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Objectives of the Pathway Childrens

« Define delirium and understand the causes of delirium in pediatric patients

» Describe strategies to prevent delirium

« Demonstrate how to use and interpret the Cornell Assessment of Pediatric Delirium
(CAPD) to screen for delirium

* Review important components of the new ED Delirium Clinical Pathway and order set

* Review important components of the new Inpatient Delirium Evaluation, Workup and
Management Clinical Pathway and order sets



What is Delirium? apggrngctict

« Acute-onset neuropsychiatric syndrome characterized by disturbances of cognition,
attention, consciousness or perception that is potentially life-threatening

o Secondary to a medical etiology (not an isolated psychiatric condition)
o Can occur as a result of underlying illness, hospitalization, medications or trauma

* Treatment requires inter-professional collaboration between primary physicians,
specialists, nursing, and family
« Early recognition and treatment may prevent adverse outcomes



Why do we care? P i ans

 Delirium is a high risk diagnosis, serving as a sign of acute brain dysfunction and a
marker for potential significant clinical decompensation

 All hospitalized patients are at risk of developing delirium

« Often under-recognized in children:

o Affects 10-44% of hospitalized children and up to 30% of PICU patients (settencourt 2017, Traube 2014, Traube 2017, Smith
2013)

o Signs may be very subtle
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Clinical Presentation of Delirium Childrens

« Acute onset (hours-days)

« Waxing/waning course with lucid intervals

« Sleep/wake cycle disruption (often reversed)

« Disturbed consciousness

* Neurocognitive deficits

« Perception, hyper/hypoactivity, mood/affect

« Direct physiological consequence of medical/organic etiology
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Clinical Presentation of Psychiatric lliness Childrens

 Psychosis:
o Presence of hallucinations, delusional thoughts
 Mania:

o Elated mood, increased energy, rapid speech, grandiosity, decreased need for sleep, impulsivity, flight of ideas,
distractibility

 Depression:
o Depressed mood, anhedonia, change in sleep/energy/concentration, guilt, suicidal ideation

Some symptoms overlap with delirium, but....
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Delirium vs. Psychiatric lllness > Childrent

Primary psychiatric illness does not have...

o Acute onset

o Fluctuating course

o Disorientation

o Disturbed consciousness

o Memory/Language/Visuospatial impairment
o Confusion, Inattention
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Types of Delirium P drone

Delirium in children can present as
hypoactive, hyperactive or mixed type

Table 2 Types of delirium

Type Signs Patient example

Hypoactive Child looks apathetic and seems uninterested® Toddler who lies quietly in the bed and does not make eye
contact or reach for toys or family members

Hyperactive Child is irritable despite adequate pain School-aged child receiving mechanical ventilation who is
medication and may be thrashing® constantly moving around in bed despite adequate pain

medication
Patient is difficult to sedate

Child fluctuates between a hypoactiveanda  Teenager who vacillates between yelling at staff and thrashing
hyperactive state’ in the bed to being calm and staring off into the distance
with no interactions with staff at different times of the day
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Potential Causes of Delirium Childrens
* Infection (intracranial or systemic) « Traumatic Brain Injury

o Fever « Seizures

o Sepsis
. * Hypoxia

Drug intoxication
* Neoplasm

Drug withdrawal
 Cerebrovascular event

Medications
o Opioids, Benzodiazepines « Autoimmune encephalitis
o Anti-histamines
o Corticosteroids

Metabolic/Endocrine disturbance

o Electrolyte abnormality
o Hypoglycemia

» Organ dysfunction/Insufficiency

* Hospitalization (Environment)
o Sleep/wake cycle disruption
o Prolonged immobilization
o Unfamiliar surroundings, sensory loss
o Unmanaged painful stimuli
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Independent Risk Factors for Developing Delirium Childrenss

Age < 2yo

Developmental delay

lliness severity

Prior coma

Mechanical ventilation
* Recelving benzodiazepines or anticholinergics

Traube 2017, Silver 2015



Complications from Delirium P i ans

* Increased:
o Length of stay
o Safety events (i.e. pulling lines, falls)
o Morbidity and mortality
o Cost of hospitalization

o Use of restraints and sedatives
(Traube 2017, Traube 2016, Turkel 2017)

« Reported long term neuro-developmental and behavioral consequences, including
development of PTSD following hospitalization eummei 2014
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Delirium Clinical Pathways Childrens

« Pathway can help guide appropriate medical evaluation and management for patients
with recognized delirium

o There is a high clinical suspicion for delirium if a patient has any one of the following features:
= Acute mental status change
= Acute onset hallucinations/delusions
= Confusion or impaired memory
= Alteration in attention or arousal
» New catatonic features



Delirium Clinical Pathways o«

Connecticut

Childrens

There are 2 Delirium Clinical Pathways:

1. Delirilum Emergency Department Care

o This pathway is focused on identifying delirium and initiating work-up prior to admission

2. Delirium Inpatient Care

o This pathway has three main aims:
» Prevent and identify delirium in the inpatient setting
= Guide work-up
= Manage symptoms



CLINICAL PATHWAY: e e

AND DOES NOT

Delirium Emergency Department and Inpatient REPLACE CLINICAL

JUDGMENT.

P athway Ove rVi eW Inclusion Criteria: Any patient in the Emergency Department or Inpatient Med/Surg Units with any of the following:

. Acute mental status change, acute onset hallucinations or delusions, confusion, impaired memory, alteration of
attention or arousal, acute catatonia; OR
. Clinical suspicion of delirium based on Vanderbilt Assessment for Delirium in Infants and Children (VADIC)
Assessment Tool or Cornell Assessment of Pediatric Delirium (CAPD) Score
All patients admitted to Medical/Surgical floors will be screened for delirium
Excluston Criteria: Patient located in the NICU, ambulatory and perioperative areas, infusion patients, PICU. If in PICU, follow PICU,
protocol for screening and prevention.

. : . )
The first page is a general overview of the ED and

CNS infection, fever, sepsis/end organ dysfunction (see Sepsis Pathway), Multi-system Inflammatory
: t t th Syndrome in Children (see MIS-C Pathway), hypoxemia, hypoglycemia, electrolyte abnormality, CNS

I n p a I e n p a. Way . abnormality, intoxication, autoimmune encephalitis, SLE, vasculitis, drug withdrawal, metabolic disease,
neoplasm

v
Note that phases of care and scoring tools are —

eaSIIy aCCGSSIb|e Emergency Department

Inpatient and ED (Zone C) Management

Inpatient Prevention and Screening

Inpatient Evaluation and Work Up

Scoring Tools - Navigation Links
Appendix A: Vanderbilt Assessment for Delirium in Infants and Children (VADIC) Assessment Tool
Appendix B: Cornell Assessment of Pediatric Delirium (CAPD) Score

Appendix C: Developmental Anchors

Note that all patients admitted to the med/surg
floors are screened for delirium, in order to
identify patients early.

NEXT PAGE °

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISA NAMEROW, MD

©2013 Connecticut Children's Medicai Center All rights resenved. 19-004



CLINICAL PATHWAY: THIS PATHWAY

SERVES AS A GUIDE
AND DOES NOT

Delirium - Emergency Department Care REPLACE GLINICAL

JUDGMENT.

Emergency Room Care:
1. Evaluation and Work Up e e |

Etiologies to consider:

2 M an a e m e nt CNS infection, fever, sepsis/end organ dysfunction (see Sepsis Pathway), Multi-system Inflammatory Syndrome
- g in Children (see MIS-C Pathway), hypoxemia, hypoglycemia, electrolyte abnormality, CNS abnormality,
intoxication, autoimmune encephalitis, SLE, vasculitis, drug withdrawal, metabolic disease, neoplasm

S

Specific
etiology likely?

labs:
*  iStat chem 10, C

Proceed with disease
specific management

Urine:
. toxicology sreen

Imaging:
- STAT head CTwithout contrast NO

v
It is important to identify potential etiologies of Inial Workup:

Labs:

delirium first, and disease specific management " itat chem 10, CEC, CRP, ESR, ammonia, PT/PTT/INR, TH, ree T4, VBG or CBG, AST, ALT, EXOH leel, ANA
should occur. Urine:

e  toxicology screen

Imaging:

If a specific etiology for delirium is not identified on *  STAT head CTwithout contrast
initial assessment, further lab and imaging studies  febrile

e  Blood and urine cultures
are re CO m m e n d ed . e Strongly consider LP: cell count with differential, protein, glucose, gram stain and culture, HSV PCR, enterovirus PCR,
opening pressure. Ask labto hold 3 mL CSF for further studies.
e Begin all empiric IV antimicrobials listed below:
o  Ceftriaxone IV 100 mg/kg/day g12hr (max 2,000 mg/dose) x48 hours AND
o Vancomycin IV x48 hours:
» <52 weeks PMA*/about <3 mo old: 15 mg/kg g8hr or as determined by pharmacy based on estimated AUC
»  >52 weeks PMA'/about 23 months old— 11 years old: 70 mg/kg/day div g6hr
= >12 yrsold: 60 mg/kg/day div q8hr AND
o Acyclovir 20 mg/kg/dose IV g8hr until HSV studies negative

*PMA (Post-Menstrual Age) = gestational age + postnatal age

| infectious proce ss I

RETURNTO
THE BEGINNING

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISANAMEROW, MD

AST UPDATED: 02027

122019 Connecticut Chilren's Medcal Center, Al rigrts reserved, 19-004



CLINICAL PATHWAY: SERVELASABUIDE

AND DOES NOT

Delirium - Emergency Department Care REPLACE GLINICAL

Emergency Room Care:
1. Evaluation and Work Up
2. Management

If patient is febrile, blood and urine cultures should be
obtained, and an LP is strongly recommended.

When performing the LP, please send as much CSF

possible to the lab to be saved for potential future

studies.

*  Minimum of 3 ml of CSF should be saved, but as
much as 6 ml may be needed for some panels.

* Please call the lab to confirm CSF is being held.

JUDGMENT.

i i tgesnconster |
Etiologies to consider:
CNS infection, fever, sepsis/end organ dysfunction (see Sepsis Pathway), Multi-system Inflammatory Syndrome
in Children (see MIS-C Pathway), hypoxemia, hypoglycemia, electrolyte abnormality, CNS abnormality,
intoxication, autoimmune encephalitis, SLE, vasculitis, drug withdrawal, metabolic disease, neoplasm

S

Specific
etiology likely?

