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Summary

Background: Delirium is a state of acute confusion that may arise in people of
all ages. Sick infants (children < 12 months old) and children under two years of
age are a vulnerable patient group because they are cognitively immature and
wholly or partly devoid of verbal language. They are thus dependent on the
ability of health professionals and parents or families around them to observe
changes in their condition. There is a need for health professionals to increase
their knowledge of the prevalence, symptoms, risk factors and observations of
delirium in this patient group.
Objective: To shed light on the prevalence, symptoms and observations of
delirium in sick infants and children under two years of age admitted to a
neonatal or paediatric intensive care unit, and the assessment tools used.
Method: Systematic literature review.
Results: Eight studies were included, with a total of 992 children under two
years of age. The prevalence of delirium varied from 8 to 64%. Symptoms of
delirium were found to be agitation, confusion, inconsolability, hyperactivity,
and altered sleep-wake cycles. Risk factors include respiratory therapy, age <
two years and certain medications. Three assessment tools were reviewed: the
PreSchool Confusion Assessment Method for the ICU (psCAM-ICU), the
Cornell Assessment of Paediatric Delirium (CAPD), and the Paediatric Delirium
component (PD scale) of the Sophia Observation Withdrawal Symptoms scale
(SOS-PD scale), all with high validity, speci city and sensitivity.
Conclusion: Infants and children under two years of age can develop delirium,
but the prevalence is uncertain. Delirium has speci c symptoms. Education on
the symptoms of delirium and use of assessment tools for health professionals
who work in neonatal and paediatric ICUs can help to ensure that delirium is
recognised and treated more promptly.

Delirium is a state of acute confusion that can occur in
people of all ages. In adult ICUs, delirium is associated
with higher mortality, extended ICU and hospital
stays, cognitive impairment and reduced quality of life
after ICU stays, as well as higher hospital costs (1).

Sick infants (children < 12 months) and children under
two years of age are a vulnerable patient group because
they are cognitively immature and wholly or partly
devoid of verbal language. During their stays in
neonatal or paediatric ICUs, they are therefore
dependent on health professionals and parents being
able to observe changes in their condition (2) and
detect incipient delirium. There are limited studies of
the prevalence of delirium in sick infants and children
under two years of age (2).
Symptoms of delirium

Delirium follows a uctuating course, and systematic
observation of a child may be di cult (1). It may be
di cult to detect whether the child's cognitive state
has changed (2).
In addition, healthcare professionals’ lack of awareness
that such small children can develop delirium means
that they do not receive the right therapy. In this
situation, delirium can be a re ection of ongoing
damage to an immature, vulnerable brain, which
highlights the importance of prevention and diagnosis
(3).
Symptoms of delirium may be misinterpreted for other
conditions, which may lead to unnecessary testing,
poorer neurological outcomes and extended hospital
stays (3, 4). Delirium also leads to increased mortality
(5, 6).
As a result of advances in medical treatment and
technical equipment, more premature and seriously ill
neonates survive (7). This means that more sick
infants and children under the age of two may spend
lengthy periods of time in neonatal or paediatric ICUs.
If health professionals are to be optimally equipped to
give these children the right therapy, they must have
up-to-date knowledge of delirium and its symptoms.

As far as it has been possible to investigate, review
articles on delirium in children in this age group have
not been published previously. Summaries of
knowledge can improve practice (8). It seems relevant
to systematically shed light on an area on which there
has been little research, but which has major
consequences for children and parents (9).
Diagnosing delirium

Diagnosing delirium in infants and children under two
years of age can be di cult. A knowledge of normal
age development is a prerequisite for being able to
detect symptoms of delirium (10). The gold standard
for diagnosing delirium is having a paediatric
psychiatrist consult and assess the child (11).
The diagnostic criteria in ‘Diagnostic and Statistical
Manual of Mental Disorder’ (DSM-IV) include (a)
disturbed attention, (b) disturbances that develop
over a short period of time, (c) disturbed cognition,
(d) disturbances in points a and b that cannot be
explained by a known neurocognitive disorder, or (e)
the condition cannot be explained as due to another
medical condition, intoxication, withdrawal, other
exposure to a toxin or having multiple aetiologies (11).
Delirium is divided into three groups (Table 1) (9, 12).
Assessment tools for adults have been developed on
the basis of these criteria (13). These in turn have been
modi ed for the age group in question, as support for
daily observation of the condition of the child.

