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Abstract

Background: delirium is a complex neuropsychiatric syndrome that is common among elderly inpatients. It has been asso-
ciated with increased mortality, longer hospital stays, cognitive and functional decline and increased institutionalisation rates.
Multicomponent interventions, a series of non-pharmacological strategies frequently handled by nursing staff, might be useful
for prevention.
Objectives: to assess the efficacy of multicomponent interventions in preventing incident delirium in the elderly.
Methods: a systematic review of randomised trials was undertaken. Two independent reviewers performed iterative literature
searches in seven databases without language restrictions. Grey literature repositories were considered as well. The quality of
included trials was assessed by using the criteria established by the Cochrane Collaboration. When possible, data were synthe-
sised into a meta-analysis. Heterogeneity was assessed using the χ2 and I2 tests.
Findings: a total of 21,788 citations were screened, and seven studies of diverse quality were included in the review, compris-
ing 1,691 participants. Multicomponent interventions significantly reduced incident delirium (relative risk [RR] 0.73, 95% con-
fidence interval [CI] 0.63–0.85, P< 0.001) and accidental falls during the hospitalisation (RR 0.39, 95% CI 0.21, 0.72,
P = 0.003), without evidence of differential effectiveness according to ward type or dementia rates. Non-significant reductions
in delirium duration, hospital stay and mortality were found as well.
Interpretation: multicomponent interventions are effective in preventing incident delirium among elderly inpatients. Effects
seemed to be stable among different settings. Due to the limited amount of data, potential benefits in survival need to be con-
firmed in further studies. Future research should be aimed at contrasting different multicomponent programmes to select the
most useful interventions.
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Introduction

Delirium is a complex neuropsychiatric syndrome charac-
terised by acute and fluctuating onset, inattention, altered
level of consciousness and evidence of disorganised thinking
[1]. It is common in patients on acute wards, with prevalence

often ranging between 10 and 31% [2]. This diversity may be
explained by different risk factor prevalences co-existing with
the syndrome, such as age, cognitive impairment, alcohol
abuse or multiple co-morbid conditions [3–5]. Severity of
disease is also a factor that partially explains why delirium is
frequent in acute wards, Intensive Care Units (ICUs) [6], and
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among patients undergoing extensive inpatient procedures
(e.g. hip fracture repair or cardiac surgery) [1].

Delirium is associated with adverse outcomes, such as
increased mortality [6, 7], accidental falls [8, 9], cognitive
decline [10], functional dependence [11] and increased health-
care costs [12]. Multicomponent interventions (MIs) have
been proposed as prevention strategies to cope with delirium
as the risk factors that coalesce to initiate delirium syndrome
are heterogeneous. MI components comprise measures aimed
at reducing predisposing factors for developing delirium: phys-
ical therapy, cognitive stimulation programmes, nutritional
supplementation, among others are usual components within
MIs [13, 14]. Several practice guidelines [15, 16] have encour-
aged the establishment of MI programmes to prevent incident
delirium. For instance, NICE guidelines [17] recommend that
patients be assessed for risk of delirium within 24 h of admis-
sion and tailored MI be implemented. Specific elements
include cognitive stimulation, avoidance of dehydration, pro-
motion of good sleep patterns, nutritional support and early
mobilisation. Methodological limitations have hampered the
reliability of this evidence. Therefore, we seek to reappraise the
available information regarding the clinical effectiveness of
MIs in preventing incident delirium.

Methods

Systematic review

The protocol has been published (PROSPERO:CRD42013
003736) and conducted in accordance with PRISMA guidelines
[18]. Two independent reviewers performed iterative searches,
without language restrictions, in PubMed/MEDLINE,
EMBASE, PsycInfo, CINAHL, Cochrane Library, Cochrane
Register for Controlled Trials (CENTRAL), LILACS, SciELO
and grey literature repositories (OpenGrey, Clinicaltrials.
gov) using the Cochrane Collaboration’s Highly Sensitive
Search Strategy to optimise search results [19]. Relevant
search terms included Delirium, Post-Operative Delirium,
Acute Confusion, Acute Confusional Syndrome, Metabolic
Encephalopathy, Brain Diseases, Metabolic, Brain Failure,
Acute Brain Failure, Exogenous Psychosis, Clouded State,
Clouding of Consciousness, Toxic Psychosis, Toxic Confusion,
Multicomponent Interventions, Multidisciplinary Care Teams,
Multidisciplinary Team Interventions, Non-Pharmacologic
Interventions, Clocks, Calendars, Safe Environment,
Occupational Therapy, Activities of Daily Living, Family
Counselling, Family Involvement, Education, Nutrition
Assessment, Nutrition Therapy, Drug Review, Drug
Utilisation Reviews, Fluid Therapy, Hearing Aids and Lenses.
Databases were searched from inception to 31 December
2012. Reference lists of guidelines [15–17, 20, 21] were hand-
searched for potentially relevant trials. Disagreements were
solved by discussion, and an arbiter (NRH) was used where
consensus could not be reached.

