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additional workload to the nurse on busy inpatient units. Staff nurses documented DOS Scale evaluations at 02:00 , .
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and symptoms fluctuate during the day. (Inouye, 1999) s Meetings
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» The average length of stay, total hospital costs, risk for support from ol the assessment needed. Delirium assessments

in-hospital mortality, and post hospital institutionalization . Unit GRN should be uncomplicated and easily accessible, to
increase significantly if delirium occurs while the older A NICHE report was developed to trend delirium improve delirium identification.

adult is hospitalized. (Rizzo et al 2001) status over the length of the admission

Family Handout was developed in English and Spanish to educate families abut delirium
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