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Background The intensive care unit (ICU) may be described as a 
‘deliriogenic’ environment. Critically ill patients diagnosed with delirium 
are at increased risk of long-term cognitive impairment and hospital 
mortality. Best practice guidelines recommend early mobilisation 
interventions to manage and prevent delirium in ICUs. However, evidence 
evaluating the impact and role of early mobilisation upon delirium in ICUs 
from the patient perspective is lacking. The aim of this study was to 
understand the experience of early mobilisation from the perspective of 
patients diagnosed with delirium in the ICU. 
Methods This qualitative study adopted a phenomenological approach. 
One focus group including three participants and seven semi-structured 
one-to-one interviews were conducted with patients previously diagnosed 
with delirium in the ICU. Data were analysed using Braun and Clarke’s 
thematic analysis. Face validity of findings was reviewed by a public 
representative on the research team. 
Results Six main themes were identified: 1). The vivid reality and 
isolation of delirium, 2). Loss of control, 3). Delirium as a barrier to 
mobilisation, 4). The role of different methods of mobilisation 5). 
Facilitating mobilisation and recovery of self, and 6). Grounded back into 
reality. 
Conclusion This qualitative study demonstrated the impact and role of 
mobilisation interventions going beyond the patients' physical recovery 
from critical illness. These findings support current best practice 
recommendations for the implementation of early mobilisation 
interventions in ICUs. 
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Title: The impact of early physical mobilisation for the management and prevention of intensive 

care unit delirium: A qualitative study exploring patients’ perspectives.

ABSTRACT

Background The intensive care unit (ICU) may be described as a ‘deliriogenic’ environment. 

Critically ill patients diagnosed with delirium are at increased risk of long-term cognitive impairment 

and hospital mortality. Best practice guidelines recommend early mobilisation interventions to manage 

and prevent delirium in ICUs. However, evidence evaluating the impact and role of early mobilisation 

upon delirium in ICUs from the patient perspective is lacking. The aim of this study was to understand 

the experience of early mobilisation from the perspective of patients diagnosed with delirium in the 

ICU.

Methods This qualitative study adopted a phenomenological approach. One focus group including 

three participants and seven semi-structured one-to-one interviews were conducted with patients 

previously diagnosed with delirium in the ICU. Data were analysed using Braun and Clarke’s thematic 

analysis. Face validity of findings was reviewed by a public representative on the research team.

Results Six main themes were identified: 1). The vivid reality and isolation of delirium, 2). Loss of 

control, 3). Delirium as a barrier to mobilisation, 4). The role of different methods of mobilisation 5). 

Facilitating mobilisation and recovery of self, and 6). Grounded back into reality. 

Conclusion This qualitative study demonstrated the impact and role of mobilisation interventions 

going beyond the patients' physical recovery from critical illness. These findings support current best 

practice recommendations for the implementation of early mobilisation interventions in ICUs. 

Key words: Intensive care units; Delirium; Early mobilisation; Qualitative

Ethics approval: St. George’s University Ethics Committee approved this study (REC No. 

2021.0019).
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INTRODUCTION

Delirium is defined as an acute and fluctuating disturbance in attention, cognition, altered levels of 

consciousness from near coma to severe agitation, and at times, psychotic episodes.1,2 The 

pathophysiology of delirium is unclear but modifiable factors (e.g., immobility, pain) and 

unmodifiable factors (e.g., age, co-morbidities) are known predispositions for the development of 

delirium.3 Delirium affects 30-50% of patients in intensive care units (ICUs) and over 80% of patients 

requiring invasive mechanical ventilation.4,5 Evidence demonstrates that delirium is associated with an 

increased risk of long-term cognitive impairment, cumulative health care costs and is an independent 

predictor of mortality.4-6 The James Lind Alliance (JLA) top 10 research priorities for ICU identified 

jointly by clinicians, patients and carers included the: ‘identifying, monitoring and the management of 

delirium’ and ‘the optimal timing and methods of rehabilitation during critical illness’ .7 Best practice 

