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Delirium 

Background  
Many adults develop delirium in the community, prior to hospital admission. Yet the 
pathways leading to delirium in this setting and strategies for its prevention remain 
poorly understood. This scoping review aims to map existing literature on delirium 
prevention for adults in community settings, identifying who is considered at risk and 
how preventive strategies have been developed and implemented outside of acute care 
settings. 

Methods  
Six online scientific databases were searched for original research written in English with 
no limits on date, with an objective to prevent delirium in adults (⩾18 years) in the 
community. Narrative synthesis was used to summarise study characteristics and 
outcomes. Delirium prevention components were analysed according to the “PINCHES 
ME Kindly” framework. 

Results  
Of 7,845 records, four articles met the inclusion criteria describing three interventions 
and populations. All studies targeted older people following hospitalisation and offered a 
hospital-based multicomponent delirium prevention intervention post-discharge, 
delivered by multidisciplinary teams daily or an outreach nurse over structured sessions. 
The interventions comprised four to nine components, tailored to participants’ physical 
and medical needs. 

Conclusions  
Evidence for delirium prevention in community settings remains limited and fragmented, 
with existing interventions appearing to be extensions of hospital based models without 
considering specific post-discharge or pre-admission risks. This may limit the potential 
for delirium prevention across the continuum of care. 

BACKGROUND 

Delirium is a serious, often preventable neurocognitive 
condition characterised by fluctuating disturbances in at
tention, awareness and cognition.1 People with delirium 
can experience distressing symptoms like hallucinations, 
delusions, and mood changes, with significant impact on 
family carers.1‑3 Delirium in hospital leads to prolonged 

hospital stays, functional and cognitive decline, new diag
noses of dementia, and premature death.1,2,4 Despite ad
vances in hospital-based screening and prevention, delir
ium affects around one quarter of older people (>65 years) 
during acute care episodes.1 Persistent or recurrent 
episodes are linked to worsening cognitive and functional 
outcomes and loss of independence, as well as higher rates 
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of residential aged care placement, frequent hospital read
missions, and increased post-discharge mortality.2,4 

Non-pharmacological multicomponent interventions 
are the ‘gold standard’ for delirium prevention and treat
ment in hospital,5 comprising components such as orien
tation, cognitive stimulation, sleep hygiene, mobilisation, 
sensory support (vision/hearing aids), hydration and nutri
tion, pain management and polypharmacy review.5,6 When 
these are systematically implemented as part of a multi
component program during an acute hospital admission, 
incident (i.e. hospital-acquired) delirium can be reduced by 
50% and falls reduced by 64%, with additional benefits such 
as reducing hospital length of stay (LOS) and placement 
into residential aged care.7 

However, delirium risk and episodes frequently extend 
beyond hospital admissions, arising prior to hospital pre
sentation and persisting after hospital discharge.8,9 Point 
prevalence estimates in community settings range from 
0.2% to 8.3% among general older populations, rising to 
1.4% to 44.1% in those with frailty receiving home or pri
mary care.10 Estimates of delirium prevalence at presenta
tion to the emergency department (ED) is 10% to 20%,11 

and an estimated 22% to 51% of hospital cases still have 
persistent delirium symptoms at hospital discharge.12 

Delirium recurrence rates in community contexts are not 
well quantified, but studies suggest recurrence is com
mon.13,14 

As healthcare delivery shifts toward community-based 
care models, with an emphasis on primary care manage
ment and smoother transitions between settings,15‑17 

questions remain about whether delirium prevention can or 
should be implemented in community settings, and if so, 
when, for whom and how. Existing guidance and syntheses 
largely centres on acute care settings. Moreover, the com
ponents that drive the effectiveness of delirium preven
tion programs are based on hospital-derived factors known 
to predispose older people to delirium during hospitali
sation. It is unclear whether these same components, or 
their underlying mechanisms, are relevant (or effective) in 
community settings, where the risk profile and contextual 
influences may differ substantially. This scoping review ad
dresses this gap by mapping peer-reviewed literature on 
multicomponent non-pharmacological interventions for 
delirium prevention delivered in community settings. 

METHODS 

This scoping review adhered to the Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses extension 
for Scoping Reviews (PRISMA-ScR) guidelines,18 and was 
guided by the following research questions (RQ): 

RQ1: Which populations have been targeted by com
munity-based delirium prevention interventions, and 
what does this suggest about who is considered at risk 
of delirium in the community? 
RQ2: How have multicomponent delirium prevention 
interventions been designed and delivered in commu
nity settings? 

