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Abstract
Background: Delirium is the most common neurological diagnosis with a high occurrence among patients hospitalized in intensive care units (ICUs). Nurses should be able to connect with these patients and improve the prevailing mood in ICUs. Qualitative research attempts to discover people’s views and thoughts and understand the depth of issues through their experiences. The present
qualitative study aimed to explore ICU nurses’ experiences of care provision for delirious patients.
Methods: The present study is a conventional qualitative content analysis of ICU nurses’ (n, 27) experiences of care provision for
delirious patients in Guilan Province, Iran in 2016. The study population was selected through purposive sampling, and the data
were gathered through semistructured individual interviews, which continued until data saturation. Data analysis was performed
in every stage, as recommended by Graneheim and Lundman. The strength and scientific accuracy of the study were evaluated,
based on the Lincoln and Guba’s criteria.
Results: Data analysis indicated 2 main themes and 6 subthemes. The main themes included “troubled relationships” (subthemes:
“poor relationships”, “inadequate support”, and “categorized relationships”) and “exhaustive care provision” (subthemes: “exhaustion from devotion”, “occupational fatigue”, and “fruitless caring”).
Conclusions: Based on the results of the present study regarding nurses’ care experiences for delirious patients in ICUs, patients
can be relieved from disease-related tension, especially delirium, through strengthening nurse-patient relationships. Moreover, the
staff’s healthy relationship with one another, besides managerial support, can improve occupational relationships and provision
of care services.
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1. Background
According to the revised fourth edition of diagnostic
and statistical manual of mental disorders (DSM-IV-TR),
delirium is a type of disturbance in consciousness and a
cognitive disorder. It occurs in a short period and is symptomized by changes in consciousness, decreased concentration and memory, disorganized behavior, rapid commencement within hours or days, and short-term uncontrolled fluctuations, especially at night (1, 2).
Delirium is the most common neurological diagnosis,
with a high occurrence (92% - 98%) among patients hospitalized in intensive care units (ICUs) (3). Due to the involvement of several organs, use of painkillers and sedatives, and lack of visiting hours, the majority of patients
in ICUs are exposed to delirium (4). Delayed diagnosis of
delirium may produce the following problems: elongated
hospitalization in the ward or ICU; increased risk of mor-

tality up to 22% - 76% (similar to mortality from sepsis or
myocardial infarction); delayed weaning from ventilation;
occurrence of nosocomial pneumonia; increased risk of relapse; risk of falling; urinary incontinence; skin disorders;
permanent disabilities; lack of cognitive recovery (5); increased hospitalization costs; increased nursing workload;
decreased rehabilitation; and patients’ low quality of life
(1).
Given its high prevalence, detrimental effects, and
high costs, delirium is today one of the main concerns of
ICU teams, especially nurses (6). Nurses should be able
to connect with the patients and improve the prevailing
mood in ICUs (7). Compared to physicians, nurses play a
more important role in delirium prevention and diagnosis, as they spend more time with the patients and can identify the symptoms earlier (8). Therefore, they play an important role in the early diagnosis of delirium (9) and can
satisfy these patients’ physical and mental needs, as they
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are well aware of them (7).
Although delayed or inaccurate diagnosis is one of the
main reasons for lack of proper care provision for delirious
patients, delirium remains undiagnosed or misdiagnosed
in 66% to 84% of cases (10). Considering different limitations in the assessment of delirium, there is inadequate
information on nurses’ diagnostic performance and training for care provision. However, nurses’ success in the assessment of delirium in hospitalized patients depends on
their tendency towards a better understanding of the patients’ conditions (11).
The necessity to acquire information on scientific and
practical nursing theories for identification of patients’
needs is one of the factors differentiating ICU nurses from
others (7). In this regard, Devlin et al. aimed at measuring
ICU nurses’ understanding and performance with regard
to delirium. The findings revealed that ICU nurses’ understanding and current performance varied greatly (11).
Moreover, Dadgari et al. revealed some other effective factors, such as nurses’ educational level, attendance in special intensive care courses, continuous nursing education,
and physical structure of hospitals (7).
Nobahar (2014) also showed that factors, such as
proper environment, tools, equipments, and facilities, affect the quality of care provided by nurses (12). On the other
hand, nurses need to establish proper relations with patients and their families, physicians, other nurses, healthcare team members, and healthcare centers so that they
can provide better professional services (13). In fact, nurses’
relationships in the work environment play a valuable role
in the quality of provided services (14).
In general, qualitative research attempts to discover
people’s thoughts and ideas and understand the depth
of issues through their perceptions and experiences (15,
16). Therefore, as the present study aimed at evaluating
ICU nurses’ experiences of care provision for delirious patients, the qualitative method seems to be appropriate
for acquiring and analyzing data from the participants.
The main research question was “What are nurses’ experiences of care provision for delirious patients hospitalized
in ICUs?” and the general objective was to explore nurses’
experiences of care for delirious patients in ICUs.

