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ABSTRACT: Delirium is a common, potentially preventable and reversible cause of postoperative
functional disability, morbidity, and mortality. It can lead to increased health-care use and also poses
a substantial challenge for nurses caring for patients who experience delirium after surgery. Predomi-
nantly, the published work concentrates on diagnosis, reduction of the modifiable risk factors, and
treatments. Compared with this body of published work, the experience of delirium from a patient’s
perspective has been largely ignored except for a limited number of qualitative research reports. The
importance of researching the lived experience of delirium is that a better understanding may lead to
more empathic, therapeutic nursing care and help other sufferers to know they are not alone. The aims
of the study were to explore and clarify the lived experience of delirium. Eleven patients were recruited
to the study following discharge post-surgery from an orthopaedic ward of a major tertiary hospital.
The study used a qualitative descriptive approach and incorporated grounded theory data analysis
processes. The findings of this study provide an insight into the incomprehensible emotional pain
suffered by patients while they were delirious and the disparate feelings of remorse, guilt, and shame
they experienced after the episode of delirium. Following this study, recommendations for nursing
practice include formal follow-up support for patients with post-delirium episodes and more research
into the long-term impact of the experience of delirium.
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INTRODUCTION

Despite delirium existing through the ages, the body of
published work continues to concentrate on how to
prevent, recognize, assess, and treat delirium, with
minimal description of how a delirious episode impacts on
the patient and the implications for nursing care. A
central concern of nursing is that of human caring. Sup-
porting patients as they experience illness involves under-
standing the humanity of the patient and the illness

experience and is essential to therapeutic nursing prac-
tice. Such understandings can be gained through first-
hand exploration of the illness experience (Pearson et al.
1997). Researching the patient’s experience of delirium
provides nurses with insight into the experience, enables
them to be more understanding of people who are, or
have been, delirious, and contributes to individualized,
holistic, evidence-based nursing care to meet the needs of
this group of patients.

As a psychiatric liaison clinical nurse consultant, the
first author was regularly referred patients by the nursing
team who would ask for help to plan and provide care for
older people who were delirious. In order to help nurses
and other health professionals understand the experience
of delirium and provide more empathic care to people
and their families during and following an episode of
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delirium, the author chose to undertake a research study
that explored the patient perspective. The aim of this
descriptive qualitative study was to explore and recount
the experience older people had of being delirious follow-
ing orthopaedic surgery.

Published work review
The purpose of the published work review was to provide
a background to the study and determine a gap in the
research published work. A comprehensive search was
performed using CINAHL, MEDLINE, PsychINFO,
EPOCH, PubMed, and Google Scholar. Publications were
sought between the years 1992 and 2010 using the key-
words: ‘delirium and orthopaedic’, ‘lived experience’,
‘postoperative’, ‘nursing documentation’, ‘psychiatry’,
‘assessment’, and ‘management’. In total, 50 papers were
retrieved and used in the published work review. Authors
came predominantly from North America and Europe.
Nineteen papers were quantitative research, 11 qualitative
research, four expert opinion, and 11 were letters or edi-
torials. The body of evidence was level IV (National Health
Medical Research Council (NHMRC) Guidelines 2007).

Delirium is one of the complications seen frequently in
the elderly acute hospital population (Adamis et al. 2007;
Harding 2004; Inaba-Roland & Maricle 1992; Segatore &
Adams 2001). Of note for this study, the Australian Ortho-
paedic Association National Joint Replacement Registrar
Annual Report of 2011/2012 reported that 85 000 joint
replacements had been untaken the previous year and the
age range of patients was 68–73 years (Australian Ortho-
paedic Association 2012). In Australia, the incidence of
delirium in people undergoing hip surgery aged 60 years
and over is approximately 49% (Delirium Clinical Guide-
lines Expert Working Group 2006).

Delirium, derived from the Latin term meaning ‘to
deviate from a straight line’, is a serious common clinical
syndrome in all health-care settings and is characterized
by acute onset over hours or days, a fluctuating course,
symptoms that wax and wane over a 24-hour period, and
is of a transient nature resolving within days or weeks.
There is marked disturbance in attention, thought, per-
ception, levels of consciousness, and memory (American
Psychiatric Association (APA) 1994; Inaba-Roland &
Maricle 1992; Meagher 2001; Rapp 2001). The condition
is associated with poor clinical outcomes (Bruce et al.
2007; McAvay et al. 2006; Robertson & Robertson 2006).

