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Glossary of Terms  

Abstract Summary of a study, which may be published alone or as an 
introduction to a full scientific paper. 

Acute confusional state A synonymous term for delirium. 

Algorithm (in guidelines) A flow chart of the clinical decision pathway described in the 
guideline, where decision points are represented with boxes, 
linked with arrows. 

Allocation concealment The process used to prevent advance knowledge of group 
assignment in a RCT. The allocation process should be 
impervious to any influence by the individual making the 
allocation, by being administered by someone who is not 
responsible for recruiting participants. 

AMT (Abbreviated Mental 
Test) 

A quick and easy to use screening test to detect cognitive 
impairment. 

Anticholinergic A group of drugs which inhibit the transmission of 
parasympathetic nerve impulses and inhibit the brain 
neurotransmitter acetylcholine. 

Antipsychotic Also known as neuroleptic drugs, these are a class of 
psychoactive drugs.  

Applicability  The degree to which the results of an observation, study or 
review are likely to hold true in a particular clinical practice 
setting. 

Arm (of a clinical study) Sub-section of individuals within a study who receive one 
particular intervention, for example placebo arm. 

Association  Statistical relationship between two or more events, 
characteristics or other variables. The relationship may or may 
not be causal. 

Atypical antipsychotic These are the second-generation antipsychotics. They are 
chemically different from and have different side effects than 
the older ôtypicalõ antipsychotic medications. 

Baseline  The initial set of measurements at the beginning of a study 
(after run-in period where applicable), with which subsequent 
results are compared. 

Before-and-after study A study that investigates the effects of an intervention by 
measuring particular characteristics of a population both before 
and after taking the intervention, and assessing any change 
that occurs. 
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Bias  Systematic (as opposed to random) deviation of the results of a 
study from the ôtrueõ results that is caused by the way the study 
is designed or conducted. 

Blinding Keeping the study participants, caregivers, researchers and 
outcome assessors unaware about the interventions to which the 
participants have been allocated in a study. 

Cardio-aspirin Lower dose treatment with aspirin to reduce the occurrence of 
vascular disease. 

Carer (caregiver)  Someone other than a health professional who is involved in 
caring for a person with a medical condition. 

Case-control study  Comparative observational study in which the investigator 
selects individuals who have experienced an event (For 
example, developed a disease) and others who have not 
(controls), and then collects data to determine previous 
exposure to a possible cause. 

Case-series Report of a number of cases of a given disease, usually 
covering the course of the disease and the response to 
treatment. There is no comparison (control) group of patients. 

Clinical efficacy  The extent to which an intervention is active when studied under 
controlled research conditions. 

Clinical effectiveness  The extent to which an intervention produces an overall health 
benefit in routine clinical practice. 

Clinical question  In guideline development, this term refers to the questions about 
treatment and care that are formulated to guide the 
development of evidence-based recommendations. 

Clinician  A healthcare professional providing direct patient care, for 
example doctor, nurse or physiotherapist. 

Cochrane Review The Cochrane Library consists of a regularly updated collection 
of evidence-based medicine databases including the Cochrane 
Database of Systematic Reviews (reviews of randomised 
controlled trials prepared by the Cochrane Collaboration). 

Cognitive impairment Difficulty with memory, thinking, concentration and ability to 
read and write.  

Cohort study  A retrospective or prospective follow-up study. Groups of 
individuals to be followed up are defined on the basis of 
presence or absence of exposure to a suspected risk factor or 
intervention. A cohort study can be comparative, in which case 
two or more groups are selected on the basis of differences in 
their exposure to the agent of interest. 

Comorbidity  Co-existence of more than one disease or an additional disease 
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(other than that being studied or treated) in an individual. 

Comparability  Similarity of the groups in characteristics likely to affect the 
study results (such as health status or age). 

Concordance This is a recent term whose meaning has changed. It was initially 
applied to the consultation process in which doctor and patient 
agree therapeutic decisions that incorporate their respective 
views, but now includes patient support in medicine taking as 
well as prescribing communication. Concordance reflects social 
values but does not address medicine-taking and may not lead 
to improved adherence. 

Confidence interval (CI)  A range of values for an unknown population parameter with a 
stated ôconfidenceõ (conventionally 95%) that it contains the true 
value. The interval is calculated from sample data, and 
generally straddles the sample estimate. The ôconfidenceõ value 
means that if the method used to calculate the interval is 
repeated many times, then that proportion of intervals will 
actually contain the true value. 

Confounding  In a study, confounding occurs when the effect of an intervention 
on an outcome is distorted as a result of an association between 
the population or intervention or outcome and another factor 
(the ôconfounding variableõ) that can influence the outcome 
independently of the intervention under study. 

Confusion Assessment 
Method (CAM) 

An assessment tool that has been validated to help detect 
delirium that is carried out by means of a clinical interview. 

Control group  A group of patients recruited into a study that receives no 
treatment, a treatment of known effect, or a placebo (dummy 
treatment) - in order to provide a comparison for a group 
receiving an experimental treatment, such as a new drug. 

Cost benefit analysis  A type of economic evaluation where both costs and benefits of 
healthcare treatment are measured in the same monetary units. 
If benefits exceed costs, the evaluation would recommend 
providing the treatment. 

Cost-consequences analysis 
(CCA) 

A type of economic evaluation where various health outcomes 
are reported in addition to cost for each intervention, but there 
is no overall measure of health gain. 

Cost-effectiveness analysis 
(CEA) 

An economic study design in which consequences of different 
interventions are measured using a single outcome, usually in 
ônaturalõ units (For example, life-years gained, deaths avoided, 
heart attacks avoided, cases detected). Alternative interventions 
are then compared in terms of cost per unit of effectiveness. 
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Cost-effectiveness model  An explicit mathematical framework, which is used to represent 
clinical decision problems and incorporate evidence from a 
variety of sources in order to estimate the costs and health 
outcomes. 

Cost-utility analysis (CUA) A form of cost-effectiveness analysis in which the units of 
effectiveness are quality-adjusted life-years (QALYs). 

Data synthesis  A generic term to describe methods used for summarising 
(comparing and contrasting) evidence into a clinically 
meaningful conclusion in order to answer a defined clinical 
question. This can include systematic review (with or without 
meta-analysis), other quantitative methods or qualitative and 
narrative summaries. 

Decision analysis  An explicit quantitative approach to decision making under 
uncertainty, based on evidence from research. This evidence is 
translated into probabilities, and then into diagrams or decision 
trees which direct the clinician through a succession of possible 
scenarios, actions and outcomes. 

Decision problem  A clear specification of the interventions, patient populations 
and outcome measures and perspective adopted in an 
evaluation, with an explicit justification, relating these to the 
decision which the analysis is to inform. 

Discounting  Costs and perhaps benefits incurred today have a higher value 
than costs and benefits occurring in the future. Discounting health 
benefits reflects individual preference for benefits to be 
experienced in the present rather than the future. Discounting 
costs reflects individual preference for costs to be experienced 
in the future rather than the present. 

Dominance  An intervention is said to be dominated if there is an 
alternative intervention that is both less costly and more 
effective. 

Dosage  The prescribed amount of a drug to be taken, including the size 
and timing of the doses. 

DSM III, III-R or IV Diagnostic and Statistical Manual of Mental Disorders (edition 
III, III-R or IV). Diagnostic test used to diagnose delirium. 

Economic evaluation  Comparative analysis of alternative health strategies 
(interventions or programmes) in terms of both their costs and 
consequences. 

Effect (as in effect 
measure, treatment effect, 
estimate of effect, effect 
size) 

The observed association between interventions and outcomes 
or a statistic to summarise the strength of the observed 
association. 

Effectiveness  See ôClinical effectivenessõ. 
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Efficacy  See ôClinical efficacyõ. 

End of life care People in the last few days of their life 

Epidemiological study  The study of a disease within a population, defining its 
incidence and prevalence and examining the roles of external 
influences (For example, infection, diet) and interventions. 

EQ-5D (EuroQol-5D) A standardised instrument used to measure a health outcome. It 
provides a single index value for health status. 

Evidence  Information on which a decision or guidance is based. Evidence 
is obtained from a range of sources including randomised 
controlled trials, observational studies, expert opinion (of 
clinical professionals and/or patients). 

Exclusion criteria (literature 
review) 

Explicit standards used to decide which studies should be 
excluded from consideration as potential sources of evidence. 

Exclusion criteria (clinical 
study) 

Criteria that define who is not eligible to participate in a 
clinical study. 

Extended dominance  If Option A is both more clinically effective than Option B and 
has a lower cost per unit of effect, when both are compared 
with a do-nothing alternative then Option A is said to have 
extended dominance over Option B. Option A is therefore more 
efficient and should be preferred, other things remaining equal. 

Extrapolation  In data analysis, predicting the value of a parameter outside 
the range of observed values. 

Extrapyramidal Pertaining to the tissues and structures outside the cerebrospinal 
pyramidal tracts of the brain that are associated with 
movement of the body, excluding motor neurons, the motor 
cortex, and the corticospinal and corticobulbar tracts. 

Follow-up  Observation over a period of time of an individual, group or 
initially defined population whose appropriate characteristics 
have been assessed in order to observe changes in health status 
or health-related variables. 

Generalisability  The extent to which the results of a study based on 
measurement in a particular patient population and/or a 
specific context hold true for another population and/or in a 
different context. In this instance, this is the degree to which the 
guideline recommendation is applicable across both 
geographical and contextual settings. For instance, guidelines 
that suggest substituting one form of labour for another should 
acknowledge that these costs might vary across the country. 

Gold standard  See ôReference standardõ. 
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GRADE / GRADE profile A system developed by the GRADE Working Group to address 
the shortcomings of present grading systems in healthcare. The 
GRADE system uses a common, sensible and transparent 
approach to grading the quality of evidence. The results of 
applying the GRADE system to clinical trial data are displayed 
in a table known as a GRADE profile. 

Harms  Adverse effects of an intervention. 

Health economics  The study of the allocation of scarce resources among 
alternative healthcare treatments. Health economists are 
concerned with both increasing the average level of health in 
the population and improving the distribution of health. 