2. Methods
The method was selected based on the main research
question and objective. Accordingly, conventional qualitative content analysis was considered appropriate, as in
qualitative research methodologies, the individual is considered as a whole with particular traits and the research
focuses on his/her experiences. This study was conducted
2

in Guilan Province, Iran in 2016, and the relationship between nurses’ ideas and opinions, main contents, tendencies, and meanings was studied. Then, the researchers extracted the key points and themes from these general relationships (17).
Using purposive sampling method, all eligible subjects
who were willing to participate in the study were recruited.
The inclusion criteria were willingness to take part in the
research and tendency to share experiences. Moreover,
nurses were included in the study if they could contribute
to further clarification of the research question. Data were
gathered through face-to-face semistructured interviews
in private and convenient locations.
Before the interviews, the aim of the study was described to the participants. In addition, they were informed about their rights and were allowed to withdraw
from the study at any time. The nurses were informed
about their rights and were assured that their information
would not be revealed during the study. Those who agreed
to participate in the study were asked to sign the written
informed consent forms.
The interviews were performed in 35 to 55 minutes.
Data were collected until reaching data saturation, i.e.,
the point where the collected data only duplicate previous findings and no new information is acquired. To reach
maximum variation in sampling, the participants were selected from a large group of nurses with different characteristics (e.g., age, educational level, and work experience).
The interviews started with some open-ended questions,
such as “If possible, please talk about your own experience
of care for delirious patients hospitalized in ICUs”. The next
questions provided answers to the study questions for a
better understanding of the subject.
The method suggested by Guba and Licoln was applied
for ensuring the study rigor (18). Dependability was confirmed through proper data collection and analysis, as well
as audit trail by experts in the field. Dependability was also
evaluated through prolonged engagement with the study
phenomenon and peer checking by the participants. Additional comments by the university faculty members also
increased the confirmability of the data. For transferability, a rich description of data collection and analysis was
presented.
3. Results
The present study was conducted on 27 nurses, who
shared their experiences of care provision for delirious patients in ICUs; the majority of nurses were females. All
nurses were within the age range of 26 - 61 years and
had different academic degrees (ranging from associate to
master’s degree).
Crit Care Nurs J. 2017; 10(4):e57610.
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A total of 715 primary codes emerged from the analyses. The codes were reviewed several times and categorized into 2 main themes and 6 subthemes, considering
their similarities. The main themes included “troubled
relationships” (subthemes: “poor relationships”, “inadequate support”, and “categorized relationships”) and “exhaustive care provision” (subthemes: “exhaustion from devotion”, “occupational fatigue”, and “fruitless caring”) (Table 1).

3.1. Theme 1: Troubled Relationships
Troubled relationships are one of the main experiences
of nurses providing care for delirious patients in ICUs.
Their experiences included poor relationships, inadequate
support, and categorized relationships.

3.1.1. Poor Relationships
Some nurses complained about inadequate relationships for providing care to delirious patients in ICUs. In
this regard, one of the participants stated:
“As patients in ICUs have special conditions, close cooperation in these units is of great significance. Now, if a
patient suffers from delirium, this relationship should become much stronger, which is not usually the case.”

3.1.3. Categorized Relationships
Some participants discussed the importance of close
relationships in reaching a common goal. In this regard,
one of the participants stated:
“ICU conditions are different from other wards. The
majority of patients in these units are suffering from acute
conditions. Sometimes, when a patient has delirium, the
nurse needs to devote all her time to that one single patient; so, in my opinion, some of the staff should be allowed
to prescribe medications. Sometimes, the patient’s condition worsens only because medications should be prescribed in a classified manner.”
Additionally, in this regard, a male nurse stated:
“As I have been working in ICUs for several years, I am
familiar with the procedures, actions, and medicines used
under special conditions. When you have some patients
who are talking nonsense (delirious), you need to engage
with them, which makes them quite exhausted. When the
patient’s condition worsens, waiting for the physician’s instructions may waste a lot of time.”
3.2. Theme 2: Exhaustive Care Provision
The second main theme, extracted from the nurses’ experiences, is exhaustive care provision, which includes the
following subthemes: exhaustion from devotion, occupational fatigue, and fruitless caring.

Another participant stated:
“I don’t know whether it is because of exhaustion from
work or lack of motivation, but sometimes our colleagues
refuse to offer any help although they can see how busy we
are with a patient with severe delirium.”

