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Abstract 

Delirium is a common and serious condition among neurological patients, and the overlap between 

delirium symptoms and neurological disorders complicates both diagnosis and management. 

Despite its clinical impact, guidance for delirium management in neurological settings remains 

limited. This qualitative study aimed to investigate healthcare professionals’ perceptions of delirium 

management in a Danish neurological hospital setting. Focus group interviews were conducted with 

five multidisciplinary healthcare professional groups. Maximum variation sampling was used to 

capture diverse perspectives, and 24 healthcare professionals from the same neurological department 

participated. Data were analyzed using reflexive thematic analysis. Three themes were identified: (1) 

delirium care practices in an acute neurological setting; (2) multidisciplinary collaboration in 

delirium care; and (3) responsibility for delirium care. The findings highlight challenges related to 

prioritization, mono-professional practices, and organizational structures that shape how 

responsibility for delirium management is understood and enacted. Overall, the study illustrates the 

complexity of delirium management within multidisciplinary neurological teams and suggests the 

need for context-sensitive approaches that support collaboration and clarify responsibilities in clinical 

practice. 

Keywords: delirium; neurology; neurological patients; multidisciplinary care; delirium management; 

healthcare professionals; qualitative research 

 

1. Introduction 

Delirium is an acute neuropsychiatric syndrome characterized by disturbances in attention, 

awareness, and cognition, with a typically abrupt onset and fluctuating course [1]. It is prevalent 

among hospitalized patients, especially older adults and those with pre-existing neurological 

conditions, and is associated with poor and adverse outcomes, including increased mortality, 

prolonged hospital stays, functional and cognitive impairment, and increased healthcare costs [2–5]. 

Despite its significance, delirium remains underrecognized and inadequately managed across clinical 

settings [6], reflecting broader challenges in implementing evidence-based care in acute hospital 

environments [7,8]. This underlines the need to strengthen delirium care during hospital admission 

to support the implementation of evidence-based interventions and reduce the risk of adverse 

consequences. 

Management of delirium is particularly critical in neurology, where patients are frequently at 

high risk due to factors such as acute brain injury, seizures, or infections [9]. Delirium symptoms are 

often mistaken for manifestations of the underlying neurological condition, resulting in misdiagnosis 

and missed opportunities for care [9–11]. Studies have found that delirium occurs in 1.4% to 75.6% 

of patients with stroke and is associated with poorer patient outcomes [12,13]. This wide variation in 

reported prevalence is likely due to differences in the assessment tools used to identify delirium 
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[12,13]. However, delirium assessment is often viewed as a separate task, rather than an integral part 

of routine care in neurology units [12]. Guidelines for the management of delirium exist; however, 

they are generally broad and provide limited guidance for implementation in clinical practice [14,15]. 

Patients with neurological conditions often present complex clinical profiles and receive care from 

multiple healthcare professionals [16]. This highlights the need for a neuro-specific approach to 

delirium management [17]. 

Research on barriers to effective delirium management in neurology remains limited. In critical 

care, delirium barriers include limited clinician awareness, difficulty differentiating delirium from 

neurological diagnoses, the absence of specialty-specific screening tools, and a lack of time and staff 

[18–20]. Bae and Roh (2024) investigated delirium care competencies among intensive care, geriatric, 

and oncology nurses [21]. They found that delirium care competencies were influenced by barriers 

to delirium care [21]. The barriers to delirium care were a lack of personal and physical support 

systems (i.e., availability of delirium screening tools and delirium-nursing manual), emotional 

burden, lack of knowledge and self-confidence, conflict with physicians and family, heavy workload, 

lack of motivation and communication skills, and difficulty in delirium assessment [18,19,21]. 

Delirium is a multidisciplinary challenge that requires collaborative management across 

professional groups to ensure optimal patient care. Patients with neurological conditions often have 

complex care needs and are therefore managed by multiple healthcare professionals [16]. However, 

delirium management in neurology lacks specific clinical guidelines [17]. These factors contribute to 

the persistent underdiagnosis and suboptimal management of delirium in neurological settings. The 

presence of pre-existing cognitive impairment is a well-established risk factor for delirium, making 

this population particularly vulnerable and highlighting the need for further investigation [9,10]. 

Given the scarcity of research focused specifically on delirium within neurology, a research gap 

remains in understanding delirium in neurological settings [6]. Multidisciplinary perspectives are 

central to delirium management, yet remain underexplored, despite evidence suggesting similar 

assessment outcomes across professions [13]. This gap is particularly evident in acute neurological 

settings, where the complexity of patients with delirium presents unique challenges. Understanding 

these perceptions may support the development of tailored interventions, improve clinical practice, 

and inform policies aimed at enhancing delirium management. Therefore, this study aims to explore 

multidisciplinary healthcare professionals' perceptions of delirium management in an acute 

neurological hospital setting, with the potential to improve patient safety and quality of life. 

2. Materials and Methods 

.2.1. Design 

A qualitative, explorative design was chosen to explore the perceptions of multi-disciplinary 

healthcare professionals regarding delirium management in a neurological hospital setting using 

focus group interviews [22,23]. A qualitative approach is appropriate for exploring complex and 

context-dependent phenomena and for gaining insight into participants’ experiences and 

perspectives [24,25]. Data were collected using focus group interviews, which facilitate discussion 

and reflection among participants and allow insights to emerge through interaction between 

professionals from different disciplines [22,23]. The data were analyzed using reflexive thematic 

analysis informed by a hermeneutic approach [26,27]. The study complied with the Consolidated 

Criteria for Reporting Qualitative Research [28]. 

2.2. Setting and Participants 

The study was conducted in an acute neurological department at a Danish university hospital 

in June 2024. The department comprises 52 beds, divided into two wards: a general neurology ward 

and a neurovascular center, each with 26 beds. In 2024, the department admitted 6961 patients with 

an average length of stay of 3.8 days in general neurology and 1.6 days in the neurovascular ward. 
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Multidisciplinary healthcare professionals were recruited to capture a variety of perspectives on 

delirium management [29]. Our sampling strategy was based on purposive sampling with maximum 

variation according to three criteria: (1) experience with delirium; (2) employment of ≥ 1 year in the 

department, and (3) representation of different healthcare professions within the neurological team. 