Health-related quality of 
life (HRQoL) 

A combination of an individualõs physical, mental and social 
well-being; not merely the absence of disease. 

Heterogeneity  Or lack of homogeneity. The term is used in meta-analyses and 
systematic reviews when the results or estimates of effects of 
treatment from separate studies seem to be very different ð in 
terms of the size of treatment effects or even to the extent that 
some indicate beneficial and others suggest adverse treatment 
effects. Such results may occur as a result of differences 
between studies in terms of the patient populations, outcome 
measures, definition of variables or duration of follow-up. 

Hyperactive delirium Subtype of delirium characterised by people who have 
heightened arousal and can be restless, agitated or aggressive. 

Hypoactive delirium Subtype of delirium characterised by people who become 
withdrawn, quiet and sleepy. 

Hypothesis  A supposition made as a starting point for further investigation. 

Imprecision Results are imprecise when studies include relatively few 
patients and few events and thus have wide confidence 
intervals around the estimate of effect. 

Incident delirium Newly occurring case(s) of delirium 

Inclusion criteria (literature 
review) 

Explicit criteria used to decide which studies should be 
considered as potential sources of evidence. 

Incremental analysis  The analysis of additional costs and additional clinical outcomes 
with different interventions. 

Incremental cost  The mean cost per patient associated with an intervention minus 
the mean cost per patient associated with a comparator 
intervention. 
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Incremental cost 
effectiveness ratio (ICER) 

 

The difference in the mean costs in the population of interest 
divided by the differences in the mean outcomes in the 
population of interest for one treatment compared with another.  

BessEffectivenessEffectiven

CostCost
ICER

A

BA
 

Incremental net benefit 
(INB) 

The value (usually in monetary terms) of an intervention net of 
its cost compared with a comparator intervention. The INB can 
be calculated for a given cost-effectiveness (willingness to pay) 
threshold. If the threshold is £20,000 per QALY gained then the 
INB is calculated as: (£20,000 x QALYs gained) ð Incremental 
cost. 

Index  In epidemiology and related sciences, this word usually means a 
rating scale, for example, a set of numbers derived from a 
series of observations of specified variables. Examples include 
the various health status indices, and scoring systems for severity 
or stage of cancer. 

Indirectness The available evidence is different to the clinical question being 
addressed, in terms of PICO (population, intervention, 
comparison and outcome).  

Intention to treat analysis 
(ITT) 

A strategy for analysing data from a randomised controlled 
trial. All participants are included in the arm to which they were 
allocated, whether or not they received (or completed) the 
intervention given to that arm. Intention-to-treat analysis 
prevents bias caused by the loss of participants, which may 
disrupt the baseline equivalence established by randomisation 
and which may reflect non-adherence to the protocol.  

Intervention  Healthcare action intended to benefit the patient, for example, 
drug treatment, surgical procedure, psychological therapy. 

Intraoperative  The period of time during a surgical procedure. 

Length of stay  The total number of days a participant stays in hospital. 

Licence  See ôProduct licenceõ. 

Life-years gained  Mean average years of life gained per person as a result of 
the intervention compared with an alternative intervention. 

Likelihood ratio The likelihood ratio combines information about the sensitivity 
and specificity. It tells you how much a positive or negative 
result changes the likelihood that a patient would have the 
disease. The likelihood ratio of a positive test result (LR+) is 
sensitivity divided by 1- specificity. 

Literature review An article that summarises the evidence contained in a number 



 DELIRIUM     21  

 

of different individual studies and draws conclusions about their 
findings. It may or may not be systematically researched and 
developed. 

Long-term care Residential care in a home that may include skilled nursing care 
and help with everyday activities. This includes nursing homes 
and residential homes. 

Loss to follow-up Also known as attrition. The loss of participants during the 
course of a study. Participants that are lost during the study are 
often call dropouts.  

Markov model A method for estimating long-term costs and effects for 
recurrent or chronic conditions, based on health states and the 
probability of transition between them within a given time 
period (cycle). 

Meta-analysis  A statistical technique for combining (pooling) the results of a 
number of studies that address the same question and report on 
the same outcomes to produce a summary result. The aim is to 
derive more precise and clear information from a large data 
pool. It is generally more reliably likely to confirm or refute a 
hypothesis than the individual trials. 

Mini-Mental State 
Examination (MMSE) 

A commonly used instrument for screening cognitive function. It is 
not suitable for making a diagnosis but can be used to indicate 
the presence of cognitive impairment. 

Multidisciplinary team A team of healthcare professionals with the different clinical 
skills needed to offer holistic care to people with complex 
problems such as delirium. 

Multivariate model  A statistical model for analysis of the relationship between two 
or more predictor (independent) variables and the outcome 
(dependent) variable. 

Negative predictive value 
(NPV) 

[In screening/diagnostic tests:] A measure of the usefulness of a 
screening/diagnostic test. It is the proportion of those with a 
negative test result who do not have the disease, and can be 
interpreted as the probability that a negative test result is 
correct. It is calculated as follows: NPV = Number with a 
negative test who do not have disease/Number with a negative 
test. 

Number needed to treat 
(NNT) 

The number of patients that who on average must be treated to 
prevent a single occurrence of the outcome of interest. 

Observational study  Retrospective or prospective study in which the investigator 
observes the natural course of events with or without control 
groups; for example, cohort studies and caseðcontrol studies. 

http://www.patient.co.uk/DisplayConcepts.asp?WordId=COGNITION%20IMPAIRED&MaxResults=50
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Odds ratio  A measure of treatment effectiveness. The odds of an event 
happening in the treatment group, expressed as a proportion 
of the odds of it happening in the control group. The 'odds' is 
the ratio of events to non-events. 

Outcome  Measure of the possible results that may stem from exposure to 
a preventive or therapeutic intervention. Outcome measures 
may be intermediate endpoints or they can be final endpoints. 
See ôIntermediate outcomeõ. 

P-value  The probability that an observed difference could have 
occurred by chance, assuming that there is in fact no underlying 
difference between the means of the observations. If the 
probability is less than 1 in 20, the P value is less than 0.05; a 
result with a P value of less than 0.05 is conventionally 
considered to be ôstatistically significantõ. 

Placebo  An inactive and physically identical medication or procedure 
used as a comparator in controlled clinical trials. 

Polypharmacy The use or prescription of multiple medications.  

Positive predictive value 
(PPV) 

In screening/diagnostic tests:] A measure of the usefulness of a 
screening/diagnostic test. It is the proportion of those with a 
positive test result who have the disease, and can be 
interpreted as the probability that a positive test result is 
correct. It is calculated as 

follows: PPV = Number with a positive test. 

Postoperative Pertaining to the period after patients leave the operating 
theatre, following surgery. 

Post-test probability For diagnostic tests. The proportion of patients with that 
particular test result who have the target disorder (post test 
odds/[1 + post-test odds]). 

Power (statistical)  The ability to demonstrate an association when one exists. 
Power is related to sample size; the larger the sample size, the 
greater the power and the lower the risk that a possible 
association could be missed. 

Preoperative  Pertaining to the period before surgery commences. 

Pre-test probability For diagnostic tests. The proportion of people with the target 
disorder in the population at risk at a specific time point or time 
interval. Prevalence may depend on how a disorder is 
diagnosed. 

Prevalent delirium Cases of delirium that are present at the first assessment of the 
person; it cannot be determined when the delirium began. 
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Primary care  Healthcare delivered to patients outside hospitals. Primary care 
covers a range of services provided by general practitioners, 
nurses and other healthcare professionals, dentists, pharmacists 
and opticians. 

Primary outcome The outcome of greatest importance, usually the one in a study 
that the power calculation is based on. 

Product licence  An authorisation from the MHRA to market a medicinal product. 

Prognosis  A probable course or outcome of a disease. Prognostic factors 
are patient or disease characteristics that influence the course. 
Good prognosis is associated with low rate of undesirable 
outcomes; poor prognosis is associated with a high rate of 
undesirable outcomes. 

Prospective study  A study in which people are entered into the research and then 
followed up over a period of time with future events recorded 
as they happen. This contrasts with studies that are 
retrospective. 

Publication bias Also known as reporting bias. A bias caused by only a subset of 
all the relevant data being available. The publication of 
research can depend on the nature and direction of the study 
results. Studies in which an intervention is not found to be 
effective are sometimes not published. Because of this, 
systematic reviews that fail to include unpublished studies may 
overestimate the true effect of an intervention. In addition, a 
published report might present a biased set of results (e.g. only 
outcomes or sub-groups where a statistically significant 
difference was found. 

Quality of life  See ôHealth-related quality of lifeõ. 

Quality-adjusted life year 
(QALY) 

 

An index of survival that is adjusted to account for the patientõs 
quality of life during this time. QALYs have the advantage of 
incorporating changes in both quantity (longevity/mortality) 
and quality (morbidity, psychological, functional, social and 
other factors) of life. Used to measure benefits in cost-utility 
analysis. The QALYs gained are the mean QALYs associated 
with one treatment minus the mean QALYs associated with an 
alternative treatment. 

Quantitative research  Research that generates numerical data or data that can be 
converted into numbers, for example clinical trials or the 
national Census which counts people and households. 

Quick Reference Guide  An abridged version of NICE guidance, which presents the key 
priorities for implementation and summarises the 
recommendations for the core clinical audience. 
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Randomisation  Allocation of participants in a research study to two or more 
alternative groups using a chance procedure, such as computer-
generated random numbers. This approach is used in an 
attempt to ensure there is an even distribution of participants 
with different characteristics between groups and thus reduce 
sources of bias. 

Randomised controlled trial 
(RCT) 

A comparative study in which participants are randomly 
allocated to intervention and control groups and followed up to 
examine differences in outcomes between the groups. 

RCT  See ôRandomised controlled trialõ. 

Receiver operated 
characteristic (ROC) curve 

A graphical method of assessing the accuracy of a diagnostic 
test. Sensitivity Is plotted against 1-specificity. A perfect test 
will have a positive, vertical linear slope starting at the origin. A 
good test will be somewhere close to this ideal. 

