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a b s t r a c t

Background: Delirium in the intensive care unit (ICU) is common, but reliable evidence-based recom-
mendations are still limited.
Objectives: The aim of our study was to explore nurses' and physicians' experiences and approaches to
ICU delirium management.
Method: Our study had a qualitative multicentre design using interdisciplinary focus groups and
framework analysis. Participants were strategically selected to include nurses and physicians with
experience in delirium management at five ICUs in four out of five regions in Denmark.
Results: We conducted eight focus group interviews with 24 nurses and 15 physicians; median ICU
experience was 9 years (range 1e35). The main issues identified were (1) the decision to treat or not to
treat ICU delirium based on delirium phenotype, (2) the decision to act based on experience or evidence,
and (3) the decision to intervene using nursing care or medications. ICU delirium was treated with
pharmacological interventions in patients with signs of agitation, hallucinations, and sleep deprivation.
The first choice of agent was haloperidol or olanzapine. Agitated and combative patients received
benzodiazepines, propofol, or dexmedetomidine. Calm delirious patients were managed with non-
pharmacological solutions. Physicians recommended pro re nata (PRN) orders to prevent over medica-
tion, whereas nurses opposed PRN orders with the fear that it would increase their responsibilities.
Conclusion: Our study described an algorithm of contemporary delirium management in Danish ICUs
based on qualitative inquiry. When evidence-based solutions are unclear, nurses and physicians rely on
personal experience, collective experience, and best available evidence to determine which patients to
treat and what methods to use to treat ICU delirium. Delirium management still needs clear objectives
and guidelines with evidence-based recommendations for first-line treatment and subsequent treatment
options.

© 2018 Australian College of Critical Care Nurses Ltd. Published by Elsevier Ltd. All rights reserved.
1. Background

Delirium is a common syndrome in the intensive care unit (ICU)
and a physiological consequence of amedical condition, medication
use, intoxication, or caused by multiple etiologies.1 It manifests as a
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disturbance in attention and awareness.2 The prevalence of
delirium in the ICU is 25%e80% with the higher prevalence in
mechanically ventilated patients3,4 and is associated with longer
ICU and hospital stay and increased 6-month mortality5e7 and
morbidity.8 These complications present a financial burden in
health care and have a negative impact on public health.9 Delirium
has been classified in three motoric subtypes as hyperactive (1.6%),
hypoactive (43.5%), and mixed (54.9%).10 The neuropathogenesis is
unclear, but several mechanisms have been associated with
delirium such as dopamine excess or acetylcholine deficiency, sleep
deprivation, sepsis, ageing, and certain pharmacological agents.11
td. All rights reserved.
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Box 1

Questioning Route.

Opening question

� Please present yourselves with your name, title, and how

long you have worked in ICU.

Introductory questions

� Please describe a satisfactory experience of managing a

patient with ICU delirium.

� Please describe an unsatisfactory experience of man-

aging a patient with ICU delirium.

Transition questions

� What medications are you familiar with and use to treat

ICU delirium?

� What non-pharmacologic interventions are you familiar

with?

Key Questions

� What medications do you prefer for the treatment of ICU

delirium?

� If you were to treat a patient today, what intervention

would you choose?

Ending Questions

� How would you choose to administer haloperidol, fixed,

or PRN dose?

� What dosage in milligrams would you choose?

� In your opinion, what is the best way to manage ICU

delirium?

� Do you have additional comments or questions?
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Current recommendations for managing delirium include
pharmacological and non-pharmacological strategies, but effective
evidence-based interventions for the prevention and treatment of
delirium are lacking. Several guidelines exist, and both the pain,
agitation, and delirium guideline and the ABCDEF bundle (Assess,
prevent and manage pain; Both spontaneous awakening trials and
spontaneous breathing trials; Choice of sedation/analgesia;
Delirium monitoring and management; Early mobility and exer-
cise; and Family engagement and empowerment), including sys-
tematic mobilisation and cognitive assessment, recommend
interventions for management of delirium to reduce days with
delirium and mechanical ventilation.12,13 Early detection and
routine delirium assessment are recommended to reduce ICU
delirium. Validated screening tools, performed by non-
psychiatrists, such as the Confusion Assessment Method for the
Intensive Care Unit (CAM-ICU) and the Intensive care Delirium
Screening Checklist have been developed.14,15 While delirium
screening has beenwidely implemented, studies demonstrate poor
adherence to delirium guidelines.16,17

In the absence of evidence-based treatment options for ICU
delirium, nurses and physicians often rely on their personal expe-
riences and preference.18 Although the detection and treatment of
delirium has been promoted as an interdisciplinary task,19 we lack
qualitative studies that describe actual practice.20 The aim of our
study was to explore nurses' and physicians' experiences and ap-
proaches to managing ICU delirium.

