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Abstract



Introduction

This study aims to develop a Conceptual-Theoretical-Empirical (C-T-E) structure for holistic nursing care, centered on delirium prevention and treatment in critically ill patients, based on the Dynamic Symptoms Model (DSM) as the theoretical framework.




Methods

The conceptual-theoretical-empirical structure is developed to test theories. The conceptual model or conceptual framework guides the test of the middle-range theory or theoretical framework, linking concepts and propositions. The concepts and propositions are then presented for testing through an empirical research method.




Results

The C-T-E structure, based on the DSM, provides an understanding of delirium as a fluctuating and multifactorial syndrome. Besides, delirium has shown strong associations with physical, psychological, social, environmental, and spiritual antecedents. Thus, nurses and the healthcare team can prevent and reduce delirium in patients by reducing pain, mechanical ventilation, and sedatives, and by managing concomitant symptoms such as anxiety, fear, and suffering, while monitoring the trajectory of delirium. In conclusion, the C-T-E structure of the DSM in the context of delirium provides a theoretical framework for nurses and the healthcare team to personalize holistic, theoretically supported interventions.




Discussion

The practical implications of this study allow us to understand delirium as an event in which various patient antecedents converge. For that, nurses can apply the DSM in nursing interventions to reduce delirium-causing factors in the environment and the patient's antecedents.




Conclusion

This study allows us to understand delirium as an event approach that integrates theory, research, and practice, contributing to delirium prevention and enhancing nursing care quality, expanding inclusive, person-centered healthcare, and reducing the gap between theory, research, and nursing practice, thereby enhancing understanding of the phenomenon.
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1. INTRODUCTION

The conceptual-theoretical-empirical (C-T-E) structure is a methodology within nursing knowledge that coherently links theoretical knowledge and nursing practice. The C-T-E structure also supports theory development and theory testing in research [1]. It is therefore a useful tool for bridging the gap between theory, research, and nursing practice [2, 3].

The components of the C-T-E structure are:





	
C (Conceptual): conceptual models or theoretical frameworks that orient the disciplinary perspective.



	
T (Theoretical): middle-range theories that explain or predict nursing practice phenomena.



	
E (Empirical): research tools and methods that allow for the verification of theoretical propositions through observable data [1].





In this way, the C-T-E structure enables the development of nursing interventions grounded in discipline-specific theoretical concepts and aligned with the conceptual model's context. Therefore, the C-T-E is particularly useful for addressing phenomena such as delirium, for which nursing has important implications for prevention and treatment.

Delirium is an acute confusional syndrome that manifests with symptoms such as disorientation, memory loss, psychomotor agitation, hallucinations, and illusions [4-6]. Delirium is associated with both predisposing and precipitating factors. Precipitating factors such as Intensive Care Unit (ICU) stay, pain, noise, artificial light, stress, limited family support, mechanical ventilation, multiple medical devices, and the use of benzodiazepines and opioids may be modifiable through nursing interventions [6, 7]. Delirium is frequent in critically ill patients in intensive care units and can increase the risk of mortality, long hospital stays, and persistent cognitive deficits [4-6].

Despite these consequences, delirium remains underdiagnosed and inadequately managed, often without consideration of precipitating factors, such as environmental adjustments, comfort promotion, family involvement, and maintenance of spatial-temporal orientation [8, 9]. For this reason, nurses can develop interventions to prevent and treat delirium based on disciplinary theories, and focused on modifiable factors, such as comfort promotion, environmental adjustments, family involvement, and maintenance of spatial-temporal orientation [8, 9].

The scientific literature highlights the importance of a nursing theoretical framework that integrates practices focused on modifiable factors within a structured conceptual model aligned with the discipline and a holistic perspective [10]. In this context, the Dynamic Symptoms Model (DSM) proposed by Brant et al. [11, 12] integrates existing theories and models of symptoms and provides an appropriate theoretical foundation for developing nursing interventions for delirium.

