
A G E  F R I E N D L Y

elirium is defined as an acute, fluctuating syndrome with disturbance in attention, 
awareness and cognition that has an underlying cause. It is usually reversible. It is 
common in older persons in the hospital and may indicate a life-threatening condition

or a medical emergency.1, 2 Because of the condition’s prevalence, basic questions arise: Should 
we screen older adults in the hospital for delirium, and does the evidence support doing this? 
In the face of this debate as well as the need for careful planning, we will show that there is 
both a business case and a more important human case for screening and preventing delirium.

PROVIDING DELIRIUM
PREVENTION IN

AGE-FRIENDLY CARE

D

Delirium is common, occurring in more than 
20% of older adults in the hospital. It leads to 
poor clinical outcomes and burden for the older 
adult who experiences delirium and increases the 
burden and distress for the nurses and caregiv-
ers. Secondly, the costs associated with managing 
complications of delirium — such as falls, aspira-
tion pneumonia, skin breakdown and increased 
length of stay— is high to the hospital; several 
studies reported that the costs were double com-
pared to those without delirium while controlling 
for other factors.3, 4 A 2011 study found delirium 
costs the U.S. health system $164 billion a year.5 
Finally, the evidence is strong that delirium pre-
vention actually works. A comprehensive review 
by Ester Oh and colleagues found that delirium 
prevention decreased delirium incidence in 11 of 
14 studies. In two of the studies, prevention of de-
lirium decreased falls by 64%.6

Two experiences with older adults illustrate 
the human case. At our university, we have an 
ongoing study with researchers from Boston on 
delirium screening with a rapid delirium screen 
called the two-item Ultra Brief Screener (called 
the UB-2), followed by the 3-Minute Diagnostic 
Interview for CAM (the 3D-CAM).7 In this study, 
we are testing the screening only. But in most 
cases, the screening seems to increase awareness 
in preventing delirium, as illustrated by this real 
story.

During the screening process, an 86-year-
old woman in the study asked the registered 

nurse in the second day of the screening how 
she could avoid getting confused in the hospital 
(her words!). The nurse immediately reassured 
her, explaining that the staff was already doing 
things to help with her delirium, such as making 
sure that she was staying active; getting out of bed 
and walking with her every day; making sure her 
nutrition and her hydration were good; knowing 
her as a person; and making sure that she didn’t 
get any medications that made her worse. They 
would also watch for electrolyte imbalances and 
signs of infection, since sepsis can be a medical 
emergency and older adults sometimes may pres-
ent with atypical presentations. In some cases, the 
first or only sign is acute confusion/delirium. This 
woman was positive for delirium and was improv-
ing when she asked the nurse this question. Older 
adults want and deserve “Age-Friendly” care, and 
this case illustrates how the 4Ms of an age-friend-
ly health system are connected and how it is im-
portant to both assess and act on What Matters, 
Medications, Mentation and Mobility.

Another story, previously published in its en-
tirety, focused on a woman and her daughter, who 
came to a talk that author Donna M. Fick gave in 
a local retirement community. The daughter af-
terwards thanked the speaker because no one had 
ever used the phrase “delirium superimposed on 
dementia” before. Because of the presentation, 
she realized that was what her mom had experi-
enced when hospitalized. She also stated that the 
experience was frightening to both of them and 
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Orientation and cognitive 
stimulation activities

Fluid repletion and nutrition

Medications

Early mobilization

Vision and hearing/sensory 
enhancement

Sleep enhancement

Infection prevention

Pain management

Hypoxia protocol

Web resources for tools and 
prevention

 Provide lighting, signs, calendars, clocks
 Reorient the patient to time, place, person
 �Use validation if they have dementia and consider use of an “All About 	
Me Board”

 �Introduce cognitively stimulating activities (e.g., reminiscing, familiar 
phrases)

 �Assess and document “What Matters”
 �Facilitate regular visits from family, friends
 �Consider a video from familiar friends or family

 �Encourage patients to drink; consider parenteral fluids if necessary and 
have an easy-to-hold drink container with markings so older adults can 
see their intake

 �Seek advice regarding fluid balance in patients with comorbidities (heart 
failure, renal disease)

 �Avoid inappropriate and central-nervous system medications that may 
cause or worsen delirium (see AGS Beers Criteria©)

 �Review the type and number of medications
 �Consider deprescribing (taper) if needed and offer non-drug or safer 
alternatives

 �Encourage early mobilization (every older adult/everyday)
 �Keep walking aids (canes, walkers) nearby at all times
 �Ensure all older adults have a daily mobility goal

 �Resolve reversible cause of the impairment
 �Ensure working hearing and visual aids are available and used by patients 
who need them

 �Avoid medical or nursing procedures and vital signs during sleep, 		
if possible

 �Schedule medications to avoid disturbing sleep
 �Reduce noise at night
 �Teach about good sleep hygiene during the stay, such as staying active, 
avoiding alcohol, and avoiding caffeine after 11 a.m.

 �Look for and treat infections
 �Avoid unnecessary catheterization or tubes
 �Implement infection-control procedures

 �Assess for pain, especially in patients with communication difficulties or 
dementia

 �Begin and monitor pain management in patients with known or suspected 
pain

 �Assess for hypoxia and oxygen saturation

 �Idelirium.org
 �americandeliriumsociety.org
 �ihi.org
 �hospitalelderlifeprogram.org
 �deliriumnetwork.org

Nonpharmacologic Approaches for Delirium Prevention and Support
Using the 4Ms of Age-Friendly Care*

 �deprescribing.org
 �icudelirium.org
 �World Delirium Day 2nd Wednesday 
in March

*For table source information, see Note 10.
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was not recognized or acted upon. She went on to 
say that her mom is much better and realized the 
hospitalization could have been less traumatic if 
the staff had known how to help her mom, how to 
prevent it and how to talk with the family about 
delirium.8

These cases illustrate several key issues:
1. Screening should be paired with prevention, 

but screening alone often raises the awareness of 
delirium for prevention.

2. Older adults and their family members who 
have increased burden and suffering from de-
lirium often want to know what is going on and 
sometimes can be helpful in recognizing an acute 
change and helping with management.9

3. We have many delirium tools and resources 
available.

4. Assessing delirium and other M’s of an Age-
Friendly Health System must always include doc-
umenting and acting on them with best practices. 
In the case of delirium, the evidence is strongest 
for delirium prevention, so we should always have 
a plan in place when we assess for delirium. (See 
Table on p. 59.)

5. Caregivers should be educated on preven-
tive measures as well as signs and symptoms of 
delirium and conditions that would indicate an 
urgent health problem.

If delirium does occur, clinicians should un-
derstand, remove or treat the underlying cause, 
if possible. These can include medications, infec-
tion, dehydration and pre-existing cognitive im-
pairment. They can use non-drug approaches to 
manage any behaviors associated with delirium, 
keep the patient safe, prevent complications and 
maintain or restore function by having daily mo-
bility goals that are informed by the older adult’s 
concerns and goals for care and life. When assess-
ing and recognizing delirium, they then can reas-
sure and educate older adults and their family or 
significant others, identified by assessing What 
Matters. Clinicians should be aware of the stress 
of delirium and encourage caregivers to talk about 
how it feels when your loved one has delirium and 
suddenly you see them in a way you’ve never seen 
them before or may have to make decisions that 
you’ve never made before regarding their health 
care.

In summary, these stories from older adults are 
the why of what we do and are a call to action to 
think about delirium for every older adult who is 
hospitalized or has a change in physical or mental 
functioning. They compel us to think every day 

about the 4Ms for an age-friendly health system 
that all older adults need and deserve.
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