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Case Study 17.1
1. 	Delirium is a disturbance in cognitive change developing over an acute amount of time fluctuating throughout the day, and is generally cause by an underlying medical condition or medications (Mauk, 2010).  Delirium can be reversible if acted on appropriately, where as dementia cannot.
2.	Delirium is experienced by 45-59% of older hospitalized adults (Mauk, 2010).  This means that half of the hospitalized patients in the geriatric populations will experience delirium and it is our job as nurses to recognize and help stop this process. 
3.	Yes (Gao, R., Yang, Z., Shi, Z., &  Fu, Q., 2008) .  Sara is at an advanced age which increases her risk.  She also has a history of depression, which can exacerbate delirium.  Sara also has had an increase in her ability to retain short term memory and her current medication can also affect delirium chances.	Comment by Mary: You do not use first initial in cite
4.	Surgery changes the fluid and electrolytes in the body, which can disturbed the balances in the body (Gao, R., et al., 2008).  Anesthesia is a common cause of delirium, with your age and amount of anesthesia used to being the largest risk factors in causing delirium (Mauk, 2010).  Sara is at a greater risk for the delirium with her kidney function having declined with normal aging, this affects her break down of the anesthesia and her electrolytes being at a higher risk of imbalance.	Comment by Mary: No initial here
5.	Delirium is not always reversible.  In the medical field there are no “always”.  In cases of hospital delirium 25 % of cases result in permanent neurologic damage and possibly even death (Mauk, 2010).   Delirium is very serious and needs to be acted on at the first sign exhibited.
6.	Delirium can cause falls, confusion, anxiety, altered perception, which can result in a longer hospitalization or a preventable hospitalization.  Delirium makes the patient a danger to themselves as well as a danger to others.
7.	To lower Sara’s risk of experiencing delirium it is important to monitor her medications, electrolytes, mental state, infection status, blood count, and environment (Tullmann, Mion, Fletcher, & Foreman, 2008).  Sara needs to be on minimal medications and in optimal health to lower her risk of delirium as well as have a consistent, safe, stable environment.
8.	The CAM is used as an observation tool during interactions with the patient.  The CAM is based on acute onset, inattention, and either disorganized thinking or altered level of consciousness (Waszynski, 2007).  The Cam will evaluate if the patient is confused based on their baseline level of orientation.  You then look at their ability to hold attention, if they were able to listen and focus on their conversations or if they tended to drift, wander, or have no idea of what was going on.  If both these are present you then assess for one of the two; disorganized thinking or altered level of consciousness.  These would be based off of their baseline, and it they are able to think in a linear path or if their thoughts are everywhere and do not make sense. 
9.	Analgesics, anticholinergics, antidepressants, sedatives, corticosteroids, and dopamine antagonist increase the risk for  delirium in patients (Mergenhagen, & Arif, 2008).  These medications are very common in the older population as several of them suffer from lung problems, depression, and pain making these drugs used frequently.
also Benzodiazepines, H2 blockers, Beta-blockers, Antihistamines, Antiemetics
10.	The GDS is a simple short form questionnaire with yes or no answers that is based on how this person has been feeling and is used to judge is they have symptoms of depression, a score of less than 4 yield low depression risks (Kulowicz, & Greenberg, 2007).  The mini-cog assessment asks the person a series of questions and task, checking their long term, short term, and comprehensive memories.  This test is used to rate the person based on how many of the tasks they are able to complete correctly.  The Trails B test is done by having the examiner instruct the client to draw a trail, but the test has some discrepancies in accuracy, because a simple mistake, such as not returning the pencil can significantly lower the client’s score (Long, 1997).
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