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ABSTRACT 

Background and Aim: Delirium in the Intensive Care Unit (ICU) is a complex dysfunction that poses not only a clinical 
threat but also a massive organizational challenge, affecting the quality of care and staff well-being. This review aims to 
systematize knowledge on innovative strategies for delirium management, with a specific focus on mitigating nursing 
burnout and implementing the integrated ABCDEF bundle as an organizational protocol in light of the PADIS (2025) and 
ESAIC (2024) guidelines. 
Methodology: A narrative literature review (2015–2026) was conducted using PubMed/MEDLINE, Scopus, and the 
Cochrane Library, focusing on management innovations, burnout research, and non-pharmacological interventions. 
Results: Traditional, pharmacologically driven methods fail to yield expected results, and the growing workload drives a 
severe staffing crisis. The application of the integrated ABCDEF bundle (early mobilization, analgosedation optimization) 
as a structural innovation in daily workflow reduces delirium incidence by 50%. The routine use of antipsychotic medications 
neither improves patient outcomes nor relieves system burdens. 
Conclusion: Combating delirium requires a transformation of the organizational culture within the ICU. Implementing the 
"Awake and Walking ICU" concept significantly improves patient outcomes, mitigates the socio-economic impact of Post-
Intensive Care Syndrome (PICS), and effectively protects nursing staff from severe occupational burnout. 
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Introduction 
Delirium in the Intensive Care Unit (ICU) is no longer perceived in global literature as a transient, 

secondary side effect of critical illness or sedative therapy. Modern critical care and healthcare management 
paradigms define delirium as one of the most severe destabilizing factors in patient recovery trajectories, 
simultaneously generating critical structural, financial, and personnel burdens for healthcare systems. 
According to the official classification of the American Psychiatric Association (DSM-5-TR), delirium is 
defined as an acute neurocognitive disorder manifesting as sudden, fluctuating disturbances in attention, 
awareness, and cognitive processing (American Psychiatric Association, 2022). The key defining element is 
that these disturbances cannot be explained by pre-existing neurodegenerative dementia or a profoundly 
reduced level of arousal, such as coma. 

The historical approach, dominant at the turn of the 21st century, tended to trivialize this phenomenon. 
The commonly used colloquial term "ICU psychosis" suggested a mild, adaptive nature of the problem, 
allegedly caused solely by sleep deprivation, the continuous noise of monitoring equipment, and 
hospitalization-related stress. Modern critical care medicine has completely rejected this reductionist view. 
Currently, delirium is treated as a fully-fledged, acute brain organ failure—a direct equivalent to acute kidney 
injury or acute respiratory distress syndrome (ARDS). This paradigm shift compels therapeutic teams to 
implement integrated monitoring and immediate organizational interventions aimed at minimizing damage to 
central nervous system structures. 

The scale of acute brain dysfunction in the ICU has reached epidemic proportions in modern healthcare 
systems. Global epidemiological studies indicate that delirium affects 30% to 35% of all adult patients admitted 
to medical, surgical, and trauma ICUs across the board (Chiu et al., 2024; Vasilevskis et al., 2012). These rates 
rise drastically in the subpopulation of critically ill patients who require invasive mechanical ventilation and 
deep analgosedation. In this group, the incidence of delirium reaches 70% to over 80%, depending on the 
specific characteristics of the unit and the sensitivity of the screening tools used. Furthermore, the latest meta-
analyses draw attention to the significant issue of subsyndromal delirium (SSD). This category includes 
patients who exhibit only some delirious symptoms and do not meet the full diagnostic criteria of standard 
scales but share an identical trajectory of complications. The incidence of the SSD variant is currently 
estimated at 32.4% (Ma et al., 2024). These data demonstrate that the actual percentage of patients struggling 
with physical damage to cognitive structures during their ICU stay is significantly higher than previously 
reported in official hospital administrative statistics. 

The clinical and systemic consequences of untreated delirium are catastrophic for both the patient and 
the hospital infrastructure. Acute cognitive disturbances are a documented, independent risk factor for severe 
adverse events, such as unplanned extubations or the self-removal of vascular lines by a disoriented patient. 
Delirium contributes to a sharp increase in the duration of mechanical ventilation, prolonging the ICU stay and 
elevating the risk of healthcare-associated infections. Long-term, delirious incidents closely correlate with the 
development of the debilitating Post-Intensive Care Syndrome (PICS), which manifests as a permanent decline 
in the intellectual and physical capabilities of surviving patients, posing a massive socio-economic challenge 
for outpatient care networks. 

