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Because of physical and metabolic changes during end
of life, patients with dementia are very susceptible to
develop delirium. The recognition of delirium with
underlying dementia can be difficult because of their
overlapping behavioral manifestations. Previous studies
conducted among nurses caring for patients with
delirium have shown that nurses are often not able to
detect the presence of delirium using their subjective
assessments. This study evaluated the nurses’ ability
to subjectively assess for delirium in patients with
underlying dementia in end of life. Their findings were
compared with the results of objective assessments
performed by the researcher using Confusion
Assessment Method. In 30 paired assessments, the
objective and subjective assessments had the same
findings. The remaining 20 paired assessments showed
disagreement between the subjective and objective
findings. A 0 measure of agreement was performed
with a result of 0.074 and a significance of P 9 .05. This
finding indicates no statistically significant agreement
between the subjective nursing assessment for delirium
and the objective assessment using Confusion
Assessment Method. Accurate nursing assessment
yields appropriate nursing interventions. The findings of
this study support the need for improved subjective
nursing assessment for delirium in patients with
dementia at the end of life.

KEY WORDS
confusion assessment method, delirium, dementia, end of
life, hospice, nurses, nursing

Delirium is a cognitive disorder of an acute onset and
a fluctuating course. It is manifested by impaired
consciousness, attention, and perception.1 During

end of life, patients’ ability to maintain their physical, emo-

tional, and psychosocial integrity is threatened by changes
caused by their terminal illnesses. Patients with underlying
dementia who develop superimposed delirium are particu-
larly vulnerable to this threat because of cognitive and phys-
ical changes associated with these conditions. The cognitive
and physical changes associated with dementia are very
similar to the changes patients experience with delirium,
making it difficult to identify the underlying cause and ap-
propriate treatment. Accurate nursing assessment for delirium
may result in providing appropriate nursing interventions.
Nursing interventionsmay help maintain patients’ comfort,
promote improved quality of life, and make the dying ex-
perience easier for patients and their families. Therefore,
the purpose of this study was to identify nurses’ subjective
ability to assess for delirium in patients with underlying
dementia during end of life by comparing nurses’ findings
for agreement or disagreement with the results of an objec-
tive assessment instrument, the Confusion Assessment
Method (CAM).2

BACKGROUND

Americans are living longer than ever before, and this in-
crease in longevity has brought new problems to the clin-
ical setting. For example, an increase in patients diagnosed
with dementia has been identified.3 An estimated 90% of
people with dementia will develop behavioral symptoms
such as aggression, disruptiveness, inability to cooperate,
hypoactivity, apathy, and social withdrawal.4 Behavioral
symptoms are often challenging to patients and their fam-
ilies and caregivers.4

Many peoplewith dementiawill also develop delirium.5

Delirium increases as people approach the end of their
lives. Delirium is estimated to occur in up to 83% of people
with dementia at the end of life.5 Delirium appears to be
prevalent among peoplewho are dying, not just thosewith
dementia. In fact, approximately 80% of patients with ad-
vanced cancer will eventually experience delirium in their
final days.6 Among all patients admitted to hospice care,
42% already suffer from delirium, and another 32% to 45%
develop delirium in their last week of life.7

Similar cognitive deficits and behavioral symptoms
associated with both delirium and dementia make it diffi-
cult to distinguish between the 2.8 A study conducted by
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Rice et al9 showed that delirium in the presence of under-
lying dementia is underdiagnosed a majority of the time.9

Patients with delirium typically exhibit acute-onset confu-
sion that fluctuates to periods of lucidity and resolves with
the treatment of the underlying cause.10 In addition, the
patient’s level of consciousness becomes impaired. Pa-
tients may exhibit agitation that progresses to lethargy with
a rapid clinical deterioration.10 Medications, metabolic
changes, infection, and hypoxia are among the identified
causes of delirium.11 The confusion associatedwith delirium
is sometimes mistaken for dementia.10 Unlike delirium,
physical and cognitive changes tend to happen progres-
sively over time with dementia.12 The same physical and
cognitive changes seen in delirium are usually evident only
in the later stages of dementia.12

SIGNIFICANCE TO NURSING

In end-of-life care, recognizing and differentiating delirium
from dementia become more complex because the physi-
cal and cognitive changes in dementia are caused by com-
plications stemming froma terminal condition.Management
approaches for these conditions also tend to be different as
the focus shifts from curative to palliative care. Delirium is
underrecognized by nurses, although it is common.10 It is
important for nurses to have the ability to detect delirium
during end-of-life care as the goals of comfort, quality of
life, and dignified death are pursued.