guidelines recommend early mobilisation within a bundle of care to prevent and manage delirium in 

the ICU. 8,9 However, the guidelines are based upon preliminary data.10,11 Moreover, implementation 

of early mobilisation interventions remains infrequent.12,13 This may be due to heterogeneity and poor 

reporting of research regarding prescription (e.g., timing, type of activity).12,14 Current guidelines 

describe mobilisation “as a type of intervention within rehabilitation that facilitates the movement of 

patients and expends energy with a goal of improving patient outcomes”.8 

We recently reported the findings of a mixed-methods systematic review exploring the barriers to, and 

facilitators of, early mobilisation in critically ill patients diagnosed with delirium.15 Findings 

highlighted that delirium was the most common staff reported barrier. The main facilitator was 

positive patient outcomes of early mobilisation. The studies included in the systematic review 

comprised staff reported perspectives. Understanding the patient experience may contribute towards 

improving implementation of early mobilisation interventions which this study aims to explore.

A recent systematic review of qualitative studies explored the needs and perceptions of early 

mobilisation for critically ill patients.16 Findings described that patients’ physical and psychological 

needs across their journey of critical illness are complex and multi-faceted. However, only one 

included study reported the experience of a patient diagnosed with delirium in the ICU. Therefore, our 

study addresses this by building upon these findings with a specific focus on the experience of patients 

diagnosed with delirium in the ICU.
 

A qualitative study carried out across two hospitals in Sweden and published in 2025 explored 

patients’ experiences of early mobilisation in the ICU.17 Three themes were described including: 1). 

Starting the struggle to regain independence and normal life; 2). Interaction with healthcare 

professionals and 3). Early mobilisation in a chaotic, confused context without control. Interestingly, 

one participant reported that early mobilisation relieved their confusion and facilitated their recovery 
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back into reality. Another participant reported that they perceived healthcare professionals to be 

frightening which they related to their confused mental state. However, whether early mobilisation 

impacted patients’ delirium was not directly explored. Thus, the aim of this qualitative study was to 

understand the experience of early mobilisation in patients diagnosed with delirium in ICUs across the 

United Kingdom (UK). 

METHODS

The protocol for this study was prospectively published.18 The consolidated criteria for reporting 

qualitative research were followed.19 A phenomenological approach guided the exploration of ICU 

patients’ perspectives of early mobilisation in the ICU to address the aim of this study.

Prior to data collection and recruitment, a pilot focus group was carried out via Microsoft Teams, with 

support of four patient and public involvement (PPI) representatives using a co-produced interview 

script. Following amendments (e.g., Zoom selected to replace Microsoft Teams), the pilot was 

repeated. All amendments were approved by St. George’s University Ethics Committee 

(supplementary file).

Setting and participants

Due to the COVID-19 social distancing guidelines and participants’ clinical vulnerability, interviews 

were conducted using Zoom, the online platform, within one year of hospital discharge. A 

convenience sample of participants was recruited between March 2021 and August 2021 via social 

media platforms and attendance of virtual public support groups in Scotland and England. Participants 

emailed their interest to the corresponding author (JB). Mental capacity to consent was assessed in the 

potential participants ability to understand, recall and summarise the information provided to them 

about the research. Consent was re-checked prior to commencing each interview. All participants 

demonstrated capacity to consent. Following written consent, semi-structured interviews were carried 

out to allow for flexibility and expansion of answers. The interview questions were co-produced with a 

patient and public involvement advisory group (PAG) and a PPI representative (RG) on the research 

team (supplementary file). Full details of the PPI conducted for this study have been published 

elsewhere.18 

Data collection

Data collection commenced between June 2021 and August 2021. Initially the focus group method 

was used and included three participants. Following the first focus group, the method of data 

collection was discussed with the focus group moderators, research team and PAG. The decision was 

made that a one-to-one interview method would be more suitable than a group interview method to 

allow time for an in-depth exploration of all participants experiences. Moreover, time from ICU 
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discharge varied between participants. Therefore, the one-to-one interview method was agreed upon to 

minimise potential distress that participants recently discharged from the ICU, may experience in a 

group setting. Semi-structured one-to-one interviews with seven participants were subsequently 

carried out. A researcher and respiratory physiotherapist (JB) with training in qualitative methods, 

conducted all interviews. A researcher (GM) and a PPI representative (RG) on the research team were 

present to observe the focus group and two separate one-to-one interviews. 