Beyond its direct impact on the patient, this phenomenon breeds a profound crisis in human resource 
management. Caring for a delirious patient—whether in the hyperactive form (agitation, aggression) or the 
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hypoactive form (lethargy, lack of cooperation)—generates an extreme psychophysical burden on the medical 
staff. Constantly mounting stress, difficulties in verbal communication, and severe time pressure translate 
directly into a drastic increase in the risk of occupational burnout among anesthetic nurses and intensive care 
physicians (Kaur, 2025). The complex biochemical and organizational nature of this problem, coupled with 
the rapid evolution of international guidelines (SCCM PADIS 2025, ESAIC 2024), necessitates a complete 
transformation of the current management paradigm. 

This review aims to comprehensively systematize and critically analyze current medical knowledge and 
scientific evidence regarding the pathophysiology, diagnostics, and strategic management of ICU delirium. 
This detailed evaluation seeks to present revised perspectives on the cellular pathophysiology of acute brain 
dysfunction, assess the short- and long-term socio-economic consequences, critically analyze updated 
international recommendations (Lewis et al., 2025; Aldecoa et al., 2024), and evaluate the organizational 
effectiveness of implementing integrated non-pharmacological interventions, with particular emphasis on 
structural barriers in daily clinical practice. 

 
Theoretical Framework 
To fully understand the interaction between the occurrence of ICU delirium, the development of 

occupational burnout among nursing staff, and the effectiveness of organizational innovations, this paper 
grounds its analysis in two complementary theoretical models: the Job Demands-Resources (JD-R) Model and 
the Diffusion of Innovations Theory in Healthcare Structures. 

 
The Job Demands-Resources (JD-R) Model in the ICU Environment 
The JD-R model, widely utilized in occupational psychology and human resource management, posits 

that employee well-being and organizational effectiveness depend on the balance between two overarching 
vectors: job demands and job resources. 

• Job demands encompass the physical, psychological, and organizational aspects of a job that require 
sustained effort and lead to energy depletion (e.g., caring for an aggressive patient, emotional burden, noisy 
environments, staff shortages). 

• Job resources are functional elements that facilitate goal achievement, reduce the negative impact of 
demands, and stimulate personal growth (e.g., structured procedures, team support, modern medical 
technology, workplace ergonomics). 

Within the specific context of the intensive care unit, the onset of patient delirium acts as a massive 
multiplier for job demands. Nursing a patient with hyperactive delirium requires constant vigilance from the 
nursing team to prevent self-harm, cope with verbal and physical aggression, and bear the high emotional costs 
resulting from the inability to establish verbal contact. Conversely, the hypoactive form, while less visible, 
drastically increases time demands due to the necessity of performing all caregiving activities for a profoundly 
apathetic patient. 

According to the JD-R model, if mounting demands are not accompanied by a simultaneous increase in 
resources (e.g., the implementation of clear diagnostic protocols or the optimization of staffing ratios), a health-
impairment process is triggered in employees. This leads directly to energy exhaustion, depersonalization of 
patients, and full-blown occupational burnout (Kaur, 2025). The implementation of non-pharmacological 
innovations is analyzed in this paper as a mechanism for providing essential organizational resources aimed at 
restoring stability to the work environment. 

 
Implementation Theory and Cultural Change in the ICU 
The second theoretical pillar of this paper approaches the ABCDEF (ICU Liberation) bundle as a 

structural innovation that modifies the architecture of care processes. The transition from a traditional model 
of critical care (based on deep pharmacological sedation and immobilization) to a modern model (the "Awake 
and Walking ICU" concept, which involves keeping the patient fully conscious and promoting early 
verticalization) is not merely a technological change but a profound cultural transformation. 

The theory of innovation implementation in emergency medicine helps identify and classify the barriers 
encountered when adopting new guidelines. This shift requires overcoming institutional inertia and staff 
anxiety regarding mechanical complications (e.g., accidental extubation during verticalization). Through the 
lens of this theory, the paper analyzes how structured educational programs and multidisciplinary collaboration 
among physicians, nurses, and physiotherapists can redefine the concept of safety in the ICU, leading to 
simultaneous improvements in clinical patient outcomes and a reduction in the psychophysical crisis among 
medical personnel. 
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Methodology 

To comprehensively address the complex, multidisciplinary intersection of critical care medicine, 

healthcare economics, and human resource management, this study employs a critical narrative review 

methodology, augmented by systematic search principles. This approach was selected because the research 

question spans multiple epistemological domains—from cellular pathophysiology to organizational 

psychology and health economics—making a rigid, purely quantitative systematic review insufficient for 

capturing the required organizational nuances. 