Reference standard The test that is considered to be the best available method to 
establish the presence or absence of the outcome ð this may not 
be the one that is routinely used in practice. 

Relative risk (RR)  The number of times more likely or less likely an event is to 
happen in one group compared with another (calculated as the 
risk of the event in group A/the risk of the event in group B). 

Remit  The brief given by the Department of Health and Welsh 
Assembly Government at the beginning of the guideline 
development process. This defines core areas of care that the 
guideline needs to address. 

Reporting bias See publication bias. 

Resource implication  The likely impact in terms of finance, workforce or other NHS 
resources. 

Retrospective study  A retrospective study deals with the present/ past and does not 
involve studying future events. This contrasts with studies that 
are prospective. 

Secondary outcome An outcome used to evaluate additional effects of the 
intervention deemed a priori as being less important than the 
primary outcomes. 

Selection bias  

 

A systematic bias in selecting participants for study groups, so 
that the groups have differences in prognosis and/or 
therapeutic sensitivities at baseline. Randomisation (with 
concealed allocation) of patients protects against this bias. 
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Selection criteria  Explicit standards used by guideline development groups to 
decide which studies should be included and excluded from 
consideration as potential sources of evidence. 

Sensitivity  Sensitivity or recall rate is the proportion of true positives which 
are correctly identified as such. For example in diagnostic 
testing it is the proportion of true cases that the test detects. 

See the related term ôSpecificityõ 

Sensitivity analysis  A means of representing uncertainty in the results of economic 
evaluations. Uncertainty may arise from missing data, imprecise 
estimates or methodological controversy. Sensitivity analysis 
also allows for exploring the generalisability of results to other 
settings. The analysis is repeated using different assumptions to 
examine the effect on the results.  

One-way simple sensitivity analysis (univariate analysis): each 
parameter is varied individually in order to isolate the 
consequences of each parameter on the results of the study. 

Multi-way simple sensitivity analysis (scenario analysis): two or 
more parameters are varied at the same time and the overall 
effect on the results is evaluated. 

Threshold sensitivity analysis: the critical value of parameters 
above or below which the conclusions of the study will change 
are identified. 

Probabilistic sensitivity analysis: probability distributions are 
assigned to the uncertain parameters and are incorporated into 
evaluation models based on decision analytical techniques (For 
example, Monte Carlo simulation). 

Significance (statistical) A result is deemed statistically significant if the probability of 
the result occurring by chance is less than 1 in 20 (p <0.05). 

Specificity The proportion of true negatives that a correctly identified as 
such. For example in diagnostic testing the specificity is the 
proportion of non-cases incorrectly diagnosed as cases. 

See related term ôSensitivityõ.  

In terms of literature searching a highly specific search is 
generally narrow and aimed at picking up the key papers in a 
field and avoiding a wide range of papers. 

Stakeholder  Those with an interest in the use of the guideline. Stakeholders 
include manufacturers, sponsors, healthcare professionals, and 
patient and carer groups. 

Subsyndromal delirium A person who has some, but not all, the features of delirium. 
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Systematic review  Research that summarises the evidence on a clearly formulated 
question according to a pre-defined protocol using systematic 
and explicit methods to identify, select and appraise relevant 
studies, and to extract, collate and report their findings. It may 
or may not use statistical meta-analysis. 

Treatment allocation  Assigning a participant to a particular arm of the trial.  

Typical antipsychotic These are sometimes referred to as first generation 
antipsychotics because they are the older medications used to 
treat psychotic symptoms. They were not called "typical" until 
the newer generation of these drugs (the ôatypical 
antipsychoticsõ) were developed. 

Univariate Analysis which separately explores each variable in a data set. 

Utility  A measure of the strength of an individualõs preference for a 
specific health state in relation to alternative health states. The 
utility scale assigns numerical values on a scale from 0 (death) 
to 1 (optimal or ôperfectõ health). Health states can be 
considered worse than death and thus have a negative value. 
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1 Introduction 

1.1 What is a guideline? 

Our clinical guidelines are recommendations for the care of individuals in specific 
clinical conditions or circumstances within the National Health Service (NHS) ð from 
prevention and self-care through primary and secondary care to more specialised 
services. We base our clinical guidelines on the best available research evidence, with 
the aim of improving the quality of healthcare. We use predetermined and systematic 
methods to identify and evaluate the evidence relating to specific clinical questions. 

Clinical guidelines can: 

 provide recommendations for the treatment and care of people by health 
professionals 

 be used to develop standards to assess the clinical practice of individual health 
professionals 

 be used in the education and training of health professionals 

 help patients to make informed decisions 

 improve communication between patient and health professional 

 

While guidelines assist the practice of healthcare professionals, they do not replace 
their knowledge and skills. 

 

We produce our guidelines using the following steps: 

1. Guideline topic is referred to the National Institute for Health and Clinical 
Excellence (NICE) from the Department of Health 

2. Stakeholders register an interest in the guideline and are consulted throughout 
the development process. 

3. The scope is prepared by the National Clinical Guideline Centre (NCGC) 

4. The NCGC establish a guideline development group (GDG) 

5. A draft guideline is produced after the group assesses the available evidence 
and makes recommendations 

6. There is a consultation on the draft guideline. 

7. The final guideline is produced. 

 

The NCGC and NICE produce a number of versions of this guideline: 

 the full guideline contains all the recommendations, plus details of the methods 
used and the underpinning evidence 
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 the NICE guideline presents the recommendations from the full version in a 
format suited to implementation by health professionals and NHS bodies 

 the quick reference guide presents recommendations in a suitable format for 
health professionals 

 information for the public (ôunderstanding NICE guidanceõ) is written using 
suitable language for people without specialist medical knowledge. 

 

This version is the full version. The other versions are available from NICE 
(www.nice.org.uk). 

 

1.2 The need for this guideline 

Delirium, sometimes called õacute confusional stateõ is a common clinical syndrome 
characterised by disturbed consciousness and a change in cognitive function or 
perception that develops over a short period of time (usually 1-2 days).  

Although the clinical presentation of delirium differs considerably from patient to 
patient, there are several characteristic features that help make the diagnosis. The 
standard criteria for delirium, are described in the 'Diagnostic and Statistical Manual 
of Mental Disorders' [DSM-IV] (1994): 

 disturbance of consciousness (i.e., reduced clarity of awareness of the 
environment) with reduced ability to focus, sustain, or shift attention.  

 a change in cognition (such as memory deficit,  disorientation, language 
disturbance) or the development of a perceptual disturbance that is not better 
accounted for by a pre-existing, established, or evolving  dementia. 

 the disturbance develops over a short period of time (usually hours to days) 
and tends to fluctuate during the course of the day. 

 there is evidence from the history, physical examination, and laboratory 
findings that: (1) the disturbance is caused by the direct physiological 
consequences of a general medical condition, (2) the symptoms in criteria (a) 
and (b) developed during substance intoxication, or during or shortly after, a 
withdrawal syndrome, or (3) the delirium has more than one aetiologyó. 

 

Features of delirium are recent onset of fluctuating awareness, impairment of memory 
and attention, and disorganised thinking. Additional features may include 
hallucinations and disturbance of sleep-wake cycle. There are three clinical subtypes of 
delirium: hyperactive (characterised by hallucinations, delusions, agitation, and 
disorientation); hypoactive, which is particularly easy to miss in clinical practice 
(characterised by sleepy state, uninterested in activities of living, often unrecognised or 
labelled as dementia); or mixed (patients can move between the two subtypes). 
Delirium may be present when a person is admitted to hospital or long-term care 
(prevalent delirium) or it may develop during a hospital admission or residential stay 
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in long-term care (incident delirium). It can be difficult to distinguish between delirium 
and dementia, and some people may have both conditions (delirium on dementia). 

Delirium is a common but serious condition that is associated with poor outcomes. 
However, it can be prevented and treated if dealt with urgently. 

There is a need for guidance to improve methods of appropriate identification, 
diagnosis, prevention and management of delirium. Failure to diagnose delirium, or 
misdiagnosis (mainly as dementia), can lead to medical emergencies being missed (ie. 
appropriate assessment and treatment may be omitted) and inappropriate treatment 
being given. Delirium is often preventable and improvements in care practices and 
other treatments are needed. The improved management of delirium has the potential 
to generate cost savings. 

 

1.3 Remit 

The following remit was received from the Department of Health in October 2007 as 
part of NICEõs 17th wave programme of work. 

The Department of Health asked the Institute: 

Remit: òTo prepare a clinical guideline on the diagnosis, prevention and 
management of delirium" 

 

1.4 What the guideline covers 

This guideline covers adult patients (18 years and older) in a hospital setting and 
adults (18 and older) in long-term residential care. The guideline addresses: 
modifiable risk factors (ôclinical factorsõ) to identify people at risk of developing 
delirium; diagnosis of delirium in acute, critical and long-term care; as well as 
pharmacological and non-pharmacological interventions for a) reducing the incidence 
of delirium and its consequences, and b) to reduce the severity, duration and 
consequences of delirium in people who develop the condition. 
 
Further details of the scope of the guideline can be found in Appendix A. 
 

1.5 What the guideline does not cover 

This guideline does not cover children and young people (under the age of 18 years), 
people receiving end-of-life care, people with intoxication and/or withdrawing from 
drugs or alcohol, and people with delirium associated with these states. 

 

1.6 Who developed this guidance  

This guideline was commissioned by NICE and developed initially by the National 
Collaborating Centre for Nursing and Supportive Care (NCC-NSC) which under 
merger status became part of the National Clinical Guideline Centre  (NCGC). The 
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NCGC was formed on the 1st April 2009 and is one of four national collaborating 
centres (Cancer, Women and Childrenõs Health, Mental Health and the NCGC) funded 
by NICE and comprises a partnership between a variety of academic, professional 
and patient-based organisations. As a multidisciplinary centre we draw upon the 
expertise of the healthcare professions and academics and ensure the involvement of 
patients in our work. Further information on the centre and our partner organisations 
can be found at our website (www.ncgc.ac.uk). 

