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Abstract 

Objectives: To create a Clinical Practice Guideline to manage delirium in surgical patients, 

based on existing Clinical Practice Guideline, and to assess whether the application of a 

multi-component interventions promote the safety of surgical patients with delirium, ad-

mitted in a Surgical Care Unit at a Central Hospital.

Methodology: A Clinical Practice Guideline based on current scientific evidence was adap-

ted, using the ADAPTE process. Subsequently, the effectiveness of its application was eva-

luated through a retrospective analysis, relating to the month of December in 2016 and 

in 2017. A data collection instrument was created and its statistical analysis was perfor-

med using spreadsheets in Excel.

Results: The Clinical Practice Guideline "Approach to delirium in the surgical patient" was 

created. After its implementation there was a decreasing on delirium incidence, length of 

stay and associated consequences.

Conclusion: The multi-component interventions implementation, included in evidence- 

-based Clinical Practice Guideline, has shown a good influence in quality of care, patient 

safety and health care results.

Keywords: Delirium; patient safety; practice guidelines as topic; evaluation of results of 

therapeutic interventions. 

Introduction

Delirium, also understood as an acute confusion state(1), is a cerebral dysfunction or in-

sufficiency(2), characterized by a disturbance in attention and consciousness that deve-

lops acutely and with a fluctuating course(3). The most common surgical complication in 

the elderly, with a postoperative incidence ranging from 5.2% to 52.2%, is associated with 

increased postoperative complications, increased mortality, morbidity, duration of hos-

pitalization and institutionalization, leading to a significant increase in hospital costs(4). 

These costs are estimated to amount to more than US$ 164 billion per year in the United 

States, and around 182 billion per year at European level(2).

Delirium is a priority for public health and patient safety(2,5), which is also a priority area 

for health quality(6). It is increasingly seen as a strong indicator of patient safety(2) and 

improvement of surgical quality(2,4,5).
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With a 30% reduction in the incidence of delirium with the implementation of multicom-

ponent measures(7), it is essential to understand the risk factors for delirium development 

in elderly surgical patients to implement programs based on this type of measures, for 

increasing safety in these patients and reducing complications, morbidity, mortality and 

costs(5). However, although widely recommended by the international consensus(8-11), most 

hospitals do not have programs of delirium prevention/management approach or proto-

cols are implemented inconsistently(12), which limits efforts to improve quality(4) and pa-

tient safety(2).

These delirium treatment programs/protocols include the application of pharmacological 

measures and non-pharmacological multi-component measures (implemented mainly by 

nurses)(13), which are the best outcomes for patients(2,13). Closely linked to nurses' daily 

practice(14), multi-component measures include orienting patients to reality, promoting 

the presence of family members and early mobilization(1).

In implementing these measures, the specialist nurse plays a key role in addressing this 

syndrome, both by creating and maintaining a safe therapeutic environment, preventing 

incidents and managing risk(15), and preventing complications(16). These measures increa-

se patient safety and improve the care provided(17), meeting the common competences 

evidenced by the specialist nurse(15) and that described in the Quality Standards of Spe-

cialized Nursing in Critical Nursing(16).

Quality improvement includes analysis and review of practices regarding their results. 

It is up to the specialist nurse to evaluate the quality and, starting from the results, to 

implement continuous improvement programs(15). It is understoodthat “the production of 

good practice guides of nursing care based on empirical evidence is an important structu-

ral basis for the continuous improvement of nurses' quality of professional practice”(18:12). 

Given all these assumptions, and that the concept of Good Practice is in very similar to 

the concept of the Clinical Guidance Standard (CGS)(19), there is a need to create a CGS re-

garding the approach to the delirium surgical patient. This will summarize the scientific 

evidence on this subject, with the aim of guiding nurses in the decision making process, 

contributing to an improvement in the quality of life, safety and care provided to surgical 

patients with delirium(20).