Randomised trials contrasting MIs to usual care in prevent-
ing incident delirium were eligible for inclusion. Interventions
having components in at least two of the following domains

were considered to be an MI [22]: physical interventions in-
cluding hydration (fluid therapy), electrolyte and nutrition, safe
environment directives, drug reviews, cognitive stimulation
programmes, daily reorientation activities, educational inter-
ventions for staff and family members, family involvement in
patient care and physical or occupational therapy during hos-
pital stay. Usual care was defined as standard care given to
patients within their wards, including use of medication to
treat symptoms arising from delirium, and interventions spe-
cific to correction of underlying causes when already present.
Elderly patients are at increased vulnerability to develop delir-
ium so studies conducted in populations >60 years were
selected. Diagnosis of delirium was on standardised criteria, as
recommended by NICE [17]. A minimum follow-up of 24 h
was considered as a requirement to account for sundowning
(increasing symptoms often seen among patients with the con-
dition). Observational and non-randomised studies were
excluded, as were trials evaluating management of prevalent
delirium, those aimed at alcohol withdrawal delirium (delirium
tremens) and trials assessing pharmacological interventions.

Trial quality was evaluated using the criteria proposed by
the Cochrane Collaboration [19], which included appropriate-
ness of randomisation, concealment of allocation sequences,
level of blinding used, losses to follow-up and a check
regarding whether analyses were performed under the
intention-to-treat principle. An additional category ‘Other
sources of bias’ was included for reviewers to highlight meth-
odological concerns that went beyond the aforementioned
criteria. Quality assessments were performed independently
by two reviewers (C.T. and F.M.).

Data collection

Data were extracted independently using standardised forms
(by C.T. and F.M.). Data included quality assessment, method
used to diagnose delirium, clinical setting, types of interven-
tions, patient characteristics and outcomes. Authors of articles
were contacted to provide additional information whenever
necessary.

Statistical analysis

When appropriate, data were summarised into meta-analysis.
The primary outcome for this systematic review was develop-
ment of incident delirium at any point during hospitalisa-
tion. Delirium duration, length of hospitalisation, accidental
falls, institutionalisation rates and in-hospital 3-, 6- and
12-month mortality were considered as secondary end
points. Heterogeneity was expected as this review addresses
different combinations of interventions and diverse clinical
scenarios in which delirium develops [23]. Random effects
model was selected to summarise trial results. Heterogeneity
was assessed using Cochrane’s Q and the I2 statistics. The I2

heterogeneity was categorised as follows: <25% low, 25–
50% moderate and >50% high. With low-level heterogeneity,
a fixed effects model was used to pool results. Sources of
heterogeneity were assessed with pre-specified subgroup
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analyses according to dementia rates and clinical setting.
Publication bias was evaluated through funnel plot and
Egger’s test. Analyses were undertaken in Review Manager
(RevMan-v5.2). Authors had access to all data and take
responsibility for the integrity and the accuracy of results.

Results

The initial search yielded 21,788 articles and 602 were con-
sidered for the review. After abstract assessment, 28 articles
met the inclusion criteria and were selected for full-text
review. No additional citations were found by examining
guideline’s references. Seven studies met selection criteria
comprising 1,691 participants. Among these, one manuscript
was published by two of this review’s authors and was sent to
the arbiter to ensure appropriateness. Breakdown of study se-
lection process is given in Figure 1.

The seven manuscripts detailed three trials in orthopaedic
ward patients with hip fractures [14, 24, 25], two trials in
acute medical wards [26, 27], one trial in coronary care [28]
and one trial in intensive care [29]. Trials assessed different
intervention strategies, but specific components were shared.
Physiotherapy was most common, in 70% of trials [14, 24,
25, 27, 29]. Other interventions included daily reorientation
(60%) [14, 26, 28], family involvement in care (60%) [25, 26,
28, 29], stimulation programmes with avoidance of sensorial
deprivation (60%) and staff/family member education–
(40%) [24, 26, 28]. Only one trial specifically addressed drug
review [14], and one mentioned its use among participants in
both study arms [29]. The Confusion Assessment Method
(CAM) was the most frequently used diagnostic technique
(90%) [14, 25–29]. Two trials excluded patients with demen-
tia at baseline [28, 29], with wide ranges of prevalence in the
remaining trials (6–40%) [14, 24–27]. In six trials [14, 24, 25,
27–29], intervention was carried out by a trained team of

Figure 1. PRISMA flow diagram.
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physiotherapists, nutritionists, social care workers, nurses,
occupational therapists and physicians. In the remaining trial
[26], family members carried out the intervention after a
brief training session. Individual trial characteristics are given
in Table 1.

