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Delirium 

OBJECTVE  
We sought to determine the extent and nature of interdisciplinary delirium care that 
hospitalised patients received following a positive delirium screen, and nurses’ 
contribution to that care. 

METHODS  
A Delirium Standard-aligned medical record audit involving patients with 4AT scores ≥1 
in an Australian tertiary hospital, June - August 2024. Outcomes (overall and per 
Delirium Standard item, per item contribution by nurses) were analysed using descriptive 
statistics and frequency counts. 

RESULTS  
No patient (N=100; median [IQR] age 83 [13.25] years) had all relevant Delirium Standard 
care documented, and adherence to Delirium Standard care varied across its aspects 
(4.5% -100%). Nurses documented almost all the positive delirium screens, 
administration of various treatments of delirium causes, and attendance to patient 
safety, but there was minimal documentation of their involvement in comprehensive 
assessment, patient centred information and support, or discharge planning. 

CONCLUSION  
More active strategies than a Delirium Standard-aligned hospital guideline alone are 
needed to demonstrate patients with a positive delirium screen receive relevant 
follow-up care. Nurses working to the full scope of their practice may be one such 
strategy. 

INTRODUCTION 

The acute neurocognitive condition of delirium1 affects one 
in four hospitalised patients.2 Delirium is often distressing3 

and debilitating.4,5 The primary approach to resolving 
delirium is to identify and treat its underlying causes, so 
these clinical actions are key when symptoms present.6 

However, delirium care in hospital does not always align 
with best practice.7,8 

Nurses’ 24-hour presence make them well placed in the 
interdisciplinary team to respond to acute changes in pa
tients’ cognition9,10; as does their scope of practice, which 
includes comprehensive assessment, interpretation of diag
nostic results, care planning, delivery and evaluation, pro
vision of information and support, and collaboration with 
other healthcare providers.10 While much is reported about 
nurses’ challenges and experiences of delirium screening 
and other aspects of delirium care,11,12 little is known 

about how they respond clinically to positive delirium 
screens. 

The study objective was to audit the medical records 
of acute care patients with at least one positive delirium 
screen during hospital admission, to determine the extent 
and nature of subsequent interdisciplinary delirium care 
and nurses’ contribution to that care. 

METHODS 

A retrospective medical record audit of delirium care as per 
the Australian Delirium Clinical Care Standard (‘Delirium 
Standard’),6 conducted in a 300+ bed tertiary hospital in 
Perth, Western Australia that uses mostly paper and some 
electronic documentation. The Delirium Standard is a clin
ical care standard with eight quality statements applicable 
to patients at risk of or with delirium in Australian hospi
tals.6 
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Textbox 1. Delirium Standard’s Quality Statements and related care requirements at the study site             

Delirium Standard’s 
Quality Statements* 

Related statements in the hospital’s delirium policy/guideline * 

No statement about avoiding antipsychotics. 

The discharge summary must include information on the patient’s baseline and current cognitive 
assessment, and delirium identification, investigation and management. 

*The policy/guideline does not specify which part of the Delirium Standard each section relates to. The policy/guideline also refers/links to several other resources and policies e.g. 
the aggression/violence policy. 

The hospital’s related delirium guideline specifies the 4 
'A’s Test (4AT)13 as the primary delirium screening tool. The 
4AT allocates scores of 0-4 per item, with an overall max
imum of 12. In the validated tool, total scores indicate: 
0: unlikely delirium or cognitive impairment; 1-3: possible 
cognitive impairment; ≥4: possible delirium +/- cognitive 
impairment. Consistent with evidence of the 4AT’s high 
specificity,14 the hospital’s delirium guideline specifies 
clinical actions for all patients with a score of ≥1. 
Textbox 1  outlines the Delirium Standard’s quality state

ments and related clinical actions required at the study site. 
A Health Information Services officer retrieved medical 

records of patients who received acute inpatient care and 
were discharged between March 9 and May 9, 2024, with 
at least one 4AT score ≥1 during admission; SL confirmed 
record eligibility. 

The audit tool was based on another Delirium Standard-
aligned study.15 Adaptations included focusing on quality 
statements 3-8 (as the current study was of documented 
delirium care for patients with a positive delirium screen, 
not of all aspects of delirium care for all at-risk patients), 
and adding sub-questions for each of the statements, in
cluding which health care profession provided the aspect 
of care. Audit items were patient age, sex, Indigenous sta
tus, principal language, primary diagnosis, ward, clinical 
speciality, admission and discharge dates, discharge status 

(Supplementary file 1). An audit guide was developed to 
minimise measurement bias (Supplementary file 2). 

