Acute Care patient 265 &
new admission/transfer to unit

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

v

v

Delirium Reduction & Recognition
o Nursing and CNA
e Delirium assessment with NuDESC g12h
o Delirium Protocol - Nursing Interventions*
e Document interventions, sleep, mobility,
and behaviors in Epic Flowsheet
o LP
e Review medication list for those with
higher risk of causing delirium
e Consult adjunct departments as indicated™*

Does the patient have active delirium

(NuDESC2 2)?

YES

v

Active Delirium Management
o Nurse -> Notify LP of +NuDESC screen
o P
e Initiate additional consults as indicated**
e Initiate workup to determine underlying
causes for delirium & treat accordingly
e Add delirium/metabolic encephalopathy to

For questions please contact:
CarePathways@ValleyMed.org

problem list

Discharge When Medically Cleared

Standard Care

Nurse to notify LP Change in mental status?
l YES
LP to initiate LP to
Delirium Order Set ¢ — — — .
g 1 Evaluate Patient
ifindicated

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

**Delirium Prevention Consultations
o Pharmacy: (see Pharmacy Tip Sheet)
e Physical Therapy: Mobility Plan
e Occupational Therapy: Cognitive therapy,
mobilization, & ADL participation
¢ Nutrition: Assess adequacy of oral intake
o Speech: Swallow Screen
e Spiritual Care: Provide social interaction

This pathway is informational and for general guidance only.
It is not intended to be used as or replace actual clinical judgment.
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