Factors that predispose for delirium

Agitation means psychomotor restlessness and
hyperactivity and is the symptom most frequently
reported when delirium is suspected. Hypoactive
delirium, on the other hand, appears to be underrecognised for this patient group (9, 12).
Predisposing factors that increase the chances of
delirium developing are age, cognitive development,
behavioural development, previous functional level
and morbidity. Other factors involved are complex and
severe disease, pain, sedation, drugs such as
benzodiazepines and opiates, withdrawal and
complications and infections associated with invasive
catheters.
Sensory deprivation, overstimulation and sleep
deprivation increase the risk. Factors that contribute
to maintaining delirium are continued exposure to
predisposing factors, immobility, disturbances in
sleep-wake cycles and lack of a familiar and secure
environment (14).
Symptoms of pain, undersedation, withdrawal and
delirium overlap, and may be di cult to distinguish
from one another (15). Nurses in paediatric and
neonatal ICUs are with the child twenty-four hours a
day, and therefore have the opportunity to minimise
factors that may precipitate or maintain delirium (16).
There is a need for health professionals to increase
their knowledge of the prevalence, symptoms, risk
factors and observations of delirium in sick infants and
children under 2 years of age (17). Nurses in paediatric
ICUs have proved to have an inadequate knowledge of
how delirium develops, what therapy should be
administered, and what assessment tools can be used
(9).

With greater knowledge of and attention to delirium in
neonatal and paediatric ICUs, health professionals
would be more readily able to detect children that have
developed or are developing delirium, and provide
appropriate treatment.
The objective of the study

The objective of this systematic review is to shed light
on what the research literature reveals about
prevalence, symptoms, observations, and the use of
tools for assessing delirium in sick infants and children
under two years of age who are admitted to neonatal
or paediatric ICUs.
The research questions were as follows:
1. What does the research literature say about the
prevalence of delirium in sick infants and children
under two years of age?
2. Which symptoms are described as implying a
diagnosis of delirium in this group?
3. Which observations and assessment tools are used
in the included studies, and how are their validity and
reliability evaluated?

Method
A systematic literature review of available research on
the topic entails a methodical approach and
reproducible search. It requires clear inclusion and
exclusion criteria, and included studies must be
subjected to quality review (18, 19).
A review must therefore both sum up the evidence
base and interpret, weight and evaluate the evidence
on which the article is based. In order to minimise
systematic error and augment validity, the studies
must be read and subjected to a quality review by at
least two persons (8).

Search strategy

The questions to be answered and inclusion and
exclusion criteria (Table 2) were prepared with the aid
of a PEO form (patient, exposure and outcome) (8).
The patients were children aged 0–2 years, the
exposure was ICU treatment and being in a neonatal
or paediatric ICU, and the outcome was delirium. A
specialist librarian at Lovisenberg Diaconal University
College devised a search strategy (Table 3) with a
combination of keywords and text words to capture
available data.
Following approval by the authors, the search strategy
was adapted for each individual database. The
systematic literature search was conducted on the
databases Embase, Medline, Cinahl and Psycinfo on 5
November 2020.
We limited the search results to articles in English or a
Scandinavian language, without restrictions on dates
or study design. We chose the age group 0–2 years, as
articles often did not present the results for infants
separately, and it was therefore not possible to extract
enough data for a review article on infants speci cally.

On completion of searches, three of the authors
(MYH, MHL, NMK) read titles and abstracts. Each
author included or excluded articles individually, and
then disagreements were discussed until consensus
was reached. For this rst review, we used the
screening tool Rayyan.
Exclusions were based on subject and/or age group.
We read the remaining studies in full text, and
included or excluded them on the basis of the
applicable criteria (20).
We chose to include one case series, because case
series describe complex, interesting, unknown or
partly unknown conditions in a number of individuals,
and reveal a need for further research. The treatment
the study subjects receive in a case series is not
compared with a control group, and is not necessarily
the result of a random sample (8, 20, 21).
The rst and last authors read through the articles’
reference lists and asked experts in the eld about
possible other publications without this yielding
further results. The search process is illustrated in a
PRISMA ow chart (Preferred Reporting Items of
Systematic reviews and Meta-Analysis) (Figure 1).

