Construction of a postoperative delirium nursing care plan for patients with Stanford type A aortic dissection（Round one）
Respected expert：
Thank you very much for taking the time to complete this survey amidst your busy schedule.
I am Li Xueping, a part-time graduate student majoring in academic nursing in the 2018 class. My mentor is Professor Yin Zhiqin from the School of Nursing at Wenzhou Medical University. I am currently conducting a research project on the construction of a postoperative delirium nursing care plan for patients with Stanford type A aortic dissection. I have long admired your authority and expertise in this field, and I cordially invite you to be the consulting expert for our research. Your valuable insights and advice on our study would be greatly appreciated. Please do not hesitate to share your thoughts and suggestions. I look forward to collaborating with you and working together to ensure the success of this research. Once again, we sincerely thank you for your assistance. Your valuable insights will play a significant role in our research work. 
This study combines the previously constructed postoperative delirium risk prediction model for aortic dissection, using standardized subject terms and free terms to construct a systematic literature search strategy. Among 957 articles, strict adherence to exclusion and inclusion criteria was followed. The corresponding evaluation tools were applied to assess and select the quality of the literature. In the end, a total of 17 articles were included, comprising 2 randomized controlled trials (RCTs), 3 quasi-experimental studies, 3 expert consensuses, and 9 guidelines. The research protocol establishes a pool of 4 primary items, 17 secondary items, and 41 tertiary items. The implementation of this nursing plan targets patients undergoing surgery for Stanford type A aortic dissection. The intervention will be carried out by the assigned nurse, starting from the patient's transfer from the intensive care unit to the cardiac surgery ward. 
According to the research plan, two rounds of expert consultation will be conducted to modify and improve each item of the intervention plan, in order to determine the feasibility, scientific validity, and practicality of this research plan in clinical practice. Your valuable feedback in this round is an important guarantee for us to enter the next round of expert consultation. If you could provide a response within 2 weeks, we would be greatly appreciative. We look forward to your response! Once again, thank you for your support for this research, and we appreciate your valuable time, expertise, and dedication!                                      
[bookmark: _GoBack]Supervisor: Professor Zhiqin Yin 
Student: Xueping Li
Institution: The First Affiliated Hospital of Wenzhou Medical University
Tel: 13780199814
E-mail: 510217620@qq.com
Part 1:
Instructions for completing the expert consultation form for constructing a postoperative delirium care plan for Stanford A type aortic dissection patients.
This inquiry includes 5 forms. Please evaluate the importance of each indicator according to the requirements of this consultation using a Likert 5-point scale. The importance levels are as follows: 5 =Very Important, 4 =Important, 3 =Neutral, 2 =Not Very Important, 1 =Not Important. Please make your judgments accordingly and mark "√" in the corresponding numerical box. For items that you believe need modification, supplementation, or deletion, please provide your comments in the "Modification, Supplement, or Deletion" column. For items that you believe need to be added, please provide your suggestions in the "Your Modification Suggestions" column. Additionally, please evaluate the importance of the modified and supplemented items accordingly. Please do not leave any fields blank or incomplete.                
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Table 1: Importance assessment and modification suggestions for primary items
	Correspondence item
	Importance evaluation
	Remark

	Primary items
	Very Important
	Important
	Neutral

	Not Very Important
	Not Important
	
Modification, supplementation, or deletion

	
	5
	4
	3
	2
	1
	

	1. Delirium judgment and related evaluation
	
	
	
	
	
	

	2.Nurse-led intervention strategies
	
	
	
	
	
	

	3.Delirium management
	
	
	
	
	
	

	4.Family caregiver support
	
	
	
	
	
	

	



Table 2: Importance assessment and modification suggestions for secondary items
	Correspondence item
	Importance evaluation
	Remark

	Primary items
	Secondary items
	Very Important
	Important
	Neutral

	Not Very Important
	Not Important
	Modification, supplementation, or deletion

	
	
	5
	4
	3
	2
	1
	

	1.Delirium judgment and related evaluation
	1.1 Delirium judgment
	
	
	
	
	
	

	
	1.2 Delirium risk stratification and risk factor assessment
	
	
	
	
	
	

	
	1.3 Medication assessment
	
	
	
	
	
	

	Your revision suggestions:
	

	

2.Nurse-led intervention strategies
	2.1 Sensory impairment management(to be implemented from day 1) 
	
	
	
	
	
	

	
	2.2 Physical activity management(to be implemented from day 1) 
	
	
	
