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The Perception of Delirium, Barriers, and Importance of Performing Delirium Assessment
of ICU Nurses Utilizing the CAM-ICU
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Purpose: This study was conducted to identify the perception, barriers, and importance of delirium assessment of intensive

care unit nurses utilizing a tool for delirium assessment. Methods: The subjects were 150 intensive care unit nurses who rou-

tinely use the CAM-ICU to screen delirium. Data were collected using self-report questionnaires and analyzed using descrip-

tive statistics and ranking. Results: Most intensive care unit nurses had experience of education about delirium and delirium

assessment, and had assessed over once in a shift. However, a small number of nurses recognized utilizing their assessment re-
sult and the effect on higher mortality and underdiagnosed and preventable problem. The first rank of barriers was being too
busy to assess patients and the second was difficulty of interpreting intubated patients. The importance of delirium assessment

was considered lower than assessing catheter placement and level of pain. Conclusion: The study identified intensive care unit

nurses use of a delirium assessment tool, and the perception, barriers, and importance of delirium assessment. Furthermore, it

is necessary to develop education programs to improve the early recognition of delirium by intensive care unit nurses.
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al., 2013; Page, Navarange, Gama, & McAuley,
2009). Yo E 20148 E3x1A A )2 98 3
Ag7pol x3kE U, JE, AW Z2EZ wet
TeEleleE 3l Qlth(Health Insurance Review and
Assessment Service, 2014), A AHEHAE gt A
et TFE AL A 2oy Confusion
Assessment Method for ICU (CAM—ICU) 7} H|2LZ] |l
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SR 2 3%, WA 25.3%, WL
SR 21.3% AT ASA @ WP BF 2.9
RS FFskal Ak (Table 1)
Table 1, Characteristics of Subjects (N=150)
Variables Categories n(%) M+SD
Agelyr) <25 48(820) 278+40
26~30 73(48.7)
31-35 23(15.3)
>36 6(4.0)
Gender Male 2(1.3)
Female 148(98.7)
Level of Diploma 23(15.3)
education Bachelors degree  113(75.3)
Graduate school 14(93)
Clinical 12 12(8.0) 635+481
experience 12< and (36 33(22.0)
(months)
36< and (60 32(21.3)
60< and (120 55(36.7)
>120 18(12.0)
ICU experience (12 12(8.0) 56.8+390
(months) 12< and (36 38(25.3)
36< and (60 34(22.7)
60< and (120 55(36.7)
>120 11(7.3)
Type of ICU Medical ICU 38(25.3)
Surgical ICU 80(53.3)
Medical/surgical ICU  32(21.3)
Numbers of 2 34(22 6) 29+06
assigned patient g 92(61.4)
4 24(16.0)

SEAEI T ALY A e E4(Table 2)& 4
A 7o) W AYEAE sk B 60.7%
AT, Ticke) 2BAE AR REO7.3%)7 4B
AA(96.7%)° Zroldt Aol AN =9 =%
A0 A E A AFHoR AHFEE sl
Bamol e AR AYAA A
94%7} #40] ALk SHAL. APY HlEo] lojA 2
Table 2, Characteristics of Delirium Assessment (N=150)
Variables Categories n %
Experience of delirious Nearly daily 91 607
patients Once in a week 50 333

Once in a month 7 47
None 2 13
Experience of education  Yes 146 973
of delirium No 4 27
Experience of education  Yes 145 967
of delirium assessment No 5 33
Requirement of regular Presence 140 933
sedation assessment Absence 1 07
Not sure 9 60
Requirement of regular Presence 141 940
delirium assessment Absence 5 33
Not sure 4 27
Frequency of sedation Sometimes 5 33
assessment Once per shift 101 67.3
Twice per shift 44 293
Frequency of delirium Occasionally 9 6.0
assessment Once per shift 128 853
Twice per shift 13 87
Protocol/guideline of Presence 109 727
delirium management Absence 16 107
Not sure 25 167
Sharing of tools of Yes 127 847
delirium assessment and No 7 47
document ’
Not sure 16 107
Using nurses’ Yes 49 327
assessment in No 36 240
physician” s decision- ’
making Not sure 65 433
Reporting of incidence of ~ Yes 58 387
delirium in ICU No 20 133
Not sure 72 480