The elaboration of a CGS follows its own rigorous methodology, based on the highest avai-

lable scientific evidence(20). In this process, a complete CGS can be created or an adapta-

tion can be made from existing CGSs(20). Since the elaboration of a new CGS requires the 

collaboration of experts in the area in focus, it is time consuming and resource intensi-

ve(21), a CGS will be adapted, taking advantage of the high quality scientific evidence pre-
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sent in existing CGSs through the application of the ADAPTE process. This process pro-

vides a systematic approach that enables CGS to be adapted in different cultural and or-

ganizational contexts, showing to be flexible, clear and efficient, leading to an improve-

ment in the quality and validity of adapted CGS(21).

Given all these premises, delirium in the surgical patient is a very relevant and current 

theme. The implementation of multi-component nursing interventions, inserted in a CGS, 

will have all the relevance, both in terms of care improvement and patient safety. In this 

sense, the main objective was to contribute with evidence-based knowledge in the pro-

motion of delirium surgical patient safety in an intensive care unit (UCCI), and with spe-

cific objectives: (1) To elaborate anapproach CGS to the surgical patient with delirium, ba-

sed on existing CGSs; (2) To evaluate whether the application of multi-component inter-

ventions (present in the CGS) promotes the safety of delirium surgical patients.

Methods

A descriptive exploratory study was carried out at a UCCI of a Central Hospital, follow-

ing the positive opinion of the Ethics Committee and the Board of Directors of that hos-

pital. This was based on the following question, formulated through the PIPOH strategy(22): 

“Do elderly surgical patients with delirium (P) undergoing multicomponent interventions 

(I), implemented by nurses (P), contribute to the promotion of security (O) in a UCCI (H)?”.

This study consisted of two distinct phases. In a first phase, a CGS based on current stu-

dies was adapted and, in a second phase, the effectiveness of its application was evaluated.

In the CGS adaptation process, the ADAPTE methodology was used, presented in table 1.
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Fonte: ADAPTE Collaboration(21)

Phase Module Steps

1. To establish an Organizing Committee.

2. To select a topic.

3. To check if adaptation is feasible.

4. To identify skills and resources needed.

5. To complete the tasks required for the adaptation phase.

6. To write an adaptation plan.

7. To determine health issues:

– Target population and disease characteristics;

– Intervention (s) of interest;

– CGS target professionals;

– Expected Outcomes: For the patient, health service and/or

   public health outcomes;

– Health service where CGS will be implemented.

8. To search for CGS or other relevant documentation.

9. To select the obtained CGSs.

10. To reduce the number of CGSs obtained (use of the 

AGREE instrument).

11. to 15. Quality assessment of CGS using the AGREE 

instrument.

16. To reassess the review to assist in decision making.

17. To select CGSs and recommendations to create a tailored 

CGS. Five options can be taken:

     1 – To reject all CGS;

     2 – To accept all CGS and all its recommendations;

     3 – To accept only the CGS evidence summary;

     4 – To accept only some specific recommendations;

     5 – To modify specific recommendations.

18. To prepare a CGS adapted outline.

19. External review by CGS target users.

20. To consult the authorities responsible for approval.

21. To consult the creators of the original CGSs.

22. References of the sources of the documents used.

23. Plan for the revision and update of the adapted CGS.

24. Final elaboration of the CGS.

Table 1 – ADAPTE Process.

Planning

Adaptation

Finalization

Preparation

Scope and 

purpose

Search

and monitoring

Evaluation

Decision

and Selection

Adaptation

External Review

and Confirmation

Post-planning

Final production
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After defining the theme in question, the viability and adaptability of the CGS was con-

firmed by the existence of international guidelines on the approach of delirium (preven-

tion and treatment), with publications from 2006 to 2016.

The following health issues were determined according to PIPOH:

• Population – Surgical patient with delirium present or at increased risk of delirium 

development;

• Intervention – Non-pharmacological approach in the treatment of delirium;

• Targeted Professionals – Nurses;

• Expected Outcomes – Improved quality of care, decreased duration and severity of 

seizures, ensuring patient safety, decreasing length of stay and improving health 

outcomes in these patients;

• Context – UCCI of a Central Hospital.

