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Results 

Conclusion 

Problem: Materials & Methods 

Synthesis of the Evidence:  

 Unrecognized delirium may result in poor outcomes,       
falls  associated with fractures, pneumonia from inactivity, 
under treatment of pain, use of restraints, increased length 
of stay, nursing home placement and even death. (Van 
Rompaey, et al., 2009) 

 Delirium is common in elderly patients and those at the 
end of life.  Delirium develops in a short period of time   
and symptoms fluctuate during the day. (Inouye, 1999) 

 The average length of stay, total hospital costs, risk for       
in-hospital mortality, and post hospital institutionalization 
increase significantly if delirium occurs while the older 
adult is hospitalized. (Rizzo et al 2001) 

 
 

Implementation 

A Best Practice Alert is used if the DOS Scale is >3 to remind 
the nurse to implement delirium strategies and notify the 
LIP to use the Delirium Order set  

 

 

 

 
 

Delirium is common in hospitalized older adults.   Tools 
utilized in the past to identify delirium were inconsistently 
completed and adoption by nursing was not successful.  
Assessment tools must identify a problem without providing 
additional workload to the nurse on busy inpatient units.  
 
Purpose: 
This poster describes the use of the Delirium Observation 
Screening Scale (DOS Scale) in identification, and early 
treatment using the electronic medical  record to support 
the staff nurse at the bedside. 

 

  The DOS Scale is based on specific observed criteria for 
each delirium behavior, which were included within the 
scale, and could be viewed during documentation.  

 Staff nurses documented DOS Scale evaluations at 02:00 
and 14:00 each day which provided sufficient time within 
their given shift to  observe the patient for signs of 
delirium. 

(Hovering over the row provides a description of the 
observed behavior) 

 

 
Family Handout was developed in English and Spanish to educate families abut delirium 
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A NICHE report was developed to trend delirium  
status over the length of the admission 

In  a unit survey, nurses reported: 

 87% confidence in administration  of the DOS Scale 

 91% agreeing it could be completed in less than 3 
minutes 

 79% agree it was easy to perform  

Documentation:  
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Newsletters Posters  Busy inpatient nurses need tools  to help them obtain 
the assessment needed.  Delirium assessments  
should  be uncomplicated and  easily accessible, to 
improve delirium identification. 
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Process 

Implementation Strategies of Evidence Based Practice 

Nurses were educated about the DOS Scale using:  

 

85% 

15% 

19,632 admissions 
13, 262 patients 
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