*|CU= Intensive Care Unit

36

*|CU= Intensive Care Unit



3438 - 5lo|d - Zdele
T 513 o)A ¢S APt SE&eE 7S5 A Table 3, ICU Nurses' Perceptions of Delirium (N=150)
96.6%, AYALS 25 = 13 o)A £=st= AU} Contents Categories n %
94% Al Aarme) x| Ko| Qloka iuket Ao} 72.7%, Delirium is q common response to  Agree 143 953
FHBATE AVASE AT oAl AFR ST SuE A the ICU environment, Not agree 7 47
o =2 = o o "1 ‘o1
7} 32, 7% 51, ZBAA Yo] Aupage] o3t 1 14 %eLIJnum is a critical problem inthe ~ Agree 140 933
A7 SIEFT et 21547} 38,7991, | e 0o
Delirium is a problem that requires ~ Agree 134 893
i;:i(\e/gi\i/r;tnegrventions on the part of Not agree 16 107
3 %2,_|-X|-{é._|,7_|'gA|-9| /.\5.' %I-o" LH o'_l- ﬂ&l Delirium is associated with higher ~ Agree 68 453
patient mortality Not agree 8o 547
Aol tiek ke Ake] 14 (Table 3)9 B el Delirium is an underdiagnosed Agree 59 393
T BANA &3] YERE = e S48(95.3%)0] problem, Not agree 91 607
), Aol Fagt £A1(93.3%)°]H —JEO]—J A=2Ql Delirium can be prevented. Agree 72 480
A7 a3t 7A(89.3%) 0l thall A= Hol kS Af Not agree 78 520
7} Zol3it}, Z3kr}Alof A HUFXITA-O] hx]x]% A 2 *ICU= Intensive Care Unit
£ Hol e Guk olgo] BrE AL FelskAl kst
(60.7%). E3 Awol AYES /AL BA  HalHe] oA AT 3e9lE AsHE © Azke] U
(45.3%) 010 Adgo] ol 7Hsdt £A1(48.0%)2H= Q14 23 2857] dlgof A shrlofl AlZte] SE5HA] &F
o= Al o]5k9] 7k AL BojgTt, o, 49 WA SR AFYE|7) oL, 5
R WAL S 1P A, 6este
4, ZERIA ZhSAL0| kb ol Zof2el WAATE A e et T AR
£ AHgEHE Blo] 3 Fute AR 7o) ¢
AR O] A2l 1074 FolA FohEst e tF, 8&glE US| APYATE 718ats] ofhLk, 9
37HAE Adsto] 191, 249, 3912 FRajol S £9lE AHETS A83HE o A4zl YUtk 1044
b ok 9l W2 S AR ALE ZdE efs = 2F T SEAEA EAIA YA S 8
S o QEsE YR Bk 7 el 499 ﬂoﬂm 51x] =t} o] %A GH(Table 4),
olgit}. 291 VITHTE §4 9 B
Table 4, Rank of Barriers related to Delirium Assessment (N=150)
Respondents(n) Weighted scores
Barriers Rank1 Rank2 Rank3 Total Rank1 Rank2 Rank3 Total
(A) (B) (C) (A+B+C) (D=Ax300) (E=Bx200) (F=Cx100) (D+E+F)
Too busy to perform to assessment 49 27 16 92 14700 5400 1600 21700
Difficult to interpret in intubated patients 29 32 25 86 8700 6400 2500 17600
Not enough time to perform assessment (too time consuming) 21 40 18 79 6300 8000 1800 16100
Inability to complete assessment in the sedated patient 20 14 23 57 6000 2800 2300 11100
Delirium assessment tools are too complex to use 17 16 25 58 5100 3200 2500 10800
Physicians do not use my assessment in their decision-making 8 5 24 37 2400 1000 2400 5800
Do not feel that using delirium assessment tool improves outcome 5 11 14 30 1500 2200 1400 5100
Inability to adequately document delirium assessments 1 3 2 6 300 600 200 1100
Do not feel confident in my ability to use delirium assessment tools 0 2 4 0 400 200 600
Nurses are not required to screen for delirium in my ICU 0 1 1 0 0 100 100

*|CU= Intensive Care Unit
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Table 5, Rank of Importance of Delirium Assessment in ICU

=

(N=150)

Respondents (n)

Weighted scores

Types of

Assessment Rank1 Rank2 Rank3 Rank4 Rank5 Rank6 Total Rank1 Rank2 Rank3 Rank4 Rank5 Rank6 Total
A B (© O B (F) (AtoF) (G=Ax600) (H=Bx500) (I=Cx400) (J=Dx300) (K=Ex200) (L=Fx100) (G to L)

ggffab'e vitd 4oz a4 4 2 2 1 150 64200 17000 1600 600 400 100 83900

Altered LOC 38 8 22 5 0 0 150 22800 42500 8800 1500 0 0 75600

Improper

placement of 3 20 76 15 16 20 150 1800 10000 30400 4500 3200 2000 51900

invasive devices

Presenceofpan 1 3 36 49 48 13 150 600 1500 14400 14700 9600 1300 42100

levelofsedaton O 4 9 50 47 40 150 0 2000 3600 15000 9400 4000 34000

Presence of 1 4 3 29 37 76 150 600 2000 1200 8700 7400 7600 27500

delirium

*ICU= Intensive Care Unit; + LOC= Level of Consciousness
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