RQ3: What prevention components have been included 
and how do they align with existing delirium preven
tion frameworks? 
RQ4: How and when was delirium assessed in the com
munity? What happened when delirium was detected? 

A scoping review was chosen because the research ques
tions are exploratory and descriptive, aiming to map the 
extent, range, and nature of existing evidence rather than 
to evaluate effectiveness.19 The purpose was to clarify con
cepts, identify knowledge gaps, and synthesise how inter
ventions align with recognised frameworks. 

DATA SOURCES AND SEARCHES 

The databases Medline (Ovid), Embase, PsycINFO, CINAHL, 
Web of Science, and Cochrane Library were searched in 
February 2025, with no date limitations, for keywords and 
MeSH terms (where applicable) related to Delirium and Pre
vention. The search strategy was drafted by the lead author 
(Layla M. Edwards) and further refined through team dis
cussion. The final search strategy for Medline is shown in 
Supplementary File 1, Figure S1. Search results were im
ported into EndNote X7 (Thomson Reuters, New York, NY, 
USA) and then exported to Covidence systematic review 
software (Veritas Health Innovation, Melbourne, Australia), 
where duplicates were removed automatically. 

STUDY SELECTION 

Peer-reviewed empirical studies were included if they deliv
ered a non-pharmacological intervention intended to pre
vent delirium in adults (>18 years) in a community setting 
(i.e., not in hospitals, residential care or other institutional 
settings). No limits were applied to the comparator or the 
outcome. 

Papers were excluded if they were published in a lan
guage other than English, focused on a paediatric popula
tion (<18 years), or if the intervention was delivered within 
institutional care settings, including hospitals, community 
palliative care/hospice, or residential aged care. Case stud
ies, protocols and commentaries/editorials were also ex
cluded. All types of reviews were included up to full-text 
screen to allow scanning of the reference lists for additional 
sources, after which they were excluded. Two investigators 
(Layla M. Edwards, Amy Montgomery) independently ap
plied the eligibility criteria. Discrepancies were resolved by 
consensus. A third investigator (Kimberley Campbell) sys
tematically assessed the reviews during full-text screening. 

DATA EXTRACTION AND SYNTHESIS 

The general study characteristics (e.g., author, year of pub
lication, study location and study design) were extracted 
from the included studies. The TIDieR checklist20 was used 
to capture and describe target populations (RQ1), inter
vention design and delivery (RQ2), intervention compo
nents (RQ3), and delirium assessment schedules and detec
tion protocols (RQ4). Given the anticipated heterogeneity 
of multicomponent interventions, the PINCHES ME Kindly 
framework was used as a pragmatic classification frame
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Figure 1. PRISMA diagram   

work to group intervention components into clinically rele
vant domains.21 The framework comprises: Pain, Infection, 
Nutrition, Constipation, Hydration, Exercise (and mobil
ity), Sleep, Medication, Environment and, Kindly (being 
calm, patient and mindful of emotional needs), and is com
monly used as a mnemonic to prompt assessment of modi
fiable delirium risk factors.21 Three investigators (Layla M. 
Edwards, Amy Montgomery, Kimberley Campbell) collabo
ratively extracted data from all studies. Intervention com
ponents were extracted by Amy Montgomery, a nurse prac
titioner with expertise in delirium. All extracted data were 
cross-checked by Layla M. Edwards. 

Tables were generated to report study, population and 
intervention characteristics. Extracted data were narra
tively synthesised to provide an integrated overview of the 
evidence. In keeping with scoping review methodology, we 
did not assess included articles for risk of bias.18 

RESULTS 

After removing duplicates, 7,845 titles and abstracts were 
screened; 56 proceeded to full-text review, and four articles 
describing three studies met the inclusion criteria (Figure 
1). One randomised controlled trial (RCT) yielded two ar
ticles with different outcomes22,23; as such, each article is 
included to ensure complete reporting, but the results syn
thesis considers this as one study.22,23 

