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Delirium 

Background  
Delirium is a common reason for conveyance to hospital and subsequent hospital 
admission. However, there is increasing evidence, to show that delirium can be safely 
assessed and managed in the community. A community delirium toolkit has previously 
been developed and piloted in 4 of 10 localities constituting the area of Greater 
Manchester in Northwest England. 

Objectives  
We sought to evaluate the acceptability of the community delirium toolkit to healthcare 
teams involved in implementation in Greater Manchester (GM). Staff from teams with a 
high level of adoption were selected. 

Methods  
Eight qualitative structured one-to-one on-line interviews were completed with staff 
from three teams. Thematic coding was used following a framework analysis. 

Results  
Four themes emerged around implementation, benefits, challenges/suggested 
improvements and wider dissemination/sustained use of the community delirium toolkit. 
Organisational context was key to successful implementation. Staff perceptions of 
usefulness were an important motivator for staff. A key area of controversy prior to 
toolkit adoption, and perhaps a significant difference between hospital and home care in 
terms of accessibility, was the usefulness of blood tests. In this study we showed there 
was new appreciation around the usefulness of blood tests in investigating causes of 
suspected delirium in some cases. Key enablers were development of a co-produced 
toolkit and project management support with sharing of resources. 

Conclusions  
This study confirms that the GM community delirium toolkit was easy for the teams who 
engaged with the pilot to use and adopt it. In the UK and other countries there is a move 
towards provision of healthcare delivery in the community. This study has identified 
drivers and enablers for successful implementation of a clinical pathway to care for 
people with delirium safely in the home environment. 

INTRODUCTION 

There is increasing interest in provision of healthcare in 
the community, including identification and management 
of delirium. Recently published UK policy on delirium has 
included provision of care closer to home including ‘hos
pital at home’ as a key recommendation.1 Aside from re
ducing pressure on hospital services, other benefits of care 
for older people in the home environment include preven
tion of new incident delirium2 and there are signals that re

covery from delirium may be enhanced due to avoidance of 
hospital associated harms (eg deconditioning, falls).3 

Dementia United (DU) is the NHS Greater Manchester 
(GM) Integrated Care Boards programme to improve de
mentia care. In 2017, DU established that there were no 
pathways or standardised tools for managing delirium in 
the community in GM. Following a World Delirium Aware
ness Day event in 2018, with engagement from stakehold
ers across primary and secondary care, an evidence-based 
‘GM approach to delirium’ and community and hospital 
toolkits were developed. These included standards focused 
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Figure 1. Stages of adoption heatmap     

on early detection of delirium, standardised assessment (in 
both hospital and community) and education and informa
tion for patients and family members. Implementation of 
the GM community delirium toolkit was expedited by the 
COVID-19 pandemic, with overarching aims to improve pa
tient outcomes, reduce hospital admissions, and provide in
formation to patients and caregivers. The toolkit can be 
viewed on the DU website along with the results of a pub
lished feasibility pilot, showing that 70% of those patients 
cared could safely be cared for at home.4 

Given improvement in delirium detection can be difficult 
to translate from theory to practice, as a next step we 
wanted to explore the opinions of healthcare workers in 
community teams who successfully implemented the GM 
community delirium toolkit to learn more about implemen
tation and identify barriers and facilitators, and in doing so 
provide helpful insights to other teams who may be con
sidering offering community delirium assessment and care. 
Implementation theories were used to aid understanding of 
the results. 

METHODS 

PARTICIPANT IDENTIFICATION 

A purposive sample was recruited. Higher adopters were 
chosen as those with most experience of utilising the 
toolkit (see outline of heatmap in Figure 1).4 The invited 
participants for this qualitative evaluation were nurses or 
Advanced Clinical Practitioners who had adopted the delir
ium toolkit (at stage 5/6 (part of the organisation has 
adopted the intervention), 6/7 (spread and adopted in all 
appropriate settings of the organization) or stage 7/7 (in
tegrated into practice for over a year in all appropriate set
tings of the organization). Up to three staff from each of 
four pilot areas were approached. Emails were sent to n=11 
nurses or Advanced Clinical Practitioners who adopted the 
delirium toolkit at stages 5, 6 or 7 of adoption. Eight health 

care professionals, seven female and one male, were inter
viewed (August-November 2021) across three different ar
eas. We did not recruit from one of the areas and those that 
declined did so due to time constraints. 