In agreement with department management, representatives from junior and senior physicians, 

nurses, nurse assistants, nurse managers, and affiliated allied healthcare professionals (e.g., 

occupational and physiotherapists) were invited. The second author invited potential participants 

via email. Most participants worked rotating shifts, except for the neuropsychiatrist and the therapist 

group. Patients with delirium often have sleep disturbances, which made it relevant that participants 

had experience from evening and night shifts. 

A total of five focus group discussions with 24 participants were conducted. Participants 

represented a range of professional groups and varied in age, gender, and clinical experience (aged 

26–60 years; 83% female) (Table 1). 

Table 1. Participants’ characteristics (N=24). 

Participants (P#) Sex 
Age 

(years) 

Seniority 

(years) 
Job position 

Employment 

(years)1 
FGD 

P1 Female 39 11 Physician 3  1 

P2 Male 52 21 
Physician &  

Professor 
10 1 

P3 Female 37 11 Physician 3 1 

P4 Male 42 15 Physician 3 1 

P5 Female 37 9 Physician 1,5 2 

P6 Male 28 2 Physician 1,5 2 

P7 Male 39 12 Physician 2  2 

P8 Female 58 33 Head nurse 34 3 

P9 Female 38 13 Head nurse 11 3 

P10 Female 42 14 Head nurse 2  3 

P11 Female 60 34 Nurse manager 24 3 

P12 Female 50 21 
Audio speech 

therapist 
7 4 

P13 Female 30 2 
Neuro-  

psychologist 
3 4 

P14 Female 30 1 
Physio- 

therapist 
2,5 4 

P15 Female 46 4 
Occupational 

therapist 
2 4 

P16 Female 41 2 
Nurse  

Assistant 
3 5 

P17 Female 59 25 
Nurse  

assistant 
7 5 

P18 Female 49 18 
Head nurse  

assistant 
7 5 

P19 Female 27 2 Nurse 1 5 

P20 Female 44 2 Nurse 3 5 

P21 Female 32 3 Nurse 3 5 

P22 Female 26 1 Nurse 1 5 

P23 Female 34 9 
Head nurse  

assistant 
7 5 

P24 Female 31 2 Nurse 8 5 

1 Age and seniority are presented in years; employment refers to years in the department. 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 7 April 2026 doi:10.20944/preprints202604.0286.v1

© 2026 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202604.0286.v1
http://creativecommons.org/licenses/by/4.0/


 4 of 15 

 

The focus group discussions were conducted to explore healthcare professionals’ experiences 

and perceptions of delirium management, aiming to generate a broad understanding of the topic 

rather than achieving consensus [22,23]. Each focus group was encouraged to reflect on challenges 

and barriers related to delirium management within their own profession, enabling the exploration 

of profession-specific perspectives. The composition of the groups was carefully considered, and 

participants were grouped based on professional background to facilitate open discussion and 

highlight shared professional understandings [22,23]. Each focus group comprised a single 

professional group, except for one multidisciplinary group including neuropsychologists, speech 

therapists, occupational therapists, and physiotherapists. This grouping was intended to create a safe 

space for dialogue and to minimize the influence of professional hierarchies during the discussions. 

For example, combining senior and junior physicians might create a power imbalance that could 

inhibit junior physicians from contributing their perspectives. By organizing the groups in this way, 

we sought to promote equal participation, increase spontaneity, and allow participants to speak 

freely about their experiences. Therapists were grouped as they collaborate closely in daily practice. 

2.3. Data Collection 

The researchers obtained permission from management to invite participants during their 

working hours, allowing them to remain in their usual work context and relate directly to the 

discussion topics. The interviews were conducted in a meeting room at the hospital located outside 

the wards to avoid interruptions. A semi-structured interview guide was used, covering open-ended 

questions based on the following topics: (1) perspectives of delirium in general, (2) current delirium 

practice, (3) barriers and facilitating factors, and (4) recommendations for delirium management. 

Open-ended questions allowed participants to express their views in their own words and elaborate 

on their experiences. One author moderated the interviews, while another author served as an 

observer and took reflection notes. The moderator facilitated the discussions through active listening 

and fostering a safe and comfortable environment for participants [30]. To minimize potential 

influence on the participants, the moderator remained aware of the preconceptions throughout the 

interviews [24–26]. At the end of each interview, the observer was invited to ask supplementary or 

clarifying questions to address any ambiguities. The moderator and observer then had a debrief 

following each interview. Field notes were used to support reflection and form the initial stages of 

analysis. The interviews were audio-recorded and transcribed verbatim. 

3.4. Data Analysis 

Reflexive thematic analysis, as outlined by Braun and Clarke, was used to analyze and 

systematically organize data [Braun & Clarke, 2021]. This approach is widely recognized for its 

flexibility and is well-suited for exploring complex phenomena in healthcare settings, as it allows for 

the identification and interpretation of patterns across qualitative data. The analysis followed a six-

step process, as outlined in Table 2. 

Table 2. Execution of the six steps of analysis. 

Step Description of the process 

1. Familiarizing yourself 

with your data 
All data were transcribed and thoroughly read by all authors.  

2. Generating initial codes 

The first and last author met to code text, which was noted on post its. 

Another member of the research group coded independently, and the 

codes were then compared in a joint workshop. This process resulted 

in the merging of initial codes, guided by the study aim. 

3. Searching for themes 
After coding, all authors met to identify initial themes, which were 

organized in a table and registered in a joint document. 

4. Reviewing themes 
Through several rounds of reading both the transcripts and the codes, 

the research team engaged in an iterative process of reflection and 
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comparison. This led to the gradual development, adjustment, and 

merging of codes into themes, resulting in three final themes that 

reflected participants´ perceptions of delirium management. 

5. Defining and naming 

themes 
The themes were named, highlighting the meaning of the theme.  

6. Producing the report 

Writing the analysis was a dynamic, iterative process, beginning in 

phase four and moving back and forth between the last three of the six 

steps. The focus was on relating the data to the research aim. 

The process began with repeated reading of the transcripts to ensure familiarization with the 

data. Data were then systematically coded, followed by collaborative discussions and iterative 

refinement of themes. This process involved continuous reflection and resulted in a set of themes 

capturing participants’ perceptions of delirium management. 

