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Next Steps
� Continue to reinforce documenting the 

CAM with staff

� Review data quarterly for documentation
compliance 

� Make any necessary changes to the protocol 
to ensure compliance

� Reinforce delirium education for nurses as needed 

� Provide resources to new staff about protocol, 
CAM, and outcomes of delirium.

Plan for Improvement
� E-mail reminder to clinical nursing staff on the pilot

unit identifying parameters in our policy for
screening patients

� RN education provided through email blast and  
in-person discussion for the pilot unit about delirium
and symptoms 

� Reinforce  how to document a “positive” CAM   

� Visual reminders where documentation occurs to
remind nurses “in the moment” to screen for delirium 

� Managers, charge nurses, and educators were
engaged to educate and reinforce using the CAM tool

� Nurses documented the action which works for the
patient that is found to have delirium, i.e. reorient the
patient with a picture of their family 

� If a patient appeared confused the clinical nurse
asked the family if this is “normal” behavior for their
loved one 

Background
The Confusion Assessment Method (CAM)
is a necessary tool to identify delirium.
CAM is the gold standard for delirium
assessment and should be used 100%
with all indicated patients.  Delirium is
often misdiagnosed in patients. Studies
show 67% of delirium cases are not
recognized by physicians and 43% are 
not recognized by nurses.  At Northwest
Community Hospital, data from June and
July 2013 shows 78% of inpatients who
qualified for CAM assessment were never
assessed by nursing staff.  Re-educating
clinical nursing staff on the CAM protocol
as well as documentation requirements,
resulted in greater compliance for
utilization of this tool. 

Outcome
Data collected after educating staff showed
a significant improvement in charting the
CAM on identified patients at risk for
delirium.  Pre intervention of education, only
22% of identified patients had a CAM
completed.  Post education implementation
and reinforcement, 66% of patients were
evaluated using the CAM.   

Conclusion
Education was instrumental in getting RNs
to assess and chart the CAM.  RNs have a
clearer understanding of the importance of
identifying and properly assessing patients
at risk for delirium.    
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