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Delirium is present in up to 20% of adults 65 years and older 
presenting to the Emergency Department (ED). It is asso-
ciated with significant morbidity and mortality. Delirium 
screening in the ED has been advocated by multiple guide-
lines and ranked a top five quality indicator for geriatric 
emergency care [1]. There are multiple tools for delirium 
screening that have been validated in the ED. In spite of this, 
delirium remains under-recognized by emergency physicians 
and nurses up to 70% of the time. Undiagnosed delirium 
is associated with increased mortality, prolonged hospital 
length of stay, and repeat ED visits.

Schonnop et al. conducted a qualitative study that exam-
ined factors contributing to missed delirium in older ED 
patients [2]. They completed individual, semi-structured 
telephone interviews with 12 physicians and 14 nurses. 
Using a constant comparative method and inductive thematic 
analysis, they identified four main themes which were bar-
riers to delirium recognition: infrequent use of screening 
tools; perceived time constraints and competing priorities; 
unclear roles; and knowledge gaps. Their study builds on and 
confirms previous work that examined nursing barriers to 
delirium screening implementation [3]. In addition, South-
erland et al. undertook a survey that evaluated potential 
barriers to implementation of geriatric screening using the 
Consolidated Framework for Implementation Research and 
the Expert Recommendations for Implementation Change 
tool [4]. In their study, they identified similar barriers but 
also described potential strategies to address them.

While some barriers are amenable to specific interven-
tions, other may be more challenging to address. Knowl-
edge gaps related to delirium were a theme identified in all 
three studies. Educational interventions have been shown to 
improve knowledge regarding care of older adults. Educa-
tional strategies alone are insufficient to successfully change 
clinical practice; however, they are instrumental as a compo-
nent of a multipronged implementation strategy. The reasons 
that delirium screening tools are not frequently utilized have 
not been fully explored and warrants further investigation. 
There are multiple validated screening tools, which have 
been demonstrated to be feasible, taking as little as 2 min to 
complete, yet still have shown little uptake. Another barrier, 
which has been consistently identified across studies, is lim-
ited time and the resultant need for prioritization of clinical 
tasks. This is particularly relevant in the unique time-con-
strained ED environment, where respondents report that the 
time to complete one task is always balanced by the impact 
of time taken away from other tasks. Clinicians recognize 
the importance of delirium, but do not prioritize it above 
other competing interests. There is a paucity of research on 
the impact of interventions to prevent or treat delirium in the 
ED. This makes it difficult for bedside clinicians to justify 
prioritizing delirium as a medical emergency in compari-
son to conditions, such as stroke, myocardial infarction, and 
sepsis, where there are clear standards of care, pathways 
of care, and known outcomes, regardless of the time that it 
takes to screen for delirium. As such, research evaluating 
the impact of delirium screening, identification, treatment, 
and prevention with patient centred outcomes is urgently 
needed. Research that has explored innovative ways to iden-
tify delirium that does not increase physician or nurse time, 
including delirium screening by families, use of technology 
such as ipads with applications to risk stratify delirium risk 
or electronic health record risk stratification algorithms may 
offer potential solutions to address this barrier.

Efforts to implement screening processes in the ED have 
been met with mixed success. Recently, Martin et al. used 
LEAN methodology to increase delirium screening using 
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the 4AT, from 16% to 92% at 17 weeks postintervention 
[5]. They attributed the success of their outcomes to their 
multifaceted approach of education, visual reminders, cul-
ture change at rounds, and audit and feedback. It should also 
be noted that the implementation occurred in the Geriatric 
Emergency Multidisciplinary Unit of the ED, where provid-
ers were more likely to be more knowledgeable about the 
care of the older adult and the environment was likely more 
resource rich. While their results are promising, its impact 
on delirium diagnosis, healthcare, and patient-oriented out-
comes is currently unknown. Other studied implementation 
strategies include changes to the electronic health record, 
delirium champions, bundling with actionable interventions 
and dedicated personnel for screening.

Both increasing age and dementia are known risk factors 
for the development of delirium. Given our aging popula-
tion, it is not surprising that we will see an increasing num-
ber of ED patients suffering with delirium. This will have a 
devastating impact on the patient, their careers, the health 
care system, and society. Clinicians, educators, researchers, 
and health care administrators must work together to find 
solutions to mitigate the impact of this medical emergency. 
Support is needed at all levels to develop effective imple-
mentation strategies coupled with prevention and treatment 
interventions to mitigate the negative sequelae of delirium.
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