3.5. Rigor 

The research team engaged in continuous critical reflection on their influence during the data 

collection and analysis process [25,26,31]. Researcher triangulation was applied during the 

development of the interview guide, as well as during data analysis and interpretation [25,26,31]. 

This involved discussions of coding, theme development, and the selection of illustrative quotes. 

Codes and themes were compared across professional groups to identify similarities and differences 

in perspectives. To enhance transparency and transferability, the processes of sampling, data 

collection, and analysis were described in detail [25,26,31]. During interviews, reflexivity was 

supported by probing participants’ responses and seeking clarification to ensure shared 

understanding [25,26,31]. The research team comprised researchers with diverse professional, 

clinical, and research backgrounds. The researchers were employed in the department but had no 

clinical responsibilities. 

3.6. Ethical Considerations 

The Danish Data Protection Agency approved this study (J.nr.: P2025-19545). The study was 

conducted in accordance with the ethical principles of the Declaration of Helsinki [32]. According to 

the regional ethics committee, the study was not classified as biomedical research and therefore did 

not require formal ethical approval (J.nr. EMN-2025-05969). The study was approved by department 

management. Participants received written and verbal information and provided informed consent. 

Additionally, they were told that participation was voluntary. Data were handled confidentially and 

anonymized, and participation had no consequences for employment. 

3. Findings 

3.1. Findings from the Analysis 

Analysis of the focus group interviews revealed three interconnected themes reflecting 

healthcare professionals’ perceptions of delirium care in an acute neurological setting. These themes 

were: (1) delirium care practices in an acute neurological setting, (2) multidisciplinary collaboration 

in delirium care, and (3) responsibility for delirium care. Each theme covers two sub-themes that 

capture how organizational pressures, professional boundaries, and cultural norms shape the 

recognition and management of delirium. Collectively, the themes illustrate how delirium care 

management is shaped by structural and contextual factors across clinical practices, collaborative 

processes, and the distribution of responsibility (Figure 1). 

[Figure 1 The analytical process] 
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Figure 1. The analytical process. This illustrates the development from data extracts (quotations) to initial codes, 

subthemes, and themes. 

3.1.1. Delirium Care Practices in an Acute Neurological Setting 

3.1.1.1. The Patient with Delirium Is Deprioritized 

Interviews revealed that delirium care was often assigned low priority in the acute neurological 

ward. Participants described how delirium care was often overlooked, and at times framed as 

disruptive rather than as involving vulnerable patients. Care was frequently delegated to temporary 

agency sitters or different caregivers, who were perceived as insufficiently prepared to manage the 

complexity of delirium care. As a result, delirium care could “disappear” from the workflow, 

particularly when a sitter was present. Because delirium does not always present as agitation or 

obvious hallucinations, but may instead be presented as confusion or quiet withdrawal, several 

participants expressed moral discomfort when these patients were overlooked: 

“I know that we deprioritize them because they do not draw attention to themselves.” (P11). 

Nurses described how this care organization led to gaps in fundamental care. Essential elements 

such as mobilization, nutrition, medication administration, and observation were inadequately 

performed. These experiences highlighted how practical organization of care, rather than lack of 

knowledge alone, shaped delirium management: 

“It should be the permanent staff who takes care of the patients (instead of a temporary staff), so that 

assessment was done, food and drink were provided, medication, toilet visits, and mobilization... all 

the basic things that can get the patient out of delirium again" (Nurse, P18) 

Physicians reported that their involvement typically occurred only when delirium had escalated: 

“When we as physicians get involved, it is because it has already gone far… If we do not hear about 

it, then it has probably been handled well by the nursing staff” (P1) 

Limited continuity in patient observations contributed to delayed recognition of symptom 

changes. This could lead to late interventions of delirium care: 

“Nurses discover it… but we do not see the fluctuation. It is the nurses who are with the patients 

the most.” (P3) 

Therapists emphasized that engagement in delirium care required time, attentiveness, and 

involvement of relatives. However, this work was described as resource-intensive, undervalued, and 

insufficiently prioritized within the acute setting. Therapists reported that delirium care, including 

family involvement, was often viewed as burdensome rather than as a clinical priority. 
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Collectively, these findings indicate that delirium care was often deprioritized in daily practice 

due to time constraints and competing clinical demands. Screening was frequently omitted, as 

attention was directed towards more acute tasks, while short hospitals admissions further limited 

opportunities for assessment. As a result, patients with delirium, particularly those with less overt 

symptoms, were less likely to attract clinical attention and could become less visible within routine 

workflows. Collectively, these conditions led to inconsistent delivery of fundamental care, 

discontinuity, limited interdisciplinary coordination, and insufficient integration of relatives’ 

perspectives. Participants highlighted systematic screening, followed by early, preventive, 

multicomponent interventions, as well as earlier collaboration across healthcare professionals, as key 

areas for improvement. 

3.1.1.2. Person-Centered Care Has Tough Conditions in an Acute Environment 

Across professions, participants described person-centered care as an important ideal, but rarely 

achievable in the acute neurological ward. Overcrowding, high patient turnover, and limited 

delirium-specific competencies constrained the ability to individualize care. Patients with delirium 

were often labeled as ‘troublesome’ and received little meaningful interaction from qualified staff. 

This dilemma between ideals and clinical reality was reflected in participants’ emphasis on both 

fundamental care and the development of delirium-specific competencies as central to improving 

practice: 

“I think that a patient with delirium represents the fundamental nursing care that we must provide. 

That is the core of our nursing care: finding the triggering factors and uncovering what needs these 

patients have. If we become competent in delirium patients, then we will also become competent in 

all other patients” (P23) 

Therapists and neuropsychologists, whose assessments required longer interactions, described 

a more dialogical approach, underlining that meaningful assessment depended on sustained 

interaction with both patients and relatives. They noted that this type of knowledge often remained 

invisible in a fast-paced acute culture: 

“We sit down and try to communicate with the patient, but at the same time, we also get information 

from the relatives about the patient, which the nursing staff and the physicians who are rushing in 

and out do not get. So, we have some knowledge that the other professional groups need” (P12) 

A tension emerged between efficiency-driven workflow and relational care needs: 

“The patient becomes ‘the difficult patient’… staff need to move quickly, but this patient really needs 

you to enter the room slowly and be able to contain them.” (P9) 

Physicians described how these constraints affected their professional role, with the inability to 

provide relational care experienced as a loss of professional meaning. Therapists and nurses 

highlighted repeated disruptions that prevented continuity of care plans, including sleep–wake 

routines, environmental adjustments, and reorientation strategies: 

“Reality is unpredictable… especially on an acute ward. The plans can be very difficult to follow 

through.” (P15) 

These findings showed a persistent tension between the ideal of person-centered care and the 

realities of acute neurological practice. Organizational constraints, limited competencies, and 

workflow pressures hindered individualized and relational care, disrupted continuity, and 

contributed to a perceived loss of professional meaning. 

