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Abstract 

Background  Delirium is highly prevalent among older adults in various healthcare settings. Healthcare profession-
als’ knowledge is crucial for preventing, recognizing, and managing delirium and delirium-related adverse outcomes. 
Despite its importance, little is known about how delirium knowledge is assessed.

Objectives  To map instruments and items used to assess delirium knowledge among healthcare professionals.

Design  A scoping review based on the methodological framework of Arksey and O’Malley (Int J Soc Res Methodol 
8:19-32, 2005).

Materials and methods  A systematic literature search was performed in Medline, Embase, CINAHL, Scopus, and Psy-
cINFO to include studies that assessed delirium knowledge among healthcare professionals.

Results  After removing duplicates, 760 studies were assessed for eligibility and 98 studies were included. Delirium 
knowledge was mainly assessed among nurses (57/98, 58.8%) and physicians (12/98, 12.4%) with a focus on critical 
care (32/98, 33.0%) over long-term care settings (4/98, 4.1%). Most studies used self-developed instruments (50/93, 
53%), followed by original or modified versions of the Delirium Knowledge Questionnaire (14/93, 15%). Among the 32 
identified instruments, limited evidence of validity and reliability was reported for six (18.8%). Analysis at the item level 
(n = 392 items) revealed five domains: (a) definition, signs and symptoms (81 items); (b) risk factors, incidence, and pre-
vention (139 items); (c) detection and tools (89 items); (d) management and therapy (64 items); and (e) outcomes, 
prognosis and consequences (19 items).

Conclusions  Delirium poses a significant burden on patients and on the healthcare system. This scoping review 
provides a comprehensive overview on how healthcare professionals’ delirium knowledge has been assessed. Further 
research in this field is needed to provide stronger evidence of instruments’ validity and reliability and to explore 
delirium knowledge among healthcare professionals in long-term care settings.
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Background
Delirium is a clinical syndrome characterized by a rapid 
onset, fluctuating course, and disturbances in thought, 
memory, attention, behaviour, perception, orientation, 
and consciousness [1]. It is estimated that one in three 
adults and children experience delirium during an inten-
sive care stay [2, 3]. Its prevalence among residents liv-
ing in long-term care facilities is as high as 70% [4]. 
Among the predisposing factors for delirium, advanced 
age, cognitive impairment, dementia, and frailty are the 
most frequently reported in the literature [5]. Moreover, 
in hospital and long-term care settings, delirium-related 
adverse outcomes include decreased mobility and inde-
pendence in activities of daily living and an increased 
risk of mortality [6, 7]. Delirium triggers concerns about 
patient safety, causing distress among patients, their 
relatives, and caregivers, often complicating the work of 
healthcare professionals (HPs) and increasing their work-
load [8].

Evidence suggests that delirium is potentially prevent-
able [9], and clinical programmes such as the Hospital 
Elder Life Programme (HELP) and the modified Hospital 
Elder Life Programme (mHELP) have been designed to 
prevent and manage delirium [10]. These multi-compo-
nent programmes, including non-pharmacological inter-
ventions, are based on interdisciplinary teams, geriatric 
nursing assessments and interventions, and HPs’ educa-
tional strategies. The effectiveness of these multicompo-
nent programmes has been measured in terms of patient 
outcomes and cost-effectiveness. For instance, a meta-
analysis [10] reported that hospitalized patients receiving 
the HELP programme showed lower odds of developing 
delirium (odds ratio [OR] 0.47; 95% confidence inter-
val [CI] CI, 0.37–0.59, I2 = 28%) and falls (OR 0.58, 95% 
CI 0.35–0.95, I2 = 0%) compared to those not cared for 
with the programme. The implementation of such pro-
grammes alone is not sufficient, as delirium is a clinical 
bedside diagnosis depending on HPs’ recognition of its 
characteristic features. Although HPs play a key role in 
preventing and detecting delirium [11], a lack of delirium 
knowledge has been reported to be related with under-
detection and underdiagnosis [12, 13].

A recent systematic review revealed that nurses work-
ing in acute care settings often under-recognize delirium, 
as they do not use screening tools on a routine basis [14]. 
Several primary studies have reported similar results. 
For example, a survey of 648 HPs in Italy revealed poor 
knowledge of the core features of delirium, including the 
acute onset and fluctuating course of symptoms, inatten-
tion, impaired level of consciousness, and disturbance of 
cognition [15]. Moreover, a study including 1,493 patients 
in seven academic hospitals in Canada documented that 
only half of older adults with delirium are recognized by 

medical and nursing staff in the emergency department 
[16]. Studies in long-term care settings have reported 
similar findings, suggesting that the low prevalence of 
delirium in long-term care facilities might be associated 
with missed delirium cases in daily practice due to lack 
of HPs’ knowledge and detection skills [12]. Delirium 
in residential care facilities is often overlooked, possibly 
due to the difficulty of differential diagnosis from delir-
ium superimposed on dementia or depression, and the 
limited use of the term ‘delirium’ during the clinical dis-
course, including documentation [17]. Given that a fluc-
tuating mental state is a core clinical feature of delirium, 
assessments should be performed frequently to detect its 
presence accurately. Where delirium assessment is infre-
quent or poor, the likelihood of being unrecognized is 
high [6].

To overcome this lack of knowledge, the combination 
of interprofessional education and practice has been 
documented as effective in terms of learning outcomes, 
behaviour (e.g. delirium documentation), and patient 
outcomes (e.g. rates of delirium detection) [18]. Previous 
studies found that educational interventions improved 
delirium care knowledge among HPs, leading to positive 
effects on staff, such as better nurse-patient interaction 
and confidence in managing patients with confusion [19, 
20]. Yet, scientific societies for the advancement of delir-
ium care highlighted gaps in HPs’ knowledge and recom-
mended therefore improvements in delirium education 
[11]. To assess HPs’ knowledge and their educational 
needs, as well as toto evaluate the effect of educational 
interventions on HPs’ knowledge well-designed and vali-
dated instruments should be used [21]. To the best of our 
knowledge, no literature review has provided an over-
view on instruments available to assess delirium knowl-
edge among HPs. Mapping the evidence on instruments 
and items reported in the scientific literature, as well as 
their strengths and weaknesses will inform educators, 
researchers and clinicians on the best way to assess and 
improve HPs’ delirium knowledge, with the ultimate goal 
to ensure safer and higher quality care for patients at risk 
for delirium.

Methods
Research aims and questions
The aims of this study were to map: (1) studies assessing 
delirium knowledge among HPs; (2) instruments, ques-
tionnaires, types of item or methods used to date (here-
inafter, instruments), their validity and reliability; and (3) 
domains regarding delirium prevention and management 
knowledge mostly investigated among HPs to date.

