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RESEARCH PAPER
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Abstract

Delirium is a common but frequently under-recognised neuropsychiatric syndrome in care homes, especially among residents
living with dementia. Delirium is associated with substantial morbidity, mortality and preventable healthcare complications,
yet evidence on how it is recognised andmanaged in residential care remains limited. This qualitative study explored care home
managers’ perspectives on delirium care within privately owned care homes in a region of England, UK, and data analysed
thematically to identify key challenges and opportunities for improvement. Three overarching themes were identified:

(1) Recognising and Responding to Delirium described how detection often relied on staff familiarity with residents’ usual
behaviour, with limited use of formal assessment tools and frequent difficulty distinguishing delirium from dementia,
particularly in hypoactive presentations.

(2) SystemicBarriers toQualityCare highlighted the impact of chronic underfunding, fragmented communication at hospital
discharge, unclear clinical responsibility and limited access to training and clinical support.

(3) Collaborative Care and Support Networks captured the role of families and external professionals in delirium manage-
ment,with variable communication, inconsistent validationof care home concerns and challenges coordinating care across
services.

In response to these challenges, we recommend co-produced delirium education for care staff, clearer clinical pathways and
stronger interprofessional collaboration to ensure that delirium is recognised and treated as a potentially life-threateningmedical
emergency.
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Key Points

• Delirium is common but often under-recognised in care homes, especially among residents with dementia.
• Managers report reliance on staff intuition rather than formal assessment tools.
• Systemic issues, such as underfunding, fragmented care and limited training, hinder effective deliriummanagement.
• Coproduced education and clearer clinical pathways are needed to improve recognition and response.

Introduction

Delirium is an acute, fluctuating neurocognitive disorder
characterised by disturbed attention, awareness and cog-
nition, arising from medical conditions, substance effects
or multiple precipitating factors [1, 2]. Early recognition
and management of delirium are critical, as timely diagnosis
improves recovery and reduces complications, while delayed
detection increases morbidity, institutionalisation and mor-
tality [3–6]. The clinical presentation of delirium is highly
variable, encompassing symptoms such as disorientation,
inattention, hallucinations and profound disturbances of the
sleep–wake cycle [7]. Thiswide range of presenting features is
compoundedby themotor subtypes (hyperactive, hypoactive
and mixed) of delirium, with the subtle signs of hypoactive
delirium often evading detection [8]. Diagnostic complexity
is a particular issue in delirium superimposed on demen-
tia, where symptom overlap can lead to poorer recovery,
accelerated cognitive decline and increased long-term care
dependency [9, 10].

Delirium in care home settings

The prevalence of delirium in long-term care facilities has
been estimated between 10% and 40% [11], where it is
associated with elevated mortality, functional deterioration
and frequent hospital admissions [12]. Despite its prevalence
and impact, delirium remains under-recognised and under-
prioritised in residential care [13]. Delirium in this setting
also remains less understood than in acute care, and an
understanding of specialist expertise or diagnostic tools in
this context remains limited [14, 15]. Care home managers
are pivotal in shaping organisational practice, yet while their
perspectives are documented in dementia and end-of-life care
[16–18], their role in understanding and managing delirium
remains unexplored.

Study aim

This study examines how UK care home managers recognise
and manage delirium, to identify key barriers and inform the
development of practical strategies to improve care quality,
staff education and interprofessional collaboration.

Methods

Study design and epistemological position

This qualitative study used online focus groups to explore
how care home managers understand, recognise and respond

to delirium in residential settings. The study is reported in
accordance with the Consolidated Criteria for Reporting
Qualitative Research (COREQ) [19] Full details of the
COREQ checklist are provided in Appendix 1 in the
Supplementary Data section. Focus groups were chosen
to facilitate interactive discussion and collective reflection
on shared organisational challenges [20]. Participants were
recruited using purposive sampling and were identified
and recruited by local authority commissioners for care
homes, who had permission to contact managers by email
on behalf of the research team. Online delivery via Microsoft
Teams enabled participation from geographically dispersed
care home managers, for whom face-to-face attendance
would have been impractical due to workload pressures
and scheduling constraints. Patient and public involvement
informed study development, with a regional care-home and
dementia advisory group reviewing the study plan and topic
guide prior to data collection.

