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CAM Intervention Checklist 
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�R�I���W�K�L�V���S�D�J�H���I�R�U���G�H�W�D�L�O�V����

������� ���L�I���F�R�P�S�O�H�W�H�G
X    = �L�I���Q�R�W���F�R�P�S�O�H�W�H�G  

                              Day 1                      Day 2                     Day 3                         Day 4                        Day 5
Intervention Date Date Date Date Date 

night am pm night am pm night am  pm night am pm night am pm 

1. Hearing: hearing aides working.                
2. Vision: glasses clean, appropriate lighting.                
3. Environment: calendar adjusted, clock 

working, orientation board updated, bed 
position correct.   

               

4. Nutrition and Hydration: fluid 
balanced commenced, encourage oral 
intake.

               

5. Pharmacy review requested  
     (circle yes or no) 

Yes        No 

6. Family contacted 
            (circle yes or no)

Yes        No 

Document collateral information from the family: 

Signature                

Invisa-beam required/in use?           Yes ����   No ����                         WIMS sheet updated?    Yes ����   No ����

Watch required/ordered?                  Yes ����   No ����                         Stamp in clinical notes (done by Drs)?         Yes ����           No ����
  
If yes, Watch folder commenced by RN?        Yes �   No �                          Medical review requested?   Yes ����   No ����

PLACE  PATIENT LABEL HERE

INTERVENTION PACKAGE

Why the changes were needed

There was no existing intervention package for delirium at 

Counties Manukau Health, so we needed to develop one that 

could be easily utilised as a follow-up after completion of 

patient assessments with the CAM.

What we did differently

CAM Intervention Checklist

We developed the CAM Intervention Checklist (Figure 12) 

for nursing staff to fill out after completing the CAM. The 

checklist contains: 

»» A check of visual and hearing aids

»» Pharmacist review

»» Nutrition review

»» Environment review

»» A check that family/whaanau have been informed of the 

patient’s condition

Details of actions to be taken under each intervention in the 

checklist for patients scoring 1–4 on the CAM are given in 

Figure 13.

As with the CAM, we noticed that compliance with filling out 

the CAM Intervention Checklist was related to its location 

and format. We wanted to make sure the checklist was easy 

to follow and easy to associate with the CAM tool. Therefore, 

we decided to follow the format of the CAM tool itself. We 

also decided to have the checklist filed behind the CAM tool, 

so that nursing staff can easily locate the checklist after 

completing a patient assessment.

Figure 12: CAM Intervention Checklist

Figure 13: Components of the CAM Intervention Checklist
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Orientation sign

The orientation sign is designed to remind patients of their 

current location (name of hospital and ward) and date  

(Figure 14). The sign is positioned within the patient’s room 

so the patient can be constantly oriented to their location 

and date. For patients with reduced vision, who would have 

difficulties seeing the sign, nursing staff can re-orientate the 

patient during each shift. 

Delirium symbol

The team wanted to adopt a symbol that could be used to 

identify patients with delirium to staff (as a sign above the 

patient’s bed and on the ward white board) without being 

offensive or blatantly “labelling” the patient. After much 

discussion, the team came up with the cloud/sun symbol 

(Figure 15). The cloud represents delirium and the sun is the 

patient. We wanted it to be a positive symbol of the patient 

emerging out of the cloud of delirium. 

The feedback from staff, patients and families/whaanau 

was all very positive. The cloud/sun symbol is now firmly 

entrenched as our symbol. 

Today is 
 

____________________________ 
   (                                  ) 

 
 

I’m at MIDDLEMORE HOSPITAL, 
Ward 4. 

Figure 14: Orientation sign

Figure 15: Delirium symbol
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Patient/family information pamphlet

Counties Manukau Health (CMH) had an existing patient 

education pamphlet on delirium which needed updating and 

modifying to make it easier to understand and more family-

centred. The new pamphlet was created with input from 

key staff, including mental health and cultural support staff, 

and from patients and their families/whaanau (Figure 16). 

We tested versions of the pamphlet with patients and their 

families/whaanau, and the successful version is now located 

in CMH’s document directory for use as required.
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A	
  Guide	
  for	
  Families	
  

	
  

	
  

How	
  can	
  I	
  help?	
  