CGS were searched in International Organization electronic databases dedicated to the 

development and publication of such documents, such as: National Institute for Health 

and Care Excellence, Registered Nurses' Association of Ontario, National Guideline 

Clearinghouse, Guidelines International Network, Canadian Medical Association Practice 

Guidelines InfoBase. The following search terms were used: “delirium” “postoperative de-

lirium” and “Clinical Practice Guideline”.

Three inclusion criteria were defined: (1) CGSs prepared or reviewed less than 4 years ago; 

(2) CGS in English and (3) CGS regarding delirium patient approach. As exclusion criteria 

CGS for delirium tremens.

The CGS selection process is shown in Figure 1.
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Figura 1 – Processo de seleção de NOC.
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When the AGREE II instrument was applied(24), the selected CGSs generally had a score 

of four or more, in seven, with percentages between 77% and 94.5%, proving their high 

quality, and their use is widely recommended. The following CGSs were selected:

• DELIRIUM: diagnosis, prevention and management, Clinical Guideline 103(8), reviewed 

in 2015; 

• Delirium, Dementia, and Depression in Older Adults: Assessment and Care(9);

• The Assessment and Treatment of Delirium(10), and the review in 2014 (2014 guideline 

update: The assessment and treatment of delirium)(25);

• Clinical Practice Guideline for Postoperative Delirium in Older Adults(11).

Based on these, relevant and most relevant recommendations were selected and the CGS 

was created: “Approach to the surgical patient with delirium”. Subsequently, an external 

review was carried out by some of the CGS's target users and it was obtained a positive 

opinion from the Chief Nurse, a Surgeon (expert agreement) and a Psychiatrist. Finally, 

the entity responsible for the approval of the CGS, of the Director of Service, was consult-

ed, and the approval was obtained.

Approved by the CGS, and aiming at its implementation, 62.5% of the nursing team cons-

tituting the UCCI was formed. Subsequently, and after the CGS was implemented by the 

nursing team, the effectiveness of the interventions that compose it was analyzed, which 

constitutes the 2nd phase of this study.

A retrospective analysis based on nursing and medical records was performed for 

December 2016, based on consultation of the clinical file of all patients admitted to this 

unit during this period. To this purpose, a data collection instrument was created, focus-

ing on age, gender, presence or absence of mental confusion, resulting complications, pre-

sence of medical devices and length of stay. After applying the CGS over a one-month ti-

me period, similar data were collected with a similar data collection instrument for all pa-

tients admitted to UCCI in December 2017 and compared with the respective month of 

the previous year. Descriptive statistical analysis, absolute and relative frequencies we-

re performed in the qualitative and mean variables and standard deviation in the conti-

nuous quantitative variables.

The ethical principles set out in the Helsinki Declaration have been respected.
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Results

The set of recommendations that comprise the CGS provide essential guidance on the ap-

proach delirium in surgical patients. They are composed of(8-11,25): 

1 .General Recommendations – to evaluate the administration of medication, especial-

ly that considered high risk and polymedication; to use mechanical containment as 

a last resource;

2 .Evaluation – to assess risk factors for delirium on initial contact and if patient's cli-

nical condition changes;

3 .Planning – To develop a delirium prevention plan based on multi-component mea-

sures for patients at risk of developing delirium;

4 .Implementation – To implement the delirium prevention plan outlined; to use deli-

rium assessment tools; when delirium is present: identify underlying cause(s) and 

contributing factors; to implement multicomponent interventions that should in-

clude: (a) treatment of precipitating causes, (b) non-pharmacological interventions 

and (c) use of appropriate medication to relieve delirium symptoms and/or pain con-

trol; to educate patients at risk of developing delirium and their family members 

and/or caregivers on prevention and treatment measures.

5 .Evaluation – evaluate delirium (DcD) patients at least once a day using appropriate 

assessment tools and documenting the effectiveness of interventions.