3.1.2. Inadequate Support
Some participants noted inadequate support by authorities despite the prevalence of tension in ICUs. In this
regard, a female nurse stated:
“Working in the ward (ICU) is quite difficult and exhausting. As you can see, the majority of our patients are
the elderly suffering from confusion and mental disorders
such as delirium. So, we expect more support from authorities to provide better services for our patients; unfortunately, this is not the case at the time being.”
Moreover, another nurse said:
“I also work in another hospital; of course, in that hospital, I am working in another ward, which cannot be compared with ICU at all. The majority of patients in ICUs are
completely out of their senses. They are either suffering
from delirium, dementia, or complete unconsciousness.
We need supervisors and managers to pay attention to ICU
conditions and stop managing this unit like others.”
Crit Care Nurs J. 2017; 10(4):e57610.

3.2.1. Exhaustion from Devotion
Nurses’ experiences of care provision for delirious patients in ICUs revealed extreme fatigue, negative mood,
and confusion due to heavy workload. In this regard, a female nurse stated:
“Working in ICUs is coupled with much exhaustion.
The majority of patients are not much aware of their surroundings. They are either in a coma (or delirious) or have
Alzheimer’s disease. So, we work our fingers to the bone
without any expectations or even acknowledgment by the
patient.”
Another nurse mentioned her negative mood and confusion due to heavy workload:
“I have been working in the ICU for 10 years now, and
the hospital managers do not allow me to leave this unit.
To be honest, I like it here; I only work to please God and
myself. The patients are usually delirious and sometimes
utter shocking words; yet again, it does not stop us from
treating them right. But as days pass by, we find ourselves
exhausted and always stuck at work.”
3.2.2. Occupational Fatigue
Based on the nurses’ experiences of care provision for
delirious ICU patients, occupational fatigue was associated
3
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Table 1. The Overview of Themes, Subthemes, and Codes Constructed Based on Nurses’ Experiences of Care for Delirious Patients in ICUs

Meaning Units

Subthemes

Themes

Inadequate staff communication with patients
Inadequate communication among the staff

Poor relationships

Inadequate staff communication with officials
Inadequate protection by authorities

Inadequate support

Inadequate support by partners
Necessity of following orders for constant

Troubled relationships
Categorized relationships

communication based on academic degree
Extreme fatigue
Negative mood

Exhaustion from devotion

Confusion due to heavy workload
Long working hours
Limited number of staff

Occupational fatigue

Inefficient equipments

Exhaustive care provision

Pointless actions
Need to cope with stress

Fruitless caring

Consequences of violence

with and rooted in long working hours, inadequate number of staff, and inefficient equipments. In this regard, a
participant said:
“Even 1 shift in this ward is tiring, let alone 2 shifts. As
soon as we complain about something, they say that we
are young and that they are short of staff. When you think
about it, you find it very difficult. What’s more, our patients
are out of their senses. When most of our patients, particularly the older ones, are delirious, we become dramatically
exhausted.”
In addition, another participant stated:
“Working in ICUs with delirious and critical patients is
full of stress by itself. The conditions deteriorate when the
equipments do not function properly and are inefficient.”

Regarding the necessity to cope with stress, one of the
participants stated:
“I sometimes wonder how I have survived in this ward.
On the other hand, it is difficult for me to work in regular
wards. Honestly, to stay in this ward, I am willing to tolerate all the stress and listen to the patients’ nonsense due to
their malfunctioning brain.”
Another participant mentioned the difficulty of coping with delirious patients in ICUs:
“There was a man who was transferred to this ward
for a blow to his head. He was ok during the first few
days and thanked us for all we did for him. Unexpectedly,
he got delirious and started to talk nonsense and behave
strangely; it was getting more difficult for us to approach
him.”

3.2.3. Fruitless Caring
Some of the participants’ experiences included fruitless care for the patients. According to some nurses, when
they encounter their patients’ death after continuous care
provision, they feel as if all their efforts have been fruitless.
In this regard, one of the participants said:
“Once we did our best for a 53-year-old woman who had
an accident. She started to feel better for a few days, but
then, she became delirious and her condition deteriorated.
We thought it was due to the blow to her head and believed
she would get better soon; unhappily, she passed away after 4 days.”
4