This theme indicates that person-centered care is fragile within acute neurology, affecting both 

patient care and staff well-being. Despite shared knowledge of and commitment to person-centered 

care, structural pressures such as overcrowding and time constraints, alongside a culture focused on 

efficiency and crisis management, undermined relational care. Participants highlighted approaches 

to support delirium care, including continuity of staff, involvement of relatives as an active resource, 

and preventive interventions aimed at reducing both the development and consequences of delirium. 
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These approaches emphasized prioritizing relational care, calmness, circadian rhythm, and 

attentiveness before medication. 

3.2.1. Multidisciplinary Collaboration in Delirium Care 

3.2.1.1. Mono-Professionalism Hinders Multidisciplinary Collaboration 

Across interviews, participants emphasized the importance of supporting patients with 

delirium, but collaboration was often described as fragmented and predominantly mono-

professional. Each profession tended to focus on its own tasks, and genuine joint efforts, shared goals, 

and coordinated interventions were rare. While all professional groups recognized delirium as a 

common complication associated with hospitalization, collaboration was hindered by siloed practices 

and unclear expectations. Physicians reported being involved late in the process and primarily for 

specific tasks: 

“When we are asked to act, it involves medication.” (P4) 

Despite established plans, implementation frequently faltered due to workload, communication 

gaps, and inconsistent follow-up: 

“It can be hard to implement the good plans… everyone has so many other tasks.” (P15) 

Nurses described reluctance among colleagues to intervene or screen when delirium was 

suspected, noting that insufficient or missing nursing data often left physicians without the necessary 

basis for decision-making. Engaging colleagues in delirium screening was described as difficult, and 

the lack of systematic documentation weakened collaboration: 

"I have a really hard time persuading my colleagues to go into the delirium problem and screen the 

patient. They always expect a prescription from the physicians.... It is always me who is left with the 

delirium patient… We need physicians, but I do not always experience that we provide the data that 

the physicians demand " (P20) 

“There is a lack of reflection… some feel you step on their toes when suggesting screening.” (P21) 

Therapists also noted that assessments were often postponed or incomplete when delirium was 

present: 

“When the patient is delirious, we cannot assess them… we do not see them continuously, and our 

assessments become delayed.” (P13) 

Findings showed that mono-professional approaches limited coordinated delirium care. 

Stronger interdisciplinary structures, covering systematic meetings, joint reflection, role clarity, and 

dedicated expertise, were viewed as essential to improve coherence and accountability, and to 

support person-centered care. Participants highlighted the importance of shared care plans and their 

consistent maintenance, as well as early interdisciplinary collaboration. Timely cross-professional 

discussions were described as essential for creating stability and preventing late escalation. 

3.2.2.2. Joint Clarification of Delirium as a Concept 

Interviews revealed considerable uncertainty across professional groups in distinguishing 

delirium from symptoms of underlying neurological conditions. There was inconsistency across 

professions in how delirium was understood, identified, and managed. Nurses reported reliance on 

subjective impressions rather than validated tools: 

“I miss that we use the screening tools… it quickly becomes a subjective judgement: ‘Well, it is 

probably just the neurological condition.’” (P19) 

This uncertainty was described as leading to misdiagnosis and delayed treatment. Nurse 

managers described situations where behavior initially interpreted as delirium was later recognized 

as part of a chronic condition: 
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"Last week, we had a patient who was acting violently and threatened us with death and destruction. 

We were sure that he was delirious! But it turned out that he was always like that, and that he had 

alcoholic dementia. ... it can sometimes be a muddy picture!" (P9) 

Therapists and neuropsychologists also reflected on this challenge, emphasizing that even in 

interdisciplinary discussions, there was confusion about basic terminology: 

"When we attend the morning conferences, I experience that there is uncertainty about the concepts 

of confusion and delirium. When is what, what? I don't know what the right definition is, but at 

least we must speak the same language!" (P12) 

Physicians noted that their assessments were largely shaped by nursing reports, underscoring 

the need for shared definitions: 

“Physicians are primed by what the nurses say… If nurses do not alert delirium, we don’t recognize 

it.” (P2) 

Participants emphasized the need for shared terminology and a more structured, shared 

approach to delirium care. Conceptual ambiguity was described as undermining both confidence and 

consistency in delirium care. Participants highlighted the importance of closer interdisciplinary 

dialogue, joint clarification of terminology, early collaborative prevention, and consistent follow-up 

on care plans. 

Collectively, this theme suggested that multidisciplinary collaboration in delirium care was 

constrained by mono-professional practices, unclear expectations, inconsistent communication, and 

conceptual ambiguity. Although delirium was recognized as a shared challenge, collaboration 

remained fragmented, with delayed involvement, difficulties in implementing care plans, and 

inconsistent documentation and follow-up. These challenges highlight the need for shared 

definitions, structured communication, and earlier cross-professional collaboration. 