The multicomponent interventions performed by nurses were implemented taking into 

account the risk factors for delirium development. The following are the ones that are 

most relevant (Table 2).
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In a second phase, a retrospective analysis of the data from December 2016 and 2017 was 

performed. In 2016, the sample consisted of 34 patients, from them 13 (38%) developed 

delirium, whereas in 2017, 8 of 26 inpatients developed this condition. There were ave-

rage ages of 76 years-old in 2016, with a standard deviation of 11.72, and in 2017, avera-

ge ages of 80 years-old, with a standard deviation of 8.08. The sample characterization 

and complications resulting from delirium in December 2016 and 2017 are described in 

Table 3.

Risk Factors Interventions

Table 2 – Multi-component Interventions in Approach of the patient with Delirium(9-11, 25).

Cognitive Commitment

Sensory deprivation

Sensory deficiency

Infection

Dehydration/obstipation

Hydroelectrolytic changes

Nutrition

Hipoxy

Pain control

Sleep Deprivation

Immobilization/limited 

mobility

functional disability

Polymedication/use of high 

risk medication

Cognitive orientation, reorientation (reorienting the person by 

explaining where they are, who they are, and what their role is).

Environmental Factors (Adequate light; Clear signaling; 24-hour 

clock; Calendar).

Cognitively stimulating activities (use of radio or television; 

reminiscence).

Facilitate the visit of family/caregivers/friends (involving the 

family).

To ensure the use of hearing and / or visual prostheses.

Adequate lighting.

To identify and treat the infection.

To avoid unnecessary urinary catheterization.

To monitor nutrition, hydration and renal/intestinal function.

Prevention of hydroelectrolytic disorders/dehydration.

To ensure adequate fluid intake.

To ensure proper nutrition.

To ensure proper fit of dental prostheses.

To monitor oxygen saturation and to optimize oxygenation.

To evaluate and control pain.

To evaluate which pain treatment is most appropriate when 

identified.

To avoid procedures during bedtime.

To schedule medication administration to avoid disturbing

sleep.

To reduce noise and light to a minimum during night time.

To avoid using mechanical restraint.

To assess the risk of developing pressure ulcers.

Mobilization as soon as possible after surgery.

Review of patient medication.
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December 2016

30,7%

68 years-old

8 days

31%

28%

75%

25%

80 years-old

15 days

37,5%

62,5%

80%

20%

50%

5 days

4 days 

(2) 50%

(5) 62,5%

(4) 66,6%

(1) 50%

-

(1) 100%

(1) 16,6%

 (5) 100%

-

-

-

Table 3 – Sample characterization and delirium complications
(December 2016/2017).

Patients with delirium (%)

Patients without delirium 

  Age (average)/years

  Length of stay (average)/days

Development of delirium(in hospitalized patients)

  Men (%)

  Women (%)

Patients with delirium

  Men (%)

  Women (%)

  Age (average)/years

Length of stay (average)/days

Type of delirium (%)

  Hypoactive 

  Hyperactive 

  Agressive

  Visual hallucination 

Associated sensory deficit (%)

Mental Confusion (days)

Mechanical containment (days)

Medical Device Withdrawal:

    – Nasogastric tube

    – Venturi mask (O2)

    – Peripheral Venous Access

    – Ileo System/Colostomy 

    – Aspiration drain

    – Chest Drain

    – Algalia

Lift attempts

Pressure ulcers

Falls

Slaps

December 2017

38%

63 years-old

7 days

43,7%

33,3%

53,8%

46,2%

76 years-old

27 days

23%

77%

40%

20%

15,3%

9 days

9 days

(4) 100%

(5) 50%

(8) 72,7%

(1) 50%

(1) 33,3%

-

-

(10) 100%

(1) 7,6%

-

(1) 7,6%

Patients with delirium – complications (no. of evaluations in DcD)/% of complications

Patients with hypererative delirium – complications (no. of evaluations in DcD)/% of complications
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Discussion

The CGS “Approach to delirium in the surgical patient” was prepared, which allowed nur-

ses to systematize the care / interventions to be given to the surgical patient with deli-

rium or at risk of developing this condition, basing its praxis on the latest international 

scientific evidence(9-11,25). This process is presented in the following algorithm (Figure 2).