Our study has been guided by the following research 
questions: (1) What studies focused on delirium knowl-
edge among HPs have been published to date? (2) What 
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are the main characteristics of the instruments used 
to date to assess delirium knowledge among HPs? (3) 
Which domains of delirium knowledge among HPs have 
been the most investigated to date?

Study design and methodology
This scoping review was guided by the methodological 
framework of Arksey and O’Malley [22] and Levac et al. 
[23]. After identifying the research questions, the follow-
ing four stages were identified: (a) identifying relevant 
studies; (b) selecting studies; (c) charting data; and (d) 
collating, summarizing, and reporting the study findings. 
The systematic review process was performed in accord-
ance with the Preferred Reporting Items for System-
atic Reviews and Meta-Analyses extension for Scoping 
Reviews (PRISMA-ScR; [24], as summarized in Addi-
tional File 1.

Data sources and search strategy
The search strategies reported in Additional File 2 were 
applied to Medline, Cumulative Index to Nursing and 
Allied Health Literature (CINAHL), Embase, PsycINFO, 
and Scopus. Eligible studies were those that satisfied the 
following inclusion criteria: a) involving HPs; b) explor-
ing knowledge among HPs of delirium in adult and/or 
paediatric patients; c) in all settings (hospital, primary, 
and/or long-term care settings); d) use of any type of 
instrument or method to assess the knowledge; e) vali-
dating instruments to assess the knowledge possessed by 
HPs regarding delirium; and f ) at any time.

We excluded studies: a) assessing delirium prevalence, 
incidence, aetiology, and/or treatment(s); b) case reports, 
editorials or letters to the editor, conference abstracts, 
or posters; and c) not reporting the instruments in the 
publication.

Two researchers (CM and IM) conducted the literature 
search and worked independently to evaluate studies’ 
eligibility based on screening of the titles and abstracts 
retrieved. Differences were discussed with a third 
researcher (DA). The full texts of the eligible studies were 
then retrieved. By reading the full texts, two research-
ers (CM and IM) independently assessed their eligibility; 
any decision on article inclusion was then based on joint 
agreement. Figure 1 shows the process of study selection 
and inclusion, following the PRISMA-ScR guidelines.

Data extraction
Two researchers (CM and IM) piloted the extraction grid 
with ten studies and no changes were necessary. The fol-
lowing data were extracted from each included study: 
first author; year of publication; continent of author’s 
affiliation; aims and study design; participants involved 
and main characteristics; instruments used to assess 

delirium knowledge by assessing if developed/adapted 
from a previous instrument; number and type of items 
(e.g. questions, vignettes); type of answers (e.g. dichoto-
mous, multiple choice, Likert scale, open answer); and 
psychometric properties resulting from validation pro-
cesses, if available.

Secondly, the available instruments were examined 
(CM, IM), extracting all items, which were reported in a 
grid designed to collect all items retrieved. This grid was 
piloted with ten studies and no changes were needed. 
The researchers worked independently and compared the 
extracted data. All differences were discussed with a sen-
ior researcher (AP).

Data analysis and synthesis
The following data analysis was performed.

(a)	 The main characteristics of the studies (n = 98) were 
summarized according to the first research ques-
tion, reporting frequencies and percentages (e.g. 
study design used, continent where the study was 
performed).

(b)	 The main features (e.g. name, number of items) 
of the instruments that emerged (n = 32) were 
described to answer the second research question. 
All validity and reliability data documented were 
extracted and summarized, thus summarizing the 
reported properties.

(c)	 Items included in the instruments (n = 392) were 
extracted and tabulated, their content analysed, 
and categorized according to five domains [25, 26], 
namely: (a) definition, signs and symptoms; (b) risk 
factors, incidence and prevention; (c) detection 
and tools; (d) management and therapy; and (e) 
outcomes, prognosis and consequences. For each 
domain, using an inductive approach [27], more 
subdomains were identified by grouping similar 
items. Two researchers (CM, IM) were involved in 
case of discrepancies, first independently and then 
agreeing upon the process conducted with a third 
researcher.

Results
First research question: studies investigating knowledge 
among HPs of delirium
A total of 98 studies were included (Table 1). The major-
ity were pre-post (n = 47, 48.0%) (e.g. [28] and cross-sec-
tional studies (n = 42, 42.9%) (e.g. [29]), mainly involving 
nurses (n = 57, 58.8%). The majority were performed in 
America/Canada (n = 34, 34.7%; e.g. [30]), Europe (n = 29, 
29.6%; [31]) and Asia (n = 25, 25.5%; e.g. [32]). The sam-
ple sizes ranged from ten [33] to 1,215 participants [31], 
mainly using convenience sampling (e.g. [34, 35]).
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Several studies (n = 44, 45.4%) were intended to assess 
knowledge, attitudes, and abilities regarding delirium pre-
vention and management (e.g. [36]). Others (n = 42, 43.3%) 
aimed at evaluating the effectiveness of specific educa-
tional interventions on delirium knowledge (e.g. [37]), 
assessing the perceived barriers associated with delirium 
detection/screening tool use (n = 7, 7.2%) (e.g. [38]), or 
testing the validity and reliability of instruments designed 
to assess delirium knowledge (n = 4, 4.1%) (e.g. [39]).

However, most studies (n = 54, 55.2%) (e.g. [40]) did 
not report the healthcare setting, whereas 33% (n = 32) 
were performed in critical care units (e.g. [41]). A few 

studies were performed in non-critical hospital units 
(n = 8, 8.2%) (e.g. [42]), nursing homes, or other long-
term care settings (n = 4, 4.1%) (e.g. [43]).

Second research question: main characteristics 
of the instruments used
Of the 98 included studies, at least one instrument was 
used in 43, and a total of 32 different instruments, as 
summarized in Table 2. The majority were self-developed 
by authors (n = 17, 53.1%) (e.g. [44]), whereas among 
the others the most used (both in their original form 
and with modifications) were the Delirium Knowledge 

Fig. 1  PRISMA-ScR flow-chart
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Questionnaire developed by Hare et al. [45] (14 studies; 
e.g. [46]); the 35-item true–false Delirium Knowledge 
Questionnaire from Detroyer et al. [47] (four studies; e.g. 
[13]); and the questionnaire from Davis and MacLullich 
[48] (three studies; e.g. [31]). The vignettes developed by 
Fick et al. [49] were used in three studies (e.g. [50]).

Multiple types of item were used in 98 studies. Of 
the 32 available instruments, 78.1% included questions 
(n = 25), whereas fewer used vignettes (n = 3, 9.4%) and 
clinical cases (n = 2, 6.3) (Additional File 3). Some instru-
ments included multiple types of item (n = 2, 6.3%), 
such as a combination of questions and clinical cases or 
vignettes (e.g. [51]).

In the case of instruments with items, the average num-
ber of items is 22 (interquartile range 12.0–32.2). Differ-
ent modalities of answers are used (e.g. multiple choice 
and Likert scales) (e.g. [35]).