DATA COLLECTION METHODS 

This was a qualitative project evaluation with structured, 
one-on-one online interviews conducted by two authors: 
AG (female, researcher with a background in Clinical Exer
cise Physiology) and IC (female, medical student undertak
ing a research assistant). Neither participant or researcher 
were known to each other. Interview participants verbally 
consented to participation, the audio recording, and the 
use of their anonymised quotations. Interview questions 
devised by the authors collectively are shown in Table 1. 
Interviews lasted approximately 30-minutes and were au
dio recorded using Zoom. The audio recording was securely 
sent to be transcribed verbatim using a university approved 
transcription company. No additional notes were taken or 
repeat interviews carried out. Transcripts were not offered 
for comment or correction. 

ANALYSIS 

The study used a deductive thematic approach to describe 
core narratives shared across the dataset.5 Authors AG and 
IC read and re-read each of the transcripts to immerse 
themselves further in the data. Files were uploaded into 
NVivo 11 (QSR International) qualitative data analysis soft
ware to manage the data. Next, codes were applied to seg
ments of the data relating to the questions surrounding the 
implementation of the toolkit. Codes were then arranged 
and rearranged to form building blocks or themes found 
across transcripts. To increase rigour, a third author (HHH), 
independently analyzed a random subset of the data to 
cross-check theme identification, any differences were dis
cussed and consensus reached. This report conforms to the 
COREQ guidelines.6 

Acceptability of a community delirium toolkit

Delirium 2



Table 1. Interview Guide   

Table 2. Interview themes   

Theme Sub-themes 

Implementation of the toolkit Initial contact 

Support 

Training 

Benefits of the toolkit Accessible resources 

Knowledge and Identification 

Patients 

Blood tests 

Referrals 

Challenges of the toolkit and 
suggested improvements 

Right place, right time 

Accessible information 

Suggested improvement in 
resource availability 

Wider dissemination and 
sustained use of the toolkit 

Embedding the toolkit into 
practice 

RESULTS 

From eight interviews, four main themes emerged as out
lined below and in table 2. 

Quotes are presented to illustrate the findings and iden
tified by site code and number. 

THEME 1 - IMPLEMENTATION OF THE TOOLKIT 

INITIAL CONTACT 

DU shared draft versions of the community delirium toolkit 
and leaflet, as part of the World Delirium Awareness Day 
event March 2020. From June 2020 onwards expressions of 
interest to participate in the pilot were received from five 
locality sites and five different teams. DU offered teams 
support with launch, feasibility, governance, accountability, 

and data collection. The sites referenced email as the 
modality of contact and mentioned their genuine interest 
in delirium inspired from prior knowledge translation 
events. 

I went to the World Delirium Day a couple of years ago 
now…interest was sought through an email, and one of 
our advanced practitioners had done delirium as her Mas
ter’s,………. I think, so had in interest. And then myself 
and another staff member, sort of, felt we were interested 
in it. So, we had our first meeting, they introduced the 
toolkit, and we just thought about ways that we could in
troduce it and we just decided to just do it. (I2) 

SUPPORT 

The teams were provided with an initial launch meeting 
with support around governance and implementation. This 
was followed by fortnightly drop-in sessions and sharing 
of educational resources to support training of the staff 
and wider team. All meetings occurred virtually due to 
COVID-19 pandemic restrictions, and were provided by a 
mental health clinician, project manager and consultant 
geriatrician. The educational resources included guidance 
and training around how to use tools such as the 4AT and 
translated versions, public facing delirium leaflet, Abbey 
Pain Scale, Malnutrition Arm Weight Band, RESTORE2, An
ticholinergic Burden Medication tool.7 Formats of educa
tion included slides, films and resources from within and 
beyond GM. Those unable to join sessions were followed up 
with phone calls. 

This support provided for the toolkit set-up was dis
cussed as informative, comprehensive, collaborative, and 
timely. 

We’ve had meetings really regularly, she’s always really 
quick to respond and give…. feedback. So, I think the sup
port has been great, and I think you do need that in this, 
sort of, thing because it’s a new project. (I2) 

TRAINING 

Staff received training in delirium assessment, prevention, 
investigations, management and treatment from subject 
matter experts as well as on how to implement the project. 
They were simultaneously taught how to train and deliver a 
session on delirium. 

