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GRIFT Geriatrics Report:

 "All trusts should have a clear pathway for delirium that includes assessing all older people admitted as an emergency using 4AT, a system 

for identifying delirium in elective admissions and rapid and effective delirium response. Delirium awareness should be embedded in basic frailty 

training for all patient-facing staff"

Introduction
What is delirium? 

“Delirium (sometimes called 'acute confusional state') is an acute, fluctuating syndrome of encephalopathy [conditions that 

cause brain dysfunction] causing disturbed consciousness, attention, cognition, and perception.” 1

What impact does it have?

Assess patients for risk factors:

65 years
Cognitive impairment 

+/- dementia
Hip fracture

Severe 
illness

Assess people at risk for recent 
(within hours or days) changes or 

fluctuations that may indicate 
delirium

4AT

Rapid initial 
assessment for 

delirium

High score can 
trigger early 

intervention and 
proactive 

management

4 Domains:

 1. Alertness, normal to abnormal. 

2. Awareness of age, DOB, place, year. 

3. Attention by ability to list months backwards. 

4. Acute change or fluctuation in alertness and mental function.
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What do current guidelines say?

NICE Guidelines 2

“All trusts should have a clear pathway for delirium that includes assessing all older people admitted as an 

emergency using 4AT, a system for identifying delirium in elective admissions and rapid and effective delirium 

response. Delirium awareness should be embedded in basic frailty training for all patient-facing staff.”

How can we assess delirium?4-5

Methods
This single-centre, retrospective observational audit was conducted on a 28-bedded Acute Senior Health Unit (ASHU) at 

St George’s Hospital, London. 

Primary 

Outcomes

• Completion of delirium ad-hoc assessment

• Documented diagnosis of delirium

Secondary 

Outcomes

• Delirium assessment prior to ward admission

• Delirium noted in handover

• RADAR (nursing delirium screening form) on day of admission 

• RADAR form completed

• 4AT documented

• % of people using new proforma

• Delirium assessment done on the day of admission

Statistical Analysis

Data was analysed using Microsoft Excel and anonymised to ensure patient confidentiality. 

Chi squared and Fisher exact tests were conducted to evaluate statistical significance.

Delirium Ad-hoc 

Form on iCLIP

Prompt to 

assess 4AT

Prompt to complete 

delirium ad-hoc form

Admission Proforma (Cycle 2 intervention):

Results

• The new admission proforma was designed and implemented during Cycle 2, with proforma uptake at 91%. 

• After implementation, there was an increase in delirium assessment completion (8% vs. 34%, p < 0.05). 

• There was no statistically significant difference between delirium noted on handover (54% vs. 32%, p > 0.05).

• The most notable change was the increase in 4AT completion following the proforma (21% vs. 53%, p < 0.01). 
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Discussion
What did Cycle 2 add?

❑ Identified a fall in completion of delirium adhoc forms 

between rotating cohorts of junior doctors

❑ Development of a new admission proforma as an 

intervention aiming to improve these completion rates 6-8

❑ Positive impact on delirium ad-hoc form completion 

❑ However, also showed fall in RADAR completion rates

Limitations

❑ Single centre with a small sample size

❑ Winter bed pressures and ward closures may have 

contributing to smaller sample size in January

❑ Impact of junior doctor strikes

❑ Changes in staffing, including ASHU nurses

Conclusion
✓ There was a significant improvement in delirium and 4AT assessment following the introduction of a new 

admissions proforma. 

✓ Despite this, compliance still falls short of recommended guidelines and there is clear recognition of further 

improvement to adhere to national standards for delirium management. 

✓ This project demonstrates the challenges of sustaining change across multiple cycles and trainee rotations.

✓ Cycle 3 is ongoing, aiming to address this and update the admission proforma in response to multi-disciplinary 

team feedback.

✓ The admissions proforma also serves as a basis for further clinical audit in various areas of clinical practice.

▪ Next cycle:
▪ Integrate proforma into IT 
software to improve ease of use and 
lessen variability
▪ Formal handover at changeover to 
highlight these forms

▪ Outcomes similar to the 
predictions
▪ Proforma uptake was good

▪ Inter-individual variability in 
implementation of proforma
▪ Awareness of ad hoc delirium 
assessment forms was low

▪ Objective: assess sustainability of 
improvements made in cycle 1, make 
improvements where possible
▪ Prediction: improvements made won't 
have been sustainable
▪ Change idea: standardised "new 
admission" proforma, prompting 
delirium assessment, diagnosis and form 
completion

Plan Do

StudyAct
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Increases risk of 

inpatient falls

Higher healthcare 

costs

Increased pressure 

on services
Longer stays in 

hospital

Distressing for 

patients & carers

Aims

To design and implement an economic and sustainable intervention to improve completion of initial delirium assessments 

for patients on the ASHU – Cycle 1&2

To evaluate the impact of the intervention by comparing changes in the proportion of completed initial delirium 

assessments following implementation of the intervention. – Cycle 2

To assess the current standard of delirium care of a London-based Acute Senior Health Unit (ASHU), from completion 

rates of delirium assessments and subsequent delirium diagnoses – Cycle 1

• 71 patients were included in Cycle 2. 

• Re-audit compared to Cycle 1 showed significant 

decline in patients receiving a formal delirium 

assessment with 4-AT, from 56.6% to 8.3%

• Cycle 1 included a total of 128 patients. 

• Initial audit revealed suboptimal compliance with 

NICE recommendations. 

• Posters and education-based MDT interventions 

were designed and implemented. 

• Following these initial interventions, patients were 

more likely to receive a full delirium assessment 

(1.9% vs 56.6%, p = 0.001) and formal diagnosis 

(5.8% vs 27.6%, p = 0.002).
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