 

Search Strategy and Information Sources 

An exhaustive literature search was conducted utilizing leading global scientific databases, 

encompassing both medical and social science repositories: PubMed/MEDLINE, Scopus, The Cochrane 

Library, Web of Science, and ABI/INFORM Global (to capture healthcare management and organizational 

behavior literature). The primary search timeframe was restricted to the period between 2015 and 2026 to 

capture the modern paradigm of ICU care, with a distinct priority given to the most recent publications (2023–

2026) to ensure the inclusion of the latest focused updates from international bodies (e.g., PADIS 2025, ESAIC 

2024). 

The search strategy utilized complex Boolean logic to intersect key clinical and organizational terms. 
The primary search string included: ("ICU delirium" OR "acute brain dysfunction" OR "delirium 

subsyndromal") AND ("nursing burnout" OR "occupational stress" OR "workforce retention") AND 

("organizational innovation" OR "ABCDEF bundle" OR "ICU liberation" OR "Awake and Walking ICU") 

AND ("post-intensive care syndrome" OR "health economics"). 

 

Inclusion and Exclusion Criteria 

The selection of literature was guided by strict inclusion criteria designed to maintain the focus on 

organizational and socio-economic impacts. Included were: (1) peer-reviewed original research articles, 

umbrella reviews, and meta-analyses published in English or Polish; (2) studies focusing exclusively on the 

adult patient population (>18 years of age) admitted to medical, surgical, or trauma ICUs; (3) studies explicitly 

measuring the impact of delirium on staff well-being, burnout, or healthcare costs; and (4) clinical guidelines 

published by recognized international societies. 

Conversely, the exclusion criteria filtered out: (1) isolated case reports or anecdotal evidence; (2) studies 

based on pediatric or neonatal ICU populations; (3) in vitro studies or animal models; and (4) pharmacological 

efficacy trials that solely measured drug interactions without reporting subsequent organizational metrics (e.g., 

length of stay, nursing workload, or cost). 

 

Data Extraction and Thematic Synthesis 

Following the removal of duplicates and an initial title/abstract screening, full-text articles were 

independently evaluated for methodological quality using the AMSTAR-2 tool for meta-analyses and standard 

critical appraisal checklists for organizational studies. The extracted data were not subjected to a meta-

analytical statistical pooling due to the heterogeneity of the organizational metrics (e.g., varying scales of 

burnout, different currencies in cost analyses). Instead, a thematic synthesis was applied. The data were coded 

and clustered into three primary macro-categories: (1) The Socio-Economic and Pathophysiological 

Dimension; (2) Staff Burnout and Human Resource Costs; and (3) Guideline Evolution and Organizational 

Interventions. 

 

Results 

The Pathophysiological Foundation of an Organizational Crisis 

Understanding the profound impact of delirium on workflow organization requires acknowledging its 

biological essence. Historically, management protocols treated delirium as a superficial behavioral issue to be 

suppressed. However, modern neurobiology defines this phenomenon as a highly complex, multifactorial 

cellular pathology. The central premise of the latest pathophysiological research is the validated concept of 

systemic neuroinflammation combined with a profound disruption of the blood-brain barrier (BBB) (Abdi et 

al., 2025; Fan et al., 2024). 

In physiological conditions, the BBB precisely isolates and protects the central nervous system (CNS). 

This barrier undergoes catastrophic failure during critical states such as severe sepsis, massive respiratory 

failure, or extensive surgical trauma. These conditions trigger Systemic Inflammatory Response Syndrome 
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(SIRS), releasing a massive pool of aggressive, pro-inflammatory cytokines—including interleukin-1 beta (IL-

1β), interleukin-6 (IL-6), tumor necrosis factor-alpha (TNF-α), and the intracellular alarmin High Mobility 

Group Box 1 (HMGB1)—into the general circulation. These inflammatory mediators damage the endothelial 

cells of cerebral vessels, increasing BBB permeability. This loss of integrity allows systemic inflammatory 

factors and peripheral macrophages to freely infiltrate the brain's interstitial space, inducing the violent 

activation of parenchymal cells, particularly microglia and astrocytes (Fan et al., 2024). 

From a healthcare administration perspective, this cellular destruction translates into measurable, 

predictive data. The latest clinical guidelines place immense emphasis on the detection of specific plasma 

biomarkers, such as the S-100β glial protein and neurofilament light chains (NfL) (Chang et al., 2025). The 

release of NfL and S-100β closely correlates with the degree of BBB breakdown and the severity of delirium. 