STUDY CHARACTERISTICS 

Studies were published between 200624 and 2016,22,23 one 
each from Australia,24 Italy25 and Switzerland22,23 (Table 
1). Study designs included a RCT,24 a pilot RCT,22,23 and a 
controlled trial25 (Table 1 and Supplementary File 2, Table 
S1). 
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TARGET POPULATIONS 

All studies shared a common premise: hospitalisation in 
frail older people (>65 years) precipitates delirium through 
environmental factors contributing to disorientation, im
mobility, sensory deprivation, and iatrogenic stressors22‑25 

(Table 1 and Table S1). As such, all studies targeted older 
people with frailty transitioning from acute care to a geri
atric rehabilitation ward24,25 or to the community with a 
home care prescription.22,23 

Eligibility to participate varied across studies: in Caplan 
et al. (2006), community-dwelling older people who had 
been hospitalised for >6 days, referred for geriatric rehabil
itation, medically stable, and expected to return home fol
lowing the rehabilitation phase were eligible. Whilst they 
specified older people as a criterion, they did not define any 
age parameters for eligibility.24 In Isaia et al. (2009), eligi
bility included community-dwelling people aged ≥75 years 
admitted from the ED with an acute illness, had a carer, and 
were referred for geriatric rehabilitation. Participants were 
required to have no probable or definite delirium at enrol
ment but to have 1-4 risk factors according to Inouye’s risk 
model.26 The risk model identifies four predisposing fac
tors: pre-existing cognitive or sensory impairment, severe 
illness, and dehydration.25 In Verloo et al. (2015, 2016), eli
gibility included home-dwelling people aged ≥65 years and 
discharged from hospital with a medical prescription for 
home care. They were excluded if they had any outpatient 
treatment still ongoing and if they lived outside the study 
reach.22,23 

INTERVENTION DESIGN AND DELIVERY 

Two studies designed interventions to reduce exposure to 
hospital-related delirium triggers via early hospital dis
charge models,24,25 and one study designed an intervention 
to promote delirium prevention and early detection after 
hospital discharge22,23 (Table 1, 2, and Table S1). All in
terventions were delivered face-to-face, in participants’ 
homes.22‑25 Two interventions were delivered by trained, 
multidisciplinary teams (MDT), reflecting approaches de
signed to replicate or complement hospital-based geriatric 
care.24,25 In contrast, Verloo et al. (2015) employed a single 
geriatric clinical nurse (GCN) to implement a structured 
delirium-prevention and detection program.22,23 

Across studies, the intervention commenced after par
ticipants were discharged from hospital and returned 
home.22‑25 In two studies, the intervention began the same 
day as hospital discharge24,25 and in the other, within 48 
hours of discharge.22,23 However, the dosage and duration 
of the interventions varied across the studies. Participants 
in Caplan et al. (2006) received the intervention daily for 
the length of rehabilitation (mean of 15.97 ± 9.37 days)24; 
in Isaia et al. (2009), participants were visited three times 
per day for the duration of rehabilitation (mean of 19.1 ± 
9.5 days).25 Participants in Verloo et al. (2015/16) received 
five structured home visits over one month (at 48 h, 72 h, 
and 7-, 14-, and 21-days post-discharge), each lasting 30-60 
minutes.22,23 All studies included a follow-up, ranging from 
one22‑24 to six months24 post-discharge. 

All studies included a control arm. In two studies, con
trol participants were transferred to a geriatric rehabili
tation hospital ward where they received comparable care 
to that of the intervention.24,25 In the remaining study, 
control participants received comprehensive homecare pro
vided by community nurses. This care varied based on the 
participant’s clinical status, the presence of carers, and the 
skill mix of the community nursing staff, and did not in
clude a structured delirium prevention protocol.22,23 

INTERVENTION COMPONENTS 

Interventions included a combination of core elements 
aligned with the PINCHES ME Kindly framework (Table 2 
and Table S1). The number of included components varied 
from four24 to all nine components of the framework.22,23 

Constipation and hydration, exercise and mobility, and ad
dressing participants emotional needs were the most con
sistently applied components across all interventions.22‑25 

