




Note: Your workflow may differ



Other measures to consider: % with new delirium; transitional care received; discharge with delirium
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Delirium Screening Tool: RASS

RICHMOND AGITATION-SEDATION SCALE (RASS)

COMBATIVE

VERY AGITATED
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DEEP SEDATION

UNAROUSABLE

Combative, violent, immediate danger to staff

Pulls to remove tubes or catherers; aggressive

Frequent non-purposeful movement, fights ventilator

Anxious, apprehensive, movements not aggressive

Spontaneously pays attention to caregiver

Not fully alert, but has sustained awakening to voice
(eye opening & contact >10sec)

Briefly awakens to voice (eyes open & contact <10sec)

Movement or eye opening to voice (no eye contact)

No response to voice, but movement or eye opening
to physical stimulation

No response to voice or physical stimulation
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CLINICAL DELIRIUM CHAMPION: Delirium Champions have:

Delirium Champions Tasks:

THE ROLE OF THE DELIRIUM CHAMPION

A delirium champion is a health care provider (typically MD, RN, or SW) who

has an interest in improving care for older adults who come to the emergency

department. Delirium champions are supported by senior management and

should be proactive clinician leaders with credibility among staff.

The delirium champion will spearhead education efforts and utilization of

delirium assessment, recognition, and prevention tools in the emergency

department.

A commitment to quality care for older adults

Leadership experience

Excellent interpersonal skills

The ability to influence and engage others in a course of
action

Educational outreach to team members

Remind staff to complete identifi ed delirium protocols and 
ensure adherence

Review charts and provide feedback regarding delirium in
the ED

Lead meetings or interdisciplinary rounds regarding
delirium

Offer tools for success including staff recognition and
incentives

It is recommended that each ED has multiple delirium champions,
ideally at least one on each shift in the ED in order to fully promote
your delirium protocol.
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GAINING ADMINISTRATIVE SUPPORT:

The Delirium Champion should also gain administrative support

from the ED and hospital leadership. Administrative leaders have

a unique, behind-the-scenes role in establishing and supporting a

delirium program in the ED. Administrators will lay the groundwork

for staff empowerment and can ensure that the different clinical

teams gel in this effort. We recommend approaching a senior

member of the hospital management team with decision-making

capacity. This individual can help support implementation efforts

and provide resources to start and sustain your program.

You will need to convince your administrative leadership that

a delirium protocol in the ED is an essential paradigm shift

which may require providing additional education or hiring staff.

Administrative leaders can help advocate for the change within

the hospital decision-making hierarchy and help transmit the

importance of the program to other administrative leaders.



Reducing the risk of
delirium in the ED

Caring for your loved
one with delirium

Adapted from: Delirium handout for family, Aging Brain Center,

Harvard Institute for Aging Research and Delirium brochure by the

Care of the Confused Hospitalized

Try to bring all medications (or a list of all

medications) with you to the ED.

If possible, bring a medical information sheet

that lists all allergies, current physicians,

medical conditions and usual pharmacy.

Try to bring eyeglasses, hearing aids, dentures

and familiar objects to the ED.

Help orient your loved one throughout their

stay by speaking calmly in a reassuring tone.

Explain where they are and why.

If giving instructions, keep them simple and

state only one task at a time.

As much as possible, stay with your loved one

in the Emergency Department and/or hospital.

Inform the nurse or doctor immediately

whenever you notice subtle changes in your

loved one.

1.

2.
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Seeing familiar people is reassuring for people

with delirium. Encourage family and friends to

visit.

When speaking to someone with delirium, use a

slow, clear voice. It’s helpful to identify yourself

and the person (with delirium) by name.

Encourage and assist with adequate food and

fluid intake.

Not knowing the time of day can increase

confusion. Open the curtains and remind them

where they are and what day and time it is.

Visual or hearing impairment can also worsen

confusion. Help them put on their hearing aids

and glasses if they are normally worn.

Do not try to restrain someone with delirium

who is agitated or aggressive. Let them walk

around but make sure they are safe from fall

hazards.

When possible, bring personal items that

remind your loved one of home (pictures,

dressing gown, favorite music).

Talk with staff about any special personal

information that may help orient your loved one

(hobbies, signifi cant events and people in their 

lives).

Delirium is
common and

usually temporary

You can play an
important role for

your loved one

Immediately
report any sudden

changes in behavior
or other symptoms
of delirium to your

healthcare
provider
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Delirium in the Emergency Department (ED):

Things for Caregivers to Know



Difficulty focusing attention

Easily distracted

Trouble keeping track of what you are

saying

Rambling or unrelated speech

Difficult to follow thoughts

Words that do not make sense

Switching from subject to subject

Excessively sleepy or drowsy during the

daytime

Change from normal sleep behavior during

the day

Confused about times, places and people

Seeing or hearing things not actually there

Mistaking one thing for something else

Inappropriate behavior such as wandering,

yelling out, being combative or agitated

Fearful that others are trying to harm them

Possible symptoms of delirium include a

sudden change in your loved one’s behavior

and tend to come and go throughout the

day. The earlier you can spot delirium the

better, so any suspected change in thinking

or behavior should be reported to a medical

professional right away.

Call your loved one’s physician right away if

any changes noted above occur.

Be prepared to provide the following

information:

Your loved one’s name, date of birth, and

date of discharge from the ED or hospital

When you fi rst noticed the signs or 

changes

The specifi c signs noted and if they 

come and go

Patient’s current temperature

All current medications (including over

the counter) and when last taken

Diagnoses and details of recent ED

visits, hospitalizations, or procedures

Name and phone numbers of pharmacy

and primary care physician

SIGNS OF POTENTIAL DELIRIUM

INVOLVE CHANGES IN:

ATTENTION:

SPEECH:

SLEEP:

DISORIENTATION:

VISUAL OR AUDITORY:

DISTURBANCE:

BEHAVIOR:

RECOGNIZING DELIRIUM:

WHAT TO DO:

Post-Discharge Family Education
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