Proceed with disease
specific management

labs:
*  iStat chem 10, C

Urine:

. toxicology sreen

Imaging:
- STAT head CTwithout contrast NO

v

Initial Workup:

Labs:
. iStat chem 10, CBC, CRP, ESR, ammonia, PT/PTT/INR, TSH, free T4, VBG or CBG, AST, ALT, EtOH level, ANA

Urine:
e  toxicology screen

Imaging:
e STAT head CT without contrast

If febrile:
e  Blood and urine cultures
e Strongly consider LP: cell count with differential, protein, glucose, gram stain and culture, HSV PCR, enterovirus PCR,
opening pressure. Ask labto hold 3 mL CSF for further studies.
e Begin all empiric IV antimicrobials listed below:
o  Ceftriaxone IV 100 mg/kg/day g12hr (max 2,000 mg/dose) x48 hours AND
o Vancomycin IV x48 hours:
» <52 weeks PMA*/about <3 mo old: 15 mg/kg g8hr or as determined by pharmacy based on estimated AUC
»  >52 weeks PMA'/about 23 months old— 11 years old: 70 mg/kg/day div g6hr
= >12 yrsold: 60 mg/kg/day div q8hr AND
o Acyclovir 20 mg/kg/dose IV g8hr until HSV studies negative

*PMA (Post-Menstrual Age) = gestational age + postnatal age

| infectious proce ss I

RETURNTO
THE BEGINNING

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISANAMEROW, MD

AST UPDATED: 020

122019 Connecticut Chilren's Medcal Center, Al rigrts reserved, 19-004



CLINICAL PATHWAY: SERVES AS AGUIDE
.. AND DOES NOT
Emergency Room Care: Delirium - Emergency Department Care REPLACE CLINIGAL

i »
1. Evaluation and Work Up Lttt i '
Etiologies to consider:
CNS infection, fever, sepsis/end organ dysfunction (see Sepsis Pathway), Multi-system Inflammatory Syndrome
2 . M an ag e m e nt in Children (see MIS-C Pathway), hypoxemia, hypoglycemia, electrolyte abnormality, CNS abnormality,
intoxication, autoimmune encephalitis, SLE, vasculitis, drug withdrawal, metabolic disease, neoplasm

S

Specific
etiology likely?

labs:
*  iStat chem 10, C

Urine:
. toxicology sreen

Imaging:
- STAT head CTwithout contrast NO

v
Initial Workup:

roceed with disease
YE“’""@cmzz:\agement
If the patient is febrile with delirium, empiric broad
spectrum antimicrobial coverage should be initiated. b
. iStat chem 10, CBC, CRP, ESR, ammonia, PT/PTT/INR, TSH, free T4, VBG or CBG, AST, ALT, EtOH level, ANA

Urine:
e  toxicology screen

Imaging:

Note: the pharmacy’s vancomycin protocol was *  STAThead CTwithout contrast
updated in Feb 2021. b
» All patients who have vancomycin IV ordered will be » Blood and urinecultures

e Strongly consider LP: cell count with differential, protein, glucose, gram stain and culture, HSV PCR, enterovirus PCR,
opening pressure. Ask labto hold 3 mL CSF for further studies.
e Begin all empiric IV antimicrobials listed below:

followed by the clinical pharmacist to help determine

approp”ate dOS| ng param eters. Z \Sz:z;a;:z;lx&(:‘gr:ztilday q12hr (max 2,000 mg/dose) x48 hours AND

PrOV|derS W| | | order | n |t| aI d oses per pathwaylo rder * <52 weeks PMA:/about <3 mo old: 15 mg/kg q8hr or as determined by pharmacy based on estimated AUC
. . . . . . 252 weeks PMAT/about 23 months old - 11 years old: 70 mg/kg/day div g6hr

set and provide indication within the order. = 212 yrsold: 60 mg/ke/day div g8hr AND

o Acyclovir 20 mg/kg/dose IV g8hr until HSV studies negative

IV vancomycin dosing and recommended labs will
be managed by pharmacy in conjunction with
primary teams. o0 &= O

THE BEGINNING

*PMA (Post-Menstrual Age) = gestational age + postnatal age

| infectious proce ss I

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISANAMEROW, MD

122019 Connecticut Chilren's Medcal Center, Al rigrts reserved, 19-004



CLINICAL PATHWAY: SERVELASABUIDE

Emergency Room Care: Delirium - Emergency Department Care
1 . Eval u at I O n an d WO r k U p CNSinfection, fever, sepsi yend organ de%wt Multi-system Inflammatory Syndrome
2. Management e e

Spedfic YE Proce ed with disease
etiology likely? specific management
NO
' |

Initial Workup:
MR TSH, free T4, VBG or (BG, AST, All Admlt to Inpatlent

(Med/Surg vs PICU based on
attending discretion.)

21 of the following?
Ongoing delirium.
o Etiology unclear and symptoms persist.
Further workup, evaluation, and
treatment required.
Medical etiology identified, admission
criteria met for that diagnosis.

Consider ED Social Work and/or
Psychiatric consult to help

determine and support behavioral
health needs and establish follow
up plan.

If Med/Surg: follow Inpatient
) Delirium Management,

in, ghicose, gram stain and aultyl

studes. Prevention and Eval/Work Up

max 2,000 mg/dose ) x48 hour sAND

<3 mo old: 15 mg/kg q8hr or asdetermined by phamacy ba sed on estimate d/AUC
fout 23 months old - 11 years old: 70 mg/kg/day div q6hr
ig/kg/day div q8hr AND

‘dose IV q8hr until HSV studie snegative

*PMA (Post-Men ‘Age) = gestational age + postnatal age

A

Continue screening, evaluation, and treatment per the
21 of the|

Ongoing deliiu] Inpatient Prevention and Inpatient Evaluation & Work Up

iology uncle af 000 .o ..
futhervora] ®  Initiate Delirium Management upon admission
Medical il
criteria met for|

Based on initial testing and continual evaluation,
disposition can be determined.

Consider ED Social Work and/or
Psychiatric consult to help

determine and support behavioral
health needsand establi sh follow
up plan.

Specific criteria warrant inpatient admission, e e s oo e

including ongoing delirium, or ongoing symptoms ¢ Neurology: if concem for seizure, abnormal EEG,

c . . movement disorder, abnormal neurological imaging or

Wlth n eed Of fu rth er interventions. focal deficit, or other neurologic diagnosis

o Rheumatology: if autoimmune process suspected

o Psychiatry: to assist with recognition/diagnosis of delirium

. . ayn . utilizing the VADIC assessment tool — Appendix A);

Considerations for additional consults are outlined. e ot hloan st s
pharmacological management

o |D: concem for unidentified or known complicated
infectious process

RETURN TO
THE BEGINNING

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISANAMEROW, MD

AST UPDATED: 02027

122019 Connecticut Chilren's Medcal Center, Al rigrts reserved, 19-004



THIS PATHWAY

CLINICAL PATHWAY: SERVES AS A GUIDE

AND DOES NOT

Emergency Room Care: Delirium - Emergency Department Care e oo
1. Evaluation and Work Up ——— T TT—
2. Management i ! ~

in Children { see MIS-C Pathway), {1 ia, electroyte
intaicati i itis, SLE, vasculitis, drug wi metabolic disease, neoplasm

Spedfic YE Proce ed with disease
etiology likely? specific management
NO
' |

Initial Workup:
MR TSH, free T4, VBG or (BG, AST, All Admlt to Inpatlent

(Med/Surg vs PICU based on
attending discretion.)

21 of the following?
Ongoing delirium.
o Etiology unclear and symptoms persist.
Further workup, evaluation, and
treatment required.
Medical etiology identified, admission
criteria met for that diagnosis.

Consider ED Social Work and/or
Psychiatric consult to help

determine and support behavioral
health needs and establish follow
up plan.

If Med/Surg: follow Inpatient
) Delirium Management,

in, ghicose, gram stain and aultyl

studes. Prevention and Eval/Work Up

max 2,000 mg/dose ) x48 hour sAND

<3 mo old: 15 mg/kg q8hr or asdetermined by phamacy ba sed on estimate d/AUC
fout 23 months old - 11 years old: 70 mg/kg/day div q6hr
ig/kg/day div q8hr AND

‘dose IV q8hr until HSV studie snegative

*PMA (Post-Men ‘Age) = gestational age + postnatal age

A

Continue screening, evaluation, and treatment per the
21 of the|

ongang il Inpatient Prevention and Inpatient Evaluation & Work Up
* vkl Initiate Delirium Management upon admission

Consider ED Social Work and/or
Psychiatric consult to help
determine and support behavioral

health needs and establi sh follow treatment re quf
up plan. Medical etiolog]
ciiteria met for|

Consider follow itations.n ED .

(may recommend LP, EEG, Brain MRI, further lab testing)
o Neurology: if concem for seizure, abnormal EEG,
movement disorder, abnormal neurological imaging or
focal deficit, or other neurologic diagnosis

Appendix A: The Vanderbilt Assessment for ther
e . . o Rheumatology: if autoimmune process suspected
De||r|um N InfantS and Chlldren (VADIC) o Psychiatry: to assist with recognition/diagnosis of delirium

(utilizing the VADIC assessment tool - Appendix A);
determine/confirm etiology; assist with pharm + non-
pharmacological management

o |D: concem for unidentified or known complicated
infectious process

RETURN TO
THE BEGINNING

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISANAMEROW, MD

AST UPDATED: 02

122019 Connecticut Chilren's Medcal Center, Al rigrts reserved, 19-004



CLINICAL PATHWAY: SERVELASABUIDE

Emergency Room Care: Delirium - Emergency Department Care
1. Evaluation and Work Up
2. Management e

/'\ —
DECREASED indication of consistent preference for objects such as a favorite foy, rattle, pacifier, blankie, book, iPad? o NO o YES
DECEASEDMmumommamsﬂmIP (Easummnymlst omh) o NO o YES
i | DECREASED atity o interact with gniton, uses toy i i o N0 o YES
Clinician: Patient ID: DECREASED social smile in fesponse ta toys or stuffed animals? o N0 o YES
Object permanence prasent? {interacts with Peek-a-boo, hide-and-seek) aoNO o YES

Age: |Patlent Intubated? o YES © NO IDataI'l’lmo:

posure 24, pirtoassessment (ORUG /05E) BT Y SEN——

n Wmm(mmmnoaw-nm o NO o YES | Excessive energy for age and contextemironment?
% cNO o YES
Nodwlblmmﬂu (Inal, middle, terminal  — NO o YES | Iritability or anger o NO o YES

Appendix A: The - > e R w10 o 1ES | Ry 5 W 5 VS

3. 6 Describe Affect:

Vanderbilt Assessment [ o consoomess e | = P e

ri 1 Combativ YES ", i
for Delirium in Infants ombathe Sl | Sk o coront kil ttnn - Gk oo opon
0 Agitated oYES 0O At Baseline ’ © Acute Change | o Chronic Change

and Ch I Id ren (VAD I C) © Not Present (immature devefopment or developmental defay) DuuibihpoﬂnowhandhngwwWVMuimm-

Restless o YES | Pattern of mental status — past 24 hours 1 Stable O Fluctuating © Present o Appropriate