Evidence of validity was reported for a few instruments 
(11 out of 32; Additional File 4). The instruments’ reli-
ability (e.g. internal consistency) and validity (e.g. con-
tent validity, construct validity) were reported in only one 
study [52], following the COSMIN taxonomy [53]. In six 
studies (18.8%) (e.g. [34]), only some psychometric prop-
erties were reported (e.g. internal consistency with the 
Cronbach’s alpha), while four (15.6%) (e.g. [35]) referred 
to previous validity and reliability tests (data are summa-
rized in Additional File 4) [54–59].

Third research question: delirium knowledge domains 
and sub‑domains investigated
As summarized in Table  3, all items extracted from the 
instruments (n = 392) were categorized into domains and 

Table 1  Characteristics of the included studies

HPs health professionals, ICU intensive care units, LTC long-term care, RCT​ 
randomized controlled trial

n (%)

Type of study (n = 98) Pre-post 47 (48.0)

Cross-sectional 42 (42.9)

Validation 1 (1.0)

RCT​ 1 (1.0)

Other (e.g. qualitative) 7 (7.1)

Continent (n = 98) America 34 (34.7)

Europe 29 (29.6)

Asia 25 (25.5)

Australia 9 (9.2)

Africa 1 (1.0)

HPs involved (n = 98) Nurses 57 (58.8)

Physicians 12 (12.4)

Nurses and physicians 11 (11.3)

Pharmacists 2 (2.1)

Physicians and physiotherapists 2 (2.1)

Others (e.g. HP students) 13 (13.3)

Sample size (n = 98)  ≤ 50 participants 26 (26.5)

51–100 participants 21 (21.5)

101–150 participants 13 (13.3)

151–350 participants 17 (17.3)

 > 350 participants 16 (16.3)

Not defined 5 (5.1)

Settings (n = 98) Critical care/ICU 32 (32.7)

Hospital, non-critical 8 (8.1)

Nursing homes/LTC 4 (4.0)

Not defined 54 (55.2)

Table 2  Characteristics of the delirium knowledge evaluation instruments

LTC long-term care, ICU intensive care unit, RCT​ randomized controlled trial
a Face validity, content validity index, exploratory factor analysis, item analysis, internal consistency

n (%)

Type of instrument
(n = 32)

Self-developed by authors 17 (53.1)

Self-developed, based on delirium guidelines and recommendations 2 (6.3)

Available instrument (original version) 5 (15.6)

Available instrument (modified from the original version) 8 (25.0)

Type of item (n = 32) Questions 25 (78.1)

Vignettes 3 (9.4)

Multiple types of item 2 (6.3)

Clinical cases 2 (6.3)

Types of answer
(n = 32)

Multiple types of answer (e.g. Likert scale and open-ended) 15 (46.9)

Dichotomous/multiple choice 10 (31.3)

Likert scale 6 (18.7)

Open-ended 1 (3.1)

Evidence on validity and reliability of the instru-
ments (n = 32)

No data reported 21 (62.5)

Some psychometric properties reporteda 6 (18.8)

Referred to a previous validation study 5 (15.6)
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sub-domains. In the first domain, ‘Definition, signs and 
symptoms’, 81 items were categorized (20.6%); in the sec-
ond, ‘Risk factors, incidence and prevention’, there were 
139 items (35.4%); in the third, ‘Detection and tools’, 
there were 89 items (22.7%); in the fourth, ‘Management 
and therapy’, there were 64 items (16.3%); and in the fifth, 
‘Outcome, prognosis and consequences’, 18 items were 
categorized (4.8%).

Delirium definition, signs and symptoms
This domain, which includes 81 different items, is articu-
lated in four sub-domains measuring knowledge of the con-
cept of delirium and its signs and symptoms (Fig. 2; Table 3).

The prevalent sub-domain has been called ‘Features’ 
(55 items), including the assessment of knowledge 
regarding issues in attention and cognition; different 
behaviours such as hyperactivity/aggressivity; behaviour 
responsiveness as delayed-dullness-lethargy; changes in 
mental status; disorientation; consciousness; and aspects 
related to the onset time.

The second sub-domain in terms of frequency was 
called ‘Subtypes’ (13 items), considering assessment 
of the knowledge regarding the clinical manifestation 
of post-operative delirium. The third sub-domain was 
named ‘Patient experience’ (n = 10), aimed at assessing 
knowledge regarding patients’ perceptual disturbances 
and memory impairment. The sub-domain ‘Definition’ 
(n = 3) included knowledge of the concept of disorienta-
tion, attention/cognition, and confidence.

Delirium risk factors, incidence, and prevention
This domain, including 139 different items, is articulated 
in four sub-domains regarding risk factors and causes, pre-
vention, post-operative delirium (POD) and emergence 
delirium (ED), and its epidemiology (Fig. 2; Table 3).

‘Risk factors and causes’ (77 items) is the prevalent sub-
domain investigating the knowledge possessed on the influ-
ence of age in increasing the risk of delirium (n = 8), and 
on the role of other factors such as (a) medications/poly-
pharmacy (n = 6); (b) dehydration/electrolyte imbalance 
(n = 6); (c) dementia (n = 5), and infection (n = 5); (d) sensory 
impairments (n = 4); (e) urinary catheter (n = 3); and (f) pain.

In the sub-domain ‘Prevention’ (38 items), the most 
explored knowledge assessed concerns the importance of 
the early activation/ambulation (n = 6); the pharmacological 
approach (n = 5); non-pharmacological approaches (n = 3); 
and orientation strategies (n = 4), caregiver involvement, 
and the relevance of promoting the sleep–wake cycle (n = 3).

In the sub-domain ‘POD and ED’ (17 items), the most 
explored knowledge assessed regarded the role of the 
type of surgery (n = 4) and that of anaesthesia, comor-
bidities, pain (n = 2 each), and continuous medication 
review. The sub-domain ‘Epidemiology’ (seven items) 

included knowledge regarding the occurrence of negative 
outcomes due to delirium (n = 3), under-detection data 
estimation (n = 2), and the occurrence of the phenome-
non in intensive care units (n = 2).

Delirium detection and tools
This domain, including 89 different items, is aimed at 
measuring knowledge regarding how to detect delirium 
and through which tools, as articulated in three subdo-
mains: ‘Scales and criteria’, ‘Confidence’ and ‘Cognitive 
assessment’ (Fig. 2; Table 3).

Knowledge regarding the ‘Scales and criteria’ sub-
domain emerged as the most investigated (n = 42) with 
instruments for POD/ED (n = 8), the Confusion Assess-
ment Method (CAM) (n = 6), Nursing Delirium Screen-
ing (NuDESC) (n = 5), and CAM Intensive Care Unit 
(n = 4) most often assessed.

