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This Quick Reference Guide (QRG) demonstrates to the ICU nurse how to document the 
Sedation and Delirium Assessment and Pain with Delirium in the Adult Critical Care 
Systems Assessment band of iView.  

Document the Sedation and Delirium Assessment 
 From the Adult Critical Care Systems Assessment band in iView: 

STEP 1: Click Sedation and Delirium Assessment. 

STEP 2: Click the RASS Score cell. 

STEP 3: Document the patient’s RASS Score. 

NOTE: If there are questions about RASS score, click the link to learn more information.  

STEP 4: Click the RASS Target cell.  

STEP 5: Document the patient’s target RASS Score. 

STEP 6: Click the Pt Age For Confusion Assessment Method cell.  

STEP 7: Document patient’s age. 

STEP 8: Document preventable measures for the patient.  

STEP 9: Document if the patient has a fluctuating mental status.  

NOTE: If help is needed to determine the patient’s mental status, click the CAM-ICU Mental Status 
Fluctuating link.  

 If the patient has a RASS score, click Unable to Access.  

STEP 10: Document patient’s Attention Screen method.  

NOTE: To view information about the screening method, click the CAM-ICU Attention Screening 
Exam Methods link.  

STEP 11: Document the number of errors made during the Attention Screen.  

STEP 12: Document the patient’s RASS Score.  

NOTE: If the patient has a RASS Score of zero, additional steps detailed below need to be followed. If 
assistance is needed with any determinations, click the link associated with the assessment 
or result cell.  
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a) Select the set used for the Disorganized Thinking Method. 

b) Document the number of disorganized thinking errors.  

c) Document patient’s CAM-ICU result. 

d) Document any interventions that will be implemented.  

STEP 13: Click the Sign icon.  

Document Pain with Delirium 
 From the Adult Critical Care Systems Assessment band in iView: 

STEP 1: Open the Pain Assessment section.  

STEP 2: Complete the Able to Self-Report Pain cell.  

NOTE:  If No is selected, the appropriate pain scale must be selected in the Unable to Self-Report 
Pain cell. 

STEP 3: Complete the remaining documentation rows in the section as appropriate.  

STEP 4: Click the Sign icon.  

For questions regarding process and/or policies, please contact your unit’s Clinical Educator. For 
questions regarding workflow, please place a ticket to Health Informatics. For any other questions 

please contact the Customer Support Center at: 207-973-7728 or 1-888-827-7728. 

https://emh.service-now.com/esp?id=sc_cat_item&sys_id=7779d9ee1babc010200c33fccd4bcbeb