	
	
	

	
	2.3 Pain management (to be implemented from day 1) 
	
	
	
	
	
	

	
	2.4 Sleep management (to be implemented from day 1) 
	
	
	
	
	
	

	
	2.5 Cognitive function exercise (to be implemented from day 2) 
	
	
	
	
	
	

	
	2.6 Electrolyte monitoring (to be implemented from day 2) 
	
	
	
	
	
	

	
	2.7 Dehydration and/or constipation management (to be implemented from day 2) 
	
	
	
	
	
	

	
	2.8  Management of complications  (to be implemented from day 2) 
	
	
	
	
	
	

	Your revision suggestions:
	

	
3.Delirium management
	3.1 Symptomatic treatment 
	
	
	
	
	
	

	
	3.2 Sedation management
	
	
	
	
	
	

	
	3.3 Restraint management
	
	
	
	
	
	

	
	3.4 Complication and risk management
	
	
	
	
	
	

	Your revision suggestions:
	

	4.Family support
	4.1 Health education
	
	
	
	
	
	

	
	4.2 Family care skills guidance
	
	
	
	
	
	

	Your revision suggestions:
	



Table 3: Importance assessment and modification suggestions for tertiary items
	Correspondence item
	Importance evaluation
	Remark

	Primary items
	Secondary items
	Tertiary items
	Very Important
	Important
	Neutral

	Not Very Important
	Not Important
	Modification, supplementation, or deletion

	
	
	
	5
	4
	3
	2
	1
	

	1.Delirium judgment and related evaluation
	1.1 Delirium judgment
	1.1.1 Upon transfer to the ward, the charge nurse determined delirium using the Confusion Assessment Method (CAM). (Refer to Appendix 1)
	

	

	

	

	

	

	
	Your revision suggestions：

	
	1.2 Delirium risk stratification and risk factor assessment
	1.2.1 Upon patient admission, stratify delirium risk based on the risk prediction scoring model established in the previous phase of this study. The scoring criteria of the model are as follows: Age >55.5 years (1 point), male gender (1 point), preoperative lactate level >1.85 mmol/L, deep hypothermic circulatory arrest time >36.5 min (1 point), CCU length of stay >8.5 days (2 points), postoperative complications (1 point). Patients with a score ≤4 points are classified as low-risk patients, while those with a score ≥5 points are classified as high-risk patients.
	

	

	

	

	

	

	
	
	1.2.2 Use the "Delirium Risk Factor Assessment Form" to evaluate whether patients have delirium risk factors. High-risk patients should be assessed daily, while low-risk patients should be assessed upon admission and when there is a change in their condition. (Refer to Appendix 2)
	

	

	

	

	

	

	
	
	1.2.3 The responsible nurse should use the "Confusion Assessment Method" to assess delirium in patients. High-risk patients should be assessed every shift, while low-risk patients should be assessed daily.
	

	

	

	

	

	

	
	Your revision suggestions：

	
	1.3 Medication assessment
	1.3.1 Assessment frequency: High-risk patients should be assessed daily; low-risk patients should be assessed upon admission and when there is a change in their condition.
	

	

	

	

	

	

	
	
	1.3.2 Assess whether the patient is on polypharmacy (taking 5 or more medications during hospitalization) and high-risk medication use.(Refer to Appendix 3)
	

	

	

	

	

	

	
	Your revision suggestions：

	2.Nurse-led intervention strategies










	2.1 Sensory impairment management
	2.1.1Assist patients with nearsightedness, presbyopia, and hearing loss in wearing glasses and hearing aids, and provide dentures for those with removable dentures. (To be implemented starting from the first day of admission)
	

	

	

	

	

	

	
	Your revision suggestions：

	
	2.2 Activity management

	2.2.1On the day of admission to the ward, passive exercises in bed should be performed. For patients who are able to move actively, nurses should assist them in sitting on the edge of the bed and help with lower limb exercises. (To be implemented starting from the first day of admission)
	

	

	

	

	

	

	
	
	2.2.2 Encourage patients to participate in daily self-care activities such as brushing teeth, washing face, eating, and grooming, starting from the first day of admission.
	