Because the signs and symptoms of delirium and de-
mentia tend to overlap, nurses are often unable to identify
whether they are observing complications related to de-
mentia or delirium.8 Delirium can be caused by potentially
reversible conditions or unmet needs, such as urinary re-
tention and constipation, and does not always require
medications.12 The management of delirium is typically
geared toward addressing the underlying etiology.12When
medications are needed, antipsychotics are the drugs of
choice for delirium.13 Terminal delirium, however, is irre-
versible and tends to indicate an approaching death.13

Nurses’ ability to accurately assess for terminal delirium
allows them to prepare other staff and family members
for impending death. Accurate nursing assessment and
identification of delirium or dementia are crucial to care
management; otherwise, nurses might inappropriately
medicate a patient for a condition that does not warrant a
pharmacologic approach. Inaccurate assessment and sub-
sequent nursing diagnosis may result in the use of medica-
tions that can potentially cause undesirable adverse effects
and unnecessary costs.

CONCEPTUAL FRAMEWORK

In the Conservation Model of Nursing, Levine claims that
nursing interventions are intended to protect patients’ integ-

rity by conserving their energy, structural integrity, personal
integrity, and social integrity.14 Nurses who are considered
part of the client’s environment use their knowledge, skills,
and compassion to maintain their client’s integrity. Among
Levine’s assumptions are that an individual’s life is con-
stantly changing, so nursing interventions should be guided
by the client’s unique attributes.14 Protecting a patient’s in-
tegrity is achievedbymaintaining abalancebetween activity
and aperson’s energy, encouraging participation in decision
making, and preservation of the patient’s ability to engage
with the people around him/her, including his/her family.14

Nursing interventions are influenced by careful, ongoing
observation.14

In this study, end of life and underlying dementia were
identified as potential threats to the patients’ integrity. The
ability of nurses to use their subjective assessment skills to
identify the presence or absence of behavioral and cogni-
tive manifestations related to delirium and to distinguish
these symptoms from those that are caused by dementia
was evaluated. Accurate nursing assessment results to ap-
propriate nursing interventions that will promote patients’
integrity as described by Levine.14

RESEARCH QUESTION

In this study, the results of nurses’ subjective assessment of
delirium among patients in end-of-life carewith underlying
dementia were compared for agreement or disagreement
with the results of objective assessments obtained using
a validated assessment tool (CAM).2 The findings of this
study were analyzed to answer the research question: Are
nurses able to accurately assess for delirium inpatientswith
dementia during end of life using their subjective assess-
ment skills?

LITERATURE REVIEW

An integrative review of the literature was performed using
the keywords ‘‘delirium,’’ ‘‘dementia,’’ ‘‘hospice,’’ ‘‘end-of-life,’’
‘‘nursing,’’ ‘‘Confusion Assessment Method,’’ ‘‘cancer,’’ and
‘‘nurses.’’ The search was initially conducted in CINAHL,
PubMed, Cochrane Library, and UpToDate for literature
published from January 2008 to July 2014 to find recent find-
ings related to the research question. Journals with a focus
on delirium were also hand searched for relevant articles.
Medical andnursing journalswere included to gain perspec-
tives on both nursing and medical care for delirium and de-
mentia. Because of the limited information available on the
relationship between delirium and dementia in end-of-life
nursing care during the initial search, another search was
conducted using open-ended dates. Overall, the search
yielded 36 articles. Articles that included delirium in de-
mentia, delirium in end of life, dementia in end of life, use
of theCAM inassessing for dementia, andnursing assessment
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of delirium and dementiawere selected for review. Articles
that focused on confusion not related to dementia or delir-
ium were excluded. A total of 4 articles met criteria for
inclusion in the review.