Receptive Language: g mmly
Alert and Calm o YES ?nrsnsp%ommmd; @ NS YES 0 Increased etency
. . . . o Change from i
This is tool provides a o S 10 3 ; ™
ot ands ; Tangant
h . Drowsy: Not fully a‘e“ W W'Y%m CYES | Hallucinations: o audiory 0 visusl oNA | oNO | oYES o thatie a0 ;mlaf:um‘gmmj 0 Oostucted s o desese ordevics
comprenensive CANERS ISR,
) . ) o H si t? Comments: 1S ACUTE DELIRIUM PRESENT?
fram eWO r k to :;‘e:halgy As;fas to voice but difficult to maintain | yeo YPATRCUS prosen aNA | ano | oves
o UTA | When LOC severely deprassed, unable lo directly cliically assess patient AND prioe clinical assessment rof available.

standardize pe diatric Obtundation: Responis bositenobwrben | | (G ERRTS S st I N 5 N0 | ocmsse-> Subsyndomal delum(Ss) Dok procale b NOT a5 WO YES

pain. May briefly open eyes or have movement, o o (=] o
dellrlum assessment doesn't interact with person or environment o YES | #YEStenchonsetipa > o HYPOACTIVE o HYPERACTIVE © MIXED | OnugWitirawal? o NIA o NO o YES

- - Stupor: Respansive only to pain o YES | Unable to sooth when fearful stimuli removed? aNA | oNO | nYES 24-HOUR assessment > IS DELIRIUM PRESENT? = PRESENT = ABSENT o SUBSYNDROMAL o UTA
by psychiatrists.
y p y Coma: Unresponsive to pain 5YES " o 1. Acute change Mental Stats o 3. Inattenticn presant o 5. Chenge in Cognition o 7.Chenga n Aflect
o 2 Faetuaing Course 0 4. Inconsciailey 24 Coonoch Low: 0 & Change I SleepWiske Cycie
DECREASED abilityto: ~ Focus attention: o NO o YES ORIENTATION: o Person o Place o NA
Sustain atention: 2 NO o YES Epsmnts: DELIRIUM = 142+3+5+7 AND 4 OR 6 OR 8

Shift attention: aNO o YES

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISANAMEROW, MD

AST UPDATED: 020

122019 Connecticut Chilren's Medcal Center, Al rigrts reserved, 19-004



CLINICAL PATHWAY: S e
AND DOES NOT

Inpatient and Zone C: Delirium - Inpatient and Zone C Management REPLACE CLIICAL

JUDGMENT.

1. Management

. fy : ing and Safety opti
o Treat suspected etiology Mod ' me/dl:a:on I':st Monitoring and How to mize
imaf i *  Re-evaluate/confim home —
per prinapgiigonsuting medications * Vitals per unit policy *  Daily schedule for routine
teams SR Continue monitoring for
*  Minimize deliri cgenic meds 2

*  Optimize pain control with

Management of Delirium in the Inpatient or Zone Treatuspected Medications & ™\ o S | Optme
etiology Assessment [, =e N .. environment

C setting encompasses 4 key categories:
Treat the suspected etiology
Medications & Assessment
Nursing Care
Optimize Environment

optimization
*  Antipsychotics PRN agitatio

in consultation with

psychiatry if appropriate

duce oravoid physical
estraints

Engage and educate
parents

Promote regular bowel &
e Consult Physical bladder function

Therapy

* Involve Child Life
Consult Psychiat

W

We will discuss these strategies more in depth in
later slides. R st

e  Continue to optimize environment

*  Broaden differential and obtain spacifically as noted above

further dagnostic testingand *  Wean antipsychotic medications, in

* Engage Rehab services as indicated

*  Begin discharge planning

*  Multidisciplinary family meeting as
indicated

and medications
*  Multidisciplinary family meeting as
indicated

Discharge Criteria & Plan:
Etiology of delirium determined with treatment plan in place, OR delirium resolved
*  Outpatient treatment plan in place
* Clearance by Physical Therapy
Safety of ambulation and ongoing care ensured
Safety of discharge or transfer ensured
Outpatient Rehab services in place if indicated
Appropriate PCP and sub-specialty follow-up appointments in place
Update PCP at the time of discharge
Ensure family understanding of ongoing plan

RETURN TO
THE BEGINNING

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISA NAMEROW, MD

2019 Connecticut Children's Medical Center. Allrgrts reserved 19-004




CLINICAL PATHWAY: THIS PATHWAY

SERVES AS AGUIDE

Inpatient and Zone C: Delirium - Inpatient and Zone C Management REpLACE CLIICAL
1. Management

reat suspected Medications & Optimize

etiology Assessment Bursing Care environment

o Treat suspected etiolo Modify medication list: Monitoring and How to optimize
per primaryand cop Re-eyal\late/conﬁmhome a T, s .
teams, as appip { d°::“ B | 0 EEE:I::%V?;O%;:&:W ! %EZ:'?:%'::;:*::
Treatsuspected ~@@mwoivet | | Copfopmant) ||+ Awidsaning/susmens
" Gavant e Assess falland self-harm patient
ethIOgy risk «  Reassure & reorient
e I e =
It . I . t t t f th t |.k I a::;I:m‘leffecuveness,wean RSt s:npplelangmge
is always important to assess for the most likely e R e ||| TR
- - meuthn, . Reduqeoravour:hystal . ::osr:;::ued,v&nim
etiology of delirium. | .
. paren thera)
o Treat suspected etiology . mi&fmhmem
. . per primary and consulting
Be sure to involve any consulting teams as teams. 35 3pproprate
appropriate. , ,

*  Broaden differential and obtain
further diagnostic testingand
consults as indicated

e Continue to optimize environment
and medications

*  Multidisciplinary family meeting as
indicated

e  Continue to optimize environment
specifically as noted above

*  Wean antipsychotic medications, in
consultation with psychiatry

* Engage Rehab services as indicated

*  Begin discharge planning

o Multidisciplinary family meeting as
indicated

Discharge Criteria & Plan:
Etiology of delirium determined with treatment plan in place, OR delirium resolved
Outpatient treatment plan in place
Clearance by Physical Therapy
Safety of ambulation and ongoing care ensured
Safety of discharge or transfer ensured
Outpatient Rehab services in place if indicated
Appropriate PCP and sub-specialty follow-up appointments in place
Update PCP at the time of discharge
Ensure family understanding of ongoing plan

RETURN TO
THE BEGINNING

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISA NAMEROW, MD

T UPDATED: 02022
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: CLINICAL PATHWAY: SERVESASA GUIDE
Inpatient and Zone C.: Delirium - Inpatient and Zone C Management REpLACE CLIICAL
1. Management

eatsusp Meduﬂnm& Optlmln
Medications &

How to optimize

teams, as prOP iate o B . Cwot:tlsr:.oemot:o:wgfor i ::Iah{mc:!g/'t:vem:no
. D : dinasite || e
Because certain medications can contribute to B e | [ g
Modi med ication list: hsfers frequently
ions if *  Explain treatments in

delirium, it is important to re-evaluate
medications, and minimize any deliriogenic
medications the patient is on. *  Minimize delirlogenic meds g ' 3 S
. ptimize pain control with e e

non-pharmacologic strategies
. Monitor and prevent

Clicking on “deliriogenic meds” will bring you to a withdrawal
. . . . . . e Assess sedative medication
I|St Of med|Cat|OnS I|Sted n the Inpat|ent need and effectiveness, wean
. . as able .
Prevention portion. «  Melatonin for sleep
optimization inue to optimize environment
e Antipsychotics PRN agitation, :':'"'!'}ﬂsc'h”:;:;b;‘;:m"s .
in consultation with Hﬁ:y;«ith r{svchiatwﬁm'd
psychiatry if appropriate B g

idisciplinary family meeting as
fated

Assessment: | s
Consult Physical Therapy
Involve Child Life

Consult Psychiatry

*  Clearance by Physical Therapy
o Safety of ambulation and ongoing care ensured
o Safetyof discharge or transfer ensured
* Outpatient Rehab services in place if indicated
*  Appropriate PCP and sub-specialty follow-up appointments in place
e Update PCP at the time of discharge

Ensure family understanding of ongoing plan

simple language
. i e Provide clocks within lin
e Re-evaluate/confirm home [y = phis ey

S -
medications g || Nl ds A gt

Psychiatry may assist with treatment of agitation.

S0 00 @

Physical therapy and Child life should become
iInvolved as early as it is safe to do so.

Child life is helpful for creating a functional plan to
help normalize day time and night time routines.

2019 Connecticut Children's Medical Center. Allrgrts reserved 19-004



Inpatient and Zone C:
1. Management

CLINICAL PATHWAY:

Delirium - Inpatient and Zone C Management

THIS PATHWAY
SERVES AS AGUIDE

AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

etiology Assessment environment
. Trnt;uspected etiology n—f';wl m < Nursing care How to optimize
per primary and S L ® medications Daily schedule for routine
teams, as appropriate o Minimize delicgeRENRR, AAito ing for :::tmens/inter;{entions
. imize pain control wi ress patient by name
ST U | e
withdeaual sh reorient
* - Monitoring and Safet &Eﬁ?ﬁ&:msm
as ab) simple language
= - - .« Mehi Pindecloclswiﬂ\inline
Continued and regular assessment of delirium is " 30 vitls per unit policy | F—
very lmportant to assess for lmprovement (0]§ pcle  Continue monitoring for | jobe chid e & e
. . delirium via q 12 hour s parooweld
WO rser"ng . . 1  CAPD (Appendix B)
“—e  Assess fall and self-harm
risk
Modified nursing care and safety monitoring are a *  Ensure safetransfers
. e Seizure precautions if
vital part of the management plan. wl  necessary
e Bed rest + compression
A . . environment
raveponcun  Dootsifnecessary - fawm
L Zf,?:?.ﬁaf;:dﬁrf&i N L Reduce or avoid physical hatry
. :;I’:I;i?i?i?pal:::nr;fanilynu rEStraints :“.:I"di.me‘i
dcated o Engage and educate e
L. parents
Etiology of dell ed
. gf;:ﬁty"nqmrw

Safety of ambulation and ongoing care ensured

Safety of discharge or transfer ensured

Outpatient Rehab services in place if indicated

Appropriate PCP and sub-specialty follow-up appointments in place
Update PCP at the time of discharge

Ensure family understanding of ongoing plan

RETURN TO
THE BEGINNING

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISA NAMEROW, MD
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CLINICAL PATHWAY: S e
AND DOES NOT

Inpatient and Zone C: Delirium - Inpatient and Zone C Management REPLACE CLIICAL

JUDGMENT.

