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PURPOSE  
Early identification of delirium represents a healthcare imperative, both in terms of outcome and 
cost. Despite this high prevalence and negative outcomes, delirium in the critical care units can 
often go undetected. Providing education about early identification and accurate screening will aid 
in producing more positive patient outcomes.  
 METHODS 
The Clinical Nurse Specialist (CNS) in a large southwest metropolitan hospital evaluated current 
practice in 24-bed cardiac intensive care unit (CICU).  Review of the literature indicated monitoring 
nursing compliance with documentation of delirium and sedation assessments using Confusing 
Assessment Method for the Intensive Care Unit (CAM-ICU) tool and Richmond Agitation Sedation 
Scale (RASS).  
 The CNS collected data over a 24-hour period which showed patients’ conditions using the CAM-
ICU tool was documented only 15% of the time, while, RASS was documented 62% of time. These 
results were presented to the health care team along with education materials including 
assessment techniques and nursing interventions for delirium prevention and documentation. 
 RESULTS  
The CNS repeated data collection 2 months after the educational intervention to determine 
improvement using the same methods as pre-implementation. The CAM-ICU tool documentation 
increased to 47%, while, RASS was documented 73% of time. These results demonstrate an 
overall improvement of 32% increase assessment of delirium and 9% increase in RASS 
documentation. 
 CONCLUSIONS 
By increasing knowledge of delirium among ICU nurses focusing on early detection, patient 
outcomes will improve.  Through thorough assessments, the health care team can create strategies 
to decrease delirium risk factors, decrease the amount of sedation administered and implement the 
ABCDEF Bundle.  
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� Delirium affects 60-80% of mechanically ventilated patients 
� Generates $4-16 billion annually in associated costs in the U.S. 
� Associated with increased: 

– Length of stay, Ventilator time, Mortality Long-term deficits 

 

� Early identification of delirium represents a healthcare 
imperative, both in terms of outcome and cost. 

� Delirium in the critical care units can often go undetected.  

� Providing education about early identification and accurate 
screening will aid in producing more positive patient outcomes.  

 

Purpose 

Speed, G. (2015). The Impact of Delirium Educational Intervention With Intensive 
Care Unit Nurses. Clinical  Nurse Specialist. April 2015. 
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The Clinical Nurse Specialist (CNS) in a large southwest 
metropolitan hospital evaluated current practice in 24-bed cardiac 
intensive care unit (CICU).  

 Review of the literature indicated monitoring nursing compliance 
with documentation of delirium and sedation assessments using 
Confusing Assessment Method for the Intensive Care Unit (CAM-
ICU) tool and Richmond Agitation Sedation Scale (RASS).  

METHODS 
 

Percent of complete CAM & RASS documentation over 24hrs 
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15

85

Day & Night Shift CAM

No documentation

62

38

Day & Night Shift RASS
No documentation

Out of the patients receiving continuous 
intravenous sedation, 20% of patients did 

not have RASS documented.  

These results were presented to the health care team along with 
education materials including assessment techniques and nursing 
interventions for delirium prevention and documentation. 

          Stop                            Think             &(Perhaps) Medicate 

   

   

Initial Results 
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No FDA-approved drug 

to treat delirium  

Toxic situations (CHF, 
shock, dehydration, organ 

failure)  
Hypoxemia 

 Infection (or sepsis) or 
Immobilization  

Non-pharmacologic 
interventions employed? 

K+ or electrolyte 
problems 

Do any medications (especially 
benzo-diazepines) need to be 

stopped or lowered? 
Is the patient on the minimal 

amount of sedation necessary?  
Do any titration strategies need to 

be used, such as a targeted 
sedation plan or daily sedation 

cessation? 
Do the sedative drugs need to be 

  changed? 

Bell, L. (2011). AACN Practice Alert Delirium Assessment and Management. American 
Association of Critical Care Nurses. 

By increasing knowledge of delirium among ICU nurses focusing 
on early detection, patient outcomes will improve.  

 

 Through thorough assessments, the health care team can create 
strategies to decrease delirium risk factors, decrease the amount 
of sedation administered and better implement the ABCDEF 
Bundle.  
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Results - Data collection post education 
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47

53

Percent of CTICU Documentation 
of CAM

Day & Night Shift CAM
No documentation

73

27

Percent of CTICU Documentation 
of RASS

Day & Night Shift RASS
No documentation

Out of pts receiving continuous 
sedation, <7% did not have RASS 

 
These results 

demonstrate an overall 
improvement of 32% 

increase assessment of 
delirium and 11% 
increase in RASS 
documentation. 

 

The CNS provided education to the nursing staff and repeated data 
collection 2 months after the educational intervention to determine 

improvement using the same methods as pre-implementation.  

RESULTS