The model comprises four fundamental structural elements: Antecedents, Experience and trajectory, interventions, and consequences [11, 12]. Although the model’s application has been partially explored in the literature [13], a systematic translation into a theoretical-empirical structure specifically adapted to nursing practice is still lacking. Therefore, the Dynamic Symptoms Model combined with the C-T-E structure yields a coherent theoretical framework that connects the concepts, propositions, and empirical observations related to delirium. In this perspective, the NNN taxonomy (NANDA-I, NIC, NOC) provides a useful reference for translating theoretical concepts into operational elements, supporting the identification of diagnoses, interventions, and outcomes consistent with the theory. However, this is not the primary objective of this study [14, 15].

Therefore, the research question was: How can the nursing theory, the Dynamic Symptoms Model, guide the design of nursing interventions to prevent and manage delirium in critically ill patients? Hence, the purpose of this work is to develop a Conceptual-
        Theoretical-Empirical framework based on the Dynamic Symptoms Model to guide the design of nursing interventions to prevent and manage delirium in patients admitted to intensive care units. This integration of theory and practice aims to advance a more coherent, holistic, and discipline-based nursing approach.






2. MATERIALS AND METHODS

The C-T-E structure was developed according to the approaches described by Fawcett and Garity [1], specifically for theory development, analysis, and corroboration. The methodological objective was to understand nursing theory and its application in the prevention and treatment of delirium. Thus, a theoretical framework was developed to support the planning of nursing interventions.

The construction of the C-T-E framework was based on a deductive approach, enabling it to link the theoretical concepts of the chosen model with the empirical elements of this phenomenon. The ‘Dynamic Symptom Model’ was chosen as the conceptual model due to its ability to explain the variability, multidimensionality, and interrelationship of its symptoms. These features highlight the complexity of delirium in critically ill patients.

The inquiry included a detailed investigation of the Dynamic Symptoms Model to identify:





	The fundamental concepts that materialize its theoretical schema.



	The underlying assumptions guiding the understanding of the phenomenon, and



	Theoretical propositions explaining connections between the concepts and theoretical features of delirium.





Based on the identified concepts and assumptions, testable theoretical propositions were formulated to connect the model’s constructs to the clinical and care dimensions of delirium.

These propositions represent an intermediate step between the theoretical and empirical levels and serve as the foundation for the subsequent development of the C-T-E structure.

A graphical representation of the structure, synthesizing the conceptual linkages and theoretical relationships identified, is presented in the results section (Fig. 1).


[image: ]


Fig. (1). 
C-T-E for developing nursing interventions to reduce the incidence and duration of delirium in intensive care patients, from the DSM.






3. RESULTS

The authors and other nurses have used the DSM to conceptualize symptoms and study the relationships between antecedents, experience, and nursing interventions that influence the experience and consequences of the symptoms [12]. Further, the DSM aims to improve patient outcomes by addressing the complex nature of symptoms, concomitant symptoms, their interactions, and longitudinal trajectories that change over time [11, 12]. Thus, reducing delirium using the DSM requires a holistic approach that includes active patient and family participation and interaction with the environment.

As proposed by the DSM authors, models and theories provide a logical framework for testing novel ideas, aligning statistical methods, facilitating research, and translating results into improvements in patient care [11]. Therefore, they have proposed a theoretical structure that directs the development of nursing interventions. It extends to the family’s interaction with the patient and considers demographic, physiological, psychological, social, spiritual, and environmental factors. It is an integral and holistic vision.

The theory does not specify interventions; however, it does provide guidelines for nurses to develop interventions grounded in clinical reality and aligned with the proposed theoretical structure, which, although has been used mainly in cancer patients, has theoretical constructs that can be applied to events such as Delirium.

In assessing the use of this theory, it was found to have been cited in studies employing qualitative [16, 17] and quantitative approaches, the latter involving observational designs [18-21]. It has also been applied in literature reviews and theoretical and interactive studies [13, 22, 23], while two studies were intervention-based [24, 25]. Hence, nurses should develop more studies that test theoretical and empirical concepts and contribute to the knowledge of both measurement phenomena and theory.