	

	

	

	

	

	
	
	2.2.3 Nurses should assist patients in standing at the bedside. If the patient can stand for ≥5 minutes, they can be encouraged to attempt walking with assistance at the bedside. For patients with poor mobility, nurses should support their waist while walking to prevent falls. (To be implemented starting from the second day of admission)
	

	

	

	

	

	

	
	
	2.2.4Walking tolerance training should be conducted. Before implementation, the attending physician should assess the patient's vital signs. Only when they meet the standards can the exercise begin, and it should be stopped immediately if any contraindications arise. Record the distance walked by the patient and any assistive devices used.(Refer to Appendix 4) (To be implemented starting from the third day of admission)
	

	

	

	

	

	

	
	Your revision suggestions：

	
	2.3 Pain management

	2.3.1Pain should be assessed using the Numerical Rating Scale (NRS) once daily, with additional assessments as needed if pain occurs. For pain management with fentanyl, assessments should be conducted every 4 hours. 
After the administration of other analgesics, assessments should be done at the following intervals: 15 minutes after intravenous injection, 30 minutes after subcutaneous or intramuscular injection, and 1 hour after oral administration. The expected pain management goal is an NRS score of <4.
	

	

	

	

	

	

	
	
	2.3.2 Non-pharmacological interventions:
A. Massage the painful area for 15 minutes per session, twice daily, for 7 days.
B. Use cold therapy for procedural pain management. Apply an ice pack wrapped in gauze around the chest tube area for 10 minutes before chest tube removal.
C. Relaxation and breathing exercises.
	

	

	

	

	

	

	
	
	2.3.3 Medication intervention: 
A. Follow the physician's instructions for long-term oral pain medication (to be administered at 08:00 and 18:00).
B. For patients experiencing severe pain or restlessness, intravenous infusion of fentanyl can be administered to achieve analgesic and sedative effects as directed by the physician.
	

	

	

	

	

	

	
	Your revision suggestions：

	
	2.4 Sleep management

	2.4.1 During the 21:00 ward rounds, manage pain for patients with an NRS score >4 as per physician's orders. Turn off the main room light and corridor fluorescent lights, and use night lights for illumination, while providing a dark environment with bed curtains. Use night lights during the night with treatment approval to avoid prolonged exposure to light.
	

	

	

	

	

	

	
	
	2.4.2 During the 23:00 ward rounds, address patients who are having trouble falling asleep. If necessary, provide sleep aids and sedatives as directed by the physician. Check and reduce the monitor volume to 50dB, adjust alarm parameters if needed, and strive to minimize false alarms while ensuring safety.
	

	

	

	

	

	

	
	
	2.4.3During the night, maintain noise levels below 45dB. From 00:00 to 05:00, all personnel should switch their mobile phones to silent mode, set ward phones to minimum volume (below 40dB), and prohibit the movement of chairs at the nursing station. Nurses should prepare microinfusion pumps early in the night and change fluids before pump alarms occur.
	

	

	

	

	

	

	
	
	2.4.4 Try to avoid providing care or medical procedures during sleeping hours. Perform nighttime tasks gently and minimize loud noises to ensure a peaceful environment for patients.
	

	

	

	

	

	

	
	
	2.4.5 If the patient's condition allows, transfer high-risk patients to rooms with three or fewer beds, and inquire whether the patient needs an eye mask and earplugs.
	

	

	

	

	

	

	
	Your revision suggestions：

	
	2.5 Cognitive function exercise

	2.5.1 During the day, open the curtains in the ward, place clocks and calendars in the room, and avoid unnecessary room changes.
	

	

	

	

	

	

	
	
	2.5.2 Introduce yourself twice daily (at 10:00 in the morning and 15:00 in the afternoon), stating your name and position, and address the patient by their name. Every morning, remind the patient of the current date and time. Explain where they are, who they are, their current role, the stage of recovery they are in, what cooperation is needed today, why it is necessary, and how to complete the tasks.
	

	

	

	

	

	

	
	
	2.5.3 Ensure that the patient has a familiar family member present to accompany and care for them during their hospital stay.
	

	

	

	

	

	

	
	Your revision suggestions：

	
	2.6 Electrolyte monitoring

	2.6.1 Monitor changes in serum sodium and potassium levels. Treat low or high potassium/sodium levels symptomatically according to the physician's instructions and provide appropriate dietary guidance.
	

	

	

	

	

	

	
	Your revision suggestions：

	
	2.7 Dehydration and/or constipation management
	2.7.1 Assist the patient in eating and drinking small amounts frequently, calculate fluid intake and output every 8 hours.
	

	

	

	

	

	

	
	
	2.7.2 Remove the indwelling urinary catheter as early as possible after transfer to the ward, unless there is urinary retention.
	