Included trials were considered to incur in a low-to-moder-
ate risk of bias. Five trials gave evidence of adequate methods
of randomisation and reported allocation methods as con-
cealed from investigators [14, 24, 26, 27, 29]. The two remain-
ing trials [25, 28] did not provide data regarding allocation
concealment. All but a single trial [28] reported information
about patient characteristics at baseline with no significant
differences determined among study groups. Blinding was
performed in all trials, and simple blinding of the outcome
assessor was the most commonly used method. In four trials,
blinding of participants was deemed impossible due to the
characteristics and setting of intervention [14, 26, 28, 29], and
blinding of the outcome assessors was performed in all but
one trial [26]. In four trials [14, 24, 26, 27], an outcome analysis
based on the intention-to-treat principle was reported, one
trial did not provide information on analysis [28] and two trials
[25, 29] used a per-protocol approach for analysis.

Evaluations for incident delirium were undertaken by
trained clinical personnel in six trials, with no information
regarding training from 1 trial [25]. Periodicity of examina-
tions was not consistent across trials: daily assessments
[14, 26], thrice daily evaluations [28], twice daily assessments
up to 5 days after enrolment [29], systematic screenings every
48 h on weekdays [27] and single assessments 3–5 days after
surgery followed by a prospective review for symptoms of
delirium in clinical records that was performed three times
per day [24]. In one trial, they did not provide data on the
periodicity of evaluations regarding this outcome [25].

The analysis of incident delirium found that pooled
meta-analysis for the seven trials (n = 1,619 patients) resulted
in a relative risk of 0.73 (95% CI 0.63–0.85), with little evi-
dence of heterogeneity (Cochrane’s Q P = 0.55, I2 = 0%,
Figure 2). No evidence of differential effectiveness was
noted in pre-specified subgroup analyses.

Delirium duration was analysed using data from four
trials (n = 1,260). A non-significant reduction in delirium
duration of 0.77 days (WMD −1.03, 95% CI −2.30, 0.23,
P= 0.11, Figure 3) with evidence of significant heterogeneity
(Cochrane’s Q P< 0.001, I2 = 89%) was detected.

Six trials provided data regarding hospital length of stay.
There were statistically significant reductions in duration of
stay among patients allocated to MIs in two studies [24, 29],
with no evidence in the other four. Pooled meta-analysis
(n= 1,643) determined a small, non-significant reduction in
length of stay (WMD −1.22 days, 95% CI −2.63, 0.20,
P= 0.09, Supplementary data, Figure S5 available in Age and
Ageing online). Significant heterogeneity was determined
(P= 0.01, I2 = 66%) which was unlikely to be explained by
the clinical setting in which trials were conducted (Test for
subgroup differences P = 0.92).

In three trials [24, 25, 29], data on in-hospital mortality
were provided (n= 582). These trials were conducted among

elderly with highly noxious stimuli (critical illness and two
participants with hip fractures). Among these, only Vidán
et al.’s [25] study found a statistically significant benefit in pre-
venting in-hospital deaths for patients allocated to the inter-
vention. When trials were pooled, a non-significant reduction
in in-hospital mortality was observed (RR 0.41, 95% CI
0.11–1.53, P = 0.19, I2 = 34% Cochrane’s Q P = 0.22;
Supplementary data, Figure S6 available in Age and Ageing
online).

Limited data were available regarding institutionalisation
with three studies considering nursing home placement
among its outcomes. A descriptive approach was undertaken
due to significant heterogeneity in trials. In Marcantonio
et al.’s [14] trail, 92% of patients allocated to the intervention
arm were discharged to an ‘institutional setting’, with a lower
(88%) proportion in the control group. No significant differ-
ences were determined. Patients discharged to a nursing
home were combined with those requiring continued care in
a rehabilitation hospital, making this particular outcome
impossible to assess with the data provided. Similar results
were seen in Jeffs et al.’ [27] study, where a non-significant
increased number of patients returning to previous residence
were reported among participants allocated to the interven-
tion compared with controls (79% versus 75%, P = 0.40).
Vidán et al.’s [25] trial considered site of discharge among
its outcomes, yet no results were provided regarding this end
point.

Data on the incidence of accidental falls during the hos-
pital stay were available in two trials [30, 31] (n = 486). Pooled
analysis determined incidence of falls as significantly reduced
by intervention, with an RR of 0.39 (95% CI 0.21, 0.72,
P = 0.003). No statistical evidence of heterogeneity (χ2,
P = 0.36, I2 = 0%) was noted. Individual trial and pooled
estimates are given in Figure 4.