1. Management

How to optimize

Daily schedule for routine
treatments/interventions
e Address patient by name
e Avoid startling/surprising

e Treat §uspected etiology' DW 0 pt imize
5:;1:::?:;:;'&3& medications environment

*  Minimize deliriogenic meds
*  Optimize pain control with

non-pharmacologic strategies > 2
* Monitor and prevent > patient )
withdrawal [, " e * Reassure & reorient
. = Y
: H h treatments in
5 How to optimize langage
. M4 :clocks within line
of
. A: hlize day & night

n]® Daily schedule for routine
treatments/interventions |
pte regular bowel &

Optimizing the environment to help re-orient the
. . . . - g:. Add i b br function
child to their surroundings can help improve - He avod starding/suroreing
delirium. patient

e Reassure & reorient
frequently

— w|® Explain treatments in

simple language

g
e Child Life & music

Having a daily schedule, providing clocks, and

decreasing potential stressors are all examples.  sesnstenaad @ Provide clocks within line
oot 1t teared of sight s in
T i =™ e Normalize day & night ped
. ir\::il:@':ti;iplimryfanilym routine loas

[ |® Involve Child Life & music

therapy
- e Promote regular bowel &
« Outpatientt bladder function

*  Clearance by
Safety of a
Safety of discharge or transfer ensured

Outpatient Rehab services in place if indicated

Appropriate PCP and sub-specialty follow-up appointments in place
Update PCP at the time of discharge

Ensure family understanding of ongoing plan

RETURN TO
THE BEGINNING

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISA NAMEROW, MD
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CLINICAL PATHWAY: THIS PATHWAY

SERVES AS AGUIDE

Inpatient and Zone C.: Delirium - Inpatient and Zone C Management REpLACE CLIICAL
1. Management

reat suspected Medications & Optimize
] fy e Monitoring and Safety opti
e Treat suspected etiology Mod ' me/dlca:on ":St toring and How to optimize
i i o Re-evaluate/confirm home —
'l:ar'::r:rayand ?:;Ukmg medications *  Vitals per unit policy e Daily schedule for routine
asappe o Minimize deliricgenic meds | [* Continue monitoringfor treatments/interventions
*  Optimize pain control with delirium via q 12 hour *  Address patient by name
i i I 1 i i CAPD (Appendix B) s Avoid startling/surprising
non-pharmacologic strategies !
I f t t t h d ff t I e Monitorand prevent *  Assess falland self-harm patient
symptoms are not Iimproving, the dirrerentia Vot s "
o Assess sedative medication *  Ensure safe transfers frequently
should be broadened to further assess for a ot || St | [+ Evmvamns
as able hecessary simple language

o Melatonin forsleep *  Bed rest+compression *  Provide clocks within line

i i optimization boots if necessary of sight
pote ntl a etl O Ogy. o Antipsychotics PRN agitation, | |° Reduqeoravoid physical . rmalize day & night
in consultation with restraints ine
psychiatry if appropriate * Engageand educate / Child Life & music
parents
Apeainant Symptoms rbowel &

e Consult Physical—— N (O

Optimization of the environment and the patient’s ;e {proving
medication should be ongoing during this time. | \/

¢ Broaden differential and obtain
further diagnostic testing and €
consults as indicated
e Continue to optimize environment | (2 tiai e noted above
‘Wean antipsychotic medications, in

and medications Biscitation with psychiatry
T . . En, Rehab i indicated
o Multidisciplinary family meeting as | cegndschores plamning -
. . Multidisciplinary family meeting as
indicated indicated

 —
!

Discharge Criteria & Plan:
Etiology of delirium determined with treatment plan in place, OR delirium resolved
Outpatient treatment plan in place
Clearance by Physical Therapy
Safety of ambulation and ongoing care ensured
Safety of discharge or transfer ensured
Outpatient Rehab services in place if indicated
Appropriate PCP and sub-specialty follow-up appointments in place
Update PCP at the time of discharge
Ensure family understanding of ongoing plan

Continue to optimize environment

RETURN TO
THE BEGINNING

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISA NAMEROW, MD

AST UPDATED: 02022
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Inpatient and Zone C:
1. Management

CLINICAL PATHWAY:

Delirium - Inpatient and Zone C Management

reat suspected Medications &

THIS PATHWAY
SERVES AS AGUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

Optimize
environment

e Treat suspected etiology RM“| me/dl:a:on :St: Moritoring and Safety Howto mize
per primary and consulting | |* Re-eva lPte confim home P i . .
teams, as appropriate o mdm'ﬂ::'“qenk oy . E::tlfn‘:;r::::::::yﬂfor 2:{:\?::/‘1':[:\:2’::‘0‘::
- . . /W\x:{i smagse||: iy
strategies e =
If symptoms of delirium are improving, 4;;;5;21 e
. . . . A medication | [* Ensuresafetransters frequently )
management strategies to continue while planning \/ﬁ e
J Melatonin for sleep M :::':‘ft +compression f‘m\:ﬁ clocks within line
optimization =
towards d ISCh arg e. Antipsychotics PRY2gation | ¢ Continue to optimize environment
psychiatry if appropriate specifically as noted above
o ConsulePhysical e Wean antipsychotic medications, in
. - . By consultation with psychiatry
Dependlng On the ClrcumStance, a Ic"::sl:icp:d:hg: e Engage Rehab services as indicated

Begin discharge planning
Multidisciplinary family meeting as
indicated

multidisciplinary family meeting may be
necessary.

:

N
i

4

 Continue to optimize environment
specifically as noted above

* Broaden differential and obtain |

further dia
Discharge Criteria & Plan:

Etiology of delirium determined with treatment plan in place, OR delirium resolved
Outpatient treatment plan in place
Clearance by Physical Therapy
Safety of ambulation and ongoing care ensured
Safety of discharge or transfer ensured
Outpatient Rehab services in place if indicated
Appropriate PCP and sub-specialty follow-up appointments in place
Update PCP at the time of discharge
Ensure family understanding of ongoing plan

PPTOpTETE AT P v P TTpTaTe
e Update PCP at the time of discharge
Ensure family understanding of ongoing plan

The patient must have specific criteria met in order
to be discharged — specifically, delirium should
have resolved (or a treatment plan is in place for
etiologies that have been determined).

RETURN TO
THE BEGINNING

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISA NAMEROW, MD
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Inpatient and Zone C:
1. Prevention and ldentification
2. Evaluation and Work up

The Delirium — Inpatient Prevention and
Screening algorithm is meant for all patients
admitted on the Med/Surg units at CT Children’s,
not just for those with suspected or known
delirium.

Of note:

PICU patients should be excluded from this pathway. They are
being screened with the CAPD score, but providers and nurses
should follow the specific protocols for screening, prevention
and treatment for PICU patients.

CLINICAL PATHWAY: THIS PATHWAY

SERVES AS A GUIDE

Delirium - Inpatient Prevention and Screening REPLACE CLINIGAL

JUDGMENT.

| Concurrent implementation of preventive strategies and delirium screening as outlined below |

Delirium Screening

Ensure early mobility
and exercise; involve
PT/OT

Encourage family and
developmentally
appropriate
engagement

Please referto

Consi A Medication Considerations: RN to perform routine delirium
screening using CAPD (Appendix
o Provide orienting * S::::’r::::::unn:f home B) ql2hrand document in
environment (proper e medical record
i medications
use of Whiteboard,
. *  Assess, prevent and
clearly visible clocks) manase pain effectivel
Promote healthy sleep £e pi v

Assess sedative
medication need and
effectiveness, wean as
able

Menitor and prevent
withdrawal

Minimize polypharmacy
and deliriogenic

High clinical suspicion of
delirium:
1)CAPD 29

2) Clinical recognition of delirium
via the following features (21):
®  Acute mental status change
s Acute onset of hallucination or delusions
« Confusion or impaired memory

- . medications as
Inpatient Delirium appropriate**
Management pRrop

** Deliri ic Medications:

Opioids

flucroquinolones)
Corticosteroids

Metoclopramide
Muscle relaxants

Benzodiazepines and Barbiturates

Anti-cholinergics (e.g. atropine, diphenhydramine)
Anti-convulsants (e.g. carbamazepine, phenytoin)
Anti-depressants (e.g. tricyclics, SSRIs)
Anti-emetics (e.g. promethazine)

Anti-microbials and anti-virals (e.g.

H2 receptor blockers (e.g. ranitidine, famotidine)

* Alterations of attention or arousal
* New catatonic features

Continue prevention and
ongoing monitoring via
CAPD gl12hrand standard
clinical assessments

Naotify provider from

primary medical or
surgical team.

* Providertoinitiate a
bedside assessment
of patient and

proceed to Inpatient

Delirium Evaluation

90019 Connecticut Children's Medical Center Allrights reserved. 15004

RETURNTO
THE BEGINNING

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISA NAMEROW, MD




CLINICAL PATHWAY: THIS PATHWAY

SERVES AS A GUIDE

Inpatient and Zone C: Delirium - Inpatient Prevention and Screening REPLACE CLINICAL
1. Prevention and Identification
2. Evaluation and Work up

| Concurrent implementation of preventive strategies and delirium screening as outlined below |

Environmental
S B s CAPD (Appamdi
o Provide orienting ® [ Re-evaluation/ #) gl2hrand document in
environment (proper mnf!rm;tinn ghhome medical record
use of Whiteboard, medications
clearly vigHslaslasla = welv I
P t I k I : ;'E:t; Environmenta Medication Considerations:
revention IS Key: g Considerations: ps '
e Encourag]
developry .
; . L ¢ Re-evaluation
. . il powearening o [* Poemuaton
Proactive measures to prevent delirium include " peerl  environment (proper T edications R
1 i : managel yse of Whiteboard, | E):
both environmental and medication o Assess preventand  foee

r delusions

clearly visible clocks)
Promote healthy sleep
Ensure early mobility
and exercise; involve
PT/OT

manage pain effectively
o Assess sedative

medication need and

effectiveness, wean as

considerations.

. able
Encourage family and e Monitor and prevent
developmentally thdrawal e
. Wi awa surgical team.
appropriate

inimi Provider to initiate a
o Minimize polypharmacy [Fevidertointate
and deliriogenic Qetient and
. . proceed to Inpatient
medications as

Delirium Evaluation
appropriate**

engagement
Please referto
Inpatient Delirium
Management

o

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISA NAMEROW, MD [ ] Connecticut

0019 Connecteut Children's Medical Center Al rights reserved 15004



CLINICAL PATHWAY: THIS PATHWAY

Inpatient and Zone C: Delirium - Inpatient Prevention and Screening R?;E:%i%{ﬁj”':’f
1. Prevention and Identification
2. Evaluation and Work up

| Concurrent implementation of preventive strategies and delirium screening as outlined below |

Delirium Screening

RN to perform routine delirium
screening using CAPD (Appendix
B) qglzhrand document in
medical record

Deliriogenic medications are listed and should be

**Deliriogenic Medications:

reviewed for every patient presenting with
delirium.

o Benzodiazepines and Barbiturates

¢ Opioids

o Anti-cholinergics (e.g. atropine, diphenhydramine)

o Anti-convulsants (e.g. carbamazepine, phenytoin)

o Anti-depressants (e.g. tricyclics, SSRIs)

¢ Anti-emetics (e.g. promethazine)

o Anti-microbials and anti-virals (e.g.
fluoroquinolones)

o Corticosteroids

o H2receptor blockers (e.g. ranitidine, famotidine)

o Metoclopramide

o Muscle relaxants

High clinical suspicion of
delirium:
1)CAPD 29

2) Clinical recognition of delirium
via the following features (21):
®  Acute mental status change
s Acute onset of hallucination or delusions
« Confusion or impaired memory
* Alterations of attention or arousal
* New catatonic features

ue prevention and
g monitoring via
hrand standard
1ts

Naotify provider from
primary medical or
surgical team.

e Corticosteroids. . vaiderto initiate a
®  H2 receptor blockers (e.g. ranitidine, famotidine) bedsu:!e assessment
*  Metoclopramide of patient and )

e Muscle relaxants proceed to Inpatient

Delirium Evaluation

RETURN TO
O >
CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISA NAMEROW, MD [ ] Connecticut
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Inpatient and Zone C:
1. Prevention and ldentification
2. Evaluation and Work up

All med/surg patients will be screened with the
CAPD tool.

