Appendix：
Appendix 1：The quality evaluation of the literature on guidelines（Using appraisal of guidelines for research& evaluation Ⅱ）
	


	

Title
	Percentage of standardization in each domains（%）

	
	
	Scope and Purpose
	Stakeholder involvement
	Rigour of    Development
	Clarity of Presentation
	Applicability
	Editorial Independence
	≥60% domains
	≥30%
domains
	Recommendation grades



	1
	Delirium: prevention, diagnosis and management
	100
	66.67
	31.25
	83.33
	27.08
	71.43
	4
	5
	B

	2
	Delirium, Dementia, and Depression in Older Adults: Assessment and Care
	100
	94.44
	93.75
	94.44
	79.17
	91.67
	6
	6
	A

	3
	Risk reduction and management of delirium
	100
	69.44
	94.79
	91.66
	45.83
	95.83
	6
	6
	A

	4
	Delirium
	100
	72.22
	35.42
	91.66
	47.92
	0
	4
	5
	B

	5
	European Society of Anesthesiology evidence-based and consensus-based guidelines on postoperative delirium
	100
	63.89
	82.29
	100
	37.5
	66.67
	5
	6
	B

	6
	American Geriatrics Society abstracted clinical practice guideline for postoperative delirium in older adults
	100
	97.22
	79.17
	100
	50
	100
	5
	6
	B

	7
	Clinical Practice Guidelines for the Management of Delirium in Older People
	100
	100
	90.63
	83.33
	62.5
	100
	6
	6
	A

	8
	Clinical Practice Guidelines for the Prevention and Management of Pain, Agitation/Sedation, Delirium, Immobility, and Sleep Disruption in Adult Patients in the ICU
	94.44
	50
	68.75
	100
	37.5
	75
	5
	6
	B

	9
	Guidelines for analgesia and sedation treatment in intensive care unit of Chinese adults
	91.67
	88.89
	88.54
	100
	39.58
	54.17
	4
	6
	B







Appendix 2：Analysis of the inclusion of guidelines related to delirium care
	
Thames
	Reference frequency
	Context

	Risk factors assessment
	9
	Assessing risk factors for delirium at the time of patient admission and change in diseases conditions.

	Signs and symptoms at the onset of delirium
	5
	Observation of the change in disease and the status of the patient, it is recommended for the caregiver or family to report the abnormal conditions to the medical staff in time, and clinical assessment is provided by psychiatric professionals.

	Delirium Screening
	7
	Generally assessed daily, however, more frequent assessments (e.g., per shift) are needed when delirium risk is known to be high or preexisting. Delirium screening tools CAM, Nu-DESC, etc.

	Cognitive functioning exercises
	5
	Provide proper lighting and clear signage; reorient the patients by explaining where they are, who they are, and what your role is; perform cognitive stimulation activities; facilitate regular visits from family and friends; and avoid unnecessary room changes.

	Management of dehydration and/or constipation
	3
	Ensure adequate fluid intake by encouraging drinking and considering intravenous fluids if necessary; manage fluid balance appropriately in those with comorbidities (e.g., heart failure or chronic kidney disease); and monitor urination.

	Complication
	4
	Prevention, early detection, and treatment of postoperative complications, avoiding unnecessary tracheal intubation; prevention of delirium complications such as immobilization, falls, pressure ulcers, dehydration, and malnutrition.

	Early mobilization
	5
	Encourage physical exercise, including walking (if possible), getting up, joint mobility training, self-care activities; provide appropriate walking assistance if needed. Establish mobilization standards according to cardiovascular, respiratory or neurological criteria.

	Pain
	6
	1) The 0-10 numeric rating scale (NRS) is used in adults who are able to self-report pain.
2) Assess analgesia after implementation of analgesia and adjust the treatment plan based on the results, with a target NRS score of <4.
3) Pharmacologic intervention. The lowest effective dose of opioids is recommended for the treatment of procedural pain.
4) Nonpharmacologic interventions. Provide massage for pain; cold therapy to manage procedural pain; provide relaxation techniques.

	Tackling malnutrition
	3
	Ensure proper fit of dentures, if any. Remind the patient to eat and drink and offer any assistance when needed.

	Sensory impairment/deprivation
	4
	Ensure that patients wear eyeglasses and hearing aids that are in acceptable operating condition.