The funnel plot (Supplementary data, Figure S7 available
in Age and Ageing online) displayed slight asymmetry in favour
of beneficial effect for reduction of incident delirium. Egger’s
test did not show evidence for publication bias (P= 0.14).
Similar findings were seen for in-hospital mortality (P= 0.34),
delirium duration (P= 0.35) and duration of stay (P= 0.28).
Only two trials were available for pooling data on accidental
falls; additional calculations could not be performed.

Discussion

This systematic review provides the first meta-analysis quan-
tifying the effectiveness of MIs in preventing incident delir-
ium among the elderly. A relative reduction of 30% in
delirium rates was determined when using MIs regardless of
setting and cognitive decline. This is in concordance with
previous syntheses on the subject [32–34]. In spite of the in-
herent complexity in strategies, little evidence of differential
effectiveness was seen among the included trials, even with
subgroup analyses. Homogeneity might be explained in the
commonality of individual interventions across programmes.
Physical or occupational therapy, daily reorientation and the
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Table 1. Individual study characteristics

Study n Method of
assessment

Setting Patient characteristics Main intervention characteristics Overall risk
of bias

Alvarez et al. [29] 64 CAM Intensive care
unit

Elderly inpatients admitted to an ICU. Patients with dementia, language
impairments, need for mechanical ventilation or limited life
expectancies (<90 days) were excluded.

For up to 5 days, patients received cognitive and sensorial stimulation,
training in activities of daily living, positioning, upper body stimulation
and family involvement in care. Interventions were provided in 40-min
sessions twice daily.

Moderate

Finotto et al. [28] 48 CAM Coronary care
unit

Those with dementia, Parkinson’s disease or psychiatric co-morbidities
were excluded.

The multicomponent intervention comprised safe environment directives,
reorientation, avoidance of sensorial deprivation and extended family
visits. Additionally, family members received education on delirium.

High

Jeffs et al. [27] 648 CAM Medical ward Patients with severe dysphasia, life expectancy of <24 h, isolation for
infection control, contraindication to mobilisation, planned admission
<48 h, major psychiatric diagnosis, prevalent delirium and those
transferred from other hospitals were excluded.
Eighty-eight patients (13.6%) had dementia at baseline

The intervention comprised an exercise and orientation programme.
Sessions were held twice daily in 20- to 30-min sessions. Exercises were
modified according to individual participant’s abilities. Daily
reorientation was performed daily in the form of questions among
included patients.

Moderate

Lundström et al.
[24]

199 OBS-scale
MMSE

Orthopaedic
ward

Patients with severe rheumatoid arthritis, severe hip osteoarthritis, severe
renal failure, pathological fractures or those bedridden prior to surgery
were excluded.
A diagnosis of dementia at baseline was found among 28 (27.5%)
patients in the intervention group and 36 (37.1%) of patients
belonging in the control arm.

The intervention strategy included staff education, prevention of
complications, control of pain, sleep hygiene, nutrition programmes,
early rehabilitation and mobilisation and reduction of invasive
procedures (i.e. urinary catheterisation)

Moderate

Marcantonio et al.
[14]

126 CAM Orthopaedic
ward

Eligible patients were admitted for hip surgery repair.
Patients were excluded if they had a life expectancy to <6 months or
an inability to provide informed consent within 24 h of surgery or 48 h
of admission. Forty per cent of participants had a diagnosis of
dementia at baseline.

Patients allocated to the intervention arm received a multicomponent
programme comprising 10 modules. Interventions were tailored to
patient needs in two to five specific recommendations.
Main components included adequate CNS oxygen delivery, fluid and
electrolyte balance, treatment of severe pain, elimination of unnecessary
medications, regulation of bowel and bladder function, adequate
nutritional intake, early mobilisation and rehabilitation, prevention, early
detection and treatment of major post-operative complications,
appropriate environmental stimuli and the treatment of agitated
delirium.

Low

Martinez et al.[26] 287 CAM Medical ward ‘High-risk’ patients were randomised, as established by a clinical
prediction rule.
Patients with prevalent delirium were excluded, as were those patients
without family support, those who were admitted to a ward different
from general medicine, had been admitted to a room with more than
two beds or refused participation.
Six per cent had a diagnosis of dementia at baseline.

The intervention consisted of six components: family education on
delirium, provision of clocks and calendars in the room, avoidance of
sensorial deprivation, safe environment directives, reorientation of the
patient as provided by family members and extended visitation times.

Moderate

Vidán et al. [25] 319 CAM Orthopaedic
ward

Candidate patients were admitted for hip surgery repair.
Those with an inability to walk prior to the fracture, dependency in all
basic activities of daily living, pathological hip fracture or terminal
illnesses (life expectancy of <12 months) were excluded.
Seventy-eight participants had a diagnosis of dementia (24.5%) at
baseline.