NICE funds the NCGC and thus supported the development of this guideline. The 
guideline development group was convened by the NCGC and chaired by Professor 
John Young in accordance with guidance from NICE. 

The group met every 6-8 weeks during the development of the guideline. At the start 
of the guideline development process, all GDG members declared interests including 
consultancies, fee-paid work, share-holdings, fellowships and support from the 
healthcare industry. At all subsequent GDG meetings, members declared arising 
conflicts of interest, which were also recorded (Appendix B). 

Members are either required to withdraw completely or for part of the discussion if 
their declared interest makes it appropriate, however this was not deemed necessary 
for any group members on this guideline. 

Staff from the NCGC provided methodological support and guidance for the 
development process. They undertook systematic searches, retrieval and appraisal of 
the evidence and drafted the guideline. The glossary to the guideline contains 
definitions of terms used by staff and the GDG. 

 

1.7 Related NICE guidance 

NICE has developed or in the process of developing the following guidance (details 
available from www.nice.org.uk), some of which has been referred to in this guideline: 

 Acutely ill patients in hospital: recognition of and response to acute illness in 
adults in hospital. NICE clinical guideline 50 (2007). Available from 
www.nice.org.uk/CG050.  

 Infection control: prevention of healthcare-associated infection in primary and 
community care NICE clinical guideline 2 (2003). Available from 
www.nice.org.uk/CG2. This guideline is currently being updated. 

 Nutrition support in adults: Nutrition support in adults: oral nutrition support, 
enteral tube feeding and parenteral nutrition. NICE clinical guideline 32 (2006). 
Available from www.nice.org.uk/CG032.  

 Dementia: supporting people with dementia and their carers in health and social 
care. NICE clinical guideline 42 (2006). Available from 
www.nice.org.uk/CG042. 

 Drug misuse: opioid detoxification. NICE clinical guideline 52 (2007). Available 
from www.nice.org.uk/CG0452.  

http://www.nice.org.uk/
http://www.nice.org.uk/CG042
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 Surgical site infection ð prevention and treatment of surgical site infection. NICE 
clinical guideline 74 (2008). Available from www.nice.org.uk/CG074.  

 Schizophrenia ð core interventions in the treatment and management of 
schizophrenia in primary and secondary care (update). NICE clinical guideline 82 
(2009). Available from www.nice.org.uk/CG082. 

 Alzheimer's disease - donepezil, galantamine, rivastigmine (review) and 
memantine for the treatment of Alzheimer's disease. NICE technology appraisal 
111 (2007). Available from www.nice.org.uk/TA111.  

 Schizophrenia - the clinical effectiveness and cost effectiveness of newer atypical 
antipsychotic drugs for schizophrenia. NICE technology appraisal 43 (2002). 
Available from www.nice.org.uk/TA43.  

 Parkinsonõs disease ð national clinical guideline for diagnosis and management in 
primary and secondary care. NICE clinical guideline 35 (2006). Available from 
www.nice.org.uk/CG035. 

 Violence ð the short-term management of disturbed/violent behaviour in in-
patient psychiatric settings and emergency departments. NICE clinical guideline 
25 (2005). Available from www.nice.org.uk/CG025. 

 Alcohol use disorders: diagnosis and clinical management of alcohol-related 
physical complications. NICE clinical guideline 100 (2010).  Available from 
www.nice.org.uk/CG100 

 Alcohol dependence and harmful alcohol use. NICE clinical guideline. Publication 
expected February 2011.  

 Falls: the assessment and prevention of falls in older people. NICE clinical 
guideline 21 (2004). Available from www.nice.org.uk/CG021.  

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.nice.org.uk/CG074
http://www.nice.org.uk/CG082
http://www.nice.org.uk/CG025
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2 Methodology  

This guideline was commissioned by NICE and developed in accordance with the 
guideline development process outlined in 'The guidelines manual' (NICE 2009).  

2.1 Developing the clinical questions 

Clinical questions were developed to guide the literature searching process and to 
facilitate the development of recommendations by the GDG. They were drafted by 
the technical team and refined and validated by the GDG. The questions were based 
on the scope (Appendix A).  

The full list of clinical questions addressed by the guideline is summarised in table 2.1 
below: 

Table 2.1: full list of clinical questions 

Question Relevant Chapter  
Diagnosis  

What are the symptoms that indicate a person may have delirium? 6 

What is the diagnostic accuracy of practical diagnostic tests compared with 
the reference standard DSM IV, to identify delirium in people in hospital 
and long-term care settings? 

6 

What are the diagnostic criteria that must be fulfilled to identify that a 
person has delirium?  

6 

Prognosis  

What are the risk factors for delirium? 7 and 8 

What are the precipitating factors for delirium? 7 

What are the consequences of delirium in terms of morbidity and mortality 
in a person in hospital or long-term care ? 

9  

Interventions  

Prevention of delirium in a hospital setting  

What are the most clinical and cost effective and safe pharmacological 
interventions for the prevention of delirium in people in hospital? 

11A and 14 

What are the most clinical and cost effective single-component, non-
pharmacological interventions for the prevention of delirium in people in 
hospital?  

10A   

 What are the most clinical and cost effective multicomponent interventions 

for the prevention of delirium in people in hospital? 
10B  

Prevention of delirium in a long-term care setting  

What are the most clinical and cost effective and safe pharmacological 
interventions for the prevention of delirium in people in long-term care? 

11B and 14 

What are the most clinical and cost effective single-component, non-
pharmacological interventions for the prevention of delirium in people in 
long-term care? 

10A  

 What are the most clinical and cost effective multicomponent interventions 
for the prevention of delirium in people in long-term care? 

10B 

Treatment of delirium in a hospital setting  

What are the most clinical and cost effective and safe pharmacological 
interventions for treating people with delirium in hospital? 

13 and 14  

What are the most clinical and cost effective single-component, non-
pharmacological interventions for treating people with delirium in hospital? 

No studies found 

What are the most clinical and cost effective multicomponent interventions 
for treating people with delirium in hospital? 

12 

Treatment of delirium in a long-term care setting  

 What are the most clinical and cost effective and safe pharmacological 13 and 14 
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interventions for treating people with delirium in long-term care? 

 What are the most clinical and cost effective single-component, non-
pharmacological interventions for treating people with delirium in long-term 
care? 

No studies found 

 What are the most clinical and cost effective multicomponent interventions 
for treating people with delirium in long-term care? 

No studies found 

Patient information  

 What information should be given to people at risk of developing delirium, 
or people with delirium, and their families or carers? 

15 

Other  

What is the prevalence of delirium in different hospital settings and in long-
term care? 

5  

 

From these clinical questions, the technical team produced review questions and 
protocols to address these questions. The protocols are reported in the clinical 
effectiveness review methods section (2.3). 

 

2.2 Searching the literature 

2.2.1 Clinical literature search   

The search strategies and the databases searched are presented in detail in Appendix 
C. All searches were carried out on the following core databases: Medline, Embase, 
Cinahl and The Cochrane Library. Additional databases were searched for individual 
reviews as appropriate.  

Databases were searched using relevant subject headings and free-text terms. Where 
appropriate, study design filters were applied. Non-English language studies and 
abstracts were not reviewed initially, with the exception of studies translated for 
Cochrane reviews, but the GDG directed that a search was carried out for any RCT, 
regardless of language.  

Searches were initially performed for articles published since 1994, the publication 
date of the DSM-IV which is the reference standard for the diagnosis of delirium. 
Following guidance from the GDG, a further search back to 1987 was carried out in 
order to retrieve studies using the earlier Diagnostic and Statistical Manual III (Revised) 
(DSMIII-R) as the reference standard. 

All searches were updated to 17th August 2009. Hand-searching was not undertaken 
following NICE advice that exhaustive searching on every guideline review topic is not 
practical or efficient (Mason 2002). Reference lists of articles were checked for studies 
of potential relevance.  

 

2.2.2  Sifting process  

Once the search had been completed, the following sifting process took place:  

 1st  sift: one reviewer sifted the title/abstract for articles that potentially met 
the eligibility criteria.  
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 2nd  sift: full papers were ordered that appeared relevant and eligible or 
where relevance/eligibility was not clear from the abstract. 

 3rd  sift: full papers were appraised that meet eligibility criteria. Generally, 
one reviewer appraised the papers using an inclusion criteria form, and this 
was checked where necessary by a second reviewer. 

 

Once individual papers were retrieved, the articles were checked for methodological 
rigour (see section 2.4), applicability to the UK and clinical significance. Assessment of 
study quality concentrated on dimensions of internal validity and external validity. At 
this stage, some studies were excluded if the interventions were not licensed for use in 
the UK or they were not regularly used in the UK. Studies in which the interventions 
were obsolete were also excluded.  

 

2.2.3  Economic literature search  

Economic evidence was obtained from systematic searches of the following databases 
in accordance with the NICE Guidelines Manual (NICE 2009): Medline, Embase, the 
Health Technology Appraisals (HTA) database and the NHS Economic Evaluations 
Database (NHSEED. The latter two databases were searched via The Cochrane 
Library. 

Detailed search strategies can be found in Appendix J. 

 
 

2.3 Clinical effectiveness review methods 

This section describes the methods of reviewing that are common to all reviews of 
intervention studies, to reviews of prognostic factors and to reviews of diagnostic test 
accuracy. Further specific details are given in the individual reviews. 

 

2.3.1  Selection criteria: general 

The following selection criteria were to be applied to studies to determine their 
suitability for inclusion in the reviews: 

 

Types of studies 

For intervention studies, the randomised trial (RCT) and quasi randomised trial (for 
example, allocation by alternation and date of birth) were to be the primary trial 
designs. Non-randomised studies could be included only if there was no other 
evidence, with preference given to large cohort studies and comparative non-
randomised designs; case series or case reports were not included and before-and-
after studies were considered cautiously for prevention studies only.  
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For prognostic factor reviews, RCTs comparing groups with different risk factors (e.g. 
types of surgery) and cohort studies (prospective and retrospective) investigating the 
incidence of delirium or the consequences of delirium were to be the main study 
designs. We note that, for some risk factors (e.g. age), the randomised trial cannot be 
used as the study design. If there were no cohort studies available, case-control studies 
and cross-sectional surveys could be considered, with allowance made for the fact that 
they have increased potential for bias. 