For organizational management, these biomarkers serve not merely as clinical diagnostics, but as crucial 

triaging tools predicting multi-day delirium duration, allowing administrators and head nurses to proactively 

allocate human resources and anticipate extended ICU lengths of stay. 

 

The Macroeconomic Shockwave: Mortality, PICS, and Financial Costs 

The occurrence of a delirium episode is not a benign, transient state; it violently alters the patient's long-

term health trajectory and generates a massive shockwave across the healthcare economy. This impact is 
proven unequivocally at the level of survival statistics. Patients experiencing delirium in the ICU have an 

almost 50% higher risk of sudden death in the critical 0 to 30 days post-discharge period (Hazard Ratio, HR = 

1.44) (Girard et al., 2023). Furthermore, the risk of readmission to emergency departments grows linearly with 

each additional day spent in a delirious state. A massive retrospective study spanning 2024–2025, which 

observed over 9,600 ICU survivors over a four-year period, demonstrated that in patients over 65 years of age, 

surviving an episode of delirium reduces the absolute probability of long-term survival by a staggering 11.1% 

(Fiest et al., 2021). 

The chronic persistence of micro-focal neuroinflammation after leaving the ICU lays the foundation for 

the highly disabling Post-Intensive Care Syndrome (PICS). According to recent statistics, up to 95.7% of ICU 

survivors manifest at least one severe symptom of this syndrome upon discharge (Sappington et al., 2023). 

The most devastating of these is long-term cognitive impairment. In a vast majority of patients (often reaching 

70% of those who suffered severe delirium), intellectual deficits, attention gaps, and a decline in executive 

functions persist 12 months after the event, exhibiting a severity clinically comparable to early-stage 

Alzheimer's Disease and Related Dementias (ADRD) (Fiest et al., 2021). 

The macroeconomic dimension of this phenomenon is unprecedented. Prolonged ICU stays, cross-

infections, and the immense rehabilitative needs of these patients exert crushing pressure on national healthcare 

financing. Based on recent analyses of American cohorts using Medicare data, it is estimated that the 

occurrence of a single delirium episode raises the total annual healthcare costs for that patient by an average 

of $44,291 (Leslie et al., 2026). On a global macroeconomic scale, this phenomenon leads to the annual 

depletion of tens of billions of dollars from healthcare budgets. 

Moreover, social sciences must account for the hidden, societal face of this tragedy. Prolonged cognitive 

disability after ICU discharge has birthed a new epidemiological concept: PICS-Family (PICS-F). Relatives 

who must manage the cognitive dysfunction of a surviving family member at home—absorbing the devastating 

financial and caregiving burdens—frequently develop chronic depression, generalized anxiety disorders, and 

full-blown Post-Traumatic Stress Disorder (PTSD) stemming from a profound sense of helplessness and social 

isolation (Cairns et al., 2019). This represents a severe loss of societal productivity and further strains 

outpatient psychiatric and social services. 

 

Staff Burnout: The Hidden Human Resource Crisis 

While the financial costs are quantifiable, the most destructive organizational cost of delirium lies in its 

erosion of human capital within hospitals. Managing a delirious patient requires immense emotional labor and 

physical exertion. The hyperactive form of delirium—characterized by agitation, hallucinations, and 

combativeness—forces nurses into constant, physically demanding confrontations to prevent patients from 

removing life-support equipment. Conversely, the hypoactive form requires nurses to perform all activities of 

daily living for a profoundly lethargic, uncooperative patient, drastically increasing the physical workload and 

time demands per patient. 

Viewed through the Job Demands-Resources (JD-R) model, delirium acts as an extreme stressor that 

drains organizational resources. The continuous exposure to a closed, high-stress environment, combined with 
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the therapeutic helplessness of watching patients suffer acute brain failure, has been identified as the most 

potent driver of occupational burnout among specialized nursing staff. Scientific analyses from 2024–2025 

deliver a ruthless warning to healthcare systems: symptoms of the highest degree of clinical burnout (measured 

via the Maslach Burnout Inventory), directly triggered by the demands of interacting with delirious patients, 

are currently reported by up to 89% of ICU nursing teams (Kaur, 2025). 

This psychological toll manifests as emotional exhaustion, depersonalization, and a reduced sense of 

personal accomplishment. From an organizational standpoint, this translates into severe absenteeism, "quiet 

quitting," and ultimately, an exceptionally high turnover intention. Replacing a single specialized intensive 

care nurse costs hospitals tens of thousands of dollars in recruitment, onboarding, and lost productivity, thereby 

paralyzing the operational capacity of the ICU and creating a vicious cycle where remaining staff face even 

higher patient-to-nurse ratios, further accelerating the burnout epidemic. 