3.2.3. Responsibility for Delirium Care 

3.2.3.1. Organization Impact Perceptions of Responsibility 

Across professional groups, participants described clear understandings of their own roles, yet 

uncertainty about overall responsibility for delirium care. Participants described uncertainty about 

who holds overall responsibility, particularly when sitters, new staff, or inexperienced colleagues 

were involved. Senior physicians, however, clearly recognized the nurses’ central role in delirium 

care: 

"It is most often the nursing staff that discovers delirium in the patient. We physicians have more 

supportive functions." (P1) 

Participants emphasized the importance of organizational structures that support 

interdisciplinary continuity in delirium care. A stable team around the patient was described as 

essential for ensuring consistent follow-up, ongoing revision of care plans, and shared responsibility 

across professions. This perspective highlights how continuity is not only a clinical issue but also an 

organizational one, requiring structured collaboration and sustained coordination over time: 

"I think that a permanent interdisciplinary team around the patient, ensuring continuity, revision, 

and ongoing follow-up on the plan, is the way forward.” (P14) 

At the same time, responsibility was shaped not only by professional boundaries but also by 

organizational and economic constraints. Nurse managers described financial and staffing pressures 

as a constant challenge, particularly when aligning staffing with patient needs: 

"From a management perspective, it is a burden that there must always be someone with the patient, 

and temporary staff are expensive. They (temporary staff) have no authority or ability to care" (P8) 

Participants described a strong sense of responsibility for ensuring appropriate delirium care. 

However, care was often delegated to temporary agency staff, who were perceived as lacking the 

necessary knowledge, competencies, and engagement. This mismatch undermined continuity of care 
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and limited the team’s ability to provide timely and appropriate care. Participants highlighted the 

need for greater structure and systematization, including checklists, standardized workflows, and 

clinical guidelines to reduce person-dependence. They also emphasized the importance of increased 

access to knowledge and key personnel, such as visible resource persons and ongoing training. 

3.2.3.2. The Relevance of Hospitalizing Patients with Delirium 

Participants described a paradox in distinguishing symptoms of neurological disease from 

delirium. While participants spoke of the responsibility to detect delirium, they also experienced that 

a diagnosis could prolong hospitalization. Transfer often required symptom resolution, which was 

difficult to achieve in patients with delirium. Thereby prolonging hospital stays and delaying 

rehabilitation. 

A recurring dilemma concerned whether hospitalization was always beneficial for frail older 

adults at high risk of delirium. Physicians questioned the appropriateness of admitting patients who 

might deteriorate due to environmental changes rather than medical illness, and instead advocated 

for community-based alternatives: 

“Some patients… I really think they would have been better off never coming here. We do not help 

them very much… One could wish for alternatives. Some should be seen by outreach teams instead 

of being admitted.” (P1) 

Nurses, physicians, and managers similarly reflected that, for some patients, admission 

exacerbated confusion and distress: 

“Some patients might have been better off staying at home… the admission makes them more 

confused.” (P8) 

Participants described a paradox in which detecting delirium could prolong hospitalization and 

delay rehabilitation. Participants highlighted alternatives such as avoiding unnecessary transfers and 

expanding nursing home–based or outreach services as more appropriate options for high-risk, frail 

patients. 

Overall, this theme illustrated how responsibility for delirium care was shaped by the interaction 

between professional roles and organizational and economic conditions. Although individual 

responsibilities were clear, overall responsibility remained diffuse, particularly in the context of 

staffing instability and resource constraints that undermined continuity and coordination of care. 

Participants also highlighted dilemmas related to hospitalization, where admission could both 

support and worsen patient outcomes, emphasizing that responsibility extends beyond individual 

professionals and is embedded in organizational structures and care pathways. 

4. Discussion 

This study explored how multidisciplinary healthcare professionals in an acute neurological 

department perceive and manage delirium. Although delirium was widely recognized as a serious 

and complex condition, the findings reveal a persistent gap between this recognition and the care 

provided in everyday clinical practice. Collectively, delirium care was shaped by tensions between 

clinical ideals and organizational realities across three interrelated themes: care practices, 

multidisciplinary collaboration, and responsibility. 

In relation to care practices, organizational pressures and environmental constraints limited the 

consistent implementation of preventive and person-centered approaches. Patients with delirium, 

particularly those with less overt symptoms, were at risk of becoming less visible within routine 

workflows, contributing to discontinuity and inconsistent delivery of care [33,34]. Similar challenges 

have been described in literature, in which less overt presentations of delirium are more likely to be 

overlooked [34–36]. The diagnostic complexity of delirium in neurological populations further 

contributed to these challenges. Overlapping and fluctuating symptoms, often difficult to distinguish 

from underlying neurological conditions, introduced uncertainty in both recognition and clinical 

decision-making [9,10]. This complexity is further intensified using overlapping and imprecise 
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terminology, such as “acute confusion” or “altered mental status”, which may obscure the clinical 

significance of delirium and contribute to unrecognition and inconsistent management [37–39]. In 

contrast, delirium is a well-defined clinical syndrome characterized by disturbances in attention, 

awareness, and cognition with an acute and fluctuating course [1,3,14]. The use of non-specific terms 

may therefore reinforce diagnostic ambiguity, particularly in neurological settings where symptom 

overlaps are common, further complicating clinical decision-making and interdisciplinary 

communication. This aligns with the results from the current study, where the participants were 

missing a common delirium language. According to the participants’ perspectives, addressing these 

barriers requires structured approaches, including systematic screening linked to clear clinical 

actions, continuity of staff and care plans, and early, preventive, multicomponent interventions. 

These strategies align with evidence demonstrating that multicomponent, non-pharmacological 

interventions reduce delirium incidence when implemented within structured care processes 

[35,40,41]. The findings highlighted a gap between the ideal of person-centered care and the realities 

of acute neurological practice. Person-centered care was described as a shared professional value, yet 

difficult to realize in an environment characterized by time pressure, high patient turnover, and 

competing clinical priorities. Within the Fundamentals of Care framework, delirium management 

requires integration of physical, psychosocial, and relational dimensions of care; however, these 

dimensions were often undermined by structural constraints [42]. Similar barriers to person-centered 

and preventive delirium care have been identified in previous research, including limited time, 

competing demands, and lack of continuity [19,34,35,43]. Participants emphasized that relational and 

preventive approaches, such as maintaining circadian rhythm, creating calm environments, and 

involving relatives, are essential components of effective delirium care, yet remain difficult to 

prioritize without organizational support. 

Multidisciplinary collaboration was recognized as essential but was often characterized by 

mono-professional practices and limited coordination. Physicians were typically involved later and 

primarily in pharmacological decision-making, while nurses and therapists managed fluctuating 

symptoms with limited interdisciplinary support. Even when care plans were developed, 

implementation was inconsistent due to communication gaps, workload pressures, and a lack of 

systematic follow-up. This aligns with research demonstrating that delirium care often lacks 

coordinated, interdisciplinary approaches despite clear recommendations [3,11,15,36]. A key barrier 

to collaboration was the absence of a shared conceptual understanding of delirium. Uncertainty in 

distinguishing delirium from neurological symptoms, combined with inconsistent screening 

practices, delayed recognition, and intervention. Nurses often depend on subjective assessments, 

while physicians rely on nursing reports, reflecting interdependence without a shared framework. 