Quality review of included studies

The rst and last authors performed the quality review
using study design checklists from the Joanna Briggs
Institute (22).
The quality review was performed independently, and
disagreements were resolved through discussion. We
used the PRISMA checklist and ow chart to ensure
high quality and to clarify and illustrate the literature
search. The aim was to minimise systematic error (23).

Results
The literature search resulted in eight included
studies. The studies were observation studies in the
form of ve cohort studies (one of which was a pilot
study), a prevalence study, a double-blind diagnostic
test study and a case series. Six of the studies were
conducted and published in the US and two in the
Netherlands, in the period 2007–2018. A total of 992
children under two years of age were included.

Two of the studies were multi-centre studies (24, 25)
while the remainder were conducted in one
department. One study was conducted in a neonatal
ICU (26), the others in paediatric ICUs. Five studies
delivered results on prevalence (24, 25, 27–29), a
descriptive cohort study (30) and a case series (26)
delivered results on symptoms, and three studies
evaluated assessment tools (25, 28, 31).
Two studies delivered results on both prevalence and
assessment tools (25, 28). Central elements of the
research questions are presented in the literature
matrix (Appendix 1 [in Norwegian]).
Prevalence of delirium

Five studies delivered answers to the research
question on the prevalence of delirium, which varied
from 8.1 to 64 per cent.
Alvarez et al. (27) reported a prevalence of 64 per cent
of delirium in infants in a paediatric cardiac ICU.
Smith et al. (28) reported a prevalence of 53 to 56 per
cent, depending on the assessment method used, in a
paediatric ICU.
Silver et al. (29) reported a prevalence of 38.1 per cent,
but only 34 children under two years of age took part
in the study. Two studies reported a substantially
lower prevalence: the study of Traube et al. (24) on 25
paediatric ICUs in ve countries reported a prevalence
of 13.5 per cent, and that of Ista et al. (25) on four
paediatric ICUs found a prevalence of 8.1 per cent.
Symptoms of delirium

Groves et al. (26) describe symptoms of delirium in
three patients in a neonatal ICU. The patients were
born prematurely and had corrected gestational ages
of 4, 11 and 17 weeks at the time of observation.

Schieveld et al. (30) describe the symptoms of nine
children in a paediatric ICU. The symptoms of
delirium in this patient group included agitation,
fretfulness, anxiety, hyperactivity, inconsolability,
altered or disturbed sleep-wake cycles, impaired
attention and discomfort.
Risk factors and important associations of delirium

Three studies report potential risk factors for delirium.
Alvarez et al. (27) wrote that prevalence increases with
mechanical ventilation.
Traube et al. (24) also cited ventilator treatment as a
risk factor in combination with an age of under two
years. They described treatment with vasopressors and
antiepileptics as a risk, along with being subject to
physical restraint and a long stay in the ICU (24).
Silver et al. (29) also found a signi cant correlation
between delirium and developmental delay, need for
oxygen, use of mechanical ventilation and a deeper
sedation level, all with a p-value of < 0.0001. The
children’s ages were not controlled for in the analyses.
Observations of and assessment tools for delirium

Three studies supply answers to the research
questions on observations and assessment tools. All
were conducted in paediatric ICUs, two in doubleblind studies. Smith et al. (28) validated the pre-school
Confusion Assessment Method for the ICU (psCAMICU), which was compared with the reference tool of
the Diagnostic and Statistical Manual of Mental
Disorders criteria (DSM-4), assessed by a paediatric
psychiatrist.
Concrete validity was measured here as the ability of
psCAM-ICU to diagnose presence or absence of
delirium compared with the reference tool, measured
in terms of speci city, sensitivity and negative and
positive predictive value (NPV/PPV).

