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Background/Significance

Delirium is a reversible condition characterized by 
inattention, disorganized thinking and altered level of 
consciousness.  Increased length of stay, increased 
mortality and morbidity are associated with delirium. 
Many risk factors are modifiable, and therefore effective 
intervention is a treatment option. (Brooks, 2012)  If 
treated effectively, prognosis is good and recovery to the 
pre-admission mental state is favorable. (Huber, 2012)
Education is imperative in the recognition and treatment 
of delirium. (Schreier, 2010) 
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Delirium can impact quality of life, length of stay, and also 
impact iatrogenic occurrences during a hospitalization.  It is 
important for all members of the healthcare team to 
recognize and understand the risk factors for delirium, as well 
as participate in delirium, identification and management. 
There is opportunity for healthcare provider education 
related to proper coding of delirium, as well as recognition 
during hospitalization.

Results

Methods

A survey monkey was administered to nurses assessing  
baseline knowledge of delirium. Data was collected via 
retrospective chart reviews on 20 discharged hip fracture 
patients (a vulnerable population for developing delirium).  
Based on these results, an education plan was developed 
and implemented in April 2014. Twenty chart reviews were 
completed post implementation.

Purpose

To determine if interprofessional education for nursing, 
ancillary, and medical staff will increase Delirium order set 
usage and assessment, as well as improve recognition, 
documentation and coding of delirium. 

Objectives

Discuss the pre and post-implementation outcomes of an 
evidence-based education initiative in the hip fracture 
patient population.
Describe the process used to develop an education plan 
on delirium in the hip fracture patient population. 

Discussion

Conclusion

Baseline Results:  The knowledge assessment survey did not demonstrate staff had a clear understanding of the appropriate 
screening tool to detect delirium. Baseline chart reviews revealed a lack of Delirium order set use, with risk assessments for delirium 
completed 80% of the time.  If the patient was at risk, the Confusion Assessment Method (CAM) was completed. Even though the 
CAM was negative 65% of the time, a delirium care plan was still initiated when the patient was at risk.
Post-Results: The patient was assessed for risk factors 100% of the time (improvement).  Even when risk factors were not identified, 
the CAM was completed and a care plan was initiated 100% of the time. For the majority of the charts reviewed, Delirium was not 
documented as a discharge diagnosis.  Even when confusion was recognized, it was often coded as acute encephalopathy or 
advanced dementia, or not coded as a discharge diagnosis. The average age of patients included in the chart audits was 86.4years.
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Implications

Other monitoring points included:
1. Post-implementation education compliance with Computer Based Learning (CBL) modules 
2. Delirium Order Set Usage, # of total Delirium cases, and # of Delirium cases > age 65 based on Delirium ICD-9 codes
3. Nursing Documentation/Chart Audits (20 chart audits each quarter on hip fracture patients)  Pre-Data:  January-December 2013.

Monitoring/Report Data Point Results

Education:  Total Staff who completed the 

CBL(Nursing, Clinical Ancillary, and Unlicensed 

Staff)

CBL compliance 2,253 employees

CHL Report Based on ICD-9 Codes (Time 

Frame-May 1-June 30 2014)

# of Delirium cases

# of Delirium cases> age65

Order Set Usage

1,032

550

1 

Nursing Documentation/Chart Audits (20 

chart audits each quarter on hip fracture 

patients)

Pre-Data—January-December 2013

Delirium Risk Factor Assessment 

CAM completion

Delirium Care Plan initiated

Pre:  80% (16/20) had positive risk assessments

Post:  100% (20/20) were assessed and had positive risk 

assessments

Pre: 95% (15/16)  had the CAM completed

Post:100% (20/20)-CAM assessed appropriately; (one 

chart “no risk factors” so CAM not completed

Pre:  75% (12/16) Delirium Care Plan initiated

Post: 100% (20/20) had Delirium Care Plan initiated even 

when CAM was negative

This project revealed a disconnect between delirium and 
confusion. Opportunity exists for nurses, physicians and all 
interdisciplinary staff to make this connection in order to 
effectively identify delirium and successfully manage its 
treatment.  Based on documentation in the medical record, 
the confusion was often attributed to other sequaelae, such 
as infection, expected behavior related to the patient’s age, 
or dementia behaviors.  Literature states that the older adult 
may be more at risk to develop delirium because of severity 
of illness and many have a history of dementia. Although not 
a normal part of aging, other medical conditions may prompt 
the cognitive changes caused by delirium.  
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