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Executive Summary
Background: Occupational therapy (OT) has been identified in existing research as an
appropriate profession for addressing cognitive impairments such as delirium common to
intensive care unit (ICU) hospitalization.
Purpose: This study hypothesized that cultural change must occur within the ICU
setting regarding the importance of rehabilitation services for mental functioning and
cognitive stimulation in addition to early mobility in the prevention and management of
ICU delirium. The intent of this capstone project was to determine the perceptions of ICU
nurses regarding the inclusion of and collaboration with OT for the management of ICU
delirium.
Theoretical Framework: The purpose and objectives for this study were supported by
the organizational theory presented in Kirkpatrick’s Evaluation Model, which addresses
the process of learning, job performance, and organizational change, as well as
examining learners’ reactions to new concepts (Reio, Rocco, Smith, & Chang, 2017).
Methods: This pilot study was a mixed-methods approach with survey and qualitative
interview design. Participants included nurses working in the ICU. Participants read an
education resource titled OT and ICU Delirium Guide and completed an online survey to
assess receptiveness to inclusion of OT in delirium management. Qualitative interviews
were conducted with a sub-set of participants to obtain a deeper understanding of
nursing’s perceptions of OT and its potential role with ICU delirium.
Results: Nineteen nurses responded to the survey, with the majority responding they
were unaware of OT’s role in cognition prior to reading the OT and ICU Delirium Guide,
and were willing to contact OT to have a greater role with ICU delirium. Five nurses
were interviewed. Emerging themes were found related to a pause in patient care in the
setting of ICU delirium, nurses embodying the role of being the eyes and ears of the
medical team, and occupational therapy being perceived as a red-headed step child, with
a misunderstood and underutilized role in delirium management. Nurses identified their
needs as learners with strategies discussed to make future education and programs
meaningful, relevant, and sustainable.
Conclusions: Study objectives were met with evidence of nurses perceiving occupational
therapy as having a role in ICU delirium management, but increased education was
required to promote increased inclusion.
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Section 1: Introduction
The American Occupational Therapy Association (AOTA, 2018) described occupational
therapy as a profession focused on helping people recover from injury to regain skills as well as
providing supports for individuals experiencing physical and cognitive changes. This broad
definition includes addressing mobility, strength, endurance, motor coordination, balance,
sensory processing, cognition and mental functioning, social interactions, environmental
engagement, and mental health. These skills are facilitated through the use of purposeful
activities to remediate or modify performance resulting in outcomes of increased
independence with self-care and daily activities (AOTA, 2018). The profession’s ability to
remain client-centered and focused on meaningful activity performance has resulted in its
integration into a wide variety of settings including school systems, rehabilitation facilities,
home health, community centers, work-place prevention programs, and primary care offices,
among many other emerging environments. One setting occupational therapists have begun to
implement services in is the hospital-based intensive care unit (ICU). However, research
producing evidence-based support for occupational therapy services remains minimal due to
the emerging nature of early rehabilitation in the ICU and occupational therapy-specific
interventions for the critically ill population. Without research to strengthen intervention
efficacy, occupational therapists are left without a framework that gives foundational support
to services for critical care populations and limits interdisciplinary awareness of occupational
therapy’s distinct role within the ICU.
Multiple studies have identified how the interprofessional efforts of physical and
occupational therapy benefit ICU patients through the implementation of early mobility
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programs. Outcomes associated with early rehabilitation focusing on mobility include
decreased mortality rates, shorter length of ICU stays, reduced need for tracheostomies, and
improved rates of successful weaning of ventilated patients (Bahadur, Jones, &
Ntoumenopoulos, 2008; Hopkins & Spuhler, 2009). In a study by Pohlman and colleagues
(2010) it was shown that in a facility initiating physical and occupational therapy 1.5 days after
intubation, with therapy reoccurring 90% of days while patients remained on mechanical
ventilation, improved functional and neurocognitive performance resulted. Additionally, the
implementation of combined physical and occupational therapy shortened the duration of
mechanical ventilation. These studies demonstrate how early mobility directly correlates with
improved medical outcomes, therefore making early mobility interventions meaningful to the
physicians, nurses, and interdisciplinary team. Though occupational therapy plays an important
role in strengthening, transfer skills, mobility and patient safety, the domain of ambulation and
gait training fall within the scope of physical therapy, which results in physical therapy
becoming the primary rehabilitation team servicing the ICU in current practice.
Occupational therapy has been identified in existing research as an appropriate
profession for addressing cognitive impairments common to ICU hospitalization. Early cognitive
rehabilitation was found to improve patients’ ability to participate in other services, including
physical therapy for early ambulation and exercise, and was determined to be a feasible
intervention within this setting as an early rehabilitation intervention (Brummel et al., 2014).
Occupational therapists are also able to address concerns of either sensory deprivation or
overstimulation which can occur in the ICU (Howell, 1999). By providing services to remediate
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the imbalanced input of sensory stimulation in this setting, occupational therapists can assist in
managing the cognitive and behavioral changes commonly associated with ICU delirium.
Alvarez and colleagues (2017) presented one of the few studies that focused on
occupational therapy as an autonomous profession, separate from physical therapy-driven
early mobility. In this study the use of an occupational therapy-based protocol for delirium
management revealed that delirium occurred in 20% of the control group that received
standard delirium care with pharmaceuticals, early mobility, and nursing provided orientation
and 3% of the experimental group which received all components of standard delirium care
with the addition of occupational therapy. These results led to the conclusion that
occupational therapy has a significant role in ICU care beyond an early mobility protocol
through the implementation of functional cognitive interventions, sensory strategies, and selfcare activities for the purpose of reducing the impact of ICU delirium.
A needs assessment was completed by the author in June of 2017 to discover where
quality improvement measures could be made to enhance ICU-level interventions as identified
by occupational therapists working with critically ill populations. Occupational therapists
currently employed in cardiovascular and poly-trauma adult ICUs at a large university-based
medical center in Kentucky were included in the focus group. The selected medical center had
569 acute care beds and 100 ICU beds in total. Participants were asked to reflect on strengths,
weaknesses, frustrations, and successes they personally were experiencing as occupational
therapists working in an ICU setting. Results of the focus group showed that a significant
barrier to occupational therapy services in the ICU setting was a lack of knowledge regarding
occupational therapy’s scope and expertise of practice among other health care professionals.
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The focus group participants also raised concerns regarding a lack of role clarity between
occupational and physical therapy services, a need for therapists to receive more education and
training on ICU-based equipment such as mechanical ventilation, and the impact that
understaffing of occupational therapists had on the ability to effectively provide services.
As confirmed in the focus group, when following a physical therapy-driven early mobility
protocol, occupational therapists are at risk for losing their professional identity, resulting in job
dissatisfaction, lack of role clarity, and a misconception of occupational therapy’s purpose and
scope among other professions. This is particularly relevant to the physicians who are
responsible for placing therapy consult orders and nurses who communicate daily with therapy
staff to coordinate patient care. The focus group exposed a need for greater advocacy by the
profession of occupational therapy within the ICU setting, as well as supporting the concept
that a cultural change needed to occur both within the facility’s ICUs and occupational therapy
department to successfully establish an autonomous and medically necessary role in this
setting.
Problem Statement
The problem addressed by this capstone project was defined as the current
underutilization of occupational therapy services to manage delirium within the ICU setting.
The capstone project examined the need for promoting an increased awareness and education
among ICU nurses regarding occupational therapy’s distinct role in the collaborative process of
managing and preventing ICU delirium among critically ill patients. The prevalence of ICU
delirium that occurs with adult ICU patients is estimated to be 30% (Ouimet, Kavanagh,
Gottfried, & Skrobik, 2007). This represents a significant population that requires a
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multifactorial treatment approach that extends beyond pharmaceuticals, to address the
impairments and problems resulting from delirium including sleep deprivation, cognitive
dysfunction, prolonged ventilation, and increased need for sedation.
By advocating for occupational therapy’s inclusion in the coordination of care for ICU
patients, the overall objective was to achieve quality improvement in services for nonpharmaceutical treatment of ICU delirium. There is limited research available on what should
be included in non-pharmaceutical delirium management, and typically is described as early
detection, consistent monitoring, early mobility, and nursing-provided reorientation only.
However, based on the research, there is preliminary evidence that cognitive rehabilitation,
sensory-based intervention, and engagement in self-care and purposeful activities is effective in
addressing delirium (Alvarez et al., 2017).
This study hypothesized that cultural change must occur within the ICU setting
regarding the importance of rehabilitation services for mental and cognitive functioning and
stimulation in addition to early mobility in the prevention and management of ICU delirium. A
significant component of this cultural shift is the need for the dissemination of knowledge
regarding occupational therapy’s role and scope of practice that can be supportive of early
interventions for functional cognition, purposeful activity, and sensory stimulation. Because
ICU nurses remain at the patients’ bedside and are aware of fluctuating needs associated with
critical illness, it is believed that cultural change in this setting would be most feasible with the
support of nursing staff. This belief supported the decision to focus on the perceptions of
nurses within the ICU and the impact education and training may have in facilitating this
change.
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Purpose
The intent of this capstone project was to determine the perceptions of ICU nurses
regarding the inclusion of and collaboration with occupational therapy for the management of
ICU delirium. Awareness and education about occupational therapy’s distinct role with
delirium was disseminated through a written guide created by the author to support clinical
decision-making. This document aided nurses in understanding appropriateness of occupational
therapy interventions related to reducing complications of ICU delirium, including sleep
deprivation, maladapted daily routines, and ICU associated depression and anxiety. The guide
emphasized occupational therapy’s skill-set relevant to delirium prevention and management,
including, but not limited to, positioning for function, cognition, neuro-occupation and sensory
stimulation, mental health and emotional coping, and family training. Additionally, by
accepting the protocol-driven culture of the ICU environment, the capstone researcher also
hypothesized that nurses and physicians would be more open to including occupational therapy
interventions in patients’ plans of care, as has been demonstrated recently with rehabilitation
services involved with early mobility protocols (Drolet et al., 2013).
Project Objectives
Four objectives for this capstone included increasing awareness among the nursing staff
regarding occupational therapy’s autonomous role applicable to managing the ICU delirium,
evaluating perceptions of occupational therapy for ICU delirium interventions among nurses,
and determining the feasibility of establishing an occupational therapy-based protocol for ICU
delirium. Furthermore, this project assisted in the identification of the supports and barriers
present regarding occupational therapy as a preferred provider for non-pharmaceutical ICU
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delirium management. By meeting these objectives this project provided a foundation for the
inclusion of occupational therapy in the management of ICU delirium and helped to determine
a distinct role for occupational therapy as a health care professional within the interdisciplinary