The ‘Confidence in delirium detection’ sub-domain (n = 37) 
was explored through several dimensions. The most investi-
gated were working knowledge (n = 9) or the use of specific 
instruments such as the Intensive Care Delirium Screening 
Checklist (ICDSC) (n = 7), and the CAM-ICU (n = 6).

Knowledge regarding ‘Cognitive assessment’ was inves-
tigated with five items.

Delirium management and therapy
In this domain, 64 different items were categorized as 
measuring the knowledge on pharmacological treat-
ments, non-pharmacological treatments, management in 
different clinical settings, treatment efficacy, monitoring, 
expert consultation and general treatment interventions 
(Fig. 2; Table 3).

Both pharmacological and non-pharmacological treat-
ments are explored: 35 items concerned the pharmaco-
logical management of delirium and, more specifically, 
knowledge regarding the administration of antipsychot-
ics (n = 7), sedatives (n = 5) and benzodiazepines (n = 2). 
A total of 11 items explored whether different medica-
tions are considered adequate in the management of 
hyperactive or hypoactive delirium. On the other hand, 
items on non-pharmacological treatments (n = 11) 
assessed knowledge of general non-pharmacological and 
environmental strategies (n = 5).

Other items (n = 6) are aimed at assessing knowledge 
regarding protocols or common interventions used in dif-
ferent clinical settings and outcomes (n = 5), and which 
vital signs and/or laboratory tests should be performed 
(n = 3). Two items assessed the attitude towards asking for 
a consultation with a psychiatrist or other medical expert.

Delirium outcomes, prognosis and consequences
In this domain, 18 different items were categorized as 
measuring the knowledge possessed regarding delirium 
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in terms of its influence on patients’ outcomes (n = 13) 
and mortality (n = 5) (Fig. 2; Table 3). The most frequently 
investigated is the ‘Mortality’ subdomain (n = 5), assess-
ing knowledge on mortality rates; other consequences 
assessed included sleep or other general aspects like 
dementia (n = 4); the length of stay (n = 3); ventilator wean-
ing issues (n = 2); functional status (n = 2); neuropsychiat-
ric deficits (n = 1); and post-delirium dementia (n = 1).

Discussion
This review has mapped studies available in the context 
of knowledge of delirium assessment among HPs by 
scoping the instruments and the items used, their valid-
ity, and the domains mainly explored to date. To the best 
of our knowledge, this is the first scoping review in this 

field. HPs’ knowledge regarding delirium has been doc-
umented to influence the capacity to detect episodes of 
delirium, prevent their occurrence, and provide effec-
tive management [20]. Therefore, this review may inform 
researchers regarding priorities in this field of investiga-
tion to support educators in assessing HPs knowledge 
regarding delirium prevention and management better 
while designing educational interventions.

First research question: studies investigating knowledge 
among HPs of delirium
A total of 98 studies have been published to date, the first 
published in 2008 [45], indicating that this research field 
has been established in the last 15 years. Moreover, in terms 
of production, an average of 6.5 articles a year has been 

Fig. 2  Delirium knowledge domains and sub-domains investigated to date by available instruments
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produced, mainly in specific continents (America, Canada, 
and Asia). In addition, approximately half of the studies 
were performed to measure the effectiveness of educational 
strategies on knowledge with pre-/post- designs, and the 
other half investigated HPs’ knowledge with cross-sectional 
designs. Therefore, this field of research has been moder-
ately productive in the last 15 years, specifically in some 
countries, with a prevailing descriptive intent.

Although patient safety, including the prevention and 
management of delirium, is the responsibility of all HPs [1], 
almost 60% of the studies investigated nurses’ knowledge 
only [18, 20]. Nurses are providing direct care and are well 
positioned to assess and monitor patients’ conditions, and 
thus to identify potential changes in mental status associ-
ated with a delirium. The early detection of delirium by 
using screening tools is an effective strategy to decrease 
adverse events [61]. Therefore, nurses need to possess the 
required knowledge to prevent and detect early delirium 
episodes. In recent years, delirium has been integrated into 
the curriculum for undergraduate physicians, recognizing 
the importance of delirium as a “core business” of future 
physicians [62]. As the NICE guidelines recommend delir-
ium prevention and management are the responsibility of 
multidisciplinary teams and require an interprofessional 
approach [1], where clinical decisions are shared among dif-
ferent HPs (e.g. physicians, nurses, physiotherapists). Out-
comes can be improved when patients with delirium are 
cared for by appropriately trained interdisciplinary teams 
[62]. However, there is still little evidence on the effective-
ness of interprofessional delirium programmes in daily 
practice, including educational interventions [63]. Greater 
efforts in research and practice should be made to create 
awareness and to assess delirium knowledge among all HPs 
involved in patient care, as an important component in pre-
venting and managing this clinical complication [61].

One-third of the studies involved HPs employed in inten-
sive care units, while only four regarded long-term care set-
tings, including nursing homes. Moreover, several studies 
did not report on the setting in which they were conducted. 
Delirium is a common complication in acute care, including 
intensive and post-operative care. However, in long-term 
care settings, patients often develop delirium for a longer 
period and have worse outcomes [64, 65]. Long-term care 
settings are still neglected [66, 67], suggesting a priority in 
future research, given the risk of underestimating episodes 
of delirium according to the complexity of the identification 
associated with the occurrence of dementia [49].

Second research question: main characteristics 
of the instruments used
A total of 32 different instruments emerged, suggesting 
that this field of research is very rich in terms of the tools 

produced. Among the instruments most used, the Delir-
ium Knowledge Questionnaire [45] was most popular.

From a conceptual point of view, by considering the 
Dublin descriptors (European Higher Education Area, 
1998), instruments used to date seem mainly to assess 
knowledge and understanding using items (e.g. [45]); in a 
few studies, the capacity to apply the knowledge in given 
cases (e.g. vignettes and clinical situations; [51]) has been 
investigated. Issues in HPs’ knowledge have been high-
lighted as a possible reason for the lack of preventive 
and managerial interventions for delirium [12]. How-
ever, while academic or theoretical knowledge can be 
important in the context of HPs (e.g. at the undergradu-
ate level), practical knowledge has more relevance given 
its necessary precondition for transitioning knowledge 
into practice. Therefore, alongside a consensus regard-
ing the best tool to be used in the future according to the 
more complex learning and teaching taxonomy outcomes 
[68], increased attention is recommended towards tools 
able to measure the applied knowledge, analyse the situ-
ation, and help critically evaluate and synthesize results. 
Indeed, according to the knowledge-attitude-practice 
theory, simple knowledge acquired is not able to address 
changes in behaviour [69].