SL and JB independently piloted the audit tool and guide 
against two medical records, finding no disagreements. SL 
completed 50 audits, with JB independently auditing five 
random records. Subsequently, data collection was refined 
for carer engagement, comprehensive assessment, and dis
charge planning, with SL re-auditing the first 50 medical 
records. At 100 audits, JB independently audited five 
records, finding 100% agreement. Data were directly en
tered into a REDCap (Research Electronic Data Capture) 
database hosted by the hospital.16,17 

The sample size was based on an estimate that no more 
than 17.5% of medical records would evidence all relevant 
aspects of the Delirium Standard, derived by averaging the 
lowest item compliance in two previous audits: one local 
(25%), the other published (10%8); thus, 222 medical 
records were determined to be within 5% of the true popu
lation with 95% confidence. 

Outcomes were the proportion of medical records with 
documented care meeting all relevant aspects of the Delir
ium Standard; number and proportion meeting each as
pect; and number and proportion where nurses con
tributed. Descriptive analyses were performed in REDCap 
and Microsoft Excel. 

1. Early identification 

of risk 

• Clinicians perform delirium screening with the 4AT to assess alertness, abbreviated mental test-4 (AMT4), attention 

(months of the year backwards) and acute change, for at-risk patients (older age, pre-existing cognitive impairment, 

severe medical illness, hip fracture, history of falls, acute cognitive changes, prior delirium), on Emergency Depart

ment presentation, admission, before elective surgery and/or on acute change in cognition and/or behaviour. 

• The hospital version of the 4AT uses colour-coded prompts and initialling of clinical actions following scores >1 (med

ical review, further cognitive assessment, delirium prevention and management). 

2. Interventions to 

prevent delirium 

3. Patient-centred in

formation and sup

port 

• The 4AT is included in the ‘Falls Risk Assessment and Management Plan-Cognitive Impairment’ (FRAMP-CI) form, 

which prompts minimum interventions (environmental, patient-related, communication, information-provision). 

• Clinicians are prompted to provide patients and carers with information and support at delirium diagnosis or when 

delirium risk is identified, including via a Delirium Patient/Family Information Brochure, and to continually monitor 

the patient. 

4. Assessing and diag

nosing delirium 

• Interdisciplinary communication of 4AT scores >1 to the medical team and shift coordinator; to carers, to ask about 

the patient’s baseline cognition; and to allied health (principally occupational therapy) and nursing teams for further 

cognitive assessment and subsequent care planning. 

• Medical team consider further assessments to diagnose delirium; identify underlying causes; and initiate and docu

ment a comprehensive treatment plan that addresses the patient’s goals of care and encompasses multidisciplinary 

interventions. 

• Care planning to consider patients’ cognitive assessment and individual needs and incorporate clinical judgement. 

5. Identifying and 

treating underlying 

causes 

6. Preventing compli

cations of care 

• Involves screening/assessing the patient for other clinical risks (falls, pressure injuries, malnutrition, dehydration). 

• Interventions to prevent and manage clinical risks are specified in the FRAMP-CI, which clinicians initial when com

menced. 

7. Avoiding use of an

tipsychotic medi

cines 

8. Transition from 

hospital care 
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Ethical approval was by St John of God Health Care Hu
man Research Ethics Committee (ref. 2164) with cross-in
stitutional ratification from the University of Notre Dame 
Australia (ref. 2024-038). Waiver of patient consent was 
granted, given the low study risk18 and protection of pa
tients’ confidentiality via secure data storage. 

RESULTS 

Interim analysis of the first 100 audits (June-August 2024) 
found lowest item compliance was 4.5% (comprehensive 
discharge planning), making it clear our anticipated 17.5% 
overall adherence was an over-estimate. The sample size 
was accordingly recalculated, with the existing 100 deter
mined to be within 3% - 4% of the true population with 95% 
confidence and thus sufficient. 