Interviews were audio-recorded and simultaneously transcribed using Zoom transcription software 

with consent and permission of participants. The researcher (JB) completed field notes and checked 

transcripts for accuracy alongside the recordings. Member check approval was carried out following 

each interview to check for accuracy e.g., where transcribed data was unclear. Transcripts were 

anonymised following member check approval. 

Data analysis

The researcher (JB) used Microsoft Excel to complete the data coding and thematic analysis. The six 

stages of thematic analysis described by Braun and Clarke (2006) were followed; namely: 

familiarisation, generating initial codes, searching for themes, reviewing themes, defining, and naming 

themes and producing the report.20   

Several steps were taken to demonstrate trustworthiness and rigor. Participants verified the transcribed 

data for accuracy; two members of the research team (GM, RG) independently cross-checked the 

process and results of the initial analysis. The final themes were separately verified by two individual 

members of the research team (GM, RG) and members of the PAG with experience of delirium in the 

ICU. 

RESULTS

Thirteen participants were recruited in total. On verifying eligibility at the time of interview, three 

participants were excluded (ICU discharge >1year). Therefore, 10 consenting participants who had 

been discharged from the ICU within one year and had experienced delirium were included. ICU 

length of stay ranged from seven to 21 days. One participant was admitted to the ICU on three 

occasions within one year (Table 1). Four participants identified as male and six as female. 

Participants' ages ranged between 40 and 73 years.  The resolution of delirium was self-reported by 

participants. Delirium had resolved for seven participants; one was unsure and one reported partial 

resolution i.e., occurred less than before. Delirium had not resolved for one participant. Ongoing 

delirium was reported to occur mostly in the evening. Most participants (n=9) were of white British 

ethnicity.
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Table 1. Participant characteristics

ICU LOS 

(days)

IMV Self-reported 

delirium 

Resolution 

(Y/N/U/P)

Reason for admission Ethnicity Interview method

49 Y Y Breathlessness & cough White Scottish Interview

19 Y Y COVID-19 & pneumonitis White British Focus group (FG)

14 Y Y COVID-19 White British Focus group (FG)

3x21 Y Y Pneumonia White Irish Interview

92 Y P Post Endoscopic retrograde 

cholangiopancreatography 

pancreatitis

White British Focus group (FG)

11 Y Y Trauma, hospital acquired 

pneumonia

White British Interview

21 Y N Cardiac arrest White British Interview

16 Y Y Sepsis colitis & encephalitis White British Interview

14 Y Y Septic shock & toxic shock 

syndrome

White British Interview

7 Y U Trauma White British Interview

(ICU LOS= ICU length of stay; IMV= invasive mechanical ventilation; Y= yes; N= no; U= unsure; P= partially)

The focus group (lasting 110 minutes) comprised three patient participants. One-to-one interviews 

were conducted with seven participants (ranging from 48 minutes to 108 minutes). After this point no 

new data were added. Six main themes were identified: 1). The vivid reality and isolation of delirium, 

2). Loss of control, 3). Delirium as a barrier to mobilisation, 4). The role of different methods of 

mobilisation, 5). Facilitating mobilisation and recovery of self, and 6). Grounded back into reality 

(Table 2). Immobility was a prominent theme negatively associated with participants’ experience and 

intensity of delirium. 

Table 2. Themes

1. The vivid reality and isolation of delirium 

2. Loss of control 

3. Delirium as a barrier to mobilisation  

4. The role of different methods of mobilisation 

5. Facilitating mobilisation and recovery of self 

6. Grounded back into reality 

We now highlight each theme in more detail below:
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1). The vivid reality and isolation of delirium 

The experience of delirium impacted participants’ perceptions  of the ICU. All participants described 

their experience of delirium as real. This was because of the vivid detail in which they had ‘lived’ 

delirium. 