Nursing will complete the screening about every

12 hours. The screen will occur towards the end
of the shift to capture the “overall assessment” or
average behavior. This is NOT a “moment in
time” assessment.

CLINICAL PATHWAY: THIS PATHWAY

SERVES AS A GUIDE

Delirium - Inpatient Prevention and Screening REPLACE CLINIGAL

JUDGMENT.

| Concurrent implementation of preventive strategies and delirium screening as outlined below |

Delirium Screening

Delirium Screening

Environmental
Consi P RN to perform routine delirium
screening using CAPD (Appendix
o Provide orienting Sz;:;_::::xn:f home B) ql2hrand document in
environment (proper medical record
o medications
use of Whiteboard,

* Assess, prevent and
managg pain effectively
*  Assess sedative
medication need and
effectiveness, wean as

clearly visible clocks)
* Promote healthy sleep
*  Ensure early mobility
and exercise; involve

P1/0T able

e Encourage family and . .
developl:nentallv N!u.nf r:d prevent High clinical suspicion of
approprial delirium:
engagemy 1)CAPD 29

s Please ref . .. OB
mpatient| RN to perform routine delirium 2) Clinical recognition of delirium
Managen| . . . via the following features (21):

screening using CAPD (Appendix « Actte mental status change

s Acute onset of hallucination or delusions

B) qgl2hr and document in
medical record

« Confusion or impaired memory
* Alterations of attention or arousal
* New catatonic features

Benzodiazepines and Barbiturates

Opioids

Anti-cholinergics (e.g. atropine, diphenhydramine)
Anti-convulsants (e.g. carbamazepine, phenytoin)
Anti-depressants (e.g. tricyclics, SSRIs)
Anti-emetics (e.g. promethazine)

Anti-microbials and anti-virals (e.g.
flucroquinolones)

Continue prevention and
ongoing monitoring via
CAPD gl12hrand standard
clinical assessments

Naotify provider from
primary medical or
surgical team.

e Corticosteroids . vaiderto initiate a
®  H2 receptor blockers (e.g. ranitidine, famotidine) bedsu:!e assessment

*  Metoclopramide of patient and )

e Muscle relaxants proceed to Inpatient

Delirium Evaluation

RETURN TO
O >
CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISA NAMEROW, MD

®_ Connecticut
“="Childrens
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CLINICAL PATHWAY: P AARRE

In patient and Zone C: Delirium - Inpatient Prevention and Screening REPLACE ClinicaL
1 - P r eV e n t i O n an d I d e n t I f I C at I O n | Concurrent implementation of preventive strategies and delirium screening as outlined below
2. Evaluation and Work up Figure 1. Cornell Assessment of Pediatric Delirium (CAPD) revised

RASS Score (if -4 or -5 do not proceed)

Please answer the following questions based on your interactions with the patient over the course of
your shift:

Never  Rarely Sometimes  Often | Always | Score
CAPD screening tool (Cornell Assessment of Pediatric 4 | 3 2 1 0
Delirium)

Validated for patients 0-21 yrs

Easy to use

Can trend over time

Based on developmental anchor points for patients

1. Does the child make eye contact with the
caregiver?

2. Are the child’s actions purposeful?

3. Is the child aware of his/her surroundings?

4, Does the child communicate needs and

<2 years old or developmentally delayed wants?
De‘Fe_cts hypoactive and hyperactive forms of Never | Rarely | Sometimes | Often | Always
delirium o | 1 " 3 | 4
In develo_p_m.entally normal children, CAPD sensitivity 92% 5. Is the child restless?
and specificity 86.5% 6. Is the child inconsolable?
In developmentally delayed children, CAPD sensitivity 96% ' )
o 0 7. Is the child underactive—very little
and SpeCIfICIty S1% movement while awake?
8. Does it take the child a long time to
respond to interactions?
TOTAL
cticut
Ty = \nerens



THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

CLINICAL PATHWAY:

Inpatient and Zone C:

Delirium - Inpatient Prevention and Screening

2. Evaluation and Work up

1. Prevention and Identification

NB 4 weeks 6 weeks 8 weeks 28 weeks 1 year 2 years
I. Does the child Fixates on face Holds gaze briefly Holds gaze Follows moving Holds gaze, Prefers Holds gaze. Prefers primary Holds gaze, Prefers primary
make eye contact object/caregiver past primary parent. Looks parent. Looks at speaker. parent. Looks at speaker
with the caregiver? Follows 90 degrees midline, regards at speaker.
examiner’s hand holding
object, focused attention
2. Are the child’s Moves head to side, | Reaches Reaches Symmetric movements, Reaches with Reaches and manipulates Reaches and manipulates
CAPD uses Developmental actions purposeful? | dominated by (with some will passively grasp handed | coordinated objects, tries to change objects, tries to change
. primitive reflexes discoordination) object smooth position, if mobile may try to | position, if mobile may try to
Anchor Points movement gecop. st up and walk
T 3. Is the child Calm awake time Awake alert time Increasing awake Facial brightening or smile | Strongly prefers Prefers primary parent, then | Prefers primary parent, then
AnChor pOIntS are a aware of his’/her alert time in response to nodding mother, then other other familiars, upset when other familiars, upset when
1 surroundings? Turns to primary Turns to primary head, frown to bell, coos familiars. Differentiates | separated from preferred separated from preferred
reference for normatlve caretaker’s voice caretaker's voice between novel and care takers, Comforted by care takers. Comforted by
1 May turn to smell of familiar objects familiar objects especially familiar objects, especially
behaVIOI’S based on primary care taker favorite blanket or stuffed favorite blanket or stuffed
age/developmental level May turn o smell of e cacy
. primary care taker
Used for patients < 2 years of
d/ f h 4. Does the child Cries when hungry Cries when hungry or | Cries when hungry Cries when hungry or Vocalizes /indicates Uses single words or signs 3 o 4 word sentences, or
ag e (an oro t at communicate or uncomfortable uncomfortable or uncomfortable uncomfortable about needs, e.g., signs, May Indicate toilet
needs and ? h , discomfort, eeds, calls self
developmental level) - SerioaR e ki or N o
surroundings
5. Is the child No sustained awake | No sustained calm No sustained calm No sustained awake alert | No sustained calm state | No sustained calm state No sustained calm state
1 restless? alert state state state state
Observable behaV|0rS as 6. Is the child Not soothed by Not soothed by Not soothed by Not soothed by parental Not soothed by usual Not soothed by usual Not soothed by usual
th ey WOUId be seen | n inconsolable? parental rocking, parental rocking, parental rocking, rocking, singing, methods, e.g., singing, methods, e.g., singing, methods, e.g., singing,
singing, feeding, singing, feeding, singing, feeding, comforting actions holding, talking holding, talking, reading holding, talking, reading (may
hOSpitaI Setting comforting actions | comforting actions comforting actions tantrum, but can organize) |
. . 7. Is the child Little if any flexed Little if any reaching, Little if any reaching, | Little if any purposive Little if any reaching, Little if any play, efforts to sit | Little if any more elaborate
Ad Ju sted for alterations by underactive—very | and then relaxed kicking, grasping (stll | kicking, grasping grasping, control of head | grasping. moving up. pull up, and if mobile play, efforts to sit up and
. . ) . little movement state with primitive | may be somewhat (may begin to be and arm movements, such | around in bed, crawl or walk around move around, and if able to
“sick behaV|Or,” pain, anXIth, while awake? reflexes discoordinated) more coordinated) | as pushing things that are | pushing things away stand, walk, or jump
noxious away
and developmental delay (Child should be
sleeping comfortably
most of the time)
8. Does it take the | Not making sounds | Not making sounds or | Not kicking or crying | Not cooing, smiling, or Not babbling or Not following simple Not following 12 step
child a long time to | or reflexes active as | reflexes active as with noxious stimuli | focusing gaze In response smiling/laughing in social | directions. If verbal, not simple commands. If verbal,
respond to expected (grasp, expected (grasp, suck, to Interactions interactions (or even engaging in simple dialogue not engaging in more
interactions? suck, moro) moro) actively refecting an with words or jargon complex dialogue
interaction)

| Concurrent implementation of preventive strategies and delirium screening as outlined below |

——

-




The CAPD: Documenting it in the chart

CAPD Screening Tool is a screening tool based on
these 8 questions, answered based on observed
patient behaviors over the course of the shift and
reflective of their current developmental level

Scoring will be completed by nursing twice daily,
ideally towards the end of their shift

Providers may be asked by nursing to help answer
some questions in the tool that they are having
trouble evaluating (Can be completed in a team
approach for a patient that is difficult to assess)

Parents may also be a resource to help answer
these questions based on parents observation,
comparing to baseline behaviors

C ticut
oo Cidrens

el 3 Se Bed.
Inpatient,Delirium4 N eciths " 300
Time taken: | 1024 10262018~ Show: MJRow Info  [FLastFiles [FAlChoices =
& AddRow o ACdGroup ok AddLDA 8 ValuesBy o Create Note
¥ Neuro
g CAPD Y 2Years+ | 1Year 28 Weeks 8Weeks  6Weeks 4 Weeks  Newborn

= Developmental Level
2 Years + taken 1 month ago

v Cornell Assessment for Pediatric Delirium *2 Year™

Does the child make Y 0=Always 1=Often

eye contact with the

caregiver? Anchor for Zyo Holds gaze. Prefers pnmary parenl Looks at speaker.
For older, d utilize qi as
presented.

Are the child's Y 0=Al =

actions purposeful? DAy | pL=Ofteni]2 4
Anchor for 2yo: Reaches and manipulates objects, tries to change position, if mobile may
try to get up and walk
For older, devels ily approp i utilize q as
presented.

Is the child aware of Y 0= =

A 0=Always 1=Often ly

surroundings? Anchor for 2yo: Prefers primary parent, then other familiars, upset when separated from
preferred care takers. Comforted by familiar objects especially favorite blanket or stuffed
animal
For older, lly appropri i utilize ions as
presented.