The final sample (N=100) included males (48%) and fe
males (52%) with a median [IQR] age of 83 [13.25] years; 
most were non-Indigenous (91%) and English speaking 
(89%). Patients had a wide range of principal diagnoses 
and treating clinical specialities (Table 1 ). Six patients died 
during admission (none had delirium diagnosed); the re
maining 94% were discharged home or elsewhere. Across 
the 100 medical records, 53 documented a first 4AT score 
of 1-3 (possible cognitive impairment, no delirium) and 47 
of ≥4 (possible delirium +/- cognitive impairment). Twenty-
two records (22%) contained a delirium diagnosis made by 
a medical officer. 

OUTCOMES 

There were no medical records that demonstrated docu
mentation of all relevant aspects of the Delirium Standard. 
Regarding its individual aspects, 40% of medical records 
evidenced comprehensive assessment following a positive 
delirium screen. In the 78 medical records with no delirium 
diagnosis, delirium was explicitly ruled out in one, where 
the positive 4AT (i.e. any score >1) was attributed to a pre-
existing cognitive impairment. In the 22 records contain
ing a delirium diagnosis, this was discussed with the pa
tient and/or carers in 10 cases (45%). Twenty-one of the 22 
records (95.5%) specified underlying delirium cause/s, all of 
which were treated; and most recorded risk assessment and 
mitigation for potential related complications (Figure 1 ). 
Just over half of records (59%) contained no antipsychotic 
prescription for delirium (per the Delirium Standard); just 
one (4.5%) had a comprehensive discharge care plan rele
vant to delirium. 

Nurses documented 97% of the positive 4AT scores, but 
no subsequent delirium assessment using a validated tool 
(all 10 were performed by occupational therapists). Nurses 
were recorded as communicating the positive 4AT score 
within the interdisciplinary team in 8 of 18 recorded in
stances (44%); asking the patient and/or their carer about 
acute cognitive and behavioural changes in 11 of 50 in
stances (22%); and undertaking comprehensive assessment 
in 2 of the 40 recorded instances (5%). Nurses documented 
treating identified delirium cause/s in all 21 recorded in
stances (included administering antibiotics, antivirals, ape

rients, and oxygen; managing medications post-overdose; 
and indwelling catheter insertion for urinary retention); 
and in almost all risk assessment and mitigation for other 
complications (Figure 1 ). There was no record of nurses 
discussing the delirium diagnosis with patients and their 
carers, actively avoiding antipsychotic use, or planning 
delirium care post-discharge. 

DISCUSSION 

An audit of interdisciplinary and nursing care of 100 pa
tients receiving acute care in hospital following a 4AT of 
>1 found no medical record with all relevant aspects of 
Delirium Standard care documented, despite closely cor
responding hospital guidance. Most documentation gaps 
related to comprehensive assessment and communication 
between team members, patients and carers about the pos
itive screening and/or diagnosis, including 77% of the co
hort having no record of delirium being explicitly ruled out. 
Of 22 patients diagnosed with delirium, 21 had underly
ing causes identified and treated, almost all had actions to 
avoid other complications, and just over half avoided an
tipsychotics, yet only one had a plan for delirium care post-
discharge. Nurses documented almost all the positive delir
ium screens, administration of delirium treatments, and 
attendance to patient safety, but seemingly played a minor 
role in other aspects of Delirium Standard care. 

A quasi-experimental study to implement the Delirium 
Standard in another tertiary hospital found similar low doc
umentation of most aspects at baseline (6-67%), except 
screening and management of related complications 
(>80%)8; documentation there improved after introducing 
delirium care policy, procedures, a clinical form, staff ed
ucation, and patient information resources (although in
formation for carers and discharge planning for delirium 
remained low - both <20%).8 Another Delirium Standard 
implementation study in three palliative care units found 
significantly improved documentation of six of the 12 items 
(including avoided psychotropic medications) after intro
ducing a delirium monitoring system. Additionally, that 
study also reported reduced odds of delirium and greater 
odds of prevented complications for patients with delir
ium.20 These studies suggest embedding the Delirium Stan
dard in hospital settings with good effect can be achieved 
through active implementation. 