Similar challenges have been reported, where variability in terminology and assessment practices 

contributes to inconsistent management [3,15,36]. In this context, delirium care appeared to fall 

between professional domains, limiting coordinated action and reinforcing fragmented care 

processes. Strengthening collaboration, therefore, requires shared terminology, structured 

communication, and regular cross-professional dialogue, supported by shared care plans and 

consistent follow-up. These approaches are consistent with implementation research showing that 

structured interdisciplinary processes improve coherence and continuity in delirium care 

[19,34,41,43]. 

Responsibility for delirium care was depicted as both shared and ambiguous. While healthcare 

professionals described clear individual roles, overall responsibility was often unclear and negotiated 

in practice, particularly in contexts characterized by staffing instability and resource constraints. This 

contributed to situations where responsibility was implicitly transferred rather than consistently 

maintained, reducing patients’ visibility within the system. Organizational and economic constraints 

further shaped how responsibility was enacted. Time pressure, staffing shortages, and competing 

priorities limit the ability to provide continuous, relational care, contributing to task-oriented rather 

than person-centered approaches [19,20]. Participants also described ethical tensions related to 

hospitalization, particularly for frail patients at high risk of delirium, where admission could both 
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support and exacerbate symptoms. Similar concerns have been raised in the literature, suggesting 

that care pathways and environments influence both responsibility and patient outcomes [44,45]. To 

support clearer ownership, participants emphasized the need for defined roles, visible resource 

persons, and ongoing education, alongside organizational structures such as standardized workflows 

and checklists to reduce person-dependence and support continuity of care [15,19,34,43]. 

Overall, these findings suggest that delirium care is constrained by interconnected challenges 

related to clinical complexity, organizational conditions, and professional practices. Across the three 

domains, participants consistently pointed towards solutions that emphasize structure, collaboration, 

and continuity. These findings align with previous research demonstrating that delirium care is often 

fragmented, inconsistently implemented, and shaped by organizational and systemic constraints in 

acute settings [3,11,15,36]. In summary, this suggests that improving delirium care requires system-

level approaches that integrate structured practices, interdisciplinary collaboration, and clearly 

anchored responsibility, thereby enabling more consistent and person-centered care in acute 

neurological settings. 

4.1. Methodological Considerations 

This study is strengthened by its qualitative design, which enabled an in-depth exploration of 

healthcare professionals’ experiences, perceptions, and practices related to delirium management. 

Qualitative methods are well-suited to investigate complex clinical phenomena as they occur in real-

world contexts, allowing insight into meanings, interactions, and organizational processes that are 

not easily captured through quantitative approaches [25,46]. The inclusion of multiple professional 

groups provided a multidisciplinary perspective on delirium care, allowing comparison across roles 

and contributing to a more comprehensive understanding of clinical practices and organizational 

challenges. In addition, the relatively large number of participants increased the variation in 

perspectives and supported the transferability of findings within similar clinical contexts. The focus 

on an acute neurological setting further strengthens the study, as this represents a complex and 

underexplored context in delirium research. In line with Lincoln and Guba (2005), credibility was 

supported through variation and triangulation of perspectives across professional groups [31]. 

Several limitations should be considered. The study was conducted within a single neurological 

department, which may limit transferability to other settings with different organizational structures 

or patient populations. However, qualitative research aims to provide contextually grounded 

insights rather than statistical generalization, and a detailed description of the setting may support 

assessment of relevance to other contexts [25]. In addition, the researchers were employed within the 

same department as participants, which may have influenced data collection and interpretation. 

Although there was no direct collaboration in daily clinical work, familiarity with the organizational 

context may have shaped both participants’ responses and the researchers’ interpretations. At the 

same time, this contextual knowledge may have supported a deeper understanding of clinical 

practice. This dual position underscores the importance of reflexivity in qualitative research and 

relates to considerations of confirmability and dependability, where the researcher’s role is 

recognized as integral to the knowledge production process [25,31]. 

4.2. Implications for Practice and Research 

Improving delirium care in acute neurology requires prioritizing delirium as a high-risk 

condition and implementing structured, interdisciplinary approaches rather than reactive or 

individualized practices. In clinical practice, this includes systematic screening linked to clear actions, 

shared care plans, continuity of care, and regular interdisciplinary communication to strengthen 

coordination and accountability. At an organizational level, the structuring of care, through primary 

care teams, minimizing unnecessary transfers, and embedding delirium care within routine 

workflows, appears central to supporting consistent and person-centered practice [15,19,34,35,41,43]. 

For future research, the findings highlight the need to move beyond identifying barriers and instead 

test interventions that explicitly address how care is organized in practice. Future studies should 
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evaluate how structured workflows, shared responsibility, and multidisciplinary collaboration can 

be operationalized within routine care, and how organizational models influence the implementation 

and sustainability of delirium care interventions [15,19,34,35,38,41,43,44]. 

5. Conclusions 

This study explored how multidisciplinary healthcare professionals perceive and manage 

delirium in an acute neurological setting. Although delirium was widely recognized as a complex 

condition, its management was constrained by organizational pressures, limited interdisciplinary 

coordination, and unclear responsibility, leading to inconsistent person-centered and preventive 

care. The findings suggest that delirium care extends beyond a clinical challenge and reflects a 

system-level issue shaped by the interaction between clinical complexity, professional practices, and 

organizational structures. Patients with delirium were at risk of reduced clinical visibility and 

fragmented care, particularly in contexts of high workload and staffing instability. 

This study adds to existing research by providing a multidisciplinary perspective on how these 

challenges intersect in practice. Improving delirium care, therefore, requires structured 

organizational and interdisciplinary approaches that support early identification, continuity, shared 

understanding, and clearly defined roles and responsibility. 

