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	Angela Chan, RN, MN, GNC(C)
Professional Practice and Education Leader, Nursing
Department of Professional Practice and Education
Mackenzie Health
10 Trench Street
Richmond Hill, Ontario
L4C 4Z3
Phone: 905) 883-1212 ext. 7461
647) 202-8356
Email: angela.chan@mackenziehealth.ca

	We use the CAM tool for delirium screening in our ED for patients great than 65 years old within 24 hours of admission and every shift for delirium.


	

	Melissa Pelletier, RN, BScN, CNeph(C)
Clinical Educator
Renal Program
Interprofessional Practice
Royal Victoria Regional Health Centre
201 Georgian Drive
Barrie, Ontario
L4M 6M2
pelletierm@rvh.on.ca
Tel:  705-728-9090 ext 47712
Pager:  705-720-6008
www.rvh.on.ca 

	Please find attached our delirium screening policy.  ED is covered in this policy
	


	Claire Latto-Hall, RN, BScN, CDE, MPH
Corporate Professional Practice Clinician
Halton Healthcare
3001 Hospital Gate, Oakville, ON  L6M 0L8
clattohall@haltonhealthcare.on.ca
Tel.: 905-845-2571   ext. 3837

	At Halton Healthcare we use the Confusion Assessment Method (CAM). 

	

	Melissa Monardo OT Reg. (Ont.) 
Health Disciplines Professional Practice Leader
Interprofessional Practice
Lakeridge Health 
T. 905.576.8711 ext.33876
C: 905.252.6617
mmonardo@lh.ca


	At present the ED only uses the CAM (Confusion Assessment Method) to screen for delirium. 

	

	Adele Bodson RN BScN
Nurse Clinician
Emergency Department
705-532-7100 ext 1654
Fax: 705-705-671-7360
abodson@hsnsudbury.ca

	We do use the CAM assessment tool with our GEM (geriatric emergency management) program. It is not routinely used by primary nursing staff.

Hope that helps

	

	Sarah Leitch RPN
Quinte Health Care

	At QHC we us the SIS (six item screener) as well as the CAM (confusion assessment method) to screen for delirium in the ER.
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This policy and procedure applies to all regulated health care providers [specifically Occupational Therapists (OT), Physiotherapists (PT), Social Workers (SW), Nurse Practitioners (NP), Speech and Language Pathologists (SLP), Registered Nurses (RN), and Registered Practical Nurses (RPN)] caring for all adult patients at the Royal Victoria Regional Health Centre (RVH). 



POLICY STATEMENT:



It is the policy of RVH that regulated health care providers shall maintain a high level of suspicion and manage delirium in all of our patients. The role of delirium screening is to provide timely identification of those patients displaying signs and symptoms consistent with delirium. Due to the associated adverse events related to delirium, this policy shall assist the healthcare team in increasing their suspicion and awareness of delirium to ensure early identification and early intervention, as required.  



DEFINITIONS:



Confusion Assessment Method (CAM): a validated tool that enables non-psychiatrically trained clinicians to identify and recognize delirium quickly and accurately in both clinical and research settings. The CAM includes four features found to have the greatest ability to distinguish delirium from other types of cognitive impairment (acute onset/fluctuating course, disorganized thinking, altered level of consciousness, and inattention). (Refer to Appendix I)





Confusion Assessment Method for the Intensive Care Unit (CAM-ICU):  The CAM-ICU is a validated tool to be used for the early detection, ongoing assessment and treatment of delirium in the ICU. The CAM-ICU is focused on a specific point in time and is defined in four diagnostic features (acute onset/fluctuating course, disorganized thinking, altered level of consciousness, and inattention). (Refer to Appendix II)



Delirium:  A temporary disordered mental state characterized by acute and sudden onset of cognitive impairment, disorientation, disturbances in attention, and decline in level of consciousness or perceptual disturbance.



Dementia:  A syndrome of progressive decline in multiple areas of cognitive function, eventually leading to significant inability to maintain occupational and social performance.  Dementia is not a disease in itself but characterizes a group of symptoms that accompany certain disease processes.



Motor Activity Assessment Scale (MAAS):  A valid and reliable sedation scale for use with adult patients in an intensive care unit to monitor their level of sedation and alertness. (Refer to Appendix III)



Adult patients: A patient aged 18 years and older.