Research team and reflexivity

The focus groups were co-facilitated by the lead researcher,
a male senior lecturer in biomedical science at the time of
the study, with a research background in neuropharmacol-
ogy and neuropathology. The lead researcher holds a PhD
in Applied Neuroscience and was completing a Master of
Public Health degree at the time of the study. Although not
a practising clinician, he has a lived-experience interest in
delirium. A female postgraduate research assistant supported
facilitation, technical management and field notes. The lead
researcher had aprior professional acquaintancewithonepar-
ticipant, known through academic and networking events;
this was managed reflexively through journaling and criti-
cal questioning during analysis. No other participants knew
any members of the research team. Participants received a
written Participant Information Sheet, which outlined the
study’s aim to improve delirium care in care homes based on
managerial insights and provided written informed consent.
Data analysis was supported by an experienced qualitative
researcher, with themes reviewed by a multidisciplinary team
to ensure rigour.

Participants and data collection

Ethical approval was obtained from a University Research
Ethics Committee (Ref: 23777). Participants received a
written Participant Information Sheet, which outlined the
study’s aim to improve delirium care in care homes based on
managerial insights and provided written informed consent
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electronically. Confidentiality and the right to withdraw
within 4 weeks were assured. Five focus groups were initially
planned according to local authority boundaries. After
obtaining consent, one scheduled group had no attendees
and another was cancelled due to insufficient participants.
One further consented participant was unable to attend.
This resulted in three conducted focus groups with 15
participants. A topic guide was used to explore delirium
recognition and management, perceived barriers, staff
training and engagement with families and professionals.
Full details of the topic guide are provided in Appendix 2
in the Supplementary Data section. No nonparticipants
were present. Each session lasted ∼80 minutes (range 60–
90). Discussions were audio-recorded using the Microsoft
Teams platform. Automated transcriptions were generated,
manually checked for accuracy against the recordings by the
research team, and de-identified by replacing all names and
care home identifiers with region-specific participant codes
(e.g. DA01, ST02). Field notes were taken during and after
the sessions to capture contextual observations and initial
reflections.

Data analysis

Data were analysed using reflexive thematic analysis, follow-
ing the guidance of Braun and Clarke [21]. The process was
iterative and abductive, involving movement between the
data, emerging codes, developing themes and relevant litera-
ture. Analysis was led by the lead researcher. To ensure ana-
lytical credibility, a subset of transcripts was independently
coded by an experienced qualitative researcher and initial
coding frameworks and emerging themes were discussed and
refined in meetings between the lead researcher and individ-
ual teammembers.DataweremanagedusingNVivo software
(v.15.2.0). The analytical process involved: (i) repeated read-
ingof transcripts for familiarisation; (ii) systematic generation
of initial codes across the full dataset; (iii) collation of codes
into potential themes; (iv) iterative review and refinement
of themes; and (v) defining and naming the final themes,
which were reviewed and approved by members of the wider
multidisciplinary team.

Rigour and trustworthiness

Rigour was ensured through several strategies: reflexive
practice, triangulation of analysts through independent
coding and discussion of interpretations and the use of
field notes to inform contextual understanding of the data.
Member checking (returning transcripts to participants)
was not conducted due to the de-identified, pooled nature
of the focus group data and managerial time constraints,
but the analytical process involved discussion and review of
interpretations between the lead researcher and other team
members. Recurring patterned meanings across the three
focus groups suggested thematic saturation appropriate for
a focused exploratory study, given the homogeneity of the
sample and study aims.

Results

Sample characteristics

Fourteen care home managers and one deputy care home
manager participated. Participants were predominantly
female (93%), and all identified as White. Most were
aged between 30 and 59 years, with varied educational
backgrounds, and managerial experience ranging from
<1 to >20 years. Almost half had undertaken previous
delirium training (Table 1).This variation inprior knowledge
likely contributed to a range of perspectives on the ease of
recognition and management discussed in the focus groups.

Focus group findings

Three virtual focus groups were conducted via Microsoft
Teams between December 2024 and January 2025, each last-
ing ∼80 minutes (range 60–90 minutes). Thematic analysis
identified three overarching themes shaping experiences of
deliriummanagement in care homes.

Theme 1: Recognising and responding to delirium

Participants described delirium as a complex and unpre-
dictable condition, often marked by sudden changes in
behaviour and functioning. Recognition was described
as strongly dependent on staff familiarity with residents’
baseline cognition and behaviour:

‘It could be a sudden change within hours or days and it can change the whole

presentation – the whole person, who they are’. (DA02)

Managers reported that residents were often discharged from
the hospital with undiagnosed or unresolved delirium:

‘You’re going off what the hospital are telling you . . . . They probably don’t know

them very well . . . and they’re completely wrongly diagnosed (with dementia),

when it’s a delirium’. (MI04)

According to participants, when recognised, hyperactive
delirium drew quicker responses, while hypoactive forms
frequently went unnoticed:

‘We had two paramedics who had never seen it before and they were convinced

that he was dead. I was like, “He’s not. It’s hypoactive delirium.” And they’d

never heard of it. Never heard of it, never seen it. And they were convinced’.