A geriatric team that included a geriatrician, a rehabilitation specialist and a
social worker met to define and correct included patient’s problems.
Physical therapy was included in the intervention arm. Specific
components were not reported.

High
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avoidance of sensorial deprivation were the most used inter-
ventions, suggesting a central role for these elements within
complex multicomponent strategies. Due to the limited

number of data, it was not possible to assess this by separate
analyses without a significant risk of bias. MIs may provide a
systematic approach to the correction of hospital-related

Figure 2. Prevention of incident delirium.

Figure 3. Delirium duration.

Figure 4. Accidental falls.
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triggering factors, such as inappropriate medications, immobil-
ity, sleep deprivation and loss of circadian rhythms [35, 36].
The correction of these factors implies a shared common
pathway that may explain the observed constancy in treatment
effects. Regardless of these considerations in this meta-analysis,
MIs represent an effective method of preventing incident
delirium, and therefore, their implementation should be con-
sidered among the standard of care for elderly inpatients.

Two trials assessed in-hospital falls; a significant reduction
in this end point was found in the meta-analysis, with a
pooled RR of 0.39 (95% CI 0.21, 0.72). It may be explained
in the control of hyperactive symptoms, but due to the
limited availability of data on delirium subtypes, a sub-analysis
was not possible. Between 30 and 50% of hospital falls result
in serious harms for patients and increase costs due to longer
patient stays [37, 38]. Therefore, having an intervention with a
potential to reduce falls may result in an improvement in hos-
pital quality [39].

Non-significant reductions in delirium duration and length
of stay were found, suggesting little role for these interventions
when the condition is already present. These findings contra-
dict previous findings with multicomponent strategies [40, 41]
and a previous systematic review evaluating the role of acute
geriatric units [42] that studied multicomponent programmes.
This may be explained in part by the varied periodicity of
evaluations seen among trials. Delirium is a highly fluctuating
condition, and less frequent assessments might result in a
biased estimation of the intervention’s efficacy affecting the
results. Conversely, it could be considered that early discharge
planning is a common element within the model of care of
acute geriatric units, and the aforementioned experiences
were not necessarily seen within included protocols [43–45]
Therefore, it is possible to speculate that the inclusion of this
strategy within an MI could result in greater effects in reducing
hospital stays. Further research is needed.

Trials with survival as an end point found a non-
significant reduction in in-hospital mortality and no statistic-
ally significant effects when trials were pooled (RR 0.41, 95%
CI 0.11, 1.53, P = 0.19). It should be considered that several
well-designed, prospective cohort studies [6, 7] have consist-
ently found a direct association of delirium with mortality.
Hazard ratios have ranged between 2 and 3 even after adjust-
ments for confounders. It may be that insufficient statistical
power could explain the observed lack of significance. Future
studies addressing MIs should consider adding survival as a
major end point to allow definitive conclusions to be made.

The majority (85%) of trials provided basic information
regarding individual strategies, yet information on how to im-
plement them was limited. Some common elements were
found that could facilitate implementation. They were
informed multidisciplinary teamwork including hospital staff
from different specialties and volunteers to undertake inter-
ventions. In all cases, basic training on how to deliver the
intervention was described for participants. Training ranged
from brief educational sessions on delirium for family
members [26] to intensive courses for hospital staff [24]. In
trials where hospital staff delivered the intervention, team

roles were defined according to job-related skills, and trials
established a leader to coordinate interventions. Several trials
described flexibility within their protocols to allow tailoring
of the intervention to the specific needs of individuals [14,
24, 25, 27, 28]. The commonality of implementation of these
characteristics may suggest that they were devised to over-
come expected difficulties. These insights are highlighted in
previous experiences with MIs in delirium prevention [30,
40, 41, 46].

This meta-analysis is the most comprehensive and
detailed update regarding multicomponent interventions in
preventing incident delirium among the elderly. Its search
strategy allowed the detection of several additional trials that
had not been considered in previous systematic reviews [32–
34]. Unpublished data provided additional information that
was largely negative, and it may be the estimates that re-
present a conservative approximation of the intervention’s ef-
fectiveness. The broad definition for MIs allowed the
exploration of some heterogeneity, and the redundancy in
several key steps of the review process made omissions of
relevant information unlikely. This inclusive search strategy
might result in an inappropriate comparison by allowing
simpler MIs (two or three components) to be contrasted
with more complex interventions. This concern is further
elucidated when results from Jeffs et al.’ [27] study are
reviewed. Despite its considerable sample size, they found
no evidence of beneficial effects for its simplified MI, in
which two components (physical and cognitive therapy) were
provided. However, it should be recognised that the median
number of components among the included studies was six,
and no evidence of statistical heterogeneity was found in the
meta-analyses making the possibility of inappropriate com-
parisons unlikely. It is possible that the lack of significance
that was observed in the Jeffs et al.’ [27] study is explained by
the monitoring strategy that was chosen, with patients being
assessed every 48 h for delirium. Therefore, in spite of these
limitations, this systematic review is the current best knowl-
edge source in the area of MIs for prevention of delirium.