	Promoting favorable sleep patterns and sleep hygiene
	5
	Minimize noise, use earplugs, eye masks, etc.; avoid nursing or medical procedures during sleep time; use dexmedetomidine for post-cardiac surgery patients to promote sleep and be on alert for bradycardia and hypotension.

	Psychological support
	2
	Ensure effective communication and re-positioning of roles and consider involving family, friends and caregivers to help the patient.

	Health Education
	4
	Health education on delirium prevention and care for family members/caregivers of patients who are at risk for or experiencing delirium to reduce fear and strengthen their ability to cope with delirium episodes.

	Management of constraints
	2
	Use the principle of least restraint and use restraint as a last resort to reinforce bedside care.

	Environmental strategy
	1
	Provides a quiet environment and reduces noise, especially during breaks; provides a legible clock and calendar.

	Drug administration
	5
	It is recommended that the routine use of benzodiazepines be avoided except in those with severe anxiety, and that if there is a risk of delirium, a professional be consulted to check whether the medication used increases the risk of delirium.

	Drug therapy
	7
	Antipsychotics are not routinely used, but short-term low-dose haloperidol or atypical antipsychotics may be considered for those who are agitated due to the presence of delirium symptoms and who may be at risk of physical harm to themselves or others.


















Appendix 3：Quality evaluation of the literature on randomized controlled studies (using the Cochrane Handbook - version 5.1.0)
	[bookmark: OLE_LINK3]
	Title
	Authors
	Published years
	Journal of
publications
	Objective
	Intervention groups
	Control groups
	Main evaluation indicator
	literature resources
	Literature quality evaluation
①② ③ ④ ⑤ ⑥ ⑦

	1
	Effect of multidisciplinary cooperation mode on postoperative delirium in patients with
Stanford type A aortic dissection 
	Xiaomin Zhang.et al 
	2021
	Journal of Vascular and Endovascular Surgery 
	type A aortic dissection
	A multidisciplinary collaborative model for the prevention and management of delirium in Stanford type A aortic dissection patients undergoing surgery based on usual interventions.
	Usual nursing care, with interventions focused on perioperative observation, drain care, pulmonary interventions, and observation and management of potential complications
	Perioperative indicators, incidence of postoperative delirium, duration of postoperative delirium, and average time of hospitalization in both groups.
	Wanfang
	L  U  H  L  U  L  L

	2
	Evaluation of the effectiveness of delirium prevention care 
protocol for the patients with hip fracture: A randomized 
controlled study
	Unal, N.et al
	2021
	Journal of clinical nursing
	Hip fracture patients
	The intervention group received programmed care for delirium prevention based on international guidelines and other literature.
	The control group was given usual nursing care, including monitoring patients' vital signs; providing analgesia in accordance with clinical plan and physician's requirements; and assessing comorbidities.
	The MNA-SF score, Barthel Index, RCSQ, and visual analog scale were observed in both groups to assess the patients' pain
	Cochrane
	L  L  L  L  U  L  L


Note：L is low risk of bias；H is high risk of bias；U is unclear.
Appendix 4：Quality evaluation of the literature on experimental studies (using the Australian JBI Health Care Center's Authenticity Assessment Tool for Experimental Research Papers)
	
	Title
	Authors
	Published years
	Journal of
publications
	Objective
	Intervention groups
	Control groups
	Main evaluation indicator
	literature resources
	Literature quality evaluation
① ② ③ ④ ⑤ ⑥ ⑦ ⑧ ⑨

	1
	The nursing practice of applying bunding measures in reducing postoperative delirium in aortic dissection patients
	Shuai Zhang.et al

	2020
	Chin J Emerg Crit Care Nurs
	aortic dissection
	ESCAPE Cluster Intervention
	[bookmark: OLE_LINK4]usual nursing intervention
	Incidence of delirium, duration of physical restraint, duration of ICU stay, patient satisfaction
	Wanfang
	Y  U  Y  Y  U  D  Y  Y  Y

	2
	Effects of modified ABCDE bundle in aortic dissection patients with postoperative delirium
	Jun Zhao.et al

	2019
	Chinese Journal of Nursing
	aortic dissection
	Implement a cluster delirium management program, including a sleep management program, a sedation program, an analgesic program, a delirium monitoring program, and an early activity program.
	/
	Average days of hospitalization, morbidity and mortality rate
	Wanfang
	Y  U  U  N  D  D  Y  Y  Y

	3
	A nursing protocol targeting risk factors for reducing postoperative 
delirium in patients following coronary artery bypass grafting: Results 
of a prospective before-after study
	Weiying Zhang.et al

	2017
	International Journal of Nursing Sciences
	Patients after coronary artery bypass grafting


	Delirium care intervention program, including management of sleep, activity, complication prevention, and pain.
	usual nursing intervention
	Incidence, severity, onset and duration of postoperative delirium
	Pubmed
	Y  Y  Y  Y  U  U  Y  Y  Y


[bookmark: OLE_LINK5]Note: Y is yes; N is no; U is unclear; D is not applicable.