One point of difference is that these previous studies did 
not involve examination of the documentation of nurses’ 
contribution to interdisciplinary Delirium Standard care; 
this study did and found the full scope of nursing practice 
was not demonstrated. As noted above, nurses’ scope en
compasses assessment, interpretation of diagnoses, care 
planning, delivery and evaluation, provision of information 
and support, and collaboration with others in the team,10 

all of which are directly relevant to delirium care. Literature 
on nurses’ delirium practices predominantly points to their 
under-capabilities (especially insufficient knowledge), and 
yet barriers to nurses working to scope of practice also in
clude organisational and regulatory constraints and role 
confusion.12,21 For example, Coyle, Burns and Traynor22 
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Figure 1. Documentation of individual aspects of the Delirium Standard in blue, with nurses’ contribution in orange                
QS = Quality statement of the Delirium Standard and corresponding numbers 

Nurses’s contribution to interdisciplinary delirium care of hospitalised patients

Delirium 4



found that nurses did not consider delirium or cognitive 
assessments their role but that of occupational therapist, 
medical staff or specialist aged care nurses; while Green et 
al23 flagged clinician’s uncertainty about their specific roles 
and responsibilities as a barrier to delirium care and com
munication, including with carers. 

A strength of our study was the single auditor using a 
standardised, pre-tested and piloted audit tool and guide 
with reliability checks by another author to minimise mea
surement bias. Limitations include that the study was ret
rospective at a single hospital in 2024, so results may not be 
generalisable to other hospitals nor reflect current practice. 
The audit did not assess quality or outcomes of clinical in
terventions, only their documentation. Restricting the de
nominator to 22 patients with a delirium diagnosis for 
many of the measures likely overestimated the proportions 
of patients who received relevant Delirium Standard care, 
given the indefinite delirium status of almost all the re
maining cohort and the likelihood (considering the 4AT’s 
high specificity14) that many more required this care. 

In conclusion, more active strategies than a Delirium 
Standard-aligned hospital guideline alone are needed to 
demonstrate patients with a positive delirium screen re
ceive relevant follow-up care. This audit also identified 
nurses’ varied contribution to delirium care following a 
positive delirium screen, indicating some misalignment 
with their scope of practice and thus a potential target area 
for ongoing quality improvement within the organisation. 
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Table 1. Sample Characteristics (n=100)    

Characteristics % or median [IQR] 

Female sex 52% 

Male sex 48% 

Age in years 83 [13.25] 

Age range 46-101 

Indigenous status 

91% 

8% 

1% 

Primary language English 89% 

Principal diagnosis α 

26% 

10% 

10% 

7% 

7% 

7% 

6% 

5% 

22% 

Clinical specialty at time of positive delirium screen 

45% 

20% 

19% 

11% 

2% 

2% 

1% 

Discharge status 

47% 

21% 

17% 

9% 

6%* 

Carer engagement in the patient’s care 76% 

4AT scores 

53% 

47% 

• Not Aboriginal and Torres Strait Islander 

• Aboriginal, not Torres Strait Islander 

• Status not documented 

• Circulatory system diseases 

• External causes of morbidity and mortality 

• Genitourinary system diseases 

• Mental and behavioural disorders (including delirium, n=4) 

• Skin and subcutaneous tissue diseases 

• Infectious diseases 

• Musculoskeletal system and connective tissue diseases 

• Injury, poisoning and other consequences of external causes 

• Other β 

• General medicine 

• Emergency medicine 

• Geriatrics 

• Neurology 

• General surgical 

• Respiratory 

• Urology 

• Home (including nursing home) 

• New nursing home admission 

• Home with new services (including family support) 

• Transferred to another inpatient facility 

• Deceased 

• 1–3 

• ≥4 
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Characteristics % or median [IQR] 

Documented diagnosis of delirium 22% 

8% 

14% 

αCategorised as per International Statistical Classification of Diseases and Related Health Problems 10th Revision.19 β Symptoms, signs and abnormal clinical and laboratory find
ings, not elsewhere classified (4%); Neoplasms (4%); Respiratory system diseases (3%); Diseases of the blood and blood-forming organs and immune disorders (3%); Nervous system 
diseases (3%); Endocrine, nutritional and metabolic diseases (2%); Digestive system diseases (2%); Not documented (1%). *None of these six patients had a documented diagnosis of 
delirium 

• Following a 4AT score of 1-3 

• Following a 4AT score of ≥4 

This is an open-access article distributed under the terms of the Creative Commons Attribution 4.0 International License 

(CCBY-4.0). View this license's legal deed at http://creativecommons.org/licenses/by/4.0 and legal code at http://creativecom

mons.org/licenses/by/4.0/legalcode for more information. 
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