intensive care team.
Theoretical Framework
The purpose and objectives for this study were supported by the organizational theory
presented in Kirkpatrick’s Evaluation Model, which addresses the process of learning, job
performance, and organizational change, as well as examining learners’ reactions to new
concepts (Reio, Rocco, Smith, & Chang, 2017). This theoretical framework consists of four
levels of organizational change, with level 1 focusing on learner’s reactions to the program and
level 2 looking at what was learned through the program. Level 3 measures job performance
and the application of newly acquired knowledge, and the 4th level measures the organizational
change resulting from the program, which can be measured quantitatively.
This capstone project aimed to evaluate the feasibility of implementing a protocol
driven role for occupational therapy within the ICU focusing on delirium management. For
future studies which can evaluate patient outcomes and effectiveness of occupational therapybased delirium intervention, there must first be efforts made in the development of
intervention protocols and procedures, training for interdisciplinary services to ensure
occupational therapy’s role in the ICU is understood, and that consults for services are placed
appropriately and in a timely manner. Because Kirkpatrick’s Evaluation Model results in a
summative evaluation process that looks at program outcomes, it becomes an appropriate
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model for a pilot study when determining program continuation, adjustment, and
improvement.
As identified in the needs assessment, a barrier present for occupational therapists in
the ICU is a lack of knowledge among other professions including physicians and nurses
regarding occupational therapy’s expertise and scope of practice. Additionally, early mobility is
the dominant cultural focus for all rehabilitation interventions, with cognitive processing,
functional task engagement, and performance of self-care being left under served. For
successful implementation of occupational therapy-driven delirium interventions, a cultural
shift must occur that recognizes the role of cognition, sensory regulation, purposeful activity
engagement, and self-care has in early holistic ICU rehabilitation.
The ICU environment is a structured organization that uses protocol and hierarchy as a
means to achieve patient safety and facilitate optimal patient outcomes. The constructs of
occupational science would argue that occupational therapists must be individualized, unique
to each patient, and adhere to a focus on occupation, not remediation of component factors
(Pierce, 2014). Therefore, by nature it is difficult for occupational therapists to fit into the strict
parameters of protocols common to medical model approaches in health care. However, as a
member of an interdisciplinary health care team, it becomes important to recognize cultural
constructs that result in inclusion and membership. As identified by Bolman and Deal (2013),
team culture thrives on language that “fosters cohesion and commitment,” and a symbolic
perspective that results in “peak performance.” By addressing occupational therapy’s role in
the ICU through the lens of protocol driven interventions, it is acknowledging the medical
necessity of incorporating a medical model perspective with occupation-based practice. This
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also acknowledges the importance and need for occupational therapy practitioners to embrace
the cultural traditions of the ICU team when seeking a defined role within this setting.
Significance and Summary of Study
The significance of developing this body of evidence is to support occupational therapy
in the development of a distinct role within the ICU setting. A focus on delirium management
will serve to advocate and promote expansion of occupational therapy services. The result
aimed to determine the feasibility of occupational therapy assuming this role and becoming
considered a medical necessity in achieving holistic, client-centered care throughout the
continuum of health care delivery.
In embarking on this capstone project, a gap in knowledge was intended to be
addressed regarding non-pharmacological delirium management in addition to further
examining occupational therapy’s role in the ICU setting. As determined by the focus group and
review of literature, it has been emphasized that occupational therapy was underutilized in the
ICU, and the profession’s full scope of practice is misunderstood by ICU medical team members.
Through educating the interdisciplinary medical team regarding occupational therapy’s role in
cognition, mental health, and sensory stimulation, it was hypothesized that occupational
therapy can become a valued and medically necessary profession in reducing incidence and
complications of ICU delirium and enhancing functional outcomes in the ICU. In the following
section literature supporting this hypothesis is presented, in addition to a review of existing
research specific to ICU delirium and rehabilitation in the ICU.
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Section 2: Review of Literature
A literature review was conducted to explore current practices for rehabilitation in the
ICU. The search was begun broadly, focused on occupational therapy in the ICU, but limited
peer-reviewed research articles were identified. Additional searches focused on early mobility
and physical therapy in the ICU, and ICU acquired delirium. Databases used were Academic
Search Complete, Google Scholar, CINAHL Complete, JSTOR, WorldCat, Rehab +, Web of
Science, and PubMed. Search terms included (individually and in combination) occupational
therapy, ICU, critical care, early mobility, delirium, ICU delirium, early rehabilitation, mechanical
ventilation, post-intensive care syndrome, post perfusion syndrome, delirium prevention, and
delirium management.
The majority of search results paired occupational and physical therapy as one entity
without role clarification between services rendered by each profession. This lack of
autonomous identity within the available literature contributes to the uncertainty about the
specific outcomes of occupational therapy services, particularly when assessing which
rehabilitation professions should be participatory in ICU level health care.
This literature review includes definitions for the ICU and delirium, an overview of
current research on occupational and physical therapy in the ICU, ICU delirium, and cognitive
dysfunction in the ICU. Research addressing an emergent area of practice for occupational
therapy and ICU delirium is also included. Literature supporting occupational therapy as a
component of non-pharmacological ICU delirium management is outlined for the purpose of
determining the relevance of the capstone project objectives.
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Definitions
Intensive care unit. The National Health Service in England (2016) provided a definition
of the ICU as being a specialized hospital unit that includes specialty- trained health care
professionals and sophisticated monitoring equipment for the treatment of critically ill
individuals. In the literature ICUs are also interchangeably referred to as critical care units
(CCU). A variety of events may lead to an ICU stay for a patient such as the need for a planned
or emergent major surgery; a traumatic accident including falls, burns, or brain injuries; acute
events such as heart attacks and strokes; and infections, sepsis, or pneumonia. The recovery
process for the ICU patient is complicated by weakness, fatigue, weight loss and loss of
appetite, disordered sleep, depression, anxiety, post-traumatic stress, and cognitive
dysfunction such as memory loss or confusion (National Health Service in England, 2016).
Delirium. Vanderbilt University Medical Center (2013) defined ICU delirium as a
temporary failing of the brain that results in confusion, inattention, and the inability to make
sense of one’s situational and environmental surroundings. The impact delirium has on
increasing length of hospital stays, higher medical costs, and long-term cognitive impairments
that may be present one-year post hospitalization are also identified. ICU delirium is referred
to by other terms including ICU psychosis, ICU syndrome, acute confusional state, septic
encephalopathy, and acute brain failure (Pun, 2007).
According to Pun (2007), the Diagnostic and Statistical Manual of Mental Disorders IV
defines delirium as the following:
“a disturbance of consciousness with inattention accompanied by a change in cognition
or perceptual disturbance that develops over a short period of time (hours to days) and
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fluctuates over time. Delirium can be divided into 3 subtypes according to level of
psychomotor activity and alertness: hypoactive, hyperactive, and mixed.”
Rehabilitation Services in the ICU
Combined occupational and physical therapy in the ICU. Early mobility is widely
recognized as beneficial to multiple aspects of the recovery process for ICU patients, and
increasing literature supports the use of combined occupational and physical therapy services.
In combined research of general rehabilitation primary interventions were focused on early
mobility including patients being out of bed and sitting up in the chair, and engagement in
exercise activity. Basic data on ICU patients revealed that 63% of patients sat up out of bed
twice on average during ICU admission, with the other 37% of patients who did not sit out of
bed during ICU admission experiencing a higher mortality rate (Bahadur, Jones, &
Ntoumenopoulos, 2008). Studies have also addressed concern for how engagement in early
mobility may affect other aspects of ICU care. A prospective observational study was
developed to understand the effect that exercises and early mobility in the ICU had on energy
requirements and how caloric intake must be adjusted to compensate within this patient
population (Hickmann et al., 2014). Findings revealed that the energy expenditure among ICU
patients was greater than with healthy individuals during short duration, moderate exercise,
but not enough to require an increased nutritional intake. It is relevant that as ICU patients
progress with occupational therapy for daily activity engagement, out-of-bed activities, and
increased, prolonged participation in self-care and ADLs, the interdisciplinary team should be
aware of potential nutritional adjustments that may be needed to support this increase in
energy expenditure.
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In a randomized controlled trial conducted by Schweickert and colleagues (2009) it was
found that 59% of patients who received occupational and physical therapy during admission to
the ICU achieved overall return to baseline performance by the time of hospital discharge
compared to only 35% of individuals from the control group. Additionally, patients spent less
time requiring mechanical ventilation and experienced reduced episodes of hospital-related
delirium. Differentiation between physical and occupational therapy was not identified, but
assessments for ADL performance and mobility were classified. Authors acknowledged that
other ICUs may initiate more aggressive occupational and physical therapy protocols, however
their literature search did not specify any such facilities or protocols (Schweickert et al., 2009).
Another study presented conflicting outcomes, indicating that even with an increase in
occupational and physical therapy services in a neuroscience ICU, over a 6-month period of
time there was no significant change in length of ICU stay, days on mechanical ventilation, or a
reduction in need for pharmaceutical sedation (Witcher et al., 2015). This raises questions
regarding the variances between the impact rehabilitation may have across different diagnoses.
Early implementation of physical and occupational therapy has been studied among
both non-ventilated and mechanically ventilated (MV) ICU patients, with data supporting that
early mobility and out-of-bed activity contributed to reduced time on ventilation, and more
successful MV weaning. Zanni and colleagues (2010) identified frequency, physiologic effects,
safety, and outcomes associated with implementation of rehabilitation among mechanically
ventilated patients in a traditional ICU, which was defined as an ICU without a formalized early
mobility program. Over a 13-week period 21 of 32 consecutively admitted patients on
mechanical ventilation received either physical or occupational therapy consults, and 19
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actually underwent rehabilitation treatments. Outcomes were assessed with range of motion
measurement, manual muscle testing, and Functional Independence Measurement (FIM)
scores. Study findings revealed that barriers to rehabilitation services included sedation and
unavailability of rehabilitation staff. Primary impairments within the patient population were
physiologic changes during therapy, joint contractures, and weakness of the extremities. At
time of discharge from the hospital patients who underwent therapy in the ICU experienced a
19% improvement in upper extremity strength and a 43% improvement in lower extremity
strength, however new functional impairments were still present at time of discharge. This
study supports future project development for assessing barriers and benefits of early
rehabilitation services within the ICU setting as a means of quality improvement for clinical
practice.
Occupational therapy in the ICU. In much of the literature regarding ICUs and
rehabilitation, occupational and physical therapy were combined without much clarification on
whether occupational therapy was involved solely with mobility and physical function, or if
aspects of cognition, family training, and mental health interventions were utilized. Howell
(1999) presented a framework of neuro-occupation in which occupational therapy served as
the expert in providing sensory-based interventions to improve overall recovery and function
among ICU patients. The author identified that an impairment to the reticular activating