Appendix 5：Quality evaluation of the literature on Expert Consensus studies (using the Australian JBI Health Care Center's Authenticity Assessment Tool for Opinion and Consensus Articles)
	
	Title
	Authors
	Published years
	Objective
	literature resources
	literature resources
	Literature quality evaluation
1 ② ③ ④  ⑤ ⑥

	1
	Chinese expert consensus on prevention and control of elderly patients with postoperative delirium 
	Geriatric Society of Chinese Medical Sociat
	2016
	Aged 65 years and older, suitable for geriatrics and surgery
	Yimaitong
	Chin J Ceriatr
	Y  Y  Y  N  Y  Y


	2
	Italian intersociety consensus on prevention, diagnosis, 
and treatment of delirium in hospitalized older persons
	Bellelli G, Morandi,et al
	2018
	Hospitalized elderly patients
	Yimaitong
	Intern Emerg Med

	Y  Y  Y  Y  Y  Y

	3
	Expert consensus on the management of delirium in critically ill patients 
	Chinese Critical Hypothermia-Sedation Therapy Study Group 
	2019
	Critically ill patients

	Wanfang
	Chin J Intern Med

	Y  Y  Y  Y  Y  Y


Note: Y is yes; N is no; U is unclear; D is not applicable.



[bookmark: OLE_LINK6]Appendix 6：Literature Evidence Entry Extraction Form
	[bookmark: OLE_LINK9]Item
	Evidence Content
	Level of Evidence
	Recommended Level

	Risk factor assessment
	1. Susceptibility factors: age, combination of multiple medical diseases, visual and auditory impairment, etc.
2. Triggering factors: pain, depression, anemia, co-infection, malnutrition, activity limitation, hypoxemia, urinary retention, constipation, sleep deprivation and so on.
3. Disease factors: severe infection, trauma, shock, respiratory failure, metabolic acidosis, extracorporeal circulation
	Level 5
Level 5

Level 5
	A
A

B

	Delirium Assessment
	4. Assessment tools CAM, Nu-DESC, assessed every 8h.
	Level 1
	A

	Monitoring of electrolytes/nutrition
	5. Observe the occurrence of high sodium and low potassium; monitor hemoglobin and albumin levels. 
	Level 1
	B

	Sleep Management
	6. Noise control (less than 45dB), especially between 12:00 p.m. and 6:00 a.m. Check the alarm settings of the monitor at 21:00 to minimize false alarms while ensuring safety. Minimize infusion operations at night, and replace fluids before the micropump alarm.
7. 21:00 room patrol, implementation of pain management; 23:00 room patrol, dealing with those who do not sleep, if necessary, follow the doctor's orders to provide sleep aids and sedative drugs.
8. Open curtains to ensure sunlight exposure during the day, reduce lighting at night and use curtains to provide a dark environment. Normally from 17:00-22:00, the main lights in the room are turned off and soft lighting is used. Night lights are used at night when treatment permits.
9. Nurses avoid conducting usual nursing activities during sleep time, operate gently at night, avoid noise and other stimuli to the patient's sleep period; use eye masks and earplugs to improve the sleep environment.
	Level 2


Level 2

Level 5

Level 5

	B


B

B

B

	Physical activity management
	10. Early activities currently mean that the patient starts to do activities within 2-5 d after the disease.
11. Passive activity in bed on the day of return to the ward after surgery; for those who are able to move actively, nurses help them to sit at the bedside, and at least 1 person helps the patient to sit down and assists in the movement of his/her lower limbs.
12. On the 2nd day, assist bedside standing for ≥5 min, and try to walk by family members and nurses assisting the bedside; for those with poor cooperation, the nurse will hold the waist to avoid falling.
13. Walking tolerance training, recording the patient's walking distance and the use of assistive devices. Prior to implementation, the patient's vital signs are assessed by the physician in charge, and exercise is started only when the criteria are met and stopped immediately when contraindications arise.
	Level 5
Level 2