Author Contributions: Conceptualization, S.K. and J.F.J.; methodology, S.K. and C.F.J.; formal analysis, C.F.J., 

S.K., and J.F.J.; validation, C.F.J. and J.F.J.; investigation, S.K. and J.F.J.; data curation, C.F.J., S.K., and J.F.J.; 

writing—original draft preparation, C.F.J.; writing—review and editing, C.F.J., S.K., and J.F.J.; supervision, J.F.J.; 

project administration, J.F.J.; ethical approval, J.F.J. All authors have read and agreed to the published version 

of the manuscript. 

Funding: This research received no external funding. The APC was funded by the Department of Neurology, 

Zealand University Hospital, Roskilde, Denmark. 

Institutional Review Board Statement: The study was conducted in accordance with the Declaration of 

Helsinki. According to the regional ethics committee, the study was not classified as biomedical research and 

therefore did not require formal ethical approval (J.nr. EMN-2025-05969). The study was approved by the Danish 

Data Protection Agency (J.nr. P2025-19545). 

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study. The study 

was conducted in accordance with the ethical principles of the Nordic Nurses’ Federation. Participants received 

both verbal and written information, participation was voluntary, and all data were anonymized. 

Data Availability Statement: The data presented in this study are available on reasonable request from the 

corresponding author. The data are not publicly available due to ethical and privacy restrictions. 

Acknowledgments: The authors would like to thank the department management for granting permission to 

conduct the study, and all participants for their open and honest contributions during the interviews. 

Use of Artificial Intelligence: During the preparation of this manuscript, the authors used ChatGPT (Copilot) 

for language editing and text refinement. The authors have reviewed and edited the output and take full 

responsibility for the content of this publication. 

Conflicts of Interest: The authors declare no conflicts of interest. 

References 

1. Association. AP. Diagnostic and Statistical Manual of Mental Disorders. Washington DC, USA: American 

Psychiatric Association; 2013. 

2. Gong X, Jin S, Zhou Y, Lai L, Wang W. Impact of delirium on acute stroke outcomes: A systematic review 

and meta-analysis. Neurol Sci. 2024;45(5):1897-911. 

3. Inouye SK, Westendorp RG, Saczynski JS. Delirium in elderly people. Lancet. 2014;383(9920):911-22. 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 7 April 2026 doi:10.20944/preprints202604.0286.v1

© 2026 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202604.0286.v1
http://creativecommons.org/licenses/by/4.0/


 14 of 15 

 

4. Oh ES, Fong TG, Hshieh TT, Inouye SK. Delirium in Older Persons: Advances in Diagnosis and Treatment. 

JAMA. 2017;318(12):1161-74. 

5. Leslie DL, Inouye SK. The importance of delirium: economic and societal costs. J Am Geriatr Soc. 2011;59 

Suppl 2(Suppl 2):S241-3. 

6. Bilek AJ, Richardson D. Post-stroke delirium and challenges for the rehabilitation setting: A narrative 

review. Journal of stroke and cerebrovascular diseases : the official journal of National Stroke Association. 

2023;32(8):107149. 

7. Ominyi J, Alabi A. Enhancing Evidence-Based Practice Implementation in Acute Care: A Qualitative Case 

Study of Nurses’ Roles, Interprofessional Collaboration, and Professional Development. Can J Nurs Res. 

2025;57(4):517-29. 

8. Ominyi J, Alabi A. Bridging Barriers to Evidence-Based Practice and Knowledge Utilisation: Leadership 

Strategies in Acute Care Nursing. Hospitals. 2025;2(1):4. 

9. Zipser CM, Deuel J, Ernst J, Schubert M, Weller M, von Känel R, et al. Predisposing and precipitating factors 

for delirium in neurology: a prospective cohort study of 1487 patients. J Neurol. 2019;266(12):3065-75. 

10. Nisgaard MG, Boesen SV, Jensen J. Assessing Delirium in Patients With Neurological Diseases. J Neurosci 

Nurs. 2024;56(5):157-63. 

11. Tieges Z, Quinn T, MacKenzie L, Davis D, Muniz-Terrera G, MacLullich AMJ, et al. Association between 

components of the delirium syndrome and outcomes in hospitalised adults: a systematic review and meta-

analysis. BMC Geriatr. 2021;21(1):162. 

12. Kneihsl M, Berger N, Sumerauer S, Asenbaum-Nan S, Hoger FS, Gattringer T, et al. Management of 

delirium in acute stroke patients: a position paper by the Austrian Stroke Society on prevention, diagnosis, 

and treatment. Ther Adv Neurol Disord. 2024;17:17562864241258788. 

13. Stokholm J, Steenholt JV, Csilag C, Kjaer TW, Christensen T. Delirium Assessment in Acute Stroke: A 

Systematic Review and Meta-Analysis of Incidence, Assessment Tools, and Assessment Frequencies. J Cent 

Nerv Syst Dis. 2019;11:1179573519897083. 

14. NICE. National Institute for Health and Care Excellence: Guidelines. Delirium: prevention, diagnosis and 

management in hospital and long-term care. London: National Institute for Health and Care Excellence 

(NICE). Copyright © NICE 2023.; 2023. 

15. Szewczak A, Siwicka D, Klukow J, Czerwik-Marcinkowska J, Zmorzynski S. Clinical Nursing Management 

of Adult Patients with Delirium in a Hospital Setting-A Systematic Review. J Clin Med. 2025;14(22). 

16. Momsen AM, Rasmussen JO, Nielsen CV, Iversen MD, Lund H. Multidisciplinary team care in 

rehabilitation: an overview of reviews. J Rehabil Med. 2012;44(11):901-12. 

17. Patel MB, Bednarik J, Lee P, Shehabi Y, Salluh JI, Slooter AJ, et al. Delirium Monitoring in Neurocritically 

Ill Patients: A Systematic Review. Crit Care Med. 2018;46(11):1832-41. 

18. Lee G, Roh YS. Knowledge, barriers, and training needs of nurses working in delirium care. Nurs Crit Care. 

2023;28(5):637-44. 

19. Mailhot T, Crump L, Clausen C, Valentine-Joannette T, Bouaouina Z, Leblanc ME, et al. Nurse-perceived 

barriers and facilitators influencing optimal delirium care in acute care patients: Findings from the 

INVOLVE_RN study on barriers and facilitators. Geriatr Nurs. 2025;63:76-84. 