Does the child ) 0=Always 1=Often 2=

communicate needs

and wants? Anchor for 2yo 3 4 word sentences, or sngns May mdacate toilet needs, calls setf or me,
For older, d utilize as
presented.

Is the child restless? h) O=Never 1=Rarely i 3=Often 4=Al
Anchor for Zyo No suslamed calm state
For older, di p ly approp! i utilize ions as
presented.

Is the child " O=Never 1=Rarely i 3=Often 4=Alway

inconsolable?
Anchor for 2yo: Not socthed by usual methods eg. singing, holding, talking, reading (May
tantrum, bul can orgamze)
For older, d ppropri i utilize i as
presented.

Is the child " O=Never 1=Rarely i 3=Often d4=Alway

underactive? (very

little movement Anchor for 2yo: Little if any more elaborate play, efforts to sit up and move around, and if

while awake) able to stand, walk, or [ump
For older, devel ppropri il utilize qi i as
presented.

Does it take the child " 0=Never 1=Rarely i 3=Often 4=Al

a long time to -

respond to Anchor for 2yo: Not following 1-2 step simple ds. If verbal, not g in more

interactions? complex dialogue.
For older, lly approp i utilize questions as
presented.

Calculated Delirium

Score (CAPD): - = ll

Accept Accept and New Cancel




The CAPD: Where is it in the Chart? ® Coqnecl'icut
®=®Childrenss

“» Assess i epo . ’
L e On the patient's Summary
03/280701  03/29 0701 Most “
03/290700  03/29 1100 Recent screen under Assessment
Delirium 0-2 2 03/29 0400

(CAP-D):

Scoring”

On the Vital
Signs

screen o D
|iSted under 8 5 4 0 0 3 0 2 P-D Score
the vitals
signs _ _

Neuro

5= Additional Documentation
FE Screening Assessments
5= CAP-D Developmental Level

State Behavioral Scale (PICU)

Un d er th e Cornell Assessment for Pediatric Delirium *
Does the child make eye contact with

You can also add a column for flowsheet e he i actons puposits |

the CAPD to “My List” for easy "Pedi A&I oes e i conmicae e 15|
viewing when looking at your ' '

Is the child inconsolable?
. . Is the child underactive? (very little
p at | e n t I | St Does it take the child a long time to
Calculated Delirium Score (CAPD):




The CAPD: Best Practice Alerts (BPA) ® oqnecl'icut

The Acknowledge Reason
By selecting to open section should be used
the order set or add when you do not want to
the problem, you are , Besthacice SONon s Uiy ot perform one of the above

saying that you are (® Patient has an Elevated CAP-D Score. two actions.
performing the Delirium (CAP-D):: (!) 19 (02/13/19 1658 : Joseph lacuone, RN)

appropriate actions. Open Order Set Do Not Open Delirium Eval, Work Up and Management Preview A Actively M anaging

Add Problem Do Not Add Delirium ' Edit details (Hospital problem, Share with patient) Delirium COUId be Used

This means that you Acknowledge Reason - when you have already
DO NOT have to Will assess (Does not Silence) Assessed & Not delirious (72h Silence) [0 Rl ti i h T oy T placed orders and
select an Actively Managing Delirium (72h Silence) added the problem but it
acknowledgement S has been 72 hours and
reason below the patient is still getting

: : : an elevated score.
Elevated CAPD scores will automatically trigger a When you select one of

BPA_ for providers. On the BPA there are two the acknowledge
sections. reasons the top two
* On the top you can Open the Order Set and actions will automatically
Add Delirium as a Problem change to “Do Not...”.
 If you do neither you will need to chose a
reason why on the bottom “Acknowledge

reason section”



CLINICAL PATHWAY: THIS PATHWAY

Inpatient and Zone C: Delirium - Inpatient Prevention and Screening RLE;EL“;&%{?EUTLE
1. Prevention and Identification
2. Evaluation and Work up

| Concurrent implementation of preventive strategies and delirium screening as outlined below |

Delirium Screening

Environmental High clinical suspicion of
Considerations: deliri ) erform routine delirium
elirum: ing CAPD (Appendix
e Provide orienting 1) CAPD =9 ad document in
environment OR ¢ord
use of Wh L s -
e 2) Clinical recognition of delirium

via the following features (21):

If there is a high clinical suspicion of delirium, - e |t Aementlsuschange
proceed to the Inpatient Delirium Evaluation and o)

e  Confusion orimpaired memory
developmentally R .
e Alterations of attention or arousal
. New catatonic features

AMical suspicion of
delirium:
1)CAPD 29

appropriate

Work Up. . Pesereer

Please referto
Inpatient Delirium

2) Clinical recognition of delirium
Management

via the following features (21):

®  Acute mental status change

s Acute onset of hallucination or delusions
& Confusion or impaired memory

* Alterations of attention or arousal

‘ New catatonic features

If not, continual assessment, and optimization of
environment/medications should occur.

Continue prevention and
ongoing monitoring via
CAPD g12hr and standard [ami
clinical assessments

e Notify provider from
primary medical or
surgical team.

e  Provider to initiate a
bedside assessment
of patient and L

proceed to Inpatient fdsi

Delirium Evaluation

Lify provider from

Anti-microbials and anti-virals {e.g.
flucroquinolones)

Corticosteroids

H2 receptor blockers (e.g. ranitidine, famotidine)
Metoclopramide

Muscle relaxants

proceed to Inpatient
Delirium Evaluation

RETURN TO
O >
CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISA NAMEROW, MD [ ] Connecticut

0019 Connecteut Children's Medical Center Al rights reserved 15004




CLINICAL PATHWAY: Dy

Inpatient and Zone C: Delirium — Inpatient Evaluation and Work Up
1. Prevention and Identification [
2. Evaluation and Work up e |

¢ Provider bedside evaluation of patient.
¢ |nitiation of Inpatient Delirium Management while evaluation and workup is occurring simultaneously.

\V’ N Managament /
NO
v
Primary Work Up

istat chem 10, CBC, CAP, ESR, ammonia, PT/PTT/INR, TSH, free T4, VBG or CBG, AST,
ALT, ELOH leval, ANA

Once a patient has been identified as having delirium
due to clinical presentation and/ or elevated CAPD
score, the primary provider should perform a bedside
assessment of the patient.

CLINICAL PATHWAY:
Delirium - Inpatient and Zone C Management

Medications & . Optimize
@ @ m‘imnm
Modhymedicaionlist Monitoring and S

Notify the primary attending if a patient is confirmed to
have delirium based on the bedside evaluation.

. . . , How to optimize
Inpatient delirium management should occur e | |+ Resviateonimiane _—
. . - - +  Vitals per unit policy s Dailyschedule fi i
simultaneously as the work up. Management is the o SIDE ||, e i es | |* ComimEnonoingo e
. . AP . delirium viaq 12 hour v Add tient by
same as Zone C management — as previously untegnantlit || w0t | |, idsartogiupiing
discussed. + Wontoragpeert | ' ESSEICETN || e

2 it kbt ] e g W S S - - ey b
o CSE:(add on topreviousy obtained CSF). Meningitis/Encephallis PCR parel (Biofire; If criteriafor use met), EBV PCR, Adenavirus PCR, VDRL
{at risk patients), ArbovirusAb pand (une-Nav)
o Reslratory: Virdl Respirstory Culture (Dec-May)
o Censider evaluation for Autoimmune Encephalitis
o Brain MRI
o Blood: ANA, Ant-ENA, Anti-DNA, Anti-phospheolipid antibodies, ANCA, Von Willsbrand Factor antigen,ACE level, TPO
o CSffadd ontoprevicudy obtained CSF) Autoimmune Encephalitis Penel

‘s Medical Center. All rights reserved. 15-004



CLINICAL PATHWAY: e A T

Inpatient and Zone C: Delirium — Inpatient Evaluation and Work Up
1. Prevention and ldentification Eictogesto cnsder:

CNS infection, fever, sepsis/end organ dysfunction (see Sepsis Pathway), Multi-system Inflammatory
Syndrome in Children (see MIS-C Pathway), hypoxemia, hypoglycemia, electrolyte abnormality, CNS

2 Eval u at I O n an d WO r k u abnormality, intoxication, autoimmune encephalitis, SLE, vasculitis, medication effect, drug withdrawal,
" metabolic disease, neoplasm

T, AW o uywurcmmmw T, ST IRy

Syndrcmemchﬂdmn {see M el
abrormality, intexication > < ncwhdw'lis.SLE.vaww s, m Treat suspected etiology as
< appropriate and continue delirium
management Inpatient Delirium
Management

e | Tarsgementinpatient Dalirium
Mansgament
Labs:

. iStat chem 10, CBC, CRP, ESR, ammonia, PT/PTT/INR, TSH, free T4, VBG or CBG, AST,
ALT, EtOH level, ANA

Urine:

. Toxicology screen

Imaging:

. Consider STAT head CT without contrast based on history and physical exam

Specific etiology
likely?

A 4
Primary Work Up

If etiology not clear, work up should follow a
tiered evaluation including:

« Lab testing

* Imaging

) < O n S u It S e rV I Ce S . Strongly consider LP: cell count with differential, protein, glucose, gram stain and culture, HSV PCR, enterovirus PCR, opening pressure. Ask lab to
hold 3 mL CSF for further studies.

. Begin all empiric IV antimicrobials listed below:
o) Ceftriaxone IV 100 mg/kg/day g12hr (max 2,000 mg/dose) x48 hours AND
o Vanoorrwcm IV x48 hours:
<52 weeks PMA*/about <3 mo old: 15 mg/kg g8hr or as determined by pharmacy based on estimated AUC
- >52 weeks PMA*/about 23 months old — 11 years old: 70 mg/kg/day div g6hr
- 212 yrs old: 60 mg/kg/day div q8hr AND

Overall evaluation and escalation of work up R L
should involve a multidisciplinary team approach ey (o fr s, St et e o g oo et o o sl i)

Rheumatology (if autoimmune process suspected)

. Psychiatry (to assist with recognition/diagnosis of delirium utilizing the Vanderbilt Assessment for Delirium in Infants and Children (VADIC)
assessment tool — Appendix A; determine/confirm etiology; assist with pharm + non-pharmacological manageme nt; help with ongoing monitoring/
response to therapies; for ongoing co-management)

. If diagnosis or treatment plan involves multidisciplinary approach, strongly consider family meeting.