Older adult: A patient aged 65 years of age or older.



PROCEDURE: (Refer to Appendix IV)



All regulated health care team members shall:

1. Verify patient identification utilizing at least two patient identifiers.

2. Introduce themselves and the screening tool to the patient using AIDET, and obtain consent.

3. Risk assessment for additional precautions as required, perform hand hygiene and don appropriate personal protective equipment (PPE), according to infection control guidelines.



1. Screening and Assessment: 

a. Emergency Department

i. The emergency department nurse shall complete the CAM on all older adults and document on the paper tool in the patient’s chart as part of their initial assessment. The emergency department nurse shall complete the CAM on all older adults every shift thereafter. 

ii. The emergency department nurse shall complete the CAM on all adults if there is a high level of suspicion for a change in baseline mental status. The emergency department nurse shall complete the CAM every shift if there is a high level of suspicion for a change in baseline mental status.

iii. If CAM is positive in adult patients, the primary nurse shall notify the emergency department physician.

iv. If CAM is positive in an older adult, the primary nurse will refer to Geriatric Emergency Management RN (GEM). 

v. Regulated members of the health care team involved in the patient’s care may complete the CAM if there is an acute change in the patient’s mental status. If positive, the team member shall notify the primary nurse. 

2. Inpatient Screening and Assessment:

a. ICU and CCU

i. The nurse shall complete the CAM-ICU on all adults as part of the online admission assessment within 24 hours of admission. CAM-ICU is only to be used in the ICU/CCU. 

ii. The nurse shall complete the CAM-ICU every 4 hours and as needed based on an acute change in the patient’s mental status, as per RVH Policy and Procedure – Routine Care in the Intensive Care Unit (ICU)/Cardiac Care Unit (CCU). 

iii. If referred, the respective regulated members of the health care team shall complete the CAM-ICU if there is an acute change in the adult patient’s mental status. If positive, the team member shall notify the primary nurse. 

b. Inpatient 

i. The nurse shall complete the CAM as part of the online admission assessment within 24 hours of admission for all older adults, including directly admitted patients. 

ii. The nurse shall complete the CAM every shift as part of the online neurological assessment for the older adult, and as needed based on an acute change in the patient’s mental status. For adult patients, the CAM shall also be completed if there is a high suspicion of acute change in mental status, including directly admitted patients.

iii. For patients who are designated Alternate Level of Care (ALC) or Rehabilitation, the CAM shall be completed online, as needed, based on an acute change in the patient’s mental status.

iv. If referred, the respective regulated members of the health care team shall complete the CAM online if there is an acute change in the adult patient’s mental status. If positive, the team member shall notify the primary nurse.

3. Prevention and Management of Delirium 

a. The nurse shall initiate non-pharmacological interventions (Refer to Appendix V).

b. The nurse and/or regulated health care provider shall notify the Most Responsible Provider (MRP) of an initial positive CAM or CAM-ICU.

c. The MRP may consult members of the healthcare team as indicated and/or order investigations as clinically indicated.

d. The patient’s delirium status shall be reviewed at interprofessional unit rounds and during transfers of care using SBARD as per RVH Policy and Procedure: SBARD – Internal Patient Transfer.

e. The process shall be repeated if there are any acute changes observed in the adult patient’s mental status. 

f. Family/Power of Attorney (POA)/Substitute Decision Maker (SDM) shall be notified of acute confusion state and educational material shall be given to family/POA/SDM.

g. Falls risk assessment shall be completed and falls protocol initiated as per RVH Policy and Procedure: Falls Prevention Strategy – Adult Inpatient and Outpatient.



CROSS REFERENCES:



Royal Victoria Regional Health Centre (2014). Policy and Procedure: Fall Prevention

Strategy – Adult Inpatient and Outpatient. 



Royal Victoria Regional Health Centre (2014). Policy and Procedure: SBARD – Inpatient Patient Transfer.



Royal Victoria Regional Health Centre (2014). Policy and Procedure: Consent to

Treatment.



Royal Victoria Regional Health Centre (2014). Infection Prevention & Control (IPAC)

Policy and Procedure: Routine Practices in Infection Prevention and Control.



Royal Victoria Regional Health Centre (2013). Policy and Procedure: Routine Care in the

Intensive Care Unit (ICU)/Cardiac Care Unit (CCU).