 

Guideline Evolution as Organizational Innovation: The SCCM PADIS (2025) and ESAIC (2024) 

Directives 

In response to escalating clinical costs and the accelerating erosion of human capital, leading global 

organizations have proposed a radical shift in the operational paradigm of critical care. The publication of the 

focused update to the PADIS guidelines (2025) by the Society of Critical Care Medicine (SCCM) and the 
European Society of Anaesthesiology and Intensive Care (ESAIC, 2024) norms introduces a completely new 

culture of patient management, fundamentally altering resource allocation and daily workflows (Aldecoa et 

al., 2024; Lewis et al., 2025). 

The PADIS 2025 document introduces a groundbreaking organizational change by adding "Anxiety" as 

a fully-fledged, sixth pillar of daily patient assessment, transforming the original PADIS framework into a 

more holistic biopsychosocial model (Lewis et al., 2025). Experts recognized that in the era of lighter, more 

steerable sedation, mechanically ventilated patients suffer immensely from subjective experiences of dyspnea, 

extreme thirst, and paralyzing fear. Historically, these psychological phenomena were marginalized by a 

technocratic focus on silencing the patient's aggressive motor functions. Key clinical-organizational 

innovations mandated by these guidelines include: 

• Sedation Modulation and Workflow Redesign: There is a strong, conditional recommendation to 

shift away from routine, continuous propofol infusions in favor of dexmedetomidine (a selective α-agonist). 

Because dexmedetomidine simulates natural sleep architectures without suppressing the respiratory drive, it 

allows the sedated patient to establish logical, calm contact with the staff upon waking. From an organizational 

standpoint, this drastically minimizes the risk of the patient entering an uncooperative, combative delirious 

state, directly reducing the physical labor required from the nursing staff. 

• Chronotype Support and Ward Environment: The 2025 revision brings forth an innovative 

approach to environmental management, suggesting the pharmacological support of the patient’s natural 

chronotype. In a 24/7 artificially lit ward where endogenous melatonin production ceases, experts recommend 

the administration of synthetic melatonin (or agonists like ramelteon). This protects cognitive integrity and 

prevents delirium driven by severe sleep deprivation, functioning as a relatively low-cost organizational 

intervention with high clinical yield. 

• Deprioritization of Pharmacotherapy as a Restraint: A definitive departure from the routine use of 

traditional antipsychotics (including haloperidol and atypical agents) serves as a major cultural shift. Experts 

categorically advise against using these medications as administrative tools to artificially "quiet" the ward or 

shorten a delirium episode, citing their lack of efficacy against the underlying brain neuroinflammation. 

Antipsychotics merely block motor excitement while synaptic destruction continues silently. Consequently, 

the guidelines also strongly discourage the reliance on benzodiazepines, reserving them strictly for alcohol 

withdrawal or status epilepticus, due to their highly deliriogenic potential. 
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Implementing the ABCDEF Bundle as a Work Culture Transformation 

The explicit acknowledgment by international bodies that there is no safe "magic pill" for delirium has 

forced a necessary pivot toward structured, organizational interventions. The global gold standard for 

structuring the workflow of multidisciplinary intensive care teams is the ICU Liberation Bundle, known via 

the mnemonic ABCDEF (Pun et al., 2019). Implementing this bundle is not merely adopting a clinical checklist; 

it is a profound organizational transformation that enforces sequential, consistent, and highly coordinated daily 

actions across all levels of care: 

• A (Assess, Prevent, and Manage Pain): Systematic pain measurement using validated behavioral 

scales (e.g., CPOT or BPS) for non-verbal patients. Adhering to an "analgesia-first" principle reduces 

underlying triggers of agitation, providing staff with clear, protocol-driven decision matrices. 

• B (Both SATs and SBTs): The strict synchronization of Spontaneous Awakening Trials (SAT) with 

Spontaneous Breathing Trials (SBT). This mechanism limits the cerebral cortex's exposure to toxic sedative 

metabolites and accelerates liberation from mechanical ventilation, thereby optimizing the utilization of 

expensive life-support equipment. 

• C (Choice of Analgesia and Sedation): Avoiding highly deliriogenic drugs (e.g., benzodiazepines) 

in favor of targeted, cognition-sparing agents, which aligns with the updated PADIS directives. 

• D (Delirium: Assess, Prevent, and Manage): Systemic, mandatory screening for fluctuations in 
consciousness using validated tools like the Confusion Assessment Method for the ICU (CAM-ICU) (Kotfis 

et al., 2018). This empowers bedside nurses to detect the predominantly silent, hypoactive form of delirium 

before it escalates into profound cognitive decline. 

