


• Delirium affects 30-70% of hospital admissions

• Associated with increased morbidity and mortality

• Associated with increased hospital length of stay

• Associated with approximately $60,000 extra cost per delirious patient 
per year

• It is estimated that approximately 30% of hospital associated delirium 
is preventable

Why Create a Pathway?



Delirium Reduction and Recognition (DRR)

• The pathway is:
• Evidence based
• Multi-component
• Multidisciplinary
• Nursing led 

• It utilizes a delirium 
risk screen (AWOL) on 
admission for all 
patients >65

• It utilizes a standard 
delirium screening 
(NuDESC) per shift 
during hospitalization 
when indicated



For questions please contact: This pathway is informational and for general guidance only. Updated: April 26, 2023
CarePathways@ValleyMed.org It is not intended to be used as or replace actual clinical judgment. Version: 2.0

| VALLEY MEDICAL CENTER
Delirium Reduction & Recognition: Inpatient Management

Acute Care patient ≥65 & 
new admission/transfer to unit

Does the patient have active delirium 
(NuDESC≥ 2)?

YES

Discharge When Medically Cleared

AWOL ≥  2?
• Age ≥ 80
• Unable to Spell “WORLD” backwards
• Disoriented to location
• Moderately ill (or greater)

*Delirium Protocol / Nursing Interventions
• Provide ongoing reorientation
• Optimize nutritional & fluid status
• Optimize & encourage mobilization
• Minimize use of restraints, lines, & devices
• Optimize sleep wake cycle
• Address underlying sensory impairment(s)
• Patient & Family education on delirium

Delirium Reduction & Recognition
• Nursing and CNA
• Delirium assessment with NuDESC q12h
• Delirium Protocol - Nursing Interventions*
• Document interventions, sleep, mobility, 

and behaviors in Epic Flowsheet
• LP
• Review medication list for those with 

higher risk of causing delirium
• Consult adjunct departments as indicated**

NO

YES

Active Delirium Management
• Nurse -> Notify LP of +NuDESC screen
• LP
• Initiate additional consults as indicated**
• Initiate workup to determine underlying 

causes for delirium & treat accordingly
• Add delirium/metabolic encephalopathy to 

problem list

**Delirium Consultations
• Pharmacy: (see Pharmacy Tip Sheet)
• Physical Therapy: Mobility Plan
• Occupational Therapy: Cognitive therapy, 

mobilization, & ADL participation
• Nutrition: Assess adequacy of oral intake
• Speech: Swallow Screen
• Spiritual Care: Provide social interaction

Standard Care

Change in mental status?

YES

NO

NO

LP to initiate 
Delirium Order Set 

if indicated

Nurse to notify LP

LP to 
Evaluate Patient
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Delirium Screening

Patients >65 get AWOL screening once upon arrival to the 
floor by their primary RN.

Patients with + AWOL are screened for active delirium Q shift 
by primary RN.



AWOL Documentation & Scoring 

Risk determination using the AWOL is based on the following (1 point assigned to each item):
• Patient age is ≥80 years.

• Patient cannot spell WORLD backwards..
‒ If patient is unable to correctly spell, assign 1 point.

• Patient is not fully oriented to (and can name): city, state, county, hospital, floor.
‒ If patient cannot name all five correctly, assign 1 point.

• Level of illness severity (mild, moderate, severe)
‒ Use clinical judgement to assess.
‒ Assign 1 point to ‘moderate’ and ‘severe’ levels.

Done on Admission for Patients >65 Years of Age

A W O L
Age ≥80 years Unable to spell “WORLD”

backwards
Not oriented to city, state,
county, hospital name and floor

Nursing illness severity level
assessment of moderately ill, 
severely ill, or moribund

1 point 1 point 1 point 1 point

A total AWOL score of ≥2 indicates the patient is at high-risk for developing delirium during their hospital stay.

6 UCSF Delirium Reduction Program – Inpt Clinical Pathway



NuDESC Documentation & Scoring 

7 UCSF Delirium Reduction Program – Inpt Clinical Pathway

Done Q Shift When + AWOL or When Concerns for Active Delirium
Completed toward the end of the shift to allow sufficient time for observation of any behavior changes in the patient and note 
frequency and severity of behaviors.

• Recommended to complete the screen along with 4pm/am vitals, to fit with standard workflow.

• EXCEPTION to end of shift documentation: If it is clear the patient is delirious, assess and document the NuDESC right away so 
that the pathway is initiated.