 

For reviews of diagnostic test accuracy, the cross sectional study was to be the primary 
study design. Studies were to be those in which diagnoses obtained using a new 
(index) test were compared with ôtrueõ diagnoses obtained using a reference standard, 
with both tests being carried out in the same patients. Case control studies were to be 
considered only in the absence of cross sectional studies. 

 

Studies were to be excluded if there were fewer than 20 patients in each arm for 
comparative studies and if there were fewer than 20 patients overall for cohort 
studies. We did not restrict the size of the studies of diagnostic test accuracy. 

 

Studies were limited to the English language, initially, with the exception of studies 
translated for Cochrane reviews, but the GDG directed that a search was carried out 
for any RCT, regardless of the language. 

 

Types of participants 

For intervention studies, reviews were to be carried out separately to address 
interventions for prevention and treatment of delirium. Separate reviews were also 
done in the two main population groups: patients in a hospital setting and people in 
long-term care. 

For prognostic factor reviews, the populations were not to be treated separately, 
although it was noted which population was concerned. 

 

Reviews of diagnostic test accuracy are sensitive to the population, so long-term care, 
hospital setting and intensive care unit (ICU) were to be treated separately. 

 

For all reviews, participants were to be adults (18 years and older) who were: 

 Patients in a hospital setting, including surgical, medical, ICU, Accident and 
Emergency departments, and those in mental health settings 

 In long-term care settings 

 

Studies including children or young people were to be considered if the mean age was 
18 years or older. Studies in the community could be included as indirect evidence for 
the long-term care population. 
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Excluded populations were to be: 

 Children and young people (younger than 18 years). 

 People receiving end-of-life care. 

 People with intoxication and/or those who are withdrawing from drugs or 
alcohol, and/or (treatment intervention reviews) people with delirium 
associated with these states 

 

For the treatment intervention reviews: participants were to have delirium. Delirium is 
defined according to criteria described in the DSM-IV (1994) (see Appendix I). 
Typically, delirium is diagnosed by examining changes in cognitive function, and this is 
linked to the DSM-IV criteria. Validated instruments, based on the operational 

application of the DSM-IV or DSM-III-R diagnostic criteria, are given in Appendix I. 

 

2.3.2  Selection criteria: reviews of interventions 

Types of intervention 

The interventions considered varied across reviews. Interventions could be 
pharmacological or non-pharmacological (e.g. haloperidol, music therapy). 

 

Pharmacological interventions were to be restricted to those licensed for use in the UK, 
but these drugs were not necessarily those indicated for delirium (there are no drugs 
for delirium in the British National Formulary (BNF)). Pharmacological reviews were to 
be carried out by class rather than by individual drug, but drugs within a class were to 
be reported as subgroups (e.g. atypical antipsychotics: olanzapine and risperidone). 

 

Different doses, regimens and routes of delivery were to be permitted and studies 
were to be initially combined in analyses, regardless of these features.  

 

Types of comparisons 

The following comparisons were to be included: 

i. Delirium intervention (A) versus placebo 

ii. A versus usual care/no intervention  

iii. A plus second intervention (X) versus X alone 

iv. Within a class of interventions, A1.1 versus A1.2 

v. Across classes of interventions: A1 versus A2 
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In analyses, comparisons (i) and (ii) could be combined, but (iii) was to be treated 
separately because of possible drug interactions. 

 

2.3.3 Types of outcome measures 

For studies of interventions for the prevention of delirium, the primary outcome was to 
be incidence of delirium. All included types and severities of delirium were to be 
combined.  For reviews of patients in hospital, the primary outcome was to be 
measured during the hospital stay. 

For the incidence of delirium, studies should report that the DSM-IV or the DSM- III-R 
and validated scales associated with them were used (see Appendix I). Other 
acceptable methods could include a structured clinical interview. 

 

 

 

Secondary outcomes were to be: 

 Duration of delirium  

 Severity of delirium  

 Length of stay in hospital 

 Incidence of dementia or cognitive impairment 

 Number of patients discharged to new long-term care placement (for studies in 
a hospital setting) 

 Mortality 

 Quality of life (patient) 

 Quality of life (carer) 

 Activities of daily living 

 Use of psychotropic medication 

 Incidence of post traumatic stress disorder 

 Admission to hospital (for long-term care studies) 

 

For studies of interventions for the treatment of delirium, the primary outcomes were to 
be:  

 Duration of delirium 

 Complete response (number recovered from delirium) 

 

 

Secondary outcomes: 
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 Severity of delirium  

 Length of stay  

 Incidence of dementia / cognitive impairment 

 Number of patients discharged to new long-term care placement (for those in 
hospital) 

 Mortality 

 Number of patients with persisting delirium 

 Quality of life (patient) 

 Quality of life (carer) 

 

For all intervention reviews, other outcome measures to be recorded were: 

 Adverse effects associated with the intervention (e.g. extrapyramidal 
symptoms). 

 

2.3.4  Selection criteria: reviews of prognostic factors 

Two types of prognostic factor reviews were carried out, investigating prognostic 
factors for delirium, and studying the consequences of delirium for people with 
delirium. 

 

Prognostic (risk) factors 

The risk factors to be considered for delirium are listed at the start of that review 
(section 7.2.1).  

For the consequences of delirium review, the risk factor was to be one of:  

 Incident delirium (although prevalent delirium was also acceptable) 

 Persistent delirium: this was defined after McAvay (2006) as ôdelirium in 
patients who met the full criteria for delirium at the discharge interview, or who 
had full delirium during the hospitalisation and partial symptoms at dischargeõ. 

 Severity of delirium 

 

 

Types of outcome measures 

For the risk factors review, the following outcomes were to be included:  
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 Incidence of delirium 

 Incidence of persistent delirium  

 Severity of delirium 

 Duration of delirium 

 

For the consequences review, the following outcomes were to be included: 

 Dementia/Cognitive impairment 

 Progression of dementia  

 Discharge to care home (for people who were in hospital) 

 Falls 

 Hospital admission (for people who were in long-term care) 

 Post discharge care 

 Post traumatic stress disorder 

 Pressure Ulcers 

 Mortality 

 Impact on carers  

 Length of stay 

 Quality of life for patients 

 
 
 
 
 
 

2.3.5  Selection criteria: reviews of diagnostic test accuracy 

Prior tests  

No prior tests were to have been undertaken  

 

The index test 

The following index tests, including the people operating them, were to be examined, 
subdivided by setting: 

Hospital:  

 Abbreviated Mental test (AMT); anyone could do this test 

 Clock-drawing; could be used by untrained nurses or volunteers 
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 Confusion Assessment Method [long version] (long CAM); should be carried 
out by trained healthcare professionals 

 Confusion Assessment Method [short version] (short CAM); should be carried 
out by trained healthcare professionals 

 Delirium Rating Scale (DRS-98); should be carried out by trained healthcare 
professionals 

 Mini Mental State Examination (MMSE) or other cognitive assessment 
instrument: trained healthcare professionals. 

ICU:  

 CAM-ICU and Richmond Agitation Sedation Scale (RASS) (together); should 
be carried out by trained healthcare professionals 

 

The reference standard 

The reference standard was to be DSM-IV or ICD-10; carried out by a trained 
specialist. These systems are further described in Appendix I. 

 
 
 

The target condition  

The target condition was to be delirium; subsyndromal delirium was not to be included. 

 

2.3.6 Outcomes 

For studies of diagnostic test accuracy, the outcomes to be recorded were sensitivity, 
specificity, positive predictive value, negative predictive value, likelihood ratio, 
diagnostic odds ratio, pre- and post-test probabilities. These were to be calculated 
from raw data, and occasionally raw data could be back-calculated from test 
accuracy statistics.   

 

2.3.7  Data extraction 

Data from included studies were extracted by one reviewer for each review, and 
randomly checked by a second reviewer, and entered into a Microsoft Access 
relational database that had been especially designed for the guideline.  

 

2.4 Appraising the evidence 
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2.4.1  Appraisal of methodological quality of intervention studies  

For randomised trials, the following factors were considered in assessing the potential 
for bias: 

 A priori sample size calculation  

 Method of generation of the randomisation sequence  

 Allocation concealment at randomisation:  

o The means of preventing the treatment assignment being known before the 
time of allocation 

 Baseline comparability of treatment groups for relevant risk factors 

 Patients stated to be blinded, especially for comparisons with placebo: 

o Blinding involves hiding the nature of the intervention from participants, 
clinicians and treatment evaluators after allocation has taken place 

o Blinding may be not be possible depending on the nature of the 
interventions 

o Blinding may be more important for some outcomes than others: 

 

 Outcome assessor stated to be blinded:  

 No missing data for each outcome:  

o Studies with at least 20% of data missing from any group were to be 
considered to be potentially biased, more so if there is a differential drop 
out from any one group or if the missing data is known to be significantly 
different from the remaining data 

o Those with moderate loss to follow up (20 to 50%) were to be considered 
in sensitivity analyses 

o Those with 50% or more patients missing from any one group were to be 
regarded as flawed and not analysed further (but would be included in the 
review) 

 Intention to treat analysis: 

o Trial participants should be analysed in the groups to which they were 
randomised regardless of which (or how much) treatment they actually 
received, and regardless of other protocol irregularities and 

o All participants should be included regardless of whether their outcomes 
were actually collected 

 

For non-randomised intervention studies, the following factors were considered in 
assessing the potential for bias; further details are given in The Cochrane Handbook 
for Systematic Reviews of Interventions (http://www.cochrane-handbook.org/ : Box 

http://www.cochrane-handbook.org/
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13.1.a: Some types of non-randomised study design used for evaluating the effects of 
interventions) 

 

 Selection bias:  

o Account is taken of the confounding factors, either by design (e.g. 
matching or restriction to particular subgroups) or by methods of 
analysis (e.g. stratification or regression modelling with propensity 
scores or covariates) 

o Confounding factors for delirium intervention reviews that the 
GDG believed should be taken into consideration were: age, 
cognitive impairment, sensory impairment, polypharmacy 

 Prospectiveness:  

o On the basis of identification of participants; baseline assessment 
and treatment allocation; assessment of outcomes 

 Blinding (see RCTs) 

o Of patients 

o Of outcome assessors 

 No loss to follow up (see RCTs) 

 Intention to treat (see RCTs) 

 

2.4.2 Appraisal of methodological quality of studies of prognostic factors 

Cohort studies were assessed using criteria based on the Newcastle-Ottawa checklist 
and the NICE Guidelines Manual. Studies were considered to be of acceptable quality 
if the asterisked statement(s) for each criterion were met; otherwise their quality rating 
was downgraded.  