The gold standard criteria for a diagnosis of delirium
Diagnostic and Statistical Manual, Fourth Edition (DSM-
IV) Text Revision, was used to identify potential partici-
pants in this study. The diagnosis depends on the clinical
history, behavioural observations, and bedside assess-

ment. The most common validated diagnostic tools used
by non-mental health and mental health staff are the
Confusion Assessment Method and the Mini-Mental
State Examination (Folstein et al. 1975; Inouye et al.
1990). Any patient whose mental state suddenly deterio-
rates is best presumed to be delirious until proven other-
wise (Meagher 2001).

Delirium is frequently misdiagnosed as dementia,
depression, or psychotic disorders. The morbidity and
mortality has been described exclusively in medical terms
with no attention to the psychiatric morbidity experienced
by patients, carers, and health-care providers. Delirium
frequently mimics psychiatric symptoms such as paranoia,
delusions, disorganized thinking, depression, anxiety, and
memory impairment (Breitbart et al. 2002; Inaba-Roland
& Maricle 1992).

The published work review identified delirium as a
medical emergency with high prevalence rates, and iden-
tifying causes, implementing effective treatment and
management processes, as complex and challenging for
health-care providers. The published work also revealed
poor outcomes for those who experience delirium.

A small body of research that included the orthopaedic
patient population focused on the lived experience of
delirium. Most of the lived experience published work
was based on studies conducted in the USA, UK, Canada,
and Sweden. (Andersson et al. 2002; Bowker 1995;
Breitbart et al. 2002; Crammer 2002; Duppils & Wikblad
2007; Fagerberg & Jönhagen 2002; McCurren &
Cronin 2003; Schofield 1997). There were no Australian
studies.

Study design
Methodology
A qualitative descriptive approach described by
Sandelowski (2000) was the overarching guide for the
study and grounded theory data analysis processes con-
sistent with Strauss and Corbin (1998) were used to
analyze the data collected from in-depth interviews. The
aim of taking a qualitative descriptive approach is to
describe the person’s perceptions and experiences of the
world and its phenomena. The approach is particularly
suited to answering questions relevant to practice. Ques-
tions may include, for example, ‘. . . what are the concerns
of people about an event . . .’ (Sandelowski 2000; p. 337).
In concordance with this approach, the question in this
study was ‘what are the responses (thoughts, feelings,
attitudes) of people who experience delirium following
surgery?’. Data analysis processes incorporated coding
generated from the data themselves and constant com-
parison (Sandelowski 2000; p. 338).
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In a qualitative descriptive study, the researcher stays
close to the data and to the words and events, more
so than in other interpretive approaches such as
phenomenology, grounded theory, ethnography, or nar-
rative studies (Sandelowski 2000; 336). According to
Sandelowski (2000), qualitative descriptive studies
provide a rich description of an event in the everyday
terms of those events. That is, events are presented in
everyday language, similar to the participant’s own lan-
guage (Neergaard et al. 2009).

Recruitment
The study was conducted on the orthopaedic ward of an
acute tertiary hospital in Australia. Participants were
English speaking, had been admitted to the orthopaedic
inpatient unit for joint replacement surgery, and had a
comorbidity of delirium (as defined by the DSM-IV)
during their admission to hospital. Exclusion criteria
included patients in the acute phase of delirium, those
with a pre-existing diagnosis of dementia, and patients
with a pre-existing psychiatric diagnosis. A senior nurse
on the ward acted as gatekeeper, identifying and
approaching patients who met the study inclusion criteria.
Patients who expressed an interest in participating in the
study were then contacted by the researcher. Signed
informed consent was obtained prior to interview. Patient
participants were no longer experiencing delirium at the
time of recruitment and so were capable of informed
consent. Eleven patients were recruited to the study
(female, n = 3; male, n = 8) and the spouse/partner of
seven participants was also present at the interview. Inter-
views were conducted in a place convenient to the par-
ticipant, including the participant’s own home, the
researcher’s office, and inpatient units.