The intended outcome was that the staff that were 
trained learn the new knowledge or skill about delirium, 
and they then go on to instruct further staff in their teams 
about delirium. 

The method of training was undertaken due to 
COVID-19. The approach allowed rapid dissemination and 
training of large diverse teams which fostered inclusivity, 
alongside challenges for teams with shift workers, such as 
finding suitable timings to meet. 

I feel the information I’ve received, I don’t think it could 
have been done any other way so I do feel that was a good 
method. (G1) 
And we rolled out training quite quickly. All the staff had 
some form of training. (I2) 

• How was the toolkit introduced? 

• Which staff delivered the toolkit, and why? 

• Did you receive any training on how to use the toolkit? 

• What were your first impressions of the toolkit? 

• Has your knowledge of delirium improved since the introduction 

of the toolkit? 

• Has the knowledge of your team members improved? 

• What are your thoughts on the leaflet? 

• What outcomes for patients have you seen when using the toolkit? 

• Did you refer to other services when caring for people with delir

ium in the community? 

• Have you had any patient incidences? 

• What is your view on bloods being necessary to access delirium? 

• Were there any challenges to delivering the toolkit? 

• What were the benefits to delivering the toolkit? 

• Do you intend to keep using the toolkit? 

• Is there anything that would have helped you when using the 

toolkit at the beginning? 

• Have you promoted the toolkit more widely? 
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THEME 2 – BENEFITS OF THE TOOLKIT 

BENEFITS – ACCESSIBLE RESOURCES 

All toolkit resources were made available to teams by email 
and then uploaded onto the DU website. The toolkit facili
tated and enabled adoption within the community, in part 
due to its clear and direct protocols, designed for all grades/
levels of staff. 

I think it’s a really good guide and I think all the, you 
know, the slides that we’d been shared have been really 
useful because we’ve not had to reinvent something be
cause it’s already there…So, it was quite easy really to, 
you know, navigate and use, so it was really good. (G2) 

As part of the community delirium toolkit a patient in
formation leaflet was co-designed and co-produced along
side people with dementia and carers.7 The leaflet devel
oped in tandem with the toolkit had positive opinions 
overall. 

the feedback’s been really good from the patients that I’ve 
heard, and the staff have said…it’s the only information 
that they’ve ever been given about delirium. (I2) 

Additionally, teams appreciated that the toolkit took the 
evidence around delirium assessment and management and 
turned it into an easy to remember, simple to use, practical 
tool. 

… Obviously delirium’s caused by something and it was 
just trying to go through that process of trying to eliminate 
what was the cause which was really good. They had an 
acronym of PINCH ME. So obviously that was a really use
ful tool for us to go through that because it was just to 
cross things off so it was really useful.(I3) 

BENEFITS – KNOWLEDGE AND IDENTIFICATION 

Teams acknowledged that the toolkit helped them to rec
ognize delirium cases earlier, decreasing their time spent in 
subjective decision making. 

I think it’s helped to focus on what it is, what can cause 
it… and how we can intervene. Whereas before it proba
bly…the knowledge was there, but it wasn’t as focused if 
you like as it is now (F1) 

The toolkit also consolidated language and improved 
confidence when discussing delirium in the community. 

the improvement is that we’re able to call it delirium, and 
when we’re writing letters to GPs, we’ll put delirium sec
ondary to [urinary tract infection], chest infection. We’re 
recognising if somebody refers in saying off legs, it’s delir
ium, we’re using the word delirium. (I1) 

BENEFITS – PATIENTS 

As a result of increased knowledge and awareness, a delir
ium diagnosis was considered for patients earlier than pre
viously. An earlier intervention, in turn, has increased the 
consistency and quality of patient care. 

I think we are recognising delirium quicker and therefore 
we’re able to make changes to try and reverse it a little bit 
quicker. (F1) 

The focus on diagnosis also allowed teams to quickly 
recognise where other issues were present as well and act 
more quickly. 