A prospective, descriptive study that measured nurses’
ability to assess for deliriumwas conducted in 2011 by Rice
et al9 among 170 older adult patients who were found at
risk for delirium in a 541-bed tertiary care teaching facility
in the southeastern United States.9 The researchers exam-
ined the rate of agreement and disagreement between 4 re-
searchers and a sample of 167 nurses in rating for delirium
using the CAM.9 The nurses were only able to detect delir-
ium 25% of the time.9 The factors identified to contribute to
the nurses’ failure to recognize delirium in these patients
include advancing age, length of stay, dementia, and pres-
ence of hypoactive delirium.9 The study recommended
additional research on the use of clinical decision-making
processes in improving recognition of delirium.9

This study was limited by its use of a convenience sam-
ple of medical-surgical patients with English literacy.9

Adding to its limitations was a lengthy consent process that
negatively impacted enrollment, the low incidence of delir-
ium, and the use of the nurses’ CAM documentation to in-
dicate delirium recognition rather than validating their
ability to recognize delirium-related features.9

Nurses’ ability to recognize delirium was also examined
in an observational study conducted in a single-center in-
tensive care unit (ICU).15 The authors measured whether
bedside nurse-to-patient interactions enable the detection
of delirium. All ICU patientswere included except for those
who did not speak English and those who were unable to
follow directions.15 Bedside nurses were asked to assess
for delirium during routine patient care throughout their
shift.15 The nurses’ assessment was compared with the as-
sessment performed by a nurse whowas trained to use the
CAM.15 The bedside nurses were able to identify delirium
only 73% of the time.15 Limitations of this study include a
small sample size.15 Also, the interrater reliability of the
trained CAM-ICU evaluator was not determined, and the
study was performed in a single site.15

In addition to research about CAM and nurses, a pro-
spective observational cohort studywas conducted among
physicians to validate the CAM for delirium assessment in
patients in the acute poststroke period by Mitasova et al.16

A consecutive series of 129 patients admitted to the stroke
unit were evaluated for delirium.16 The researchers com-
pared daily delirium assessments by a junior physician
using the CAM-ICU to delirium assessments by delirium
experts using the Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition.16 The CAM-ICU demon-
strated a sensitivity of 76%, a specificity of 98%, and an
overall accuracy of 94%.15 The study found that the CAM-
ICU is a valid instrument in diagnosing delirium in patients
with stroke.16 The study’s limitations included a dropout

rate of 14.6% because of an acute decrease in conscious-
ness or death and a follow-up rate of 54.7%.

An observational cohort study to identify the frequency
of discrepancies between subjective and objective moni-
toring of delirium between nurses and medical students
was conducted in a 31-bed cardiosurgical ICU of a univer-
sity hospital.17 Daily delirium assessments were performed
subjectively by bedside nurses using their clinical impres-
sions and objectively by medical students using the CAM
for the intensive care unit.17When 436 paired observations
were analyzed, 26%were found to have delirium using ob-
jective assessmentwith the CAM.17 The nurseswere able to
subjectively detect delirium in only 20% of those patients.17

Analysis of the paired observation also revealed that the
nurses subjectively assessed for delirium in 29%of patients,
whereas only 20% of those paired assessments showed
a finding of delirium using the objective method.17 The re-
searchers also found 8 patients with no objective evidence
of delirium who received haloperidol and lorazepam be-
cause they were found to have delirium using the subjec-
tive method of assessment.17 These findings indicate that
using CAM to asses for delirium helped with detection.17

It also helped identify patients who were mistaken to have
delirium but did not meet the objective criteria for this con-
dition.17 Furthermore, the use of the CAM helped prevent
the possibility of providing inappropriate nursing interven-
tion secondary to an inappropriate nursing assessment.17

The study is limited, however, because it was performed in
a single center that consisted only of surgical patients and
may not be a true representation of the general population.17

SYNTHESIS OF LITERATURE REVIEW

The results of these studies show suboptimal recognition
of delirium by nurses. These results also indicate that as-
sessment for delirium tends to be done by subjective obser-
vation and on the basis of prior experience as opposed to
using validated tools. Studies that examined the nurses’
ability to assess for deliriumwith underlying dementia dur-
ing end-of-life care were not found. Prior research has not
measured nurses’ ability to assess for delirium with under-
lying dementia when compared with an objective assess-
ment using the CAM. Extant research has not been found
to evaluate these findings during the difficult period of end
of life.