"It [delirium] has that texture of reality, whereas a dream doesn't… a dream is.. different."[FG 

participant no.3]. 

"When you're in delirium……there’s nothing to discuss. Whatever's going on in your mind is 

absolute reality." [FG participant no.4]. 

Participants expressed this was because of the “intricacy” and at times the perceived accuracy of the 

detail experienced. This led to experiences of “lived” fear because of the difficulty distinguishing 

between what was real and illusory. Participants described resultant spiralling negative thoughts, 

paranoia, and feelings of being tortured. 

"…I had to do as they said and then they’d let me go…I thought I was in a coffin being kept alive 

by a tube…." [participant no.10].

Most participants described negative experiences of delirium except two participants who described a 

‘good delirium’. Interestingly, they reported that it was the uncertainty about the authenticity of reality 

that led to feelings of loss of control and loneliness.

"I was having good dreams, which were far too vivid for me, not to believe they were actually 

happening" [participant no.2] … “because I don't know whether it [delirium] was [real]or not, that 

was frightening". [participant no.9].

Participants reported that delirium in the ICU was more intense and continuous than on the inpatient 

wards. They described the experience of delirium after the ICU was episodic. However, one described 

it as episodes of delirium on the ICU. Another described their experience as a series of deliriums. 

"The ICU experience was with 99% delirium with little bits of reality… that proportion started to 

change when I went onto the acute wards." [FG participant no.3].

2). Loss of control

The loss of mobility appeared closely related to the theme of loss of control. Participants described 

immobility as frightening, feeling stuck, trapped, and frustrated. This resulted in a sense of loss of self.  

This participant explained:

"…when you have a normal nightmare, you can get yourself up out of bed... When you can't move 

yourself…You can't escape it [delirium]...I know that I was distressed by my body…I felt it was all 
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fading away around me. And I think it was part of me feeling, am I here, am I not here? Am I 

dead? I even thought that you know, sort of lost, who you are...” [participant no.13].

One participant expressed the shame they felt at losing themselves in the experience of delirium.

"…the thoughts or the visions …and the feelings I was experiencing was so opposite to the me of 

normal... they were quite violent… racist…aggressive… the opposite of who I am." [participant 

no.11].

Moreover, participants perceived the care they received whilst being immobile as negative and scary 

things being done to them. Through the experience of delirium this was described as a kind of torture 

due to the inability to decide for themselves, communicate, move or understand what was real.

“I just thought these people were, were torturing me” [Participant no.12]. 

“I had to do as they said and then they’d let me go. I felt like I was being held against my will. I felt 

like I wasn’t in control, I couldn’t do anything but lay there. I was just there… I could even be 

dead.” [participant no.10]

3). Delirium as a barrier to mobilisation 

Most participants felt the approach to mobilisation was focused towards improving their physical 

function. Moreover, they expressed they felt their delirious state meant mobilisation was not 

prioritised. 

"I would say it [delirium and physical activity] was [managed as] two separate things. [participant 

no.6].

This led to some participants feeling frustrated with their experience of the care they received. 

" No, I had [mobilisation] in ICU, but they've written in there [ICU diary] that they couldn't do a lot 

because I was so disorientated... there must be ways of working with people who are having that 

experience." [participant no.11].

Similarly, participants reported delirium was a barrier to their physical progression compared to other 

patients on the inpatient wards post ICU. 

"I think, because I had the delirium maybe I wasn't moved or didn't have as much [mobilisation on 

the ward] as maybe I would have done if I didn't have delirium." [participant no.11].

One participant described how they felt their experience of mobilisation was specifically offered to 

address their delirium in the ICU. 

"I think it [mobilisation] helped me on ICU, I think it was part of the delirium management on ICU 
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…but I don't think I had any delirium management… on the step-down wards." [participant no.13].