(ST01)

Participants reported that use of structured screening tools
varied, with some participants familiar with structured delir-
ium assessments such as the Four ‘A’s Test (4AT) [22], while
other managers acknowledged that delirium detection was
largely informal and reliant on experience:

‘It’s not something we look at. No, there isn’t a tool, per se’. (DA02)

Participants endorsed person-centred strategies, rather than
medication alone:
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Table 1. Participant demographics (n = 15). ∗% rounded to whole number

Variable Category (area code) n (%)∗

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Region DA 5 (33)

ST 4 (27)

MI 6 (40)

Age group 18–29 0 (0)

30–39 5 (33)

40–49 3 (20)

50–59 5 (33)

60+ 2 (13)

Gender Female 14 (93)

Male 1 (7)

Ethnicity White 15 (100)

Educational attainment Further education (A-Levels, NVQ or equivalent) 7 (47)

Undergraduate degree 3 (20)

Postgraduate degree 5 (33)

<1 years 1 (7)

1–5 years 5 (33)

6–10 years 4 (27)

11–15 years 1 (7)

16–20 years 2 (13)

20+ years 2 (13)

Type of care home Residential 6 (40)

Nursing 2 (13)

Dementia-specific 4 (27)

Other (e.g. mental health, learning difficulties) 3 (20)

Care home size (residents) 11–25 1 (7)

26–50 3 (20)

51–75 10 (67)

76+ 1 (7)

Previous delirium training Yes 7 (47)

No 8 (53)

A-Levels, advanced levels; NVQ, National Vocational Qualification.

‘The first port of call shouldn’t be to just add another medication, because . . .

you don’t know whether it will have a positive or negative effect’ (ST04).

Despite this preference, managers reported limited involve-
ment in prescribing decisions, describing how medications
were prescribed by GPs and dispensed via pharmacies with-
out prior communication with care-home staff:

‘Medication just turned up for her. They didn’t tell us anything’. (ST01)

In response, managers emphasised defensive documentation
of residents’ clinical presentation and care decisions to ensure
accountability:

‘All I can say as a manager is “just keep documenting it.”’ (MI04)

Theme 2: Systemic barriers to quality care

Participants identified chronic underfunding, fragmented
communication and inconsistent clinical input as central
barriers to safe and timely delirium care.

They described chronic underfunding as most evident in
the mismatch between available resources and escalating care
expectations:

‘We’re all funded at a very low amount, but the expectancy of the care... that we

have to provide with that small amount is, well, it doesn’t match’. (DA03)

This was particularly evident, they reported, when staff were
required to escort residents to the hospital, often at the
expense of staffing levels within the home:

‘We have to fund that ourselves. And so we are paying for extra staffing when

someone needs that support’. (DA03)

Managers described fragmented communication, especially
at hospital discharge, posing a significant risk, with residents
returning to care homes with incomplete or delayed docu-
mentation:

‘Ours would be hospital discharges, which is our biggest... getting somebody else’s

documentation, which we’ve had on numerous occasions’. (MI01)

Participants reported hearing dismissive language from some
healthcare professionals when raising concerns about delir-
ium:

‘The phrase, “it’s just a delirium,” is one that’s really, really winding me up

more than anything at the minute, because it’s not just a thing’. (ST01)

Inconsistent clinical responsibility further compounded
these challenges, with managers describing how they felt
caught between services:

‘We’re stuck between the GP and ICLS [Intensive Community Liaison Service:

a local service mental health team], the GP says, “Well, it’s not for the GPs, it’s

for the mental health,” and then you’re stuck’. (MI06)
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As a result, they reported that responsibility for recognising
and escalating delirium was often placed on staff without
sufficient training:

‘The carers don’t have the insight of a nurse, they’re not clinically trained to that

level, but they’re expected to assess residents and make decisions to escalate care

on very little training . . . ’ (DA05).

Participants described the impact of supporting residents
through prolonged and complex delirium episodes on staff
wellbeing:

‘We’ve got staff that are actually scarred by this lady now’. (ST01)

Training was widely described by participants as insufficient
and overly reliant on e-learning:

‘It’s just e-learning... To me, it doesn’t stick’. (ST01).

Managers proposed the introduction of delirium champions
to support training and continuity:

‘I think for key people . . . create a delirium champion . . . so they can deliver

that training to the rest of the team’. (DA02)

Theme 3: Collaborative care and support networks

Managers reported that effective delirium care relied on
strong internal teamwork, shared vigilance and routine
communication. They described collective monitoring of
residents and shared understanding of baseline functioning
as critical to early recognition.

