Delirium Treatment through a Multidisciplinary Behavioral Intervention

Marja Anton, Quinton Allred, Laura Lockwood, and Santosh Reddy
Department of Internal Medicine, University of Utah, Salt Lake City

Background

“Delirium is a serious disturbance in mental abilities that
results in confused thinking and reduced awareness of your
environment (Mayo Clinic, 2015).”

It is one of the most common neuropsychiatric syndromes
encountered by clinicians treating hospitalized patients. It is
estimated to affect up to 56% of hospitalized patients with
hospital mortality rates of up to 25%.

Studies have suggested that delirium adds an extra $60,000
in additional health care costs per delirious patient per year.
Delirium is potentially avoidable, however, systematic
interventions to prevent and treat it have yet to be adopted
and implemented across the nation.

In an effort to prevent the clinical impact of delirium at our
hospital, we developed a delirium prevention checklist that
would include all the key components for delirium
prevention.

Specific Aims

1. The aim of the project was to pilot test the
implementation of our delirium prevention checklist.

2. The aim of this report is to describe cost related outcomes

of our pilot intervention.

Intervention

Participants: Any patient from the University of Utah
Medical Center who was admitted to one of two separate
medical floors for whom delirium was diaghosed and a
close supervision panel was ordered. Exclusion criteria
included suicidal patients.

Our pilot intervention was implemented in October 2017,
in two medical floors (WP5 and AIMA).

Every time a close supervision panel was ordered for a
patient, the sitter was instructed to go through our
delirium prevention checklist with the patient.

The check list addresses the key components of delirium
prevention: cognitive stimulation, orientation, facilitation
of sleep, and early mobilization (COFE) .

Please see Figure 1 for examples of our checklist items.

Study of Intervention

* Baseline data on healthcare cost in delirious patients was
collected from October 2016 to October 2017 at the
University of Utah Medical Center.

 Measures: cost per patient day and extrapolated costs per
year.

Figure 1. Delirium prevention (COFE) check list
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Results

Figure 2. Cost per patient day on two separate

medical floors
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Figure 3. Extrapolated Cost Per Year
(est. 14,755 patient days)
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Discussion

 Qur study demonstrates that a simple intervention, such
as a checklist, may reduce the related healthcare cost,
presumably by decreasing the duration of delirium.

 Qurdelirium check list did not increase overhead cost, as
the checklist was implemented by existing personnel.

* The checklist poses no risk to patients, unlike other
interventions such as medications or restraints, and can
be safely implemented on any hospital floor.

Conclusion

e Deliriumis a very common problem in hospitalized
patients and leads to increased patient morbidity and
mortality. Additionally, it can significantly increase
healthcare cost. Our study demonstrates that a preventive
interventions such as frequent re-orienting and social
engagement can reduce healthcare cost.

* Future direction includes analyzing the data for length of
stay and hospital wide implementation. Additionally, it
may be useful to assess whether this intervention
decreases duration of delirium in affected patients.
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