METHODS

Design
This study was designed as an instrument evaluation. The
principal investigator used the CAM to objectively assess
for delirium and compared the findings with the results
of the nurses’ subjective assessments.
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Setting and Sample
This study was conducted among registered nurses (RNs)
at an inpatient unit of a large health care system. The sam-
ple chosen was a convenience sample of the RNs who
worked the day shift while the study was being conducted.
All of the 6 RNs were asked to participate in the study and
completed a combined total of 50 individual patient assess-
ments. The 50 patient assessments served as the sample
size for this study. The patients selected were a conve-
nience sample of patients who were admitted for hospice
care and also had a diagnosis of dementia. Patients admit-
ted for any other specialty care were excluded from partic-
ipating in the study. Licensed practical nurses and nursing
assistants in the unit were excluded from participation.

Measures and Instruments
The CAM is a validated tool that enables nonpsychiatric
clinicians to quickly assess for delirium.2 It takes about
5 minutes to evaluate for delirium by identifying whether
inattention, acute and fluctuating behavior, disorganized
thinking, and altered consciousness were absent or pres-
ent.2 The presence of inattention and acute and fluctuating
behavior alongwith either disorganized thinking or altered
consciousness is diagnostic for delirium.2 The CAM has
been found to be sensitive, specific, reliable, and easy to
use in such detection.2When validated against the compre-
hensive psychiatric assessments of geriatric psychiatrists in
a study of 56 patients in 1990, the CAMwas found to have a
94% to 100% sensitivity, 90% to 95% specificity, and high
interobserver reliability.2

Data Collection Procedures
After obtaining approval from the institutional review
board, data collection was performed. The patients’ delir-
ium status was assessed by bedside nurses using their
subjective clinical impressions and by the principal inves-
tigator using the objective CAM during initial morning
rounds. Daily assessments were conducted and compared
based on the inclusion criteria identified until a total of
50 assessments were obtained, which took approximately
2 weeks. After the 50 assessments were obtained, they
were paired and analyzed for agreement or disagreement.
The nurses were asked to complete a structured question-
naire consisting of demographic questions and open-ended
questions on the symptoms assessed, the number of patients
assigned to them for that shift, and whether they found their
patients to be having delirium or not using their subjective
clinical impression. This questionnaire was distributed to
nurses at the start of their shift and collected after approxi-
mately 2 hours to allow them time to complete their patient
assessments. The principal investigator also conducted the
objective assessmentswithin the first 2 hours of the day shift.
Information about patients’ admitting diagnosis to hospice
and use of haloperidol during their hospice stay was also

obtained by the principal investigator through chart review
shortly after completing the objective assessments at bed-
side. The use of haloperidol any time during the hospice ad-
missionwas coded as yes, andnonusewas coded as no. The
chart reviewwas conducted shortly after the principal inves-
tigator completed the objective assessments at bedside.

Data Analysis Procedures
Using the Systat (Systat Software Incorporated, Chicago,
Illinois) statistical analysis program, a descriptive statistical
analysis was performed to identify themean years of expe-
rience of the RNs who participated. Using SPSS (IBM,
Armonk, New York), data were measured by comparing
the number of incidents of delirium assessed by nurses
using their subjective clinical impression and those that
were detected by the principal investigator using the
CAM. The 0 measure of agreement was used to assess
for interrater agreement between the subjective nursing
assessments for delirium and the objective assessments
performed by the principal investigator using the CAM. A
total of 50 paired assessments of individual patients were
performed. 0 gives the reader a quantitative measure of
the degree of agreement between observers who evaluate
the same thing.18 0 ranges from -1 (indicates perfect dis-
agreement) to 1 (indicates perfect agreement).18

Human Subjects Protection
Demographic information obtained from the nurses was
deidentified. Deidentification was also achieved by as-
signing a unique code to each patient participating in the
study. A paper copy of these code assignments was stored
in a locked drawer in a locked room at the John D. Dingell
VA Medical Center. No identifiable participant or patient
information was shared.