	

	

	

	

	

	
	
	2.7.3 Inquire about the patient's urination and defecation status. If the patient has not had a bowel movement for ≥3 days, administer a 40ml enema as directed by the physician.
	

	

	

	

	

	

	
	Your revision suggestions：

	
	2.8 Complication management
	2.8.1 Assist the patient in turning over and patting their back every 2 hours, administer nebulization as directed, guide effective coughing and deep breathing. Maintain oxygen saturation above 90%. If it drops below 90%, choose the appropriate oxygen delivery method as per the physician's instructions.
	

	

	

	

	

	

	
	
	2.8.2 Monitor vital signs to prevent arrhythmias; monitor changes in C-reactive protein, white blood cell count, and body temperature, promptly identify and cooperate with the doctor in treating infections; avoid unnecessary intubation.
	

	

	

	

	

	

	
	Your revision suggestions：

	3.Delirium management
	3.1 Symptomatic treatment
	3.1.1 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.
	

	

	

	

	

	

	
	Your revision suggestions：

	
	3.2 Sedation management
	3.2.1 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.
	

	

	

	

	

	

	
	
	3.2.2 Hourly assessment using the Richmond Agitation-Sedation Scale (RASS) should be conducted to adjust the dosage based on the level of sedation, aiming for mild sedation. Be alert for bradycardia and hypotension during use.(Refer to Appendix 5) 
	

	

	

	

	

	

	
	Your revision suggestions：

	
	3.3 Restraint management 
	3.3.1 For patients exhibiting excessively agitated behavior, individualized restraint reduction should be implemented following the principle of minimal restraint, with restraint used as a last resort. During the day, physical restraints should be avoided as much as possible with reinforced bedside care and patient cooperation; at night, when delirium symptoms worsen and bedside care is insufficient, restraint belts may be used to limit movement of both upper limbs. Basic physiological needs of the patient should be met during the restraint period, and the restraint belt should be relaxed every 2 hours. In cases of persistent restlessness, active efforts should be made to identify potential issues rather than resorting to blind restraint.
	

	

	

	

	

	

	
	Your revision suggestions：

	
	3.4 Complication and risk management 
	3.4.1 Prevent delirium complications such as falls, pressure ulcers, dehydration, and malnutrition.
	

	

	

	

	

	

	
	
	3.4.2 Implement door access control in hospital wards to prevent patient elopement or wandering; confiscate scissors, fruit knives, sharp objects, etc., from patients to prevent injury incidents.
	

	

	

	

	

	

	
	
	3.4.3 Invite family members to participate, providing 24-hour accompaniment, and inform healthcare staff if there are significant emotional fluctuations.
	

	

	

	

	

	

	
	Your revision suggestions：

	





4.Family support
	4.1 Health education 
	4.1.1 Education Time: On the first day of the patient's admission to the ward.
	
	
	
	
	
	

	
	
	4.1.2 Education Format: Health education for family members will be conducted by a designated individual through video presentations to provide information about delirium, alleviate fears, and enhance their ability to cope with delirium episodes.
	

	

	

	

	

	

	
	
	4.1.3 Education Content: ①What is delirium and why is this person at risk of delirium?②Non-pharmacological strategies for preventing delirium.③Signs of delirium and the importance of communicating with healthcare staff if there are sudden changes or fluctuations in behavior.
④Methods for communicating with and reorienting delirious patients (e.g., using a clear, calm voice, brief statements, reminding them of their location, etc.).
⑤Symptoms and signs when delirium occurs, which may worsen at night and can improve within hours or days, but approximately 1/5 of people may experience symptoms for weeks or months.
	

	

	

	

	

	

	
	Your revision suggestions：

	
	4.2 Family care skills guidance

	4.2.1 Family Involvement in Monitoring the Patient's Condition: Instructing family members to observe the patient daily for symptoms and signs of delirium and to report immediately to healthcare staff if any are observed. If a diagnosis is confirmed after consultation with a psychiatrist, the family should be informed.
	

	

	

	

	

	

	
	
	4.2.2 Family Involvement in Interventional Care: Encouraging family members to participate in the patient's early rehabilitation exercises, assisting the patient with movement alongside the assigned nurse. Encouraging family members to stay with the patient during hospitalization, engage in communication, and bring familiar items from home such as photos, watches, or phones.
	