system (RAS) in its ability to organize sensory information paired with the imbalanced sensory
input from the ICU environment results in cognitive and behavioral changes commonly
associated with ICU delirium. Beyond physical recovery, the concept of neuro-occupation
encompasses emotional status, cognitive function, and motivation and coping among this
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patient population, while addressing common barriers identified in other literature including
delirium, heavy sedation, environmental impact, and sleep deprivation (Hopkins & Spuhler,
2009).
In a prospective cohort study by Dinglas and colleagues (2013) occupational and
physical therapy was initiated at 1.5 days after the implementation of mechanical ventilation
versus the standard of 7.5 days. Results revealed that patients in the study had significantly
less functional impairments at the time of hospital discharge than those who received standard
therapy services. In this study 30% of ICU patients received occupational therapy with
interventions including 43% upper extremity exercise, of which 32% was passive or assisted,
31% activities of daily living, and 15% functional mobility; splinting and passive positioning
interventions were excluded from data analysis (Dinglas et al., 2013, p. 357). It was found that
there were variances between how early occupational therapy intervention was initiated
between the 11 ICU sites included in the study, indicating that culture within individual facilities
directly correlated to implementation of early rehabilitation. Staffing was also identified as a
factor impacting timing and frequency of occupational therapy intervention. The authors
concluded that clarifying barriers such as timing, staffing, and ICU culture would provide greater
understanding for implementing rehabilitation services in the ICU (Dinglas et al., 2013).
A randomized clinical trial was conducted by Alvarez and colleagues (2017), in which
occupational therapy intervention for managing ICU delirium was examined for effectiveness.
In the study, 140 participants were selected within 24 hours of hospitalization meeting the
inclusion criteria of being 60 years or older, and not on mechanical ventilation. The control
group received standard pharmaceutical management for delirium, early mobilization, and
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nursing provided reorientation; the experimental group received the standard care as described
in the control group with the addition of early intensive occupational therapy following a
protocol that incorporated positioning, self-care, cognitive stimulation, upper extremity
exercises, and poly sensory stimulation. Study outcomes revealed that delirium occurred in
20% of the control group and 3% of the group receiving occupational therapy. Additionally,
patients in the experimental group demonstrated a 75-point difference in FIM scores from the
control, indicating increased independence upon hospital discharge when early, intensive
occupational therapy was implemented. This study serves as a foundation in the efforts to
promote occupational therapy as a medically necessary profession in the management of
critically ill patients, in addition to being one of the few studies to date that examines
occupational therapy intervention as a separate intervention from physical therapy, and
tributes intervention strategies other than early mobility as a significant factor in early
rehabilitation.
ICU delirium and cognitive dysfunction. Reductions in quality of life occur as a result of
physical and cognitive dysfunction sustained during ICU admissions for acute critical illness.
Brummel and colleagues (2012) reported that an estimated 50-75% of individuals who require
prolonged ICU hospitalization experience long term cognitive dysfunction. The known link
between brain dysfunction in the form of coma or delirium and ICU-acquired weakness results
in the need for developing effective rehabilitation protocols for reducing the impact of these
conditions. Formal rehabilitation pathways exist for patients experiencing stroke and traumatic
brain injury, but no pathway has been developed for the critically ill ICU patient (Brummel et
al., 2012). In a study by Hopkins and Spuhler (2009) it was reported that ICU delirium and sleep
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deprivation remain primary limitations to early activity engagement with the critically ill
population, which leads to the hypothesis that occupational therapy has a role in providing
intervention to overcome these barriers to early activity implementation in the ICU.
ICU Delirium as an Emergent Area of Occupational Therapy Practice
Based on the literature review of rehabilitation, and occupational and physical therapy
intervention, there is evidence that early implementation of occupational therapy within the
ICU population results in positive outcomes for improved functional performance at time of
discharge from the hospital setting. There is little specific evidence guiding a defined role,
interventions, and services occupational therapy is implementing to achieve these outcomes.
Additionally, it is noted that a better understanding of the barriers to occupational therapy in
the ICU could assist in promoting services. Further investigation is needed to support the
provision of occupational therapy in the ICU.
One area of ICU management that did emerge as having particular relevance to the field
of occupational therapy was the need for addressing cognitive dysfunction from a multidimensional perspective among ICU patients. There is evidence to support occupational
therapy’s role in ICU delirium management alongside the traditionally accepted modalities of
pharmaceuticals and early mobility. The following literature represents current evidence for
the treatment and management of ICU delirium from a medical perspective, rather than a
rehabilitation or functional viewpoint.
Management of ICU Delirium
Occurrence and assessment of ICU delirium. Pun (2007) identified that there is a
misconception within health care that cognitive dysfunction is expected within the duration of
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an ICU stay. However, delirium is an independent risk factor for increased length of stay and 6month mortality, with delirium occurring in up to 50% of non-ventilated and 80% of
mechanically ventilated ICU patients. Statistics show that for every day a patient experiences
delirium, there is a 20% increased risk for remaining hospitalized, and a 10% increased risk of
death. Cost estimates compare a typical ICU stay as $13,332, but increasing to $22,346 if
delirium occurs during the patient’s ICU stay. Additionally, prolonged neuropsychological
deficits occur among those who experienced delirium and impact cognitive function after
hospitalization.
Nursing assessment of delirium is commonly achieved through administering the
Intensive Care Delirium Screening Checklist and the Confusion Assessment Method for the ICU
(CAM-ICU). Little evidence explores how to prevent delirium, but positive results have been
reported through the use of continual reorientation, cognitively stimulating activities, sleep
protocols, early mobility, exercises, removal of restraints and catheters as able, use of personal
care devices such as hearing aids and glasses, ensuring proper hydration, and minimizing
extraneous stimuli (Pun, 2007). Pharmaceuticals have also shown promise in addressing ICU
delirium including Haloperidol and atypical antipsychotics such as Seroquel.
Ouimet, Kavanagh, Gottfried, and Skrobik (2007) evaluated the incidence of delirium,
with 31.8% of their sample population experiencing the occurrence of delirium during their ICU
hospitalization. The risk factors for delirium included a history of hypertension, alcoholism, the
severity of the admitting illness and the use of sedatives to induce coma, however, age was not
a risk factor. There is some inconsistency in research on risk factors for delirium as Javaid and
colleagues (2017) identified age as a relevant risk factor. Additionally, this study reports time
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on ventilator, required use of intra-aortic balloon pump, length of ICU stay, need for
ionotropes, occurrence of arrhythmias, and number of surgical procedures correlate to the
occurrence of delirium. This is relevant to future research on the management of ICU delirium,
as identifying individuals at higher risk for ICU delirium can assist in proactive delirium
prevention.
Delirium monitoring is part of the “ABCDEF Bundle”, an evidence-based approach that
includes awakening (A) and breathing (B) coordination, choice of sedatives (C), delirium
monitoring (D), early mobility (E), and fast asleep (F), or sleep promotion (Marra, Frimpong, &
Ely, 2016). An observational cohort study revealed that adherence with delirium-monitoring
protocols were independently associated with reduced mortality among mechanically
ventilated patients (Luetz et al., 2016). A potential explanation for this result is that delirium is
an “early organ dysfunction” that can serve as an early indicator for systemic complications
including sepsis. By improving adherence with delirium monitoring there is increased
awareness of the potential for other complications.
Medical treatment of ICU delirium. To better understand the effect delirium has on
brain function, the use of functional MRI (fMRI) was implemented to assess the association
between delirium and brain activity during the performance of working memory tasks at the
time of hospital discharge and again at a 3-month follow-up (Jackson et al., 2015). The use of
MRI has shown correlation between duration of delirium and brain atrophy with loss of white
matter integrity; however, results of fMRI were difficult to evaluate due to concerns regarding
feasibility of obtaining the imaging within this population. The physical demands of remaining
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still during imaging, and the cognitive demands of the working memory task became barriers to
accurate data collection.
Svenningsen and colleagues (2013) proposed the hypothesis that fluctuating levels of
sedation led to increased incidence of delirium, which was supported by a prospective cohort
study. Though benefits have been found in daily interruptions of sedation, the increased risk of
delirium was not considered, and the researchers argue that to reduce the incidence of
delirium, levels of sedation should be carefully managed with a gradual awakening as a
preventative means.
Other considerations for delirium management include follow-up care for post intensive
care syndrome (PICS). According to Myers, Smith, Allen, and Kaplan (2016) PICS affects 50-70%
of critical care survivors and includes persistent cognitive dysfunction, acquired weakness, and
post-traumatic stress disorder (PTSD) related to ICU hospitalization. Follow-up care post ICU
hospitalization would address these prolonged impairments that can develop as early as two
days after critical care is initiated. PICS is a result of the combined complications of delirium,
immobility, impaired ability to communicate, use of pharmaceuticals during critical care
management, and prolonged mechanical ventilation (Myers, Smith, Allen, & Kaplan, 2016).
These are all factors which can be addressed daily in the ICU throughout consistent monitoring.
PTSD occurs frequently in patients who experienced ICU delirium due to the individual’s
inability to decode and interpret the environment for the duration of the delirious event. It is
identified that 50% of ICU patients are unable to return to work 1-year after discharge, and 30%
of those individuals never return to work, which places increased burden of care on family, and
has an impact on patients’ quality of life (Myers et al., 2016). The cognitive impairments and
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psychiatric disorders that are present with PICS place a financial burden on the patient and
family to obtain the needed home care, occupational and physical therapy, and mental health
services. In a prognostic cohort study by Abraham and colleagues (2014), at a one-year followup it was found that health-related quality of life was not statistically impacted among
individuals who had experienced delirium during hospitalization, but 40% of participants did
experience depression and 26% experienced PTSD which resulted in poorer health outcomes.
Additionally, it was found that hyperactive and mixed delirium contributed to more impaired
mental health status than individuals that experienced hypoactive delirium.
Summary of the Literature
The literature presents concern that evidence regarding the full impact of delirium post
hospital discharge is not fully developed, and more research is needed to understand how to
holistically manage ICU delirium. What is understood is the importance of diligent monitoring
and assessment for symptoms of delirium in the ICU, and how early detection can potentially
avoid complications including sepsis, prolonged cognitive dysfunction, and PTSD. Occupational
therapists have the training and expertise to contribute in assessing cognitive and functional
performance and providing purposeful intervention strategies to reduce and remediate the
impairments resulting from delirium. Occupational therapy’s role in ICU delirium management
is supported by the current evidence, and results in an emerging area of practice in the ICU
setting. The next section of this report will discuss the mixed-methods study of nursing’s
perceptions of the inclusion of occupational therapy for ICU delirium management. Included is
a review of the project design and methods with explanation of data collection and analysis
procedures.
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Section 3: Methods
Design
This pilot study was a mixed-methods approach with survey and qualitative interview
design. University Institutional Review Board (IRB) approval was obtained (see Appendix A).
After development of educational materials, the study design included two phases of data
collection, survey and individual qualitative interviews, as specified in figure 1.
Figure 1. Phases of Data Collection