Treat suspected etiology as
appropriate and continue delirium
management Inpatient Delirium
Management

. Blood and urine cultures

Non pharmacologic interventions should start as
soon as delirium identified ot W e————

*PMA (Post-Menstrual Age) = gestational age + postnatal age

*  InfectiousEncephalitis Panel:
o Blood: Mycoplasma lgM/Igs, & WesyFol appropriate and continue delirium
Naowl, Anaplasma (Ehrlichia) blas i S Dismaz= ranel | management Inpatient Delirium
o CSE(add on toprevicusy obtained CSR P Management
{at risk patients), Arbovirus Ab panel (lune-
o Resplratory: Viral Respirstory Culture (Dec-Ma

. Consult Infectious Disease
. Infectious Encephalitis Panel:
o Blood: Mycoplasma IgM/IgG, bartonella IgM/1gG, lyme IgM/IgG, West Nile IgM/IgG (June-Nov), Anaplasma Phagocytophilium IgG/IgM (June-
Nov), Anaplasma (Ehrlichia) blood smear (June-Nov), Rickettsial Disease Panel (June-Nov, travel to endemic area)
o CSE: (add on to previously obtained CSF). Meningitis/Encephalitis PCR panel (Biofire; if criteria for use met), EBV PCR, Adenovirus PCR, VDRL
(at risk patients), Arbovirus Ab panel (June-Nov)
o Respiratory: Viral Respiratory Culture (Dec-May)
. Consider evaluation for Autoimmune Encephalitis
o Brain MRI
o Blood: ANA, Anti-ENA, Anti-DNA, Anti-phospholipid antibodies, ANCA, Von Willebrand Factor antigen,ACE level, TPO s
o CSE: (add on to previously obtained CSF) Autoimmune Encephalitis Panel




CLINICAL PATHWAY: THIS PATHWAY

SERVES ASAGUIDE

Inpatient and Zone C: Delirium — Inpatient Evaluation and Work Up
1. Prevention and Identification [
2. Evaluation and Work up :

Etiologiesto censider:
CNS infection, fever, sepsisfend ogan dysfunction {see Sepsis Pathwayl, Multi-system Inflammatory

Syndreme fn Children {see MIS-C Pathwal, hypoxernia, hyoglycemia, electrolyte abnormality, CNS
sbrormality, intaxcation, autoimmune encephalitis, SLE, vascultis, medication effect, drug withdrawal,
metabolic dissase, neoplasm

Spedfic effdogy ¥
likety?

NO
Y

Treat susected eticlogy as
anpropriate and continue delirium
management Inpatient Delirium
Management

Primary Work Up
Labs:

e iStat chem 10, CBC, CRP, ESR, ammonia, PT/PTT/INR, TSH, free T4, VBG or CBG, AST,
ALT, EtOH level, ANA

Urine: )

e  Toxicology screen

Imaging:

o Consider STAT head CT without contrast based on history and physical exam

Primary work up is intended to screen for easily
identifiable sources of delirium.

+  Stongly condder [P: cel count withidfferentia, protein, glucecss, gram stain and cultire, HSV PCR, enterovirus PCR, opening pressire, Ask labto
hold 3 mt CSFfor further stadies.
«  Begin all empiric V- antimicrobials

Treat suspected etiology as
appropriate and continue delirium

As soon as an etiology is positively identified, it - marnagement Inpatient Defirium

R ¥ ; pemces| reommsilh Management
S h ou Id b e tre ate d as ap p ro p rl ate Wh | I e Cco ntl nu | n g o Davtuses (e aio vt vecog st Ba/aganss o deliium stiEing the Vardabit Amavern ant NIRRT
y asrersment tool - Appendix A; deter mine/coof km etiology; assit wih pharm + non-phovmocobbgicr manogement; help whh ongolng monkoring/
respome totheropies; for ongoing co-menagement)
to manage delirium.

o Ifdiagnosis or treatment plan invalves mul i disciplinary approad, strongly congder family meeting.

Eticlogy
Jeterrined?

Tertiary Work Up:

*PMA [Post-Menstrual Age) = gestational age + postnatal age

Treat suspected efiology as
appropriate and continue delirium
manage ment Inpatient Deliium
Management

«  ConsultInfecticus Disesse
*  InfectiousEncephalitis Panel:
o Blocd: Mycoplasma lgM/igG, bartonalla IgM/1gS, lyme EM/IgG, West Nile [gM/IgG (June-Nov), Anapl asma Phag ocytophilium gG/igM (June-
Now), Anzplama (Enrlichiz} blood smear {lune-Nowj, Rickettsial Dissase Panel {lune-Nov, travel to endermic ares)
o CSE{add on topreviousy obtained CSF). Meningitis/Encephalitis PCR panel (Biofire; if criteriafor use met), EBY PCR, Adenovirus PCR, VDRL
(at risk patients), ArbovirusAb pansl {(June-Nov)
o Respiratany: Viral Respirstory Culture (Dec-May)
s Consider evaluation for Autoimmune Encephalitis
o BrainMRI
o Blacd: ANA, Ant-ENA, Anti-DNA, Anti-phospholipid antibad as, ANCA, Von Will sbrand Factor antigen,ACE level, TPO
o CSE{add on toprevicusy obtained CSF) Autoimmune Encephalit's Penel

RETURN TO
THE BEGINNING

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISA NAMEROW, MD [ ] am'
o

@2019 Connecticut Children's Medical Center, All ights reserved. 15-004.




Inpatient and Zone C:
1. Prevention and Identification
2. Evaluation and Work up

If febrile, further evaluation (including an LP)
and empiric antimicrobials is warranted.
Specialists may be consulted depending on
specific concerns.

** When performing the LP, please send as
much CSF possible to the lab to be saved

for potential future studies.

* Minimum of 3ml of CSF should be
saved, but as much as 6ml may be
needed for some panels.

* Please call the lab to confirm CSF is
being held

THIS PATHWAY

CLINICAL PATHWAY: SERVES AS A GUIDE
AND DOES NOT

Delirium - Inpatient Evaluation and Work Up REPLACE GLINICAL

JUDGMENT.

«  Provider bedside evaluation of patient,
«  Iritialion of Inpatisnt Delirium Managamant vihile evaluation and workup isoccurring Smultaneously.

¥

Eticlogieste consider:
CNS infection, faver, sepsis/end organ dysfunction (see Sepsis Pathway), Multi-systern Inflammatory
Syndrema i Children {see MIS-C Pathway), hypoxermia, hysoglycemia, electrolyte abnormality, CNS
Qication, autoimmune encephalitis, SLE, vasculitis, medicaticn effect, drug withdrawal,
metabolic dissase, neoplasm

Treat suspected efiology as
appropriats and continue defirium
management Inpatient Delirium
Management

L
. No-tatchan 10, CBC, CRP, ESR, ammonis, PT/PTT/INR, TSH, free T4, VBG or CBG, AST,
\ level, ANA

Secondary Work U

If febrile:
o Blood and urine cultures
o Strongly consider LP: cell count with differential, protein, glucose, gram stain and culture, HSV PQR, enterovirus PCR, opening pressure. Ask labto
hold 3 mL CSF for further studies.
o Begin all empiric IV antimicrobials listed below:
o Ceftriaxone IV 100 mg/kg/day g12hr (max 2,000 mg/dose) x48 hours AND
o Vancomycin IVx48 hours:
v <52 weeks PMA'/about <3 mo old: 15 mg/kg q8hr or as determined by pharmacy based on estimated AUC
v »52 weeks PMA'/about >3 months old - 11 years old: 70 mg/kg/day div qéhr
* 212 yrsold: 60 mg/kg/day div g8hr AND
o Acyclovir 20 mg/kg/dose IV g8hr until HSV studies negative

Consider following consultations (who may recommend further work up):

o Neurclogy (if concern for seizure, abnormal EEG, movement disorder, abnormal neurological imaging or focal deficit, or ather neurologic diagnosis)

o Rheumatology (if autoimmune process suspected)

o Psychiatry (toassist with recognition/diagnosis of delirium utilizing the Vanderbilt Assessment for Deliium in Infants and Children (VADIC)
assessment tool - Appendix A; determine/confirm etiology; assist with pharm + non-pharmacological management; help with ongoing monitoring/
response to therapies; for ongoing co-management)

o Ifdiagnosis or treatment plan involves multidisciplinary approach, strongly consider family meeting.

*PMA (Post-Menstrual Age) = gestational age + postnatal age

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC H¢ o [ ] a -
o
P childrens

LAST UPDATED: 020221

@2019 Connecticut Children's Medical Center, All ights reserved. 15-004.



CLINICAL PATHWAY: THIS PATHWAY

SERVES ASAGUIDE

Inpatient and Zone C: Delirium — Inpatient Evaluation and Work Up
1. Prevention and Identification [
2. Evaluation and Work up :

Eticlogieste consider:
NS infection, fever, sepsis/end oran dysfunction (ses Sepsis Pathway), Multi-system Inflammatory
Syndrema i Children {see MIS-C Pathway), hypoxermia, hysoglycemia, electrolyte abnormality, CNS
ication, autoimmune encephalitis, SLE, vasculitis, medication effect, drug withdrawal,
metabolic dissase, neoplasm

Spedfic efidogy ¥
likety?

NO
: v
Primary Work Up.

Treat suspected efiology as
appropriats and continue defirium
management Inpatient Delirium
Management

Etiology determined?

L
. No-tatchan 10, CBC, CRP, ESR, ammonis, PT/PTT/INR, TSH, free T4, VBG or CBG, AST,
\ level, ANA

The pharmacy’s vancomycin protocol was Secondary WorkUp
updated in Feb 2021. Iffebie:

o Blood and urine cultures

o Strongly consider LP: cell count with differential, protein, glucose, gram stain and culture, HSV PQR, enterovirus PCR, opening pressure. Ask labto
. . hold 3 mL CSF for further studies.
» All patients who have vancomycin IV ordered +  Beginall empirc IV antimicrobils sted below

. .- . o Ceftriaxone IV 100 mg/kg/day g12hr (max 2,000 mg/dose) x48 hours AND

will be followed by the clinical pharmacist to o Vancomych Vd8 haurs
i 1 1 v <52 weeks PMA'/about <3 mo old: 15 mg/kg q8hr or as determined by pharmacy based on estimated AUC
h € I p d ete rmine ap p ro p rl ate d osin g v »52 weeks PMA'/about >3 months old - 11 years old: 70 mg/kg/day div qéhr
param eters. 12 yrsold: 60 mg/kg/day div g8hr AND
. . . .. o Acydovir 20 mg/kg/dose IV g8hr until HSV studies negative
Providers will order initial doses per
- - - : Consider following consultations (who may recommend further work up):

p athway/ O rd ers et an d p rovi d ein d IC atl on o Neurology (if concern for seizure, abnormal EEG, movement disorder, abnormal neurological imaging or focal deficit, or other neurologic diagnosis)

ithi o Rheumatology (if autoimmune process suspected)
Wi th In th €eo I’C! er. . o Psychiatry (toassist with recognition/diagnosis of delirium utilizing the Vanderbilt Assessment for Deliium in Infants and Children (VADIC)
IV vanco myC| n d osin g an d recommen d e d assessment tool - Appendix A; determine/confirm etiology; assist with pharm + non-pharmacological management; help withongoing monitoring/
IabS W|” be managed by pharmacy in o Ifdiagnosis or treatment plan involves multidisciplinary approach, strongly consider family meeting.

response to therapies; for ongoing co-management)
conjunction with primary teams.