	
  

® Speak	
  softly	
  and	
  use	
  simple	
  words	
  

® Remind	
  them	
  of	
  where	
  they	
  are	
  and	
  
what	
  day	
  it	
  is	
  	
  

® Talk	
  about	
  friends	
  and	
  family	
  

® Encourage	
  them	
  to	
  eat	
  and	
  drink	
  

® Bring	
  in	
  glasses,	
  hearing	
  aides	
  etc	
  

® Bring	
  familiar	
  objects	
  from	
  home	
  eg	
  
photos,	
  CD/tape	
  player	
  with	
  favourite	
  
music	
  

® Let	
  staff	
  know	
  of	
  any	
  special	
  personal	
  
information	
  that	
  may	
  help	
  orientate	
  
them	
  

® Notify	
  staff	
  of	
  any	
  sudden	
  change	
  in	
  
their	
  mental	
  or	
  physical	
  condition	
  

® Stay	
  with	
  them	
  over	
  night	
  if	
  possible	
  

	
  

	
  

Sub	
  Heading	
  	
  

Add	
  text	
  here	
  	
  

Add	
  images	
  within	
  the	
  text.	
  	
  

 
Contact	
  Details:	
  

Middlemore	
  Hospital	
  
Private	
  Bag	
  93311	
  	
  

Otahuhu	
  
	
  Auckland	
  1640	
  

Ph	
  09	
  276	
  0000	
  
 

	
  

How	
  is	
  delirium	
  
treated?	
  
Treating	
  delirium	
  means	
  treating	
  the	
  
underlying	
  cause.	
  	
  The	
  doctors	
  will	
  attempt	
  to	
  
find	
  the	
  cause	
  of	
  the	
  delirium	
  by	
  undertaking	
  a	
  
careful	
  medical	
  assessment	
  and	
  other	
  tests.	
  	
  
Once	
  the	
  cause	
  is	
  identified,	
  the	
  most	
  
effective	
  treatment	
  can	
  be	
  given.	
  

To	
  maximise	
  the	
  patient’s	
  safety	
  and	
  minimise	
  
their	
  confusion,	
  the	
  staff	
  will	
  address	
  the	
  
following	
  areas	
  as	
  appropriate	
  -­‐	
  

® Manage	
  the	
  environment	
  eg	
  calendar	
  
and	
  clock	
  visible	
  and	
  correct,	
  
orientation	
  board	
  updated,	
  5	
  question	
  
board	
  accessible,	
  bed	
  position	
  correct	
  

® Improve	
  comfort,	
  nutrition,	
  fluid	
  intake	
  
and	
  bowel/bladder	
  function	
  

® Ensure	
  hearing	
  aides	
  are	
  working	
  and	
  
glasses	
  are	
  clean	
  

® Organise	
  a	
  Pharmacist	
  to	
  review	
  their	
  
medication	
   

 

In	
  addition,	
  if	
  the	
  patient	
  is	
  significantly	
  
confused,	
  they	
  may	
  need	
  to	
  have	
  -­‐ 

® An	
  Invisabeam	
  (alarm)	
  which	
  is	
  fixed	
  to	
  
the	
  bed	
  to	
  alert	
  staff	
  if	
  the	
  patient	
  tries	
  
to	
  get	
  out	
  of	
  bed	
  	
  (note	
  –	
  it	
  does	
  not	
  
stop	
  them	
  from	
  falling)  

® One-­‐on-­‐one	
  nursing	
  (a	
  Watch)	
  	
  

	
  

 

 

What	
  is	
  delirium?	
  
Delirium	
  is	
  a	
  state	
  of	
  mental	
  confusion	
  that	
  
causes	
  changes	
  in	
  the	
  way	
  people	
  think	
  and	
  
behave.	
  	
  

	
  
When	
  a	
  person	
  has	
  delirium,	
  they	
  are	
  
confused	
  and	
  may	
  be	
  either	
  very	
  agitated	
  or	
  
drowsy.	
  It	
  often	
  starts	
  suddenly	
  and	
  usually	
  
only	
  lasts	
  a	
  few	
  days	
  but	
  can	
  last	
  longer	
  for	
  
some	
  people.	
  
	
  
Delirium	
  is	
  a	
  medical	
  emergency	
  
	
  

Who	
  is	
  most	
  likely	
  to	
  
get	
  delirium?	
  
