Construction of a postoperative delirium nursing care plan for patients with Stanford type A aortic dissection（Round two）

Dear experts,
Thank you very much for taking the time to complete this survey amidst your busy schedule. 
First of all, we would like to express our gratitude for the valuable feedback and suggestions you provided in the previous round of questionnaires. Based on the analysis of the statistical results of the first round of inquiries, the comprehensive opinions of various experts, and the discussions within the research team, we have made some adjustments, deletions, and modifications to the questionnaire content, resulting in the second round of inquiry. We hope that you can once again provide your valuable opinions in this expert inquiry.
We would be extremely grateful if you could reply within 1 week. We look forward to your response! Once again, thank you for your support of this research, and thank you for your valuable time, expertise, and dedication!



                                 
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
The preliminary plan for the prevention and care of postoperative delirium in patients with type A aortic dissection includes 5 primary items, 18 secondary items, and 47 tertiary items. The target recipients of this care plan are patients undergoing surgery for type A aortic dissection; the interventionist is the responsible nurse, and the intervention period is from the patient's transfer from the intensive care unit to the cardiac surgery ward. This inquiry contains 5 tables. Please evaluate the importance of each indicator according to the requirements of this inquiry and fill in the evaluation results using the Likert 5-point scale in Tables 1, 2, and 3. 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 you believe need to be added, please fill in your suggestions in the "Your Modification Comments" column. Additionally, please provide an importance evaluation for the modified and supplemented items. Please ensure no empty or omitted fields.



















Table 1: Importance assessment and modification suggestions for primary items
	Correspondence item
	Importance evaluation
	Remark

	[bookmark: _Hlk159701219]Primary items
	Very Important
	Important
	Neutral

	Not Very Important
	Not Important
	First round of revisions accepted
	Second round of modifications

	
	5
	4
	3
	2
	1
	
	

	[bookmark: _Hlk159663972]1. Delirium judgment
	
	
	
	
	
	The delirium assessment and related evaluation have been split into two separate items.
	

	2.Delirium risk stratification and related assessments
	
	
	
	
	
	The delirium assessment and related evaluation have been split into two separate items.
	

	3.Nurse-led intervention strategies
	
	
	
	
	
	
	

	4.Management of patients with delirium
	
	
	
	
	
	"Delirium management" has been changed to "Management of patients with delirium"
	

	5.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
	First round of revisions accepted
	Second round of modifications

	
	
	5
	4
	3
	2
	1
	
	

	1.Delirium judgment
	1.1 Delirium Diagnose
	
	
	
	
	
	New item added
	

	Your revision suggestions:
	
	
	
	
	
	
	
	

	2.Delirium Risk Stratification and Related Assessments
	2.1Delirium risk stratification
	
	
	
	
	
	"Delirium Risk Stratification and Risk Factors Assessment" can be split into two separate assessments: "Delirium risk stratification" and "Delirium risk factors assessment"
	

	
	2.2 Delirium risk factor assessment
	
	
	
	
	
	Delete the original "Medication assessment" item and reduce its content to a tertiary level item, merging it into "Delirium risk factor assessment"
	

	Your revision suggestions:
	

	3.Nurse-led intervention strategies
	3.1 Sensory impairment management (to be implemented on the day of transfer)
	
	
	
	
	
	Change the original "to be implemented from day 1" to "to be implemented on the day of transfer"
	

	
	3.2 Physical activity management (to be implemented on the day of transfer)
	
	
	
	
	
	Change the original "to be implemented from day 1" to "to be implemented on the day of transfer"
	

	
	3.3 Pain management (to be implemented on the day of transfer)
	
	
	
	
	
	Change the original "to be implemented from day 1" to "to be implemented on the day of transfer"
	

	
	3.4 Sleep management (to be implemented on the day of transfer)
	
	
	
	
	
	Change the original "to be implemented from day 1" to "to be implemented on the day of transfer"
	

	
	3.5  Cognitive functioning exercises
[bookmark: OLE_LINK12](to be implemented on the day of transfer)
	
	
	
	
	
	Change the original "to be implemented from day 2" to "to be implemented on the day of transfer"
	

	[bookmark: _Hlk159666706]
	3.6 Monitoring of electrolytes/nutrition (to be implemented on the day of transfer)
	
	
	
	
	
	Change the original "Electrolyte monitoring (to be implemented from day 2)" to "Monitoring of electrolytes/nutrition (to be implemented on the day of transfer)"
	