*PMA (Post-Menstrual Age) = gestational age + postnatal age

@2019 Connecticut Children's Medical Center, All ights reserved. 15-004.



CLINICAL PATHWAY: THIS PATHWAY

SERVES ASAGUIDE

Inpatient and Zone C: Delirium - Inpatient Evaluation and Work Up
1. Prevention and Identification [
2. Evaluation and Work up

NS infection, fever, sepsis/end oran dysfunction (ses Sepsis Pathway), Multi-system Inflammatory

Syndrema i Children {see MIS-C Pathway), hypoxermia, hysoglycemia, electrolyte abnormality, CNS
Qication, autoimmune encephalitis, SLE, vasculitis, medicaticn effect, drug withdrawal,

metabolic dissase, neoplasm

Treat susected eticlogy as
appropriate and continue delirium
management Inpatient Delirium
Management

Etiology determined?

I Primary Work Up

L
. No-tat chem 10, CBC, CRP, ESR, ammonia, PT/PTT/INR, TSH, free T4, VBG or (BG, AST,
\ level, ANA

Secondary Work U

If febrile:

o Blood and urine cultures
o Strongly consider LP: cell count with differential, protein, glucose, gram stain and culture, HSV PQR, enterovirus PCR, opening pressure. Ask labto
hold 3 mL CSF for further studies.
o Begin all empiric IV antimicrobials listed below:
o Ceftriaxone IV 100 mg/kg/day g12hr (max 2,000 mg/dose) x48 hours AND
o Vancomycin IVx48 hours:
v <52 weeks PMA'/about <3 mo old: 15 mg/kg q8hr or as determined by pharmacy based on estimated AUC
v »52 weeks PMA'/about >3 months old - 11 years old: 70 mg/kg/day div qéhr
* 212 yrsold: 60 mg/kg/day div g8hr AND
o Acyclovir 20 mg/kg/dose IV g8hr until HSV studies negative

N Ote th at th S VA D I C assessme nt tOO I Consider following consultations (who may recommend further work up):
1 I I Neurology (if concern for seizure, abnormal EEG, movement disorder, abnormal neurological imaging or focal deficit, or other neurologic diagnosis)
will again be u sed by Psych ! atry to o s
p rovi d e consistent stan d ard |1Ze d Psychiatry (toassist with recognition/diagnosis of delirium utilizing the Vanderbilt Assessment for Delirium in Infants and Children (VADIC)
. . assessment tool - Appendix A; determine/confirm etiology; assist with pharm + non-pharmacological management; help with ongoing monitoring/
assessment of p atients with concern response totherapies; for ongoing co-management)

If diagnosis or treatment plan involves multidisciplinary approach, strongly consider family meeting.

for Delirium

*PMA (Post-Menstrual Age) = gestational age + postnatal age

@2019 Connecticut Children's Medical Center, All ights reserved. 15-004.



Inpatient and Zone C:
1. Prevention and Identification
2. Evaluation and Work up

CLINICAL PATHWAY:

Delirium - Inpatient Evaluation and Work Up

THIS PATHWAY
SERVES ASAGUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

«  Provider bedside evaluation of patient,
«  Iritialion of Inpatisnt Delirium Managamant vihile evaluation and workup isoccurring Smultaneously.

¥

Eticlogieste consider:

CNS infaction, fever, sepsis/end organ dysfunction (ses Sepsis Pathway), Multi-system Inflammatory
Syndreme fn Children {see MIS-C Pathwal, hypoxernia, hyoglycemia, electrolyte abnormality, CNS
sbrormality, intaxcation, autoimmune encephalitis, SLE, vascultis, medication effect, drug withdrawal,
metabolic dissase, neoplasm

Spedfic eliclagy
likety?
NO
v

Primary Work Up

Treat susected eticlogy as
appropriate and continue defirium
management Inpatient Delirium
Management

Labs:

= iStatchem 10, CBC, CRP, ESR, ammonia, PT/PTT/INR, TSH, free T4, VBG or CBG, AST,
ALT, EtOH leval, ANA

Urine:

+  Toxoology sereen

Imaging:

s Consider

Etiology
determined

pead on history and physca exam

Treat suspected efology as
wppropriate and continue delirium
management Inpatient Delirium
Management

Fiology determined?

NO
Y

NO
h 3

Tertiary Work Up:
Consult Infectious Disease

Infectious Encephalitis Panel:

o Blood: Mycoplasma IgM/IgG, bartonella IgM/IgG, lyme IgM/IgG, West Nile IgM/IgG (June-Nov), Anaplasma Phagocytophilium IgG/IgM (June-

Nov), Anaplasma (Ehrlichia) blood smear (June-Nov), Rickettsial Disease Panel (June-Nov, travel to endemic area)

o CSE: (add on to previously obtained CSF). Meningitis/Encephalitis PCR panel (Biofire; if criteria for use met), EBV PCR, Adenovirus PCR, VDRL

(at risk patients), Arbovirus Ab panel (June-Nov)
o Respiratory: Viral Respiratory Culture (Dec-May)
Consider evaluation for Autoimmune Encephalitis
o Brain MRI
o Blood: ANA, Anti-ENA, Anti-DNA, Anti-phospholipid antibodies, ANCA, Von Willebrand Factor antigen,ACE level, TPO
o CSF: (add onto previously obtained CSF) Autoimmune Encephalitis Panel

Edclogy = Approprate and continue demumm
etermined2, manzge ment Inpatient Delirium
Managemant

s ConsultInfecticus Disesse
0 Infectious Encephaitis Panel:

Nowl, Anaplasma (Enrlichia) blocd smear (lune-Now), Rickettsial Disease Panel {lune-Nov, travel to andemic ares]

{at risk patients), ArbovirusAb pand (une-Nav)
o Reslratory: Virdl Respirstory Culture (Dec-May)
o Censider evaluation for Autoimmune Encephalitis
o Brain MRI
o Blacd:ANA, Ant-ENA, Anti-DNA, Anti-phosphalipid antibodias, ANCA, Von Will sbrand Factor antigen,ACE lavel, TPO
o CSffadd ontoprevicudy obtained CSF) Autoimmune Encephalitis Penel

o Blocd: Mycoplasma lgM/igG, bartonalla IgM/1gS, lyme EM/IgG, West Nile [gM/IgG (June-Nov), Anapl asma Phag ocytophilium gG/igM (June-

o CsEfadd on toprevioudy obtained CSF). Meningitis/Encephallis PCR parel (Biofire; If criteriafar use met), EBY PCR, Adenairus PCR, VDRL

RETURN TO
THE B e

CONTACTS: HAYLEY WOLFGRUBER, MD | HAREEM PARK, MD | ERIC HOPPA, MD | LISANAMEROW,

LAST UPDATED: 0

@2019 Connecticut Children's Medical Center, All ights reserved. 15-004.
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Order Set P e

Order Sets
@ Delirium Eval, Work Up and Management Manage My Versiony A

¥ General
w Pathway

Initiate Clinical Pathway: Delirium
Until discontinued starting Today at 1438 Until Specified

¥ Nursing

[here are two order sets for
'g“"‘.‘?’ i inpatient use.
Activity, as tolerate:

NUI’SIng [TJup with assistance l. Admlt tO MS — Dellrlum

[ Activity, strict bed rest
Ord Sl GUE » Safety Risk Protocol An d

Zg'"ed UL B e 2. Delirium Evaluation, Work up,
and Management

Continuous starting Today at 1438 Until Specified

p rese I eCted Implement Daily Schedule
Until discontinued starting Today at 1438 Until Specified
for ease Of Please specify: Implement Daily Schedule to incorportae routine treatments and interventions. Post schedule in room.
i Implement Toileting Schedule 2 0
Ordermg Until discontinued starting Today at 1438 Until Specified Elther can be used at any tlme, but

Please specify: Implement toileting schedule to facilitate regular bowel function.

Lights On/Lights Off

ts Onights Off - the second is meant for patients
Until discontinued starting Today at 1438 Until Specified
Lights on by **, Lights out by ** to facilitat lization of d d night routine. 1
Plssespeciy: Lights on/Lights of t facitate normalaton of day/night ovtine. already admitted.

[[]sequential compression device

Notice the
orders are
broken (] Delirium Tier 1
down into [ oelirium Tier 2

[[Iperipheral Iv
v @ Delirium Specific Work Up and Management

’ [ pelirium Tier 3
Tiers

¥ Medications




.:.Connecticut

Review of Key Points Childrens

« Pediatric delirium is an under-recognized and high-risk diagnosis in pediatric patients that can lead to
several complications

« Delirium is a condition caused by a medical etiology, it is not a psychiatric iliness

« Many factors contribute to the development of delirium, including underlying illness, medications and
disruption of normal routine

« CAPD screening tool can help earlier identify patients with delirium in the inpatient and ICU setting

* New Clinical Pathways for Pediatric Delirium Evaluation, Work-up and Management provides a
consistent approach to preventing, screening, evaluating, and managing delirium
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Quality Metrics Childrens

» Percentage of patients on medical surgical units who were not screened with the
CAPD

» Percent of patients who were screened with CAPD tool twice daily

« Percent of patients with CAPD score = 9 with delirium pathway order set usage

* Average time from CAPD score = 9 to the initiation of the delirium pathway order set
* Number of PICU transfers following CAPD score = 9

 Number of MET activations following CAPD score = 9

« Percent of patients with CAPD score = 9 who have delirium ICD-10 codes applied

» Percent of patients with CAPD score = 9 who have a psychiatry evaluation

* Percent of patients with CAPD score =2 9 who have a CT scan

ALOS for patients with a CAPD score = 9 (days)
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Pathway Contacts Childrens

Hayley Wolfgruber, MD

o Pediatric Hospital Medicine

Hareem Park, MD

o Pediatric Hospital Medicine

Eric Hoppa, MD

o Pediatric Emergency Medicine

Jennifer Downs, MD
o Child Psychiatry
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About Connecticut Children’s Clinical Pathways Program

The Clinical Pathways Program at Connecticut Children’s aims to improve the quality
of care our patients receive, across both ambulatory and acute care settings. We have
implemented a standardized process for clinical pathway development and
maintenance to ensure meaningful improvements to patient care as well as systematic
continual improvement. Development of a clinical pathway includes a multidisciplinary
team, which may include doctors, advanced practitioners, nurses, pharmacists, other
specialists, and even patients/families. Each clinical pathway has a flow algorithm, an
educational module for end-user education, associated order set(s) in the electronic
medical record, and quality metrics that are evaluated regularly to measure the
pathway’s effectiveness. Additionally, clinical pathways are reviewed annually and
updated to ensure alignment with the most up to date evidence. These pathways
serve as a guide for providers and do not replace clinical judgment.