• E (Early Mobility and Exercise): Extreme early, intra-ward verticalization and active physical 

rehabilitation, even for patients on advanced respiratory support. The PADIS 2025 document refers to this as 

"enhanced mobilization," shifting the culture from passive bed rest to active recovery. 

• F (Family Engagement and Empowerment): The active empowerment and inclusion of educated 

family members into the therapeutic process. 

The empirical evidence supporting the ABCDEF bundle as an organizational optimization tool is 

incontrovertible. A distinguished umbrella meta-analysis published in 2025, summarizing data from six 

independent databases and encompassing a massive cohort of nearly 63,000 ICU patients, proved that the 

regular execution of the bundle components reduces the incidence of delirium by 50% compared to fragmented, 

chaotic care (Odds Ratio, OR = 0.50; p < 0.001) (Chai, 2025). Even more significantly from a healthcare 

outcomes perspective, patients managed via the integrated ABCDEF pathway exhibited a statistically 

significant 19% reduction in the overall risk of in-hospital mortality (OR = 0.81; p < 0.01) (Chai, 2025; Pun et 

al., 2019). 

 

Table 1. The ABCDEF Bundle: Clinical Actions and Their Organizational Impact on ICU Staff 

 

Bundle Element Clinical Action Organizational & Staff Impact 

A (Assess, Prevent, 

and Manage Pain) 

Systematic pain assessment using 

validated behavioral scales (CPOT/BPS) 

and prioritizing an analgesia-first 

approach. 

Reduces staff uncertainty by providing 

clear, protocol-driven pain management; 

decreases patient agitation. 

B (Both SATs and 

SBTs) 

Strict synchronization of Spontaneous 

Awakening Trials (SAT) with 

Spontaneous Breathing Trials (SBT). 

Optimizes resource allocation by safely 

decreasing the duration of mechanical 

ventilation and freeing up life-support 

equipment. 

C (Choice of 

Analgesia and 

Sedation) 

Avoiding deliriogenic benzodiazepines 

in favor of targeted, $\alpha$2-agonist 

sedation (e.g., dexmedetomidine). 

Facilitates logical, calm patient-staff 

communication upon waking; significantly 

reduces combative behaviors and nursing 

stress. 
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Bundle Element Clinical Action Organizational & Staff Impact 

D (Delirium: Assess, 

Prevent, and 

Manage) 

Mandatory, routine screening for 

delirium using structured tools like the 

CAM-ICU. 

Enables early intervention; improves the 

quality of shift handovers and enhances 

overall team situational awareness. 

E (Early Mobility 

and Exercise) 

Extreme early intra-ward mobilization 

and active physical rehabilitation. 

Transforms the ward culture into an 

"Awake and Walking ICU"; reduces the 

severe physical burden of handling passive, 

uncooperative bodies. 

F (Family 

Engagement and 

Empowerment) 

Integrating educated family members 

into the patient's supportive care 

structure. 

Mitigates PICS-Family syndrome; builds 

social trust capital and tangibly lessens the 

workload of the professional nursing staff. 

Note. CPOT = Critical-Care Pain Observation Tool; BPS = Behavioral Pain Scale; SAT = Spontaneous 

Awakening Trial; SBT = Spontaneous Breathing Trial; CAM-ICU = Confusion Assessment Method for the 

ICU. This framework highlights the shift from purely clinical outcomes to organizational and staff well-being 

metrics. 

 

Discussion 

The in-depth review of contemporary medical and organizational literature highlights the gravity, danger, 

and immense complexity of acute delirium within intensive care units. The radical rejection of the outdated 

paradigm—which treated delirium as a secondary, acceptable side effect—and its reclassification as a critical 

structural failure of the brain (characterized by BBB disruption, neurotransmitter collapse, and massive 

neuroinflammation) has become a non-negotiable requirement for the advancement of modern critical care 

administration. 

Understanding the scale of cellular destruction clarifies why the traditional management model, focused 

for decades on chemical restraints like haloperidol, failed every major prospective efficacy trial. Externally 

suppressing psychomotor agitation, tethering patients to bed frames with physical restraints, and chemically 

disabling an agitated organism with heavy psychiatric drugs do absolutely nothing to mitigate the destructive 

inflammatory deficits occurring within the central nervous system. This phenomenon definitively explains the 

uncompromising stance of the 2025 SCCM authorities against the routine administration of neuroleptics to 

artificially "quiet the ward." 

