychiatric Liaison Service (Patient Centre, blp 8161)  
 

If improving If not improving 

 Detail on discharge summary 
 Refer to frailty hub (if eligible) 
 Or GP to review in 8 weeks and 

consider CMHTOP referral 

 Liaise with Senior  
 Refer to SAMS liaison 
 If in doubt regarding diagnosis/suspect 

mental health issue - refer to Psychiatric 
Liaison service  

Does the patient appear to have an acute change in mental state and/or functioning? 

YES 
 Complete 4AT 
 Assess for risk factors for delirium 

PINCH ME 

4AT > 4 4AT < 4 

NO 
 Is impairment chronic? 
 Check collateral history re: possible 

dementia, consider referral to Dementia 
Team  

 Delirium less likely 
 Keep under review 

 Consider collateral  

Consider all possible causes of delirium 
Remember…Multiple causes are common 

 Discuss with family 
 Treat underlying causes 

 Regular reviews 
 Minimise bed moves 

 Non pharmacological management is key 

DELIRIUM FLOWCHART 

For support with patients with possible or confirmed delirium please refer to SAMS liaison in first 
instance via CareFlow or bleep 5071. Complex cases may need additional specialist input via the 

Psychiatric Liaison Service (via Patient Centre or bleep 8161). If the patient has a known diagnosis of 
dementia please refer to the Dementia Team or Dementia Team (viaCareFlow, bleep 8817)for 

additional support.  
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APPENDIX 5 
 
Guidance on when and how to refer people with dementia to the Dementia Team 
and/or Psychiatric Liaison Service  
 
Here at ASPH both the Dementia Team and Psychiatric Liaison Service are available to 
provide support for people with dementia; we work very closely together however it is not 
always necessary for people with dementia that you are concerned about to be referred to 
both teams. The Psychiatric Liaison Service is an ageless service and take referrals from 
age 18+, and includes specialist old age psychiatry input. 
The Dementia Team can be referred to via CareFlow. The Psychiatric Liaison Service can 
be referred to via Patient Centre. The Dementia Team carry bleep 8817 and are available 
8am till 4pm Monday to Friday. The Psychiatric Liaison Service carry bleep 8161 and are 
available 24/7. Both teams welcome discussion if you are not sure who to refer to or if a 
referral is necessary.  
 
The Dementia Team are skilled at providing support in the following situations: 

 People with suspected dementia where a diagnosis is not needed but signposting 
and some assessment may be helpful - a lot of support may be via telephone 
discussion in these instances 

 People with dementia who are experiencing issues with eating and drinking, 
communication, engaging with treatment 

 People with dementia who are experiencing behavioural and psychological 
symptoms (mood disturbance, agitation) - to support with non-pharmacological 
management techniques (which should always be first line) 

 Where discharge planning is complex and specialist advice is needed  
 Where support is needed with complex cognitive assessments (e.g. communication 

issues, sensory impairments, language barriers) 

 Where relatives and carers of people with dementia need support  

The Psychiatric Liaison Service can provide the following support: 
 Where there are concerns regarding comorbid mental health difficulties e.g. 

schizophrenia, depression, bipolar disorder 
 Advice on diagnosis where this is complex or unclear  
 Advice on community mental health input and support being received by people 

with dementia and in organising follow up with relevant teams 
 Support in prescribing of medication for people with dementia or where necessary 

for people with severe behavioural and psychological symptoms of dementia or 
delirium 

 Where there are concerns re: legal issues e.g. complex capacity assessments or if 
patients are subject to or potentially subject to detention under the Mental Health 
Act 
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Equality Impact Assessment Summary 
 
Name and title:   
Policy:  
 
Background 

 
 
The authors completed the EIA. 
Methodology 
 
 
The effects to different race and ethnic origin, disability, gender, culture, religion or 
belief, sexual orientation and age have been considered  
 
Key Findings 

 
 
This policy does not have an adverse effect on any equalities group 
 
Conclusion 

 
This policy does not have an adverse effect on any equalities group 
 
Recommendations 

 
N/A 
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CHECKLIST FOR THE REVIEW AND APPROVAL OF DOCUMENTS 
 
To be completed (electronically) and attached to any document which guides practice 
when submitted to the appropriate committee for approval or ratification. 
Title of the document:  
Policy (document) Author:    
Executive Director:   
 

  
Yes/No/ 
Unsure/
NA 

Comments 

1. Title   
 Is the title clear and unambiguous? Yes  

 
Is it clear whether the document is a 
guideline, policy, protocol or standard? 

Yes  

2. Scope/Purpose   

 
Is the target population clear and 
unambiguous? 

Yes  

 Is the purpose of the document clear? Yes  
 Are the intended outcomes described? Yes  

 
Are the statements clear and 
unambiguous? 

Yes  

3. Development Process   

 
Is there evidence of engagement with 
stakeholders and users? 

Yes  

 
Who was engaged in a review of the 
document (list committees/ 
individuals)? 

 Safeguarding committee 

 
Has the policy template been followed 
(i.e. is the format correct)? 

Yes  

4. Evidence Base   

 
Is the type of evidence to support the 
document identified explicitly? 

Yes  

 
Are local/organisational supporting 
documents referenced? 

Yes  

5. Approval   

 
Does the document identify which 
committee/group will approve/ratify it? 
 

Yes  

 
If appropriate, have the joint human 
resources/staff side committee (or 
equivalent) approved the document? 

N/A  

6. Dissemination and Implementation   

 
Is there an outline/plan to identify how 
this will be done? 

Yes  

 
Does the plan include the necessary 
training/support to ensure compliance? 

yes  

7. Process for Monitoring Compliance    
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Yes/No/ 
Unsure/
NA 

Comments 

 
Are there measurable standards or 
KPIs to support monitoring compliance 
of the document? 

Unsure  

8. Review Date   

 
Is the review date identified and is this 
acceptable? 

Yes  

9. 
Overall Responsibility for the 
Document 

  

 

Is it clear who will be responsible for 
coordinating the dissemination, 
implementation and review of the 
documentation? 

Yes  

10. Equality Impact Assessment (EIA)   
 Has a suitable EIA been completed? Yes  

 
Committee Approval (insert name of Committee) 
If the committee is happy to approve this document, please complete the section below, date it 
and return it to the Policy (document) Owner 
Name of 
Chair 

 Date  

 
Ratification by Management Executive (if appropriate) 
If the Management Executive is happy to ratify this document, please complete the date of 
ratification below and advise the Policy (document) Owner 
Date: n/a 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


