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How ToHow To
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Demonstrating and interpreting core geriatric assessments

Continuing Education
2HOURS

By Christine M. Waszynski, MSN, APRN,BC

Detecting
Delirium

The short Confusion
Assessment Method quickly
identifies four distinguishing
features of the disorder.

Overview: For patients and their loved ones, delirium

can be a frightening experience. A fluctuating mental

status is important to identify because it often signals a

need for additional treatment. The Confusion Assess-

ment Method (CAM) diagnostic algorithm enables

nurses to assess for delirium by identifying the four fea-

tures of the disorder that distinguish it from other forms

of cognitive impairment. It can be completed in five min-

utes and is easily incorporated into ongoing assess-

ments of hospitalized patients. (This screening tool is

included in the series Try This: Best Practices in Nursing

Care to Older Adults, from the Hartford Institute for

Geriatric Nursing at New York University’s College of

Nursing.) For a free online video demonstrating the use

of this tool, go to http://links.lww.com/A209.
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S
eventy-three-year-old Albert Fenn is admit-
ted to the orthopedic unit with a left inter-
trochanteric fracture, which occurred when
he tripped over his chihuahua, Wilma,
when rushing to answer his doorbell. (This

case is a composite, based on my clinical experience.)
His niece, Shirley McFarland, was at the door; when
her uncle did not answer, she peered through the
window and saw him lying on the floor. She dialed
911 and followed the ambulance to the ED.

Never married, Mr. Fenn lives alone and drives,
has dinner with family every Sunday, and plays
cards with friends every Friday. His medical history
includes diabetes, which is treated with metformin
(Glucophage) 500 mg twice daily, and no sign of
cognitive impairment.

At the time of hospitalization, his blood pressure
is 116/80 mmHg, apical pulse is 92 beats per minute
with a regular rhythm, respiratory rate is 20 breaths
per minute, and oxygen saturation is 95% on room
air. He is afebrile. Ms. McFarland says that her
uncle is acting normally. Nonetheless, nurses use the
Confusion Assessment Method (CAM) diagnostic
algorithm to screen for delirium, which reveals that
there’s no sign of it: he speaks clearly, is socially
appropriate, and concisely describes how he came to
be hospitalized, as well as details of his past. He is
oriented to time and place and reports his age and
birth date. He expresses concern for Wilma and has
a plan for her care. He asks about his impending
surgery. He is attentive and is able to spell the word
world backward. 

Mr. Fenn reports that on a scale of 0 to 10, his
pain level is 7. After confirming that he has no history
of drug allergies or adverse drug reactions, the nurse
administers hydromorphone (Dilaudid and others) 
2 mg iv for pain and methocarbamol (Robaxin)
1,500 mg by mouth for spasm. Mr. Fenn will be
assessed with the CAM regularly throughout his hos-
pitalization; his age, injury, pain, medications (the
opioid and the antispasmodic), urinary catheteriza-
tion, immobility, and impending surgery all place him
at risk for developing delirium. 

WHY USE THE CAM?
The CAM is a standardized instrument developed
for clinicians to identify delirium, an acute change in
mental status from baseline, quickly and accurately. It
can be used in both clinical and research settings and
also distinguishes dementia and delirium. (For a com-
parison of instruments that can be used to screen
for delirium in clinical settings, go online to http://
links.lww.com/A332.) 

Initially developed by Sharon Inouye and col-
leagues in the late 1980s and early 1990s from the
definition of delirium provided in the Diagnostic
and Statistical Manual of Mental Disorders, third
edition,1 the CAM has been found to agree more
closely with the definition of delirium in the fourth
edition, text revision.2, 3 A long and a short version
of the CAM are available. The short version, the
CAM diagnostic algorithm—also known as the
short CAM—includes only the four features found
to best distinguish delirium from other types of cog-
nitive impairment.4 The long version is a compre-
hensive tool used to screen for clinical features of
delirium and includes additional questions that fur-
ther define the four features of delirium identified in
the short CAM; for example, one of the 10 ques-
tions asks whether the patient has shown evidence
of increased level of activity, such as picking at bed-
clothes or tapping her or his fingers. Another asks
whether the patient has exhibited any decrease in
activity level (by, say, staring into space or not mov-
ing for long periods). While the long form may be
a more complete assessment and provide additional
detail about a patient’s behavior, the short form has
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Web Video
Watch a video demonstrating the use and 
interpretation of the short Confusion Assess-
ment Method at http://links.lww.com/A209.
Please note that because the video will also discuss the tool on assess-
ing delirium superimposed on dementia, which will be the focus of
one of the How To Try This articles in the January issue, it is not yet
available. Please try the link after January 1, 2008, to access this video.