	
	3.7 Physiological Needs Management (to be implemented on the day of transfer)
	
	
	
	
	
	Change the original "Dehydration and/or constipation management (to be implemented from day 2) " to "Physiological Needs Management (to be implemented on the day of transfer)"
	

	
	3.8 Management of complications (mainly malnutrition, pulmonary complications, infections, etc.) (to be implemented on the day of transfer)
	
	
	
	
	
	Change the original "Complication management (to be implemented from day 2)" to "Management of complications (mainly malnutrition, pulmonary complications, infections, etc.) (to be implemented on the day of transfer)"
	

	
	3.9 Management of comorbidities (commonly hypertension, diabetes mellitus) (to be implemented on the day of transfer)
	
	
	
	
	
	New item added
	

	Your revision suggestions:
	

	
4.Management of patients with delirium
	4.1 trigger factors management
	
	
	
	
	
	New item added
	

	
	4.2 Drug administration
	
	
	
	
	
	Combine the original "Symptomatic treatment" and "Sedation management" into a new item "4.2 Drug administration"
	

	
	4.3 Management of physical constraints
	
	
	
	
	
	
	

	
	4.4 Nursing safety management
	
	
	
	
	
	   
	

	Your revision suggestions:
	

	5.Family caregiver support
	5.1 Health education
	
	
	
	
	
	
	

	
	5.2 Family participation
	
	
	
	
	
	Change the original "Family care skills guidance" to "Family participation"
	

	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
	Primary items

	
	
	
	5
	4
	3
	2
	1
	
	

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

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

	
	Your revision suggestions:

	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.
	
	
	
	
	
	
	

	
	Your revision suggestions

	
	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.(Refer to Appendix 2)
	
	
	
	
	
	
	

	
	
	2.2.3 Assess for polypharmacy and high-risk drug use.(Refer to Appendix 3)
	
	
	
	
	
	Merge the medication assessment into "Delirium risk factor assessment" 
	

	
	
Your revision suggestions:

	







3.Nurse-led intervention strategies






	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.
	
	
	
	
	
	
	

	
	Your revision suggestions:

	
	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.
	
	
	
	
	
	Remove specific start execution times from the 4 tertiary items of Activity management. Activity-specific management will be based on clinical judgment by the physician and the actual condition of the patient
	

	
	
	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.(Refer to Appendix 4)
	
	
	
	
	
	
	

	
	Your revision suggestions:

	
	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.
	
	
	
	
	
	Change the original "Pain relief target NRS < 4" to "Pain relief target NRS ≤ 3"

	

	
	
	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.
	
	
	
	
	
	Adjust the item in Sleep management regarding room rounds at 21:00 to address pain management and modify it to "Nurses patrol at 21:00, NRS ≧ 4 points can be given additional painkillers as prescribed by the doctor. "
	

	
	Your revision suggestions:


	
	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.
	
	
	
	
	
	Combine the original items 2.4.2 and 2.4.3 items. Change the original "Room rounds at 23:00" to "Nurses patrol at 22：00"; standardize sound management to "45dB" (referring to the World Health Organization's hospital noise control standards); remove "Prohibit moving nurse station chairs" and "Adjust alarm parameters when necessary."

	

	
	
	3.4.3 Reasonably plan nursing/medical maneuvers to be performed at times that avoid sleep time.
	
	
	
	
	
	Delete "handle nighttime operations gently, avoid excessive noise."
	

	
	
	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.
	
	
	
	
	
	
	

	
	Your revision suggestions:

	
	3.5 Cognitive functioning exercises
(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.(Refer to Appendix 5)
	
	
	
	
	
	New item added
	

	
	
	3.5.2 Maintain adequate natural light during the day and place clocks and calendars on the ward; avoid unnecessary environmental changes.
	
	
	
	
	
	Change the original "During the day, open the curtains in the ward, place clocks and calendars in the room, and avoid unnecessary room changes." to " 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.
	
	
	
	
	
	
	

	
	Your revision suggestions:

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

	
	Your revision suggestions:


	
	3.7Physiological 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.
	
	
	
	
	
	Change the original "Remove the indwelling urinary catheter as early as possible after transfer to the ward, unless there is urinary retention." to "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.
	
	
	
	
	
	
	

	
	Your revision suggestions:


	
	3.8Management 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.