20. Ragheb J, Norcott A, Benn L, Shah N, McKinney A, Min L, et al. Barriers to delirium screening and 

management during hospital admission: a qualitative analysis of inpatient nursing perspectives. BMC 

Health Serv Res. 2023;23(1):712. 

21. Bae KS, Roh YS. Factors Affecting Delirium Care Core Competency Among Nurses: A Descriptive 

Correlational Study. Nurs Health Sci. 2024;26(4):e13158. 

22. Halkier B. Focus Groups as Social Enactments: Integrating Interaction and Content in the Analysis of Focus 

Group Data. Qualitative Research - QUAL RES. 2010;10:71-89. 

23. Malterud K. Fokusgrupper som forskningsmetode for medisin og helsefag. Oslo, Norway: 

Universitetsforlaget; 2012. 168 p. 

24. Creswell JW, Poth CN. Qualitative inquiry and research design: Choosing among five approaches: Sage 

publications; 2016. 

25. Malterud K. Qualitative research: standards, challenges, and guidelines. Lancet. 2001;358(9280):483-8. 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 7 April 2026 doi:10.20944/preprints202604.0286.v1

© 2026 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202604.0286.v1
http://creativecommons.org/licenses/by/4.0/


 15 of 15 

 

26. Braun V, Clarke V, Hayfield N, Davey L, Jenkinson E. Doing reflexive thematic analysis. Supporting 

research in counselling and psychotherapy: Qualitative, quantitative, and mixed methods research: 

Springer; 2023. p. 19-38. 

27. Gadamer H-G. Truth and method. Paperback edition . ed. London: Bloomsbury; 2013. 623 sider. p. 

28. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item 

checklist for interviews and focus groups. Int J Qual Health Care. 2007;19(6):349-57. 

29. Patton MQ. Choosing a Sample: The Logic of Purposeful Sampling. In: MQ P, editor. Program evaluation 

Kit How to Use Qualitative Methods in Evaluation. Second Edition. Newbury Park, California: Sage 

Publications, Inc.; 1987. p. 44-70. 

30. Kvale S, Brinkmann S. Interviews: Learning the craft of qualitative research interviewing: sage; 2009. 

31. Guba EG, Lincoln YS. Paradigmatic controversies, contradictions and emerging confluences. In: Denzin 

NK, Lincoln YS, editors. The SAGE handbook of qualitative research. 3. edition. ed. Thousand Oaks, Calif.: 

Sage Publications; 2005. p. 191-216. 

32. Association WM. WMA DECLARATION OF HELSINKI – ETHICAL PRINCIPLES FOR MEDICAL 

RESEARCH INVOLVING HUMAN SUBJECTS. The World Medical Association; 2019. 

33. Kristiansen S, Konradsen H, Beck M. Nurses' experiences of caring for older patients afflicted by delirium 

in a neurological department. J Clin Nurs. 2019;28(5-6):920-30. 

34. Lim XM, Lim ZHT, Ignacio J. Nurses' experiences in the management of delirium among older persons in 

acute care ward settings: A qualitative systematic review and meta-aggregation. Int J Nurs Stud. 

2022;127:104157. 

35. Bianchi LA, Harris R, Fitzpatrick JM. Barriers to healthcare professionals recognizing and managing 

delirium in older adults during a hospital stay: A mixed-methods systematic review. J Adv Nurs. 

2024;80(7):2672-89. 

36. Bellelli G, Morandi A, Zanetti E, Bozzini M, Lucchi E, Terrasi M, et al. Recognition and management of 

delirium among doctors, nurses, physiotherapists, and psychologists: an Italian survey. Int Psychogeriatr. 

2014;26(12):2093-102. 

37. Bugiani O. Deciphering delirium through semantics: a selective synopsis. Neurol Sci. 2021;42(5):2147-51. 

38. Hshieh TT, Inouye SK, Oh ES. Delirium in the Elderly. Clin Geriatr Med. 2020;36(2):183-99. 

39. Oldham MA, Holloway RG. Delirium disorder: Integrating delirium and acute encephalopathy. 

Neurology. 2020;95(4):173-8. 

40. Burton JK, Craig L, Yong SQ, Siddiqi N, Teale EA, Woodhouse R, et al. Non-pharmacological interventions 

for preventing delirium in hospitalised non-ICU patients. Cochrane Database Syst Rev. 2021(11). 

41. Trogrlic Z, van der Jagt M, Lingsma H, Gommers D, Ponssen HH, Schoonderbeek JFJ, et al. Improved 

Guideline Adherence and Reduced Brain Dysfunction After a Multicenter Multifaceted Implementation of 

ICU Delirium Guidelines in 3,930 Patients. Crit Care Med. 2019;47(3):419-27. 

42. Kitson A, Conroy T, Kuluski K, Locock L, Lyons R. Reclaiming and redefining the Fundamentals of Care: 

Nursing's response to meeting patients' basic human needs. 2013. 

43. Thomas N, Coleman M, Terry D. Nurses' Experience of Caring for Patients with Delirium: Systematic 

Review and Qualitative Evidence Synthesis. Nurs Rep. 2021;11(1):164-74. 

44. Coolens O, Kaltwasser A, Melms T, Monke S, Nydahl P, Pelz S, et al. Delirium management in 2024: A 

status check and evolution in clinical practice since 2016. Intensive Crit Care Nurs. 2025;89:103995. 

45. Leinert C, Dejgaard M, Glaser I, Myrstad C, Nordnes PR, Salvi M, et al. Delirium awareness and care 

practices among Western European healthcare professionals: a survey. Eur Geriatr Med. 2026. 

46. Creswell JW, Creswell JD. Research design: Qualitative, quantitative, and mixed methods approaches. 6th 

ed: Sage publications; 2023. 

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those 

of the individual author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) 

disclaim responsibility for any injury to people or property resulting from any ideas, methods, instructions or 

products referred to in the content. 

Preprints.org (www.preprints.org)  |  NOT PEER-REVIEWED  |  Posted: 7 April 2026 doi:10.20944/preprints202604.0286.v1

© 2026 by the author(s). Distributed under a Creative Commons CC BY license.

https://doi.org/10.20944/preprints202604.0286.v1
http://creativecommons.org/licenses/by/4.0/