So not using the (term) delirium however we have recog
nised patients that are possibly triggering for a little bit 
of infection and we’ve then gone down the crisis route. 
Which, although not on the delirium pathway, I suppose 
left undetected, we could have gone down that route, so I 
feel it’s been positive in ways that we’ve not been able to 
quantify as yet.(G1) 
We’ve had one very positive patient experience where we 
avoided ED attendance and he was able to remain at 
home with support.(G3) 

Moreover, the benefit of the toolkit expanded beyond the 
individual patient. An increased knowledge and awareness 
of delirium (and its signs and symptoms) coupled with an 
earlier diagnosis provided reassurance for families. 

…it can be quite distressing for the relatives to see their 
loved ones like that. I think they think, oh, my God, is this 
it now, you know, is it…? So it’s giving them the informa
tion and what to look out for because obviously if they’ve 
had it once, they’re more likely to get it again and it can 
take a long time to resolve so not to be afraid of that..(I3) 

BENEFITS – BLOOD TESTS 

With their improved knowledge of delirium healthcare pro
fessionals acknowledged their newfound appreciation of 
the importance of taking investigational blood tests in sus
pected delirium cases. Staff were able to make informed re
quests and have the confidence to look for specific markers. 
Blood draw was now seen as ‘essential.’ 

Before, we might have gone to the GP and said, should we 
do some bloods, whereas now, because we’ve got it, like, in 
a process, we can say, we’re going to be doing these bloods 
because we’ve eliminated everything else, and this is the 
need. (I1) 

There were only positive responses by the teams (and 
throughout their referral networks) around adoption of the 
toolkit in terms of blood sampling:. 

Everybody was on board, accepting. We’ve not had any 
feedback from GPs who felt, like, we shouldn’t be doing 
the bloods or anything. So, I can honestly say, I’ve not had 
any negative feedback. (I1) 

BENEFITS - REFERRALS 

Sites mentioned that referral pathways were more efficient 
because of earlier awareness and diagnosis. 

So, what we’ve done is, the district nurses, if they find a 
delirium we refer them onto Crisis Response Team (CRT) 
and they will visit literally within hours…CRT will then get 
involved and either discharge them or stay involved… un
til the delirium subsides (G2) 
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Participation in the toolkit pilot also improved health
care professionals’ understanding of the scope of other ser
vices, thereby enhancing interdisciplinary relationships. 

I suppose what it has done for our team, because we’ve 
been working with our crisis response team on this project 
it’s built that relationship there and given us a little bit 
more of an understanding of their service and linking into 
their service. (G1) 

THEME 3 - CHALLENGES OF THE TOOLKIT AND 
SUGGESTED IMPROVEMENTS 

CHALLENGES – RIGHT PLACE, RIGHT TIME 

For teams, there was discussion surrounding the unique 
challenge of having one-off interactions with their pa
tients; and for some teams visiting on a set day once a 
week. This is an important issue given fluctuation of symp
toms in delirium. 

it’s about being in the right place at the right time, cer
tainly for us as district nurses because we might have pa
tients that we only go in to once a week… So it is about 
capturing them at that right time… the general consensus 
is it’s easy to follow pathway and shouldn’t present with 
many problems (G1) 

CHALLENGES – ACCESSIBLE INFORMATION 

One team thought that the leaflet was too wordy and sug
gested making it more concise. The leaflet also presented 
a challenge to community teams, often working out of the 
back of their car. 

….it’s always useful to have leaflets. I think part of the 
problem is with leaflets is because we’re out and about 
in the community, we don’t…if you had a stock of all the 
leaflets you needed, you’d be filling your car boot up. (F1) 

SUGGESTED IMPROVEMENT IN RESOURCE AVAILABILITY 

Although training resources and toolkit documents were 
uploaded and freely available through the DU website, the 
suggestion was for better labelling for easier and quicker lo
cation of the relevant ones for the specific team. 

There’s a lot of documents, so it’s looking to find which 
one are appropriate to your team. Probably signpost 
to…maybe have like a library of the main documents and 
supporting documents. (G3) 

THEME 4 – WIDER DISSEMINATION AND SUSTAINED 
USE OF THE TOOLKIT 

EMBEDDING THE TOOLKIT INTO PRACTICE 

Subjectively, teams described the toolkit as a success. All 
teams were able to confidently and definitively say that 
they intended to continue to use the toolkit. Some teams 
planned to perform an audit to have more insight on how 
exactly the toolkit was having an impact. 