Fonte: http://rnao.ca/sites/rnao-ca/files/3Ds_BPG_WEB_FINAL.pdf(6)
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Figura 2 – Algoritmo de abordagem ao doente com delirium.
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Regarding the data collected (2016/2017), delirium appeared predominantly in older pa-

tients, with a mean age of over 75 years-old, mostly in male patients. Both variables (age 

≥75 years-old and male gender) are described as factors that predispose the development 

of delirium, as well as the presence of sensory, visual or hearing impairment(1,2,8,10), iden-

tified in 15,3. % of DwD in 2016, and 50% in these patients in 2017.

Delirium patients had a longer (average) length of stay when it is compared to patients 

without delirium (DsD), a fact widely described in the literature(1,2,5,7-9).

It is noted that after the training, nurses began to assess the presence of delirium with 

the Confusion Assessment Method (CAM), and this assessment and recording was made 

in all DcD processes.

According to the literature, it was found that the implementation of non-pharmacological 

multi-component measures performed by nurses have a fundamental role in reducing 

the incidence of delirium(1,2,4,5,7-14,17), and mean length of stay(12). After one month of im-

plementation of the CGS, a reduction in the incidence of delirium by 7.3% and the mean 

length of stay at 12 days were confirmed. There was also a decrease in the average period 

of DcD mental confusion by 4 days, as well as the average time required with mechanical 

restraint at 5 days. However, despite the lower incidence of delirium in 2017 and shorter 

duration of seizures, cases of hyperactive delirium with aggression towards professionals 

have doubled, and in these situations, a pharmacological intervention to control symp-

toms is necessary. Contrary to what was described by some authors(1,9), there was a high-

er incidence of cases of hyperactive delirium compared to hypoactive delirium, both in 

2016 and in 2017.

Regarding the short-term complications reported, and based on the literature(1,13,14), the-

re was the removal of medical devices such as probes, catheters and drains, and the de-

velopment of self-inflicted or pressure lesions. However, despite the high risk of falling 

also described(13,14), no falls were recorded in both evaluations, despite attempts to lift 

100% of hyperactive DcDs. This occursbecause UCCI is a unit with continuous nurse pre-

sence where any attempt to lift is promptly stopped.

The implementation of multi-component measures promotes the reduction of complica-

tions in DcD(12,13,14), as evidenced in 2017, with a decrease in the incidence of withdraw-

al of medical devices such as SNG, peripheral access and aspiration drains, as well as in 

the development of pressure ulcers and spurs. However, there was the removal of a chest 

tube (100%) and an algalia (16.6%) in aggressive patients with hyperactive delirium, which 

highlights that although the measures are implementedin these situations, it is necessary 

the control of symptoms through the administration of appropriate medication, by pres-

cription or established protocol.
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Conclusion

The implementation of evidence-based CGSs influences positively the quality of care pro-

vided by nurses, improving patient safety and health gains.

The use of ADAPTE methodology proved to be fundamental to the fast and viable adap-

tation of a CGS, benefiting from the high available scientific evidence.

A delirium CGS approach was adapted in the surgical patient, based on the implementa-

tion of multi-component measures by nurses, showing efficacy in reducing the inciden-

ce of delirium, length of stay and associated consequences, promoting an increase in the 

safety of these patients and improving in care. Given the results, the intervention of nur-

ses in the care of surgical patients with delirium is fundamental, promoting the creation 

and maintenance of a safe therapeutic environment, preventing incidents and managing 

the risk and consequently avoiding complications.

Considering the increase of hyperactive, aggressive DcD and its associated complications, 

it would be pertinent to develop an appropriate medication administration protocol in or-

der to control symptoms at this stage, limiting future complications.
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