2. Methods

Our study had a multicentre qualitative design using focus
groupmethodology with interdisciplinary participants. We used an
inductive pragmatic framework for data collection and analysis.21

For complete and transparent reporting, this manuscript has been
prepared with the Consolidated criteria for reporting qualitative
research (COREQ) Checklist to include description of study
methods, context, findings, analysis, and interpretations.22 The
study was embedded in a larger study investigating pharmaco-
logical interventions of delirium in ICU patients: [http://www.cric.
nu/aid-icu-national-pricipal-investigators/].

2.1. Participants and recruitment

Participants were nurses and physicians from five mixed medi-
calesurgical ICUs (8e28 beds) at regional anduniversity hospitals in
four out of five regions of Denmark. A nurse manager at each unit
helped us to select participants who were ICU nurses or physicians
with some experience in delirium management. To ensure
maximumvariation,westrategically selectedparticipantswhowere
part of a deliriumworkgroup (deliriumexperts) in two focus groups.

2.2. Context

Contemporary practice in Danish ICUs is minimal sedation unless
specifically indicated.23 Non-pharmacological interventions such as
enabling sleep, rest, mobilisation, and family presence are considered
part of standard nursing care. All units in our study had guidelines in
place recommending systematic use of delirium screening tools.

2.3. Data collection

We conducted eight focus group interviews in August to
November 2015. The methodology was chosen to enable comfort-
able discussion of a controversial topic among colleagues to obtain
deeper insight into the problem under investigation.24,25 One focus
group was a homogeneous group of nurses and another of
physicians. Six focus groups were heterogeneous with nurses and
physicians together. We constructed a semistructured interview
guide based on clinical experience and relevant literature.26 The
key questions were “What medications are you familiar with and
use to treat ICU delirium?” and “What non-pharmacologic in-
terventions are you familiar with?” (Box 1). All interviews were
moderated by the first author who had experience in planning,
facilitating, and analysing focus group interviews. Two observers
took notes without active participation and assisted the moderator
in discussion and debriefing after each interview. Interviews were
conducted in a room near the ICU and lasted 28e55 min. The in-
terviews were digitally recorded and professionally transcribed
verbatim.
2.4. Data analysis

Our process of analysis followed the five stages of the frame-
work method.21 Inductive coding was performed line by line, and
an initial coding matrix was constructed. During indexing, data
were arranged according to the matrix. During the charting stage,
we categorised data from physicians, nurses, and experts. During
the mapping stage, the final matrix was constructed.21 We used
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Table 2
Themes and subthemes.

Themes Subthemes

To treat or not to treat Calm patient
Agitated patient

Experience versus evidence Personal preferences
Protocolised practice

Care or Cure Non-pharmacological approaches
Pharmacological approaches
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computer software NVivo, version 10, (QRS International Pty Ltd,
Doncaster, Victoria, Australia) to organise our data.27

2.5. Our preconceptions

Preconceptions (prejudices) are regarded in Gadamerian her-
meneutics as conditions of understanding.28 The authors discussed
their preconceptions and used them as a resource for the analysis to
reduce potential bias. The research team consisted of a primary
investigator (doctoral student), two clinical study nurses, and two
experienced qualitative researchers. The teams' experience and
knowledge were rooted in health and nursing science, with core
values of establishing a close relationship for interacting with in-
dividual patients and relatives. During analysis, the research team
supplemented and contested each other's views and negotiated
consensus on the final interpretation of the results. This contrib-
uted to the trustworthiness of our results.29

2.6. Ethical considerations

Each participating ICUmanagement team approved the study in
accordance with the Danish Data Protection Agency. All partici-
pants consented to participate after receiving verbal and written
information on the study. Participants were assured that partici-
pation was voluntary and that all data were handled confidentially.

3. Findings

We conducted eight focus group interviews at five ICUs with a
total of 24 nurses and 15 physicians (28 females and 11 males) with
median ICU experience of 9 years (range 0e35) (Table 1).

3.1. Main themes

Initial inductive coding resulted in 33 codes that were reduced
to four themes. After further analysis and condensation, the authors
agreed on three themes and six subthemes: (1) Too treat or not to
treat (calm patient and agitated patient), (2) Protocolised practice
(personal preferences and protocolised practice), and (3) Care or
cure (non-pharmacological approaches and pharmacological ap-
proaches) (Table 2).