So, you know, hopefully that audit, it won’t show, like I 
say, massive numbers but it will give us a bit of an idea of 
what the delirium toolkit has done and what the outcomes 
of patients were.(G2) 

All teams attempted to disseminate the toolkit to their 
wider networks. In some cases, specifically to their quality 
boards, 

….we’ve done a positive patient experience with the pa
tient, we averted the ED attendance. So that’s been shared 
at the quality board and also shared it with [name] re
garding Greater Manchester 
, and it went to the patient experience group…just again 
to showcase the good work.(G3) 

In other cases, to any service that they thought that 
might also benefit from adopting the toolkit. 

…..we’ve accessed the OTs and physio just obviously be
cause they see patients and maybe it’s something for them 
to look out for to refer into our service. We are trying to 
make better relationships with the GPs as well just so that 
they know they can refer into our service. If they are wor
rying that a patient’s got delirium, they don’t necessarily 
have to send them into hospital.(I3) 

Another team suggested it would be beneficial to roll 
out the toolkit to care homes, since it was perceived that 
all grades/levels would be able to correctly use the toolkit. 
If delirium was found, care home staff could refer on to a 
team to explore causes. 

I think it is a very useful toolkit that potentially could be 
rolled out to care homes who are there all the time.(G1) 

DISCUSSION 

This qualitative study has for the first time explored the im
plementation of a community delirium toolkit across ser
vices within GM in the UK. It provides new evidence of 
acceptability of the toolkit when used in practice and sup
ports existing evidence from a proof of concept pilot study.4 

The organisational context, including the training and sup
port provided to support its adoption was key to its success 
and has been evidenced in previous studies.8 Staff percep
tions of usefulness within practice was an important mo
tivator for the continued implementation. They felt it in
creased their knowledge, helped identification of delirium 
and also enabled them to provide better support and out
comes for patients and their carers. Staff provided sug
gestions to enable wide dissemination in other settings, 
for example care homes and sustained utilisation. Allowing 
teams the flexibility to adapt and refine interventions can 
improve the implementation process and enhance adop
tion.9 One area where views changed significantly because 
of the toolkit was around the practice of taking blood sam
ples to investigate causes of delirium. Initially teams were 
unclear of the value, but this changed after pilot comple
tion. Language around delirium was consolidated, which 
was an unexpected benefit of the toolkit. 
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The implementation of the toolkit could be understood 
in the context of implementation meta-theory such as the 
Consolidated Framework for Implementation Research 
which provides constructs that have been associated with 
successful implementation.8 Our key constructs are: or
ganisational contextual features related to the adaptability 
of our innovation (the degree to which the toolkit could 
be refined to meet local need e.g. reorganisation of re
sources- innovation adaptability construct within the Inno
vation domain), the champions construct (the teams who 
supported the role out of the toolkit and implementation- 
individual domain- implementation leads, innovation de
liverers and mid-level leaders ), evaluation construct (abil
ity to demonstrate outcomes- Innovation domain- inno
vation trialability), and training construct (support for 
training and train the trainer approach Inner setting do
main- access, knowledge and information).10 

Limitations to the study were that sites that did not 
adopt the community delirium toolkit were not interviewed 
and may have had fewer positive reflections or identified 
other barriers. We were also not able to interview everyone 
who took part due to resources and individuals’ capacity to 
take part and therefore did not meet full data saturation. 

Secondly, the pilot study on which this evaluation is 
based only provides a local and small-scale picture of adop
tion, influenced by the context of the COVID 19 pandemic. 

CONCLUSION 

In summary this study confirms that the GM community 
delirium toolkit was easy for the teams who engaged with 
the pilot to use and adopt it. Key enablers were develop
ment of a co-produced toolkit and project management 
support with sharing of resources. As community services 
develop, including hospital at home and virtual wards, 
these findings may be helpful for other clinical teams in im
plementing delirium care pathways. To date we have shared 
our work both with UK colleagues plus the toolkit has also 
been used by the Regional Geriatric Program of Toronto in 
their resources for health care providers11 and colleagues 
in Singapore who attended for a month long government 
funded Delirium Clinical Observer-ship in 2025.12 

Since this acceptability study further improvements have 
been made to the Community Delirium Toolkit including all 
of which can be found on the Dementia United website: 

Future work is required to further study outcomes of 
people cared for with delirium in the community to see if 
there are additional clinical benefits to be gained, in terms 
of severity, duration, patient experience and carer experi
ence. 
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