Sub-analyses for individual interventions within multicom-
ponent programmes were not feasible given the limited number
of trials. Limited information was available regarding specific
implementation strategies and adherence rates, a phenomenon
that seems to be frequent among randomised trials of non-
pharmacological interventions [31]. This may influence results
as adherence is likely to represent a crucial factor for success
of an individual programme [30]. Furthermore, there were
restricted data on key outcomes, such as mortality or site of dis-
charge, that did not allow definitive conclusions. Publication
biases cannot be excluded from conclusions due to the small
number of trials, although it seems unlikely that harmful effects
could arise from the implementation being tested.

Conclusions

This systematic review and meta-analysis found that MIs are
effective in reducing incident delirium and reducing
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accidental falls in hospital and, thus, should be implemented
as part of the standard of care for elderly inpatients. Some
studies were at a moderate risk of bias, but the overall effect
was consistent among individual trials. The effect of MIs did
not differ according to clinical setting or dementia preva-
lence. Reductions in in-hospital mortality and length of hos-
pital stay were seen in individual trials, but no statistically
significant difference was determined. Future research
should be undertaken aiming to contrast different MI pro-
grammes to select the most effective interventions. Further
studies addressing the role of multicomponent interventions
in functional outcomes, mortality and costs need to be
undertaken.

Key points

• Delirium is a common complication among elderly inpati-
ents.

• Multicomponent interventions are non-pharmacological
strategies aimed at correcting risk factors for developing de-
lirium.

• Multicomponent interventions are effective in preventing
incident delirium.

Conflicts of interest

All authors have completed the Unified Competing Interest
form at www.icmje.org/coi_disclosure.pdf (available on
request from the corresponding author) and declare that (i)
F.M., C.T. and N.H. did not receive support for the submit-
ted work; (ii) F.M., C.T. and N.H. have no relationships with
companies that might have an interest in the submitted work
in the previous 3 years; (iii) their spouses, partners or chil-
dren have no financial relationships that may be relevant to
the submitted work and (iv) F.M., C.T. and N.H. do not have
non-financial interests that may be relevant to the submitted
work. This study did not receive any funding.

Supplementary data

Supplementary data mentioned in the text are available to
subscribers in Age and Ageing online.

References

1. Marcantonio ER. Delirium. Ann Intern Med 2011; 154:
ITC61.

2. Siddiqi N, House AO, Holmes JD. Occurrence and outcome
of delirium in medical in-patients: a systematic literature
review. Age Ageing 2006; 35: 350–64.

3. Young J, Murthy L, Westby M, Akunne A, O’Mahony R,
Guideline Development Group. Diagnosis, prevention, and
management of delirium: summary of NICE guidance. Br
Med J 2010; 341: c3704.

4. van den Boogaard M, Pickkers P, Slooter AJC et al.
Development and validation of PRE-DELIRIC (PREdiction
of DELIRium in ICu patients) delirium prediction model for
intensive care patients: observational multicentre study. Br
Med J 2012; 344: e420.

5. Han JH, Wilson A, Ely EW. Delirium in the older emergency
department patient: a quiet epidemic. Emerg Med Clin North
Am 2010; 28: 611–31.

6. Shehabi Y, Riker RR, Bokesch PM, Wisemandle W, Shintani A,
Ely EW. Delirium duration and mortality in lightly sedated,
mechanically ventilated intensive care patients*. Crit Care Med
2010; 38: 2311–8.

7. Witlox J, Eurelings LSM, De Jonghe JFM, Kalisvaart KJ,
Eikelenboom P, van Gool WA. Delirium in elderly patients and
the risk of postdischarge mortality, institutionalization, and de-
mentia: a meta-analysis. JAMA 2010; 304: 443–51.

8. Lakatos BE, Capasso V, Mitchell MT et al. Falls in the general
hospital: association with delirium, advanced age, and specific
surgical procedures. Psychosomatics 2009; 50: 218–26.

9. Corsinovi L, Bo M, Ricauda Aimonino N et al. Predictors of
falls and hospitalization outcomes in elderly patients admitted to
an acute geriatric unit. Arch Gerontol Geriatr 2009; 49: 142–5.