Caplan’s et al. (2006) “Hospital in the Home” focused 
on minimising delirium risk, delirium education, and sup
porting carers, tailored to participant’s physical capability 
and recovery needs. The intervention emphasised early mo
bility and provided physiotherapy, mobility and medical 
equipment as required.24 Isaia’s et al. (2009) intervention 
“The Geriatric Home Hospital Service” included reorien
tation, risk reduction, nutrition, sleep, exercise, and carer 
support. While participants were visited three times per 
day, not all intervention components were repeated; exer
cise was delivered three times per day, reorientation/cogni
tion activities twice daily, and the evening visit focused on 
sleep. The delivery of the remaining components were ad
justed based on participants’ functional, cognitive, and nu
tritional status.25 Verloo’s et al. (2015, 2016) intervention22,

23 included orientation, environmental adjustments, risk 
reduction, sleep hygiene, mobility and social support.22,23 

Printed educational leaflets were provided to participants 
and carers, and a structured user guide outlining the 15 in
tervention components across six domains to standardise 
delivery. Tailoring was explicit and central to the nurse-led 
intervention, based on real-time assessments of delirium 
symptoms, physical health, and environmental or carer fac
tors.22,23 

DELIRIUM ASSESSMENTS 

Delirium incidence was assessed using the Confusion As
sessment Method (CAM) tool in all studies22‑25 (Table 1 
and Table S1). The CAM was administered by the trained 
MDT,24 experienced physicians25 or by the GCN,22,23 at 
baseline22‑25 and at post-baseline timepoints ranging from: 
every 48 hours,24,25 “as needed”, based on clinical recog
nition of confusion,25 during the five structured visits with 
the month post-discharge (48 and 72 hours, and at 7, 14 and 
21 days), at the end of rehabilitation24 and at follow-up.22,

23 

All studies reported delirium management protocols. In 
Caplan et al. (2006), delirium was managed via a protocol-
led medical reassessment, hospital readmission if needed 
or intensified home-rehabilitation monitoring, alongside 
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Table 1. Included studies   

Author, year, 
Country 

Study design and aim Target population Intervention description Comparator(s) Delirium assessments Other study outcomes 

Caplan et al., 
2006 
Australia 
24 

RCT evaluating 
whether home-
based rehabilitation, 
as a delirium 
prevention strategy, 
reduced delirium 
incidence compared 
with hospital-based 
rehabilitation. 

Older inpatients 
with a hospital 
LOS >6 days, who 
were referred for 
geriatric 
rehabilitation, on 
condition that 
they were 
expected to 
return home and 
live reasonably 
independently 
after 
rehabilitation 
and lived in the 
local area of the 
hospital, but not 
in a nursing 
home. 

Hospital in the Home (HitH): Principles of home care include early assessment, shared clinical 
management by multidisciplinary team (including nurses, physiotherapists, occupational therapists, 
social workers, and physicians), prevention of avoidable complications, mobility/exercise, discharge 
planning involving the patient, carers, general practitioner and the multidisciplinary team, education 
and support, assistance with meals, shopping and cleaning. 

Geriatric 
rehabilitation 
ward: Patients 
moved to the 
geriatric 
rehabilitation 
ward when a 
bed was 
available, and 
their acute 
illness was 
settling. 
Hospital 
rehabilitation 
group received 
the same post-
acute care as 
the HitH group 
but in a hospital 
setting. 

Delirium incidence 
Confusion 
Assessment Method 
(CAM) - baseline and 
every 48 hours until 
rehabilitation 
discharge. 
Detection plan 
If delirium was 
detected, 
participants were 
readmitted or 
monitored closely at 
home. 

Clinical and 
functional measures 
Function (FIM) 
Cognition (MMSE) 
Depression (GDS) 
Length of 
Rehabilitation (days) 
Mortality 
Health-system 
outcomes 
Acute LOS (days) 
Hospital readmissions 
Costs of care 
Acceptability 
Satisfaction (surveys) 

Isaia et al., 
2009 
Italy 
25 

Controlled trial 
assessing whether 
home-based care, 
compared with 
hospital care, 
prevented delirium 
in older adults at 
high risk of delirium. 

Community-
dwelling older 
adults (≥75 
years) 
consecutively 
admitted from 
the ED to the 
GHHS, with no 
delirium at 
enrolment but 
obtaining 1-4 
delirium risk 
factors: vision 
impairment, 
severe illness, 
pre-existing 
cognitive 
impairment, and/
or dehydration. 