No psychometric properties have been documented 
for 21 of the instruments, and around half of them have 
been self-developed by authors. In the remaining 11, the 
validity and reliability of data obtained in this research 
area seem to be limited, requiring further investigation. 
The most investigated psychometric properties are face 
validity and internal consistency. Only the study [52] 
reported more detailed evidence based on validity and 
reliability to assess delirium knowledge among critical 
care nurses; in the other ten studies, different validity 
measures were assessed with ten different tools, sug-
gesting fragmented evidence. Specifically, regarding 
validity, five studies out of 11 (e.g. [47]) have assessed 
face validity, suggesting more effort in evaluating the 
capacity of the instrument to assess what it is intended 
to evaluate [70]. In addition, four authors reported con-
tent validity data expressed with the content validity 
index [39, 52, 57, 71], considering the degree to which a 
sample of items, taken together, constitute an adequate 
operational definition of a construct [72]. In all studies, 
the index was higher than the recommended threshold 
of 0.080 [73]. Regarding reliability, five studies assessed 
Cronbach’s alpha [34, 35, 41, 44, 57], four reporting an 
acceptable value ≥ 0.70 [74]. Consequently, a more rig-
orous approach is required to produce valid measures 
in the field with a more cumulative approach by assess-
ing the properties of the same instrument to increase its 
validity progressively.
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Third research question: delirium knowledge domains 
and sub‑domains investigated
The findings fall into two main categories.

(a)	 Firstly, by analysing the content of the available 
instruments, some trends may be detected at the 
overall level. To date, the available instruments are 
aimed mainly at investigating HPs’ knowledge on 
risk factors, incidence and prevention, thus focusing 
on triggering factors (e.g. polypharmacy, comorbid-
ities, and invasive procedures or device presence), 
as underlined by the important role in delirium in 
the most authoritative guidelines [1, 75]. Assessing 
HPs’ knowledge in this field is important in order 
to recognize and promptly act in the face of avoid-
able factors and mitigating the role of those that are 
unavoidable. On the other hand, ‘Definition, signs 
and symptoms’ and ‘Detection and tools’ emerged 
as less investigated in the instruments available to 
date. Knowing the definition of delirium may not 
be important, given that HPs may possess expert 
knowledge without theoretical definitions; however, 
having knowledge of different delirium subtypes, 
how to detect delirium early, and the tools avail-
able may be important to increase the capacity to 
recognize and diagnose episodes of delirium. Fur-
thermore, outcomes and consequences are poorly 
investigated by the available instruments: assessing 
knowledge regarding negative outcomes in gen-
eral may promote education in this field and thus 
increase awareness regarding delirium.

(b)	 Secondly, at each domain level—for example, “Man-
agement and therapy’—some subdomains have 
been poorly investigated, such as the non-pharma-
cological, and regarding the monitoring required 
and the role of expert consultation. On the one 
hand, the lack of items in some specific domains 
may convince HPs of their lesser importance in 
clinical practice; on the other hand, the lack of 
items may denote the lack of evidence in the field, 
with more evidence currently on prevention and 
risk factors than on the management of this clinical 
complication [1, 75, 76]. However, pharmacological 
treatment reported more items than non-pharma-
cological treatments, although the most recent evi-
dence on delirium management underlined the rel-
evance of non-pharmacological interventions [54], 
and it remains unclear which medications are effec-
tive in delirium management and prevention [77].

The different instruments are focused on some 
domains and sub-domains and neglect the importance 
of others. Given that no instrument can be considered 

as the gold standard, the emerging map may in future 
address the development of more comprehensive tools 
assessing knowledge of all-important aspects of delirium 
also according to the different levels of education [78, 79].

Limitations
The scoping review has several limitations. Firstly, no 
grey literature or unpublished studies have been con-
sidered, and this may have introduced selection bias. 
Secondly, despite experts in the field of delirium and 
research methodology having been involved, and data 
extraction and analysis having strictly followed the 
research questions, their categorization might have been 
influenced by the background of the researchers. Thirdly, 
the process of categorization of the items extracted from 
the instruments has been performed by combining two 
approaches, both according to a given classification [25, 
26] and inductively (item by item analysis). The map that 
emerged may be influenced by the process used; more-
over, the vignettes (see Additional File 3) have not been 
categorized given their different features.

Conclusions
Delirium is a clinical condition which places a significant 
burden on patients, their families and the healthcare sys-
tem. HPs’ knowledge is crucial for preventing, recogniz-
ing and managing delirium and delirium-related adverse 
outcomes.

Over the last 15 years, a moderate production of stud-
ies in the field of knowledge assessment has emerged, 
mainly with descriptive intent, among nurses, and in spe-
cific countries. Given the strategies required to prevent 
and effectively manage this important condition at the 
global level, more efforts in this research field are sug-
gested. Moreover, more studies have been conducted in 
highly observed settings such as ICUs and hospitals, leav-
ing long-term facilities still neglected. Further studies are 
needed to explore delirium knowledge among HCP in 
long-term care settings, involving also less educated pro-
fessionals (vocational training), informal caregivers and 
volunteers. With adequate education and training they 
could be a valuable resource for HCP to be more actively 
engaged in the recognition and management of delirium.

A wide range of instruments emerged across studies. 
However, the limited validity and reliability data pro-
duced on them to date suggest that a consensus process 
is strongly recommended regarding which tool should 
be used in the future, to accumulate evidence on its 
validity and to increase the comparability of the data 
produced. Moreover, tools should ensure comprehen-
sive assessment of the knowledge possessed by investi-
gating that related to signs, symptoms, and risk factors; 
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the tools supporting its detection and diagnosis; and 
the different evidence-based strategies to manage 
delirium and its negative outcomes. Only with a com-
prehensive assessment can an educational intervention 
be designed and evaluated in terms of its capacity to 
improve clinical practice behaviours.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12912-​025-​02746-1.

Additional file 1.

Additional file 2.

Additional file 3.

Additional file 4.

Acknowledgements
None.

Authors’ contributions
CM: Conceptualization, Data curation, Formal analysis, Investigation, Meth-
odology, Visualization, Writing – original draft, Writing – review & editing. IM: 
Conceptualization, Data curation, Formal analysis, Investigation, Methodology, 
Visualization, Writing – original draft, Writing – review & editing. AP: Methodol-
ogy, Visualization, Writing – original draft, Writing – review & editing. DA: 
Conceptualization, Methodology, Visualization, Writing – original draft, Writing 
– review & editing.

Funding
No funding was obtained for this study.

Data availability
The data used are available from the corresponding author upon request.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Received: 2 April 2024   Accepted: 20 January 2025

References
	1.	 National Institute for Health and Care Excellence: Guidelines. In Delirium: 

prevention, diagnosis and management in hospital and long-term care. 
National Institute for Health and Care Excellence (NICE); 2023.

	2.	 Krewulak KD, Stelfox HT, Leigh JP, Ely EW, Fiest KM. Incidence and 
prevalence of delirium subtypes in an adult ICU: a systematic review and 
meta-analysis. Crit Care Med. 2018;46(12):2029–35.