10. Stevens RD, Nyquist PA. Coma, delirium, and cognitive
dysfunction in critical illness. Crit Care Clin 2006; 22: 787–804;
abstract.

11. Cole MG, Ciampi A, Belzile E, Zhong L. Persistent delirium in
older hospital patients: a systematic review of frequency and
prognosis. Age Ageing 2009; 38: 19–26.

12. O’Mahony R, Murthy L, Akunne A, Young J, for the
Guideline Development Group. Synopsis of the national insti-
tute for health and clinical excellence guideline for prevention
of delirium. Ann Intern Med 2011; 154: 746–51.

13. Inouye SK, Bogardus ST, Charpentier PA et al. A multicompo-
nent intervention to prevent delirium in hospitalized older
patients. N Engl J Med 1999; 340: 669–76.

14. Marcantonio ER, Flacker JM, Wright RJ, Resnick NM.
Reducing delirium after hip fracture: a randomized trial. J Am
Geriatr Soc 2001; 49: 516–22.

15. Barr J, Fraser GL, Puntillo K et al. Clinical practice guidelines
for the management of pain, agitation, and delirium in adult
patients in the intensive care unit. Crit Care Med 2013; 41:
278–80.

16. Tropea J, Slee JA, Brand CA, Gray L, Snell T. Clinical practice
guidelines for the management of delirium in older people in
Australia. Australas J Ageing 2008; 27: 150–6.

17. National Institutes for Clinical Excellence. Delirium:
Diagnosis, Prevention and Management. Clinical guideline
103. London, UK: NICE, 2010.

18. Liberati A, Altman DG, Tetzlaff J et al. The PRISMA statement
for reporting systematic reviews and meta-analyses of studies
that evaluate health care interventions: explanation and elabor-
ation. PLoS Med 2009; 6: e1000100.

19. Higgins JPT, Green S, eds. Cochrane Handbook for Systematic
Reviews of Interventions. Chichester: John Wiley & Sons,
2008.

20. Hogan DB, Gage L, Bruto V, Burne D, Chan P, Wiens C.
National guidelines for seniors’mental health—the assessment
and treatment of delirium. Can J Geriatr 2006; 9: S42–51.

21. Greer N, Rossom R, Anderson P et al. Delirium: Screening,
Prevention, and Diagnosis—A Systematic Review of the
Evidence. Washington, DC: Department of Veterans Affairs
(US), 2011.

203

Preventing delirium
D

ow
nloaded from

 https://academ
ic.oup.com

/ageing/article/44/2/196/93749 by guest on 10 April 2024

www.icmje.org/coi_disclosure.pdf
http://ageing.oxfordjournals.org/lookup/suppl/doi:10.1093/ageing/afu173/-/DC1
http://ageing.oxfordjournals.org/lookup/suppl/doi:10.1093/ageing/afu173/-/DC1


22. Britton AM, Hogan Doran J, Siddiqi N. Multidisciplinary team
interventions for the management of delirium in hospitalized
patients (Protocol). Cochrane Database of Sys Rev 2006; doi;
10.1002/14651858.CD005995.

23. Turner RM, Davey J, Clarke MJ, Thompson SG, Higgins JP.
Predicting the extent of heterogeneity in meta-analysis, using
empirical data from the Cochrane Database of Systematic
Reviews. Int J Epidemiol 2012; 41: 818–27.

24. Lundström M, Olofsson B, Stenvall M et al. Postoperative
delirium in old patients with femoral neck fracture: a rando-
mized intervention study. Aging Clin Exp Res 2007; 19:
178–86.

25. Vidán M, Serra JA, Moreno C, Riquelme G, Ortiz J. Efficacy
of a comprehensive geriatric intervention in older patients hos-
pitalized for hip fracture: a randomized, controlled trial. J Am
Geriatr Soc 2005; 53: 1476–82.

26. Martinez FT, Tobar C, Beddings CI, Vallejo G, Fuentes P.
Preventing delirium in an acute hospital using a non-
pharmacological intervention. Age Ageing 2012; 41: 629–34.

27. Jeffs K, Berlowitz D, Savige J, Lim W. Does an enhanced exer-
cise and cognitive program reduce incident delirium in older
hospital patients: results of a randomised controlled trial.
Intern Med J 2008; 38 (Suppl S5): A119–37.

28. Finotto S, Artioli G, Davoli L, Boni B. Nursing interventions
for the prevention of the delirium in intensive care unit (ICU):
a randomized study. Prof Inferm 2006; 59: 228–32.

29. Alvarez E, Garrido M, Gonzalez F et al. Early and intensive occu-
pational therapy in prevention of delirium in older adults admitted
to critical patient unit. randomized clinical trial: preeliminary
esults EARLY. Revista Chilena de Terapia Ocupacional 2012;
12: 44–59.