Participant ages ranged 54–87 years and had been
admitted for planned knee and hip replacement surgery
and shoulder repair surgery. The pseudonyms Daisy,
Lance, Charlie, Gilbert, Gavin, Dorothy, Mabel, Ted,
George, Alfred, and Henry were used to protect partici-
pant anonymity.

Ethics
Approval was obtained from the appropriate human
research ethics committee (no. H009761). The researcher
had not been involved in the clinical care of the patients
recruited.

Data collection
Semistructured interviews took place in a mutually con-
venient private space and were approximately 1 hour in

length. The interviews were audio recorded and later
transcribed verbatim by a confidential transcribing
service.

The participants were encouraged to talk without
interruption in response to interview questions designed
to put the person at ease and turn their attention to
recalling their experience of being delirious. Questions
that guided the interview were: ‘Why were you recently
admitted to the orthopaedic ward?’, ‘What was your
experience as a patient like?’, and ‘How did you feel
during that time of being confused?’. The researcher was
sensitive to the person’s emotions and the difficulty they
sometimes experienced when talking about their experi-
ence of delirium.

Data analysis
Data analysis incorporating an adaptation of constant
comparison as described by Corbin and Strauss (2008)
was used. The coding processes of open, axial, and selec-
tive coding (described in Table 1) provided a structured
process for analysis and enabled the emerging themes to
be identified. Coding promoted deep understanding of
what the participants were saying about being delirious;
what happened to them from their perspective and how
they felt about the experience. This way of interacting
with the data enabled a closeness to what participants
were saying rather than the potential for the researcher to
jump to conclusions based on theoretical knowledge and
clinical expertise.

FINDINGS

The findings emerged from the data analysis and will be
presented here under the two core categories ‘Living the
delirium’ and ‘Living after the delirium’ (see Table 2).

Living the delirium
The participants had vivid recollections of their episode
s−1 of delirium that portrayed intense suffering. Terrifying
experiences were related to the high degree of mistrust
and suspicion they had for others (e.g. health-care staff,

TABLE 1: Summary of the stages of coding

Open coding Identification, naming, categorizing, and
describing phenomena found in the text

Axial coding The process of relating subcategories to
categories that leads to the occurrence of the
development of the phenomenon

Selective coding The process of relating subcategories to
categories that leads to the occurrence of the
development of the phenomenon
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family and friends, and the environment), their sense of
powerlessness and the inability to escape, of being alone
and abandoned, feeling dismissed by staff and others, and
the strength of the disconnection of their thoughts from
reality.

As an expression of suffering the participants used
words such as ‘horror’, ‘terror’, ‘fear, ‘terrifying’, ‘horren-
dous’, ‘frightening’, ‘shocking’, ‘dreadful’, ‘daunting’ and
‘felt like dying’. Ted said ‘That one bloke, the nurse, I
thought he was killing me’. The participants struggled to
convey the intensity of the suffering. Daisy said ‘. . . it was
shocking – you’ve no idea . . .’.

Conventionally, patients trust professional health staff
and this enhances their feelings of safety. Within their
delirium, the participants lost their trust in others who
were in sight or contact with them. This included those
who were delivering necessary health-care to them, other
patients in the ward, and even their own family and
friends. However, sometimes family and friends were
able to reach through the delirium. Charlie said ‘I went
looking for her . . . (his wife who later arrived and simply
sat with him) just like security more or less and I kept on
asking her, “please don’t leave me” ’. However, family are
not always a comfort as the same participant found ‘I just
didn’t seem to trust anyone around me, even Pansy (his
wife) I didn’t speak to her all one afternoon’. In his delir-
ium, he recalls believing that Pansy had betrayed him.
George told his wife he ‘. . . would not be here tomorrow
– they have given us a couple of doses and they are on the
whisky’. The delirium can be so real that it stayed with the
person; Ted said ‘. . . fiddling with my tablets (referring to
a nurse), he probably was innocent, but I was suspicious,
let’s put it that way, and yeah – I still am!’.