The Geriatric Home Hospital Service (GHHS): Multidisciplinary in-home care team (including 
geriatricians, nurses, physiotherapists, a social worker and a counsellor) delivering hospital-level care 
including reorientation techniques (board with names of care-team members calendars, clocks), 
environmental modifications to prevent cognitive deprivation (discussion of current events, word 
games and other cognitively stimulating activities twice daily), daily mobilisation to avert 
immobilisation (at least three times daily), prevention of sleep deprivation (warm drinks, relaxation 
tapes, back massage, unit-wide noise-reduction strategies, scheduling of medications and procedures to 
avoid interrupting sleep of patients), prevention of malnutrition and dehydration (encouragement of 
oral intake of food and fluids, cleaning of the oral cavity, maintenance of food habits, frequent 
administration of small meals and fluid, patients socialisation during meals, and nutritional education 
for patients or their proxy) 

Geriatric 
hospital ward 
(GHW). GHW 
group received 
the same non-
pharmacological 
treatment 
strategies to 
prevent and 
treat delirium as 
GHHS group. 

Delirium incidence 
CAM – enrolment 
and 48 hours until 
rehabilitation 
discharge. Screening 
also occurred earlier 
than 48 hours if 
confusion was 
suspected by staff or 
carers. 
Detection 
Whenever delirium 
was detected, a 
standardised pre-
coded form 
documented duration 
(via CAM), severity 
(via DRS), assessment 
of triggers, and 
management. 

Clinical and 
functional measures 
Cognition (MMSE) 
Medical complications 
Psychoactive drug use 
Nutritional (MNA) 
Comprehensive 
geriatric assessment 
parameters (vision, 
hydration, severity of 
illness, mobility, etc.) 
Function (ADL/IADL) 
Depression (GDS) 
Mortality 
Health-system 
outcomes 
Length of 
rehabilitation (days) 
Institutionalisation 
Hospital readmissions 
Cost of care 
Carer outcomes 
Stress Scale (RRS) 

Verloo et al., 
2015, 2016 
Switzerland 
22,23 

Pilot RCT with 
before/ after design 
evaluating the 
feasibility, 

Home-dwelling 
adults aged ≥65 
years discharged 
from hospital 

Nurse-led multicomponent delirium detection/prevention intervention: In addition to receiving usual 
care, participants randomised to the experimental group received five patient-centred nursing 
interventions provided by a gerontology clinical nurse during five home visits. Interventions were 
separated into seven domains: assessment, detection, monitoring, support, direct care, health 

Usual 
comprehensive 
care provided 
by homecare 

Delirium symptoms 
and incidence 
CAM – baseline, and 
at each of the 

Clinical measures 
Cognition (MMSE) 
Function (ADL/IADL). 
Comorbidity burden 
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Author, year, 
Country 

Study design and aim Target population Intervention description Comparator(s) Delirium assessments Other study outcomes 

acceptability, and 
preliminary 
effectiveness of a 
nurse-led, 
multicomponent 
home-based 
intervention to 
detect and prevent 
delirium in older 
adults following 
hospital discharge. 

with home care 
prescription 

promotion, and education. These domains contained 15 nursing-specific protocols, covering 70 nursing 
activities: delirium assessment (symptoms/signs, ADL performance, biological parameters), detection 
(new delirium risk factors), monitoring (cognitive or sensorial impairment, constipation/diarrhoea, 
obesity/sarcopenia, infection, polypharmacy, sleep, mobility, falls risk, pain, comorbidities), care and 
support (physical, cognitive, psychological and emotional, spiritual, and organised support for informal 
carers), education (delirium, healthy aging, prevention of skin, urinary, and pulmonary infections, fall 
prevention, adherence to medication therapy, prevention of excessive alcohol consumption and use of 
over the counter medication, therapeutic education on healthy aging to informal carers), and 
individualised healthy aging strategies (preventing physical discomfort, mobility, nutrition, and 
hydration strategies, cognitive stimulation strategies). 

nurses. The 
precise nature 
of that care 
depended on 
the patient’s 
clinical status, 
the presence of 
informal carers, 
and the range of 
skills of the 
nursing staff at 
the homecare 
center. 

scheduled home 
visits (48-hours, 
72-hours, days 7, 14, 
21) by the GCN. 
Routine daily 
monitoring by home-
care nurses was also 
used to identify 
symptoms/signs of 
delirium (resulting in 
hundreds of CAM 
assessments 
recorded in patient 
charts). One-month 
follow-up assessment 
included CAM re-
evaluation. 
Detection 
Delirium detection 
prompted immediate 
action including 
reassurance and 
education of the 
patient and carer, 
provision of written 
materials, and 
escalation to the 
family physician 
when necessary. 
Subsequent visits 
were tailored to 
presenting symptoms 
using structured 
protocols, with all 
delirium signs 
documented using 
dimensional CAM 
scoring. 

