Diagnosing Delirium in the Emergency Department
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/ Purpose Of thls Initiative \ @my errors, the bCAM is positive, if no errors the bCAM is negative. Any time the bCAM is negative, me\
o ) o ) program automatically brings up the bCAM-negative score and no further questions are brought forward and
The pmblen_'l ld!enuﬁ_ed is t}{at the emergency depanm‘efnt needs to provide a way to identify and effectively the screening is complete.
Increased need manage geriatric patients with acute agitation and delirium. 7he purpose of this initiative is to evaluate
Boomers Hospitals need to be attuned to elderly pts in the ER for Delirium using the brief Confusion Assessment Method (hCAM) tool. The value bCAM Positive Patient
are agin to adapt to the needs of this of this innovation is that it is in line with the mission and values of Hurley Medical Center. If positive score, BPA fires for the RN to place bCAM
46 d mﬂ?' l of popi\‘l‘l]:a;z:n“aud The bCAM is automated as tool on EPIC with one touch entry and the entire time needed is approximately protocol orders.
e [ v Departments> complications 1 minute. This became the geriatric assessment process when the patient, aged 65 years and older, is taken .
T el when ill to a room to be seen. bCAM Orders consist of two orders:
== 1. ED Clerk consult order to Notify ACE Nurse of
T‘h e Process bCAM positive pt by calling Geriatric resource team
Delirium is an insidious syndrome with disturbances in... - number (which automatically places the patient on the
* Orientation The patient is placed in an exam room from triage, the admitting nurse opens the patient chart and the first teamlistasiyell). L .
«  Memory of many best practice acts fires. . 2. Orders for RN to institute supportive measures.
*  Attention
Thought and behavior T T — The geriatric resource team would then follow the
*  Affects over 1.5 million elders seen in Emergency Departments annually*> L e e e T patient from ission to di: i i
measures to decrease and/or obliterate signs and
The only way that this can be overwritten is if the patient is critical symptoms of delirium while in the hospital setting.
‘ Delirium is Under- I T (1 Wit s Il (0 Gz e The positive bCAM also fires another BPA to alert the healthcare
THE diagnosed and modifiable D D S eu . Fa i provider, upon opening the patient’s EMR, that the patient is positive for
PROBLEM... ‘ risk factors are neglected WL I GO b v delirium and requires the diagnosis to be placed on the problem list
Despite knowledge of Risk A e utilized as an admitting diagnosis
factors and outcomes
related to delirium
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No process for delirium screening
Admits 47% of its elderly patients . RN n;eds to evaluate both que§t§ons _lA & 1B a_bout mem_al status change: If both are negative, the pt is
equaling 262 patients per month negative and does not have delirium if yes to either question,
» . then the nurse goes on to question #2 — Can patient say months backwards from Dec to July without two

79%-90% of undiagnosed delirium patients e errors: If <2 errors, nurse marks Overall ED bCAM score Negative and is done; If 2 or more errors,
have increased morbidly and mortality then assessment opens further for question 3 (RASS).
over the next 12 months6-3 ’ . The RASS is a way to assess altered level of consciousness. It is a <10 second assessment with a score

range -5 (unarousable) to +4 (combative); 0= normal level of consciousness.2If RASS is anything but

zero (alert & calm)., the bCAM is positive for delirium. If the RASS is zero-

The nurse goes on to question 4 parts a and b—both questions need assessed. Implications for Emergency Nurses
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Comprehensive interdisciplinary approach
Established a delirium protocol where there was none
This nurse-run protocol had a significant impact on patient outcomes
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