	
	
	
	
	
	Add new item: "Elevate the head of the bed to prevent pneumonia."
	

	
	
	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.
	
	
	
	
	
	New item added
	

	
	Your revision suggestions:

	
	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.
	
	
	
	
	
	New item added
	

	
	
	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.
	
	
	
	
	
	New item added
	

	
	Your revision suggestions:

	



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.
	
	
	
	
	
	New item added 
	

	
	Your revision suggestions:

	
	4.2 Drug administration
	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.(Refer to Appendix 6)
	
	
	
	
	
	Change the original "Hourly assessment using the Richmond Agitation-Sedation Scale (RASS)" to "Dexmedetomidine was assessed using RASS 15min, 1h, and every 4h after administration"
	

	
	Your revision suggestions:

	
	4.3Management of physical constraints
	4.3.1 Assessed using the Psychiatric Protective Restraint Implementation Assessment Form.(Refer to Appendix 7)
	
	
	
	
	
	New item added
	

	
	
	4.3.2 Assessed every 30min using the Psychiatric Protective Restraint Release Assessment Form.(Refer to Appendix 8)
	
	
	
	
	
	New item added
	

	
	
	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.
	
	
	
	
	
	
	

	
	Your revision suggestions:

	
	4.4 Complications and 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.
	
	
	
	
	
	
	

	
	Your revision suggestions:

	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.
	
	
	
	
	
	Chang the original "On the first day of the patient's admission to the ward." to "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. 
	
	
	
	
	
	Revise "Health education for family members conducted via video by designated personnel" to "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. 
	
	
	
	
	
	
	

	
	Your revision suggestions:

	
	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.
	
	
	
	
	
	Additions "Enhance emotional support for patients."

	

	
	
	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.
	
	
	
	
	
	Additions:
①Guide family members to use positive reinforcement language to encourage patients, avoid using negative language.
②Effectively manage negative emotions of family members.
	

	
	Your revision suggestions:



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:Mini-mental state examination（MMSE）
Assessment of 7 aspects: time orientation, place orientation, immediate memory, attention and calculation, delayed memory, language, and visuospatial ability. There are a total of 30 items, with 1 point awarded for each correct answer, 0 points for incorrect or unknown responses. The total score ranges from 0 to 30 points.
	
	
	Highest Score
	Score

	Time orientation 
	What day is it today (day of the week), (date), (month), (season), (year)?
	5
	

	Place orientation
	Where are we right now: (province/city), (district/county), (street/village), (specific location), (floor number)?
	5
	

	Memory

	Now I am going to say the names of three things, and after I finish, please repeat them back to me. Please remember these three things, as I will ask you about them again in a few minutes. (Please clearly state each item, one second each).
"Ball" "Flag" "Tree". Please say these three things back to me. (First response will be scored).
	3
	

	Attention and Calculation

	Please calculate 100 minus 7, then subtract 7 from the result, and continue this calculation. Please tell me the answer after each subtraction of 7 until I say "stop." If you make a mistake but the next answer is correct, it will be counted as one error. 
93...86...79...72...65...
	5
	

	Delayed Memory 
	Now, please tell me the three things that I asked you to remember earlier. "Ball" "Flag" "Tree"
	3
	

	Language Ability 
	(Showing a watch) What is this called? 
	1
	

	
	(Showing a pencil) What is this called?
	1
	

	
	 Now I am going to say a sentence, please repeat it clearly after me. "Forty-four stone lions."
	1
	

	Visual-Spatial Perception

	I will give you a piece of paper. Please follow my instructions: "Hold the paper with your right hand, fold it in half with both hands, and place it on your lap." (No repetition or demonstration)
	3
	

	
	Please read this sentence and follow the instructions above. Close your eyes.
	1
	

	
	Write a complete sentence for me. (The sentence must have a subject, verb, and be meaningful). Note down the full sentence you have written.                 
	1
	

	
	This is a picture. Please draw it on the same sheet of paper. (Yes: two pentagon shapes with a small quadrilateral at the intersection).
[image: D:\微信文件接收\WeChat Files\lxp520yufan\FileStorage\Temp\1708875137470(1).png]
	
	

	Scoring reference:
	Score 27-30 points: Normal; Score <27 points: Cognitive dysfunction: 21-26, mild: 10-20, moderate; 0-9, severe
	Patient's score
	





Appendix 6: 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




































Appendix 7: Assessment Form for Implementation of Psychiatric Protective Restraints
	Item
	Response options
	Score