A key element of this internal collaboration was described
by participants as ‘prework’, involving gathering evidence
and excluding reversible causes before contacting external
services:

‘Doing everything we can as pre-work, ruling out infection and everything else...

before you do the referral’. (ST02)

They reported that continuity of care and shared knowledge
of residents supported confident escalation:

‘It’s about that vigilance about... behaviours... social interactions... understand-

ing the resident and their needs’. (DA02)

Shared clinical tools, such as the National Early Warning
Score (NEWS)2 system, were described as strengthening
internal communication and confidence in clinical decisions:

‘All the care staff know how to use it and they can put it in... it gives you the

evidence there to stand your ground’. (ST04)

Alongside internal teamwork, managers saw families as essen-
tial partners in recognising change, offering baseline knowl-
edge and validating staff concerns:

‘Families are very important because they know the person better than you’.

(DA02).

However, many relatives were described as finding delirium
distressing and confusing, sometimes leading to misplaced
frustration with staff:

‘They think once you’ve finished a course of antibiotics, it should be finished . . .

why isn’t she any better?’ (ST01)

Support from families was not universal, managers reported,
with many residents having no family advocates, increasing
emotional and practical demands on care home staff:

‘They may ask for staff support too. And if you can’t provide it, they then will

threaten you with safeguarding’. (DA03)

Discussion

The study revealed a system where care home staff, despite
variable formal training, develop a contextual expertise on
delirium through intimate knowledge of residents. This
expertise, however, is often marginalised within fragmented
care pathways, leaving staff to manage complex clinical
situations with limited support. This reflects a wider neglect
of delirium within policy frameworks [23] and highlights a
critical gap between front-line observational knowledge and
formal clinical systems.

This study emphasises the critical, yet unstable, role of
experiential knowledge inbridging formal clinical gaps.While
some managers demonstrated practical understanding of the
multifactorial nature of delirium, consistent with established
models [24], thiswas uneven andoftenunsupported by train-
ing. Nevertheless, the experience of navigating fragmented
services and feeling professionally marginalised was common
across participants, regardless of trainingbackground.Partici-
pants commonly described challenges in delirium care as aris-
ing from external services, particularly at points of prescrib-
ing, discharge and escalation, pointing to a systemic failure of
accountability and integration. This suggests that improving
delirium care must move beyond training alone and focus on
developing structures that validate and incorporate care home
staff’s contextual insights into shared decision-making.

A key diagnostic complexity highlighted by managers was
distinguishing delirium from dementia, especially posthos-
pitalisation. This is critical given delirium’s link to poor
long-term outcomes [6]. However, managers reported rarely
receiving hospital screening results (e.g. 4AT scores), which
can aid differential diagnosis [25, 26]. The well-documented
problem of under-detecting hypoactive delirium [8, 27] was
also evident in our findings and exacerbated by perceived
dismissiveness from some external professionals. Managers’
reports of prolonged delirium episodes further challenge the
notion of it as a transient acute issue, positioning care homes
as key settings for managing its extended course.

Although there remains a paucity of qualitative studies
examining care home managers’ perspectives on delirium
specifically, the challenges they described resonate with find-
ings from other professional groups. For example, hospital
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nurses have reported similar experiences of moral distress
whenmanaging complex deliriumwithout adequate support
[28]. More broadly, the systemic barriers to integrated
care identified by our participants, such as fragmented
communication and unclear clinical responsibility, mirror
difficulties in implementing coordinateddeliriumprevention
and management systems in other settings [29]. Finally, the
pivotal yet constrained managerial role observed here aligns
with qualitative evidence on care homemanagers’ experiences
in dementia and end-of-life care, which similarly emphasises
high responsibility coupled with limited authority and
resources [17, 18].

The findings suggest significant ethical dimensions to the
care of residents with delirium, includingmoral distress when
managing complex cases without support [28, 29]. As previ-
ously, while nonpharmacological approaches were preferred
[30], their implementation was hampered by systemic pres-
sures. Similarly, relationships with families and external pro-
fessionals offered opportunities and challenges, being vital for
support yet potential sources of conflict [31, 32], emphasising
the need for true partnership and shared understanding with
care home staff.

Future directions and proposed interventions

Building on the perspectives of care home managers, future
efforts should focus on interventions that bridge the gaps
identified between experiential knowledge and formal sys-
tems. First, co-produced training for care home staff should
move beyond generic e-learning to become more context-
sensitive, incorporating validated tools such as the 4ATalong-
side person-centred approaches. Second, service development
must address communication failures, particularly by rou-
tinely sharing delirium screening results at hospital discharge.
Finally, future research should explore models such as the
DeliriumChampion role [33], whichmay help empower care
home staff within multidisciplinary teams. Further investiga-
tion of the emotional labour and ethical challenges associated
with delirium care in this setting should be prioritised.