Royal Victoria Regional Health Centre (2013). Policy and Procedure: Least Restraint

(Physical, Environmental, Chemical Restraints). 



Royal Victoria Regional Health Centre (2010). Policy and Procedure: Documentation – 

General Guidelines. 



Royal Victoria Regional Health Centre (2013). Intensive Care and Cardiac Care Unit

Policy and Procedure: Sedation/Agitation Assessment Scale.
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This is a controlled document prepared solely for use by the Royal Victoria Regional Health Centre (RVH).  Printed copies may not reflect the current electronic document and shall be checked by RVH users in the Policies and Documents intranet page prior to use.	Printed:  15/09/2020



This is a controlled document prepared solely for use by the Royal Victoria Regional Health Centre (RVH).  Printed copies may not reflect the current electronic document and shall be checked by RVH users in the Policies and Documents intranet page prior to use.	Printed:  15/09/2020
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		Appendix I: Screenshot of RVH Delirium Screening Document









MAAS 

other



than 3



NO

3.  Altered Level of Consciousness:  Current MAAS Level

1.  Acute Change or Fluctuating Course of Mental Status:

· Is there an acute change from mental status baseline? OR 

· Has the patient’s mental status fluctuated during the past 24 hours?



2.  Inattention:

· “Squeeze my hand when I say the letter ‘A’.” Staff  reads the following sequence of letters: S A  V E A H A A R T  ERRORS: No squeeze with ‘A’ & Squeeze on letter other than ‘A’

· If unable to complete Letters → Pictures

4.  Disorganized Thinking:

1.  Shall a stone float on water?

2.  Are there fish in the sea?

3.  Does one pound weigh more than two?

4.  Can you use a hammer to pound a nail?



Command: 	“Hold up this many fingers” (Hold up 2 fingers)

		“Now do the same thing with the other hand” (Do not demonstrate)	OR	“Add one finger” (If patient unable to move both arms)



CAM-ICU negative

NO DELIRIUM

CAM-ICU negative

NO DELIRIUM

CAM-ICU positive

DELIRIUM Present

CAM-ICU negative

NO DELIRIUM

0 – 2

Errors

YES

> 2 Errors

MAAS = 3

.> 1 Error

0 -1

Error



Ely, EW. (2016). Confusion assessment method for Intensive Care Unit (CAM-ICU).  The

Complete training manual.  Revised ed.  Vanderbilt University Medical Center: Tennessee.
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		Appendix II: Confusion Assessment Method – ICU (CAM-ICU)
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		Appendix II: Confusion Assessment Method – ICU (CAM-ICU)









Motor Activity Assessment Scale (MAAS)



		Score

		Description

		Definition



		0

		Unresponsive

		Does not move with noxious stimuli (e.g. suctioning OR 5 seconds vigorous orbital, sternal, or nail bed pressure)



		1

		Responsive only to noxious stimuli

		Opens eyes OR raises eyebrows OR turns head toward stimulus OR moves limbs in response to noxious stimuli (e.g. tracheal suctioning OR 5 seconds vigorous orbital, sternal, or nail bed pressure)



		2

		Responsive to touch or name

		Opens eyes OR raises eyebrows OR turns head toward stimulus OR moves limbs when touch or name is loudly spoken



		3

		Calm and cooperative

		No external stimulus is required to elicit movement (e.g.  Patient adjusts sheets or clothes purposefully).          Follows commands



		4

		Restless and cooperative

		No external stimulus is required to elicit movement (e.g.  Patient is picking at sheets or tubes or uncovering self).  Follows commands.



		5

		Agitated

		No external stimulus required to elicit movement (e.g. attempting to sit up or moves limb(s) out of bed).  

Does not consistently follow commands (e.g.  shall lie down when asked but soon reverts back to attempts to sit up or move limb out of bed)



		6

		Dangerously agitated, uncooperative

		No external stimulus is required to elicit movement (e.g. patient is pulling at tubes or catheters, thrashing side to side, striking at staff and/or trying to climb out of bed)

Does not follow commands (e.g. calm down when asked)



		

		

		





Devlin, J., Boleski, G.  et al.  (1999) Motor Activity Assessment Scale: A Validated and Reliable sedation scale for use with mechanically ventilated patients in an adult surgical intensive care unit.  Critical Care Medicine, 27, 1271-1275.















