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Abstract Timeline Assessment Tool Conclusion 

Hospital Acquired Delirium (HAD) is a common condition but 

often goes unrecognized, undiagnosed and untreated. 

Elderly patients, especially those with dementia, are at a 

higher risk. Studies have shown that HAD increases 

patients’ functional decline and hospital lengths of stay, and 

could lead to injuries such as falls, pressure ulcers, and 

consequently, increased cost and poor quality outcomes.  

  

Overlook Medical Center, an acute care hospital with 504 

licensed beds, created a Delirium Prevention Task Force 

comprising of a psychiatrist, geriatrician, an advanced 

practice nurse, pharmacist, nurses and elder life specialists 

(ELS). With strong support from hospital leadership, the task 

force developed a protocol to prevent and manage delirium 

on patients 70 years old and above.  

Methods 

Results 

References 

The protocol was piloted on one medical-surgical unit in 2009 

and progressively expanded to include all medical-surgical 

units by 2013.  

• All nurses were educated on the use of Confusion 

Assessment Method (CAM).  

• Patients are assessed using the CAM tool on admission, 

once per shift, and when there is a change in behavior and 

mental state. 

• Potential triggers that include medications, lab 

abnormalities, use of indwelling bladder catheter, IV lines, 

and restrictive devices are addressed during daily rounds.  

• Pharmacy is automatically triggered to assess 

appropriateness of medications.  

• Elder Life Specialists and bedside companion volunteers 

visit high risk patients to keep patients engaged by 

providing them with therapeutic activities.  

• Data are collected to identify challenges, to develop 

strategies to improve program, and to evaluate program 

outcomes.  

• All nurses caring for patients 70 years old and above are 

empowered to initiate the Delirium Prevention Care Plan. 

• Delirium Management orders are written when patient is 

identified as having delirium. 
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Protocol for the prevention & management of Delirium implemented 

house-wide: Total of 9 medical/surgical units , ICU/CCU, BH & ED. All 

patients, 70 yrs old and above are assessed on admission and every 

shift for delirium. Every newly hired nurse is educated on the Delirium 

Prevention Program . Ongoing education is provided to all nursing staff 

including annual Geriatrics Conference and skills days. Additional ELS 

was hired. MSW intern from a local university joined the team.  

2013- 

present 

Delirium protocol rolled out on all 3 surgical units. Electronic 

Documentation of CAM implemented.  EMR modifications were necessary 

to improve assessment and documentation.  
2012 

2011 

2010 

2009 

2008 

ICU, CCU, & 3 more medical units started using the protocol.  Delirium 

Management order set was developed. Funded by the Healthcare 

Foundation of NJ, 4 Elder Life Specialists were hired to visit high risk 

patients to provide therapeutic activities to keep patients engaged. 

Bedside companion volunteers were recruited.  

The protocol was rolled out in the Emergency Department , Behavioral 

Health, and 2 more medical floors. Found that “baseline” cognition & 

behavior of the patients were challenging to determine. Importance of 

hand-off communication related to CAM results emphasized. 

Iatrogenesis  (indwelling bladder catheters, IV, restraints, etc.) are 

addressed during rounds.  

The task force  developed and implemented a hospital protocol, then 

piloted it in 1 medical unit. Nursing and medical staff were educated 

about  best practices to prevent  delirium and assessing for delirium using 

Confusion Assessment Method (CAM).  

Chart reviews indicated that many elderly patients had unrecognized 

and untreated delirium while in the hospital. A group of dedicated 

medical & nursing leaders created a task force comprised of a 

psychiatrist, geriatrician, APN, nurse managers and educators, Chief 

Nursing Officer and pharmacist. 

CONFUSION ASSESSMENT METHOD  
Shortened Version 

I. ACUTE ONSET AND FLUCTUATING COURSE                                BOX 1    

1 a) Is there evidence of an acute change in mental     No ____ Yes___ 

status from the patient’s baseline?         

b) Did the (abnormal) behavior fluctuate during the day,  

that is tend to come and go or increase and  

decrease in severity?         No ____ Yes___  

II. INATTENTION  

Did the patient have difficulty focusing attention, for  

example, being easily distractible or having difficulty  

keeping track of what was being said?      No ____ Yes___  

__________________________________________________________________ 

III. DISORGANIZED THINKING                                              BOX 2 

Was the patient‘s thinking disorganized or incoherent,  

such as rambling or irrelevant conversation, unclear  

or illogical flow of ideas, or unpredictable switching  

from subject to subject?                              No ____ Yes____  

IV. ALTERED LEVEL OF CONSCIOUSNESS  

Overall, how would you rate the patient’s level of consciousness?  

Alert (normal) or  

___ Vigilant (hyperalert)  

___ Lethargic (drowsy, easily aroused)  

___ Stupor (difficult to arouse)  

___ Coma (unarousable)  

___Do any checks appear? (any level of consciousness other than ‘normal’)  

       No ____   Yes___ 

___________________________________________________________________ 

If all ‘Yes’s’ in Box 1 are checked and at least one ‘Yes’ in Box 2 is checked a 

diagnosis of delirium is suggested.  
Adapted from Inouye SK et al, Clarifying Confusion: The Confusion Assessment Method.  

A New Method for Detection of Delirium. Ann Intern Med. 1990; 113:941-8.  

The evolution of the delirium  program has 

resulted  in a culture change as evidenced by: 

• Regular and continual use of the CAM  assessment 

tool by nurses from admission to discharge 

• Minimal use of  inappropriate medications which 

contribute to onset and severity of delirium  

• The increased use of non- 

pharmacological  approaches to managing 

behaviors related to delirium 

• The decreased use of restraints 

• Regular use of delirium prevention care plan and 

protocol  with a patient-centered approach 

• Evidence  per record review  that physicians  and 

nurses are diagnosing Delirium early on to better 

manage patients.  

For the Delirium Task Force at Overlook Medical Center for our passion in the 

prevention and management of delirium, and for how we continually reflect the system’s 

PRIDE values: Professionalism, Respect, Involvement, Dignity and Excellence! 

and 

For the Healthcare Foundation of New Jersey for partially funding this  initiative by a grant.  

We thank you! According to Inouye , et. al(2003) and  Steis, et. al (2008), the prevalence of 

delirium on hospital admission has been reported from 14% to 24%, whereas the 

incidence has been documented from 6% to 56% .  In 2013,  the prevalence of 

delirium at Overlook Medical Center has progressively decreased. The decrease in 

trend is attributed to the nurses and physicians being more educated on the 

prevention and management of delirium.  The initiation of care plan and use of 

management protocol, ELS and bedside companion visits, pharmacy triggering the 

high-risk patients, and nurses using best practices are all contributing factors to 

meet our goal of decreasing hospital acquired delirium. 
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