Being unable or prevented from doing things that they
felt urgently needed to be done caused feelings of pow-
erlessness and frustration. For example, Daisy said:

I could not get off the bed because they had rails on it,
you know, and I couldn’t get out, it was shocking. I

couldn’t save her (she believed they were killing her
granddaughter) because I couldn’t get out.

When speaking, Daisy talked as if the experience was
real which added to the intensity of her experience: ‘. . .
they were supposed to let me out of the boat, but I
couldn’t get out, I don’t know how I got out . . .’. When
George felt threatened, he tried to flee and this resulted
in the Code Black (emergency response to threat) team
being called to bring George back to the ward. The rec-
ollections from participants commonly involved being
trapped and unable to escape. Mabel was left in the toilet
on her own and could not find her way out and described
being ‘locked in’. Sometimes, the response to being
trapped or unable to do things is to retaliate and there
were examples from participants of them struggling with
others and even throwing a garbage bin.

The experience of delirium was a solitary one. Doro-
thy’s son left her for moments to go to the ward pantry to
make a cup of tea for them both she recalled ‘Yes I
remember clearly that I was standing outside and it was
cold and I thought you would never leave me and you had
left me and I had nobody’. Losing the ability to commu-
nicate exacerbated their aloneness; for example, the
morning after his operation, Ted believed he had lost his
voice:

I had no voice, and I wrote I want my wife but they took
my pen from me, (because) I was waving it around. I only
wanted more paper but they took my pen, they took my
pen.

The abandonment felt by Ted was because he was left
with no means to communicate: ‘I got it back as soon as
she (the wife) arrived’. Terrified that she was being
harmed, Mabel described feeling deserted ‘. . . I was in
deep trouble, I wanted someone to come to me and
support me, so I was calling out “Violet”, “Ann”,
“anybody” and no one would come and I felt deserted, it
was awful’.

TABLE 2: Living the delirium and living after the delirium

Living the delirium The suffering The feeling
Suspicion and mistrust

The predicament Being trapped
To be abandoned
The dismissal
The disconnection

Living after the delirium How I was before The strength
Why was this happening to me?

How I am now The shame and guilt
How I have been left The remaining scars

The strength of healing
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There were examples of the participants feeling that
their experience was dismissed or made light of. Collo-
quialisms, although meant to be harmless, are not always
appreciated; for example, Dorothy remembered the
nurse saying to her ‘. . . gosh you have been off with the
fairies a long time’, then Dorothy said ‘. . . they didn’t
seem to think it was anything, I really was horrified
because like it was supposed to be a big joke, but it wasn’t
a big joke. She (the nurse) just dismissed it as nothing, it
was not nothing, it was a terrible, terrible thing’. Dorothy
was upset that the nursing staff had no appreciation of
how bad her experience was. Besides staff, relatives may
not be perceived to be understanding. Dorothy did not
like being told by her son to ‘Just put it out of your mind
and don’t think about it’. On the other hand, the partici-
pants also used colloquialisms Mabel described a period
when she dismissed her carer because of her own inco-
herence: ‘she couldn’t get any communication from me I
was away with the birds well and truly’. The experiences
described were in some instances bizarre and demon-
strated the degree of dislocation from reality the partici-
pants had. Charlie said:

A co-patient was a spy and I thought the TV was a camera
and there was a little man sitting up there, I think it was
a black knob and there was people everywhere they were
in all the four corners, and there was little men on the top
of the rails and I went to hit them with the jug and spilt
my water. I thought I was being taken away and the
building was on fire right around the outside and friends
came and put it out.

Charlie said he cried a lot during these times and it was
like it was very real for him and he was relieved to be
discharged to the secure environment of his home.

Delirium has a negative connotation and hallucinations
were mostly described as being terrifying but some
altered states were pleasant as Dorothy described very
clearly:

. . . that dress it was in a creamy sort of cotton material,
very old-fashioned Peter Pan collar and then across the
midriff here I had worked all these daisies and things. It
was really very pretty and sweet.

Dorothy was able to recall with pleasure the conversa-
tion with her daughter who told her about sewing the bed
sheet whereas Dorothy believed she was sewing a
wedding dress.