	

	

	

	

	

	
	
	4.2.3 Family Involvement in Delirium Care: Inviting family members to participate in delirium care, encouraging and observing the patient's emotional fluctuations regularly, and demonstrating sufficient patience and tolerance towards their abnormal behaviors. Family members can provide 24-hour accompaniment, implement individualized restraint reduction together, and collaborate with nurses in risk management.
	

	

	

	

	

	

	
	Your revision suggestions：



Part 2:
Expert Basic Information Survey
This section is only used for statistical analysis of the overall situation of expert inquiries. The information you provide will be strictly confidential and we will adhere to the principle of confidentiality.

Fill in the blank: Please fill in the "____"; Select: Please mark with a "√" in the box.
1. Your name:        
2. Your gender:  male   female
3. Your age:          year
4. Your education background:         
5. Your technical title:          
6. Your administrative duties:         
7. You are currently engaged in professional:             Your department:             
8. The number of years you have been in your current profession:             year.    
9. Are you a graduate tutor: doctoral supervisor   master supervisor   No
10.Your hospital level:  First Class Level A        First Class Level B  
 Second Class Level A      Other         
11.Your workplace:  Specialized Hospital    General Hospital   Higher Education Institution 
12. Your contact number:
13. Your address:
14. Your E-mail：












Table 4 Please indicate your familiarity with this research by checking the box.
	Familiarity Levels
	Very Familiar
	Quite Familiar
	Moderately Familiar
	Not Very Familiar
	Unfamiliar

	Expert Self-Assessment
	
	
	
	
	


Note: Please rate your familiarity with this research as follows: 5 = Very Familiar, 4 =Quite Familiar, 3 = Moderately Familiar, 2 = Not Very Familiar, 1 = Unfamiliar. After self-assessment, please mark "√" in the corresponding table.



Table 5 Please select your criteria and level of influence for the above items by checking the box.
	Criteria for Judgment
	Expert Self-Assessment

	
	High
	Medium
	Low

	Theoretical Analysis
	
	
	

	Practical Experience
	
	
	

	reference to domestic and foreign literature 
	
	
	

	
Intuitive Judgment
	
	
	


Note: Please evaluate the impact level of the above 4 criteria for judgment as low, medium, or high, and mark "√" in the corresponding table.


This inquiry form and the accompanying appendix are provided for your review and reference only!
Thank you once again for your help and guidance in this research project!
Thank you for your support!

Appendix 1：Confusion Assessment Method（CAM）
	Signs
	symptoms
	positive signs

	1. Acute onset and fluctuating course
	(1)Is there evidence of acute changes in mental status compared to the patient's baseline level?
(2)Within 1 day, does the patient's (abnormal) behavior exhibit fluctuation (symptoms come and go, or vary in severity)? 
	If the answer to (1) or (2) is "yes"

	2. Inattention

	Is the patient's attention difficult to sustain, such as being easily distracted or unable to keep up with the topic being discussed?
	Yes

	3. Disorganized thinking

	Is the patient's thinking disorganized or incoherent, such as having a scattered conversation topic or being unrelated to the conversation, unclear or illogical thinking, or suddenly switching from one topic to another without warning?
	Yes

	4. Altered level of consciousness

	Is the patient's current level of consciousness abnormal, such as being overly alert (excessively sensitive to environmental stimuli, easily startled), drowsy (dozing off, easily awakened), or comatose (difficult to awaken)?
	Existence of any abnormality



Note: Diagnosis of delirium is characterized by the presence of Feature 1 and 2, and either Feature 3 or 4 being positive = CAM positive



Appendix 2: Delirium Risk Factor Assessment Form
	Risk factors
	Triggering factors
	Disease factors

	Advanced age(65 years or older)
Yes   No 
	Cognitive impairment

Yes   No
	Pain


Yes   No 
	Anemia


Yes   No 
	metabolic acidosis


Yes   No 

	Hearing impairment
Yes   No 
	Visual impairment
Yes   No
	Postoperative hematocrit <30%
Yes   No 
	Complicated by infection
Yes   No 
	Respiratory failure

Yes   No

	Alcohol abuse
Yes   No 
	
	Hypoxemia, blood oxygen saturation <90%
Yes   No
	Electrolyte imbalance: abnormal sodium and/or potassium and/or calcium levels
Yes   No
	Shock
Yes   No

	Severe illness or complications (such as cerebrovascular disease, including stroke, cardiovascular, peripheral vascular disease, diabetes, anemia, Parkinson's disease, depression, chronic pain, and anxiety)    
Yes   No
	Malnutrition (serum albumin level less than 30g/L)