Based on the DSM, psychological symptoms and their impact on quality of life were studied through independent studies and in patients with oncological pathologies [18-22, 25]. In the case of Delirium, the patient experiences psychological changes such as suffering, anxiety, uncertainty, fear, and distress [26]. Thus, the approach to delirium from this theoretical perspective is beneficial for psychological recovery, which is as important as physical recovery [26].

Therefore, given that the published theory primarily comprises conceptual and theoretical elements, an analysis was conducted to understand the theory and its application to Delirium. Based on Fawcett's and Garity guidelines [1], this study developed the C-T-E, as shown in Fig. (1). Through this analysis, some conceptual (C) and theoretical (T) propositions were identified to derive the empirical aspects, and these propositions led to the elements that underpin the interventions.


3.1. Relational Proposition for Component C of the C-T-E Structure





	Symptoms are complex and depend on the individual's history and changing trajectories [11].





Non-relational propositions for component T of the C-T-E structure are as follows:





	Antecedents are the precipitating factors of a phenomenon [11].



	The experience is the individual's interpretation, which may be altered if other concomitant symptoms are present. [12].



	Trajectory is the change that occurs in experience or not, associated with causal and potential factors [12].








3.2. Relational Propositions for Component E of the C-T-E Structure


3.2.1. Background


3.2.1.1. Physiological Factors

Physiological antecedents are the pathologies and treatment-related factors that promote delirium in intensive care patients, such as pain, mechanical ventilation, and medication. However, some of these can be modified to reduce their ability to trigger delirium. Adequate pain management includes regular pain assessment and timely treatment, which improve physical functioning, psychological and emotional state, and social interactions, thereby reducing the risk of delirium and promoting early awakening, respiration, and mobility [27].

Through interaction, nursing interventions can be expanded from the nurse to the care team and the patient's family [12], both in routine care [27] and in decision-making and treatment planning [28].

Mechanical ventilation is a clinical condition that potentiates delirium in intensive care patients; this impact can be minimized by awakening and spontaneous breathing, actions in which the family can participate.

Pharmacological treatment, mainly based on sedatives and analgesia with benzodiazepines, causesa medical condition that triggers delirium. This aspect can be monitored frequently through daily sedation goals, timely titration, and measurement of the degree of sedation. Thus, over- sedation can be avoided, favoring spontaneous awakening, breathing, mobility, and patient interaction.




3.2.1.2. Psychological Factors, Spiritual, and Social

Psychological antecedents are shaped by values, life experiences, and personality, which influence people in intensive care and their recovery process [12]. These factors influence people in intensive care and their recovery process. Therefore, their consideration and inclusion in patients’ self-care promote a familiar environment in the ICU and reduce stress. The social life of people in intensive care is centered on their families, who play a leading role in preventing Delirium by providing greater confidence and security to patients and reducing stress. Thus, families can be considered part of the care team, maintaining close relationships and interactions with patients.

Nursing must address the spiritual background and needs of people in intensive care as a humanization strategy. It promotes self-recognition, self-realization, and emotional balance, which can reduce delirium.




3.2.1.3. Environmental Factors

The environment influences how the person experiences the health and recovery process. This environment is largely altered in the ICU compared to that at home, which favors the development of delirium. It is necessary to adapt to it so that it is not hostile but, on the contrary, provides tranquility, rest, and comfort. The person's mobility in intensive care is altered by their health condition and the ICU environment. Therefore, the health team should encourage and initiate early mobility in patients based on their pathophysiological conditions. It helps patients feel more active, improves oxygenation, and reduces delirium risk by integrating them into their recovery.




3.2.1.4. Experience and Trajectory

Concomitant symptoms such as fear, confusion, loneliness, moodiness, and discomfort are common in intensive care patients. The ICU health team can identify these early and reduce their causal factors and impact.




3.2.1.5. Delirium's Trajectory

The trajectory of delirium is defined by its fluctuation and typology. Still, early identification of delirium provides the opportunity to reduce its short and long-term consequences.












4. DISCUSSION

The results of this work confirm the relevance of integrating nursing theory and clinical practice for the understanding and management of delirium. The development of the Conceptual-Theoretical-Empirical structure based on the Dynamic Symptoms Model demonstrated consistency between the theoretical principles of the model and the characteristics of the phenomenon, providing a comprehensive and dynamic view of delirium.