3.1.1. Too treat or not to treat
The participants in our study agreed that contemporary practice

included the integration of delirium screening tools and regular
patient assessment to detect delirium. The delirium phenotype as
calm (hypoactive) or agitated (hyperactive) was essential for the
Table 1
Participant demographics and contextual information.

Focus group Duration in minutes Participants RN/MD Sex F/M

FG 1 35 min. 5/0 4/1
FG 2 37 min. 0/5 3/2
FG 3 40 min. 3/2 3/2
FG 4 28 min. 1a/1 1/1
FG 5 33 min. 4/2 5/1
FG 6 41 min. 4/2 5/1
FG 7 37 min. 3/1 3/1
FG 8 55 min. 4/2a 4/2
Total 5.1 h 24/15 (N ¼ 39) 28/11

FG ¼ focus group; RN ¼ nurse; MD ¼ physician, F ¼ female, M ¼ male; ICU ¼ intensive
First choice ¼ first choice per protocol medication for delirium management.

a Expert participant.
decision to treat or not to treat (Fig. 1). If the patient appeared calm
and compliant, no further action was deemed necessary. If the
patient was either agitated or calm, hallucinated, and sleep
deprived (>24 h), pharmacological intervention was considered.

3.1.1.1. Calm patient. Calm and compliant patients were considered
harmless and not in need of pharmacological intervention as they
did not pose any danger to themselves or the staff. The participants
adopted a stance of beneficence in arguing that unnecessary
pharmacological intervention should be avoided to reduce the
potential risk of adverse effects caused by prolonged use and po-
tential side-effects. If a calm patient demonstrated hallucinations or
lack of sleep within the past 24 h, pharmacological interventions
were considered.

“If a patient is calm and accepts ICU treatment, I think we're happy.
The goal is to avoid sedatives. It's okay that the patient still shows
other symptoms of delirium.” (Physician FG5).

3.1.1.2. Agitated patient. The participants regarded agitated pa-
tients as potentially dangerous and therefore in need of immediate
pharmacological intervention. The advantages and disadvantages
were discussed, including negative side-effects of sedatives and
antipsychotics. In cases of severe agitation and combativeness and
unresponsiveness to antipsychotic treatment, participants agreed
that sedatives should be used to subdue the patient. An expert
participant stressed that reducing the duration of delirium was a
sign of success.

“… suddenly the patient was out of bed, found a pair of scissors, cut
the electrical cords, and threatened the staff… he ended up getting
a complete cocktail of propofol, fentanyl, clonidine, and midazolam
… he got the whole package… it lasted a week…we had to use the
whole arsenal.” (Expert nurse, FG4).

“I feel I've failed when I have to sedate a patient with delirium.”
(Expert physician, FG 8).
Years in ICU median (range) Location First choice

6 (3e8) University Hospital A Haloperidol
5 (1e10) University Hospital A Haloperidol
7 (1e15) University Hospital A Haloperidol
9 (7e10) University Hospital B Olanzapine
6 (1e15) University Hospital B Olanzapine
23 (9e35) Regional Hospital C Haloperidol
24 (9e30) Regional Hospital D Haloperidol
13 (5e16) University Hospital E Haloperidol
9 (1e35)
RN 9 (1e30)
MD 15 (1e35)

care unit..



Fig. 1. Algorithm of delirium management. CAM-ICU ¼ Confusion Assessment Method for the Intensive Care Unit; ICDSC ¼ Intensive Care Delirium Screening Checklist.
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3.1.2. Experience versus evidence
The participants relied on different combinations of experience

or evidence to manage delirium. In situations with weak evidence
or lack of recommendations, delirium management depended on
the decision of the individual clinician.

“Yes, it's a BAD experience when our treatments vary so much that
it depends on what nurses and doctors are on duty; so some days
the patients get A LOT of medicationsdit could be haloperidol or
somethingdand other days they might get nothing because we
think it's bad for the patient.” (Physician FG2)

3.1.2.1. Personal preferences. The participants were more reliant on
personal preferences if the protocol failed to provide evidence-
based recommendations. Personal preferences were based on
personal experiences and shared knowledge in the unit. The par-
ticipants agreed that both non-pharmacological and pharmaco-
logical interventions were needed to manage delirium. When
deciding to medicate, antipsychotics or sedatives were often
preferred, even if they were not the per protocol first choice
(Table 1).