Yes   No
	Immobility or limited mobility, use of physical restraints, getting out of bed less than once a day

Yes   No
	

	
	
	Urinary retention and constipation, indwelling urinary catheter  

Yes   No 
	sleep disorders

Yes   No
	





Appendix 3: Specific high-risk drug categories that can lead to delirium
	categories
	examples
	categories
	examples

	Anticholinergic Drugs
	Commonly used drugs include atropine, scopolamine, and hyoscyamine

	Cardiac Drugs
	-Antiarrhythmic drugs
-Digitalis (digoxin, digitoxin)
-Antihypertensive drugs (β-blockers, methyldopa)


	Analgesics
	-Anesthetics (pethidine)
-Nonsteroidal anti-inflammatory drugs* (aspirin, indomethacin, diclofenac, ibuprofen)
-Antihistamines (first generation, such as diphenhydramine, chlorpheniramine)

	Gastrointestinal Drugs
	-Antispasmodic drugs (dicyclomine, atropine, mebeverine)
-H2 blockers (cimetidine, ranitidine, famotidine)


	Central Nervous System Drugs
	-Sedative-hypnotics (e.g., benzodiazepines such as alprazolam, diazepam, lorazepam, midazolam)
-Anticonvulsants (e.g., barbiturates)
-Antiparkinsonian drugs (e.g., levodopa, carbidopa)

	Psychotropic Drugs
	-Tricyclic antidepressants (imipramine, amitriptyline, clomipramine, dosulepin)
-Lithium drugs (lithium carbonate)


	Antibiotics
	Fluoroquinolones (ofloxacin, levofloxacin, ciprofloxacin, moxifloxacin)
	Others
	-Skeletal muscle relaxants
-Steroids: glucocorticoids (dexamethasone, prednisone), mineralocorticoids (fludrocortisone), sex hormones (estrogens, androgens, progestogens)















Appendix 4: Standards for Commencement and Termination of Rehabilitation Activities
	Systems
	Commencement of Rehabilitation Activities (Rehabilitation or activities can "commence" when all of the following parameters are present)
	Termination of Rehabilitation Activities (Rehabilitation or activities should be "terminated" when any of the following parameters are present)

	Cardiovascular System 
	① Heart rate between 60-130 beats per minute, ② Systolic blood pressure between 90-180 mmHg,③ Mean arterial pressure between 60-100 mmHg.
	① Heart rate decreases below 60 or increases above 130 beats per minute,② Systolic blood pressure decreases below 90 or increases above 180 mmHg, ③ Mean arterial pressure decreases below 60 or increases above 100 mmHg

	 Respiratory System
	①Respiratory rate between 5-40 breaths per minute, ②Spo2 ≥ 88% 
	①Respiratory rate decreases to below 5 or exceeds 40 breaths per minute, ② Spo2 drops below 88%

	 Nervous System
	"Absence of" the following clinical signs and symptoms:①Newly developed or symptomatic arrhythmias,②Chest pain with myocardial ischemia,③Unstable spinal cord injury, ④Unstable fractures,⑤Active or uncontrolled gastrointestinal bleeding.
	Changes in consciousness, such as non-compliance with directions, dizziness, aggression, or agitation. Additionally, if the following clinical signs, symptoms, or events occur and manifest as clinically relevant conditions: ① Newly developed/symptomatic arrhythmias, ② Chest pain with myocardial ischemia, ③ Asynchronous breathing with the ventilator,④Falls,⑤ Pain reported by the patient or observed by medical staff.













Appendix 5: Richmond Agitation-Sedation Scale (RASS Score)
	Score
	Level 
	 Description

	+4
	Agitated 
	Extremely aggressive, violent tendencies, poses a danger to healthcare providers

	+3
	Very agitated 
	Extremely agitated, pulling out various tubes and lines

	+2
	Agitated-Anxious
	Intensely moving the body, unable to cooperate with the ventilator

	+1
	Restless-Anxious
	Anxious and tense, but not thrashing about

	0
	Alert-Calm
	Alert and oriented

	-1
	Drowsy
	Not fully alert, makes eye contact after auditory stimulation, can maintain alertness for more than 10 seconds

	-2
	 Light sedation
	Awakens to voice, makes eye contact, but drifts off in <10 seconds

	-3
	Moderate sedation
	Eyes open to voice, but no eye contact

	-4
	Deep sedation
	No response to voice, but awakens to pain stimulation

	-5
	Unarousable
	No response to voice or pain stimulation