Inter-tester reliability was calculated using k-statistics
to measure the agreement between the two that used
psCAM-ICU, and the results showed a high reliability
of 0.79 (95 per cent con dence interval [CI]: 0.760.83). PsCAM-ICU also showed a speci city of 93 per
cent (95 per cent CI: 92–95) and a sensitivity of 79 per
cent (95 per cent CI: 75–81) in patients under two
years of age.
Alvarez et al. assessed psCAM-ICU as being a reliable
and valid assessment tool for children aged from six
months to ve years, and considered it fast, objective
and easy to use (28). Traube et al. (31) validated the
Cornell Assessment of Paediatric Delirium (CAPD)
with a speci city of 67.7 per cent and sensitivity of 100
per cent.
Traube et al. regarded CAPD as a reliable and valid
assessment tool for children aged 0–21 years. The
CAPD values are based on observations and
assessments conducted by a nurse in the course of one
shift. Scoring of observations made over time makes it
possible to detect small changes in a child's behaviour,
and assessment once per shift is recommended (31).
CAPD and psCAM-ICU must be objective and have a
clear cut-o point for delirium (28, 31). CAPD was
used in the multi-centre study of Traube et al. (24) and
the case series of Groves et al. (26).
In the study of Ista et al. (25), the nurses assessed the
use of the delirium component, which is part of the
Sophia Observation Withdrawal Symptoms scale
(SOS-PD) and the Paediatric Delirium scale (PD)
compared with a diagnosis of delirium made by a
psychiatrist. SOS-PD was considered to be valid and
reliable when used by nurses, with a sensitivity of 92.3
per cent and speci city of 96.5 per cent.

Pearson’s correlation value between the PD scale and
CAPD was 0.89 (95 per cent CI: 0.82–0.93, p < 0.001).
The study also concluded that the scale was reliable,
with inter-test reliability (intra-class correlation
coe cient value [ICC]) of 0.99 (95 per cent, CI: 0.98–
0.99) between nurse and researcher.
Result of quality review

Included studies were scored using design-speci c
checklists (cohort studies, case series, prevalence
study and diagnostic test study) from Joanna Briggs
Institute (22), where nine-twelve questions on quality
were answered. We assessed the studies as being from
medium to high quality (Appendix 1 [in Norwegian]).

Discussion
The aim of this systematic review is to sum up what
the research literature reveals about the prevalence,
symptoms and observations of delirium and the use of
tools for assessing delirium in sick infants and children
under two years of age who are admitted to neonatal
or paediatric ICUs.
Prevalence

The included studies show great variation in the
prevalence of delirium in this patient group (24, 25, 27–
29). The variation may be due to the fact that Traube
et al. (24) only conducted one assessment round on
the actual day of the study, while Smith et al. (28) and
Alvarez et al. (27) conducted several assessment
rounds over a longer period and found higher
prevalences. Delirium uctuates, and the children may
not have been delirious when the assessment rounds
were conducted (24).
Daily assessment over a longer period might have
detected more delirious children (27, 28). In the study
of Ista et al., however, nurses used the SOS-PD scale at
least three times a day – once on each shift – but still
found very low prevalences.

«Daily assessment over a longer period might have
detected more delirious children.»
It is a strength that Traube et al. (24) conducted their
study on 25 paediatric ICUs in ve countries, while
Ista et al. (25) collected data at four paediatric ICUs in
the Netherlands. Multiple study sites can make results
more generalisable than a single one (24).
Local di erences across departments and global
di erences across countries may lead to di erent
interpretations of the symptoms of delirium, which
may a ect results. The multi-centre studies (24, 25)
reported the lowest prevalence of delirium in the
included articles.
The paediatric ICU study (27) di ers from the other
studies in that it divides the study population into a
separate age group for infants under one year of age
and those aged 1–5 years. The other studies have age
groups from 0–2 years (24, 25, 27–29).
These di erent groupings mean that the results are
not fully comparable. In several of the study subjects
who developed delirium, the condition quickly
subsided. This may be due to anaesthesia emergency
delirium, because many of the children had recently
undergone surgery, and the high prevalence may be a
result of a mixture of delirium and emergency delirium
after anaesthesia (27).

«One may wonder whether the included studies
have captured all delirious children.»
Given the great variation in reported prevalence, there
may be hidden gures. The prevalence among adult
intubated intensive care patients is almost 80 per cent
(1). One may wonder whether the included studies
have captured all delirious children. The results of the
assessments and the paediatric psychiatry assessment
may be a ected by the fact that they were only
performed in the daytime.