A Closer Look
Get more information about the incidence and
prevalence of delirium in older adults, as well
as difficulties in diagnosis.

Try This: The Confusion Assessment
Method Diagnostic Algorithm
This is the tool in its original form. See page 55.
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Direct URL citations appear in the printed text;
simply type the URL into any Web browser.
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been proven to be adequate in identifying delirium.
Time constraints make the short form more practi-
cal for clinical use; it can be completed in five
minutes. The clinician assesses for the presence or
absence of delirium by assessing for the following
four features: 
1. mental status altered from baseline (acute onset

or fluctuating) 
2. inattention
3. disorganized thinking
4. altered level of consciousness

Delirium is identified only if there’s evidence of
features 1 and 2, and either 3 or 4 (or both). Patients
should be assessed with the short CAM on admis-
sion and during each shift. In addition, it should be
considered a routine part of assessment of all hos-
pitalized adults (delirium is not isolated to older

adults). For more information on the incidence and
prevalence of delirium, see Delirium: An Overview
of the Problem, above.

ADMINISTERING THE SHORT CAM
Assessment with the short CAM is made through
both observation and interview. Inouye found that
the sensitivity and specificity of the short CAM are
improved when clinicians use standardized ques-
tions from formal cognitive-testing tools such as
the Mini–Mental State Exam or the Orientation–
Memory–Concentration Test (OMCT).3 Both tools
assess orientation to time and place, short-term mem-
ory, and concentration.

If standardized questions are not used, another
approach is to engage the patient in conversation for
about one minute about the reason for her or his hos-

Delirium: An Overview of the Problem
Incidence, prevalence, and the difficulties of diagnosis.

Delirium is a significant problem that can accompany
illness and hospitalization in older adults; in 1994

Inouye and colleagues reviewed studies conducted over
several decades and found that delirium occurred in 14%
to 56% of older hospitalized medical patients.5 A more
recent metaanalysis of delirium in patients with hip frac-
ture found an incidence of 4% to 53%.6 Delirium is often
present by the time a patient seeks ED care; indeed, Elie
and colleagues found the prevalence of delirium in eld-
erly ED patients to be 9.6%.7

Delirium can occur at any time during hospitalization,
often in response to a worsening illness or new insults,
including urinary catheterization, use of physical restraints,
malnutrition, any iatrogenic event, or administration of
more than three new medications.8 Many factors usually
contribute to its development, although patients with
advanced age, severe illness, or dementia may develop
delirium in response to a single factor.8-10 Delirium is often
reversible once its causes are identified and treated. 

Delirium is found on general or specialty medical and
surgical units, with the highest incidence seen in postopera-
tive patients undergoing cardiac or orthopedic surgery,6, 11

in the ICU,12, 13 and during the last weeks of terminal ill-
ness.14 Delirium during hospitalization is associated with
increased rates of illness and death, nursing home place-
ment, and readmission, as well as prolonged and costly
hospitalizations.5 In fact, delirium may act as a prognostic
indicator for death for up to 12 months after hospitaliza-
tion.15 And it can cause significant stress in patients,
spouses, and caregivers.16

Delirium can be difficult to identify because of its tran-
sient nature and varied presentation—hypoactivity, hyper-
activity, or both—especially when it’s superimposed on
dementia or depression.17, 18 Delays in diagnosis may be
caused by clinicians’ ignorance of signs and symptoms,
the absence of formal assessment protocols, the clinicians
not considering delirium to be a significant diagnosis,
and the condition’s fluctuating nature.17

In a major study involving hospital nurses educated on
the features of delirium, Inouye and colleagues found that
nurses failed to identify 69% of patients with delirium.19

Compared with trained researchers who used formal cog-
nitive testing, nurses using the short CAM did poor jobs
of recognizing and documenting signs of disorientation,
poor memory, inattention, disorganized thinking, and
altered level of consciousness during routine care. Four
independent risk factors were associated with the under-
recognition of delirium: the patient had the hypoactive
form of delirium, was 80 years of age or older, had
impaired vision, or had dementia. The risk of underrecog-
nition increased as the number of risk factors increased.
In fact, the hypoactive form of delirium was seven times
more likely to be unrecognized by nurses than was either
the hyperactive or mixed form.19 In practice, nurses often
notice patients’ lethargy but don’t recognize it as a fea-
ture of hypoactive delirium. 