Setting
The setting for the capstone project was a large university-based medical center in
Kentucky within the cardiovascular, cardiothoracic, and heart and lung transplant critical care
service-line, referred to as the cardiovascular ICU (CVICU) which houses 32 ICU beds. The
setting was selected due to the primary researcher’s knowledge of the facility’s culture,
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organizational structure, and access. This familiarity with the setting was achieved through
employment at the facility.
Recruitment
Prospective participants were identified through purposive sampling. Inclusion criteria
for participation in this study was cardiovascular CVICU registered nurses (RNs) working a
regular day shift schedule in the CVICU. For individuals meeting the inclusion criteria, there
were no further exclusions to the study. Individuals meeting the inclusion criteria were invited
via email for voluntary participation in both the survey and the individual semi structured
interview.
Access to the e-mail addresses of potential participants was obtained through the CVICU
nurse managers. An e-mail with a link to the survey and an invitation to contact the primary
investigator if interested in the individual interview was sent to the CVICU nurse manager, who
dispersed the e-mail to all full-time day shift nurses. Additionally, flyers advertising the study
were distributed in person by the primary investigator along with light refreshments on a day
selected as appropriate by the CVICU nurse manager. This aided in raising awareness to the
opportunity for participation.
The primary investigator had knowledge of the identities of potential participants for
the purpose of extending invitations for participation, however all voluntary responses to the
survey contained no identifiable information, and the primary investigator did not have access
to data linking the survey responses to participant identity. Due to the survey format and
anonymity of survey responses, IRB approval was granted without requiring survey participants
to complete a letter of consent. The same sampling of potential participants were also invited
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to participate in individual semi-structured interviews. As indicated in the e-mailed invitation,
the initial five volunteers that scheduled, confirmed a date for the individual interview, and
returned a signed letter of consent were selected for this component of the study. Once the
five volunteers were confirmed for participation in the interviews, the other individuals who
contacted the primary investigator were sent a letter explaining no further participants were
needed and thanking them for their interest in the study.
Project Methods
Development of OT and ICU Delirium Guide. The OT and ICU Delirium Guide was
developed by the author based on extensive literature review to present information on how
occupational therapy can be effectively utilized in the treatment of delirium among adult ICU
patients (see Appendix B). The guide included a brief overview of relevant literature related to
ICU delirium and research supporting the efficacy of occupational therapy for nonpharmacological ICU delirium management. A checklist for the inclusion of occupational
therapy for delirium management was also provided in the guide, which outlined primary risk
factors of the development of ICU delirium. This checklist was intended to assist nursing in
clinical decision making for when requesting occupational therapy consults for delirium
preventions would be beneficial. The final element to the guide was a chart identifying
occupational therapy specific interventions for implementation with the delirious patient for
the purpose of education nurses on what types of activities would be included in therapy
sessions for addressing delirium.
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Phase 1 Data Collection.
Survey questions were developed by the author to assess nursing receptiveness to
inclusion of occupational therapy in delirium management, and reactions to the educational
material provided in the guide. Face and content validity of the survey questions was achieved
through mentor review to ensure questions were assessing the intended concepts. Survey
questions are identified in table 1.
Table 1. Survey Questionnaire
Survey Questionnaire:
Nursing Perceptions of Occupational Therapy for Delirium Management in the Intensive
Care Unit
Question