Symptoms

Symptoms of delirium are mentioned in two studies
(26, 30) which describe several symptoms of delirium
that are consistent with the diagnostic criteria (11).
When a nurse observes sick infants or children under
two years of age who present individual or multiple
symptoms of delirium, the symptoms may be
misinterpreted as pain, discomfort, withdrawal, nausea
or a desire to change position.
The behaviour that accompanies hyperactive delirium
can be harmful. Children may ght against respiratory
support, which may lead to a fall in oxygen saturation
and higher pulse and blood pressure. The behaviour
may also entail a risk of extubation and self-removal of
other medical equipment (9, 26).
In such cases, the nurse or parents attempt to console
the child. Non-medical interventions can provide
reassurance, and usually help to calm restless children,
but they are not always e ective in cases of delirium
(26). Opiates or benzodiazepines are then often
administered, with varying e ect (26, 30).
One study found that children treated with
benzodiazepines had a ve times greater risk of
developing delirium (6). The same study found that
delirium was a more certain predictor of mortality
than a Paediatric Index of Mortality 3 score. Delirium
may therefore be an early warning sign that the child’s
state is deteriorating further (6).
With greater knowledge about factors that precipitate
and maintain delirium, the nurse can help to protect
children by shielding the child's sleeping periods and
ensuring that it is quiet and dark, and that the child is
not disturbed (16).

«Sick infants and children under two years of age
with hypoactive delirium are possibly in greater
danger of not being diagnosed.»

Sick infants and children under two years of age with
hypoactive delirium are possibly in greater danger of
not being diagnosed. They are quiet and amenable as
though they are sleeping or dozing. When they are
awake, their eyes look tired. Vital parameters are
stable, with little risk of extubation or self-removal of
medical equipment (9).
Experience shows that such a condition can lead
parents and the treatment team to conclude that the
child has had good sleeping periods and little
discomfort. None of the included studies have
described symptoms of hypoactive or mixed delirium.
In view of the possible outcome of undetected
delirium, this is problematic. It reveals a need for more
knowledge about delirium among health professionals
and for a structured assessment form for detecting
di erent types of delirium.
Infants who are di cult to sedate, are agitated and
breath counter to the ventilator, are often treated with
increasing doses of medication. At the same time, few
neonatologists consider delirium a probable diagnosis
(26). Symptoms of delirium and other conditions can
be confused, and it may result in small children being
subjected to unnecessary testing, having a poorer
neurological outcome and a longer stay in hospital (3,
4).
In a worst-case scenario, the consequence of untreated
delirium may be that the child dies (6). Silver et al.
(29) found a greater risk of delirium in children who
received extra oxygen, and the highest risk in
intubated children. This nding is consistent with
research on adults (32) and may indicate which
children need extra attention from the nurse.

A child is part of a family, and the parents are the
child's primary caregivers and must be a natural part of
the team surrounding the child. Parents need and wish
to be with their child as much as possible (33). Health
professionals can help parents by including them in
the nursing of the child, providing information and
supporting the way they cope with the situation (34).
It is usually the parents who spend most time with the
child, and if their observations are acknowledged by
the health professionals, this may be important for
getting treatment started early. In cases of young
children with delirium, it is often the parents who
recognise the change in the child’s behaviour and
cognition (2, 26).
In di erent studies (2, 26, 30), infants and children
under two years of age were treated with
antipsychotics. Little is known of the e ect early
exposure to psychotics may have on a child's further
development (26). Deciding how delirium should be
treated may therefore be an ethical dilemma.
The most important factor in preventing delirium in
adults has proved to be an interdisciplinary team with
expertise and a focus on cooperation. Several
precautionary factors such as early mobilisation,
reduction of invasive procedures, better nutrition and
attention to sleep and pain relief also had a perceptible
e ect (35).
Some of these measures can be applied to the neonatal
and paediatric context, as duration of stay, ventilator
treatment, vasopressor treatment and physical
restraints were all risk factors in this population (24,
27).

The organisation of most neonatal and paediatric ICUs
is based on the principles of family-centred care, and
for neonatal units in particular, a key principle is
adjustment of care to developmental stage. A holistic
approach of this kind is founded on evidence-based
knowledge of what promotes a child’s development
and health, and describes a practice designed to
involve the family in all aspects of care for the child
(36, 37).
These care principles ensure the family’s involvement,
and that the child has its carers available. They also
ensure a better adapted external environment that to
some extent can act as a counterweight to stress, pain
and lack of loving close contact.
Assessment tools

With respect to the research question concerning the
assessment tools used to detect delirium, three tools
were tested in the included studies, with somewhat
varying results.
CAPD has a high sensitivity and somewhat lower
speci city, while the opposite applies to psCAM-ICU.
We concluded that SOS-PD had both sensitivity and
speci city. CAPD has been validated for neonates,
while psCAM-ICU has been validated for infants from
six months old (28, 31), and SOS-PD has been validated
for infants from three months old (25).
CAPD comes with a guide that establishes normal
development and behaviour for the age groups
neonates, four weeks, eight weeks, 28 weeks, one year
and two years. PsCAM-ICU has inattention as a point
in the algorithm. Smith et al. therefore believe that this
assessment tool is more appropriate than CAPD (28,
31).