Brant et al. [11, 12] clarified that these indicators are dynamic and multifaceted, and that they must be viewed in light of their temporal evolution, their transformations, and the factors that drive them. Applying this perspective to delirium helps us understand that changes in a patient's thoughts and behavior arise from the interaction among predisposing factors, the nature and context of the symptoms, and the patient's environment.

This explanation is consistent with the findings of a study by Gómez et al. [13], who demonstrated a conceptual relationship between the Dynamic Symptoms Model and the clinical features of delirium, suggesting that it could be applied to build specific nursing interventions. In the same way, the theoretical propositions of this research recommend that delirium can be prevented or reduced through interventions targeting modifiable factors, such as environmental control, orientation support, and family involvement.

Our results are congruent with the current literature [8, 9], which identifies non-pharmacological interventions as an important component of delirium prevention in intensive care. Moreover, evidence reported by Mart et al. [6] corroborates that changes in environmental factors and reductions in physical and psychological stress considerably decrease the incidence of delirium.

From a theoretical viewpoint, the C-T-E structure developed here connects abstract concepts to observable variables, thus providing a logical basis for future experimental validation.

This vision aligns with Fawcett and DeSanto-Madeya [2], who argues that the paradigm of nursing must continuously reexamine the experimental and research model and adapt it to nursing practice. This approach brings together the conceptual, theoretical, and empirical parts of the discipline, following its main principles. By combining these elements, the model becomes a useful tool for organizing and assessing nursing care. This model has proven appropriate for a comprehensive care strategy because it combines physical, psychological, interpersonal, and environmental factors.

The theory and the theoretical propositions developed by linking the DSM to delirium were tested in a controlled clinical trial. The interventions were compared between an intervention group that received care based on the DSM and scientific evidence and a control group that received routine care. This study demonstrated better outcomes in the intervention group, with a lower incidence and duration of delirium, lower pain intensity, less time spent in physical restraints, fewer days on mechanical ventilation, and a shorter length of stay in the ICU [29].

The DSM was also applied to address delirium in the pediatric population. The results of the present study show similarities with findings in the pediatric population, as the DSM enabled understanding and analysis of delirium from a holistic perspective, considering the physical, psychological, spiritual, social, occupational, and family factors underlying it [30].

Esquivel-Garzón et al. [31] concur, emphasizing that the health sciences can demonstrate the complexity of clinical practice and guide its application through appropriate and flexible models. Another advantage of the proposed system is that it provides a common working language. Although the NNN taxonomy (NANDA-I, NIC, NOC) is not the main objective of the research, a theory-driven conceptual framework can be a useful tool for guiding its application in clinical observations, interventions, and outcomes [14, 15].

The results presented here provide nursing schools with evidence supporting the teaching of epistemological and theoretical nursing knowledge in clinical practice. Therefore, they can serve as a reference for learning and applying this framework, as well as for analysis when addressing delirium as a phenomenon in clinical practice, academia, and research. Thus, the next step in the research context from this theoretical perspective is to continue developing and testing the theoretical propositions and to enrich the NNN taxonomy regarding delirium, thereby facilitating its application in academia and clinical practice.

The practice implications of this study allow us to understand delirium as an event in which the patient's various antecedents converge, creating a particular experience. Furthermore, this finding also applies to the different types of delirium, such as hypoactive, hyperactive, and mixed, since they have similar neurobiological mechanisms and share some etiological factors, whether modifiable or non-modifiable [31]. Therefore, nurses can apply DSM to reduce delirium in patients and address delirium antecedents, tailoring interventions according to the antecedents identified.

Finally, this approach is consistent with the recommendations of Fawcett & DeSanto-Madeya [2], who state that the consistent application of theoretical models in practice strengthens the interpretation of practice and establishes evidence-based, theory-guided nursing [1].