Although the experience of hallucinations and illusions
are not real, the impact and degree of persisting distress
were themselves real and remarkable for the participants.
Being delirious for the participants was a time when the

world around them was seen as a frightening place where
horrible things happened and deprived them of safety,
trust, control, and self-worth, for which emotional secu-
rity depends. The participants, when delirious constantly,
felt unsafe with the feeling of security only returning
when their loved ones were present. They tended to feel
very suspicious of the motives and intentions of staff and
others. They believed they were powerless and had no
control over the level of care and support that was given
when they were trying to make sense of what was hap-
pening to them. Their self-worth was eroded from their
perceptions of dismissal of the experience of being deliri-
ous.

Living after the delirium
Living the delirium as described appeared to the
researcher to be like an emotional wound and living after
the delirium related to the formation of the emotional
scar, which besides leaving a mark, also contained a
certain level of psychological healing. Participants
described disparate feelings of shame, guilt, a sense of
going mad, and a sense of relief.

The attitudes we have about ourselves are driven by
how we feel about ourselves and our body, the concerns
we have about how other people perceive us, and how we
view our own abilities and limitations with pride and
shame. This is our own striving to protect and maintain
the person we are. The participants were keen to recount
at interview their former selves as if to reiterate that the
person they were when delirious is not the real them.
They used words like the following to describe them-
selves: ‘willed’, resilient’, ‘sound mind’, ‘level headed’,
‘strong in mind’, ‘never like that’, ‘wouldn’t do it nor-
mally’, and ‘never been in hospital’. They wanted to dis-
tance themselves from the experience and their
behaviours.

There was residual shame in their behaviours, even
though they knew they had been delirious. The partici-
pants were uneasy and their discomfort when encounter-
ing the memories of their physical and verbal behaviour
during their experience of delirium was of shame,
remorse, and embarrassment. ‘I’m not a woman who
swears and I am a loving mother’, said Dorothy when she
was recalling her behaviour towards her son. Validating
her personality and her ability as a mother was very
important to Dorothy. Participants questioned their
recovery and the cause of delirium. They asked the
researcher questions around the functions of the brain,
asked if ageing were a factor, was it associated with
medical conditions or prescribed medications, and would
it come back or happen again. Indeed, there were two
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participants who had avoided seeking medical attention so
that they could avoid admission to hospital. The
researcher provided the answers to the questions and it
helped some to have a cause for the delirium so that they
could see that it was not a sign of ensuing senile dementia.
Daisy said ‘it was the infection in my water . . . I thought
it might have been my age’, and Charlie said ‘I thought I
was going really silly’. Another fear expressed was that
they had somehow brought it upon themselves: ‘. . . there
was no reason for it, I don’t know whether it is the amount
of drugs that I’ve had in my lifetime’. ‘Could be the drugs
but why?’ Gavin repeated during the interview: ‘it was
partly my fault for not talking to the anaesthetist enough
about the operation so if I had any delirium it was because
of that’. Gavin was embarrassed and so blamed himself for
not having more knowledge of the risks of having surgery.

The scar is a symbol of the emotional wound the delir-
ium experience has left on the participants. The most
concerning scars for them were the continuous doubt of
reality, fear they would not forget the frightening experi-
ence, and the negative reflections of themselves for being
delirious. Dorothy said ‘it affected me in every way, not
just mentally, but physically, it knocked my confidence
terribly’. Dorothy also said ‘it was something I never want
to go through again’. After discharge, Ted continued to be
suspicious of the nurse he believed wanted to kill him and
feared the possibility of meeting the nurse again. Ted said
‘I hope I don’t have to meet that nurse again’. Charlie,
too, was still scared. He said ‘it left its mark, I don’t think
it will ever get out of my head, it still rolls through my
mind’. Charlie also said ‘it felt really real, obviously it
wasn’t, but I still feel some of it happened because it
seemed so real’. He also said ‘I would need to be pretty
bad to have more operations, no (I) would not go through
it again’. Charlie spoke very definitely about still being
troubled by the experience and his wish not to have to
experience delirium again.