Answer Choices

1. ICU delirium is effectively managed and/or
prevented in your unit?

o
o
o
o
o
o

Strongly agree
Agree
Neither agree or disagree
Disagree
Strongly disagree
Comment box for free type response:

o
o

Yes
No

2. What do you feel is the most important
action or intervention that heath care
providers (including all team members such
as nurses, physicians,
rehabilitation/therapists, pharmacists, etc.)
can take to manage or prevent ICU delirium?
3. Prior to reading the OT and ICU Delirium
Guide, were you aware that occupational
therapy could provide interventions specific
to addressing confusion, mental functioning,
disorientation, and cognition?
4. Would you feel comfortable calling (using
the hospital’s internal communication
system) to contact an occupational therapist
if you felt your ICU patient’s mental status
was changing or you noticed signs of
delirium?

o
Yes
o
No
o
Please provide a brief explanation of
your answer choice:
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5. Are you interested in occupational therapy
having a more involved role with delirium
management in the ICU?
6. Will the OT and ICU Delirium Guide
included with this survey increase the
likelihood you would contact occupational
therapy next time you have a patient with
symptoms of ICU delirium?
7. After reading the OT and ICU Delirium
Guide, do you see a benefit in an
interprofessional collaboration or support
program between nursing and occupational
therapy for delirium management?
8. Do you have any feedback, comments or
input to provide on how nursing and
occupational therapy could work together on
managing ICU delirium?

26

o
Yes
o
No
o
Please provide brief explanation of
your answer choice:
o
Yes
o
No
o
Please provide brief explanation of
your answer choice:
o Yes
o No

o

Comment box for free type response:

By assessing these components through use of the survey questionnaire, level 2 of
Kirkpatrick’s Evaluation Model (Reio, Rocco, Smith, & Chang, 2017) was supported by gathering
data on the change in attitude and improvement in knowledge specific to occupational
therapy’s role with this patient population. Without the provision of educational materials and
training directed to ICU nurses, such as found in the OT and ICU Delirium Guide, cultural change
in the CVICU for the inclusion of occupational therapy with delirium management may not be
able to occur (Reio, Rocco, Smith, & Chang, 2017).
The 8-item survey questionnaire was administered through the online website
SurveyMonkey.com. All potential participants were e-mailed the survey and the OT and ICU
Delirium Guide. The survey remained open for responses until November 4, 2018 with the
initial invitation being sent to potential participants on September 25, 2018. The invitation email also coincided with the distribution of flyers and light refreshments to nurses throughout
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the CVICU to serve as additional advertisement to the opportunity for participation in this
project.
Phase 2 Data Collection. The second phase of data collection occurred through
qualitative semi-structured interviews to obtain a deeper understanding of nursing’s
perceptions of occupational therapy and its potential role with ICU delirium. Additionally, semistructured questions were meant to collect data which could be used to guide future program
development. The interviews supported the use of Kirkpatrick’s Evaluation Model for
organizational change as occupational therapists working in the ICU determine strategies for
partnering with nursing to achieve organizational success for managing delirium within the ICU
setting (Bates, 2004). The semi-structured interview protocol is identified in table 2.
Participants were asked to participate in one interview, with potential follow-up for
member checking to confirm findings. These interviews were conducted in-person, by phone,
by e-mail, or through video conference at the participants’ convenience and occurred between
the participant and the primary investigator. Interviews were all scheduled within six weeks of
the dissemination of the OT and ICU Delirium Guide and survey questionnaire invitation. Each
interview was audio recorded and transcribed with the Researchware Inc. (2018) software
program, HyperTranscribe. Participant identity was protected through the use of pseudonyms
to separate participants from their responses.
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Table 2. Interview Protocol
EKU OTD Capstone Interview Protocol:
Nursing Perceptions of Occupational Therapy for Delirium Management in the Intensive
Care Unit
Guiding Questions
1. Do you feel ICU delirium impacts your patients’ overall outcomes?
2. Please describe what you feel you, your unit, and/or your interprofessional medical team
does well to manage ICU delirium:
3. Please describe your biggest concern when it comes to ICU delirium with your patients:
4. What do you perceive as OT’s responsibilities in the ICU?
5. What information would you like to have about OT’s scope of practice as relevant to the
ICU and management of delirium?
6. What information do you feel OT should have about nursing’s scope of practice as relevant
to ICU delirium management?
7. You were given an OT and ICU Delirium Guide with the initial invitation for this study.
Based on the information provided in that guide, can you describe what you feel nursing’s
role is and what OT’s role can be if working together interprofessionally to manage ICU
delirium?
8. What do you feel would improve the ability of nursing and OT to work together for ICU
delirium management?
9. Do you believe that OT should work in collaboration with, or as a support to nursing? Jesse
Stoner (2013) of the Seapoint Center for Collaborative Leadership defines collaboration
working together to create something new in support of a shared vision such as a program,
protocol, or quality improvement measure that represents both professions. Support
involves professional cooperation such as the exchange of relevant information and
resources in support of each other’s individual goals, rather than a shared goal.
10. What other information, feedback, or comments would you like to add before we end our
interview?

Data Analysis
Quantitative data.
Descriptive statics were used to achieve data analysis for the survey responses. Data
were represented in graphical format to present findings. Consistent with recommendations
from the University of Reading Statistical Services Centre (2001), a one-way table format was
selected, which does not provide information on patterns found with each individual
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participant. Instead, this one-way table format provided a simple summary of responses with
percentages for response rates identified. Because five of the eight questions included optional
space for open responses, this data was presented in narrative format within a table format.
Qualitative data. Qualitative data was analyzed to identify emerging themes for
learners’ reactions and content evaluation, as well as perceived potential for organizational
change following the theoretical framework of Kirkpatrick’s Evaluation Model (Reio, Rocco,
Smith, & Chang, 2017). Following transcription, the 6-phase process of thematic analysis
described by Braun and Clarke (2006) was used to identify themes within the interview data.
Phases of data analysis included familiarization with the interview transcripts, generation of
initial codes, identification of broader themes form the codes, review and refinement of
themes, labeling of themes, and development of the discussion.
Ethical Considerations
Ethical considerations of the project included the researcher’s familiarity with hospital
staff, patients, and facility culture through pre-existing work experience at the facility.
Separation of research actions and paid work duties as an employee of the hospital were
carefully monitored and assessed, to ensure data collection did not interfere with daily
responsibilities as an occupational therapist at the facility. All meetings, interviews, and other
study related activities occurred outside of working hours, or on days the primary investigator
was scheduled for time off. This use of insider research risks adherence to objectivity and the
influence of assumptions regarding the CVICU culture interfering with the data collection
process. The use of mentor review and bracketing to identify preexisting knowledge of CVICU
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culture and operations was utilized to produce on audit trail as recommended by Asselin
(2003).
Researcher bias was also considered and addressed through use of external auditors,
reflective journaling, and clarification of researcher background with study invitations. To
address data collection being impacted by confusion with the dual role held by the primary
investigator as a staff member and as a researcher, participants were provided informed
consent identifying the specific purpose for use of the collected data and emphasis on the
research study being separate form direct work responsibilities, in addition to the guarantee on
anonymity of the survey responses, and use of pseudonyms within all interview transcripts
(Asselin, 2003). The anonymity of survey responses protected professional relationships that
might possibly exist between participants and the primary investigator as co-workers.
Timeline
The participant selection occurred in September of 2018, with the survey and interview
invitations being e-mailed to all potential participants. Individual interviews were scheduled
within 6-weeks of the e-mail invitations, and survey response collection concluded 1-month
from the invitation. See Table 3.
Table 3. Capstone Project Timeline
Capstone Project Timeline
Dates (2018)