Level 2


Level 2

	B
B

B


B

	Cognitive functioning exercises
	14. Orientation training in terms of person, place and time. Introduce yourself at least twice a day, state your name and position, and address the patient by name. Communicate with the patient daily regarding place and time orientation.
15. Tell the patient where he/she is, what stage of recovery he/she has reached, what fits he/she needs to do today, why he/she needs to do them, and exactly how he/she will accomplish them. 3 times a day for 8h.
16. provide a clock and wall calendar with large number size.
	Level 1


Level 1

Level 1
	A


A

A

	Excretion management
	17. Evaluate the patient's bowel function and, if there are no contraindications, recommend fiber nutrition and fluid intake to prevent constipation. Enable the patient to have one bowel movement within 3d postoperatively; when constipation occurs, use laxatives and cleansing enemas according to medical advice.
18. Remove indwelling urinary catheters as early as possible. Do not catheterize unless urinary retention occurs.
	Level 1


Level 1
	B


B

	Pain Management
	19. Pre-emptive pharmacologic analgesia for pain relief prior to removal of various drains and prior to other invasive or potentially pain-causing procedures.
20. Physicians prescribe long-term oral analgesics. For those with significant agitation, intravenous remifentanil is applied for analgesic sedation.
21. Start with a low dose of remifentanil, titrate to the target of effective sedation, review the dosage regularly, and taper and discontinue the drug.
	Level 2

Level 2

Level 5
	B

B

B

	[bookmark: OLE_LINK10]Avoiding sensory deprivation
	22. To provide assistance with glasses and hearing aids for the nearsighted and hearing-impaired, and to provide timely fitting of dentures for those with active dentures.
	Level 2

	A

	Sedation management
	23. Apply dexmedetomidine as prescribed, starting at 21:00 and stopping at 06:00 the following day. Prevent hypotension and slow heart rate from occurring. Assess hourly with RASS with the goal of mild sedation.
	Level 2

	B




Appendix 7：Final draft of the postoperative delirium care plan for patients with Stanford type A aortic dissection
Intervention objectives: patients undergoing surgery for type A aortic dissection;  Intervenor: nurse; Time of intervention: after transfer from the cardiac intense care unit to the cardiac surgical ward
	1.Delirium judgment
	1.1 Delirium Diagnose
	1.1.1 Upon transfer to the ward, the charge nurse determined delirium using the Nursing Delirium Screening Scale (Nu-DESC).

	
	
	1.1.2 Frequency of assessment: every 8 hours for those at high risk/delirium; daily for those at low risk. 

	2.Delirium Risk Stratification and Related Assessments
	2.1 Delirium risk stratification
	2.1.1 For those who were not delirious, the risk of delirium was stratified according to the risk prediction scoring model developed in the previous phase of this study. The model scoring criteria were: age >55.5 years (1 point), male (1 point), preoperative lactate value >1.85 mmol/L, deep hypothermia off-circuit time >36.5 min (1 point), CCU hospitalization >8.5 days (2 points), and postoperative comorbidity with other complications (1 point). When the score was ≤4 points, it was low-risk patients; when the score was ≥5 points, it was high-risk patients.

	
	2.2 Delirium Risk Factor Assessment
	2.2.1 Frequency of assessment: high-risk individuals/deliriums are assessed daily; low-risk individuals are assessed on admission to the ward and when there is a change in their condition.

	
	
	2.2.2 Risk factors were assessed using the Delirium Risk Factor Assessment Form.

	
	
	2.2.3 Assess for polypharmacy and high-risk drug use.

	3.General Management






	3.1 Sensory impairment management (to be implemented on the day of transfer)
	3.1.1 To assist people with myopia, presbyopia, hearing loss with glasses and hearing aids, and those with removable dentures with dentures.

	
	3.2 Physical activity management (to be implemented on the day of transfer)

	3.2.1 Passive movement in bed on the day of transfer. For those who were able to move actively, the nurse helped them to sit on the edge of the bed and assisted with lower limb movement.

	
	
	3.2.2 Encourage patients to participate in self-care activities of daily living, such as brushing teeth, washing face, eating and combing hair.