Study limitations

The limitations of this study should be acknowledged. The
sample was predominantly female, ethnically homogenous
managers fromone region of England, whichmay limit trans-
ferability. The qualitative design prevented generalisability,
and voluntary recruitment may have introduced bias. The
exclusion of frontline carers, residents and family members
limited the breadth of perspectives captured, and findings
may be influenced by the post-COVID-19 context of work-
force and funding pressures. Variation in participants’ prior
delirium training was not explored and, alongside their ten-
dency to attribute challenges to external services, may reflect
variable knowledge or clinical authority. Finally, participants
were not asked to propose solutions; thus, the future direc-
tions outlined are research-informed priorities rather than
direct participant recommendations.

Conclusion

This study with UK care home managers highlights systemic
barriers to delirium care, where staff’s observational expertise
is often marginalised within fragmented systems. Sustain-
able improvement requires co-produced training, stronger
interprofessional communication and care models that for-
mally integrate the contextual knowledge of care home staff.
Most importantly, delirium must be acknowledged as a seri-
ous, potentially life-threatening condition demanding urgent
action, not dismissed as ‘just a delirium’.

Acknowledgements: We extend our sincere thanks to the
care home managers and staff, along with local authority
managers, for allowing this study to take place. We are also
grateful to the Dementia Steering Group, Teesside and the
Middlesbrough Care Home Forum for providing feedback
on the studyplan and focus groupquestions and toDementia
Action Teesside for their ongoing support. We thank the
Teesside University Ethics Committee for their guidance on
the correct planning and maintenance of the study.

Supplementary Data: Supplementary data are available at
Age and Ageing online.

Declaration of Sources of Funding: None.

Declaration of Conflicts of Interest: None.

Research Data Transparency and Availability: The
qualitative data generated and analysed in this study consist of
audio recordings and verbatim transcripts from focus groups
with care home managers. These data contain sensitive and
potentially identifiable information, and the ethical approval
for this project does not permit sharing of raw data beyond
the research team. Consequently, the data are not publicly
available. Enquiries regarding the study may be directed to
the corresponding author.

References

1. American Psychiatric Association ib. Diagnostic and Statisti-
cal Manual of Mental Disorders: DSM-5-TR. Fifth Edition,
Text Revision. Ed. Washington, DC: American Psychiatric
Association Publishing, 2022.

2. Organization WH. Delirium, ICD-11 Code 6D70. Geneva:
World Health Organization, 2025.

3. Arinzon Z, Peisakh A, Schrire S et al. Delirium in long-
term care setting: indicator to severe morbidity. Arch Geron-
tol Geriatr 2011;52:270–5. https://doi.org/10.1016/j.archge
r.2010.04.012.

4. Cerejeira J,Mukaetova-Ladinska EB. A clinical update on delir-
ium: from early recognition to effective management. Nurs
Res Pract 2011;2011:875196. https://doi.org/10.1155/2011/
875196.

5. Witlox J, Eurelings LS, de Jonghe JF et al. Delirium in
elderly patients and the risk of postdischarge mortality,
institutionalization, and dementia: a meta-analysis. JAMA
2010;304:443–51. https://doi.org/10.1001/jama.2010.1013.

6

https://academic.oup.com/ageing/article-lookup/doi/10.1093/ageing/afag056#supplementary-data
https://doi.org/10.1016/j.archger.2010.04.012
https://doi.org/10.1016/j.archger.2010.04.012
https://doi.org/10.1016/j.archger.2010.04.012
https://doi.org/10.1016/j.archger.2010.04.012
https://doi.org/10.1016/j.archger.2010.04.012
https://doi.org/10.1016/j.archger.2010.04.012
https://doi.org/10.1155/2011/875196
https://doi.org/10.1001/jama.2010.1013
https://doi.org/10.1001/jama.2010.1013
https://doi.org/10.1001/jama.2010.1013
https://doi.org/10.1001/jama.2010.1013
https://doi.org/10.1001/jama.2010.1013


‘Just a delirium’

6. Tesfaye Y, Davis CR, Hull MJ et al. Long-term clinical out-
comes of delirium after hospital discharge: a systematic review
and meta-analysis. Age Ageing 2025;54:afaf188. https://doi.o
rg/10.1093/ageing/afaf188.

7. Wilson JE, Mart MF, Cunningham C et al. Delirium.
Nat Rev Dis Primers 2020;6:90. https://doi.org/10.1038/
s41572-020-00223-4.