Research has shown that early identification and
treatment of delirium result in improved outcomes,20-22

including decreased mortality rates and shorter hospital
stays.23
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pitalization and status of symptoms. For example,
questions such as “What brought you to the hospi-
tal?” or “How are you feeling now?” help the nurse
assess orientation to time and place, test concentra-
tion, and evaluate  the patient’s ability to hold a coher-
ent conversation. 

Feature 1. The short CAM begins with evaluating
whether mental status has changed from baseline and
is accomplished through observation (for conditions

such as memory impairment, disorientation, or para-
noia) and the input of family members or close
acquaintances. Other sources of information include
reports from emergency medical services, previous
hospital records, the patient’s primary care provider,
home care agency staff, or clinicians in other settings
who’ve had recent contact with the patient. Family
input can be sought to determine whether mental sta-
tus has returned to baseline. 

Probably 
not delirium

Possible delirium 
with dementia

Contact primary 
care provider 
to investigate 
the cause of 

behavior change

Treat and manage: use facility protocol 
to determine cause, modify risk factors, 
protect patient, and perform ongoing 

assessments to monitor response. 

Probably
not dementia

Possible
dementia

Further assess 
patients using 
Try This best 
practices for

dementia series

Possible delirium 
without dementia

Use the 
Delirium 

Superimposed 
on Dementia

Algorithm

Assess for dementia 
using the Mini-Cog 
or Recognition of 

Dementia in Hospitalized 
Older Adults

Change in Mental Status or Other Behaviors That Would Trigger Assessment

Agitation or lethargy
Fluctuating or altered LOC 

Memory impairment or disorganized thinking
Wandering

Uncooperativeness or failure to follow instructions
Change in behavior or function

Inattentiveness
Stupor

Assess for delirium

CAM + facility’s mental 
status evaluation

LOC = level of consciousness; CAM = Confusion Assessment Method 
Note: Bold text indicates instrument is part of the Try This series.

Understanding changes in behavior in older adults is often challenging. This algorithm is designed to help you use the 
instruments in the Try This series to determine whether older adults whose behavior changes have delirium, dementia, delirium 
superimposed on dementia, or some other problem. Delirium is an acute emergency and must be identified and treated 
immediately. Delirium occurs more frequently in those with a diagnosis of dementia. Dementia cannot be diagnosed until 
the existing delirium is resolved. Identifying changes in behavior demands knowledge of “usual status,” so be sure to use all 
available resources to identify the baseline cognitive status (for example, the patient, medical records, family, primary care 
providers, and facility caregivers, should the individual reside in an assisted living facility or a nursing home). Use this 
algorithm as a roadmap in assessing your patient’s cognitive status. Be sure to work with and share your findings with other 
members of the interdisciplinary team so that older adults can receive safe and effective care. 

How to Use the Try This Series for Assessing Delirium and Dementia
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It’s very important that the details of the baseline
mental status be documented in a specific spot in
the patient’s record so that it can be used in subse-
quent CAM screenings. If a patient has no cognitive
impairment at the first CAM assessment, it can be
assumed that the patient’s baseline mental status is
normal and unimpaired. But screening becomes more
complex when a patient displays any sign of altered
mentation at the time of admission. For example, dis-
orientation to time may be an early symptom of
dementia that’s normal for the patient. But it could
also signify delirium. Therefore, the patient’s base-
line mental status must be confirmed with a reliable
source in order to determine whether the current
signs and symptoms are alterations from the norm. 