30. Inouye SK, Baker DI, Fugal P, Bradley EH, HELP
Dissemination Project. Dissemination of the hospital elder life
program: implementation, adaptation, and successes. J Am
Geriatr Soc 2006; 54: 1492–9.

31. Hoffmann TC, Erueti C, Glasziou PP. Poor description of
non-pharmacological interventions: analysis of consecutive
sample of randomised trials. Br Med J 2013; 347: f3755.

32. Reston JT, Schoelles KM. In-facility delirium prevention pro-
grams as a patient safety strategy: a systematic review. Ann
Intern Med 2013; 158 (5 Pt 2): 375–80.

33. Siddiqi N, Holt R, Britton AM, Holmes J. Interventions for pre-
venting delirium in hospitalised patients. Cochrane Database Sys
Rev 2007; doi: 10.1002/14651858.CD005563.pub2.

34. Milisen K, Lemiengre J, Braes T, Foreman MD. Multicomponent
intervention strategies for managing delirium in hospitalized older
people: systematic review. J Adv Nurs 2005; 52: 79–90.

35. Ouimet S, Kavanagh BP, Gottfried SB, Skrobik Y. Incidence,
risk factors and consequences of ICU delirium. Intensive Care
Med 2007; 33: 66–73.

36. Pandharipande P, Cotton BA, Shintani A et al. Prevalence and
risk factors for development of delirium in surgical and trauma
intensive care unit patients. J Trauma 2008; 65: 34–41.

37. Hignett S, Sands G, Griffiths P. In-patient falls: what can we
learn from incident reports? Age Ageing 2013; 42: 527–31.

38. Hempel S, Newberry S, Wang Z et al. Hospital fall prevention:
a systematic review of implementation, components, adher-
ence, and effectiveness. J Am Geriatr Soc 2013; 61: 483–94.

39. Miake-Lye IM, Hempel S, Ganz DA, Shekelle PG. Inpatient
fall prevention programs as a patient safety strategy: a systemat-
ic review. Ann Intern Med 2013; 158 (5 Pt 2): 390–6.

40. Rubin FH, Neal K, Fenlon K, Hassan S, Inouye SK.
Sustainability and scalability of the hospital elder life program
at a community hospital. J Am Geriatr Soc 2011; 59: 359–65.

41. Rubin FH, Williams JT, Lescisin DA, Mook WJ, Hassan S,
Inouye SK. Replicating the Hospital Elder Life Program in a
community hospital and demonstrating effectiveness using
quality improvement methodology. J Am Geriatr Soc 2006; 54:
969–74.

42. Fox MT, Persaud M, Maimets I et al. Effectiveness of acute
geriatric unit care using acute care for elders components: a
systematic review and meta-analysis. J Am Geriatr Soc 2012;
60: 2237–45.

43. Landefeld CS, Palmer RM, Kresevic DM, Fortinsky RH,
Kowal J. A randomized trial of care in a hospital medical
unit especially designed to improve the functional outcomes
of acutely ill older patients. N Engl J Med 1995; 332:
1338–44.

44. Somme D, Andrieux N, Guérot E et al. Loss of autonomy
among elderly patients after a stay in a medical intensive care
unit (ICU): a randomized study of the benefit of transfer to a
geriatric ward. Arch Gerontol Geriatr 2010; 50: e36–40.

45. Counsell SR, Holder CM, Liebenauer LL et al. Effects of a
multicomponent intervention on functional outcomes and
process of care in hospitalized older patients: a randomized
controlled trial of Acute Care for Elders (ACE) in a commu-
nity hospital. J Am Geriatr Soc 2000; 48: 1572–81.

46. SteelFisher GK, Martin LA, Dowal SL, Inouye SK. Learning
from the closure of clinical programs: a case series from the
hospital elder life program. J Am Geriatr Soc 2013; 61:
999–1004.

Received 8 April 2014; accepted in revised form 18 June

2014

204

F. Martinez et al.
D

ow
nloaded from

 https://academ
ic.oup.com

/ageing/article/44/2/196/93749 by guest on 10 April 2024



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile ()
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.5
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo false
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings false
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Preserve
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
    /Courier
    /Courier-Bold
    /Courier-BoldOblique
    /Courier-Oblique
    /Helvetica
    /Helvetica-Bold
    /Helvetica-BoldOblique
    /Helvetica-Oblique
    /Symbol
    /Times-Bold
    /Times-BoldItalic
    /Times-Italic
    /Times-Roman
    /ZapfDingbats
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG2000
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 20
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG2000
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 20
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages true
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 175
  /MonoImageDepth 4
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU ()
  >>
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [612.000 792.000]
>> setpagedevice