Interestingly, participants expressed that the timing of mobilisation during their ICU admission may 

have influenced their recovery from delirium and their experience in the ICU. 

“If they did start the process of the physical activity early in the [ICU], I don’t think it would’ve 

[made delirium worse]. I think it would have helped. I really do. " [participant no.12].

4). The role of different methods of mobilisation  

Participants described their experience of feeling grounded during functional activities e.g., sitting on 

the edge of the bed and standing. 

"…when they…stand ya up it’s like your feet are hitting the floor. So, it's like grounding.” 

[participant no.9].

However, one participant reported that abstract activities such as being hoisted into a chair was, “...sort 

of an out of body experience … a few times I was heaved up in the hoist. It’s scary scary." [FG 

participant no. 4]. 

In-bed activities e.g., assisted passive limb movements, were reported to provide relief and distraction 

from the physical discomfort of immobility and the intensity of delirium. However, participants felt 

frustrated with the infrequency of both in-bed and out-of-bed activities. They expressed feelings of 

being stuck, unsafe and the need for mental focus. 

"I don't feel that the in-bed exercises were that much. I felt I needed more... felt quite trapped really 

in bed.  I couldn't move myself. I think I became distressed. I think that must have impacted on the 

delirium." [participant no.13].

"...maybe…physical [activity] with my hands… I’d have been able to do it. That would have been 

something that I could have started at the early stages. I can guarantee that would have exhausted 

me. And it would have took my focus off ... who's of these are trying to kill me… and I would’ve 

slept a bit better." [participant no.12].

5). Facilitating mobilisation and recovery of self 

Referring to their patient diaries (completed by ICU staff) and recall, participants described that 

mobilisation was a co-ordinated effort in physiotherapy and nursing care. Some participants explained 

that physiotherapists completed initial assessments and less frequent but longer mobilisation sessions. 

Whereas others experienced more frequent but shorter episodes of mobilisation with the ICU nursing 

staff. However, this differed between participants.
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"I’d say it was the nurses more with everything........I suppose I saw the physio twice maybe in my 

remembering..." [participant no.10].

"The longest periods of contact were with the physios, and I knew…they were going to help me get 

out of hospital, get on my feet. " [FG participant no.4]. 

Factors described to improve mobilisation whilst experiencing delirium included staff availability, 

kind communication and reassurance. These helped participants to feel safe and overcome the fear 

experienced from delirium and their acute realisation of their new self. 

“I felt safe, and they kept reassuring me I was safe. I can recall that on ICU..." [participant no.13].

Participants described how the inclusion of relatives and goal setting empowered their personal drive, 

sense of control and identity. 

"When I first saw my wife…I realised that this wasn't my life that I wasn't a professional patient." 

[FG participant no. 3].

"…obviously when you're in that situation the targets will be very small, but progression is 

improvement, and…that's invaluable for moving forward with your mind process as well." 

[participant no.12].

6).  Grounded back into reality

All participants expressed that mobilisation was important for both their physical and mental 

functioning. They explained that this was because it brought relief from delirium and facilitated their 

recovery (in mind and body). 

"So, in a way for me it's like a necessity… as much as you need the oxygen ..you also need to be 

able to move and being moved is part of that treatment, regardless of delirium.... [health 

professionals] definitely need more help, because it [immobility] just cannot be helping with 

recovery because it [delirium] is so traumatic.... I wish that there was more time to move people..." 

[participant no.13].

No, I think it [mobilisation] prevents it [delirium]…I think if you’re focusing on something all the 

time and not moving, you tend to overthink things.” [participant no.6]

All participants described how their initial experience of mobilisation in the ICU ‘broke’ their 

delirium. 

"….my first experience of being mobilised …brought me back into reality. I credit that as a very 
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strong moment for me. That got me out of complete delirium and delusion." [participant no.13].

Most participants used the term ‘grounded’ to describe how mobilisation was felt to reduce the 

intensity of, or ‘break’ their delirium. This contrasted their descriptions of how immobility 

exacerbated their delirium. 