People	
  who:	
  

® Have	
  dementia	
  
® Are	
  elderly	
  
® Are	
  having	
  surgery	
  
® Have	
  depression	
  
® Are	
  taking	
  five	
  or	
  more	
  medications	
  
® Have	
  an	
  infection	
   
® Have	
  had	
  delirium	
  before 
® Are	
  dehydrated 
® Are	
  very	
  unwell 

	
  

What	
  causes	
  delirium?	
  

It	
  is	
  thought	
  that	
  delirium	
  is	
  caused	
  by	
  a	
  
change	
  in	
  the	
  way	
  the	
  brain	
  works.	
  	
  This	
  can	
  
be	
  caused	
  by	
  –	
  

® Less	
  oxygen	
  to	
  the	
  brain	
  

® The	
  brains	
  inability	
  to	
  use	
  oxygen	
  

® Chemical	
  changes	
  in	
  the	
  brain	
  

® Certain	
  medications	
  

® Infections	
  

® Severe	
  pain	
  

® Medical	
  illnesses	
  

What	
  are	
  the	
  signs	
  of	
  
delirium?	
  
A	
  person	
  with	
  delirium	
  may	
  seem	
  different	
  
from	
  their	
  usual	
  selves.	
  	
  They	
  may	
  -­‐	
  

® Appear	
  confused	
  and	
  forgetful	
  

® Be	
  unable	
  to	
  concentrate	
  

® Be	
  upset	
  and	
  anxious	
  	
  

® Be	
  unsure	
  of	
  where	
  they	
  are	
  or	
  the	
  
time	
  of	
  day	
  

® Have	
  changes	
  to	
  their	
  sleeping	
  habits	
  
such	
  as	
  being	
  sleepy	
  during	
  the	
  day	
  
and	
  awake	
  at	
  night	
  

® See	
  or	
  hear	
  things	
  that	
  are	
  not	
  really	
  	
  
there	
  

These	
  symptoms	
  tend	
  to	
  come	
  and	
  go,	
  or	
  
fluctuate	
  in	
  their	
  severity.	
  

	
  

	
  

How	
  is	
  delirium	
  
identified?	
  

® All	
  patients	
  at	
  risk,	
  especially	
  
aged	
  65	
  years	
  and	
  older,	
  are	
  
routinely	
  screened	
  for	
  delirium	
  
using	
  the	
  Confusion	
  
Assessment	
  Method	
  (CAM	
  
Tool).	
  

	
  
® This	
  involves	
  asking	
  the	
  patient	
  

structured	
  questions	
  to	
  check	
  if	
  
their	
  thinking	
  is	
  clear.	
  	
  	
  

	
  
® This	
  assessment	
  will	
  be	
  done	
  

every	
  shift	
  for	
  the	
  first	
  5	
  days	
  
of	
  the	
  patient’s	
  admission	
  to	
  
hospital.	
  	
  	
  

	
  
	
  
	
  

	
  

	
  
	
  
Image:	
  Early	
  Delirium	
  Identification	
  &	
  Management	
  
Collaborative	
  	
  2013	
  
	
  
	
  
	
  
	
  

Delirium guideline

Although there was an existing CMH delirium guideline, it was 

not being utilised. In collaboration with CMH Mental Health 

Services, we reviewed and updated the guideline.

Watch folder

A watch is often placed on patients who have delirium 

to reduce the risk of falls. We felt that the watch was an 

underutilised resource that could also be used to orientate 

the patient. A resource folder has been created for staff who 

carry out a watch to give them a better understanding of 

delirium and their role in the interventions. 

Figure 16: Patient/family information pamphlet



Figure 17: Total number of falls per month in Ward 4
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How we know we have made a difference

We developed a specific audit tool for the CAM Intervention 

Checklist and have been auditing the interventions. We 

have seen a huge improvement in implementation of the 

interventions (Figures 18-21).

In addition, the incidence of falls in Ward 4 was below the 

average for seven consecutive months during the introduction 

and testing of the CAM tool (Figure 17). Twelve patients with 

falls-related histories who were scoring between 1 and 4 in 

the CAM (indicating a possibility of delirium) were audited. 