	
	
	3.2.3 Nurses assist patients to stand at the bedside. Standing time ≥5min, can try to assist the bedside walking; for those with poor activity co-ordination, need to be supported by the nurse to walk on the waist to avoid falling.

	
	
	3.2.4 Walking tolerance training. Prior to implementation, the patient's vital signs were assessed by the physician in charge, and exercise was started only when criteria were met and stopped immediately when contraindicated. The walking distance and the use of assistive equipment were recorded.

	
	3.3 Pain management (to be implemented on the day of transfer)
	3.3.1 Pain was assessed by numerical rating scale (NRS). Frequency of assessment: ① once a day, if pain occurs at any time; ② every 4h during remifentanil analgesia; ③ 1h reassessment after oral medication analgesia. The expected target of analgesia NRS≦3 points.

	
	
	3.3.2 Non-pharmacological interventions. ① Massage areas other than the wound site.② Cold therapy for procedural pain management. Apply an ice pack wrapped in gauze around the chest tube for 10 minutes before chest tube removal; ③ Relaxation and breathing exercises.

	
	
	[bookmark: OLE_LINK11]3.3.3 Pharmacological intervention. ① Oral pain medication for long-term use as prescribed (administration time is 08:00, 18:00) ② Nurses patrol at 21:00, NRS ≧ 4 points can be given additional painkillers as prescribed by the doctor. ③ For those with severe pain and irritability, intravenous pumping of remifentanil injection.

	
	3.4 Sleep management (to be implemented on the day of transfer)

	3.4.1 At 21:00 turn off the main lights in the room and the fluorescent lights in the corridors, use night lights and use bed curtains to provide darkness; use night lights at night when treatment permits.

	
	
	3.4.2 Nurses patrol at 22：00，dealing with those who do not sleep, if necessary, follow the doctor's advice to provide aids to sleep sedation. Noise control at night (below 45dB): ① ward phone to the minimum volume; ② mobile phone to vibrate mode; ③ check and reduce the volume of the monitor to reduce the occurrence of false alarms. ④Configure the micro-pump medication earlier at night and replace it before the micro-pump alarm.

	
	
	3.4.3 Reasonably plan nursing/medical maneuvers to be performed at times that avoid sleep time.

	
	
	3.4.4 Transfer high-risk patients to a less crowded room if their condition permits, and ask if they need to be provided with blindfolds and earplugs.

	
	3.5 Cognitive functioning exercises
[bookmark: OLE_LINK12](to be implemented on the day of transfer)
	3.5.1 On the day of transfer, the charge nurse assessed cognitive function using the MMSE scale.

	
	
	3.5.2 Maintain adequate natural light during the day and place clocks and calendars on the ward; avoid unnecessary environmental changes.

	
	
	3.5.3 Introduce yourself 2 times a day, stating your name and position. Remind patients of today's date and time each morning. Explain where and who they are and what their current role is to re-set. Also tell the patient what stage of recovery they are at, what fits they need to do today, why they need to do them, and exactly how they will be accomplished.

	
	
	3.5.4 Ensure that at least 1 familiar family member is with them during their hospitalization.

	
	3.6 Monitoring of electrolytes and
acid-base balance (to be implemented on the day of transfer)
	3.6.1 Monitor electrolyte and acid-base balance changes. Treat symptoms according to medical advice and give appropriate dietary instructions.

	
	3.7 Physiological Needs Management (to be implemented on the day of transfer)
	3.7.1 Assist the patient to eat and drink small amounts of food and water several times, and calculate the amount of fluids in and out every 8h, and measure input and output.

	
	
	3.7.2 Indications for removal of indwelling urinary catheters are assessed daily after transfer to the ward and indwelling urinary catheters are removed as early as possible.

	
	
	3.7.3 Ask the patient about urination and defecation, and if the stool is not relieved for ≥3 days, follow the doctor's instructions to give Keserol 40ml anal plug.

	
	3.8 Management of complications (mainly malnutrition, pulmonary complications, infections, etc.) (to be implemented on the day of transfer)
	3.8.1 The patient should be turned and patted on the back every 2h, nebulized as prescribed by the doctor, and instructed to cough up sputum effectively and take deep breaths. Elevate the head of the bed to prevent pneumonia. Maintain oxygen saturation > 90%. If below 90%, administer oxygen according to medical advice.