(CIRS-G) 
Health system 
measures 
Healthcare utilisation 
Implementation / 
feasibility measures 
Feasibility, adherence 
and acceptability 

Nb: ADL – Activities of Daily Living; CAM – Confusion Assessment Method; CIRS-G – Cumulative Illness Rating Scale–Geriatric; DRS – Delirium rating scale; ED – Emergency department; FIM – Function Independence Measure; GCN – Geriatric Clinical Nurse; GDS – Geriatric Depression Scale; GHHS - 
the Geriatric Home Hospital Service; GHW – Geriatric hospital ward; HitH – Hospital in the Home; IADL – Instrumental Activities of Daily Living; LOS – Length of stay; MMSE – Mini-Mental State Examination; MNA – Mini Nutritional Assessment; RCT – Randomised control trial; RRS – Relatives’ 
Stress Scale 
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Table 2. Intervention delivery   

Author, year 
(country) 

Intervention 

Intervention design Intervention components 

When How much 
How long 
(duration) 

Who 
delivered 

Follow-up P I N CH Ex S M En Kindly Tailoring 

Caplan, 2006 
(Australia) 
24 

Hospital-in-
the-Home 

(HitH) 

Same day 
as 

hospital 
discharge 

One session per day 

Duration of 
rehabilitation 
(mean 15.97 
± 9.37 days) 

RNs, physios, 
OTs and 
doctors 

1- and 
6-months 

post-
rehabilitation 

discharge 
(i.e., post-

intervention) 

✓ ✓ ✓ ✓ ✓ 

Isaia, 2009 
(Italy) 
25 

Geriatric 
Home 

Hospital 
Service 
(GHHS) 

Same day 
as 

hospital 
discharge 

Mobility was offered three times 
per day, environmental 

modifications to prevent 
cognitive deprivation was 

offered twice per day, remaining 
components were offered once 

per day 

Duration of 
rehabilitation 
(mean 19.1 ± 

9.5 days) 

Geriatricians, 
RNs, physios, 

social 
worker, and 
counsellor. 

6-months 
post- 

hospital 
admission 

✓ ✓ ✓ ✓ ✓ ✓ ✓ 

Verloo, 
2015, 2016 
(Switzerland) 
22,23 

Nurse-led 
delirium 

detection/ 
prevention 

intervention 

48 hours 
from 

hospital 
discharge 

Five sessions delivered at 48 and 
72 hours, and at 7, 14 and 21 
days, post-hospital discharge 

1-month 
post-hospital 

discharge 
GCN 

1-month 
post-hospital 

discharge 
✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ 

NB: ED – Emergency department; GCN – geriatric clinical nurse; NR – not reported; OT – Occupational therapists; Physios – Physiotherapists; RN – registered nurse. 
Intervention components: P – Pain; I – Infection; N – Nutrition; CH – Constipation & Hydration; Ex – Exercise; S – Sleep; M – Medication; En – Environment; Kindly – being calm, patient and mindful of emotional needs 
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CAM assessments every 48 hours.24 Isaia et al. (2009) in
creased assessment frequency when confusion was ob
served, combining symptom-triggered and scheduled eval
uations. Physicians documented CAM findings, severity 
scores, precipitating factors, and non-pharmacological 
management, overseeing all clinical decisions.25 In Verloo 
et al. (2015, 2016), the GCN provided reassurance, educa
tion, safety monitoring, and escalated to the family physi
cian if deterioration occurred.22,23 None of the studies re
ported the clinical features or precipitating factors for 
incident delirium, only incidence rates. 

DISCUSSION 

This scoping review mapped the design, delivery, and mon
itoring of multicomponent, non-pharmacological delirium 
prevention interventions in community settings, examining 
how delirium risk is conceptualised and prevention ap
proaches are operationalised outside inpatient settings. 
Four articles were included that described three commu
nity-based delirium prevention interventions and partici
pant groups. In all studies, participants were identified dur
ing a hospitalisation, with delirium prevention activities 
commencing after discharge. As findings are limited to 
post-hospitalisation samples, it remains unclear how delir
ium risk is defined prior to admission or in those not re
cently hospitalised (RQ1). 