«The advantages of assessment tools are that the
observations are systematic, and that the
questions to be answered are clear.»

Correct use of assessment tools depends on the
persons who are going to perform the assessment
having a knowledge of children's normal development
and behaviour, and of symptoms of delirium.
Comprehensive training and implementation
procedures can ensure correct and more aware use.
The advantages of assessment tools are that the
observations are systematic, and that the questions to
be answered are clear (28, 31).
The assessments are subjective, nonetheless; for
example it is not easy to assess eye contact. Experience
shows that the reported results of an objective
assessment form are more readily accepted than the
subjective observations and opinions of a nurse (9).
One possible drawback of an assessment tool is that
the observations made of the patient do not always
correspond to the points de ned in the tool, and can
be misunderstood or misinterpreted. Knowledge of
why it is important to score children on delirium, and
of how to use the assessment tool accurately, is a
necessary part of nursing. Examples of barriers to
achieving this are insu cient knowledge and time, and
complicated assessment tools (9).
Nurses at a paediatric ICU did not complete the
assessment or forgot to score if they had an acutely
and/or critically ill patient. The study also showed that
other nursing documentation was given priority ahead
of assessment for delirium, and as a result the
assessment was not performed (38).
The decision as to which assessment tool to use must
be taken at departmental level, depending on need and
patient group. The results show that CAPD covers
neonates, in contrast to psCAM-ICU and SOS-PD.
CAPD has a guide for normal behaviour and
development, which can make assessment simpler.

However, it can be of advantage to have an assessment
tool that can be used for all patients, irrespective of
age. CAPD or SOS-PD may therefore be most
appropriate for several reasons. In light of the results
of the studies, it appears nonetheless as though keen
observation and delirium screening as part of standard
nursing measures for small children who are admitted
to neonatal or paediatric ICUs can contribute to early
diagnosis of delirium (39).
Strengths and weaknesses of the study

The contribution and reliability of systematic reviews
depend most on the quality of the original publications
and the stringency of the methodology. This study is
methodologically strong as a result of the broad-based
literature search in four databases without restrictions
on dates or study design, and because selection and
quality control were carried out individually and
blinded by three of the authors.
It is also a strength that most studies scored well on
methodological quality. The database search
speci cally targeted intensive care for children in
combination with delirium, which may appear narrow,
but the keywords we used cover the subject, and an
extensive text word search picked up articles that
might otherwise have been missed.
The language restrictions introduced a risk of bias, but
very few articles were excluded as a result of this
restriction. We only included eight studies, which
suggests that research in this eld is rare.
The protocol was not registered in Prospero.org, a
database for systematic review articles, and this is a
weakness that may increase publication bias. The
reason is that the project started as a master’s project,
and Prospero does not accept student studies.

Implications for practice

There is a need for more research on the prevalence,
symptoms and observations of delirium for the
observed patient group. Good screening tools do exist,
but must be implemented systematically, and more
systematic assessment may contribute to new
knowledge and new research results.
In the meantime, health professionals who work with
this patient group should use existing tools and
knowledge to prevent factors that precipitate and
maintain delirium.

Conclusion
There is great variation in the studies on the
prevalence of delirium in children under two years of
age, but the results show that a relatively large
proportion of children in this age group may develop
delirium. The variation may indicate that it is di cult
to diagnose delirium in this age group.
More knowledge of the symptoms of delirium in this
vulnerable patient group may lead to a better
neurological outcome and prevent unnecessary
testing, shorten hospital stays and lower mortality.
Implementation of and instruction in the use of
validated screening tools can help to ensure that
delirium is detected and treated earlier.
Nurses cooperating with the child's parents are
probably those best tted to observe whether the
child's behaviour and cognition have changed and to
perform the assessment optimally. Good continuity in
the nursing group and rest of the child’s treatment
team can ensure early recognition of delirium.
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