	
	
	3.8.2 Monitor vital signs and prevent cardiac arrhythmias; monitor C-reactive protein, white blood cells and temperature changes, detect infections early and actively cooperate with doctors to treat them; avoid unnecessary intubation.

	
	
	3.8.3 Instructed to eat multiple meals in small amounts, strengthen nutrition, and give intravenous infusion of albumin and concentrated red blood cells according to the doctor's instructions.

	
	3.9Management of comorbidities (commonly hypertension, diabetes mellitus) (to be implemented on the day of transfer)
	3.9.1Measure your blood pressure twice a day and take your antihypertensive medication on time as prescribed by your doctor to avoid excessive fluctuations in blood pressure.

	
	
	3.9.2 Diabetic patients should measure their blood glucose before and after three meals as prescribed by the doctor, and follow the doctor's instructions to give hypoglycemic drugs and control their diet.

	4.Management of patients with delirium
	4.1 Trigger factors management
	4.1.1 Assist the physician in searching for possible causes of delirium, removing trigger factors, and correcting the changeable factors.

	
	4.2 Drug administration
	[bookmark: _GoBack]4.2.1 Low-dose atypical antipsychotics may be given for a short period of time (usually 1 week or less) as prescribed by the physician to patients experiencing severe anxiety/distress due to delirium symptoms (e.g., anxiety, fear, hallucinations, or delusions) or who are emotionally agitated and may be at risk of causing bodily harm to themselves or others

	
	
	4.2.3 For severe delirium, dexmedetomidine should be used for night-time sedation as prescribed by the doctor to ensure the patient's sleep from 21:00 to 06:00 the next day.

	
	
	4.2.4 Dexmedetomidine was assessed using RASS 15min, 1h, and every 4h after administration, adjusting the dose according to the degree of sedation, aiming for mild sedation. Be alert for bradycardia and hypotension during use.

	
	4.3 Management of physical constraints
	4.3.1 Assessed using the Psychiatric Protective Restraint Implementation Assessment Form.

	
	
	4.3.2 Assessed every 30min using the Psychiatric Protective Restraint Release Assessment Form.

	
	
	4.3.3 Adopt the principles of individualized reduction of restraints, minimal restraints and use restraint as a last resort. Restraint can be lifted during the day with enhanced bedside care and patient cooperation; appropriate restraints are applied at night.

	
	4.4 Complications and nursing safety management
	4.4.1 Prevent complications of delirium such as falls, pressure ulcers, dehydration, and malnutrition.

	
	
	4.4.2 Access control is implemented at ward entrances and exits to avoid patient loss and escape; scissors, fruit knives, sharp instruments, etc., are confiscated from patients to avoid injuries.

	
	
	4.4.3 Invite family members to participate together, with family members accompanying them 24h and informing healthcare professionals if there are excessive mood swings.

	





5.Family caregiver support
	5.1 Health education
	5.1.1 Education time: the 1st, 3rd and 5th day of the patient's transfer to the ward.

	
	
	5.1.2 Education form: health education through videos, leaflets, classroom lectures, etc. 

	
	
	5.1.3 Education context: (i) what delirium is and why the person is at risk for delirium; (ii) non-pharmacological prevention strategies for delirium; (iii) signs of delirium and the importance of communicating with healthcare professionals if there is a sudden change or fluctuation in behavior; (iv) ways of communicating with and re-orienting the person with delirium (e.g., using a clear, calm voice, making short statements, reminding them of where they are, etc.); and (v) signs and symptoms at the time of the onset of delirium. 

	
	5.2 Family participation
	5.2.1 Family participation in observation: Family members are instructed to observe the patient daily for signs and symptoms of delirium and report immediately to the healthcare staff if there are any. Family members should be informed if there is a confirmed diagnosis after consultation with a psychiatrist.

	
	
	5.2.2 Family participation in intervention care: advocate family participation in the patient's early recovery; strengthen the family's emotional support for the patient, advocate family members to accompany and communicate with the patient during the hospitalization period, and can bring some things familiar to the patient from home, such as photographs, watches and mobile phones.

	
	
	5.2.3 Family participation in delirium care: Invite family members to participate in delirium care together, and be patient and tolerant of their abnormal behavior. Instruct family members to use positive motivational language to encourage the patient and avoid using negative language. Family members should accompany the patient 24 hours a day and work together to implement individualized reduction of restraints, and work with nurses to manage safety. Reasonably channel the negative emotions of family members.