	3.	 Semple D, Howlett MM, Strawbridge JD, Breatnach CV, Hayden JC. A sys-
tematic review and pooled prevalence of delirium in critically ill children. 
Crit Care Med. 2022;50(2):317–28.

	4.	 de Lange E, Verhaak PFM, van der Meer K. Prevalence, presentation and 
prognosis of delirium in older people in the population, at home and in 
long term care: a review. Int J Geriatr Psychiatry. 2013;28(2):127–34.

	5.	 Ormseth CH, LaHue SC, Oldham MA, Josephson SA, Whitaker E, Douglas 
VC. Predisposing and precipitating factors associated with delirium: a 
systematic review. JAMA Netw Open. 2023;6(1):e2249950-e.

	6.	 Russell G, Rana N, Watts R, Roshny S, Siddiqi N, Rose L. Reporting of out-
comes and measures in studies of interventions to prevent and/or treat 
delirium in older adults resident in long-term care: a systematic review. 
Age Ageing. 2022;51(11):afac267.

	7.	 Shi Z, Mei X, Li C, Chen Y, Zheng H, Wu Y, et al. Postoperative delirium is 
associated with long-term decline in activities of daily living. Anesthesiol-
ogy. 2019;131(3):492–500.

	8.	 Johansson YA, Bergh I, Ericsson I, Sarenmalm EK. Delirium in older hospi-
talized patients—signs and actions: a retrospective patient record review. 
BMC Geriatr. 2018;18(1):43.

	9.	 Janssen TL, Alberts AR, Hooft L, Mattace-Raso F, Mosk CA, van der Laan 
L. Prevention of postoperative delirium in elderly patients planned for 
elective surgery: systematic review and meta-analysis. Clin Interv Aging. 
2019;14:1095–117.

	10.	 Hshieh TT, Yang T, Gartaganis SL, Yue J, Inouye SK. Hospital elder life pro-
gram: systematic review and meta-analysis of effectiveness. Am J Geriatr 
Psychiatry. 2018;26(10):1015–33.

	11.	 Morandi A, Pozzi C, Milisen K, Hobbelen H, Bottomley JM, Lanzoni A, et al. 
An interdisciplinary statement of scientific societies for the advancement 
of delirium care across Europe (EDA, EANS, EUGMS, COTEC, IPTOP/WCPT). 
BMC Geriatr. 2019;19(1):253.

	12.	 Jeong E, Park J, Chang SO. Development and evaluation of clinical 
practice guideline for delirium in long-term care. Int J Environ Res Public 
Health. 2020;17(21):8255.

	13.	 Van Velthuijsen EL, Zwakhalen SMG, Warnier RMJ, Ambergen T, Mulder 
WJ, Verhey FRJ, et al. Can education improve clinical practice concerning 
delirium in older hospitalised patients? Results of a pre-test post-test 
study on an educational intervention for nursing staff. BMC Med Educ. 
2018;18(1):59.

	14.	 Lim XM, Lim ZHT, Ignacio J. Nurses’ experiences in the manage-
ment of delirium among older persons in acute care ward settings: a 
qualitative systematic review and meta-aggregation. Int J Nurs Stud. 
2022;127:104157.

	15.	 Bellelli G, Morandi A, Zanetti E, Bozzini M, Lucchi E, Terrasi M, et al. 
Recognition and management of delirium among doctors, nurses, 
physiotherapists, and psychologists: an Italian survey. Int Psychogeriatr. 
2014;26(12):2093–102.

	16.	 Lee JS, Tong T, Chignell M, Tierney MC, Goldstein J, Eagles D, et al. 
Prevalence, management and outcomes of unrecognized delirium 
in a National Sample of 1,493 older emergency department patients: 
how many were sent home and what happened to them? Age Ageing. 
2022;51(2):afab214.

	17.	 Buettel A, Cleary M, Bramble M. Delirium in a residential care facil-
ity: an exploratory study of staff knowledge. Australas J Ageing. 
2017;36(3):228–33.

	18.	 Sockalingam S, Tan A, Hawa R, Pollex H, Abbey S, Hodges BD. Interprofes-
sional education for delirium care: a systematic review. J Interprof Care. 
2014;28(4):345–51.

	19.	 Abley C, Dickinson C, Andrews Z, Prato L, Lindley L, Robinson L. Training 
interventions to improve general hospital care for older people with cog-
nitive impairment: systematic review. Br J Psychiatry. 2019;214(4):201–12.

	20.	 Lee SY, Fisher J, Wand PF, Milisen K, Detroyer E, Sockalingam S, et al. 
Developing delirium best practice: a systematic review of education 
interventions for healthcare professionals working in inpatient settings. 
Eur Geriatr Med. 2020;11(1):1–32.

	21.	 Haavisto E, Siltanen H, Tolvanen A, Holopainen A. Instruments for assess-
ing healthcare professionals’ knowledge and skills of evidence-based 
practice: a scoping review. J Clin Nurs. 2023;32:4391–407.

	22.	 Arksey H, O’Malley L. Scoping studies: towards a methodological frame-
work. Int J Soc Res Methodol. 2005;8(1):19–32.

	23.	 Levac D, Colquhoun H, O’Brien KK. Scoping studies: advancing the meth-
odology. Implement Sci. 2010;5(1):69.

https://doi.org/10.1186/s12912-025-02746-1
https://doi.org/10.1186/s12912-025-02746-1


Page 17 of 18Muzzana et al. BMC Nursing          (2025) 24:256 	

	24.	 Tricco AC, Lillie E, Zarin W, O’Brien KK, Colquhoun H, Levac D, et al. 
PRISMA extension for Scoping Reviews (PRISMA-ScR): checklist and 
explanation. Ann Intern Med. 2018;169:467–73.

	25.	 Inouye SK, Westendorp R, Saczynski J. Delirium in elderly people. Lancet. 
2014;383(9920):911–22.

	26.	 Wilson JE, Mart MF, Cunningham C, Shehabi Y, Girard TD, MacLullich AMJ, 
et al. Delirium. Nat Rev Dis Primers. 2020;6(1):90.

	27.	 Thomas DR. A general inductive approach for analyzing qualitative evalu-
ation data. Am J Eval. 2006;27(2):237–46.

	28.	 Gordon SJ, Melillo KD, Nannini A, Lakatos BE. Bedside coaching to improve 
nurses’ recognition of delirium. J Neurosci Nurs. 2013;45(5):288–93.

	29.	 Flagg B, Cox L, McDowell S, Mwose JM, Buelow JM. Nursing identification 
of delirium. Clin Nurse Spec. 2010;24(5):260–6.

	30.	 Gesin G, Russell BB, Lin AP, Norton HJ, Evans SL, Devlin JW. Impact 
of a delirium screening tool and multifaceted education on nurses’ 
knowledge of delirium and ability to evaluate it correctly. Am J Crit Care. 
2012;21(1):e1-11.