RESULTS

The study was conducted from March to April 2013 on an
inpatient hospice unit for a large health care system in an
urban area. There were 6 RNs who participated. A total of
7 patients who were admitted for end-of-life care and who
had an underlying diagnosis of dementia were assessed for
deliriumdaily by RNswhoused their subjective assessment
skills. The principal investigator also performed delirium
assessment on the same patients during the same time
using the objective CAM tool. A total of 50 paired objective
and subjective assessmentswere obtained. The years of ex-
perience for the 6 RNs ranged from 15 to 37 years. Results
yielded a statistical mean of 25.5 years of experience and
an SD of 9. All 6 RNs had a bachelor of science degree in
nursing.

The symptoms described by the nurses who found their
patients to have delirium included anxiety, forgetfulness,
inattention, yelling, trembling, repetitive speech, pacing,
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confusion, hallucination, agitation, aggression, and in-
ability to verbalize. The nurses reported responsibility for
7 patients per shift. Those who cared for 4 or more shared
the care with a licensed practical nurse. A review of the pa-
tients’ records for the use of haloperidol indicated that 1 of
the patients found to have deliriumusing the CAM received
haloperidol every 6 hours around-the-clock, as ordered. A
review of medication records of 13 objective assessments
revealed patients not found to have delirium using the
CAM received haloperidol within the past 24 hours.

A 0 measure of agreement was performed between
the results of the objective and subjective assessments for
delirium. The value of their 0 measure of agreement was
0.074 with a significance of P 9 .05. A 0 value of 0.01 to
0.20 shows no agreement.17 The P value obtained also in-
dicates that the finding is not statistically significant, sug-
gesting no statistically significant agreement between the
subjective nursing assessment for delirium and the objec-
tive assessment using CAM.

In 30 paired assessments, the objective and subjective
assessments had the same findings. There were 26 patients
who were found to have delirium, whereas 4 were found
not to have delirium. The remaining 20 paired assessments
showed a disagreement between the subjective and objec-
tive findings. A total of 16 patients whowere found to have
delirium using the objective method were not subjectively
found to have delirium, whereas 4 patients who were sub-
jectively found to have deliriumwere objectively found not
to be having delirium.

DISCUSSION

The findings indicated that the subjective nursing assess-
ment for delirium in patients with underlying dementia
during end-of-life care lacked agreementwith the objective
assessment for delirium using the validated CAM delirium
assessment tool 40% of the time. The discrepancy resulted
despite the fact that the RNs who participated in the study
were highly educated and experienced. Haloperidol use
was also noted among patients who were found not to
be having delirium using the CAM.

The disagreement between the subjective and objective
assessment for delirium 40% of the time is significant, indi-
cating that there is a need to improve the uniformity and
consistency of delirium assessment. It may also indicate
that delirium is not accurately detected almost half of the
time. As a result, inappropriate interventions could be ren-
dered, such as the use of haloperidol for symptoms thought
to be related to delirium but are really not. Their higher
level of nursing education and years of nursing experience
did not seem to improve the nurses’ ability to subjectively
assess for delirium.

