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Resource Description
Delirium, in particular, is of great importance to surgeons since it is associated with
high rates of complications following surgery. Perioperative delirium is associated with
increased cost, length of stay, poor recovery, institutionalization, and mortality. Health
care cost attributed to development of delirium is estimated at $165 billion annually.
Thus development of perioperative delirium is of great importance to surgeons. Those
65 and older are expected to account for almost 20% of the U.S. population by 2030.
Thus physicians need to know how to care for geriatric patients regardless of their
scope of practice.
This session is designed to create active learning groups involving surgical residents
and focuses on the common problem of Delirium. The delivery method includes a prequiz and an online module through the Surgical council of resident education (SCORE)
website, and post-module quiz that the residents will need to complete the night prior to
the day of the workshop. The workshop will include interactive learning groups and is
delivered in the context of a one hour workshop. There will be an introductory
presentation on how to perform a 4AT assessment tool along with a 5 video showing a
patient with delirium followed by discussion within smaller groups of learners (4
residents per group). Each group will review a case and answer and review questions
as the case progresses. Then the whole group of learners will review the information
and conclusions of each group through a discussion facilitated by a faculty member.
They will have 40 minutes to review the case. Then there will be closing remarks along
with a post-quiz and a feedback form to complete. The post-quiz will be completed
online after the session.

Purpose, Goals and Objectives
Purpose: To establish a formalized geriatric surgical curriculum with a foundation
consisting of delirium prevention, assessment and management to improve surgeon’s
daily practice regarding the surgical care of older adults.
Goal: Improve the knowledge, skills, attitude, and behavior of surgery residents
regarding perioperative delirium in surgical older adults
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By the end of this curriculum, the surgical resident will be able to:
1)
2)
3)
4)
5)
6)
7)
8)

9)

List preoperative, intraoperative, and postoperative risk factors.
Know how to calculate a delirium risk assessment score.
List treatment strategies for postoperative delirium
Correctly employed a 4AT assessment tool to diagnose postoperative delirium in
non-ICU older confused surgical patient.
Calculated the correct delirium risk assessment score for a case scenario.
Proposed strategies for mitigating preoperative, intraoperative, and postoperative
risk factors for a common general surgery case scenario.
Identified "best-practice" non-pharmacologic and pharmacologic treatment strategies
to manage postoperative delirium given a case scenario.
As a result of the curriculum, surgical residents will rate as important that surgeons
should know:
i) Treatment strategies for postoperative delirium.
ii) How to screen for postoperative delirium using a validated assessment tool
(e.g. 4AT)
iii) Strategies to prevent postoperative delirium.
List at least the 7 main key effects that postoperative delirium has on surgical
outcomes (e.g. increased 30 day mortality, increased complication rates, increased
length of stay, increased costs of care, increased readmission rates, decreased
patient satisfaction, and decreased functional status leading to increased rates of
institutionalization).

Intended Audience(s)
Surgical Residents PGY1-PGY5

Prerequisites
Residents must perform the pre-test along with complete the online postoperative
delirium module and post-module quiz prior to the start of the workshop.

Instructor Qualifications and Responsibilities
Physicians trained in Geriatrics, who have good small-group facilitation skills.
Instructors must have reviewed and understood the content. A general knowledge of
delirium is helpful. They must also be capable of highlighting key teaching points,
thereby making it a rewarding learning experience for the residents. The instructor must
work to make the session very interactive, encouraging participation by most of the
residents. The instructor must be careful to begin by giving the residents only the case
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guide and the questions, and only handout the answer key when the session is over.
Learners should not view the answer key prior to the end of session.

Required Resources
Online module, Case guide, Questions and Answer sheet, Answer key, pre-post test,
pocket card, 4AT form, mini-cex, and feedback form.

Procedures for Implementation
The group of residents consist of 36 residents. There will be quarterly workshops
scheduled with 8 residents assigned to each workshop who will be divided into smaller
groups of about 4 residents per group. They will be given the Case Guide and
Questions. They will be required to complete the pre-test, the online module on
postoperative delirium through the SCORE website and post-module quiz prior to the
start of the workshop. The session will start with brief instructions on how to perform a
4AT assessment and then show a 3 minute video on a patient with hypoactive delirium.
The resident will then use the scoring sheet to determine if the patient has delirium or
not. Facilitator will briefly discuss the answers as a whole group. Then the residents will
divide into 2 groups (4 residents per group) to review a case. There will be 40 minutes
devoted to the case. The facilitator will direct the residents through the case, reviewing
the questions, going around the group having everyone give answers to the questions.
The facilitator will also highlight key teaching points for each question and fills in
unanswered questions, thereby making it a rewarding learning experience for the
residents. At the end of the session, the group with the highest number of correct
answers will be rewarded a gift. The competitive nature of the interaction also
encourages active participation by the groups.

Assessment
Assessment of the achievement of the learning objectives is done in a subsequent postquiz along with a mini-cex which must be completed within the year.
Evaluation
A Likert - scale questionnaire and open-ended questions has been developed to allow
learners evaluate the utility of the educational resource.
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Relationship to Other Educational Materials
None
Extension Activities
None
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