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Delirium affects 20-50% of surgical patients,1 with elderly 
patients at a higher risk of developing delirium.2 It is 
associated with high morbidity and has a mortality of 20% 
at 3 months.3 The American Geriatrics Society recommend 
that “health care professionals caring for postsurgical 
patients should be trained to recognise and document 
signs and symptoms associated with delirium.”4 Early 
identification enables us to address underlying causes and 
initiate appropriate management.

Aim: To improve knowledge and confidence in managing 
delirium during the perioperative period.

Recovery nursing staff completed an anonymous 
questionnaire to assess their knowledge and confidence in 
1. differentiating delirium from dementia, 2. recognising
postoperative delirium, and 3. managing patients with 
postoperative delirium, which led to a series of interventions:

1. Education and delirium training for all nursing staff.
2. Appointing a recovery nurse ‘delirium-lead’.
3. Multi-disciplinary development of a delirium care bundle
and pathway.
4. Provision of delirium resources such as educational
material, guidelines, and sensory aids for patients.

• All recovery nurses received delirium training.
• Self-reported assessment (5-point Likert scale), of recognising and
managing postoperative delirium was improved in the following areas: 
recognising delirium (pre- and post-intervention questionnaire: 3.5 - 3.8), 
identifying causes of delirium (3.6 - 3.9), pharmacological management of 
delirium (3.7 - 3.9).
• There was a statistically significant (p < 0.05) improvement in the awareness 
of the hospital delirium policy and the number of nurses who had received 
formal ‘CAPER’ dementia training.

We provided training in the management of patients with postoperative delirium, and implemented a change in the
perioperative documentation, to include a delirium pathway when a patient is diagnosed in recovery. Further steps will
include the development of a new Trust frailty pathway and incorporation of preoperative frailty screening, to trigger a
multidisciplinary assessment for patients at risk of developing postoperative delirium.
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Patient label or details

Theatre Recovery Care bundle 

DIAGNOSE: NuDESC
>65y or confused 

>15min

TREAT
PINCH ME

MANAGE
Behaviour Environment

REFER
Anaesthesia 1420

HSEP 1393

Pain
Infection/ intoxication
Constipation/ urinary retention
Hydration/ Hypoxia
Medications including alcohol withdrawal/ MI/ Metabolic
Environment/ Electrolytes

Date:

Completed by:

NAME

SIGNATURE

BEHAVIOR 0	(=no	symptoms)
1(=mild	

symptoms)

2	(=severe	

symptoms)

SCORE COMMENTS

DISORIENTATION:	Verbal	or	behavioural	of	not	

being	orientated	to	time	or	place	or	

misperceiving	persons	in	the	environment	

Alert	and	

Oriented	to	

person,	time,	

Disoriented	but	

easily	oriented

Disoriented	no	

easily	re-oriented

INAPPROPRIATE	BEHAVIOUR:	Inappropriate	

behavior	to	place	and/or	for	the	person	e.g	

pulling	at	tubes	or	dressings,	attempting	to	get	

out	of	bed	when	that	is	contraindicated	and	the	

like	

Calm,	cooperative
Resteless	but	

cooperative

Agitated,	pulling	at	

devices,	lines,	

climbing	out	of	

bed,	non	

redirectable

INAPPROPRIATE	COMMUNICATION:	

Communication	inappropriate	to	place	and/or	

for	the	person	e.g	incoherence,	non-

communicativeness,	nonsensical	or	

unintelligible	speech	

Appropriate

Unclear	thinking	

or	Rambling	

speech

Incoherence,	non-

sensical,	

unintelligeble	

speech

ILLUSIONS/HALLUCINATIONS:	Seeing	or	hearing	

things	that	are	not	there,	distortion	of	visual	

objects.	

None	noted Paranoia,	fears

Hallucinations,	

distorsions	of	visual	

objects

PSYCHOMOTOR	RETARDATION:	Delayed	

responsiveness,	few	or	no	spontaneous	

actions/words	e.g	when	patient	is	prodded,	

reaction	is	deferred	and/or	the	patient	is	

unrousable	

None
Delayed	or	slow	

responsiveness

Excessive	sleeping,	

somnolent,	

lethargic

TOTAL	SCORE	(out	of	10) SCORE	>2	INDICATES	A	POSITIVE	SCREEN	FOR	DELIRIUM

NuDESC	Nursing	Delirium	Screening	Scale

Patient’s name Complete NuDESC SCORE: 

Patient has cognitive impairment and/or disorientation Date

Talk to the patient to re-orientate them. Explain where they are, who they are and what your role is

Make sure the patient is wearing glasses/hearing aid/dentures if required

Reduce noise and distractions where possible

Facilitate friends and family in recovery - John’s Campaign

Introduce cognitively stimulating activities - “8 things about me”, use recovery delirium trolley

Patient is in pain
Assess for pain/ pain score - Start and review appropriate pain management for anyone in whom pain is identified or 

suspected. (some analgesics can make symptoms of delirium worse) 

Patient has urinary retention/Constipation

Review fluid balance / Consider performing bladder scan / offer bottle, bedpan or toilet - Consider urine catheter

Patient has an infection

Look for and treat infection - Temperature/dipstick/bloods

Patient is dehydrated

Does the patient require intravenous fluids? Ensure adequate fluid intake – If able, encourage the patient to drink. 

Patient is hypoxic

Assess for hypoxia and optimise oxygen saturation if necessary, as clinically appropriate

Patient has a metabolic disturbance

Check BM and electrolytes

Review patient history – consider alcohol/drug withdrawal
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