Feature 2 is inattention. Obvious signs of inat-
tention are an inability to focus on a task or on con-
versation because of lethargy or agitation. Inattentive
patients may be easily distracted by noises in the
immediate environment, or they may have trouble
keeping track of what’s being said. Other signs of
inattention may be more subtle. A patient may be
quiet and subdued, rarely initiating conversation.
She or he should be asked to spell the word world
backward, recite seven digits forward or five digits in
reverse, count backward from 20 to one, or recite the
days of the week or months of the year backward. A
patient with attention deficits will make errors or
will be unable to complete these tasks. This feature
may help to differentiate signs of dementia and those
of delirium. Patients who have dementia and no
delirium at baseline can perform simple attentional
tests (counting backward from 20 to one), unless
the dementia is advanced. 

Feature 3, disorganized thinking, can be
assessed by asking standard orientation questions.
For example, questions from the OMCT include
“Do you know what year it is? What season we’re
in? Do you know today’s date? Do you know what
month it is? About what time is it now? Where are
we?”24 Disorganized thinking makes answering these
question difficult, eliciting evasive, rambling, or irrel-
evant conversation; an illogical flow of ideas; para-
noid statements; or evidence of hallucination.
(Remember that in patients with dementia, such
signs may be a part of baseline status.) 

Feature 4, determined by behavioral assessment,
is altered level of consciousness. If the patient’s level
of consciousness is determined to be anything other
than alert (vigilant or restless, lethargic, stuporous or
comatose) the patient is considered positive for this
feature. Restlessness, agitation, and fearfulness are
symptoms of hyperactive delirium, while lethargic or
stuporous states may reflect hypoactive delirium. In
mixed delirium, patients fluctuate among hypoalert,
hyperalert, and normal levels of consciousness.
Clinicians frequently don’t recognize hypoalert states,
often because of their subtle presentation.19

Mr. Fenn. Margorie Wyman, a nurse on the unit,
is called into Mr. Fenn’s room. His niece is worried
about his behavior. After introducing herself, Ms.
Wyman explains, “Your brain can be affected by ill-
ness, and we need to monitor how well your brain
is working. I’d like to ask you a few questions.” Mr.
Fenn says, “What am I doing here? It’s time to feed
the dog. Where’s Wilma?” Ms. Wyman, who admit-
ted him earlier in the day, sees a distinct change in
his mental status from the baseline assessment; she
notes that he is positive for feature 1. “Mr. Fenn,”
she asks, “would you like your niece to remain in
the room while we talk?” (The patient should
always be given the choice to complete the assess-
ment in private.) “She should stay!” he says. “Am I
going crazy?” “You’re just fine,” Ms. Wyman
assures him. “Your niece can stay, but please,” she
says, turning to the woman, “don’t help him answer
any questions. We’ll get better information if he
does this on his own.” His niece nods. “Mr. Fenn,
can you spell the word world backward for me?”
He begins but is soon distracted by the items on his
bedside table. Ms. Wyman notes that he is positive
for inattention, feature 2 on the short CAM. “Mr.
Fenn, do you know today’s date?” she asks next. He
seems confused by the question, and again, asks for
his dog and for a can opener to open her food. He
has feature 3, disorganized thinking. Finally, the
nurse notes that his anxiety and vigilance are not
abating; she notes the presence of “altered level of
consciousness.” 
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For more information on the Confusion Assessment Method
and other geriatric assessment tools and best practices, go to
www.hartfordign.org, the Web site of the John A. Hartford
Foundation–funded Hartford Institute for Geriatric Nursing at
New York University College of Nursing. The institute focuses on
improving the quality of care provided to older adults by promot-
ing excellence in geriatric nursing practice, education, research,
and policy. Download the original Try This document on the
Confusion Assessment Method by going to www.hartfordign.
org/publications/trythis/issue13.pdf. 

For more information on best practices in the care of older
adults go to www.ConsultGeriRN.org. The site lists many related
resources and offers continuing education opportunities.

Go to www.nursingcenter.com/AJNolderadults and click on the
How to Try This link to access all articles and videos in this series.

Online Resources
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The Confusion Assessment Method (CAM)
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WHY: Delirium occurs in 25-60% of older hospitalized patients, and is associated with an increased risk of nursing home admission,
increased costs, length of stay, mortality rates, functional decline, and increased use of chemical and physical restraints. Risk factors
for delirium include older age, dementia, infection, severe illness, multiple co-morbidities, dehydration, psychotropic medication use,
alcoholism, vision impairment, and fractures. Delirium is often unrecognized by clinicians. Therefore, patients should be assessed
frequently using a standardized tool to facilitate prompt identification and management of delirium and underlying etiology.