The findings in this study of a discrepancy between sub-
jective and objective assessments replicate the findings of

observational studies previously conducted.15-17 In this
study, patients who did not appear to exhibit symptoms
using the objective CAM were medicated for their symp-
toms with the use of haloperidol based on the nurses’
subjective assessment just like in 1 of the previously con-
ducted studies.17 It should be noted, however, that the
population of patients in previous studies included all pa-
tients receiving acute care in the ICU,whereas in this study,
the population was hospice patients who are receiving
end-of-life care and who have previously been diagnosed
with dementia.16,17

The overlapping behavioral symptoms related to both
delirium and dementia may have made it challenging for
the nurses to subjectively distinguish between the 2.8 The
fact that delirium is characterized by an acute and fluctuat-
ing course of inattention, disorganized thinking, and
altered consciousness may not be known to all nurses.2

Delirium is also very common at the end of life, so it may
be more difficult for hospice nurses to differentiate it from
the other symptoms seen among dying patients.6

The findings suggest that future studies should compare
objective and subjective nursing assessments for delirium
in other patient-care areas where underlying cognitive im-
pairments can make the detection of delirium more chal-
lenging. Conducting a study with a similar sample in a
larger population would also be helpful in providing in-
creased reliability of the findings. Based on the symptoms
of delirium that were described by the nursing participants,
a study that analyzes the nurses’ understanding of the clus-
ter of symptoms associated with delirium likewise would
be beneficial.

IMPLICATIONS

The use of subjective nursing assessment to identify delir-
ium in patients with underlying dementia and who are re-
ceiving end-of-life care exhibited no agreement with the
results of the objective and validated CAM. This finding
demonstrates that there is no uniformity or consistency be-
tween objective and subjective assessments for delirium
even when performed by experienced nurses. The results
of the study support the use of a validated tool such as CAM
to accurately assess for delirium in patientswith underlying
dementia who are receiving hospice care to improve their
quality of life. Findings from this study also indicate that
there is a need to better educate nurses in assessing for de-
lirium in order to prevent inappropriate and unnecessary
nursing interventions. Educating nurses on nonpharma-
cologic interventions available for delirium also appears
warranted.

STUDY LIMITATIONS

The limited sample size for the study may not be an ac-
curate representation of the general population. It is also
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important to note that the patients’ condition changes
from day to day so repeated measures on the same patient
can be beneficial when collecting these data. Because of
staffing changes, only 6 RNs assigned to the day shift par-
ticipated in the study.

CONCLUSION

The findings from this study support the conclusion that
there is no agreement between the subjective nursing as-
sessment for delirium and objective assessment using a
validated tool (CAM). The disagreement between the vali-
dated tool and subjective findings poses a concern that in-
accurate subjective findings may result in the provision of
unnecessary or inappropriate interventions. In Levine’s
Conservation Model of Nursing, nursing interventions were
identified as actions that nurses use to promote patients’ in-
tegrity.14 Accurate nursing assessment results in appropriate
nursing interventions thatwill promotepatients’ integrity. In-
appropriate nursing interventions that result from inaccurate
nursing assessments may negatively impact the quality of
end-of-life care rendered to patients and their families. The
use of a validated objective assessment tool for delirium
such as the CAM should be considered as part of an ongoing
nursing assessment for symptoms that may be due to delir-
ium. Even though the nurses who participated in this study
were very experienced and highly educated, the findings in-
dicate that ongoing education on symptom assessment and
management should continue to be provided to all nurses.
Thismaybeparticularly true for those symptoms that tend to
overlap such as behavioral symptoms related to delirium
and dementia. The principal investigator who also served
as 1 of the patients’ hospice care providers, took opportuni-
ties to educate the nurses on the difference between deliri-
um versus nondelirium confusion, and the indication for
haloperidol versus the use of supportive care and/or ad-
dressing unmet needs.

References
1. Boorsma M, Joling KJ, Frijters DHM, Ribbe ME, Nijpels G,

van Hout HPJ. The prevalence, incidence and risk factors for
delirium in Dutch nursing homes and residential care homes.
Int J Geriatr Psychiatry. 2012;27(7):709-715.

2. Inouye SK, vanDyckCH, Alessi CA, Balkin S, Siegal AP,Horwitz RI.
Clarifying confusion: the Confusion Assessment Method. A new
method for detection of delirium. Ann Intern Med. 1990;113(12):
941-948. http://web.ebscohost.com/ehost. Accessed January 15,
2012.