8. Hosker C, Ward D. Hypoactive delirium. BMJ
2017;357:j2047. https://doi.org/10.1136/bmj.j2047.

9. Fong TG, Inouye SK. The inter-relationship between delir-
ium and dementia: the importance of delirium prevention.
Nat Rev Neurol 2022;18:579–96. https://doi.org/10.1038/
s41582-022-00698-7.

10. Morandi A, Davis D, Bellelli G et al. The diagnosis of delir-
ium superimposed on dementia: an emerging challenge. J
AmMed Dir Assoc 2017;18:12–8. https://doi.org/10.1016/j.
jamda.2016.07.014.

11. Inouye SK, Westendorp RG, Saczynski JS. Delirium in elderly
people. Lancet 2014;383:911–22. https://doi.org/10.1016/
S0140-6736(13)60688-1.

12. KosarCM, ThomasKS, Inouye SK et al.DeliriumduringPosta-
cute nursing home admission and risk for adverse outcomes.
J Am Geriatr Soc 2017;65:1470–5. https://doi.org/10.1111/
jgs.14823.

13. Buettel A, Cleary M, Bramble M. Delirium in a residential
care facility: an exploratory study of staff knowledge. Aus-
tralas J Ageing 2017;36:228–33. https://doi.org/10.1111/aja
g.12452.

14. Dudman J, Meyer J, Holman C et al.Recognition of the com-
plexity facing residential care homes: a practitioner inquiry.
Prim Health Care Res Dev 2018;19:584–90. https://doi.o
rg/10.1017/S1463423618000105.

15. Law E, Ashworth R. Facilitators and barriers to research par-
ticipation in care homes: thematic analysis of interviews with
researchers, staff, residents and residents’ families. J Long-Term
Care 2022;0:jltc.87. https://doi.org/10.31389/jltc.87.

16. Dixon J, Lorenz-Dant K, Stubbs E et al. Registered care home
managers’ experiences of responding to the national care home
visiting guidance in England during the Covid-19 pandemic;
a multi-method qualitative study. BMCGeriatr 2023;23:236.
https://doi.org/10.1186/s12877-023-03935-w.

17. Moenke L, Handley M, Goodman C. The influence of
care home managers’ leadership on the delivery of person-
Centred Care for People Living with dementia: a system-
atic review. J Nurs Manag 2023;2023:1–12. https://doi.o
rg/10.1155/2023/9872272.

18. Schreuders LW, Spilsbury K, Hanratty B. Understanding the
perspectives of care home managers when managing care of
residents living with frailty. Geriatr Nurs 2020;41:248–53.
https://doi.org/10.1016/j.gerinurse.2019.10.003.

19. Tong A, Sainsbury P, Craig J. Consolidated criteria
for reporting qualitative research (COREQ): a 32-item
checklist for interviews and focus groups. Int J Qual Health
Care 2007;19:349–57. https://doi.org/10.1093/intqhc/
mzm042.

20. de Souza J, Gillett K, Salifu Y et al. Changes in partic-
ipant interactions. Using focus group analysis methodol-
ogy to explore the impact on participant interactions of
face-to-face versus online video data collection methods. Int

J Qual Methods 2024;23:16094069241241151. https://doi.o
rg/10.1177/16094069241241151.

21. Braun V, Clarke V. Toward good practice in thematic anal-
ysis: avoiding common problems and be(com)ing a knowing
researcher. Int J Transgender Health 2023;24:1–6. https://
doi.org/10.1080/26895269.2022.2129597.

22. Shenkin SD, Fox C, Godfrey M et al. Protocol for val-
idation of the 4AT, a rapid screening tool for delirium:
a multicentre prospective diagnostic test accuracy study.
BMJ Open 2018;8:e015572. https://doi.org/10.1136/bmjope
n-2016-015572.

23. Sampson EL, Kounoupias IE, Kenten C et al. Delirium Mat-
ters: Priorities and Opportunities for Health and Social Care
Policy in England. London: Queen Mary University of Lon-
don, 2024.

24. NICE. Delirium: Prevention, Diagnosis and Management in
Hospital and Long-Term Care London: National Institute for
Health and Care Excellence. NICE, 2023.

25. Penfold RS, Farrow L, Hall AJ et al.Delirium on presentation
with a hip fracture is associated with adverse outcomes: a mul-
ticentre observational study of 18,040 patients using national
clinical registry data. Bone Joint J 2025;107-B:470–8. https://
doi.org/10.1302/0301-620X.107B4.BJJ-2024-1164.R1.

26. McCartney H, Noble E, Thompson K et al. Validation
of the 4AT for assessing recovery from delirium in older
hospital patients. Age Ageing 2025;54:afaf166. https://doi.o
rg/10.1093/ageing/afaf166.