Adult patient presents to the emergency department 



Patient is admitted to inpatient unit and is 65 years or older







CAM completed by emergency nurse and/or regulated member of health care team (if referred) on all adults if high suspicion for change in baseline mental status

CAM completed by emergency nurse and/or regulated member of health care team (if referred) on all older adults





 CAM or CAM-ICU performed within 24 hours of admission, every shift, and with acute change in patient’s mental status or behavior. If ALC/ Rehab, done for high level of suspicion of change in mental status



















If CAM positive, refer to primary nurse





Normal CAM or CAM-ICU

No signs of delirium



Ongoing screening with CAM or CAM-ICU every shift or change in mental status



Initiate non-pharmacological interventions to prevent delirium (Appendix E)





Normal CAM = no signs of delirium; ongoing monitoring to assess acute changes in mental status/behaviour





Primary nurse responsibilities for positive CAM: 

· Identify possible causes for delirium

· Notify MRP

· Initiate non-pharmacological prevention and management strategies (Appendix E)

· Initiate pharmacological interventions as ordered

· Consult to appropriate team members

· Assess risk to patient and others

· Falls risk assessment completed and falls protocol initiated 

· Family/POA/SDM notified of acute confusional state, educational material given 













If CAM positive, refer to primary nurse







Primary nurse responsibilities for positive CAM: 

· Identify possible causes for delirium

· Notify MRP

· Initiate non-pharmacological prevention and management strategies (Appendix E)

· Initiate pharmacological interventions as ordered

· Consult to appropriate team members

· Assess risk to patient and others

· Falls risk assessment completed and falls protocol initiated 

· Family/POA/SDM notified of acute confusional state, educational material given 

























Discuss in rounds and at all transfers of care;

Reassess with CAM or CAM-ICU every shift or change in mental status



Reassess with CAM every shift or change in mental status and discuss at all transfers of care
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		Appendix III: Motor Activity Assessment Scale (MAAS)
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		Appendix IV: Delirium Algorithm











Promote Rest & Sleep

· Reduce naps

· Back rub

· Warm blanket

· Extra pillows

· Reduce distractions

· Reduce noise

· Reduce lighting

· Warm drink

· Night lights

· Well-lit room during the day 



Promote Mental Stimulation

· Audio books

· Encourage family presence

· Music

· Read out loud

· Talk about current events

· Talk about surroundings

· Large print

· Frequent orientation

· HELP (where available)

· Encourage social interaction







Promote Sensory Health

· Wear glasses

· Clean glasses

· Magnifying glass

· Ensure adequate lighting

· Encourage hearing aids or devices utilized

· Referral to audiology

· Referral to SLP



Promote Healthy Eating

· Encourage/Assist eating

· Offer sips of water/ice chips regularly, if appropriate



Promote Physical Activity

· Exercise class where available

· Assist with mobility

· Encourage family assistance with mobility, if safe

· Ensure routine pain control

· Ensure routine ADLs

· Falls Protocol Initiated
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		Appendix V: Non-pharmacological Interventions
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RVH

Screening for Delirium

Confusion Assessment Method (CAM)
Instrument Shortened Version Worksheet

Acute Onset and Fluctusing Course

) 1sthere any evidence o an scute change in menta status from
the persos baseline?

5] Did the(abnormal) behaviourfuctuate during th day, thats,
tend to come and go or Increase and decrease nseverty?

Inattention
3] Didthe person have difcuty focuing attenton,for example,

being easydistractible or having ificuty kesping trackof what
was being s3d?

Disorganized Thinking

) Was the person'sthinking disorganized orincoherent, sch 5
rambiing o elevant conversation, unciear orlogica flow of
deas, or unpredicableswitching from subject o subject?

Altered Level o Consciousness

) Overall how would you rate theperson's evel ofconsciousness?

__ Vighant nyper-sert

" Lethargic drowsy, easiy aroused)
" stupor (@it o arouse)

" coma (ca'tarouse)

At (Normal)

o any checks appear inthis box?

I ol tems in Box 1 re checked “Yes* and t least one item in Box 2 are checked “Yes",
 diagnosis of delrium is suggested.

Adapied from: Inouye, K. o . (1980) Clariying Confusion: The Confusion Assessment Method A
newmathod for detecion o delium. Annals of emal Mdicine, 113, 641,648
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