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1. Delirium “is a syndrome that occurs relatively acutely and is often called acute confusion” (Mauk, 2010, pg. 538).
2. 45% - 59% of older adults experience delirium when in the hospital (Mauk, 2010, pg. 474).
3. Sara is at risk of postoperative delirium because it is associated with poor outcomes including functional decline, longer hospitalization, institutionalization, greater costs, and higher mortality (Robinson & Eiseman, 2008).  Sara has functional decline since her activity level has decreased, longer hospitalization after her hip replacement surgery, and great costs due to the surgery. 
4. Surgery increases the risk for delirium because of “advanced age, pre-existing dementia, pre-existing physical disability, history of alcohol abuse, and very abnormal results of certain blood tests” (American Geriatric Society, 2005).  Postoperative delirium is more common after hip surgery and chest surgery.	Comment by Mary: Direct quote needs pg nu
5. Delirium is usually reversible since it is caused by an underlying medical problem.  Once that underlying medical problem is diagnosed and treated, the delirium symptoms usually subside.  
6. Certain negative sequelae that may occur from delirium is a decline in functional abilities (activities of daily living) as well as persistent cognitive deficits, particularly in elderly patients.  Long-term mortality rate after an episode of delirium is elevated, also.  
7. Sara’s risk for developing delirium while in the hospital can be reduced by “administering medications judiciously, prevent/promptly and appropriately treat infections, prevent/promptly treat dehydration and electrolyte disturbances, provide adequate pain control, maximize oxygen delivery (supplemental oxygen, blood, and BP support as needed), use sensory aids as appropriate, regulate bowel/bladder function, provide adequate nutrition” (Tullmann, Mion, Fletcher, & Foreman, 2008).	Comment by Mary: Same as above
8. The Confusion Assessment Method (CAM) has both a long and short version available. The long version is a comprehensive assessment instrument that screens for clinical features of delirium. The short version includes only those four features (1. acute onset or fluctuating course, 2. inattention, 3. disorganized thinking, and 4. altered level of consciousness) that were found to have the greatest ability to distinguish delirium from other types of cognitive impairment (Waszynski, 2007).  Delirium can be diagnosed if someone has both an acute onset and inattention, along with one of others either disorganized thinking or altered level of consciousness (Mauk, 2010, pg. 538). 
9. Medications that can increase one’s delirium are analgesics, antiemetics, antihistamines, antihypertensives, antipruritics, antiseizure medications, anxiolytics, bladder relaxants, gastrointestional antispasmodics, H2 antagonists, muscle relaxants, and tricyclic antidepressants (Mauk, 2010, pg. 540).
10. The GDS Long Form “is a brief, 30-item questionnaire in which participants are asked to respond by answering yes or no in reference to how they felt over the past week. A Short Form GDS consists of 15 questions.  Of the 15 items, 10 indicate the presence of depression when answered positively, while the rest (question numbers 1, 5, 7, 11, 13) indicated depression when answered negatively. Scores of 0-4 are considered normal, depending on age, education, and complaints; 5-8 indicate mild depression; 9-11 indicate moderate depression; and 12-15 indicate severe depression. The Short Form is more easily used by physically ill and mildly to moderately demented patients who have short attention spans and/or feel easily fatigued. It takes about 5 to 7 minutes to complete” (Kurlowicz, 2007).	Comment by Mary: Pg nu?
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