‘It was very frightening’, said Lance, ‘I would not like
to go through it again, I don’t want it again’. Lance
expressed ambivalence about seeking help in the future if
his health failed or required medical assistance. Lance
also said ‘I still can’t get it through my head’. Lance was
shaking and nodding his head from side to side when he
was talking about his continuing disbelief about being
delirious when he was in hospital. This was not everyone’s
experience because George said ‘I still saw things when I
got home’, but with help and reassurance from his wife,
and although he continued to hallucinate for a short
period of time after his discharge from hospital, he said it
would not stop him from having further surgery if it was
necessary for him to do so: ‘No it would not stop me’.

The strength of healing was developed as participants
talked about conquering it, not being afraid of further
surgery, regaining confidence, resignation, knowing other
people who have had delirium also, and the comfort of
being able to talk about it. Although their delirium was a
terrible experience, the participants drew strength from
themselves in surviving their episode of delirium. This
strength was similar to the personal strength they
described prior to suffering their delirious episode.

After being discharged from hospital, Dorothy was
delighted with the return of her strength and willpower:

I conquered it, I made myself every night to sit up an hour
longer each night and say to myself ‘now I have sat here
and it hasn’t come back’, then I would get up and go to
bed, read and pat the cat and that was that. It took a lot of
willpower to do it.

Alfred said:

I had two nights where I did not sleep at all. I had pain
badly, I was aware of that, I was aware of that, I wasn’t
confused or anything about that.

Alfred was very clear that his pain was real and that he
had not imagined it. Charlie said ‘it is the comfort of
knowing other people who have experienced it’. This was
a great comfort for Charlie who felt shame about his
behaviour when he was delirious.

Listening and being able to talk about the experience
appeared to have a therapeutic value; this was something
that did not seem to have happened during their time in
hospital. It was very important to Dorothy to talk about
her experience of being delirious in order to help health
staff gain more understanding about the experience of
being delirious, which would hopefully prevent others
suffering being delirious: ‘I would be pleased if it never
happened to anyone else’.

DISCUSSION

The impact of delirium is poorly understood and there has
been relatively little research focusing on the person’s
experience during and after delirium, including the
ongoing impact on health and health behaviours. Much of
the published work that does relate to delirium focuses on
medical complications rather than the psychological
impacts for the patient. This research adds to the body of
knowledge around the lived experience of delirium from
the patient’s perspective. For participants in this study,
the emotional suffering associated with the episodes of
delirium included feelings of fear, insecurity, powerless-
ness, and abandonment, and some of these feelings did
not abate as reality returned (McCurren & Cronin 2003).
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Their terror and fears meant the participants felt they
needed to fight for their lives and escape from perceived
threats. This meant they may become combative, demon-
strate wandering behaviours, resist interventions by staff,
or try to flee (Fagerberg & Jönhagen 2002). The presence
of their spouse, carer, or other family member provided
significant relief from their fear and agitation and best
practice guidelines highlight the importance of family and
or carer presence (National Institute for Health and
Clinical Excellence (NICE) 2010).

The physical pain of their surgery was also accompa-
nied by the traumatic experiences of feeling anxious,
struggling with the mental injury, and the anguish of con-
tinually reliving the experience. They believed when they
were delirious they were seen as terrible people doing
terrible things. Participants felt that the seriousness of
their predicament was often discounted by staff and made
light of. They felt dismissed and abandoned when this
happened. Poor communication may play a part in the
poor detection of delirium (Duppils & Wikblad 2007;
Schofield et al. 2011; Segatore & Adams 2001).

Living after their experience of delirium, participants
feared a recurrence of their delirium and its associated
terrors of hallucinating, misinterpretation, and suspicion.
The analogy of a scar is used to portray the ongoing
emotional damage experienced by the participants as a
result of their delirium. Participants anguished over why
they had become confused, and some questioned the
connection between their existing illnesses and the medi-
cations they were prescribed. Others, like Daisy, spoke of
the utter disbelief that ‘it’ had happened. The findings of
this current study are consistent with studies by Harding
et al. (2008) who found patients wanted validation of their
experience. However, they are in contrast to those of
Schofield’s study (1997), who found that study partici-
pants experienced very little curiosity for what had caused
the delirium.

