
Conclusions
Simple ward-based prompts and targeted education 
increased the use of 4AT, and this was maintained on 
repeat data collection. As a result, doctors reported 
increased confidence in recognising delirium. Embedding 
structured delirium screening into routine practice may 
enhance early detection and management of this common 
and serious condition.

Introduction
Delirium affects up to 50% of hospitalised older adults (≥65 
years) and is significantly associated with patient morbidity 
and healthcare burden. The 4AT is a rapid, practical, and 
cost-effective screening tool for delirium. This project 
evaluated the effectiveness of 4AT implementation on a care 
of the elderly ward and assessed strategies to increase its 
use.

Methods
Two Plan-Do-Study-Act (PDSA) cycles of the project were 
completed between October 2024 and September 2025. 
Firstly, all new admissions to a care of the elderly ward over 
a one-month period were reviewed. Data collected included: 
suspected delirium, known/suspected cognitive 
impairment, and completion of initial 4AT screening prior to 
ward transfer. On the ward, documentation of initial 4AT 
screening (completed within the first two days of transfer) 
and frequency of follow-up 4ATs were recorded. In the first 
PDSA cycle, interventions to promote 4AT use included aide-
mémoire tools and verbal reminders during handover 
meetings. In the second PDSA cycle, dedicated teaching 
sessions were organised for nursing staff and healthcare 
assistants (HCAs) to empower them to recognise and assist 
doctors in assessing for delirium. Data were re-collected 
after each individual intervention. In addition, self-
evaluation surveys were administered to doctors to assess 
confidence in recognising delirium pre- and post-
intervention. In the second PDSA cycle, self-evaluation 
surveys were also administered to nursing staff and HCAs.

Results
After the first PDSA cycle, initial 4AT screening on the ward was completed 
for 30% of the patients (n=50), an increase from the 3.7% of patients from 
the baseline data (n=54) (figure 1). Follow-up 4AT completion increased 
from 1.9% to 26%. Following the second PDSA cycle, initial 4AT screening 
was completed for 29.1% (n=55) of patients and 30.9% had subsequent 4AT 
screening. Doctors reported higher confidence in recognising delirium 
however nursing staff and HCAs demonstrated mixed confidence levels 
(figures 2, 3).
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Figure 1. Percentage of patients who underwent delirium screening (baseline n=54, cycle 1 
n=50, cycle 2 n=56)

Figure 3. Self-reported confidence levels in nurses (n=5) and HCAs (n=3) 
on the ward in recognising delirium in cycle 2

Figure 2. Self-reported confidence levels in doctors on the ward in 
recognising delirium at baseline (n=5), in cycle 1 (n=4), and cycle 2 (n=4)