“There was no positive [impact on delirium] of not doing anything… In my honest opinion there was 

no positive whatsoever” [participant no.12]. 

 Furthermore, mobilisation was described as a process of realisation where they were able to dissociate 

between their natural state and delirium.

"…. It [mobilisation] made me become more aware of what was happening to my body. Whereas 

before whenever I was just lying in the bed not doing any exercises… my mind was just running 

rampant…doing its own thing, looking for something to do. "[participant no.2].

“…The [mobilisation] experience was the most grounding…It was hands-on and brought me back 

into my body...” [FG participant no.1]

Participants described their experiences of mobilisation as a journey of freedom and escape from 

delirium towards regaining control. However, all participants explained how difficult a journey this 

was due to the realisation of their loss of control and the shame experienced upon becoming aware of 

their new and reduced physical and mental capability. Moreover, they described limitations to 

mobilisation such as fear of falling, lack of staffing and the ICU environment. 

“I think the two [mobilisation and delirium] are interlinked…It had some impact on grounding 

me…but I was so weak...I was so scared of falling.” [participant 11]

"The room was too small for the physiotherapists to bring in the different pieces of equipment [e.g., 

hoist]." [participant no.2].

The frequency and timing of their mobilisation was of a particular focus for participants. However, all 

participants expressed the method of mobilisation wasn’t of great importance because any form of 

movement facilitated recovery of ‘self’ and some freedom from delirium.

"So, if they did keep up with whatever physical activities they can do when you're intubated, I 

think, that would be very important… if it's done on a regular basis... it will eventually make the 

delirium go away…that would ground a lot of people, and the delirium perhaps won’t last as long." 

[participant no.9].

"Definitely early as possible. And as much as possible... And not just necessarily getting them out 
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of bed it’s like I say even doing little things with your hands." [participant no.12].

All participants expressed that mobilisation did not adversely impact their delirium. However, one 

participant expressed that they felt frustration during activities because of their inability to concentrate. 

Moreover, participants expressed they had felt disappointment and frustration because they expected 

regular progressive mobilisation. 

"…I was a bit disappointed, that… eh the [mobilisation] regime wasn’t a bit more intense. I was 

expecting more. " [participant no.2].

DISCUSSION

The findings of this qualitative study highlight the experiences of both immobilisation and 

mobilisation for patients diagnosed with delirium in the ICU. Mobilisation was described to break 

delirium, ground participants back into reality and help integrate them back into their bodies. 

Participants perceived that mobilisation provided an escape from the lived ‘reality’ of fear, torture and 

paranoia in which they felt trapped without personal agency. These findings build upon those 

described by Söderberg et al (2025) where one participant reported that early mobilisation provided 

relief from delirium and supported their recovery back into reality.17 Although mobilisation facilitated 

their journey to recovery, the realisation of their new physical and mental capabilities was described as 

difficult. Additionally, participants explained their recovery was frustrating at times. This was due to 

several barriers to mobilisation including staff availability, delirium itself, concentration difficulties 

and the environment design. Corner et al (2019), similarly identified that delirium, fatigue and poor 

memory were limitations to rehabilitation and recovery from ICU-acquired weakness.21 Moreover, this 

study provides new knowledge highlighting the experience of different methods of mobilisation. This 

may support the JLA research priority for intensive care to identify optimal methods of rehabilitation 

in ICU and importantly guide clinicians in the consideration of in-bed and out-of-bed mobilisation.7

All participants in the present study stressed that, in their opinion, mobilisation initiated as early as 

possible regardless of the type of activity (e.g., in- or out-of-bed), is a necessity for their recovery from 

delirium. Furthermore, they expressed their sobering experiences of immobility upon delirium in the 

ICU resulting in feelings of loss of self, terror and torture. These findings are comparable to previous 

studies, where mobilisation was described by both patients and relatives in the ICU as a necessity and 

important to initiate as early as possible.21,22 Our study contributes further to previous research by 

providing a unique insight into the patient experience and perception of mobilisation specifically in 

facilitating their recovery from delirium in the ICU.