The following criteria were taken into consideration to give an overall quality rating, 
with examples given for risk factors for the incidence of delirium ð similar arguments 
apply for the consequences review:  

 Representativeness of the exposed cohort: 

o Truly representative of the community e.g. random sample from 
the guidelineõs population* 

o Somewhat representative of the community e.g. hospital patients 
only* 
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o Selected group e.g. cardiac operations 

o No description of the derivation of the cohort or unclear. 

 

 Selection of the non exposed cohort: 

o Drawn from the same community as the exposed cohort*  

o Drawn from a different source ð e.g. compared with general 
population levels in epidemiological studies 

o No description of the derivation of the non exposed cohort or 
unclear. 

 Ascertainment of exposure:    

o Measurement of risk factor using an adequate method (e.g. 
MMSE for dementia)* 

o Measurement of risk factor using a partly adequate method* 

o Measurement of risk factor using an inadequate method (e.g. 
retrospective examination of chart records) 

o No description. 

 

 Demonstration that the outcome of interest was not present at the start of 
the study: 

o Yes (includes analyses that excluded patients with prevalent 
delirium)* 

o No. 

 

 Prospectiveness: 

o Prospective study* 

o Retrospective study 

o Unclear. 

 

 Comparability of cohorts on the basis of the design or analysis: 

o Cohorts balanced at baseline for important factors (see below)*  
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o Adjusted for confounding factors in the analysis and has at least 
10 events per factor in the analysis* 

o Study has at least 8 to 10 events per factor and analysis is 
adjusted for at least 3 of 4 relevant factors in the analysis* 

o Study adjusts for some confounders (or keeps them constant): 2 of 
4 included in the analysis 

o Study has fewer than 8 to10 events per factor in the analysis 

o Study does not adjust for confounders. 

 

In cohort studies, the best way to adjust for confounders is to use regression methods to 
adjust for all the factors at once in a multivariate analysis. For validity, there should be 
at least ten patients for each factor in the regression equation for continuous outcomes, 
or at least ten patients having the event (e.g. delirium) per factor for dichotomous 
outcomes. However, if there are insufficient relevant factors taken into account, the 
quality of the study should be downgraded.  

 

The relevant factors that had to be included in the analysis were decided a-priori by 
the GDG using consensus methods. For the non-pharmacological risk factors review for 
the incidence of delirium, they were: age; sensory impairment, dementia/cognitive 
impairment and polypharmacy. For the pharmacological risk factors review, 
polypharmacy was excluded. The relevant factors for each consequence of delirium 
are given in that review. To qualify as a well adjusted study, the analysis should 
include at least 3 out of 4 of these factors (or they should be kept constant). 

 Ascertainment of outcome: 

o Measurement of delirium using an adequate method (e.g. DSMIV, 
CAM)* 

o Measurement of delirium using a partly adequate method (e.g. 
MMSE) 

o Measurement of delirium using an inadequate method (e.g. 
retrospective examination of chart records) 

o No description. 

 

 

 Adequacy of follow up of cohorts: 

o Complete follow-up: all participants accounted for* 
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o Participants lost to follow-up unlikely to introduce bias: more than 
80% follow up*  

o Follow-up rate less than 80% and no description of those lost 

o No statement. 

All these factors were taken into consideration to give an overall quality rating. 

 

2.4.3 Appraisal of methodological quality of studies of diagnostic test accuracy  

For studies of diagnostic test accuracy, the study quality was assessed using a modified 
version of the ôQUADASõ list, with each item scored as yes, no or unclear (Whiting 
2003). The following factors were considered in assessing the potential for bias: 

 Representative spectrum: whether or not the patients had delirium and 
were representative of the population of the review. 

o Studies that recruited a group of healthy controls and a group 
known to have the target disorder were coded as ônoõ on this item  

 Clear description of selection criteria 

 Reference standard likely to classify the target condition correctly 

 Acceptable delay between tests: period between the reference standard 
and the index test was short enough to be reasonably sure that the 
target condition did not change between the 2 tests; for delirium, the 
GDG considered this to be about half a day 

 

An overall assessment for each study was given of ++ (good), + (acceptable, with 
some reservations) and ð (unacceptable). 

 

2.4.4 Data synthesis for intervention trials 

Meta-analysis of similar trials, where appropriate, was carried out using The Cochrane 
Collaborationõs analysis software, Review Manager (Version 5). Trials were pooled 
using a fixed effects model and plotted on forest plots. Where there was significant 
heterogeneity, sensitivity analyses and subgroup analyses were carried out. Meta-
regression was not considered for this guideline as there were fewer than ten studies in 
the meta-analyses.  

 

For dichotomous studies, intention to treat analyses (including all participants according 
to their assigned groups) were used, when reported by the study authors, and failing 
that, available case analyses (all those reporting an outcome) as reported by the 
authors. When there were incomplete data reported (more than 20% missing in any 
one group), we carried out sensitivity analyses, excluding these studies. 
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When it was possible to combine studies, outcomes were summarised for dichotomous 
data using relative risks. Numbers needed to treat, with their 95% confidence intervals 
(95% CI) and the control group rate (range of rates) to which they apply, were 
calculated from the risk difference where appropriate. The number needed to treat 
(NNT) is the number of patients who would have to be treated for one to have an 
improved outcome. 

 

For continuous data, weighted mean differences were used to summarise the pooled 
data, and where the studies had different scales, standardised mean differences were 
used. Sometimes it may be necessary to invert scales (e.g. if one has the maximum 
value meaning poor outcome and in another it means a good outcome). 

 

Studies, in which one or more reported final values and others reported change scores, 
were combined if the scales used were the same, otherwise they were reported 
separately. If both final values and change scores were reported in a single study, the 
former were used. Summary statistics and their 95% confidence intervals were 
reported where sufficient detail allowed their calculation, together with the control 
group range.  

 

Where there were differences between studies in the way the results were reported, 
for example, summary statistics only or raw data, the summary statistic (e.g. RR) and its 
standard error was calculated from 95% confidence intervals, and the studies 
combined using the generic inverse variance method in Review Manager. For 
continuous outcomes reporting the difference in means with a p-value, the standard 
error was also calculated. 

 

Where possible, account was taken of unit of randomisation errors (e.g. cluster trials). 

 

Results from RCTs and non-randomised studies were not combined, but were reported 
as subgroups. Generally non-randomised studies were not included if the RCT data 
were adequate, but if the RCTs were very small or of poor quality, non-randomised 
studies could be included to give supplementary information. 

Heterogeneity between trials was assessed by visual inspection of forest plots, noting 
where there was poor overlap of horizontal lines, and by using statistical measures: the 

ɢ2 
test for heterogeneity and the level of inconsistency, I2 

(I2= [(ɢ2 
ð df)/ ɢ2] x 100%, 

where df is the degrees of freedom). We considered that there was heterogeneity if 

the heterogeneity p-value was less than 0.1 and/or I2 was greater than 50%. Any 
heterogeneity was explored further (see subgroup analyses below) and unexplained 
heterogeneous results were not used as the basis for recommendations.  

 

Stratifications 

Separate reviews were carried out for prevention and treatment, and for setting 
(hospital and long-term care). 
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Combining studies 

Studies were combined regardless of: 

 medical or surgical patients 

 ICU or not 

 risk of delirium, including baseline levels of dementia (for prevention reviews) 

 dose of intervention 

 

In pharmacological reviews, all the drugs in a particular class were considered in the 
same review, with individual drugs considered as subgroups in meta-analysis. 

 

 

Subgroup analyses 

If there was heterogeneity, subgroup analyses were carried out to investigate it. 

The following subgroups were considered: 

 For prevention reviews: people at high risk of delirium, such as those with 
dementia, may be distinguished from lower risk groups. 

 Patients in ICU 

 Type of intervention 

 Dose of intervention 

 Illness severity 

 

Sensitivity analyses 

Sensitivity analyses were carried out to investigate assumptions within the analyses. 
These included the following: 

 Methodological quality 

 Other features specific to each review. 

 

In terms of methodological quality, we paid particular attention to allocation 
concealment and loss to follow-up (missing data). We did not include studies with more 
than 50% missing data in the analyses. Otherwise we carried out sensitivity analyses 
on studies that had between 20 and 50% missing data in any group.  
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2.4.5 Data synthesis for prognostic factor reviews 

Odds ratios or relative risks, with their 95% confidence intervals, from multivariate 
analyses were extracted from the papers, and standard errors were calculated from 
the 95% CIs. The log (odds ratio) with its standard error was then entered into the 
generic inverse variance technique of Review Manager 5. Studies were not combined 
in a meta-analysis because they were observational studies. Sensitivity analyses were 
carried out on the basis of study quality, and the results were represented on forest 
plots and reported as ranges. 

 

2.4.6 Data synthesis for reviews of diagnostic test accuracy 

For diagnostic test accuracy studies, 2 by 2 tables were constructed from raw data, 
which allowed calculation of sensitivity, specificity, positive predictive value, negative 
predictive value, likelihood ratio, diagnostic odds ratio, pre- and post-test 
probabilities. Some of this was done using an Access database, and Review Manager 
(version 5) was also used for the calculation of sensitivity and specificity and the 
representation of these in both forest plots and the receiver operating characteristic 
(ROC) space. 