Project Tasks

September 18th

E-mail invitation for study participation sent to all potential
participants
Individual interviews

September 19th – October
31st
October 18th

Survey response collection closed
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November 1st-15th

Window for interview follow-up member checking

October 1st- November 31st

Data analysis

November 1st – 31st

Write-up of capstone report
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Section 4: Results and Discussion
Description of Results: Survey
The 8-item survey questionnaire was distributed to 133 potential participants with 19
individuals responding. This represents a 14 percent response rate. Data is presented in Tables
4-8 and Figures 2-7, below.
Figure 2. Survey Questionnaire Responses: Question 1

Q1: ICU delirium is effectively managed and/or prevented
in your unit?
12

11

10
8
6
4
4
2

2

2
0
Nurses' Responses
Strongly Agree

Agree

Neither Agree or Disagree

Disagree

Strongly Disagree

Table 4. Survey Questionnaire Responses to Question 2
Q2: What do you feel is the most important action or intervention that heath care providers
(including all team members such as nurses, physicians, rehabilitation/therapists, pharmacists, etc.)
can take to manage or prevent ICU delirium?
Participant Response
1
Promoting daily routine
2
Adequate pain management, better medication to help patients sleep at night.
3
Promote healthy sleeping habits
4
Increased education on assessment and management.
5
Decrease sedation
6
Early identification and implementation of evidence-based techniques, rather than
waiting until the patient is severely delirious before treating.
7
Adequate sleep, minimal interruptions
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Regulate normal sleep schedules. Patients are kept awake frequently during the night
which can quickly lead to delirium.
Help to create a schedule for patients that is similar to their home schedule, especially
for patients with ICD stays greater than 72 hours Also-- having the blinds open and
taking patients outside when possible
Maintaining as normal ADLs/schedule as possible
Early ambulation, preventing patient from sleeping during the day and allowing them to
sleep at night
Early intervention, getting patients on a normal routine
Ambulation if applicable
Blinds open during the day, up to chair with meals if appropriate, interaction with health
care team members, encouraging visitors.
Consciously providing an environment that simulates the current time of day
Orientation to day and night. awake during day. lights off and sleep at night. and getting
patient up and walking
Try to establish a routine for day and night from the beginning
Maintain sleep wake cycle and minimize disruptions
Consistent staff; consistent cognitive stimulation

Figure 3. Survey Questionnaire Responses to Question 3

Q3: Prior to reading the OT and ICU Delirium Guide, were you
aware that occupational therapy could provide interventions
specific to addressing confusion, mental functioning,
disorientation, and cognition?
16
14
14
12
10
8
6

5

4
2
0
Nurses' Responses
Yes

No
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Figure 4. Survey Questionnaire Responses to Question 4

Q4: Would you feel comfortable calling to contact an
occupational therapist if you felt your ICU patient's mental
status was changing or you noticed signs of delirium?
16

15

14
12
10
8
6
4
4
2
0
Nurses' Responses
Yes

No

Table 5. Question 4 Optional Responses
Participant
1

2
3
4

5
6

Responses
[The facility’s communication system] is easy communication guide and knowing the
OT is a strong aspect of the team and could have recommendations for the patient to
help prevent ICU delirium from progressing
Opposed to the provider? I would rather the provider be notified to direct the plan of
care.
Now that I know that OT can be utilized as a tool in delirium prevention, I am
absolutely more open to consulting them.
I Don’t see how an OT that works with the patient for literally less than 20 minutes a
day could change delirium. The nurse is with the patient at all times. They are more
effective than the OT. I’ve never seen an OT, who knew a patient was delirious to begin
with, attempt any more than reorient them to person place and time, which the nurse
repeatedly does anyway. OT’s are not needed in the ICU setting and do not know the
patients at all. It is rather frustrating sometimes
Yes, if there was a system in place and we were able to consult OT, I would absolutely
take advantage of that service.
Working in the CVICU I have seen the amazing impact of OT-- and having this additional
resource would be amazing
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7

OT is specialized to assist patient's with ADLs and muscle memory. I would call them to
assist especially with morning and evening routines to keep the patient as "normal" as
possible
8
Yes, I feel comfortable calling OT to help. But often OT and PT plan their days out and
are unable to stop in on an on-call basis. Often times their case load prevents them
from seeing patients. I often times find them unavailable to help.
9
Now I am! It wouldn’t be my first line choice but along with everything in our unit a full
team approach is helpful for a great recovery
10
OT always has helpful tips and pointers to help our patients’ functional status improve
both while in the hospital and post discharge home.
11
If I had previously seen that there was some benefit of their services during times
similar to this.
12
They are nice
13
I generally contact doctors. Perhaps if I knew what services OT provided for delirium,
I’d feel comfortable contacting OT
Note: Volte refers to the hospital’s internal communication system

Figure 5. Survey Questionnaire Responses to Question 5

Q5: Are you interested in occupational therapy having a
more involved role with delirium management in the ICU?
18
16
16
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2
0
Nurses' Responses
Yes

No
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Table 6. Question 5 Optional Responses
Participants
1
2
3
4
5

6
7
8

Responses
If they have new suggestions
I do not think OTs should be involved at all whatsoever. Their involvement will include
20 minutes. How is that effective? It is not. But they will bill for it.
If OT could work more with patients in areas of delirium management I think it would
be super beneficial to both patients and nurses!
Any additional support that can help patients and is shown to be effective should be
accessible to patients
It would be great to see them more often on our high-risk patients. Sometimes as
nursing staff, we don't have the time or optimum training to help our patients
complete their morning routines.
Prevention is key. Would decrease ICU stay and decrease nurse frustration.
Delirium needs to be treated
Once again, I do not specifically know how your role could fit into the equation. Plus, I
think a lot of the problem is sleep deprivation. I think we need to work more on
making doors on the unit quieter first

Figure 6. Survey Questionnaire Responses to Question 6

Q6: Will the OT and ICU Delirium guide included with this survey
incrcease the likelihood you would contact occupational therapy
next time you have a patient with symptoms of ICU delirium?
16

15
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12
10
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6
4
4
2
0
Nurses' Responses
Yes

No
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Table 7. Question 6 Optional Responses
Participants
1
2
3

4
5

Responses
Now that we’re educated
Same as before. Waste of money
I say yes tentatively-- It would be nice to understand what the time frame would be
for OT to come and how that would work because we all know how busy and
demanding everyone’s schedules are.
More information/education always renews "the fire"
I now have more background knowledge on the issue

Figure 7. Survey Questionnaire Responses to Question 7

Q7: After reading the OT and ICU Delirium Guide, do you see a
benefit in an interprofessional collaboration or support program
between nursing and occupational therapy for delirium
managment?
18

16
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4
2
0
Nurses' Responses
Yes

No

Table 8. Survey Questionnaire Responses to Question 8
Q8: Do you have any feedback, comments or input to provide on how nursing and occupational
therapy could work together on managing ICU delirium?
1
I like it, let’s do it
2
How can an OT manage ICU delirium when they see the patient for 20 minutes a day, maybe
not even a day, maybe every other day? Waste of a nurses’ time to even have to deal with it.
4
Again-- just setting up timing expectations of how and when OT when contact the patient and
maybe if they put in a note about how nurses could implement the patient-specific strategies...
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It would be great to have an OT screening portion to the delirium assessment, so you can focus
your interventions to the patient's specific needs
communication with the nurse about time of therapy is very helpful. I know that OT time is very
valuable and as a nurse I want to respect that time and have the patient ready for therapy!
Thank you all for all of your hard work!
I think this seems like a great idea. Does the occupational therapy department have the staff
available to respond to these calls FROM ICU nurses at the onset of ICU Delirium? Without the
appropriate staff and timely intervention, could this be successful?
No! They are a great team!

Description of Results: Interviews
Five nurses participated in interviews. Thematic analysis of the qualitative interviews
resulted in three primary concepts which were descriptive of how delirium impacts the ICU
patient. The themes emerged as a pause in care, the nurse perceptions of their role in delirium
management, which was coined being the eyes and ears of the team, and the emerging theme
of the red-headed step child which described how nurses viewed occupational therapy within
the ICU setting. Emerging themes are outlined in Table 9.
Table 9. Emerging Themes
Emerging Theme
A Pause in Care

Categories
Delirium and the burden of
care

Bigger fish to fry
The Eyes and Ears of the
Team

Nurses interpretations of
their roles and
responsibilities.

Schedules and routines

Examples
 Increased use of
medications/sedatives
 Increased work required
by the nurse
 Safety risks
 Triage of medical needs
by the physicians
 Dissemination of patient
information between
services
 Determining medical
appropriateness of
patient for participation
with other services
 Nurses’ daily work
routines and schedules
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Nurses’ ideas for future
steps





The Red-Headed Step
Child

Nurses interpretation of
OT’s roles and
responsibilities







Nurses prior experiences
with OT

Getting more bang for your
buck

OT fights delirium!







Patients’ participation in
self-care routines
Earlier intervention for
delirium management
Better utilization of
existing communication
systems in the facility
OT’s inclusion in the
nursing orientation
process
Program sustainability
Adjunct to PT
Promotion of self-care in
the ICU
Patient empowerment
Facilitators of transition
from ICU to home
Observation of OT’s
broad spectrum of
services
Miscommunications
Improved coordination
for scheduling OT
sessions between nursing
and OT
Education and awareness
campaign