A background based on ideas, knowledge, and research provides the foundation for establishing health measures to prevent disease. This provides a framework for translating theories into practice, teaching, research, and clinical practice. According to Fawcett and Garity [1], nursing theory provides a framework to guide clinical judgment and ensure quality care. Using an evidence-based approach, nurses can significantly contribute to preventing cognitive impairment, safeguarding patients' cognitive and functional abilities, and ensuring the overall quality of care.






5. STUDY LIMITATION

More research is needed to apply and test the nursing theoretical propositions regarding delirium phenomena or other topics relevant to nursing care.






CONCLUSION

The theoretical and empirical foundations described in this paper contribute to the theory of patient care by introducing a dynamic symptoms model of delirium and translating theoretical concepts into recommendations for patient care, by aligning the main concepts of the model in this work with the care needs of patients with compromised consciousness. The theoretical framework offers suggestions for expanding inclusive, person-centered healthcare and reducing the gap between theory, research, and nursing practice, thereby enhancing understanding of the phenomenon. The indirect research methodology used goes beyond a purely empirical approach and contributes to evidence-based practice.

The conceptual-theoretical-empirical (C-T-E) structure provides a logical, sequential framework for applying theory in practice, enabling the development of interventions grounded in disciplinary knowledge and consistent with the theoretical elements of the phenomena. It provides a holistic perspective on the human being. Consequently, its application benefits patients, their families, and the discipline of nursing. In critically ill patients' care, this approach supports nursing care by integrating physical, psychological, social, and environmental factors. More empirical research is required to test the relationship between theoretical concepts and to assess the effectiveness of care built from the proposed model. Then, this framework provides a foundation for nursing practice and contributes to professional growth and the improvement of care quality by integrating nursing theory, research, and practice.









AUTHORS’ CONTRIBUTIONS

The study was initially designed by A.C. and L.T., and subsequently discussed with C.G., M.C., M.T., and G.G. The methodology was defined by A.C., C.G., M.Q., and L.T. A.C. and L.T. conducted the analysis. The results were discussed collectively by all authors. C.G., M.C., M.T., and G.G. drafted the manuscript, while A.C., C.G., and L.T. critically revised it. All authors read and approved the final manuscript.






LIST OF ABBREVIATIONS





	
	



	C-T-E
	 = The Conceptual-Theoretical-Empirical



	ICU
	 = Intensive Care Unit



	DSM
	 = Dynamic Symptoms Model








ETHICS APPROVAL AND CONSENT TO PARTICIPATE

Not applicable.




HUMAN AND ANIMAL RIGHTS

Not applicable.




CONSENT FOR PUBLICATION

Not applicable.




AVAILABILITY OF DATA AND MATERIALS

The data supporting the findings of the article is available in the National University of Colombia repository at https://repositorio.unal.edu.co/items/c2183f38-89f3-
        49e3-9141-c87893b190b8/full, reference number 188.




FUNDING

None.




CONFLICT OF INTEREST

The authors declare no conflict of interest, financial or otherwise.






ACKNOWLEDGEMENTS

The authors acknowledge the Universities of Cagliari, Enna "Kore", Nacional de Colombia, and Surcolombiana, as well as the Los Cobos Medical Center, for their support and for allowing this work to be carried out.


REFERENCES



	
	



	
[1] 
	Fawcett J., Garity J.. Evaluating Research for Evidence-Based Nursing Practice.. Fa Davis; 2008




	
[2] 
	Fawcett J., DeSanto-Madeya S.. Contemporary Nursing Knowledge: Analysis and Evaluation of Nursing Models and Theories.. Fa Davis; 2012




	
[3] 
	Carrillo G.M., Gómez Ramírez O.J., Arias E.M.. Teorías de enfermería para la investigación y práctica en cuidado paliativo., Rev. Latinoam. Bioet.. 2016; 17(32-1): 60-79.
[CrossRef] 



	
[4] 
	Czyzycki M., Klimiec-Moskal E., Chrobak A.A., Pera J., Slowik A., Dziedzic T.. Subtypes of delirium after ischaemic stroke—predisposing factors and outcomes: A prospective observational study (PROPOLIS)., Eur. J. Neurol.. 2022; 29(2): 478-485.
[CrossRef] [PubMed] 