 

2.4.7 Grading evidence 

The GRADEĀ scheme (GRADE working group 2004) was used to assess the quality of the 
evidence for each outcome not each study, using the approach described below, and evidence 
summaries across all outcomes were produced.  

 

According to the GRADE scheme, evidence is classified as high, moderate, low or very 
low:  

 High: further research is very unlikely to change our confidence in the estimate 
of effect 

 Moderate: further research is likely to have an important impact on our 
confidence in the estimate of effect and may change the estimate 

 Low: further research is very likely to have an important impact on our 
confidence in the estimate of effect and is likely to change the estimate 

 Very low: any estimate of effect is very uncertain.  

 

 

The procedure adopted when using GRADE was: 

                                            
 
 
 

Ā GRADE ð Grading of Recommendations Assessment, Development and Evaluation 
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 A quality rating was assigned, based on the study design, for example, RCTs 
started as high and observational studies as low.  

 This rating was up- or down-graded according to specified criteria: study 
quality, consistency, directness, preciseness and reporting bias. These criteria 

are detailed below. Criteria were given a downgrade mark of ï1 or ð2 

depending on the severity of the limitations. 

 The downgrade/upgrade marks were then summed and the quality rating 
revised. For example, a decrease of ð2 points for an RCT would result in a 
rating of ôlowõ. 

Reasoning was explained for the downgrade marks. 

 

The GRADE scheme was used for both RCTs and observational studies for 
pharmacological intervention studies and for single component non-
pharmacological interventions. For non-pharmacological interventions, evidence 
profiles were not generated due to the complexity of the mulitcomponent 
interventions that were considered. Part of the interpretation of the interventions 
included a themed analysis and assessing evidence which incorporates a 
qualitative aspect is currently not undertaken within the GRADE scheme. In 
absence of a GRADE scheme, a narrative summary of the quality of evidence 
based on the quality appraisal criteria for randomised and non-randomised 
studies was presented in the review. 

Evidence profiles were not generated for  diagnostic studies as currently there is 
not a validated approach for summarisng a body of evidence for studies on 
diagnostic test accuracy. In absence of a GRADE scheme, a narrative summary of 
the quality of the evidence, based on the quality appraisal criteria from 
QUADAS was presented in the review.  

 

Risk of bias 

Risk of bias is assessed against standard criteria, depending on the study design. For 
randomised trials, we took into account: the adequacy of allocation concealment; 
blinding of participants for comparisons and outcomes susceptible to bias; attrition 
(missing data) and baseline comparability. A downgrade mark of ð1 was given for 
inadequate or unclear allocation concealment and for a loss to follow-up of more than 
20% in any one group or overall. Studies with more than 50% missing data were 
excluded from the analysis unless they were the only study, in which case they were 
given a downgrade mark of ð2. If the evidence was a meta-analysis of several 
studies, we took into consideration the proportion and weighting of higher risk studies, 
and in some instances carried out sensitivity analyses disregarding these studies and 
giving a separate rating for the new meta-analysis. 

 

Inconsistency 

When several RCTs have widely differing estimates of treatment effect (heterogeneity 
or variability in results), the results are regarded as inconsistent. We defined this as a 
p-value for heterogeneity less than 0.1 and/or an I2 value greater than 50%. Where 
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this was the case, we gave a downgrade mark of ð1. If the p-value was less than 0.1 
and the I2 value was greater than 80%, we gave a downgrade mark of ð2. Where 
possible, we carried out pre-defined subgroup analyses to investigate heterogeneity 
and reported these results separately.  

 

 

 

Indirectness 

Directness refers to the extent to which the population, interventions, comparisons and 
outcome measures are similar to those defined in the inclusion criteria for the reviews. 
Indirectness is only relevant if there is a compelling reason to expect important 
differences in the size of the effect. For example, many interventions have more or less 
the same relative effects across patient groups, so extrapolation is possible and 
reasonable. There are various types of indirectness that can be found in studies, but 
most relevant to this guideline are: 

 When the setting is different from those of the guideline, e.g. community 
setting, rather than long-term care 

 When the method for assessment of delirium is partly adequate or inadequate 

 

Imprecision 

This is a rather subjective, but nevertheless important category. Evidence is considered 
to be imprecise if: 

 There are sparse data (only a few events and they are uninformative). 

 The confidence interval for the effect estimate is consistent with different 
conclusions, for example, both a clinically important effect (benefit or harm) 
and no clinically important effect; or the CI is consistent with important harms, 
no clinically important effect and important benefits. Precision requires the 
GDG to decide what are clinically important harms and benefits for that 
outcome measure. For dichotomous outcomes we used a relative risk reduction 
of 25% (RR of 1.25 or 0.75) to indicate the clinically important threshold. For 
continuous outcomes the GDG determined that the clinically important threshold 
for a difference between intervention groups was 0.5 days for a stay in ICU, 1 
day for a stay in hospital, 1 day for duration of delirium, and a change of 
20% on any of the scales used (linearity assumed). 

 If the confidence interval did not cross either of the clinically important 
thresholds (i.e. precise rating), the sample size was taken into consideration. If 
there was a power calculation for that outcome and comparison, it was used to 
decide if a study was ôsmallõ, otherwise the optimal information size was 
calculated (or 300 events total was assumed). 
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High risk of publication bias 

 Papers are more likely to be published if their results are statistically 
significant. The existence of publication bias in the studies in a meta-analysis 
can be investigated in a limited way using funnel plots, in which the standard 
error is plotted against the log odds ratio, the log relative risk or the mean 
difference. Asymmetry is indicative of publication bias. This method is usually 
only useful when there are at least five studies. Publication bias should also be 
considered if there is industry funding, but the GDG decided that industry 
sponsored studies should not be regarded as potentially biased for these 
outcomes. 

 

 

2.5 Cost-effectiveness review methods  

Information on cost-effectiveness is important for guideline development as it aids 
decision making on the application of intervention options in the different population 
groups considered in the guideline. It provides evidence on the cost and health impact 
of different intervention options considered during the process of guideline 
development. At the initial stage of the delirium guideline development, the health 
economist in conjunction with the GDG identified priority areas for cost-effectiveness 
evidence. The use of delirium prevention and treatment interventions in hospital and 
long-term care settings were identified as high priority areas for cost-effectiveness 
evidence. They were classified as high priority as the prevention and treatment of 
delirium would save NHS and PSS (Personal Social Services) resources as well as 
improve patientsõ health related quality of life. Information on the additional benefit 
associated with different strategies was also required. It was therefore necessary to 
look for health economic information on the intervention strategies and we started by 
reviewing published economic evaluations. 

 

A systematic review was carried out to identify and appraise existing published 
economic evaluations that are relevant to the guidelineõs clinical questions. An article 
had to present a full or partial economic evaluation to be included in this review. A full 
economic evaluation compares all relevant cost and patient outcomes and uses these to 
estimate a single measure of incremental cost and benefits. The different forms of 
economic evaluation include cost-effectiveness, cost-utility, cost-benefit or cost-
minimisation analysis. A partial economic evaluation only reports some of the relevant 
cost and patient outcomes. Studies reporting data from non-OECD (Organisation for 
Economic Co-operation and Development) member countries were excluded as these 
were felt to be less applicable to current practice in the UK. Publications that dealt 
with palliative care were removed as these were outside the scope of the guideline. 
For trial based economic evaluations, studies were excluded if they did not meet the 
inclusion criteria for the clinical effectiveness review.  

We initially searched Medline, Embase, NHSEED and HTA databases starting from 
1994 to June 2008. An economics filter was applied to the Medline and Embase 
searches to identify relevant economic literature. The search terms used in Medline are 
given in Appendix J. The economics and quality of life filter is as listed in Appendix J. 
The terms were suitably adapted for searches in Embase, NHSEED and HTA. A total of 
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755 publications were sifted by the Health Economist. Sifting was done by reading the 
title and abstract of the publications and full papers were ordered for any potential 
economic evaluations. We ordered 12 publications (Bracco 2007, Pitkala 2008, Rizzo 
2001, Robinson 2002, The Medical and Health Research Council of the Netherlands 
[ongoing], Beaupre 2006, Heyman and Lombardo 1995, Caplan and Harper 2007, 
Pandharipande 2007, Rubin 2006, Webster 1999, Caplan 2006) and four of them 
were reviewed (Bracco 2007, Pitkala 2008, Rizzo 2001, Robinson 2002). The 
outcomes of interest were intervention and non-intervention costs, the incidence and 
severity of delirium, incidence of complete recovery from delirium, Quality-adjusted 
life year (QALY) measure, and delirium-attributable mortality rate. The four papers 
reviewed (Bracco 2007, Pitkala 2008, Rizzo 2001, Robinson 2002) are described 
under the relevant clinical questions (Appendix J).  

None of the identified economic evaluations were directly applicable to the guideline 
population. None of the studies assessed costs from a UK NHS and PSS perspective 
and none measured health benefits in QALYs. None of the studies discounted future 
costs and outcomes appropriately and none carried out a robust sensitivity analysis on 
the results of the economic analysis. We carried out update searches up to August 
2009 but did not identify further relevant economic evaluation studies. As there was a 
lack of high quality, relevant evidence on the cost-effectiveness of the interventions 
included in the guideline, it became necessary to develop an original economic 
evaluation model to determine the cost-effectiveness of strategies for the prevention 
and treatment of delirium in different care settings. 

 

2.6 Cost-effectiveness modelling  

The details of the economic model are described in Appendix J.  

We developed original models for intervention strategies in hospital care settings but 
could not develop any models for prevention and treatment strategies in the long-term 
care setting. This was because there was a lack of evidence from the long-term care 
setting which could be used to construct a cost-effectiveness model. The evidence on the 
adverse consequences of delirium came from studies that were carried out in the 
hospital setting (chapter 9). The efficacy estimates of the interventions that we 
modelled came from studies carried out in hospital settings. Furthermore, the costing of 
the multicomponent interventions was based on the assumption that they were applied 
in the hospital. We were not confident that we could use this evidence to model the 
cost-effectiveness of these interventions in long-term care setting.  