 

Following the first trial in 2009 that found that early mobilisation was associated with reduced 

delirium in the ICU, limited research has been undertaken to explore the effectiveness of these 
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interventions to manage and prevent delirium.10 This is because the evidence to date has mainly 

focused on investigating the physical recovery of critically ill patients. Two recent systematic reviews 

and meta-analyses investigated the impact of physical activity interventions and early mobilisation 

upon delirium in the ICU.14,23 The results indicated a paucity of trials exploring the effectiveness of 

physical activity upon delirium. Furthermore, studies investigating the management and treatment of 

delirium in the ICU have demonstrated considerable heterogenity.24 This may limit implementation of 

the best practice guidelines into standard ICU practice.8,9 Recently, Patel et al., (2023) demonstrated 

that early (within 96 hours of IMV) physical and occupational therapy reduced cognitive impairment 

at one year after hospital discharge. Secondary outcomes showed reduced duration (days) of delirium 

in the intervention group compared to usual care (0 [0–2] vs 1 day [0–3]; p=0·005).11 These findings 

further support the evidence suggesting that there is a need to investigate the effectiveness of early 

mobilisation intervention to manage and prevent delirium in the ICU. Our study’s findings build upon 

the evidence to date and may may support clinician’s understanding of the role of, and approaches to, 

implementing early mobilisation interventions. This may facilitate clinicians’ prioritisation of early 

mobilisation interventions to manage and prevent delirium in the ICU.

STRENGTHS AND LIMITATIONS

A strength of this study was the access to this research for potential participants from ICUs across the 

UK with support by the ICUsteps Charity and social media platforms in the context of the COVID-19 

pandemic. This helps contribute towards the depth and diversity of the data collected.  However, it is 

noted that participation was limited to Scotland and England due to the availability of virtual support 

groups at the time. Although using different interview methods may limit the depth of data, data 

saturation (no new data) was apparent therefore, no further one-to-one interviews were added.25 

Thematic analysis of the initial focus group data allowed the exploration of the phenomenon of 

interest and identified potential patterns of conceptualisation. One-to-one interviews built upon these 

data with greater depth to further develop and conceptualise themes.

The time from ICU discharge to interview may be a limitation of this study due to variation of 

participants recall and cognitive recovery such as impaired memory. In this study most participants 

were able to confirm the timing of events with reference to their ICU patient diaries, discussion with 

family members/ friends, hospital visits and their discharge summaries. The perspectives and 

experiences highlighted in our study are limited to those of previous ICU patients diagnosed with 

delirium. This was because of the difficulties recruiting relatives and carers (supplementary material). 

This may be due to an increased burden of care during the COVID-19 pandemic. Additionally, 

participant’s experiences could have been impacted by the COVID-19 pandemic, which may be 

important to consider when interpretating of these findings. Moreover, all participants were of white 

ethnicity. This may be a limitation of convenience sampling. Exploring strategies to improve 

accessibility and inclusivity of other ethnic groups should be considered in future research to optimise 
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transferability of findings. 

CONCLUSION

This is the first study providing insight into patients experiences of delirium and the impact of 

mobilisation and immobilisation,  upon their delirium in the ICU. Our findings demonstrate that 

critically ill patients perceive mobilisation in the ICU as a necessity for the prevention and 

management of delirium. Participants expressed that immobilisation exacerbated their delirium and 

experience of loss of self. All participants stressed the importance of initiating both in and out-of-bed 

mobilisation early to help provide relief from delirium and support their recovery. These findings may 

support ICU clinicians with further knowledge and understanding about the role of early mobilisation 

as a non-pharmacological treatment for the management and prevention of delirium. 
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SUPPLEMENTARY FILE

Title: The impact of early physical mobilisation for the management and prevention of intensive 

care unit delirium: A qualitative study exploring patients’ perspectives.