	Self-harm, suicide behavior
	Experiencing self-harm or suicide behaviors (such as cutting wrists, hitting walls, punching walls, scratching arms, etc.)
	4

	
	Having suicidal or self-harm thoughts, with a plan and intending to act on it
	3

	
	Having suicidal or self-harm thoughts, without a plan, and no observed behaviors. 
	2

	
	Feeling low in mood, currently no suicidal or self-harm thoughts, and no observed behaviors
	1

	
	No above-mentioned behaviors or expressions
	0

	Aggressive behavior
	Explicit destruction of property, physically attacking others with body or objects, setting fires, throwing dangerous objects, etc.
	4

	
	Increased irritability, such as slamming doors, banging on tables, showing strong hostility towards others, behaving aggressively, pushing or shoving others, or engaging in physical contac
	3

	
	Verbal attacks on others, insults, cursing, threats, intimidation, shouting, etc.
	2

	
	Unfocused venting, complaining, making strange noises, occasional shouting, or speaking incoherently
	1

	
	No above-mentioned behaviors or expressions
	0

	Level of consciousness
	Impaired consciousness accompanied by behaviors such as climbing over bed rails, pulling out tubes, reckless behavior, and confusion
	4

	
	Impaired consciousness accompanied by emotional agitation, incoherent speech, shouting, and restlessness
	3

	
	Quiet and indifferent, withdrawing, lack of concentration, decreased reactivity, reduced activity
	2

	
	Confused consciousness, drowsiness, lethargy
	1

	
	No above-mentioned behaviors or expressions
	0

	Mental state
	Experiencing mental symptoms, accompanied by behaviors such as attempting to leave through the door, intentionally causing disturbances, and being unresponsive to persuasion
	4

	
	Experiencing mental symptoms, accompanied by behaviors such as attempting to leave through the door, intentionally causing disturbances, and responding positively to persuasion
	3

	
	Experiencing mental symptoms, non-compliant behavior, refusing treatment and care
	2

	
	Experiencing mental symptoms, passively cooperating with treatment and care
	1

	
	Actively cooperating with treatment and care
	0


Note:①When multiple symptoms are present in the same item, meeting one criterion is sufficient for scoring that item.②If a single item of suicide, self-harm behavior, or aggressive behavior scores ≥3 points, or the total score is >6 points, restraint should be implemented.











Appendix 8: Assessment Form for Removal of Psychiatric Protective Restraints
	Item
	Response options
	Score

	Emotional and Mood State
	Easily irritated, irritable, or feeling hopeless or despair, with interventions being ineffective
	3

	
	Emotionally agitated, prone to anger or crying, with partial effectiveness of interventions
	2

	
	Emotional instability, prone to anger or sadness, but able to control emotions
	1

	
	Stable emotions
	0

	Behavior
	Engages in verbal and physical aggression, or self-harm behavior
	3

	
	Engages only in physical aggression without verbal aggression or self-harm behavior
	2

	
	Engages only in verbal aggression without physical aggression or self-harm behavior
	1

	
	No abnormal behavior
	0

	Degree of Cooperation
	Strongly resists treatment and care, and daily living assistance
	3

	
	Resists treatment and care but only accepts daily living assistance
	2

	
	Passively accepts treatment and care
	1

	
	Actively accepts treatment and care
	0

	Cognitive Understanding of Restraint
	Distorts the reasons for being restrained, does not understand or refuses to accept health education
	3

	
	Partially understands the reasons for restraint, passively accepts health education
	2

	
	Acknowledges the reasons for restraint, accepts health education
	1

	
	Actively expresses a correct understanding of the reasons for restraint
	0

	Level of Consciousness
	Impaired consciousness with behaviors such as climbing over bed rails, pulling out tubes, reckless behavior, and confusion
	3

	
	Impaired consciousness with behaviors such as emotional agitation, incoherent speech, shouting, and restlessness
	2

	
	Clouded consciousness, drowsiness, quiet indifference, withdrawal, decreased attention, reduced reactivity, and decreased activity
	1

	
		None of the above manifestations
	0


Note:①Patients without impaired consciousness do not need to assess the level of consciousness. If other items score 1 point or less, restraint can be removed.②Patients with impaired consciousness only need to assess the level of consciousness. If the score is 1 point or less, restraint can be removed.③Assess the patient every 30 minutes
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