The outcomes of interest for the model were incremental cost and QALY gained. Costs 
were assessed from an NHS and PSS perspective. These outcomes were used to 
estimate the incremental cost-effectiveness ratio and net monetary benefit. Incremental 
net monetary benefit is defined below. Future costs and QALYs were discounted at a 
rate of 3.5% per annum. This is in line with the reference case advocated by NICE 
(NICE 2008 [manual on TA]).  

In the base case analysis, the cost effectiveness of an intervention was determined 
using the threshold, £20,000 per QALY, and all interventions were compared to the 
usual care. If an intervention strategy costs less than the comparator and generates 
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greater benefit it is described as being dominant and is unequivocally cost-effective. If 
the intervention is more effective but more costly, the incremental cost per QALY is 
estimated and compared to the cost-effectiveness threshold of £20,000 to £30,000 
per QALY in line with the principles stated in the NICE Technology Appraisal Manual 
(NICE 2008 [manual on TA]). Another alternative to using incremental cost and QALYs 
to estimate cost-effectiveness is the use of the Incremental Net Monetary Benefit 
(INMB). The INMB is the monetary value of an intervention compared to an alternative 
for a specific cost-effectiveness threshold. It is calculated as 

 

Cost-effectiveness Threshold * incremental QALY ð incremental cost. 

 

An intervention is cost-effective if it has an INMB that is greater than zero. 

 

We constructed our model using the best available evidence and according to the 
NICE reference case for economic evaluation (NICE 2008 [manual on TA]).). We 
described explicitly the assumptions made in the model as well as the uncertainties in 
the model input parameters. The results of the model were interpreted by the GDG 
bearing the assumptions in mind. We used deterministic and probabilistic sensitivity 
analyses to explore the impact of the assumptions and uncertainties on the model 
results. We discussed the limitations of the model. Further details on the cost-
effectiveness model are given in chapter 16. For those clinical questions which were not 
prioritised for an original economic evaluation the GDG considered the likely cost-
effectiveness of the interventions by making a qualitative judgement on the likely costs, 
health benefits and potential harms of interventions.  

 

2.7 Developing recommendations 

Over the course of the guideline development process, the GDG was presented with 
the following: 

 The clinical and economic evidence reviews. All evidence tables are in 
Appendices D, E,F and G. 

 Forest plots of results from studies, including meta-analyses where appropriate. 
(Appendix K) 

 A description of the methods and results of the cost-effectiveness analysis 
(chapter 16). 

Recommendations were drafted on the basis of this evidence whenever it was 
available. 

When clinical and economic evidence was poor or absent, the GDG proposed 
recommendations based on their expert opinion.  

The GDG also developed a care pathway algorithm according to the 
recommendations (see section Error! Reference source not found.). 
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2.8 Research recommendations 

When areas were identified for which good evidence was lacking, the guideline 
development group considered making recommendations for future research. Decisions 
about inclusion were based on factors such as:  

 the importance to patients or the population  

 national priorities  

 potential impact on the NHS and future NICE guidance 

 ethical and technical feasibility. 

 

The GDG identified five high priority research recommendations (after discussion and 
voting). The full list of recommendations for future research, as well as those chosen as 
high priority, can be found in Appendix H.  

 

2.9 Key priorities for implementation 

To assist users of the guideline in deciding the order in which to implement the 
recommendations, the GDG identified ten key priorities for implementation. The 
decision was made after discussion and independent voting by the GDG. They 
selected recommendations that would: 

 have a high impact on outcomes that are important to patients 

 have a high impact on reducing variation in care and outcomes 

 lead to a more efficient use of NHS resources 

 promote patient choice 

 promote equalities. 

 

In doing this the GDG also considered which recommendations were particularly likely 
to benefit from implementation support. They considered whether a recommendation: 

 relates to an intervention that is not part of routine care 

 requires changes in service delivery  

 requires retraining staff or the development of new skills and competencies  

 highlights the need for practice to change 

 affects and needs to be implemented across various agencies or settings 
(complex interactions)  
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 may be viewed as potentially contentious, or difficult to implement for other 
reasons. 

 

2.10 Validation of the guideline 

The first draft of this guideline was posted on the NICE website for an 8-week 
consultation between 11th  November 2009 and 6th January 2010 and registered 
stakeholders were invited to comment. The GDG responded to comments and an 
amended version of the guideline was produced.  

 

2.11 Disclaimer and funding 

Healthcare providers need to use clinical judgement, knowledge and expertise when 
deciding whether it is appropriate to apply guidelines. The recommendations cited 
here are a guide and may not be appropriate for use in all situations. The decision to 
adopt any of the recommendations cited here must be made by the practitioner in light 
of individual patient circumstances, the wishes of the patient, clinical expertise and 
resources. 

The National Clinical Guideline Centre disclaim any responsibility for damages arising 
out of the use or non-use of these guidelines and the literature used in support of these 
guidelines. 

The National Collaborating Centre for Nursing and Supportive Care (now a part of 
the National Clinical Guideline Centre) were commissioned by the National Institutie for 
Health and Clinical Excellence to undertake the work on this guideline. 

 

2.12 Updating the guideline 

This guideline will be updated when in concordance with NICE guidelines manual (NICE 
2009).  
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3 Key messages of the guideline 

3.1 Key priorities for implementation 

The GDG identified ten key priorities for implementation. The decision was made after 
discussion and voting by the GDG. The recommendations chosen by the GDG as key 
priorities for implementation are listed below. The numbering of the recommendations 
in parentheses is as per the NICE version of the guideline. 

In addition the GDG wanted to highlight the importance of being aware of delirium 
and its consequences and so a prominent statement (THINK DELIRIUM) has been 
included below. 

  

òTHINK DELIRIUMó 

Be aware that people in hospital or long-term care may be at risk of delirium. This can 
have serious consequences (such as increased risk of dementia and/or death) and, for 
people in hospital, may increase their length of stay in hospital and their risk of new 
admission to long-term care.  

 

Risk factor assessment  

When people first present to hospital or long-term care, assess them for the following 
risk factors. If any of these risk factors is present, the person is at risk of delirium. 

 

 

 Age 65 years or older. 

 Cognitive impairment (past or present) and/or dementia.1 If cognitive 
impairment is suspected, confirm it using a standardised and validated 
cognitive impairment measure.  

                                            
 
 
 
1 If dementia is suspected, refer to further information on the diagnosis, treatment and care of 
people with dementia in ôDementia: supporting people with dementia and their carers in health 
and social careõ (NICE clinical guideline 42). 
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 Current hip fracture. 

 Severe illness (a clinical condition that is deteriorating or is at risk of 
deterioration)2. 

 [1.1.1] 

  

Indicators of delirium: at presentation 

At presentation, assess people at risk for recent (within hours or days) changes or 
fluctuations in behaviour. These may be reported by the person at risk, or a carer or 
relative. Be particularly vigilant for behaviour indicating hypoactive delirium (marked 
*). These behaviour changes may affect:   

 Cognitive function: for example, worsened concentration*, slow responses*, 
confusion. 

 Perception: for example, visual or auditory hallucinations. 

 Physical function: for example, reduced mobility*, reduced movement*, 
restlessness, agitation, changes in appetite*, sleep disturbance. 

 Social behaviour: for example, lack of cooperation with reasonable requests, 
withdrawal*, or alterations in communication, mood and/or attitude. 

If any of these behavior changes are present, a healthcare professional who is trained 
and competent in diagnosing delirium should carry out a clinical assessment to confirm 
the diagnosis.  [1.2.1] 

 

Interventions to prevent delirium 

Ensure that people at risk of delirium are cared for by a team of healthcare 
professionals who are familiar to the person at risk. Avoid moving people within and 
between wards or rooms unless absolutely necessary.  [1.3.1] 

 

Give a tailored multicomponent intervention package:  

 Within 24 hours of admission, assess people at risk for clinical factors 
contributing to delirium  

                                            
 
 
 
2 For further information on recognising and responding to acute illness in adults in hospital see 
ôAcutely ill patients in hospitalõ (NICE clinical guideline 50). 
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 Based on the results of this assessment, provide a multicomponent intervention  
tailored to the personõs individual needs and care setting as described in 
recommendations 1.3.3.1ð1.3.3.10. [1.3.2] 

 

The tailored multicomponent intervention package should be delivered by a 
multidisciplinary team trained and competent in delirium prevention.  [1.3.3] 

 

Diagnosis (specialist clinical assessment) 

If indicators of delirium are identified, carry out a clinical assessment based on the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) criteria or short 
Confusion Assessment Method (short CAM) to confirm the diagnosis. In critical care or in 
the recovery room after surgery, CAM-ICU should be used. A healthcare professional 
who is trained and competent in the diagnosis of delirium should carry out the 
assessment. If there is difficulty distinguishing between the diagnoses of delirium, 
dementia or delirium superimposed on dementia, treat for delirium first.  [1.5.1] 

 

Ensure that the diagnosis of delirium is documented both in the personõs hospital record 
and in their primary care health record. [1.5.2] 

 

Treatment of delirium 

Initial management 

In people diagnosed with delirium, identify and manage the possible underlying cause 
or combination of causes. [1.6.1] 

Ensure effective communication and reorientation (for example explaining where the 
person is, who they are, and what your role is) and provide reassurance for people 
diagnosed with delirium. Consider involving family, friends and carers to help with this. 
Provide a suitable care environment (see recommendation 1.3.1).  [1.6.2] 

 
 

Distressed people 

If a person with delirium is distressed or considered a risk to themselves or others and 
verbal and non-verbal de-escalation techniques are ineffective or inappropriate, 
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consider giving short-term (usually for 1 week or less) haloperidol3 or olanzapine3.  
Start at the lowest clinically appropriate dose and titrate cautiously according to 
symptoms.  [1.6.4] 

 

 

 

                                            
 
 
 
3 Haloperidol and olanzapine do not have UK marketing authorisation for this indication. 
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