Presence and severity of delirium is screened for with the NuDESC based on the following guidelines:

• 0 | No alteration in behavior throughout shift

• 1 | Mild alteration in behavior throughout shift

• 2 | Pronounced alteration in behavior

BEHAVIOR SCORE

0 1 2

Disorientation Fully oriented Disoriented x1; easily re-oriented Disoriented x2-4; not easily re-oriented

Inappropriate Behavior Calm, cooperative Restless, uncooperative
Agitated, pulling at lines/devices; climbing out of 
bed

Inappropriate 
Communication Appropriate Unclear or rambling speech Incoherent, nonsensical or unintelligible speech

Illusions/Hallucinations None noted Paranoia
Hallucinations; distortions of visual/auditory 
objects/stimuli

Psychomotor Retardation
Normal speed of movement and 
response time to questions

Delayed responses; slow to respond to 
verbal or physical stimulation

Excessive sleeping; somnolent, lethargic; 
reaction time is slow when prodded; difficult to 
motivate

A total NuDESC score of ≥2 indicates the patient is positive for active delirium.



Positive Screen Triggers
• Epic Best Practice Advisory

• Prompts nursing to alert provider of finding and to initiate DRR 
order set

• Nursing
• Initiation of delirium nursing care orders (if not done already)
• Working with LP and colleagues on individualizing nursing care plan 

specific for the patient

• LP (MD, APP)
• Initiate DRR order set (if not done already)
• Assessment of patient and underlying causes
• Any work-up needed (labs, imaging, etc.)
• Consideration for consultations as appropriate



Nursing Care Guidelines 

Notify Primary 
Team

•Communicate 
delirium risk or 
positive screen 
for delirium

Initiate Delirium 
Care Plan

•Individualize 
delirium care 
plan as needed

Coordinate Care

•Coordinate and 
delegate tasks to 
ensure care plan 
is executed

Communicate

•Delirium risk 
and delirium 
status
•Shift to shift
•Floor to floor
•Educate patient 
and family 

Provider initiates 
delirium order set 

and evaluates patient 
for underlying causes



Delirium Nursing Care



Delirium Nursing Care



LP (MD, APP) Care Guidelines



Delirium Order Panel

• Name of order panel:
• ‘Med IP Delirium Focused’



Delirium Order Panel



How to View Delirium 
Documentation Report in Epic

From the Summary activity, start typing “delirium” and hit Enter or the magnifying glass



Delirium Documentation Report



LP (MD, APP) Care Guidelines



LP (MD, APP) Care Guidelines



LP (MD, APP) Care Guidelines

• Review medication list, esp. those started, dose 
adjusted, or stopped within last 24 hours

• Assess pain, urinary retention, constipation, 
electrolytes, vital signs, oxygen saturation, etc

• Consider bladder scan to check for urinary 
retention

• If no BM in past 48 hours check for fecal impaction
• Foley out as soon as feasible
• Education (patient and family caregiver)



For questions please contact: This pathway is informational and for general guidance only. Updated: April 26, 2023
CarePathways@ValleyMed.org It is not intended to be used as or replace actual clinical judgment. Version: 2.0

| VALLEY MEDICAL CENTER
Delirium Reduction & Recognition: Inpatient Management

Acute Care patient ≥65 & 
new admission/transfer to unit

Does the patient have active delirium 
(NuDESC≥ 2)?

YES

Discharge When Medically Cleared

AWOL ≥  2?
• Age ≥ 80
• Unable to Spell “WORLD” backwards
• Disoriented to location
• Moderately ill (or greater)

*Delirium Protocol / Nursing Interventions
• Provide ongoing reorientation
• Optimize nutritional & fluid status
• Optimize & encourage mobilization
• Minimize use of restraints, lines, & devices
• Optimize sleep wake cycle
• Address underlying sensory impairment(s)
• Patient & Family education on delirium

Delirium Reduction & Recognition
• Nursing and CNA
• Delirium assessment with NuDESC q12h
• Delirium Protocol - Nursing Interventions*
• Document interventions, sleep, mobility, 

and behaviors in Epic Flowsheet
• LP
• Review medication list for those with 

higher risk of causing delirium
• Consult adjunct departments as indicated**

NO

YES

Active Delirium Management
• Nurse -> Notify LP of +NuDESC screen
• LP
• Initiate additional consults as indicated**
• Initiate workup to determine underlying 

causes for delirium & treat accordingly
• Add delirium/metabolic encephalopathy to 

problem list

**Delirium Consultations
• Pharmacy: (see Pharmacy Tip Sheet)
• Physical Therapy: Mobility Plan
• Occupational Therapy: Cognitive therapy, 

mobilization, & ADL participation
• Nutrition: Assess adequacy of oral intake
• Speech: Swallow Screen
• Spiritual Care: Provide social interaction

Standard Care

Change in mental status?

YES

NO

NO

LP to initiate 
Delirium Order Set 

if indicated

Nurse to notify LP

LP to 
Evaluate Patient
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Delirium Prevention Pathway

• To access the pathway:
• https://www.valleymed.org/contentassets/dff2ea0e3

f5a4184a89d05049d6098ff/delirium_-
_inpatient_care_pathway.pdf

• To access the policy:
• https://valleymed.sharepoint.com/sites/policycentral

/PolicyCentral/DELIRIUM%20ASSESSMENT%20AND%
20MANAGEMENT%20POLICY.docx

THANK YOU!
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