3. Coleman AME. End-of-life issues in caring for patients with
dementia: the case for palliative care in management of
terminal dementia. Am J Hosp Palliat Care. 2012;29(1):9-12.

4. Ouldred E, Bryant C. Dementia care. Part 2: understanding and
managing behavioral challenges. Br J Nurs. 2008;17(4):242-247.
http://web.ebscohost.com/ehost. Accessed January 15, 2012.

5. Gallagher M, Long CO. Advanced dementia care demystifying
behaviors, addressing pain, and maximizing comfort research
andpractice: partners in care. J Hosp Palliat Nurs. 2011;13(2):70-78.

6. Otani H, Morita T, Uno S, et al. Usefulness of the leaflet-based
intervention for familymembers of the terminally ill cancer patients
with delirium. J Palliat Med. 2013;16(4):419-422.

7. Breitbart W, Alici Y. Agitation and delirium at the end of life:
‘‘We couldn’t manage him.’’ JAMA. 2008;300(24):2898-2910, E1.

8. Fick DM, Mion LC. Delirium superimposed on dementia. Am J
Nurs. 2008;8(1):57-58.

9. Rice K, Bennett M, Gomez M, Theall KP, Knight M, Foreman MD.
Nurses’ recognition of delirium in the hospitalized older adult.
Clin Nurse Spec. 2011;25(6):299-311.

10. Peacock R, Hopton A, Featherstone I, Edward J. Care home staff
candetect thedifferencebetweendelirium,dementia anddepression.
Nurs Older People. 2012;24(1):26-30. http://web.ebscohost.com/
ehost. Accessed January 15, 2012.

11. Beary T. Delirium prevention: early recognition and treatment.
Nurs Resident Care. 2013;15(8):547-551. http://web.ebscohost.com/
ehost. Accessed April 22, 2014.

12. Khan F, Curtis M. Non-pharmacological management of
behavioural symptoms of dementia. Br J Community Nurs.
2011;16(9):441-449. http://web.ebscohost.com/ehost. Accessed
January 15, 2012.

13. Clary PL, Lawson P. Pharmacologic pearls for end-of-life care.
Am Fam Physician. 2009;79(12):1059-1065. http://web.ebscohost
.com/ehost. Accessed April 22, 2014.

14. Schaefer KM, Pond JB. Levine’s conservation model as a guide
to nursing practice. Nurs Sci Q. 1994;7(2):53-54.

15. Mistarz R, Eliott S, Whitfield A, David E. Bedside nurse-patient
interaction do not reliably predict delirium: an observational study.
Aust Crit Care. 2011;24(2):126-132.

16. Mitasova A, Kostalova M, Bednarik J, et al. Poststroke delirium
incidence and outcomes: validation of the Confusion Assessment
Method for the intensive care unit (CAM-ICU). Crit Care Med.
2012;40(2):484-490.

17. Guenther U, Weykam J, Andorfer U, et al. Implications of
objective vs subjective delirium assessment in surgical intensive
care patients. Am J Crit Care. 2012;21(1):e12-e17.

18. Newman TB, Browner WS, Cummings SR, Hulley SB. Designing
studies of medical tests. In: Hulley SB, Cummings SR, BrownerWS,
Grady DG, Newman TB, eds.Designing Clinical Research. 4th ed.
Philadelphia, PA: Lippincott Williams & Wilkins. 2013:188. http://
ovidsp.tx.ovid.com. Accessed April 29, 2014.

For more than 48 additional continuing education articles related to hospice and palliative care, go to
NursingCenter.com/CE.

Journal of Hospice & Palliative Nursing www.jhpn.com 21

Symptom Management Series

http://web.ebscohost.com/ehost
http://web.ebscohost.com/ehost
http://web.ebscohost.com/ehost
http://web.ebscohost.com/ehost
http://web.ebscohost.com/ehost
http://web.ebscohost.com/ehost
http://web.ebscohost.com/ehost
http://web.ebscohost.com/ehost
http://web.ebscohost.com/ehost
http://ovidsp.tx.ovid.com
http://ovidsp.tx.ovid.com
http://NursingCenter.com/CE