	
[5] 
	Nikooie R., Neufeld K.J., Oh E.S., Wilson L.M., Zhang A., Robinson K.A., Needham D.M.. Antipsychotics for treating delirium in hospitalized adults., Ann. Intern. Med.. 2019; 171(7): 485-495.
[CrossRef] [PubMed] 



	
[6] 
	Mart M.F., Williams Roberson S., Salas B., Pandharipande P.P., Ely E.W.. Prevention and management of delirium in the intensive care unit., Semin. Respir. Crit. Care Med.. 2021; 42(1): 112-126.
[CrossRef] [PubMed] 



	
[7] 
	Kurt E., Zaybak A.. Pain behavior experienced during nursing interventions by patients on mechanical ventilation: A cross-sectional study., Florence Nightingale J. Nurs.. 2022; 30(2): 126-132.
[CrossRef] [PubMed] 



	
[8] 
	Deng L.X., Cao L., Zhang L.N., Peng X.B., Zhang L.. Non-pharmacological interventions to reduce the incidence and duration of delirium in critically ill patients: A systematic review and network meta-analysis., J. Crit. Care. 2020; 60: 241-248.
[CrossRef] [PubMed] 



	
[9] 
	Velasco J., Heras G., Ortega A., Gómez V.. Manual de Buenas Prácticas de Humanización en Las Unidades de Cuidados Intensivos.. 2017




	
[10] 
	Rezayani A.. Applications of nursing theories in clinical practice., J. Nurs. Adv. Clin. Sci.. 2024; 2(2): 115-116.
[CrossRef] 



	
[11] 
	Brant J.M., Beck S., Miaskowski C.. Building dynamic models and theories to advance the science of symptom management research., J. Adv. Nurs.. 2010; 66(1): 228-240.
[CrossRef] [PubMed] 



	
[12] 
	Brant J., Dudley W., Beck S., Miaskowski C.. Evolution of the dynamic symptoms model., Oncol. Nurs. Forum. 2016; 43(5): 651-654.
[CrossRef] [PubMed] 



	
[13] 
	Gómez Tovar L.O., Henao Castaño A.M.. Analysis of delirium from the dynamic symptoms model., Crit. Care Nurs. Q.. 2020; 43(3): 312-336.
[CrossRef] [PubMed] 



	
[14] 
	Butcher HK, Bulechek GM, Dochterman JM, Wagner CM. Nursing Interventions Classification (NIC).. Elsevier; 2018




	
[15] 
	Moorhead S, Swanson E, Johnson M.. Nursing Outcomes Classification (NOC) - E-Book: Nursing Outcomes Classification (NOC)-E-Book.. Elsevier; 2023




	
[16] 
	Yang H., Wu B., Hu R., Wang Y.. Symptom experiences and self-management strategies of patients with haematological malignancy undergoing chemotherapy: A qualitative study., Asia Pac. J. Oncol. Nurs.. 2024; 11(9): 100563.
[CrossRef] [PubMed] 



	
[17] 
	Chen J., Yu J., Xie M., Wu Y., Hu R.. Understanding the symptom experience and self-management strategies of adult hematopoietic stem cell transplantation patients during hospitalization: Findings from a qualitative longitudinal study., Support. Care Cancer. 2022; 30(12): 10137-10147.
[CrossRef] [PubMed] 



	
[18] 
	Whisenant M., Wong B., Mitchell S.A., Beck S.L., Mooney K.. Symptom trajectories are associated with co-occurring symptoms during chemotherapy for breast cancer., J. Pain Symptom Manage.. 2019; 57(2): 183-189.
[CrossRef] [PubMed] 



	
[19] 
	Matzka M., Mayer H., Köck-Hódi S., Moses-Passini C., Dubey C., Jahn P., Schneeweiss S., Eicher M.. Relationship between resilience, psychological distress and physical activity in cancer patients: A cross-sectional observation study., PLoS One. 2016; 11(4): e0154496.
[CrossRef] [PubMed] 