However, translating these highly desirable non-pharmacological guidelines into routine practice 

encounters formidable structural and socio-organizational barriers. Analyzing these implementation 

challenges reveals profound financial and personnel constraints. The primary obstacle preventing the full 

deployment of early mobilization (the 'E' in the ABCDEF bundle) is severe understaffing. The continuous 

exodus of qualified anesthetic nurses, coupled with dangerously high ratios of critically ill, mechanically 

ventilated patients per single nurse, creates an environment where executing complex interventions is 

perceived as a safety risk (McCudden et al., 2024). The postulate of aggressively mobilizing a patient tethered 

to life support provokes justified fear among staff regarding accidental extubations or the dislodgement of 
critical intravenous lines by a disoriented patient. 

Consequently, many intensive care units default to the perceived safety of deep, multi-day 
analgosedation. This reveals a devastating clinical and organizational paradox. While deep sedation seemingly 

lifts the immediate burden of managing a combative patient off the shoulders of the on-duty staff, it ultimately 

drives the patient's trajectory toward severe complications. Institutional audits demonstrate that every delirium 

episode triggered by prolonged sedation paradoxically doubles the average number of hours required for 

bedside nursing care later in the patient's stay and drastically prolongs the weaning process from respiratory 

support. 

Against this backdrop of systemic burnout and personnel shortages, reference academic centers that 

have undertaken the heavy educational effort to implement the "Awake and Walking ICU" paradigm stand in 

stark contrast. This concept promotes a revolutionary socio-cultural shift within the ward. Literature indicates 

an absolutely dramatic reversal of burnout trends in units that adopt this model. Shift nurses begin to experience 

the rewarding process of establishing meaningful, rational verbal contact with their patients, avoiding the 
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sterile and physically exhausting maintenance of comatose bodies. This not only protects the patient's cognitive 

future but serves as a powerful psychological shield for the nursing staff. 
A further organizational challenge lies in integrating patients' families into the care process. Validated 

models, such as the FAM-CAM protocol, demonstrate that equipping disoriented families with tools to 
independently detect orientation disturbances in the patient yields skyrocketing satisfaction scores (Pun et al., 
2019). Granting families partial agency in the detection process breaks their sense of helplessness, and their 
ratings of perceived safety and social trust in the medical staff break previous records. This acts as a highly 
valuable, cost-free organizational tool that effectively prevents PICS-Family syndrome. Experts and leaders 
of global intensive care societies urgently appeal to healthcare administrators for a definitive paradigm shift, 
demanding the unconditional implementation of routine non-pharmacological prophylaxis (Kotfis et al., 2018). 

 
The Macroeconomic and Policy Imperative: Redesigning Healthcare Workflows 
While the clinical and psychological impacts of delirium in the Intensive Care Unit are profound, the 

ultimate barrier to systemic change lies in healthcare economics and institutional policy. The transition from a 
traditional, pharmacologically driven ICU to an innovative, non-pharmacological model (such as the "Awake 
and Walking ICU") requires not only a cultural shift but also a fundamental restructuring of healthcare 
financing and human capital investment. 

 
Economic Modeling of Delirium and Its Sequelae 
The financial architecture of modern critical care is highly sensitive to extended lengths of stay and 

hospital-acquired complications. Delirium acts as a major catalyst for cost escalation. Traditional economic 
models have often underestimated these costs by viewing delirium as a transient acute event. However, 
contemporary health economics must account for the "long tail" of delirium-associated expenditures. 

When a patient develops delirium, the immediate daily costs of ICU care increase significantly. This is 
driven by the need for continuous one-to-one nursing observation, the administration of additional sedatives 
or antipsychotics (which often prolong the need for mechanical ventilation), and the increased incidence of 
secondary complications such as ventilator-associated pneumonia (VAP) or catheter-related bloodstream 
infections (CRBSI) due to prolonged immobility. As previously noted, the occurrence of delirium raises the 
total annual healthcare costs for a single patient by an average of $44,291, primarily due to post-discharge 
rehabilitation, frequent readmissions, and the high utilization of outpatient neurological and psychiatric 
services (Leslie et al., 2026). 

Furthermore, the economic burden of Post-Intensive Care Syndrome (PICS) extends into the broader 
societal economy. Patients suffering from long-term cognitive impairment often experience a permanent exit 
from the workforce, resulting in a loss of taxable income and a reliance on state-funded disability programs. 
The PICS-Family (PICS-F) syndrome compounds this loss, as family members frequently reduce their working 
hours or abandon their careers entirely to provide informal caregiving (Cairns et al., 2019). When aggregated 
at a national level, the failure to implement delirium prevention strategies results in the loss of billions of 
dollars in economic productivity. 