BEST TOOL: The Confusion Assessment Method (CAM) was intended to provide a new standardized method to enable non-
psychiatrically trained clinicians to identify delirium quickly and accurately in both clinical and research settings. Both a long and
short version of the CAM are available. The long version is a comprehensive assessment instrument that screens for clinical features of
delirium and correlates to DSM IV criteria. The short version includes only those four features that were found to have the greatest
ability to distinguish delirium from other types of cognitive impairment. There is also a CAM-ICU version for use with non-verbal
mechanically ventilated patients.

VALIDITY AND RELIABILITY: Both the CAM and the CAM–ICU have demonstrated sensitivity of 94-100%, specificity of 89-95% and
high inter-rater reliability. Several studies have been done to validate clinical usefulness.

STRENGTHS AND LIMITATIONS: The CAM can be incorporated into routine assessment and has been translated into several
languages. The CAM was designed and validated to be scored based on observations made during brief but formal cognitive testing,
such as the Mini-Mental State Examination (or other brief mental status evaluations).  There is a false positive rate of 10%. Training to
administer and score the tool is necessary to obtain valid results. The tool identifies the presence or absence of delirium but does not
assess the severity of the condition, making it less useful to detect clinical improvement or deterioration.

FOLLOW-UP: The presence of delirium warrants prompt intervention to identify and treat underlying causes and provide supportive
care. Vigilant efforts need to continue across the healthcare continuum to preserve and restore baseline mental status. 

MORE ON THE TOPIC:
Best practice information on care of older adults: www.ConsultGeriRN.org.
The Hospital Elder Life Program (HELP), Yale University School of Medicine. Home Page: http://elderlife.med.yale.edu.

Useful websites for clinicians including the CAM Training Manual: http://elderlife.med.yale.edu/public/doclinks.php?pageid=01.02.03.
American Psychiatric Association. (2000). Diagnostic and statistical manual of mental disorders (4th ed.). Washington D.C.
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The Confusion Assessment Method Instrument:
1. [Acute Onset] Is there evidence of an acute change in mental status from the patient’s baseline?

2A. [Inattention] Did the patient have difficulty focusing attention, for example, being easily distractible, or having difficulty
keeping track of what was being said?

2B. (If present or abnormal) Did this behavior fluctuate during the interview, that is, tend to come and go or increase and
decrease in severity?

3. [Disorganized thinking] Was the patient’s thinking disorganized or incoherent, such as rambling or irrelevant conversation,
unclear or illogical flow of ideas, or unpredictable switching from subject to subject?

4. [Altered level of consciousness] . Overall, how would you rate this patient’s level of consciousness? (Alert [normal]; 
Vigilant [hyperalert, overly sensitive to environmental stimuli, startled very easily], Lethargic [drowsy, easily aroused]; 
Stupor [difficult to arouse]; Coma; [unarousable]; Uncertain)

5. [Disorientation] Was the patient disoriented at any time during the interview, such as thinking that he or she was
somewhere other than the hospital, using the wrong bed, or misjudging the time of day?

6. [Memory impairment] Did the patient demonstrate any memory problems during the interview, such as inability to
remember events in the hospital or difficulty remembering instructions?

7. [Perceptual disturbances] Did the patient have any evidence of perceptual disturbances, for example, hallucinations,
illusions or misinterpretations (such as thinking something was moving when it was not)?

8A. [Psychomotor agitation] At any time during the interview did the patient have an unusually increased level of motor
activity such as restlessness, picking at bedclothes, tapping fingers or making frequent sudden changes of position?

8B. [Psychomotor retardation]. At any time during the interview did the patient have an unusually decreased level of motor
activity such as sluggishness, staring into space, staying in one position for a long time or moving very slowly?

9. [Altered sleep-wake cycle]. Did the patient have evidence of disturbance of the sleep-wake cycle, such as excessive daytime
sleepiness with insomnia at night?