	31.	 Jenkin RPL, Al-Attar A, Richardson S, Myint PK, MacLullich AMJ, Davis DHJ. 
Increasing delirium skills at the front door: results from a repeated survey 
on delirium knowledge and attitudes. Age Ageing. 2016;45(4):517–22.

	32.	 Yuan Y, Lei B, Li Z, Wang X, Zhao H, Gao M, et al. A cross-sectional survey 
on the clinical management of emergence delirium in adults: knowl-
edge, attitudes, and practice in Mainland China. Brain Sci. 2022;12(8):1.

	33.	 Brajtman S, Hall P, Weaver L, Higuchi K, Allard P, Mullins D. An interpro-
fessional educational intervention on delirium for health care teams: 
providing opportunities to enhance collaboration. J Interprof Care. 
2008;22(6):658–60.

	34.	 Demir Korkmaz F, Gok F, Yavuz KA. Cardiovascular surgery nurses’ level of 
knowledge regarding delirium. Nurs Crit Care. 2016;21(5):279–86.

	35.	 Selim AA, Wesley EE. Delirium the under-recognised syndrome: survey 
of healthcare professionals’ awareness and practice in the intensive care 
units. J Clin Nurs. 2017;26(5–6):813–24.

	36.	 Christensen M. An exploratory study of staff nurses’ knowledge of 
delirium in the medical ICU: an Asian perspective. Intensive Crit Care 
Nurs. 2014;30(1):54–60.

	37.	 McCrow J, Sullivan KA, Beattie ER. Delirium knowledge and recognition: a 
randomized controlled trial of a web-based educational intervention for 
acute care nurses. Nurse Educ Today. 2014;34(6):912–7.

	38.	 Elliott SR. ICU delirium: a survey into nursing and medical staff knowl-
edge of current practices and perceived barriers towards ICU delirium in 
the intensive care unit. Intensive Crit Care Nurs. 2014;30(6):333–8.

	39.	 Zilezinski M, Lohrmann R, Hauß A, Bergjan M. [Development and content 
validity of a questionnaire to assess knowledge about delirium]. Z Geron-
tol Geriatr. 2023;56(2):132–8.

	40.	 Ewens B, Seaman K, Whitehead L, Towell-Barnard A, Young M. A delirium 
prevalence audit and a pre and post evaluation of an interprofessional 
education intervention to increase staff knowledge about delirium in 
older adults. BMC Nurs. 2021;20(1):1–9.

	41.	 Xing H, Zhu S, Liu S, Xia M, Jing M, Dong G, et al. Knowledge, attitudes 
and practices of ICU nurses regarding subsyndromal delirium among 
20 hospitals in China: a descriptive cross-sectional survey. BMJ Open. 
2022;12(9):e063821.

	42.	 Wang J, Mentes JC. Factors determining nurses’ clinical judgments about 
hospitalized elderly patients with acute confusion. Issues Ment Health 
Nurs. 2009;30(6):399–405.

	43.	 Fick DM, Kolanowski AM, Hill NL, Yevchak A, DiMeglio B. Using stand-
ardized case vignettes to evaluate nursing home staff recognition of 
delirium and delirium superimposed on dementia. Ann Longterm Care. 
2013;21(9):34–8.

	44.	 Öztürk Birge A, Tel Aydın H, Salman F. The development of a delirium 
knowledge test for intensive care nurses: a validity and reliability study. 
Intensive Crit Care Nurs. 2020;61:102900.

	45.	 Hare M, Wynaden D, McGowan S, Landsborough I, Speed G. A question-
naire to determine nurses’ knowledge of delirium and its risk factors. 
Contemp Nurse. 2008;29(1):23–31.

	46.	 Sinvani L, Kozikowski A, Pekmezaris R, Akerman M, Wolf-Klein G. Delirium: 
a survey of healthcare professionals’ knowledge, beliefs, and practices. J 
Am Geriatr Soc. 2016;64(12):e297–303.

	47.	 Detroyer E, Dobbels F, Debonnaire D, Irving K, Teodorczuk A, Fick DM, 
et al. The effect of an interactive delirium e-learning tool on healthcare 

workers’ delirium recognition, knowledge and strain in caring for delirious 
patients: a pilot pre-test/post-test study. BMC Med Educ. 2016;16:17.

	48.	 Davis D, MacLullich A. Understanding barriers to delirium care: a multi-
centre survey of knowledge and attitudes amongst UK junior doctors. 
Age Ageing. 2009;38(5):559–63.

	49.	 Fick DM, Hodo DM, Lawrence F, Inouye SK. Recognizing delirium super-
imposed on dementia: assessing nurses’ knowledge using case vignettes. 
J Gerontol Nurs. 2007;33(2):40–7. quiz 8–9.

	50.	 Rosenbloom DA, Fick DM. Nurse/family caregiver intervention for 
delirium increases delirium knowledge and improves attitudes toward 
partnership. Geriatr Nurs. 2014;35(3):175–81.

	51.	 Sweeney RM, Barber V, Page V, Ely EW, Perkins GD, Young JD, et al. A 
national survey of the management of delirium in UK intensive care units. 
QJM. 2010;103(4):243–51.

	52.	 Ho MH, Traynor V, Chen KH, Montayre J, Lin YK, Chang HC. Delirium care 
knowledge in critical care nurses: a multiple-choice question-based quiz. 
Nurs Crit Care. 2021;26(3):190–200.

	53.	 Mokkink LB, de Vet HCW, Prinsen CAC, Patrick DL, Alonso J, Bouter LM, 
et al. COSMIN risk of bias checklist for systematic reviews of patient-
reported outcome measures. Qual Life Res. 2018;27(5):1171–9.

	54.	 Lee Y, Lee J, Kim J, Jung Y. Non-pharmacological nursing interventions 
for prevention and treatment of delirium in hospitalized adult patients: 
systematic review of randomized controlled trials. Int J Environ Res Public 
Health. 2021;18(16):8853.

	55.	 Rebal S, Shirzadi C, Agatep J, Matsoukas K, Kay See TAN, Seier K, et al. An 
advanced practice provider initiative for delirium management in the 
ICU. J Adv Pract Oncol. 2020;11(2):150–6.

	56.	 Sinchak C, DeGuzman PB. Delirium Education in hospice care: a quality 
improvement project. J Hosp Palliat Nurs. 2021;23(3):207–13.

	57.	 Zhou C, Qu X, Wang L, Wu Q, Zhou Y. Knowledge, attitude, and practice 
regarding postoperative delirium among cardiac surgery nurses: a cross-
sectional multi-centre study. J Clin Nurs. 2023;32(15–16):5046–55.

	58.	 Morandi A, Davis D, Taylor JK, Bellelli G, Olofsson B, Kreisel S, et al. Con-
sensus and variations in opinions on delirium care: a survey of European 
delirium specialists. Int Psychogeriatr. 2013;25(12):2067–75.