A pause in care. A common theme that surfaced within the qualitative interviews was
nurses’ perceptions on how delirium effects their patients. A repeated concern was how the
occurrence of delirium resulted in a delay in progress and even a delay in basic care. Repeated
reference to the use of sedatives to manage delirium were made, with one nurse stating,
“you’re going to be sedating them, so I feel like it’s a pause in care for at least a few days if not
more.” Behaviors that resulted from delirium were reported by participants to limit out of bed
activity and ambulation. This lack of mobility was believed to be closely connected to poor
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physiological functioning including impaired bowel function and pulmonary function, both of
which are closely monitored by bedside nursing staff. There was also mention of how delirium
led to the “risk of picking up any number of infections.” This was explained as being both in
part to immobility, and in reference to prolonged hospitalization which is connected to all
hospital-acquired infections. A “pause in care” at the ICU level was viewed as an impediment
to the patient’s transition to the step-down unit and to their ultimate discharge home. One
nurse illustrated her concerns by sharing a personal experience with an ICU patient who
underwent a complex ICU stay, in which delirium was a notable complication. The cyclic nature
of ICU complications and delirium was acknowledged, “whether the chicken or the egg came
first, who knows? One way or another [the patient] has all of these complications and now
they’re intermingled and just feeding off of each other.” This cycle of complications was also
described as the culprit for patients missing a window for being able to transition to the
progressive units of the hospital, with one nursing referring to this as when “the delirium
festers.”
Further elaboration on nursing concerns related to the general impact of delirium was
the safety of the patients, the family members, and the nurses themselves. All participants
spoke about concern for delirious ICU patients falling, becoming violent or pulling out IVs and
deep lines which could cause bodily harm. Additionally, verbal abuse posed concern in relation
to family members who are less aware of the impact delirium can have on a patient’s
personality and cognition.
One nurse identified a major concern for patients with delirium was the loss of personal
freedom that occurred in the ICU. It was clarified that this loss was due to safety and harm
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prevention measures, including monitoring positioning in bed to reduce the occurrence of
pressure ulcers, and the “poking and prodding,” that continually occurs during routine
assessment, medication administration, and obtaining vital signs as required with critical care.
Delirium and the burden of care. Within the theme of delirium being a pause in care,
the high burden of care that delirium placed on the nurse was discussed. With ICU nursing
ratios which were described at 2:1 during the interviews, when a patient experienced delirium,
it was not only that individual that was impacted. The nurse’s other patients suffered from
reduced interactions with staff while time and resources were spent ensuring the delirious
patient’s safety. Patients with delirium were reported to require a great deal of the nurse’s
time to continually reorient and redirect. One nurse mentioned the additional burden of time
to complete incident paperwork when adverse events occurred such as falls.
Two nurses did address the risk factors listed in the OT and ICU Delirium Guide, and how
due to the nature of a CVICU, they felt their setting experienced higher rates of delirium. Due
to this high-risk population, it was difficult to differentiate who would be at high, medium or
low risk for ICU delirium. One area that a participant pointed out to be under addressed was
patients with mental health diagnosis and substance abuse issues who are at higher risk for
delirium during ICU hospitalizations. She stated, “I feel like we’re almost just not educated
enough on ways that we can prevent things, like ICU delirium with those specific patients.”
Bringing medications on board that would otherwise be avoided was also mentioned by
all participants. Several participants spoke about medications as the first consideration when
symptoms of delirium were present, one stating that the physicians were quick to prescribe. It
was reported that “if your patient becomes delirious, you’re going to be pumping them full of
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just a ton of different medicines.” Nurses also admitted that they “were still trying to find that
balance” in reference to using enough sedatives for medical management, but not so much that
the medication regimen led to the onset of delirium.
Bigger fish to fry. “I don’t want to say flippant or anything, but I think that so many of
them [physicians] have bigger fish to fry. So, I mean they’re not going to hone in on that
delirium as much as they are if you call them and tell them that the patient’s blood pressure is
circling the drain.” This statement addressed the hierarchy of medical triage from the medical
team’s perspective and led the participant to consider the benefit of having the autonomy as
nurse to place an occupational therapy consult when delirious behaviors presented. This
thought went on to confirm that when the physicians don’t immediately address delirium, “it’s
not out of negligence, but there’s just a limitation of how much they can focus on.” This
concept that physicians must triage patient needs, leaving delirium, and other medically nonemergent occurrences to the nurses to manage, was supported by other participants.
The eyes and the ears of the team. Nurses acknowledged their role as being the front
line with patient care, with a participant stating, “within the health care team I think the nurse
tends to be your eyes and ears.” They gather and disseminate information to the appropriate
health care providers to facilitate needed interventions and treatments. Also recognized by
participants was that the behavioral symptoms of delirium were not able to be managed by the
physicians, other than through medications, instead it was the nurse at the patients’ bedside
that this responsibility was placed upon.
Nurses interpretations of their roles and responsibilities. Several participants
acknowledged a personal struggle with wanting to be involved with the occupational therapists
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and the patients during sessions, but also feeling as though therapy sessions provided nurses an
opportunity to care for their other patient and catch up on charting. One nurse even reported
feeling guilty if she was not present in the room during a session, and another reported the
importance of a “pow-wow” before and after an occupational therapy session to help her stay
“in the loop” with her patient.
Role overlap between occupational therapy and nursing was described as a benefit to
the patient that could help promote progress and goal achievement of both medical and
functional goals for the patients. There were multiple references to the desire for occupational
therapy to leave handouts or write goals on the room communication boards after treatment
sessions to facilitate better teamwork. This use of occupational therapy goals by nursing was
explained by a participant, “I think that would be helpful for the continuation of care because
we would love to do and promote what you guys [occupational therapists] are doing, so that
when you guys see them next it’s not like a backwards step or it’s not just the same thing over,
but hopefully continued improvement.” One nurse recognized the difference in skill sets
between nurses and therapists, especially with patients that are difficult to mobilize and get out
of bed. It was noted how “it’s amazing how everyone has it down to a science,” with handling
the patient in addition to the lines and tubes that are required for critical care.
One area where nursing’s scope of practice was emphasized was the decision as to if a
patient was medically appropriate for therapy that day. Frustrations regarding nursing’s scope
of practice when interacting with occupational therapy were voiced in which it had been felt
that either occupational or physical therapy disagreed with nursing on when a patient was
appropriate for participation. One nurse reported that as a new nurse she had felt pressured
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into allowing a therapist she perceived as having more experience in the ICU than her, see
patients that were not medically appropriate because of inequality in a new nurse’s and a
senior therapist’s level of experience. However, the participant went on to clarify, “expecting
you guys to understand everything about why it’s not safe and about why it’s not a good time
isn’t really fair because you don’t go to nursing school and you don’t spend six-months on
orientation…we are a team for a reason.” This led to additional thoughts about how nursing
and occupational therapy could work together to grade or use alternative activities to meet the
patient’s needs based on medical status.
Schedules and routines. Two types of routines were identified throughout the five
interviews. The first reported routine was the one that structured a nurse’s day and included
patient care, charting, and communication with various members of the medical and ICU team.
The other routine that was commonly discussed was that of the patients, and often it was a lack
of routine which was cited in reference to individual patients.
Nurses’ routines consistently were reported as raising the blinds in the morning, getting
patients to the chair for meals, and reorienting patients to date, place and time of day. One
participant believed that “we’re really good at setting these specific goals and trying to follow
through with them,” in reference to the nurses’ routines for structuring the day. This routine
represented how nursing facilitated the big picture when it came to daily routines for the
patients and was described as the nurses’ “holistic view on ICU delirium.” Further discussion
within the interview revealed less focus on the patients’ personal habits and routines. This was
due to a lack of time on the nurses’ part because of pressure to care for other patients and
complete required electronic charting. One nurse reported that delirium prevention tasks such
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as raising the blinds and having patients in the chair for meals was “ingrained” in the nurse’s
daily routine, yet the patient themselves did not have a support system in place to maintain
and facilitate their own personal self-care and daily activities outside the scope of this nursing
routine.
One participant that self-identified as new to ICU nursing care reported that delirium
prevention is not the norm across all hospital units. For example, in the emergency department
setting delirium screening, assessment or management is not a part of the nurses’ daily
routines because in this hospital setting the nurse is more focused on medical factors that
cause altered mental status such as the examples of acute stroke or hyperglycemia.
Nurses also identified their concern that occupational therapists and day shift nurses
worked different schedules. At the facility the rehabilitation department closes at 5pm, and
nursing is on shift until 7pm, leaving two or more hours without therapy coverage during the
nurses’ shift, and also placed most treatment times in the morning and early afternoon, when
nurses are busiest with charting and patient care. One nurse wished occupational therapy
could be available later in the day, when nurses were “the lesser of the busy,” to better
integrate into their work routines.
When referencing the patient’s individualized daily routine, one nurse estimated that
oral care occurred approximately 10% of the time. She discussed the poor enforcement of
morning or evening self-care routines due to the additional time it would take for
deconditioned and impaired ICU patients to perform these tasks themselves. The term
“inconvenient” was used to describe the reason why patients were not encouraged to be more
independent in their daily routine, with nurses acknowledging this was to the detriment of the
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patient, but as nurses, they are pulled in too many different directions. Another aspect of the
patients’ daily routines that was discussed was impaired sleep cycles. This was reportedly in
part due to the necessity for continual monitoring of vitals that must occur over night and the
unfamiliar sounds from medical equipment. Without restful sleep at night, nurses witnessed
that patients wanted to sleep during the day which disrupted other aspects of care including
ambulation and participation in normal daily interactions.
Nurses’ ideas for future steps. Early intervention was reported as a significant concern
in looking towards future efforts to manage delirium. Several nurses discussed the delirium
screening tool used by the facility’s electronic charting system and considered the possibility of
using this tool to automatically trigger an occupational therapy consult. This was thought to be
a way for the occupational therapist to intervene earlier at the onset of delirium, without
putting additional work on the nurse since the delirium screen was already part of standard
daily nursing documentation. As part of using a screening tool to “trigger” occupational
therapy consults for delirium, one concern brought up was the need for occupational therapists
to be more flexible with changing their schedules mid-day to work with different or new
patients. There was also mention that this could trigger more occupational therapy consults
than could be met by current therapy staffing ratios.
Other existing resources that were not being utilized included streamlining the use of
the hospital’s internal communication system and including both occupational and physical
therapy in the facilities internal television network, which provides each patient with
individualized educational videos in their room on medications, dietary recommendations, and
other relevant health management information.
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Participation in the nursing orientation process was also suggested by two participants.
They reported that new nurses had limited exposure to occupational and physical therapy, and
frequently were unaware of the difference between the two professions. This lack of inclusion
in the orientation process was explained that, “if they (nurses in orientation] see [occupational
therapy] on the unit most of the time you all are so independent that they don’t learn what you
do and then when they are off on their own they don’t realize that the patient could benefit
from this and they need an occupational therapy consult, instead of a physical therapy consult.”
The concept of sustainability was discussed in reference to any future programs or
protocols that would result for occupational therapy’s efforts to engage in quality improvement
measures. One participant described how her experience in the ICU was that new protocols
were prone to “fall off.” Her recommendation to prevent this was to pursue strategies to
familiarize nursing with occupational therapy, with the goals of making occupational therapy a
resource available to nursing. She felt this would prevent a “one-sided relationship” and would
be most effective. Another nurse felt the current system in place for addressing rehabilitation
and delirious patient did not work and was hopeful for “something new and aggressive.” It was
described that an important aspect to creating a program that would stick, required that
occupational therapy and nursing “work a lot closer and build something measurable, and
scaled, and documentable.”
The red-headed step child. During the interviews nurses openly admitted that the role
divide between occupational and physical therapy was confusing to them. One participant
spoke about how they had worked in the ICU for several months before realizing that
occupational and physical therapy were separate services, and that from the nurse’s
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perspective physical therapy was “one of those things where you know what PT is there to
do…and OT is all alone, kind of like the red-headed step-child, everybody forgets about her and
nobody knows what they do.” This theme emerged from both nurses’ familiarity with physical
therapy, and lack of awareness to what occupational therapy can offer, particularly in the ICU.
Another nurse acknowledged that “everyone’s first thought is PT,” due to the emphasis on
ambulation post cardiac surgery. Fine motor skill development and the use of sponges and
therapy putty were regularly referenced by the participants when speaking about how they
perceived occupational therapy’s role with patients. The concept that occupational therapy
would address cognitive or neuro status among patients was new to all but one participant, and
that individual had worked in a stroke rehabilitation unit in a prior job, therefore having
observed occupational therapy in a setting other than the ICU.
One factor that seemed to contribute to the lack of separation between occupational
and physical therapy from the nurses’ perspective was the facility’s uniform policy, which was
black scrubs for all rehabilitation staff (physical therapy, occupational therapy, respiratory
therapy, and speech-language pathology). Additionally, co-treatments were a source of
confusion for nurses when asked about occupational therapy’s role and scope of practice. One
nurse referred to occupational and physical therapy as “the black scrub people.” She identified
that it would have been helpful if when therapists approached her, they stated which
rehabilitation service they were with to help her connect faces, names and professions.
Nurses interpretation of OT’s roles and responsibilities. Within the concept that was
lesser known and lesser utilized within the ICU than other ancillary services, nurses often saw
occupational therapy as an assistance to nursing and as “adjunct to physical therapy.”
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Participants admitted that prior to receiving the OT and ICU Delirium Guide and participating in
this study, they had never thought of occupational therapy as relevant to ICU delirium
management.
One participant had worked closely with occupational therapy in a different setting and
was more familiar with occupational therapy’s scope of practice than the others. This prior
experience led to the belief that occupational therapy’s overall purpose was to assist people in
“figuring out how to manipulate the world around them so that they can do the things they
need to do.” This was also related to the belief that occupational therapy “put patients back in
power to do what they need to do,” and to dispel the attitude of helplessness that is commonly
seen among ICU patients. This nurse reported enjoyment of occupational therapy coming in
and saying, “oh you can do this, you can do this, and you can do this!” It was also
acknowledged that occupational therapy had a role in retraining patients to perform every day
activities in the setting of post-surgical precautions, especially sternal precautions.
Another nurse saw that due to the broad spectrum of areas occupational therapy
addressed with a patient, the occupational therapist’s role was to facilitate return home by
finding out what “needs to be worked on to help with that transition.” Another participant was
aware that self-care was a primary focus for occupational therapy in the ICU, and that self-care
was commonly overlooked, or automatically done for the patient. Despite the lack of self-care
promotion among nurses in the ICU, she did speak about how mentally, engagement in selfcare served as a bridge from the ICU to home for patients. “I think it’s [self-care] huge in the
mental aspect of it all too because it kind of gets them back to how they do things at home.” It
was also recognized that being able to perform one’s own self-care was motivating and was
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needed for patients that experienced depression associated with ICU hospitalizations. It was
also acknowledged that occupational therapy was needed for patients that had a reduced level
of independence from their baseline. These impairments were described as beyond the
expected post-surgical course, such as patients who experienced strokes, or had profound
deconditioning and physically could not perform tasks such as dressing and grooming. The
nurse went on to explain occupational therapists were good at catching the “little things” that
are often missed by nurses.
Nurses identified that though they included delirium screening in their daily routine as
ICU nurses, occupational therapy seemed to have the time to go more in depth with
assessment of delirium and could provide recommendations to the nurse for management of
behaviors. One nurse spoke about how “delirium comes in so many different shapes, sizes and
colors,” and it appeared as though some patients were still cognitively functioning despite their
delirium and could participate in their own delirium prevention if occupational therapy could
provide activity and safety recommendations, and resources to assist with that process. The
nurse saw this as a way to address delirium without increasing the workload on behalf of the
nurse, who was already “spread very, very thin.”
Nurses prior experiences with occupational therapy. One nurse spoke about how
witnessing OT interact with patients “impressed” her because the therapists “go beyond
anything [she] thought would be what their purpose with that patient was.” Through passive
observation of occupational therapy sessions, she acknowledged that occupational therapy
addressed a “broader spectrum” of factors that contributed to the relationship that occurred
between the occupational therapist and the patients. Nurses also perceived the relationship