“One of the first things, if (the patients) don't sleep and are CAM-
ICU positive, is to relatively quickly start with 5 mg (haloperidol)
…” (Physician, FG4)

In hypoactive delirium (calm and compliant patient), physicians
preferred not to medicate in order to minimise the long-term risks
of polypharmacy and continued use of standing orders. Over
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medication was avoided to enable assessment of signs of delirium
and pain.

In hyperactive delirium (agitated patient), most nurses and phy-
sicians preferred haloperidol based on personal experience. If the
patient was unresponsive to the first line of treatment, the second
choicewas alsodependentonpersonal preferences. Theparticipants
had positive experiences using dexmedetomidine for overnight
sedation although it was not recommended in the protocol. In cases
of severe agitation, infusions of benzodiazepines or propofol were
used to induce sleep, even during the day. Non-pharmacological
strategies, such as moving a patient to a single room or mobilising
to a chair, were based on individual preferences of the staff.

3.1.2.2. Protocolised practice. The delirium protocol was considered
useful for patients with predictable responses. Although haloper-
idol was the first choice in many protocols, some physicians avoi-
ded its use for fear that it would postpone symptoms and increase
agitation at a later time. Physicians preferred PRN orders over
standing orders to reduce the risk of over medication, but they
rarely documented the reason. Nurses, however, preferred standing
orders, because PRN orders shifted the responsibility for delirium
management from physicians to nurses.

“We actually have a guideline for using haloperidol… but we don't
use it systematically, I would say” (Nurse FG6)

3.1.3. Care or cure
When caring for a delirious patient, the participants wanted to

“break delirium”. Metaphorically this suggests that delirium was
perceived as a condition that could be “conquered” by nursing care
or medication. The ideal was integration of the two approaches, but
medications were the first choice in dangerous situations.

“When the patient is agitated, I wish to ‘break’ delirium.” (Physi-
cian, FG 6).

3.1.3.1. Non-pharmacological approaches. All participants agreed
that non-pharmacological solutions were basic to the tenets of
good nursing care. One of the primary non-pharmacological in-
terventions was to support the circadian rhythm of the patient. The
institutional dayenight rhythm was out of sync with the natural
rhythm of the patient. Initiatives to support the patient's circadian
rhythm included the provision of a private room and individualised
early mobilisation, when possible.

“Nurses prefer a non-pharmacological approach. It feels right, and
it's a natural part of nursing care.” (Nurse, FG5)dAll agreed by
nodding their heads.

3.1.3.2. Pharmacological approaches. Pharmacological approaches
were chosen for delirious and agitated patients. Haloperidol was
the first choice in six of the eight units in the study. If haloperidol
was ineffective, the second choice depended on the severity of
agitation. In severe cases, benzodiazepines or propofol were used to
immediately sedate the patient. In less severe cases, dexmedeto-
midine was used to “break” delirium and let the patient sleep
during the night. One unit recommended olanzapine as the first
choice of medication. The remaining units recommended benzo-
diazepines as second choice and reserved haloperidol for halluci-
nating patients. Nurses preferred to use dexmedetomidine at night
if the physician agreed. We have consolidated our findings in an
algorithm depicting the participants' practice of delirium man-
agement (Fig. 1). The figure is descriptive, not prescriptive.

“When the patient has already become agitated, it's difficult to use
non-pharmacologic interventions.” (Physician FG5)dNurses
nodded in agreement.

“In MY experience (dexmedetomidine) induces better sleep than
small doses of haloperidol and letting the patient drift in and out of
sleep throughout the night.” (Nurse FG1)

4. Discussion

The main issues identified in our study were (1) the decision to
treat or not to treat delirious ICU patients based on the delirium
phenotype, (2) the decision to act on the basis of experience or
evidence, and (3) the decision to intervene using nursing care or
medications. Our main results are depicted in an algorithm of
contemporary delirium management at Danish ICUs (Fig. 1). The
intention to “break” delirium suggested that health professionals
considered delirium as a condition amenable to treatment. When
deciding to medicate, haloperidol or olanzapine were the first line
of per protocol agents, but the actual choice depended on the
experience and preferences of the individual clinician.

Our first theme was to determine what patients to treat
depending on the delirium phenotype. Our participants were
treated if patients showed signs of agitation, hallucinations, or
sleep deprivation and avoided pharmacological agents in calm and
compliant patients. The rationale was to avoid over medication, but
more evidence is needed regarding best way to manage hypoactive
delirium. Studies have shown that hypoactive delirium might be
associated with a poorer prognosis than hyperactive delirium.30

Independent of age, gender, comorbidity, dementia, and delirium
severity, mortality is higher in hypoactive patients at 1-year follow-
up than hyperactive patients.31 Moreover, hypoactive delirium is
more likely to be overlooked, and the long-term outcomes are
worse than in patients with agitated delirium.32 The well meant
beneficent approach to hypoactive delirium might therefore be
relevant to discuss in future protocols and training of ICU
professionals.