	59.	 Baker ND, Taggart HM, Nivens A, Tillman P. Delirium: why are nurses 
confused? Medsurg Nurs. 2015;24(1):15–22.

	60.	 Mitchell G, McVeigh C, Carlisle S, Brown-Wilson C. Evaluation of a co-
produced delirium awareness programme for undergraduate nursing 
students in Northern Ireland: a pre-test/post-test study. BMC Nurs. 
2020;19:34.

	61.	 Igwe EO, Nealon J, Mohammed M, Hickey B, Chou K-R, Chen K-H, et al. 
Multi-disciplinary and pharmacological interventions to reduce post-
operative delirium in elderly patients: a systematic review and meta-
analysis. J Clin Anesth. 2020;67:110004.

	62.	 Copeland C, Fisher J, Teodorczuk A. Development of an international 
undergraduate curriculum for delirium using a modified delphi process. 
Age Ageing. 2018;47(1):131–7.

	63.	 Schimböck F, Hanisch V, Günther U, Hansen HC, von Haken R, Hermes 
C, et al. Interprofessional education for delirium management: a quality 
improvement project. Delirium Communications. 2024. https://​delir​
iumco​mmuni​catio​nsjou​rnal.​com/​artic​le/​92850-​inter​profe​ssion​al-​educa​
tion-​for-​delir​ium-​manag​ement-a-​quali​ty-​impro​vement-​proje​ct.

	64.	 Komici K, Guerra G, Addona F, Fantini C. Delirium in nursing home resi-
dents: a narrative review. Healthcare (Basel). 2022;10(8):1544.

	65.	 Woodhouse R, Burton JK, Rana N, Pang YL, Lister JE, Siddiqi N. Interven-
tions for preventing delirium in older people in institutional long-term 
care. Cochrane Database Syst Rev. 2019;4(4):Cd009537.

	66.	 Sabbe K, van der Mast R, Dilles T, Van Rompaey B. The prevalence of 
delirium in belgian nursing homes: a cross-sectional evaluation. BMC 
Geriatr. 2021;21(1):634.

	67.	 Voyer P, Richard S, McCusker J, Cole MG, Monette J, Champoux N, et al. 
Detection of delirium and its symptoms by nurses working in a long term 
care facility. J Am Med Dir Assoc. 2012;13(3):264–71.

	68.	 Bloom BS. Taxonomy of educational objectives, handbook: the cognitive 
domain. New York: David McKay; 1956.

	69.	 Lu J, Deng Q, Liu W. Effects of organizational atmosphere and organiza-
tional practice on knowledge, attitude, and practice toward diffusion and 
utilization of hepatic contrast-enhanced ultrasound among physicians. 
Front Public Health. 2022;10:778253.

https://deliriumcommunicationsjournal.com/article/92850-interprofessional-education-for-delirium-management-a-quality-improvement-project
https://deliriumcommunicationsjournal.com/article/92850-interprofessional-education-for-delirium-management-a-quality-improvement-project
https://deliriumcommunicationsjournal.com/article/92850-interprofessional-education-for-delirium-management-a-quality-improvement-project


Page 18 of 18Muzzana et al. BMC Nursing          (2025) 24:256 

	70.	 Polit DF, Tatano Beck C. Nursing Research : Principles and Methods - 7th edi-
tion (L.-R. Publishers, Ed. 7TH 04 ed.). Lippincott Williams & Wilkins; 2004.

	71.	 Baluku Murungi E, Niyonzima V, Atuhaire E, Nantume S, Beebwa E. 
Improving nurses knowledge and practices of delirium assessment at 
Mbarara Regional referral hospital: a quasi experimental study. Adv Med 
Educ Pract. 2023;14:313–22.

	72.	 Prinsen CAC, Mokkink LB, Bouter LM, Alonso J, Patrick DL, de Vet HCW, 
et al. COSMIN guideline for systematic reviews of patient-reported out-
come measures. Qual Life Res. 2018;27(5):1147–57.

	73.	 Polit D, Beck C, Owen S. Is the CVI an acceptable indicator of content valid-
ity? Appraisal and recommendations. Res Nurs Health. 2007;30:459–67.

	74.	 Tavakol M, Dennick R. Making sense of Cronbach’s alpha. Int J Med Educ. 
2011;2:53–5.

	75.	 Scottish Intercollegiate Guidelines Network, [SIGN]. Risk reduction and 
management of delirium 2019 [Available from: http://​www.​sign.​ac.​uk.

	76.	 Dentice S, Chiappinotto S, Moreale R, Pitacco G, Bicego L, Palese A. What 
are the alternatives to restraints in clinical practice? Results of a multicen-
tre study. Assist Inferm Ric. 2023;42(4):208–15.

	77.	 Pluta MP, Dziech M, Czempik PF, Szczepańska AJ, Krzych ŁJ. Antipsychotic 
drugs in prevention of postoperative delirium-what is known in 2020? Int 
J Environ Res Public Health. 2020;17(17):6069.

	78.	 Lang VJ, Clark NS, Medina-Walpole A, McCann R. Hazards of hospi-
talization: hospitalists and geriatricians educating medical students 
about delirium and falls in geriatric inpatients. Gerontol Geriatr Educ. 
2008;28(4):94–104.

	79.	 Sorbonne Joint Declaration. Joint declaration on harmonization of the 
architecture of the European higher education system. The Sorbonne, 
May 25 1998. https://​www.​ehea.​info/​media.​ehea.​info/​file/​1998_​Sorbo​
nne/​61/2/​1998_​Sorbo​nne_​Decla​ration_​Engli​sh_​552612.​pdf. Accessed: 
May 2024.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

http://www.sign.ac.uk
https://www.ehea.info/media.ehea.info/file/1998_Sorbonne/61/2/1998_Sorbonne_Declaration_English_552612.pdf
https://www.ehea.info/media.ehea.info/file/1998_Sorbonne/61/2/1998_Sorbonne_Declaration_English_552612.pdf

	Assessing delirium knowledge among health care professionals: findings from a scoping review
	Abstract 
	Background 
	Objectives 
	Design 
	Materials and methods 
	Results 
	Conclusions 

	Background
	Methods
	Research aims and questions
	Study design and methodology
	Data sources and search strategy
	Data extraction
	Data analysis and synthesis

	Results
	First research question: studies investigating knowledge among HPs of delirium
	Second research question: main characteristics of the instruments used
	Third research question: delirium knowledge domains and sub-domains investigated
	Delirium definition, signs and symptoms
	Delirium risk factors, incidence, and prevention
	Delirium detection and tools
	Delirium management and therapy
	Delirium outcomes, prognosis and consequences


	Discussion
	First research question: studies investigating knowledge among HPs of delirium
	Second research question: main characteristics of the instruments used
	Third research question: delirium knowledge domains and sub-domains investigated
	Limitations

	Conclusions
	Acknowledgements
	References