	
[20] 
	Qi W., Zhou R., Qiu Q., Cui J.. Relationship between core symptoms, function, and quality of life in colorectal cancer patients: A network analysis., Qual. Life Res.. 2025; 34(6): 1723-1734.
[CrossRef] [PubMed] 



	
[21] 
	Whisenant M., Wong B., Mitchell S.A., Beck S.L., Mooney K.. Trajectories of depressed mood and anxiety during chemotherapy for breast cancer., Cancer Nurs.. 2020; 43(1): 22-31.
[CrossRef] [PubMed] 



	
[22] 
	Albrecht T.A.. Physiologic and psychological symptoms experienced by adults with acute leukemia: An integrative literature review., Oncol. Nurs. Forum. 2014; 41(3): 286-295.
[CrossRef] [PubMed] 



	
[23] 
	Riegel B., Jaarsma T., Lee C.S., Strömberg A.. Integrating symptoms into the middle-range theory of self-care of chronic illness., ANS. Adv. Nurs. Sci.. 2019; 42(3): 206-215.
[CrossRef] [PubMed] 



	
[24] 
	Mohr C., Jensen C., Padden N., Besel J.M., Brant J.M.. Peppermint essential oil for nausea and vomiting in hospitalized patients: Incorporating holistic patient decision making into the research design., J. Holist. Nurs.. 2021; 39(2): 126-134.
[CrossRef] [PubMed] 



	
[25] 
	Montgomery K.E., Basha M., Nyholm L., Smith C., Ananiev G., Fedorov A., Kapoor A., Brown R., Capitini C., Kwekkeboom K.. Exploring inflammation and stress as biological correlates of symptoms in children with advanced cancer: A longitudinal feasibility study., J. Pediatr. Hematol. Oncol. Nurs.. 2024; 41(3): 157-171.
[CrossRef] [PubMed] 



	
[26] 
	la Calle G.H.. Humanizing Intensive Care: Present and Future Focused on People.. Distribuna Editorial; 2017




	
[27] 
	Szewczak A., Siwicka D., Klukow J., Czerwik-Marcinkowska J., Zmorzynski S.. Clinical nursing management of adult patients with delirium in a hospital setting - A systematic review., J. Clin. Med.. 2025; 14(22): 8113.
[CrossRef] [PubMed] 



	
[28] 
	Mart M.F., Brummel N.E., Ely E.W.. The ABCDEF bundle for the respiratory therapist., Respir. Care. 2019; 64(12): 1561-1573.
[CrossRef] [PubMed] 



	
[29] 
	Gómez Tovar L.O., Henao Castaño A.M.. Dynamic delirium - Nursing intervention to reduce delirium in patients critically ill, a randomized control trial., Intensive Crit. Care Nurs.. 2024; 83: 103691.
[CrossRef] [PubMed] 



	
[30] 
	Pinzón-Casas E.Y.. Characteristics of delirium in the pediatric intensive care unit using the dynamic symptoms model., Salud Uninorte. 2021; 36(1): 112-123.
[CrossRef] 



	
[31] 
	Esquivel-Garzón N., Delgado-Galeano M., Marquez-Herrera M., Inés Parra D.. Development of a caring model applying the conceptual, theoretical and empirical structure from caring science theory., J. Res. Nurs.. 2025; 30(2): 111-122.
[CrossRef] [PubMed] 
















OEBPS/Images/cover.jpg
ISSN: 1874-4346

The
Open Nursing
Journal

BENTHAM . *
OPEN_©






OEBPS/Images/e18744346458327_F1.jpg
Dynamic Symptoms Model - DSM

‘Complex Nature of symptoms.

‘Antecedents

Physiologic

Psychol
‘Spirual
‘Social

Environmental

Physiological
[sMedical condition
oPal
CWake up and breathe spontaneous
I

OLevel and goal of sedation

Environmental ‘7o recognize concomitant [s]Delirium
[slPhysic symptoms: Fear, confusion, CTo evaluate early and
icy restissness relngss, classity defirum.

‘and general malaise.

Experimental design to test the intervention effectiveness

Jr—
eyissues [Josm osm O pelirium issues to n
concepsand vomans D s et ¥ and el ndcatr