27. Rosen JH, Bieber E, Matta SE et al. Hypoactive delirium:
differential diagnosis, evaluation, and treatment. Prim Care
Companion CNS Disord 2024;26:23f03602. https://doi.o
rg/10.4088/PCC.23f03602.

28. Duan S, Casey P, StreetM et al. Early-career registered nurses’
experiences of implementing non-pharmacological interven-
tions for deliriummanagement: a qualitative descriptive study.
Int J Nurs Pract 2025;31:e70019. https://doi.org/10.1111/i
jn.70019.

29. GodfreyM, Smith J, Green J et al.Developing and implement-
ing an integrated delirium prevention system of care: a theory
driven, participatory research study. BMC Health Serv Res
2013;13:341. https://doi.org/10.1186/1472-6963-13-341.

30. Burton JK, Craig LE, Yong SQ et al. Non-pharmacological
interventions for preventing delirium in hospitalised non-ICU
patients. Cochrane Database Syst Rev 2021;2021:cd013307.
https://doi.org/10.1002/14651858.CD013307.pub2.

31. Lange S, Mędrzycka-DąbrowskaW. Promoting family involve-
ment in the Management of Delirium in intensive care: scop-
ing review. Medicina (Kaunas) 2024;60:1934. https://doi.o
rg/10.3390/medicina60121934.

32. Paananen J, Moore V, Blomqvist K et al. Family members’
perspectives on the unmet care needs of people living with
dementia in nursing homes. J Soc Serv Res 2025;51:86–101.
https://doi.org/10.1080/01488376.2024.2369115.

33. Ford M. Call for nurses to help educate other staff to spot
delirium. Nurs Times 2017. 2017 Sep 5 [cited 2026 Mar 12];
Available from: https://www.nursingtimes.net/education-a
nd-training/call-for-nurses-to-help-educate-other-staff-to-
spot-delirium-05-09-2017/