The Confusion Assessment Method (CAM) Diagnostic Algorithm
Feature 1: Acute Onset or Fluctuating Course
This feature is usually obtained from a family member or nurse and is shown by positive responses to the following questions:
Is there evidence of an acute change in mental status from the patient’s baseline? Did the (abnormal) behavior fluctuate during
the day, that is, tend to come and go, or increase and decrease in severity?

Feature 2: Inattention
This feature is shown by a positive response to the following question: Did the patient have difficulty focusing attention, for
example, being easily distractible, or having difficulty keeping track of what was being said?

Feature 3: Disorganized thinking
This feature is shown by a positive response to the following question: Was the patient’s thinking disorganized or incoherent,
such as rambling or irrelevant conversation, unclear or illogical flow of ideas, or unpredictable switching from subject to
subject?

Feature 4: Altered Level of consciousness
This feature is shown by any answer other than “alert” to the following question: Overall, how would you rate this patient’s
level of consciousness? (alert [normal]), vigilant [hyperalert], lethargic [drowsy, easily aroused], stupor [difficult to arouse], 
or coma [unarousable]) 

The diagnosis of delirium by CAM requires the presence of features 1 and 2 and either 3 or 4.

CAM Instrument and Algorithim adapted from Inouye, S., van Dyck, C., Alessi, C., Balkin, S., Siegal, A. & Horwitz, R.
(1990). Clarifying confusion: the confusion assessment method. Annals of Internal Medicine, 113(12), 941-948.
Reprinted with permission.
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OTHER CONSIDERATIONS
If a translator is used, ask that person to translate
the patient’s responses literally, not by interpreta-
tion. Family members may have trouble doing this;
therefore, whenever possible, a translator should be
used who is not a relative or close friend. 

Training. To improve accuracy in the use of the
short CAM, nurses should be trained.25, 26 In a study
of 25 nurses, Lacko and colleagues found that those
trained in the use of the short CAM along with a
brief but formal cognitive assessment were able to
improve their identification of delirium significantly.25

Tabet and colleagues found that formal presenta-
tions, group discussions, and one-on-one teaching
with staff helped reduce the prevalence of delirium
and improved detection.27

Translations. The CAM has been translated into
six languages. It has also been adapted for use in the
ICU,13 in the ED,28 and over the telephone.29 (See
Versions of the CAM, above.)

COMMUNICATING THE RESULTS
When a nurse identifies delirium using the CAM,
other team members must be made aware of it
immediately; the cause may be a new complication
requiring immediate treatment. Patients who remain
delirious from shift to shift must be discussed in
rounds so that the cause is treated and the patient’s
basic needs—nutrition, hydration, comfort, mobil-
ity, elimination, and safety—are continually met. 

Delirium can be very stressful to families, who
need explanations of its causes and projected course.
Family members’ help can be enlisted in promoting
safety, calm, and normalcy until underlying causes
are treated and the delirium resolves. They can bring

#

Versions of the CAM
The Confusion Assessment Method for the ICU (CAM–ICU) allows
the examiner to assess attention and disorganized thinking in
nonverbal (ventilated) patients.13, 30, 31 It assesses the same four
features as the short CAM but incorporates nonverbal tasks such
as picture recognition and yes-or-no logic questions.

The specific method (SPEC). Feature 1 reads “acute onset and
fluctuating course.” This is used to increase the certainty of the diag-
nosis, but some cases may be missed. Inouye suggests using this in
a research setting. The diagnosis is “probable or definite delirium.”3

The sensitive method (SENS). Feature 1 reads “acute onset or
fluctuating course. This will detect as many cases of delirium as
possible, and is probably more practical in the clinical setting
when the CAM is being used as a screening tool. The diagnosis
is “possible or probable delirium.”3

CAM and the telephone. This is the standard CAM used over
the phone.29 Observation is not possible. Researchers assessed
41 patients by telephone and followed up with face-to-face
assessment. Eight patients were diagnosed with delirium after the
phone assessment; this diagnosis was confirmed in six of these
patients upon personal interview. None of the 33 patients who
tested negative for delirium by phone were found to have delir-
ium upon face-to-face assessment.

Challenges that may arise. Some patients may
feel threatened by standardized questions that test
mental status. In such a case, engage the patient in
conversation and listen closely for errors, repetitions,
language problems, and lethargy or agitation. Finally,
the CAM is not appropriate for comatose patients;
patients must be able to respond to the examiner in
order to complete the assessment. 