Delirium was confirmed in five out of the twelve patients and 

interventions were put in place. None of these patients had a 

fall during their hospital stay.

Figure 18: Intervention compliance – pharmacist review requested

Figure 19: Intervention compliance – family involvement

Figure 20: Intervention compliance – environment checked

Figure 21: Intervention compliance – visual and hearing aids 
checked; nutrition and hydration checked



Ward:                                                                                                                 Month: Auditor:

Delirium Audit Sheet Example NHI 1 NHI 2 NHI 3 NHI 4 NHI 5 NHI 6 NHI 7 NHI 8 NHI 9 NHI 10 Total
NHI Number Enter Pt NHI# ABC1234

No of shift since admission
Enter the total number of shift since 
inpatient admission (max=15). 15

Documentation
CAM in medication chart Answer Yes or No Yes/No /10
CAM score in clinical notes Answer Yes or No Yes/No /10
CAM score in WIMS Answer Yes or No Yes/No /10
Assessment

CAM Completed  all shifts
Bottom number =total number of shift 
since inpatient admission (max=15). 12/15      /      /      /      /      /      /      /      /      /      /      /

CAM completed correctly
Bottom number= how many times the 
CAM was completed. 12/12      /      /      /      /      /      /      /      /      /      /      /

Intervention
Family involved Answer Yes or No Yes /10
Pharmacy  review Answer Yes or No Yes /10
Environment checked / changed Answer Yes or No Yes /10
Visual aids checked Answer Yes or No No /10
Hearing aids checked Answer Yes or No No /10
Nutrition /hydration checked Answer Yes or No Yes /10

Total %:

Documentation - 
Assessment - 
Intervention - 

Comments:

Feedback to Charge Nurse and team at 
Quality meeting:

Corrective Action Plan: 

Ward:                                                                                                                 Month: Auditor:

Delirium Audit Sheet Example NHI 1 NHI 2 NHI 3 NHI 4 NHI 5 NHI 6 NHI 7 NHI 8 NHI 9 NHI 10 Total
NHI Number Enter Pt NHI# ABC1234

No of shift since admission
Enter the total number of shift since 
inpatient admission (max=15). 15

Documentation
CAM in medication chart Answer Yes or No Yes/No /10
CAM score in clinical notes Answer Yes or No Yes/No /10
CAM score in WIMS Answer Yes or No Yes/No /10
Assessment

CAM Completed  all shifts
Bottom number =total number of shift 
since inpatient admission (max=15). 12/15      /      /      /      /      /      /      /      /      /      /      /

CAM completed correctly
Bottom number= how many times the 
CAM was completed. 12/12      /      /      /      /      /      /      /      /      /      /      /

Intervention
Family involved Answer Yes or No Yes /10
Pharmacy  review Answer Yes or No Yes /10
Environment checked / changed Answer Yes or No Yes /10
Visual aids checked Answer Yes or No No /10
Hearing aids checked Answer Yes or No No /10
Nutrition /hydration checked Answer Yes or No Yes /10

Total %:

Documentation - 
Assessment - 
Intervention - 

Comments:

Feedback to Charge Nurse and team at 
Quality meeting:

Corrective Action Plan: 

Figure 22: Audit tool
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Why the changes were needed

Establishing our baselines for this collaborative was difficult. 

The coding of delirium was complex and many patients with 

delirium were not coded at all. The term ‘confusion’ was 

frequently documented in the clinical notes or in the patient’s 

electronic discharge summary (EDS). We needed to find a 

way to ensure that delirium was documented as a diagnosis, 

coded consistently and included in the patient’s EDS. This 

was important in terms of communication with the patient’s 

GP and highlighting previous delirium for any future hospital 

admissions. 

In addition, we needed to ensure that the auditing process 

was robust and easy to use so each area could take charge of 

its own auditing and monitoring.

What we did differently

CAM assessment compliance  

and intervention checklist auditing

The information and data that we wanted to capture was 

divided into three areas: documentation, assessment and 

intervention. Similar to the assessment and intervention 

checklist, we wanted our auditing process to be easy to 

administer and able to provide us with useful information. 

We started with separate CAM assessment compliance and 

intervention checklist audits. After many trials and feedback 

regarding ease of administration of the audits, we developed 

a combined auditing tool (Figure 22). An auditing guideline 

for new staff members has also been developed to assist with 

the understanding of how the system functions.