Received 14 November 2025; accepted 4 February 2026

7

https://doi.org/10.1093/ageing/afaf188
https://doi.org/10.1093/ageing/afaf188
https://doi.org/10.1093/ageing/afaf188
https://doi.org/10.1093/ageing/afaf188
https://doi.org/10.1093/ageing/afaf188
https://doi.org/10.1093/ageing/afaf188
https://doi.org/10.1093/ageing/afaf188
https://doi.org/10.1038/s41572-020-00223-4
https://doi.org/10.1038/s41572-020-00223-4
https://doi.org/10.1038/s41572-020-00223-4
https://doi.org/10.1038/s41572-020-00223-4
https://doi.org/10.1136/bmj.j2047
https://doi.org/10.1136/bmj.j2047
https://doi.org/10.1136/bmj.j2047
https://doi.org/10.1136/bmj.j2047
https://doi.org/10.1136/bmj.j2047
https://doi.org/10.1038/s41582-022-00698-7
https://doi.org/10.1038/s41582-022-00698-7
https://doi.org/10.1038/s41582-022-00698-7
https://doi.org/10.1038/s41582-022-00698-7
https://doi.org/10.1016/j.jamda.2016.07.014
https://doi.org/10.1016/j.jamda.2016.07.014
https://doi.org/10.1016/j.jamda.2016.07.014
https://doi.org/10.1016/j.jamda.2016.07.014
https://doi.org/10.1016/j.jamda.2016.07.014
https://doi.org/10.1016/j.jamda.2016.07.014
https://doi.org/10.1016/S0140-6736(13)60688-1
https://doi.org/10.1016/S0140-6736(13)60688-1
https://doi.org/10.1016/S0140-6736(13)60688-1
https://doi.org/10.1016/S0140-6736(13)60688-1
https://doi.org/10.1016/S0140-6736(13)60688-1
https://doi.org/10.1016/S0140-6736(13)60688-1
https://doi.org/10.1111/jgs.14823
https://doi.org/10.1111/jgs.14823
https://doi.org/10.1111/jgs.14823
https://doi.org/10.1111/jgs.14823
https://doi.org/10.1111/ajag.12452
https://doi.org/10.1111/ajag.12452
https://doi.org/10.1111/ajag.12452
https://doi.org/10.1111/ajag.12452
https://doi.org/10.1111/ajag.12452
https://doi.org/10.1017/S1463423618000105
https://doi.org/10.1017/S1463423618000105
https://doi.org/10.1017/S1463423618000105
https://doi.org/10.1017/S1463423618000105
https://doi.org/10.31389/jltc.87
https://doi.org/10.31389/jltc.87
https://doi.org/10.31389/jltc.87
https://doi.org/10.31389/jltc.87
https://doi.org/10.1186/s12877-023-03935-w
https://doi.org/10.1186/s12877-023-03935-w
https://doi.org/10.1186/s12877-023-03935-w
https://doi.org/10.1186/s12877-023-03935-w
https://doi.org/10.1186/s12877-023-03935-w
https://doi.org/10.1155/2023/9872272
https://doi.org/10.1155/2023/9872272
https://doi.org/10.1155/2023/9872272
https://doi.org/10.1016/j.gerinurse.2019.10.003
https://doi.org/10.1016/j.gerinurse.2019.10.003
https://doi.org/10.1016/j.gerinurse.2019.10.003
https://doi.org/10.1016/j.gerinurse.2019.10.003
https://doi.org/10.1016/j.gerinurse.2019.10.003
https://doi.org/10.1016/j.gerinurse.2019.10.003
https://doi.org/10.1016/j.gerinurse.2019.10.003
https://doi.org/10.1016/j.gerinurse.2019.10.003
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1177/16094069241241151
https://doi.org/10.1177/16094069241241151
https://doi.org/10.1177/16094069241241151
https://doi.org/10.1080/26895269.2022.2129597
https://doi.org/10.1080/26895269.2022.2129597
https://doi.org/10.1080/26895269.2022.2129597
https://doi.org/10.1136/bmjopen-2016-015572
https://doi.org/10.1136/bmjopen-2016-015572
https://doi.org/10.1136/bmjopen-2016-015572
https://doi.org/10.1136/bmjopen-2016-015572
https://doi.org/10.1136/bmjopen-2016-015572
https://doi.org/10.1136/bmjopen-2016-015572
https://doi.org/10.1302/0301-620X.107B4.BJJ-2024-1164.R1
https://doi.org/10.1302/0301-620X.107B4.BJJ-2024-1164.R1
https://doi.org/10.1302/0301-620X.107B4.BJJ-2024-1164.R1
https://doi.org/10.1302/0301-620X.107B4.BJJ-2024-1164.R1
https://doi.org/10.1302/0301-620X.107B4.BJJ-2024-1164.R1
https://doi.org/10.1302/0301-620X.107B4.BJJ-2024-1164.R1
https://doi.org/10.1302/0301-620X.107B4.BJJ-2024-1164.R1
https://doi.org/10.1093/ageing/afaf166
https://doi.org/10.1093/ageing/afaf166
https://doi.org/10.1093/ageing/afaf166
https://doi.org/10.1093/ageing/afaf166
https://doi.org/10.1093/ageing/afaf166
https://doi.org/10.1093/ageing/afaf166
https://doi.org/10.1093/ageing/afaf166
https://doi.org/10.4088/PCC.23f03602
https://doi.org/10.4088/PCC.23f03602
https://doi.org/10.4088/PCC.23f03602
https://doi.org/10.4088/PCC.23f03602
https://doi.org/10.4088/PCC.23f03602
https://doi.org/10.1111/ijn.70019
https://doi.org/10.1111/ijn.70019
https://doi.org/10.1111/ijn.70019
https://doi.org/10.1111/ijn.70019
https://doi.org/10.1186/1472-6963-13-341
https://doi.org/10.1186/1472-6963-13-341
https://doi.org/10.1186/1472-6963-13-341
https://doi.org/10.1002/14651858.CD013307.pub2
https://doi.org/10.1002/14651858.CD013307.pub2
https://doi.org/10.1002/14651858.CD013307.pub2
https://doi.org/10.1002/14651858.CD013307.pub2
https://doi.org/10.1002/14651858.CD013307.pub2
https://doi.org/10.1002/14651858.CD013307.pub2
https://doi.org/10.3390/medicina60121934
https://doi.org/10.3390/medicina60121934
https://doi.org/10.3390/medicina60121934
https://doi.org/10.3390/medicina60121934
https://doi.org/10.3390/medicina60121934
https://doi.org/10.3390/medicina60121934
https://doi.org/10.3390/medicina60121934
https://doi.org/10.1080/01488376.2024.2369115
https://doi.org/10.1080/01488376.2024.2369115
https://doi.org/10.1080/01488376.2024.2369115
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/
https://www.nursingtimes.net/education-and-training/call-for-nurses-to-help-educate-other-staff-to-spot-delirium-05-09-2017/

	 'Just a delirium': a qualitative study of care home managers' perspectives on barriers to delirium recognition and management in UK care homes
	Introduction
	Methods
	Results
	Discussion
	Conclusion
	6  Acknowledgements:
	7 Supplementary Data:
	8 Declaration of Sources of Funding:
	9 Declaration of Conflicts of Interest:
	10 Research Data Transparency and Availability:


