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Key summary points
Aim  To map the content, integration and pedagogical approaches used in dementia and delirium teaching withinmedical 
school curricula in Europe.
Findings  Although dementia and delirium are included in most curricula, they are taught separately in half of instances. 
Teaching time is limited and mainly involves geriatricians, with infrequent interprofessional and experiential learning. 
Notable content gaps were also identified.
Message  Comprehensive and consistent dementia and delirium education is needed across European medical schools to 
equip future doctors to prevent, diagnose and manage these complex conditions.

Abstract
Purpose  Knowledge of dementia and delirium is essential for all clinicians. This survey aims to map the teaching of these 
two topics in European medical school curricula, in terms of content, linked learning, and pedagogical approach.
Methods  A bespoke online survey was circulated to educators within universities providing medical student programmes (direct 
entry or graduate entry) across Europe, championed by the European Geriatric Medicine Society (EuGMS) Special Interest Group 
members and contacts sourced through institutions’ websites. Responses (2024–2025) were limited to one per course.
Results  The final dataset comprised 64 courses across 62 universities, from 17 countries. Dementia and delirium featured 
in 95% of curricula, taught separately in about half of instances. Typical teaching time was 3–4 h for dementia and 1–2 h for 
delirium, concentrated in later course years, and mainly involving geriatricians. Fewer than one-in-four courses incorporated 
interprofessional learning, most commonly with nursing; involving people with lived experience was rare. Young-onset 
dementia and decision-making capacity and supports were absent in > 25% of courses, while medications for cognitive and 
non-cognitive symptoms of dementia were absent in 19% and 13%, respectively. Content gaps for both dementia and delirium 
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included local or national guidelines, communication strategies, and environmental design. Patient–student interaction in 
the clinical environment pre-graduation was not universal (72–73%), with gaps reported in nine countries.
Conclusion  While dementia and delirium are broadly included in participating European institutions’ medical student cur-
ricula, limited teaching time, infrequent interprofessional and experiential learning, and significant content gaps highlight 
the need for greater consistency and comprehensiveness to meet future healthcare needs.

Keywords  Delirium · Dementia · Education · Curricula · Medical education

Introduction

Delirium and dementia are distinct syndromes, both of 
which contribute to cognitive decline [1]. Dementia is 
chronic and progressive, characterised by significant cog-
nitive decline which may or may not be accompanied by 
neuropsychiatric symptoms [2], while delirium is an acute 
and fluctuating disturbance, primarily affecting attention, 
awareness, and sleep/wake cycles [2]. The presence of 
either dementia or delirium increases the risk of the other: 
an episode of delirium increases the risk of developing 
dementia approximately tenfold [3–6], while a person with 
dementia is at a greatly increased risk of delirium [6–8], 
termed delirium superimposed on dementia (DSD).

As the seventh leading cause of death globally and a 
major cause of disability, dementia has significant physi-
cal, psychological, social, and economic impacts [9]. 
Although the incidence of dementia at a given age in 
Europe has declined over the past 25 years [10], the over-
all ageing population means its prevalence in Europe is 
forecast to increase from 9 to 14 million by 2050 [11]. This 
trend reinforces the need for capacity within clinicians and 
healthcare systems, emphasising the importance of exper-
tise in dementia assessment, diagnosis, and management. 
With dementia prevalence at 13–63% among older hospital 
inpatients [12], many of whom have other comorbidities 
[13], clinicians lacking the necessary knowledge and skills 
can unintentionally contribute to poorer patient outcomes.

Delirium is also common in hospitalised older adults, 
with prevalence rates ranging from 18 to 35% in gen-
eral medical wards [14] and 25 to 53% in geriatric wards 
[14–17]. Delirium can negatively impact patient outcomes 
[18] and impose significant emotional and practical bur-
dens on families and carers [19]. Since delirium has poten-
tially reversible causes [20], prompt diagnosis by clini-
cians is important. Furthermore, delirium prevention or 
attenuation may lead to a reduced risk of dementia [1].

There are limited data describing dementia and delir-
ium curricula for undergraduate medical students across 
Europe, although two UK surveys provide some country-
level insights. A 2013 survey on dementia education found 
that, while responding medical schools (23/31) taught 
content on dementia and the majority formally assessed 
dementia learning outcomes, students had insufficient 

exposure to people with dementia and their carers, with 
only three schools directly involving people with dementia 
and carers in teaching design and/or delivery [21]. Studies 
of European universities reveal significant inconsistencies 
in the time medical schools dedicate to dementia educa-
tion [22, 23], which suggests variability in course content 
and depth. Such gaps are not limited to Europe, with a US 
study finding significant deficits in dementia knowledge 
among senior medical students [24]. For delirium, a 2006 
survey of 784 trainee physicians in acute hospitals found 
that while 88% considered delirium to be treatable, only 
21% reported good knowledge of delirium diagnostic crite-
ria, less than a third (32%) recognised inattention as a core 
diagnostic feature, only 30% were confident in managing 
delirium, and only 8% reported the use of validated assess-
ment tools [25]. A repeated survey in 2013 across the UK 
and Ireland (n = 1,215) found a marked increase in those 
reporting use of validated assessment tools (up from 8% in 
2006 to 35% in 2013), although knowledge of diagnostic 
criteria remained poor [26].

This study aims to map how dementia and delirium cur-
ricula are taught across undergraduate and graduate-entry 
medical education courses in institutions in Europe, by 
answering the following research questions: i) How are 
dementia and delirium curricula positioned within medical 
student education programmes and relative to each other? 
ii) What is the nature of learning, teaching, and assessment 
practices relating to dementia and delirium curricula? iii) 
What is the content of dementia and delirium curricula in 
terms of breadth, depth, and notable gaps?

Methods

Study design

A quantitative study design, with expert participants volun-
tarily completing an anonymous online survey.

Survey design

The survey was developed by members of the European 
Geriatric Medicine Society (EuGMS) Delirium Special 
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Interest Group (SIG), in partnership with the Brain Health 
and Dementia SIG. The survey was built in the Qualtrics 
XM survey tool, hosted by University College Cork, Ire-
land. The survey, available in English only, comprised 
four sections: Demographics of the respondent and Course 
Details (21 items); Learning, Teaching and Assessment 
Practices (30 items); Content of the Dementia and Delir-
ium Curricula (eight items); and Further Comments (six 
items). Most questions were quantitative (49 items) with 
some open-ended questions (16 items). Twelve ques-
tions were mandatory. The initial survey was developed 
over three online meetings involving nine members of 
the EuGMS Delirium and Brain Health and Dementia 
SIGs with a particular interest in education. Questions on 
potential curriculum content were based on their expert 
opinion and mapped to several existing published curricu-
lum surveys [22, 26–28] and clinical practice guidelines 
[29–31] to identify gaps and suggest alternative wording 
of items. Further iterative refinements occurred via email 
correspondence.

The survey was piloted by each EuGMS SIG in Novem-
ber 2023, which included feedback on readability and flow. 
Pilot data were excluded from analysis. Estimated comple-
tion time was 20–25 min.

Sampling and recruitment

Eligible participants were a teacher or educator in an aca-
demic institution in a European country that provided an 
undergraduate- or graduate-entry medical student education 
programme, i.e. training future doctors. They did not have 
to teach directly the dementia and delirium course content 
but required knowledge of the same to accurately answer 
on behalf of the course. Participation was open to all ages 
and genders.

Recruitment was conducted using ‘snowball sampling’ 
[32]. EuGMS SIG members nominated champions who were 
asked to disseminate the survey within their professional net-
works, to lead teachers and educators in medical institutions. 
Participants were also identified through online sources, 
including institutions’ websites, and contacted directly by 
researchers via email.

Data collection and analysis

Data were collected from January 2024 to December 2025. 
Data analysis was completed using SPSS and Excel to pro-
duce simple descriptive statistics. Content analysis was 
applied to open-text responses, a method often used to ana-
lyse answers to open-ended survey questions [33]. Using 
phrases or partial sentences as the unit of analysis, inductive 

coding was used to generate codes from the data. Analysis 
focused on the manifest content of responses as opposed to 
underlying latent meanings. Once coding was established, 
frequency counts quantified how often each code appeared 
across individual responses.

Data protection

Data access was limited to researchers analysing the data 
and the senior author. The survey did not collect personal 
data, and IP addresses were not recorded, but respondents 
were required to disclose their university. Qualtrics, a com-
mercial survey platform with protections against unauthor-
ised access, was used to collect data. Data exported from 
Qualtrics for analysis were securely stored on a university-
hosted data storage platform.

Ethics approval

Ethics approval was obtained from the Social Research Eth-
ics Committee in University College Cork, Ireland (Log no. 
2023–170).

Informed consent

A detailed information page was provided to all participants 
outlining the purpose of the survey and how their data would 
be used. Informed consent was via a tick box in advance of 
survey commencement.

Results

Respondent demographics

Of the estimated 450 medical schools across Europe eligi-
ble to participate [34, 35], 62 were included in the results, 
suggesting a response rate of 14%. Of the 117 people who 
opened the survey (67 universities across 19 countries), 3 
did not consent, 9 deemed themselves ineligible, 9 did not 
confirm eligibility (i.e. no response), and 24 did not com-
plete the survey, i.e. did not answer at least 11 of the 12 
mandatory questions (predefined criteria for inclusion) and 
did not answer at least 70% of Sections A–C. During data 
cleaning, one response from outside Europe was excluded 
and duplicates for the same university course (n = 7) were 
removed, as follows: when duplicate responses occurred, 
the retained response was a) the longest survey completion 
duration, where the respondent was involved in the original 
curriculum design and development or b) the most complete 
survey response. The final sample size of 64 respondents 
(i.e. 64 courses) covered 62 universities across 17 countries 
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(ref. Supplementary File 1) with a median 2 and mean of 3.8 
respondents per country. As Turkiye accounted for almost 
a third of responses (20/64), sensitivity analysis was con-
ducted to assess its influence. This involved comparing the 
results from the full dataset (n = 64) with the dataset with 
Turkiye removed (n = 44) for each individual question. This 
showed that although the distribution of results shifted, the 
overall pattern remained largely consistent with the full 
sample, i.e. the numerical values changed but the relative 
ordering was consistent (Supplementary File 2). Notable 
cases where Turkiye did change the results are described in 
the narrative. All percentages in the results are based on 64 
responses, i.e. N = 64, unless otherwise noted.

Most respondents (61%) held a professor/lecturer role, 
while others were identified as the head of university, school, 
department, or rector (13%), programme director (11%), 
practice tutor, or module coordinator (10%). Almost half 
(47%) were involved in the original curriculum design and 
development, while most (72%) were involved in ongo-
ing design and development. Most courses (81%) were of 
6 years duration, and 70% enrolled more than 140 students.

Course details

Course details (3% no response) most frequently pertained to 
direct entry courses (63%), defined as enrolment after senior 
school, while 34% were graduate-entry courses requiring 
students to complete a non-medical undergraduate degree 
prior to enrolment.

Both delirium and dementia were included in 95% of cur-
ricula, with a limited number of courses including either 
dementia only (3%) or delirium only (2%), both in Türkiye. 
There was an almost equal split between dementia and 
delirium being taught together within curricula or separately 
(see Fig. 1(i). Only 64% of courses included mild cognitive 
impairment in their dementia curriculum. Dementia and 
delirium were very similarly embedded within core modules 
only (63%; 59% respectively), core and elective modules 
(both in 30% of cases), or elective modules only (6%; 5% 
respectively). Both syndromes were most often positioned 
in gerontology/geriatric medicine/geriatrics modules, fol-
lowed by neurology, then psychiatry (Fig. 1(ii)). Neurology 
modules more often included dementia than delirium. For 
dementia, the most commonly reported total education dura-
tion was 3–4 h, compared to 1–2 h for delirium (Fig. 1(iii)). 
Most courses taught dementia and delirium in the latter 
years of the degree; see Fig. 1(iv)). For courses in Türkiye, 
delirium and dementia were more likely to be taught over 
multiple years (Supplementary File 2).

Where responses were provided (n = 32), most curricu-
lum updates occurred within the last 1–2 years (n = 18). 
Others reported updates occurring 3–4 years ago (n = 4), 

5–10 years ago (n = 4), or more than 10 years ago (n = 4), 
with two respondents unsure.

Learning and teaching approaches

Both dementia and delirium had similar patterns for learn-
ing and teaching approaches. The environment was either 
face to face (in-person) only (59% for dementia, 55% for 
delirium) or a blend of face to face and online (38% for 
both dementia and delirium), with no modules fully online. 
The most common pedagogical methods and teaching strate-
gies for both dementia and delirium (Fig. 2) were: lectures, 
bedside teaching, and case studies. Learning and teaching 
support was usually provided by a lecturer with clinical 
experience, mainly at consultant level. In 91% of courses, 
geriatricians provide the learning and teaching support. Neu-
rologists (60% of dementia and 48% of delirium courses) 
and psychiatrists (49% for both dementia and delirium) also 
featured prominently, with fewer nurses and general practi-
tioners (Fig. 2). Learning and teaching support was provided 
by one discipline in 20% of courses, two disciplines in 28% 
of courses, and three or more disciplines in 50% of courses, 
with one non-response.

Less than one in four courses incorporated interprofes-
sional learning for dementia or delirium. When this did 
occur (14 courses across nine countries), multiple student 
disciplines were generally involved, the most common being 
nursing followed by psychology and occupational therapy 
(Fig. 2). Turkiye had a higher proportion of dementia/delir-
ium courses being taught with nursing students compared 
to other countries (25/25% v. 18/16%; see Supplementary 
File 2).

Exposure to lived experience: classroom 
and bedside

A minority of courses (19%) engaged a person with direct or 
indirect lived experience in shaping the curriculum content. 
For dementia content, support was occasionally provided 
by people with lived experience of dementia or delirium, or 
their family or carers (18% with dementia experience, 15% 
with delirium experience). For delirium content, the figures 
were lower (8% with delirium experience, 9% with demen-
tia experience). On content delivery, people with demen-
tia and/or their carers or families were involved in 21% of 
courses, while people with direct or indirect delirium experi-
ence were involved in 20% of courses. Open-text responses 
(n = 10) revealed involvement is mainly through “bedside 
practice” or “placements”, suggesting a patient rather than 
true educator role. Equally, student interaction with delir-
ium or dementia patients in the clinical environment before 
graduation was not universal (72% and 73%, respectively) 
with omission of this experience reported across 9 countries 
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for dementia and 11 countries for delirium. One course col-
laborates with Time for Dementia, a UK initiative across 
ten universities, that facilitates healthcare students visiting 
people living with dementia in the community. Only one 

course commented on in-classroom involvement, describing 
a 2 h session delivered by a family caregiver which “always 
gets brilliant feedback from students”.

Fig. 1   i Inclusion of delirium and dementia in the curricula (n = 64 
for both); ii positioning of dementia and delirium within the cur-
ricula (n = 62 for dementia; n = 61 for delirium); iii number of learn-

ing hours for dementia and delirium (n = 57 for both); iv timing of 
dementia and delirium teaching (n = 62 for dementia; n = 60 for delir-
ium)
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Learning outcomes

Content analysis (n = 33/64) detailing learning outcomes 
shows that clinical features (n = 13), diagnosis (n = 14), and 
management (n = 14) are the most common for dementia, 
followed by causes of cognitive impairment and cognitive 
assessment tools (both n = 9), with negligible focus on post-
diagnostic support. For delirium, learning outcomes relating 
to management (n = 16), risk factors (n = 10) and aetiology 

(n = 9) were reported more often than clinical features, pre-
vention, screening, and diagnosis (all n = 8).

Curriculum assessment

Curriculum assessment data for dementia and delirium 
(n = 60 and n = 58, respectively) was most often a blend 
of formative and summative (56% and 63%), followed by 
summative only (16% and 14%) and formative only (14% 

Fig. 2   i Pedagogical methods and teaching strategies (n = 61/60 
dementia/delirium). ii Professionals providing learning and teach-
ing support (n = 64/63 dementia/delirium). iii Learning assessments 

utilised (n = 59/60 dementia/delirium). iv Other students present in 
interprofessional learning (n = 38/37 dementia/delirium)
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and 11%), with a small proportion having no assessment on 
dementia or delirium content (6% and 3%). Learning assess-
ment type was similar across dementia and delirium courses 
(Fig. 2). Courses in Turkiye had a different assessment pro-
file, with practical assessments prioritised over some other 
assessment types (see Supplementary File 2).

Dementia and delirium curriculum content

For both dementia and delirium, respondents were asked 
to outline the frequency and depth of topic coverage in 
core and elective modules across three domains: epide-
miology, demographics, and other general knowledge; 
assessment; and post-diagnostic support, treatment inter-
ventions. On the depth of topic, basic coverage referred to 
a surface-level introduction to a topic, while deep coverage 
referred to substantive teaching to support understanding 

and application. To clarify the distinction, the survey used 
the example of epidemiology, whereby a basic level might 
consist of a single slide with national and global statistics, 
while a deep level could involve dedicating all or part of 
a lecture or tutorial covering global prevalence patterns, 
age-specific incidence rates, and social or ethnic differ-
ences. Respondents were not limited to one response, and 
some respondents selected two options, so that the total 
number of answers (including non-responses) varied from 
65 to 72.

Dementia curriculum

In core modules, for general dementia learning, more than 
75% of courses covered most of the background knowledge 
topics (Fig. 3). Just over two-thirds of courses’ core mod-
ules covered epidemiology and features of behavioural and 

Fig. 3   Dementia curriculum content on background knowledge and assessment of the patient (n = 68–72 responses per item)
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psychological symptoms of dementia (BPSD; also known as 
non-cognitive symptoms of dementia, NCSD), and local or 
national dementia guidelines. Notable curriculum absences 
were young-onset dementia (omitted in 17 courses from 
eight countries) and human rights or ethics (absent in 15 
courses from 7 countries). Within patient assessment, more 
than 80% of courses’ core modules included history gath-
ering and subjective symptom assessment and cognitive 
screening, with assessment of BPSD also relatively high. 
Just under two-thirds of courses’ core modules covered 
cognitive domains, cognitive assessment tools, and inter-
disciplinary assessment in-depth, along with the capacity to 
make decisions. However, decision-making support had the 
greatest coverage gap, absent in 31% of courses from seven 
countries. See Fig. 3.

For dementia post-diagnostic support, medications for 
BPSD and for enhancing cognition were absent in 13% and 
19% of courses, respectively (across 4–5 countries); the least 
represented topics were assistive technology, advance care 
planning, and environmental design. See Fig. 4.

Delirium curriculum

For delirium, most core background knowledge topics were 
included but only two-thirds included content differentiating 
delirium from depression (Fig. 5). Treatment intervention 
topics most often missing were follow-up assessments (for 
detecting dementia), staff communication with patients, and 
interdisciplinary approaches. Pharmacological management 
and non-pharmacological approaches were included in 82% 
and 81%, respectively, of courses’ core modules, with 10% 
and 12% of courses covering it in elective modules (6–7% 
non-responses). Local or national guidelines, recommenda-
tions, or algorithms did not appear in 20% of courses.

Educator opinions on curriculum strengths, 
weaknesses, and innovations

The survey’s final section invited opinions on curricula 
strengths, weaknesses, and innovations. Of the 33 replies, 
the main strength identified was clinical exposure/patient 
contact (n = 10). Responses emphasised patient contact 

Fig. 4   Dementia curriculum content on post-diagnosis support (n = 66–71 responses per item). BPSD behavioural and psychological symptoms 
of dementia
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through hospital placements, outpatient clinics, and com-
munity settings. Several responses emphasised the benefit 
of having experienced educators involved in course deliv-
ery, and valued dementia and delirium embedment across 
academic years and professions. One respondent noted their 
curriculum’s strength was its focus “not just on knowledge 
but on attitudes to people with dementia” and its emphasis 
on compassion.

The most consistently cited weakness was the opposite of 
the main strength discussed above, i.e. limited involvement 
of people with lived experience (n = 10). Respondents used 
phrases like “minimal involvement of … family figures”, 
“less contact with the patients and almost no longitudinal 
involvement”, and “lack of involvement of patient relatives 

in education”, noting the missed opportunity to “make 
greater use of lived experience”. One respondent sums it up 
as follows: “I think the main issue is not the curriculum but 
the delivery of the curriculum and lack of involvement of 
people with cognitive impairment”.

Some identified interdisciplinary teaching as a strength 
(n = 8), while others (n = 9) flagged its absence as a weak-
ness. One respondent noted this was due to interdepartmen-
tal coordination constraints: “interdisciplinary teaching 
would be nice, but we have tried and it is impossible to co-
ordinate this with nursing and other disciplines”. Another 
curricula weakness was insufficient learning time (‘only lim-
ited hours”). A few respondents raised concerns about when 
the content was taught, with reports of being ‘maybe a bit 

Fig. 5   Delirium curriculum content on background knowledge, assessment of the patient, and treatment interventions (n = 66–69 responses per 
item)
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too early” and “studied only at the 6th year (too late)” sug-
gesting that placing the content early in the latter half of the 
course might be optimal. One respondent noted “delirium is 
almost never included”, while another noted “attendance is 
not compulsory and is often low” due to the elective nature 
of a module. Other weaknesses were insufficient clinical 
exposure (n = 2), an overly theoretical focus (n = 2), and 
limited structured simulation or case-based training (n = 2).

On innovative approaches, patient cases and problem-
solving were the most widely cited (n = 9). Simulation 
(n = 5) was the second most prominent theme. A minority 
(n = 4–5) identified patient contact and experiential learn-
ing, small group workshops and interprofessional teams 
as innovative approaches. Two respondents highlighted 
digital learning tools and flipped-classroom models, 
while one respondent noted carer involvement in curricu-
lum delivery. One detailed response highlighted reflec-
tive practices alongside multiple other methods, while 
another suggested a delirium experience game. Engaging 
civil society groups to facilitate contact between students 
and people with lived experience, as noted earlier under 
patient involvement, could also be viewed as an innova-
tive approach.

Discussion

This study aimed to assess dementia and delirium cur-
ricula within medical student education programmes in 
Europe, as students’ dementia and delirium education 
is essential to reduce the risk of, diagnose, and manage 
these complex conditions. Our finding that geriatricians, 
psychiatrists and neurologists are the medical specialties 
most often involved in teaching dementia and delirium 
aligns with other studies [23, 36, 37]. The placement of 
dementia and delirium within gerontology or geriatric 
medicine could reflect our recruitment strategy (mainly via 
EUGMS SIGs) but it is also unsurprising, given that older 
adults are the primary cohort affected by both conditions. 
However, this positioning risks inadvertently signalling 
dementia and delirium as problems of old age, rather than 
core competencies required by all clinicians.

Interprofessional learning can strengthen dementia edu-
cation and training [38, 39], improve communication with 
patients and colleagues [39, 40], and increase students’ 
understanding of collaboration in healthcare [40, 41]. While 
these components are central to good quality patient care, 
our survey revealed fewer than one in four courses included 
interprofessional learning and teaching. Educators recog-
nised this gap as a significant weakness, indicating broad 
agreement on it being a priority area for improvement. Only 
a small number of courses involve people with a lived expe-
rience of dementia or delirium. However, when people with 

lived experience are included, respondents noted it was a 
key curriculum strength. Student interaction with patients 
in the clinical environment pre-graduation was not univer-
sal (72–73%), although evidence shows contact with people 
with dementia is a better predictor of students’ dementia 
knowledge than geriatric-specific training [42], and experi-
ential patient-centred education can improve attitudes and 
knowledge [43, 44]. As many medical graduates will spend 
all or part of their careers caring for an ageing population, 
pre-graduation experiences can equip them to deliver safe, 
effective, and compassionate care and be future advocates 
for a highly vulnerable population. These findings mir-
ror trends in European geriatric medicine education more 
broadly: a recent scoping review highlighted an increased 
focus on interprofessional education, intergenerational con-
tact, clinical placements and patient communication [45], 
while multidisciplinary team work, prescribing, and ethical 
and legal issues are core concepts in the British Geriatrics 
Society undergraduate curriculum in geriatric medicine [46]. 
A scoping review found that in Europe, there are gaps in ger-
iatric learning in undergraduate medical curricula including 
cognitive assessment, and decision-making capacity, while 
some topics such as medication use and multidisciplinary 
teamwork are covered in most [47].

Within dementia curricula, the largest gaps were post-
diagnosis support, decision-making support, and medica-
tions for cognitive and non-cognitive symptoms. Omitting 
post-diagnostic support may imply to students that this is not 
a doctor’s role, although physicians are key to identifying 
unmet needs, coordinating multidisciplinary teams, and link-
ing to supports. The omission of learning on medication is 
more concerning, given that prescribing, deprescribing and 
medication optimisation are core medical doctor responsi-
bilities. Even if not prescribing cognitive enhancers, doctors 
still need to understand mechanisms of action, side-effects, 
withdrawal effects, and medications that might adversely 
affect cognition. Given the significant safety concern around 
medications used for non-cognitive symptoms of dementia 
[48], all medical students require education on this topic. As 
new medications that clear culprit proteins become wide-
spread in clinical practice, ‘medications for dementia’ may 
assume a greater importance in curricula, although a focus 
on these novel agents should not detract from symptomatic 
treatments and non-pharmacological interventions.

The omission of decision-making support is potentially 
concerning, given all doctors need to be able to assess and 
maximise decision-making capacity, although this topic 
may be covered in other modules. Young-onset dementia 
was absent in 26% of courses, despite accounting for up to 
9% of dementia cases [49]. This may lead to misconcep-
tions that dementia only occurs in older people, perpetu-
ating diagnostic delays and reduced access to support for 
younger patients [50]. Our respondents may have biased this 
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response, as young-onset dementia may have less direct rel-
evance in geriatric-specific curriculum.

The greater focus on delirium management over preven-
tion in learning outcomes suggests management may be pri-
oritised over prevention. This aligns with a 2025 modified 
Delphi study of Irish delirium experts which ranked health-
care students’ delirium education priorities as treatment first, 
followed by assessment and diagnosis, then prevention [51]. 
Only two-thirds of delirium courses included content differ-
entiating delirium from dementia. Given their overlapping 
symptoms [8], this gap risks students graduating without a 
basic understanding of how to distinguish between them.

Both dementia and delirium courses had coverage gaps on 
local or national guidelines and environmental design. High 
quality clinical guidelines provide evidence-based recom-
mendations designed to standardise and improve patient care 
[52, 53], and may be operationalised for local practice, and 
subject to audit. Students unaware of such guidelines may be 
slower to adopt evidence-based practices. However, our find-
ings may not reflect a true lack of focus on “guidelines” per 
se, since some countries without local or national guidelines 
may be guided by international recommendations. Equally, it 
could be argued that for undergraduates, it is most important 
to learn the core concepts of a disease, while guidelines are 
more relevant once they are in clinical practice and encoun-
tering clinical issues. Environmental design modifications, 
including low-cost adaptations, have the potential to yield 
positive outcomes in patient care [54, 55]. While doctors 
rarely lead design changes, students should be aware of the 
impact poor lighting, mobility restriction, excessive noise, 
and day-night obscuration have on cognitive function and 
delirium, and act as advocates for environmental design in 
healthcare [56, 57]. Environmental design may be covered 
in other parts of the medical student training, although open-
text responses did not indicate this, and we acknowledge that 
it may correctly not be considered a priority in an already 
full curriculum.

Reported innovations included patient cases, problem-
solving, simulations, experiential learning, and interprofes-
sional education. These topics align with a dementia edu-
cation scoping review, which identified five categories of 
innovation in undergraduate programmes: long-term expe-
riential learning, activity-centred programmes, interprofes-
sional education, immersive conference-style programmes, 
and dementia simulation [44]. While this review relates to 
dementia, many of the innovations are also relevant to delir-
ium. A UK delirium survey identified attitudinal or cultural 
change, clinical and multidisciplinary exposure, and technol-
ogy innovations as key areas for future teaching [37].

As national strategies can serve as a catalyst for curricu-
lum change [21], policymakers should consider whether the 
gaps identified in this survey warrant explicit inclusion in 
such frameworks. For educators, these findings suggest key 

areas for consideration when revising curricula. The true 
status of dementia and delirium curricula across Europe may 
be worse than presented here, given the 14% response rate 
and the likelihood that institutions with comprehensive cur-
ricula were more likely to participate.

Although this survey was designed and piloted by spe-
cialist educators in dementia and delirium, several limita-
tions must be acknowledged. Professional networks were 
utilised to disseminate the survey across Europe; however, 
this resulted in uneven geographical representation, with 
some countries absent and others (notably Turkiye) dispro-
portionately overrepresented. Eligibility to participate was 
based on unverified self-report, which may limit reliability. 
Voluntary participation may have introduced selection bias, 
whereby individuals with a particular interest in dementia or 
delirium education were more likely to respond. Although 
participants were required to be teachers or educators in a 
medical school, they did not have to directly teach demen-
tia and delirium, which could reduce the accuracy of the 
findings. The survey was administered in English only, with 
no translated versions available. This has several implica-
tions. One respondent noted that, as a non-English speaker, 
the terminology was difficult to interpret and map to their 
country context. It is likely that this challenge was experi-
enced by others and could lead to measurement error when 
a nuanced understanding of terms was required. The absence 
of a survey in a respondents’ native language is likely to 
have contributed to the low response rate, leading to non-
response bias in the data and skewing the representation of 
the dataset.

Conclusion

While dementia and delirium are broadly included in par-
ticipating European institutions’ medical student curricula, 
the limited teaching time, infrequent interprofessional and 
experiential learning, and content gaps highlight the need 
for greater consistency and comprehensiveness, a significant 
challenge in an already overcrowded medical curriculum.
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