4. Discussion
According to the participants’ statements, poor relationships, inadequate support, and categorized relationships were among the main factors damaging the relationship among nurses. In addition, exhaustion from
devotion, occupational fatigue, and fruitless caring were
among factors, resulting in an exhaustive care provision
experience. From the participants’ viewpoint, one of the
influential factors was poor staff and staff-patient relationship, which might result from inadequate communication
Crit Care Nurs J. 2017; 10(4):e57610.
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among the staff, as well as inadequate contact among the
staff and authorities.
In this regard, Mahmoodi et al. showed that effective
relationship among nurses and patients reduces patients’
mental tension (19). In addition, Atashzadeh Shooride et
al. (2012) noted the necessity of establishing continuous
supportive relationships among nurses and patients, as
problematic relationships with patients and unawareness
of their needs can cause moral tensions in nurses (20).
Besides the significance of nurse-patient relationship, as
shown in the present study, other studies have also noted
the significance of a healthy relationship among the staff,
as well as staff and authorities (21, 22). In fact, an effective relationship is the key to patient satisfaction, cooperation, and recovery (23). Appropriate relationships between
nurses and physicians also affect the quality of care provided by nurses (24).
Through effective behaviors, managers can empower
the staff and improve their occupational satisfaction, sense
of commitment, sense of responsibility, efficiency, and
quality of services (25). From the participants’ viewpoint,
inadequate support from authorities and wardmates negatively affected their relationships and influenced the patients and care services. Reduced managerial support
causes nurses to feel ignored and fail in their tasks (26). On
the other hand, effective management entails direct positive effects on the quality of care provision, occupational
satisfaction, and social status (27).
Based on the results of the present study, the necessity
of following instructions and categorized relationships (in
terms of academic degree) can damage nurses’ relationships and care provision for the patients. In line with the
present study, Atashzadeh Shooride et al. noted that insufficient nursing authority in ICU leads to tension among
nurses and dereliction of duty (20).
In the participants’ view, extreme fatigue, negative
mood, and confusion due to heavy workload lead to exhaustion in devotion and affection. In a study by Stanley
et al., nurses working in ICUs are considerably more depressed, stressed, irritable, sensitive, and ill-tempered in
comparison with other nurses, which is due to the tension
in these wards (28). Furthermore, ICU nurses are more deprived of social activities due to their full-time job, work
pressure, and work shifts (29).
Occupational fatigue, caused by inadequate workforce
and inefficient equipments, was another issue experienced
by nurses providing care to delirious patients. Previous
studies have indicated that factors, such as shortage of
workforce, substandard environmental conditions, lack
of organizational support, and nurses’ dissatisfaction influence the provision of care services by nurses and lead
to low-quality services (30). In a study by Wu et al., the
Crit Care Nurs J. 2017; 10(4):e57610.

high prevalence of occupational fatigue in nurses was attributed to heavy workload, inadequate workforce, constant exposure to patients and their death, and exhaustive
work shifts (31).
Additionally, in a study by Poncet et al., high levels of
occupational stress, as an exclusive characteristic of ICUs,
were introduced as a risk factor for increased occupational
depression (32). Nobahar also mentioned that shortage of
equipments, besides broken devices, influences the quality of care services (12). Moreover, in a study by Drisoll et
al., shortage of nurses in ICUs exposed patients to greater
mortality risks (33).
Other studies in this area have revealed different factors for occupational depression in nurses, which are as
follows: stressful events (e.g., patient’s death); care provision for patients with complicated needs; insufficient
social support; heavy workload; lack of job security; low
wages and benefits; decision-making in emergency situations (based on inadequate data) and being held responsible for the outcomes; shortage and unbalanced distribution of workforce; contradictory roles and values; and
strict supervisors (34-36). In fact, occupational depression
is one of the most common and inevitable consequences of
occupational stress (37), which is caused by patients in the
first place, as the quality of care services and patient satisfaction reduce due to nurses’ occupational fatigue (38).
Finally, nurses’ understanding of the fruitless nature
of their tasks and the necessity to face stress and aggression in the workplace all cause nurses to believe that their
care services are pointless. In a study conducted by Niederman, more than half of patients who died in American hospitals were hospitalized in ICUs and received useless services (39). Based on the results reported by Yekke Fallah
et al. regarding ICU nurses’ reactions to fruitless services,
it was revealed that such services produce negative emotional responses in nurses. To reduce these services and
their impacts, nursing managers can employ supportive
strategies to decrease ICU nurses’ problems, such as occupational fatigue, moral tension, and breakaway from work
(40).
The necessity to act according to medical orders
and knowledge of useless orders create contradictions in
nurses. Nurses expect to provide care services in line
with ethical principles, but they need to cope with moral
tensions when facing fruitless care services (41). Overall,
according to the results of the present study, poor relationships, inadequate support, and categorized relationships are among factors damaging the relationship among
nurses, while exhaustion from devotion, occupational fatigue, and fruitless caring are factors, leading to exhaustive
care provision.
To conclude, patients can be relieved from disease5
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related tensions, especially delirium, through strengthening nurse-patient relationships. The staff’s proper and
healthy relationships with one another, as well as managerial support, can improve occupational relationships and
care services. Overall, nursing is a demanding and difficult job by itself. Therefore, mental exhaustion, shortage of
workforce, inefficient equipments, and provision of fruitless care services can all cause occupational fatigue and
other physical and mental problems in nurses.
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