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Case Study 17.1
1. Delirium is an acute syndrome that occurs often and is called acute confusion.  2. When older patients are hospitalized they often experience delirium in this setting. 3. Sarah is at high risk for having postoperative delirium because of her mental status is already on the diminished side.  Her risk factors are the Celexa she is taking and her low score on the cong tests. Recent studies demonstrate that delirium persists through hospital discharge in 25%–50% of those affected. Among those discharged with delirium, persistence rates of up to 50% at 1 mo have been reported. Risk factors for delirium persistence predominantly relate to individual vulnerability, including advanced age, preexisting dementia, and functional impairment, but also include severity of delirium and use of restraints. 4. Among those admitted to intensive care units, the prevalence of delirium is much higher, and when rates for delirium are combined with those for stupor and coma, prevalence rates can exceed 75%. 5. This syndrome is not always reversible. While dementia is an established risk factor for delirium, evidence is increasing that the relationship may be bidirectional. A series of studies demonstrated that non-demented patients who develop delirium are at increased risk of incident dementia over the next 1–5 yr. 6. Delirium may be the most common complication after surgery in older adults. The incidence is 15% after elective non-cardiac surgery, and up to 50% after high-risk procedures such as hip fracture repair. 7. The way we can help lower the risks for Sarah is treating any underlying conditions such as infection.  Another way is to have to patient discharged as soon as stable enough too, this will help the patient by being home in her own surroundings. 8. CAM testing is assessing the patient to see if she has any of the three features. The three main ones are disorganized thinking, inattentive, altered level of concisions.  This will assess the patients risk for delirium.  9.  There are many different drugs that affect the risk for delirium. Central acting agents, Analgesics, Antibiotics, are just a few that have a large impact on delirium. 10. Lilly did the Cam test and the Mimi-cog which both test have to do with assessing the patient and putting them into different categories. The GDS scale asks different questions and determines if the patient can remember and answer the questions correctly. 



References
Doerflinger,  D. M. (2007). How to try this: The mini-cog. Americian Journal of Nursing, 12(107), 62-71. Retrieved from http://www.nursingcenter.com/prodev/ve_artical.asp?tid=756614# 
Kurlowicz, L., & Greenburg, S. A. (2007). The geriatric scale (GDS). Hartford Institute for Geriatric Nursing. Retrieved from http://consultgerirn.org/upload/file/trythis/try_this_4.pdf
Mauk, K. L. (2010). Gerontological nursing: Competencies for care (2nd ed.). Boston: Jones & Bartlett.
Waszynski, C. M. (2007). The confusion assessment method (CAM). Hartford Institute of Geriatric Nursing. Retrieved from http://consultgerirn.org/upload/file/trythis/try_this_13.pdf




Case Study 17.3
1. This patient is in the stage 6 of Alzheimer’s.  2. The main thing the family can do for her is keep her in the long-term care. They can also put pictures in the room and try to keep her oriented to family. 3. The behaviors can be one of the hardest things to deal with; one way to help is stay calm and understanding. Also be flexible with their request, try to accommodate them. 4. Keep the environment the same and have 24 hour care is very important to keep her safe. Also visiting often and offering comfort. 5. The two ways to communicate are in person and with pictures. 6. The main ways to help with incontinence is setting a schedule and using pads if there were an accident to happen. Having a schedule will help with her getting out of bed without help.   7. Being safe when eating is also in important, having her feed herself can help and having her set up while eating can help reduce chocking. 8. Making sure she stays dry and clean will help with skin breakdown. Also nutrition is a big factor in her skin health. 9. Her facial expression is a large cue if the patient is having pain. But with this disease it can be hard to tell pain. 10. Hospices can help with more end of life care. They are experts in this field and can help with care and management. 
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