 
Policy Implementation and the Financing of the "Awake and Walking ICU" 
Despite the overwhelming clinical and economic evidence supporting the ABCDEF bundle and early 

mobilization, hospital administrators frequently cite financial constraints as the primary barrier to 
implementation. The perceived high upfront cost of increasing nursing staffing ratios and hiring dedicated 
physical therapists for the ICU often paralyzes decision-making. 

However, this represents a classic failure of short-term budgetary thinking. Health policy analysts argue 
that investments in human capital—specifically, optimizing the nurse-to-patient ratio to safely facilitate early 
mobilization—yield a rapid return on investment (ROI). By reducing the incidence of delirium by 50% and 
shortening the average duration of mechanical ventilation, hospitals can significantly increase the throughput 
of their ICU beds (Chai, 2025). In systems operating under Diagnosis-Related Group (DRG) or bundled 
payment models, reducing the length of stay directly increases the hospital's financial margin per case. 

To drive this systemic change, healthcare policymakers and insurance providers must incentivize the 
adoption of the ABCDEF bundle. This can be achieved through value-based purchasing agreements, where 
hospitals receive financial bonuses for demonstrating high adherence to daily Spontaneous Awakening Trials 
(SATs), Spontaneous Breathing Trials (SBTs), and early mobility protocols. Conversely, financial penalties 
could be applied to institutions that rely on outdated, high-risk practices such as routine haloperidol 
administration or continuous deep sedation without clinical justification. 
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The Future of Work in Critical Care: Protecting Human Capital 

The ultimate success of any organizational innovation in the ICU depends entirely on the sustainability 

of the workforce. The current trajectory of nursing burnout is economically and operationally unsustainable. 

The high turnover of specialized intensive care nurses strips departments of institutional memory, advanced 

clinical skills, and mentorship capabilities, creating a fragile work environment that is highly susceptible to 

medical errors. 

Implementing the "Awake and Walking ICU" model is not just a patient safety initiative; it is a critical 

strategy for talent retention and workforce protection. By shifting the nature of ICU nursing from managing 

deeply sedated, physically combative bodies to providing relational, interactive care to conscious patients, the 

profession reclaims its core therapeutic identity. When nurses are empowered by clear organizational protocols 

(such as the ABCDEF bundle) and supported by adequate staffing levels, the job resources balance the intense 

job demands. This restoration of professional efficacy drastically reduces emotional exhaustion and turnover 

intention (Kaur, 2025). 

In conclusion, managing ICU delirium is a profound test of healthcare governance. Eradicating outdated, 

pharmacologically restrictive practices requires bold leadership, strategic financial investment in nursing staff, 

and a commitment to evidence-based organizational policies. Only by aligning clinical excellence with 

progressive healthcare economics can institutions safeguard both the cognitive futures of their patients and the 
psychological well-being of their critical care workforce. 

 

Conclusions 

Delirium in the intensive care unit is not a trivial, transient psychiatric glitch; it is a fully-fledged 

manifestation of life-threatening acute cognitive brain dysfunction. Driven by the brutal disruption of the 

blood-brain barrier during sepsis, explosive neuroinflammation, and acetylcholine transmission failure, 

delirium leaves a trail of measurable destruction. The occurrence of a delirium episode exponentially inflates 

the economic burden of convalescence—adding tens of thousands of dollars to annual care costs—and stands 

as the most powerful proven predictor of crippling complications, including significantly increased long-term 

mortality and irreversible cognitive collapse under the umbrella of Post-Intensive Care Syndrome (PICS). 

Grounded in the authoritative directives of global scientific societies—spearheaded by the SCCM 

PADIS 2025 revision and the ESAIC 2024 guidelines—experts definitively condemn the use of standard 

antipsychotic drugs as tools for managing patient behavior in the ICU. The axis of modern critical care 

administration must decisively pivot toward non-pharmacological vectors. 

The interdisciplinary, mandatory execution of the integrated ABCDEF preventive model unequivocally 

rescues patient biology, triggering a drastic 50% drop in delirium incidence and curbing mortality at later 

hospital stages. Crucially, from an organizational perspective, department-level investments in early patient 

awakening and mobilization—epitomized by the "Awake and Walking ICU" model—do more than just 

neutralize negative cost vectors for the state healthcare system. They critically alleviate the physical and 

emotional exhaustion of the workforce, serving as the most effective structural intervention to halt the 

devastating epidemic of clinical burnout and depersonalization among nursing professionals in an era of 

unprecedented staffing shortages. 
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