SCORING AND INTERPRETING THE RESULTS
A positive result on the short CAM requires evi-
dence of both features 1 and 2 and either 3 or 4
(patients with dementia who do not have delirium
will not display features 1, 2, or 4). If delirium is
superimposed on dementia, the patient will display
features 1 and 2 and either 3 or 4. Results of the
short CAM do not reflect the severity of delirium.

Mr. Fenn has delirium, having exhibited each of
the four features on the CAM. Ms. Wyman consid-
ers causes and discusses the following with the team:
• discontinuing the urinary catheter immediately
• performing urinalysis with reflex culture 
• discontinuing methocarbamol and beginning

acetaminophen 650 mg orally every six hours
while awake for discomfort, perhaps allowing a
reduction in hydromorphone dosage 

• mobilizing him as soon as possible after surgery
• anticipating postoperative delirium

Ms. Wyman also puts into place measures to main-
tain Mr. Fenn’s safety and function until the delir-
ium is resolved. These include 
• reviewing vital signs, bowel and bladder records,

sleep patterns, and medications.
• assessing his pain level.
• implementing fall-prevention measures.
• keeping his glasses within his reach.
• activating the bed alarm.
• placing a sign nearby stating, “Stay in bed. Push

the red button for help.” 
• placing the call button in his lap and moving him

to a room that’s closer to the nurses’ station.
• inviting family to spend more time with him, espe-

cially during mealtimes.
• instructing aides to offer food and drink hourly. 
• arranging activities that stimulate cognition and

socialization, such as card games and visits from
volunteers. 
Reassessment. The CAM should be administered

at predetermined intervals in order to identify any
fluctuating or subtle signs of delirium. Assessment at
every shift can track the patient’s mental status over
the course of hospitalization. A resolving delirium
may indicate a patient’s improvement, while a newly
occurring delirium can be a sign of a new complica-
tion or the worsening of the underlying problem. 
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familiar items to the patient, sit with the patient
during procedures, reminisce, reassure the patient of
her or his safety, and encourage the patient to eat and
drink. Some patients with delirium will recognize that
their thought processes are faulty, and they should be
told that this is temporary. 

Mr. Fenn, continued. Testing reveals that he has
a urinary tract infection, which is treated with an
antibiotic and discontinuation of the urinary cath-
eter. Both the hydromorphone and methocarbamol
are discontinued, and he remains comfortable with
acetaminophen 650 mg every six hours. Within 24
hours of the new interventions, Mr. Fenn’s delirium
begins to clear. He undergoes surgery without com-
plication and without recurrence of delirium. His
mental status returns to baseline within 24 hours of
the surgery. He begins walking on his first postop-
erative day and is discharged to a subacute rehabil-
itation facility on his third day. His discharge
paperwork notes the episode of delirium, which cli-
nicians believe to have been caused by a combina-
tion of hydromorphone, methocarbamol, and a
urinary tract infection. After two weeks, he returns
home with a prescription for home care services.
Within three months of his accident he is living
independently again. 

CONSIDER THIS 
What is the evidence that clinicians can rely on
the short CAM to identify patients experiencing
delirium? The CAM is widely used in a variety of
clinical settings, including the ED.32 In general, it
has been found to be a valid tool for screening for
delirium, with a high degree of sensitivity and speci-
ficity, while being easy to administer. 
• Reliability. The reliability and validity of the

short CAM depend on the training of those
administering it. In one study, interrater reliabil-
ity was 84% to 100%.4

• Validity. Studies done to assess the validity of the

CAM vary according to how the tool is adminis-
tered (with or without formal cognitive testing),
the method of scoring, who is administering it,
and whether the tester was trained in the use of
the tool.19, 26, 33

m Sensitivity. In one study using the short CAM,
86% of patients were correctly identified as
having delirium.32

m Specificity. Using the short CAM, 90% to
100% of patients without delirium were cor-
rectly identified.4, 32

For further discussion of the studies on the psycho-
metric properties of the CAM and on telephone and
ICU versions of the tool, as well as a comparison 
of delirium-assessment tools, go to http://links.lww.
com/A333 and http://links.lww.com/A332. t
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