Delirium: It Isn't Just a Phase

Guidelines for Recognition and Care of Older Adults at Risk for Delirium
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Phase 1: Incidence of Delirium on Two Units, Q4 of 2014

ldentification of Problem:

Delirium Is a common syndrome in hospitalized older adults and Is associated with increased mortality,
hospital costs, and long-term cognitive and functional impairment (Siddigi et al., 2006). Delirium can
sometimes be prevented with the recognition of high-risk patients and implementation of a standardized
delirium-reduction protocol (Bruera et al., 2009). Proactive nursing interventions are the first priority.
Pharmacological agents appropriate for the geriatric patient should be the last resort of treatment.
Recognition of risk factors and routine screening for delirium should be part of the older comprehensive
nursing care of the adult (Milisen et al.,,m 2005).

Delirium Triage Screen (DTS)
Flow Sheet

Altered Level of
Consciousness
RASS
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“Can you spell the word
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Brief Confusion Assessment Method
(bCAM) Flow Sheet

Feature 1 - Altered Mental Status or
Fluctuating Course

bCAM Negative
No Delirium

Yes

Feature 2 - Inattention
“Can you name the months backwards from

December to July?”

bCAM Negative
No Delirium

bCAM POSITIVE
DELIRIUM PRESENT

> 1 errors

Feature 3 - Altered Level of
Consciousness? Yes
Richmond Agitation Sedation Scale
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Communication to staff about patient’'s at high risk or experiencing delirium:

e FLYING JAY- Is placed outside the door for awareness

e Serves as a reminder for the nurses and patient care assistants to perform

prevention interventions

e A way to communicate with environmental services that this patient

IS at high risk for delirium.

Phase 4: Results

Baseline
for Q4 2014
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Phase 2: Delirium Patient Care Guidelines:

Goals: Overview: 0809 | sl ave | KT ———
Delirium Screening (BNST3 & GS1248 only- PILOT) [rrr—
Order Sets G Is Patient 65 or Older Acute infection or trauma

[V DEL # 9 - Regulate bowel /bladder function; ask the patient often to assist them to the bathroom
Routine, As Specified First occurrence Today at 1157 Until Specified

[ DEL #10 - Provide nutrition: offer them foods that they like

e Reduce the length of stay of a patient

Reference
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EW. Diagnosing delirium in older emergency department patients: validity and reliability of the delirium triage
screen and the brief confusion assessment method. Ann Emerg Med. 2013; 62(5):457-465.

Admissi... Risk Factors & |
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Pre-existing cognitive impairment
Sensory impairment
Functional impairment

Risk Factors

Intensive Care Unit. Copyright © 2002, Vanderbilt University.
Inouye SK, et al. Ann Intern Med. 1990; 113: 941-948. Confusion Assessment Method.
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Phase 3: Implementation:

ldentification of Problem:

Outcome Improvements:

e Reduced average length of stay from /7 to 5 days
 Reduced prolonged length of stays from 4 to 2 days

Nursing Evaluation:

experiencing delirium 0L 11 roid tuque P oot kv o ht st ol s e __ comerm e Pilot on two Med-Surg units * 6/7% of the nurses that did the evaluation, stated the guidelines added resources
[ DEL #12 - Provide the a::t;::r;: :Z:r: ::::;:::.ti:: :; :;1E1|i5;sl.-lg:t:ni:e:zrhders- eie=— RASS -_-Eii;hl;n.und .J!';gl-ilt;tiun Sedation Scale |Hypoxia

e Reduce the use of restraints

Houtine, As Specified First occurrence Today at 1157 Untl Specified

[v DEL #13 - Avoid high risk medications for exacerbation of delirium (Please see AGS Beers Criteria)
Routine, As Specified First occurrence Today at 1157 Until Specified

« Reduce the amount of benzodiazepines E—— elium sesnen__ e | | | |
. | % Sl —— then rollout system wide once trial is complete o 127% of the nurses that did the evaluation, felt it was a duplicate assessment.
used on patients with delirium e Co
e Increase support for the nurses treating — e e b  Using geriatric resource nurses to serve as a resource e Overall, 78% of the nurses that did the evaluation, agreed that the delirium assessment

™ Hepatic Function Panel (TBIL,DBIL ALK AST ALT TP ALB)

a patient with delirium

' cec

[~ BMP (Na,K,Cl1,C02,Glu,BUN,Creat,Ca)

[ CXR (X-ray Chest AP or PA)

— MEDICATIONS — Required

= haloperidol lactate (HALDOL) acute and maintenance panel or OLANZapine zydis (ZYPREXA) disintegrating tablet 5 mg — Required
€ haloperidol lactate (HALDOL) - Acute initial dose and maintenance dose panel
(" OLANZapine zydis (ZYPREXA) disintegrating tablet 5 mg
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" Contraindications for Pharmacological Management of Delirium
:'-.: a~t madication aooronrats o = o S o

— Additional SmartSet Orders
Click the Add Order button to add an order in this section

ICU Transfer
Positive DST in ED

Row Information

Rigk Factor Details

¢ Polypharmacy- & or more medicabions, especaly
Benzoduzepnes, antipsychobcs and narcobic
anaigesics

¢ Acute infection or Trauma- WEC >10,000, Electrolte

¢ Mahulrton- decreased Pre Abumn, low body mass
ndex or low body wi
¢ Hypooaa -02 Sat <%

Education:

e Re-evaluation of the workflow for the nurses and

for staff on the floor and to help evaluate the workflow

e Survey to the staff, nurse, and physician satisfaction.

e ED staff - 30 min. live in service education. and the development of an SBAR tool to communicate risk factors.

e Med-Surg Staff- 1 %2 hour instructor led education for all RN's and PCA's using video scenarios.

and provided better management for patients experiencing a delirium episode.

and the delirium order set allowed them to provide competent care for the patient
at risk for or experiencing delirium to improve the patient's outcomes.
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