CAPSTONE PROJECT REPORT

51

that developed between the occupational therapist and the patients as promoting increased
participation and compliance with getting up out of bed. These experiences of witnessing
occupational therapy working with the patient left one nursing feeling that as a nurse she
doesn’t “have 20 minutes to coax a patient to get to the chair…OT might be able to help with
that and engage then in a way that once you get them moving it’s easier to keep them moving.”
Along with shared stories of positive experiences with occupational therapy, nurses
spoke about their wish that there were increased efforts for occupational therapists to seek
nurses’ consent for treatment session, with clearly identified expectations of what will occur.
One nurse expressed frustration that sometimes she would assume when agreeing to a
treatment session it was to be with the patient in bed only, and then finding the patient up in
the chair after the therapy session. This was credited to “a miscommunication on how much
the nurse wants you to do.” This also led to frustration when occupational therapy was
unavailable, particularly following a treatment session that left nursing to return unsafe,
delirious patients to bed without an occupational or physical therapist present to assist. One
nurse reported this type of scenario felt like, “great job getting them to the chair, but now how
am I going to get them back?”
Getting more bang for your buck. Participants all cited the importance of
communication and coordination, and directly connected it to facilitating the patient getting
the best level of care available. One nurse confirmed that with improved coordination and
communication you “get your bang for your buck with therapy time.” This idea was illustrated
by three participants voicing a willingness to handle all line management prior to occupational
therapy’s arrival if prior notice was provided, so that the therapist could “get to the meat and
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potatoes” of the therapy session upon arrival to the patient’s room. A common issue was that
participants felt nurses in general “kind of just sit back and wait,” for physical or occupational
therapy to visit their patient, as opposed to proactively seeking out what patients were
scheduled for therapy sessions, and when sessions would occur. One nurse shared a story in
which she placed a patient in the bed to remove several lines in preparation for a therapy
session to make mobility easier on the therapist, however the therapist (she was unsure if it
was occupational or physical therapy) arrived at that exact time, and then was unable to return
later in the day. This incidence resulted in the patient missing out on therapy services for the
day.
Communication between nursing and occupational therapy was identified as a source of
confusion among the participants. This was due to not being sure of their level of responsibility
in scheduling therapy, both occupational and physical therapy, for the patient. In the facility
this task was not assigned to either the nurse or the therapist resulting in multiple missed
opportunities for rehabilitation participation to the patient due to patient unavailability or
conflicts in timing with other patient care tasks. Participants also felt improving communication
included building rapport between nursing and occupational therapy. Participants speculated
that this could be achieved by using available tools and technology that already existed at the
facility but were not currently being effectively utilized.
OT fights delirium! Referencing the desire from nurses for increased education on
occupational therapy, one nurse expressed her excitement for more tools to help in managing
delirium by explaining, “if this really does become ‘OT fights delirium! That’s a great resource
that we [nurses] could really push.” All participants spoke about their interest in an education
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and awareness campaigns from the occupational therapy staff. The need for more education
directed specifically to nursing staff about occupational therapy was demonstrated by the
statement “you don’t know what you don’t know.” One participant identified herself as a “listperson,” to express her preference for how information could be disseminated, with all
participants inquiring about increasing nursing awareness to the specific services occupational
therapy could offer. There was repeated reference to making education for how occupational
therapy can aid in delirium management easily accessible. Participants asked for suggestions,
resources, and recommendations from occupational therapy to help the nurse with their daily
interactions with delirious patients, and increased communication on occupational therapybased patient goals to facilitate continuity of care. One nurse felt it would be beneficial if
occupational therapists could teach “specific techniques to further facilitate ADLs [self-care]” to
nursing staff to promote increased carry-over of therapy sessions. Another participant
described how they would like training on what activities or resources they as nurses could
utilize if occupational therapy was not readily available to see a delirious patient, or what could
be done between therapy sessions.
Another aspect to educational efforts coming from occupational therapy staff to nursing
staff was the nurses’ reported desire that the education come directly from the occupational
therapists themselves. It was thought that if occupational therapy was included in nursing
orientation training, it would be more effective if coming from people “in different colored
scrubs” which references occupational therapy’s black scrub uniform and nursing’s blue scrub
uniform at the facility. The reasoning for this interdisciplinary education was described by one
nurse, who spoke about her regular role with orienting newly hired CVICU nurses stating, “that
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it would stick better, the education would be a lot stronger that way, so that they know and
that they pay attention to it.” It was also suggested that instead of occupational and physical
therapy coming together to teach nurses during their orientation, occupational therapy could
come with pharmacy on the day they address delirium management to new nursing staff
members.
Summary of qualitative data analysis. Each nurse participant expressed a level of
excitement whether through direct verbalization, expression of hopes for future efforts
regarding this topic, or verbalized interest in learning more about how this could help their
patients. Primary differences of opinion existed between whether nurses felt a new protocol
should be developed for delirium management or if occupational therapy should seek to
improve their support of the existing action taken within the CVICU for delirium management.
However, despite this difference once nurse summed up her attitude towards occupational
therapy’s inclusion with delirium management as stating, “we’re [nurses] only taught so
much…and that’s not my specialty, and I want them [the patients] to get the best care.”
Discussion
The survey results reflected nurses felt ICU delirium was not managed effectively within
their facility. Actions that were credited with the most impact towards delirium management
involved the promotion and adherence to a daily routine; included in the concept of routines
was normalized sleep-wake cycles, reduced use of sedatives, and ambulation. Nursing staff
were unfamiliar with occupational therapy’s role in cognitive and sensory interventions but
were interested in increasing communication and involvement with occupational therapy staff
for the management of delirious patients. Three respondents did clearly communicate they
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were not interested in the inclusion of occupational therapy, with several examples of prior
experiences with occupational therapy that led to these beliefs. Other than these three
respondents, nurses reported the OT and ICU Delirium Guide was a resource that would
facilitate increased requests for occupational therapy services with delirious patients.
The qualitative interviews reflected similar perceptions with the need for increased
education regarding occupational therapy’s skill set emerging as a primary need for future
efforts. Nurses were able to identify a limited knowledge of occupational therapy’s full scope
of practice and were interested in more knowledge for any resource that would facilitate
improvements in the quality of care provided to ICU patients.
Learner’s Reactions. Level 1 of Kirkpatrick’s Evaluation Model is foundational for future
trainings, the ability for new information to impact job performance, for overall organizational
change (Reio, Rocco, Smith, & Chang, 2017). This level was primarily addressed through the
data analysis and involves assessing the learners’ reactions to training and new concepts. To
measure learners’ reactions “training content, materials, instructors, facilities, delivery
methods,” are important to assess, to ensure learner engagement, retention and interest is
achieved (Reio, Rocco, Smith, & Chang, 2017, p. 36). The data analysis provided insight into
nurses’ reactions to being provided the OT and ICU Delirium Guide (see Appendix B), in addition
to determining specific strategies to support further training and dissemination of information
that meets the needs of CVICU nursing staff. Nurses specifically verbalized the need for
education to occupational therapy’s scope of practice, with self-care and mobility being the
primary domains of occupational therapy intervention known to nurses, and interventions
specific to mental functioning and mental health identified as lesser known aspects of the
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profession’s skill set. Interview participants determined that training would be most effective
when occurring directly from the occupational therapists working in the CVICU to make
education more meaningful and relevant. Additionally, nurses felt occupational therapy should
become more involved during the nursing orientation process to create the opportunity for
new nurses to begin their experience in the CVICU with occupational therapy ingrained into
their workday. This was seen as a strategy for occupational therapy to become a primary
resource available to nurses for delirium management, rather than an adjunct service for early
mobility.
Nurses value daily routines. An area of delirium management that emerged from the
data was the importance of facilitating daily routines among ICU patients to reduce the
occurrence of disorientation and delirium. Nurses identified consistent strategies in both the
interviews and open response portions of the survey in which they promoted sleep-wake
cycles, kept patients on a schedule for meals and oriented them to day and nighttime. The
individual interviews did reveal barriers felt by the nurses in helping patients maintain their
individual, normalized, personal care routine in the ICU, and this was perceived as an area for
improvement. Whether due to limitation in physical ability, cognitive ability, or interference
from ICU lines and tubes limiting participation, nurses reported a lack of time and a limited skill
set in promoting independence with self-care routines. Occupational therapy’s skill set is
specifically indicated for this domain of patient care as identified by the profession’s practice
framework (AOTA, 2014). Tobar, Alvarez, and Garrido (2017) identified that occupational
therapy interventions in basic activities of daily living fostered feelings of usefulness in addition
to independence among ICU patients.
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Interviews found that nurses perceived occupational therapy as being able to assist
patients to develop and maintain personal routines in the setting of physical deconditioning,
surgical precautions, and altered mental functioning as commonly occurs among critical care
patients. This emphasis on the need to develop more strategies for daily routines in the ICU to
prevent ICU delirium places occupational therapy in a distinct role to provide the promotion
and remediation of client factors and performance skills to develop daily routines within their
patient population. The responsibility also resides with occupational therapy to provide
recommendations, training and resources to nursing staff to facilitate consistency between
therapy sessions.
Interprofessional Education. A repeated theme that emerged throughout the
interviews was the need for more education regarding what interventions and services
occupational therapy could offer to support the management and prevention of delirium. It
was specifically identified that this education should occur from direct interactions between
nurses and occupational therapists to create a more meaningful and impactful experience. In
connection to level one of Kirkpatrick’s Evaluation Model, the use of interprofessional and
interactive education would meet the needs expressed by participants for achieving satisfaction
and relevance with trainings (Bates, 2004). Barnsteiner and colleagues (2007) described
interprofessional education as the process in which two or more professions learn from each
other to improve the quality of patient care. Considering this definition, it also becomes
relevant that nurses expressed experiences in which occupational therapy would benefit from
this learning process to better understand the demands and expectations placed on nurses for
the care of delirious patients. This project is an example in which nurses were able to provide
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education to an audience of occupational therapists regarding their needs, expectations and
recommendations for successful integration of occupational therapy into the process of ICU
delirium management. A concrete idea posed by several participants was using
interprofessional education during the nursing orientation process. This was perceived as an
educational strategy that would facilitate the use of increased communication with
occupational therapy as part of the nurses’ regular routines.
Barnsteiner and colleagues (2007) discussed how the lack of interprofessional education
leads to misunderstanding of professional roles and undervaluing of each other’s contributions
to the health care team. These pitfalls were present in the language and references used in the
qualitative interviews. Occupational therapy was viewed as adjunct to physical therapy, and
reference to therapy sessions consistently included language regarding ambulation and mobility
only, despite the prior training provided through the OT and ICU Delirium Guide included in the
study invitation that focused on intervention for mental and cognitive functioning. Interviews
also reflected the perspective that nurses viewed mobility as the highest-level intervention to
occur. Other activities were viewed as “alternative” interventions for use when patients were
medically inappropriate for mobilizing. This reflects the theme of occupational therapy being a
red-headed step child whose role is misunderstood. The Occupational Therapy Practice
Framework (AOTA, 2014) includes mobility, transfers, and ambulation, in addition to a wide
range of domains addressed by occupational therapists that do not focus on mobility.
Nurses also expressed confusion between the identity of rehabilitation staff members,
whether they were occupational or physical therapists, and the blurred view of each profession
that occurred within the use of co-treatments in the ICU. Within the five interviews
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occupational therapy was mentioned autonomously 28 times, referenced as “physical and
occupational therapy” 32 times, and physical therapy was mentioned 5 times, despite the
study’s sole focus on occupational therapy. This served as evidence to the need for education
that promotes each rehabilitation-based profession as its own entity with focus on the distinct
skills each profession can provide.
Relevance of findings. The findings of this study are relevant to clinical practice for
occupational therapy in the ICU setting with the data providing a foundation for the
development of quality improvement measures and protocols for delirium management. The
data presents nursing perceptions of occupational therapy, and their preferences for how the
inclusion of occupational therapy with ICU delirium would be most beneficial and supportive of
their needs as ICU nurses. In the effort to increase the provision of services in the ICU,
occupational therapists cannot operate as an individual entity without collaboration,
coordination, and inclusion to the ICU medical team. This is due to the specialized fluctuating
needs of the critically ill population that requires interprofessional teamwork to manage.
In the interviews, nurses identified their preferences for occupational therapy either as
a collaborator or a supportive resource in delirium management, with participant opinions
divided due to pros and cons found with each approach. The definitions of collaboration and
support given to the participants was provided by Stoner (2013) of the Seapoint Center for
Collaborative Leadership. Collaboration is working together to create something new in
support of a shared vision such as a program, protocol, or quality improvement measure that
represents both professions. Support involves professional cooperation such as the exchange
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of relevant information and resources in support of each other’s individual goals, rather than a
shared goal.
Support was seen as a more direct strategy for the inclusion of occupational therapy and
delirium management. It was perceived as being more sustainable than the development of
new protocols for service delivery. Nurses felt their input was necessary for a support model in
order for occupational therapy to become a resource that would be regularly included and
utilized when delirium occurred among their patients. Nurses who endorsed the concept of
collaboration saw that a new protocol could aid in equitable distribution of responsibility for
early intervention, continuity of care, and quality of interventions for patients with delirium
between occupational therapy and nurses. This would reduce the workload expectations of
nursing staff, and include occupational therapy in a consistent, documentable and measurable
method.
Collaboration offers the significant concept of ownership and the exchange of expertise
between health professions, however as reported by Lingard, Espin, Evans, and Hawryluck
(2004), in a collaborative approach tension can arise as each profession has distinct identities
with separate skill sets, working from separate models of care. Mutual respect and shared
goals are identified as necessary to overcome these professional tensions in the ICU team. This
supports the need for equal input from each profession to implement a quality improvement
measure (Lingard, Espin, Evans, & Hawryluck, 2004).
Occupational therapy as a support to nursing was perceived by nurses as improving
communication including using communication tools available at the facility more effectively.
This included access and recommendations to activities for ICU patients, and strategies for how
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nursing staff could stimulate and assist patients in delirium prevention activities when an
occupational therapist was not present. It was also requested that improved efforts be
developed for communicating the patients’ occupation-based goals to promote continuity of
care. The use of occupational therapy to support rather than collaborate with nurses to
manage ICU delirium results in less ownership for occupational therapists in the process but
allows for more autonomy in the implementation of treatment interventions. The use of
occupational therapy as ancillary support also provides nursing with a resource to contact when
appropriate. To make this effective, education must be directed at outlining when occupational
therapy would be appropriate, and what types of interventions would be implemented for
delirium. The relevance of identifying if occupational therapy and nursing will work in
collaboration or in support will guide the education provided from therapists to nurses.
Limitations
Relevant threats to internal validity that must be considered include that the
participants voluntarily responding to the survey were naturally more interested in ICU delirium
or promoting interprofessional collaborations. Because nurses agreeing to participate are likely
more interested in managing ICU delirium with their patients, the data could be biased, and less
representative of all ICU nurses than if the survey completion was required unit wide. The low
response rate of 14% is also a limitation to the study. Fan and Yan (2010) discuss how the use
of web-based surveys result in 11% less response rate on average compared to other survey
methods. This could be potentially due to survey fatigue within the participant population,
level of interest in content experienced by the recipients, and survey length (Fan & Yan, 2010).

CAPSTONE PROJECT REPORT

62

Threats to external validity that must be considered are a lack of generalizability of the results,
since only one service line within one facility was involved in the study.
Limitations presenting in this study also included a lack of saturation achieved with the
qualitative interviews. To reach data saturation, an increased number of individual interviews
would be required, until the emerging themes became redundant and reflected across multiple
interviews. Because this was not found in the five interviews conducted it can be inferred that
the qualitative interviews are not truly representative of the participant sample. Time and
financial constraints were identified as barriers to not only increasing the number of individual
interviews conducted, but also the inclusion of follow-up second interviews, which could serve
to elaborate on findings in the initial interviews and clarify emerging themes through obtaining
richer and deeper exploration.
Future Projects
From the findings of this study future projects were identified for promoting
occupational therapy in the ICU and for ICU delirium management, the development of training
resources for nursing staff, and concepts to support the development of quality improvement
measures for occupational therapy. The OT and ICU Delirium Guide created for this study
presents opportunity for future research with the use of the checklist for inclusion of
occupational therapy found in appendix B, which could be hypothesized to assist in identifying
patients appropriate for preventative interventions for ICU delirium, to potentially reduce the
overall occurrence of delirium. Research is also needed to identify specific intervention
strategies in the five identified categories of occupational therapy interventions outlined in the
guide. Additional concepts for future projects include expanding the inquiry of professional
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perceptions of occupational therapy for ICU delirium management to other members of the
medical team including physicians and pharmacists.
Summary
In review of the literature and this study’s findings, it was found that the majority of
nurses in this study did perceive occupational therapy as having a role with the management of
ICU delirium. To achieve this, increased education is required to promote occupational therapy
as an effective and easily accessible resource to nursing staff. Study objectives were achieved
by increasing awareness among the nursing staff regarding occupational therapy’s autonomous
role applicable to managing the ICU delirium through the dissemination of information in the
OT and ICU Delirium Guide developed by the author. Nurses’ perceptions of occupational
therapy for ICU delirium management was evaluated through two data collection methods,
with nurses primarily expressing interest in more education about occupational therapy, and
the feasibility of establishing an occupational therapy-based protocol for ICU delirium was
confirmed with recommendations for future steps identified by the nurses themselves. Both
barriers and supports were also identified that will serve to facilitate program development for
quality improvement measures specific to occupational therapy serving as a core team member
in the provision of services for ICU delirium prevention and management.
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