Box 1. Semi-structured interview questions

1.0 Could you described your experience of delirium in the ICU?

2.0 Could you think about one word you would use to describe physical activity in ICU? 

3.0 In relation to delirium, how did it resolve e.g. sudden or gradual or not at all? 

4.0 Were there any factors that made the process of physical activity difficult whilst experiencing delirium?

5.0 Were there any factors that helped the process of physical activity happen whilst you were experiencing 

delirium? For example, communication, resources, staffing, setting goals etc.

6.0 Do you feel physical activity was part of the care plan to manage your delirium? 

7.0 Was your experience of physical activity with delirium influenced by the type of activity e.g. in-bed or 

out-of-bed activities?

8.0 Of all the things we’ve discussed today, what would you say are the most important aspects you would 

like to express about physical activity in the intensive care unit for delirium patients?

Box 2. Follow-up questions

How did you come to this understanding? 
Do you feel this is straight forward to understand?
Do you feel it is beneficial?
Do you think it is important?
What made it a negative or positive experience?
Do you think it is a priority in ICU?
Did you feel safe? 
What made you feel safe?
What would you suggest the most important factor for mobilising a patient would be?
How would you suggest improving the experience of early mobilisation?
Can you give an example of when this was the case?
What would you suggest were the main factors that helped mobilisation happen?
Did you feel this experience made a difference?
Would you suggest these can be improved in any way?
Would you suggest any other factors to help early mobilisation happen?
In what ways was your experience influenced?
What would you suggest were the main influencing factors (positive and/or negative)?
How do you think we can improve this?
How did this make you feel?
What activities did you feel made the most difference? 
How would you suggest improving this?
Would you suggest any other activities?

Is there anything else you’d like to add?
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How would you suggest addressing these issues?

Can you give examples (negative and/or positive)??

Is there anything else you’d like to add?

Box 3. Description of amendments

Briefly summarise the main changes proposed in this amendment using language comprehensible to 
a lay person. Explain the purpose of the changes and their significance for the study. Please attach 
the amended study documents to this amendment application, giving the document name, version 
number and date in the table below.

Completion of a focus group including three participants showed a group discussion method may 
not be as suitable for participants who are currently processing their ICU delirium experiences. 
After consultation with a public member who was present during the focus group and is part of the 
research team, it was felt one-to-one interviews may be more appropriate for a group of participants 
at risk of distress. Therefore, we would like to continue data collection on Zoom for this study 
using a one-to-one interview method. 

Due to the current COVID-19 circumstances, the recruitment process has made purposive sampling 
difficult due to the speed of recruitment. We would like to utilise a convenience sampling method 
instead using the same recruitment procedure as per previous protocol. 
Document name Version number Date
Study protocol 0.4 29.06.2021
Participant information sheet 0.4 29.06.2021
Participant consent form 0.4 29.06.2021
Participant instructions for interview attendance 0.3 29.06.2021

Table 3. Recruitment of relatives and carers.

Two relatives of participants were interviewed. However, their data were not included. Recruitment of 

relatives and/or carers were limited therefore it was not possible to collect adequate data. See table 3 

for details. 

Number Reported reason for not taking part

1 Patient participant distressed by family members’ participation

1 Did not meet inclusion criteria

1 Patient participant had no family members and/or carer

3 Not physically present or present via iPad in ICU due to COVID-19 visiting 

restrictions.

4 Did not want to participate due to distress following patient participant discharge. 
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Patient and Public Involvement and Engagement (PPIE)

PPIE was guided by the National Institute for Health Research UK Standards for Public Involvement 

in research.23 Our qualitative study was designed and carried out in consultation with a public 

representative on our research team (RG) who had been previously diagnosed with delirium in the 

ICU. Our public advisory group (PAG) comprised of three (male) previous ICU patients diagnosed 

with delirium and one (female) relative. Both pilot focus groups were carried out in collaboration with 

the members of our PAG. All amendments were discussed in consultation with PAG members. The 

public members reviewed the initial and final analysis and provided feedback via email. PPIE ensured 

that the study demonstrated relevance and sensitivity to the population of interest and that it was 

conducted with rigorously.
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