Figure 23: Coding stamp

Figure 24: EDS prompt
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Auditing schedule/champions roster

We worked with ward charge nurse managers to ensure that 

CAM auditing became part of their general auditing and 

tracking of outcomes.

Ward 4 established a roster assigning a different champion 

to complete two sets of patient audits each week. This 

will accumulate to ten sets of audits over five weeks 

(approximately a month). This system has proven to reduce 

the time nursing staff would need to spend auditing if they 

were to complete ten sets of audits at one time. 

Coding stamp

After consultation with the clinical coders, we developed 

a delirium coding stamp which could be stamped into the 

patient’s notes and completed by a doctor (Figure 23). When 

a clinical coder sees this stamp in a patient’s notes, they 

automatically code that patient with delirium.

This was not smooth sailing at first, as we had to decide who 

would put the stamp in the notes and who would follow up 

to make sure that a doctor had completed it. We have now 

documented a process for this.

EDS prompt

We needed to find a way to prompt doctors to ensure 

that they include delirium in the diagnosis when they are 

completing a patient’s EDS. A simple method we came up 

with for doing this was to place a visual prompt on every 

computer monitor doctors use to complete EDS.

 

REMINDER :REMINDER :               

  
AAArrreee	
  	
  	
  yyyooouuu	
  	
  	
  cccooommmpppllleeetttiiinnnggg	
  	
  	
  aaannn	
  	
  	
  EEEDDDSSS???	
  	
  	
  
DDDoooeeesss	
  	
  	
  yyyooouuurrr	
  	
  	
  pppaaatttiiieeennnttt	
  	
  	
  hhhaaavvveee	
  	
  	
  dddeeellliiirrriiiuuummm???	
  	
  	
  	
  	
  	
  
HHHaaavvveee	
  	
  	
  yyyooouuu	
  	
  	
  iiinnncccllluuudddeeeddd	
  	
  	
  dddeeellliiirrriiiuuummm	
  	
  	
  iiinnn	
  	
  	
  ttthhheee	
  	
  	
  dddiiiaaagggnnnooosssiiisss???	
  	
  	
  
	
  

Generated by CamScanner



CAM information board, including compliance graphs for 

the wards to record their progress
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How we know we have made a difference

Feedback from the nursing staff regarding the auditing tool 

has been positive. They report that the auditing tool with 

examples is easy to use and simple to understand.

The things that helped

From learning sessions with the Institute for Healthcare 

Improvement, we learnt that changes are hard to make and 

even harder to maintain unless they become embedded 

in practice. Auditing and publishing the results are useful 

ways to maintain a high profile for delirium amongst the 

interdisciplinary team. 

We found that it was very important to include staff in the 

development of our audit tools, as they will be the ones to use 

them.

The evidence that supports what we did

Reikirk et al. found that implementing routine use of the CAM 

into daily intensive care unit (ICU) practice was challenging 

but was aided by careful planning and preparation and the 

use of a step-wise implementation strategy.  Their strategy 

consisted of four phases: (1) assessing the current situation to 

understand behaviour towards delirium; (2) the identification 

of barriers to the implementation of the CAM-ICU; (3) 

preparation of the ICU team for a change in attitude; and (4) 

evaluation of the effects of implementation. They also found 

that by regular training of the ICU nurses, and checking for 

its reliable and appropriate application, the accuracy of the 

CAM-ICU observations increased.9

Foster et al. implemented an audit tool that recorded 

the assessments undertaken by ward staff along with 

interventions put in place. They found that engaging the staff 

by involving them in audits led to them being more engaged 

in the process and less likely to perceive the CAM assessment 

as adding to their workload.10  
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We learned:

»» Many of the changes that we thought would be simple 

and straightforward turned out to be complex and 

complicated.

»» The importance of keeping our aim in sight to avoid 

getting pulled off track.

»» The importance of reliability to ensure sustainability – this 

takes time but ensures a stronger change package.

»» Champions are important to drive a new concept on the 

ward.

»» Involving and consulting staff with the improvement of 

resources is vital.

»» Implementation of any concept needs to be flexible to 

allow sustainability in all clinical areas.
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