Participants described the ongoing effect of their emo-
tional scar as they talked about their wounded feelings,
their fear of recurrence, and reluctance to seek medical
advice in the future. These comments are suggestive of
future morbidity and mortality implications for this group
of elderly people. Their memories of delirium stayed with
the participants, yet their feelings of shame often pre-
vented them from talking about what had happened. The
participants doubted that the guilt and shame they felt
would ever leave them and they struggled to make sense
of their delirium and its cause. Participants also wanted to
protect and maintain their identity and integrity, and
referred to their otherwise strong character and emo-
tional stability. These findings are supported by those of

Andersson et al. (2002) who identified that older adults
who are delirious will draw on previous life experiences as
a means to make meaning of the present.

Participation in this study and the opportunity to talk
about their experiences provided participants with some
relief and served to have a therapeutic effect. This sug-
gests that there is a need for the patient to be given
opportunities to talk about their experiences of delirium
at a pace that suits the patient and validates their self-
worth. This reflects the findings of studies by Duppils and
Wikblad (2007), McCurren and Cronin (2003), and
Schofield (1997) that highlighted the value of patients
being able to talk about their experience of delirium.
McCurren and Cronin (2003) demonstrated that thera-
peutic communication gives the patient the opportunity
to talk about their experience and for the nurse to explain
and give reassurance about the causes of why and how
commonly delirium occurs. Through such therapeutic
interactions, nurses can promote and effect the healing of
the individual person who has experienced delirium.

Understanding the meaning delirium has for the
person through exploring the narratives of their lived
experiences enables the nurse to consider the uniqueness
of the person and to address their suffering more directly.
In addition, this approach enables nurses to identify
factors that influence patients’ experiences and therefore
plan and initiate more effective interventions and so
improve practices in the care of people with delirium.

There is increasing recognition of the psychological
impact delirium has (DiMartini et al. 2007; Maldonando
2008). The emotional/psychological suffering of being
delirious has the potential to develop into an acute stress
disorder and, where symptoms are not detected, long-
term symptoms of post-traumatic stress disorder may
develop. This is a very serious and poor outcome for the
person who has experienced delirium.

The challenges that caring for the person with delirium
presents has the potential to undermine the care relation-
ship and communication between nurses and patients
(Belanger & Ducharme 2011). Critical questioning,
reflection, and clinical supervision provide nurses with
effective mechanisms for exploring difficult or painful
situations and opportunities to transform these responses
and attitudes and lead to practice change.

The presence of delirium requires prompt, timely,
and scrupulous evaluation through thoughtful targeted
interventions to prevent emotional suffering of the elderly
who undergo orthopaedic surgery. Delirium is not a
normal response to surgery from which patients recover
and forget. Recommendations arising from the study
include:
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1. Surgical wards have protocols for observations of the
elderly that include the early detection of deteriorat-
ing mental states.

2. Health professionals working with people who
undergo orthopaedic surgery have specialist knowl-
edge of the prevention and care of older people with
delirium post-surgery.

3. There is a systematic assessment, preoperatively and
postoperatively, for delirium using a standardized vali-
dated instrument.

4. Models of care adopt non-pharmacological strategies
that include open visiting hours and constant observa-
tion policies.

5. Patients and their families are provided with printed
information preoperatively about the risks of delirium
following surgery, its causes, and how they might deal
with episodes of delirium should they arise.

6. Patients who have recovered from an episode of delir-
ium are given formal and unhurried opportunities to
discuss their experience with nursing staff.

7. Discharge follow-up programs are implemented to
assess and identify patients who have been delirious
after joint surgery to assess for symptoms of acute
stress disorder to enable early intervention strategies
to be instituted.

Schofield (2008) argued that delirium is an indicator of
the quality of hospital care for older people impacting on
key clinical outcomes, care process, and patient and staff
safety. A delirious person suffers terribly, and nurses have
a central role in providing person-centred care, to under-
stand the intensity of their suffering, to identify the symp-
toms of delirium, especially hallucinations, illusions and
delusions, and to implement care interventions to lessen
this suffering.
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