Our second theme was to determine whether to base decisions
primarily on experience or evidence. This theme draws on the
principles of evidence-based practice, described by Sackett (1996)
as “the conscientious, explicit, and judicious use of current best
evidence in making decisions about the care of individual pa-
tients”.33 The cornerstones of evidence-based practice have been
described as external evidence, clinical judgement, local informa-
tion, and patient preferences.34 The findings in our study support
the supposition that decisions are based on many kinds of knowl-
edge as the clinician strives to make the best decision for (or with)
the individual patient. A sounder evidence-base, however, is still
needed for the recommendations in updated delirium protocols.

Our third theme was to determine whether to manage delirium
by care or cure. Nursing care is in its essence, the backdrop for
treatment and healing, while ensuring basic patient needs. Ac-
cording to Nightingale, nurses must put the patients in the best
condition for nature to act upon them.35 As such, Nightingale's
environmental nursing model stresses the importance of managing
air, ventilation, noise, light, nutrition, cleanliness, and bedding
among elements that support nature's healing powers.36 These are
all potential means to deliriummanagement by supporting rest and
sleep and letting nature take its course. The 14 fundamental human
needs identified by Henderson expand these elements, e.g.
breathing, eating and drinking, elimination, moving, sleeping,
avoiding injury, etc.37 We recognise many of the fundamental
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needs as management measures against delirium, but when basic
nursing care is inadequate, medical treatment might become
necessary to manage delirium. New potential avenues of treatment
combine the principles of care and cure, such as melatonin to
maintain the circadian rhythm.38 The participants in our study used
dexmedetomidine as overnight sedation for agitated patients. We
question this approach as the best solution because dexmedeto-
midine might not induce the type of natural sleep required to
restore the brain in non-healthy adults.39 More knowledge is
needed on the types of sleep obtained and their restorative effects
in ICU patients. The ongoing Basel ProDex trial compares dexme-
detomidine and propofol as overnight sedation in hyperactive and
mixed delirious patients and might provide the evidence needed.40

When breaking delirium, the treatment goal becomes a matter of
urgency, suggesting that ICU delirium can be alleviated or cured in
the matter of days or hours. New insights from follow-up studies of
ICU patients show long-term cognitive and health-related prob-
lems after ICU delirium.8,41 Trials into the prevention of delirium
are emerging. As such, the REDUCE trial has shown that low dose
haloperidol is ineffectual in delirium prevention.42 More knowl-
edge is needed to know how best to respond to ICU delirium to
prevent the long-term consequences.

When choosing pharmacological solutions, our participants
disagreed on the use of PRN orders. Physicians regarded PRN orders
as a practical solution, but nurses viewed them as an unwelcome
shift in responsibility. This might be explained by a similar study,
where physicians regarded delirium as a low priority area of
intensive care medicine that could be relegated to nurses.43

Although delirium causes long-term suffering, it has remained
low priority compared to more life-threatening issues in ICU.20,43 It
was suggested by Zamoscik et al. that the low priority given to
delirium screening is a cultural issue in ICU.43 The participants in
our study did not regard delirium as a low priority per se but
described the lack of reliable evidence for its treatment as the main
barrier to delirium management. Research has supported our
findings that delirium management often varies according to the
individual clinicians attending to the patient.20 This is a modifiable
factor that can be improved by large-scale international studies
providing direction to the best practice in delirium management.

Our study was limited by the small sample size inherent to
qualitative studies, but credibility (internal validity) was increased
by a relatively large number of focus groups and the use of estab-
lished research methodology. Social desirability bias might have
affected the interviews because many participants knew the
moderator, but potential bias was reduced by pursuing description
of clinical experience. Trustworthiness was increased by maximum
variation of participants, and credibility was supported by investi-
gator triangulation during the course of the study.
5. Conclusion

Our study described an algorithm of contemporary delirium
management in Danish ICUs based on qualitative inquiry. When
evidence-based solutions are unclear, nurses and physicians rely on
personal experience, collective experience, and best available evi-
dence to determine which patients to treat and what methods to
use to treat ICU delirium. Delirium management still needs clear
objectives and guidelines with evidence-based recommendations
for first-line treatment and subsequent treatment options.
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