Two studies attributed delirium risk to age, frailty and 
to environmental and iatrogenic stressors associated with 
acute care settings.24,25 Notably, these studies primarily 
evaluated early discharge (“hospital at home”) models in 
which participants received comparable multicomponent 
care either at home or in hospital, suggesting that any 
observed differences in delirium outcomes may partly re
flect avoidance of hospital-related exposures rather than 
the specific effects of the intervention components. While 
this interpretation is consistent with the hypothesis that 
hospitalisation may itself be deliriumogenic,27,28 it is also 
possible that individuals who are able to remain at home 
or who are discharged earlier differ from those requiring 
longer hospitalisation in terms of medical complexity, 
functional status, or other characteristics associated with 
delirium risk. As a result, differences in baseline vulner
ability may have contributed to the observed outcomes. 
Furthermore, this interpretation does not account for pre-
existing community-based risk factors that contribute to 
vulnerability before a hospital admission, nor does it ad
dress factors that may persist or emerge following dis
charge.27,29 As such, while reducing exposure to hospital-
related stressors may represent one potential preventive 
mechanism, further research is needed to identify the com
munity-based determinants of delirium risk and the inter
vention components required to support prevention before 
and after episodes of acute illness and hospital admission. 

The third study explicitly stated that older people were 
at increased risk of delirium following hospitalisation with
out clearly articulating the mechanisms underpinning this 
risk.22,23 Consequently, these findings do not clarify who 
might remain at risk of delirium following hospital dis

charge (RQ1), highlighting a gap in understanding post-dis
charge risk profiles. There is no longitudinal data describ
ing who remains at risk, how risk changes over time, or 
when interventions (and for whom) are most needed.30‑32 

This evidence gap limits appropriate targeting and inter
vention design, particularly when based on inpatient risk 
assessments7,33,34 (RQ1, RQ3). 

Although all studies were identified as delirium preven
tion interventions, Verloo et al. (2015, 2016) incorporated 
processes for early detection and management of incident 
delirium, highlighting the practical overlap between pre
vention, monitoring, and treatment strategies in commu
nity-based care. No intervention was specifically designed 
for community-dwelling older people; instead, they drew 
on established hospital-based theoretical frameworks, such 
as the Hospital Elder Life Program (HELP) and related mul
ticomponent models,30,35 and tailored components based 
on individual needs, not setting (RQ2, RQ3). The efficacy of 
these models is well established in acute hospital settings,7,

36 and the core components selected are widely recognised 
as essential to maintaining functional independence, sup
porting recovery, and improving quality of life following 
hospitalisation.37,38 However, there is no evidence they are 
effective outside acute care, and adaptation would likely be 
required,39 which did not occur. Future research should fo
cus on identifying post-discharge delirium risk profiles and 
community-based triggers for delirium onset/recurrence, to 
inform the development of context-appropriate interven
tions that target modifiable risks in the community. 

In two studies, MDTs visited participants one-to-three 
times daily for rehabilitation length24,25; whereas the re
maining study was nurse-led, comprising of five scheduled 
sessions within 21 days of discharge22,23 (RQ2). While 
MDT-led interventions can address multifactorial risk35,40,

41; they require substantial workforce capacity, complex in
terdisciplinary coordination, and sustained funding, which 
constrains scalability.40,42,43 Nurse-led models may offer 
greater feasibility in community care; however, given delir
ium’s acute onset and fluctuating course,30 intermittent 
assessments risk missing transient episodes, limiting both 
timely detection and opportunities for effective interven
tion.37,44 Moreover, all included interventions were depen
dent on geographic proximity, limiting accessibility to peo
ple living outside catchment areas. Emerging 
caregiver-supported models have demonstrated the feasi
bility of engaging family carers in post-discharge delirium 
prevention and monitoring, suggesting a potential role for 
carers in extending delirium care and surveillance beyond 
formal healthcare contacts.45 Family-led (where available) 
or community-led approaches, combined with remote or 
virtual monitoring, may be better suited to community set
tings, mitigating resource and location constraints, while 
enabling earlier detection escalation beyond structured vis
its.37,46‑48 However, reliance on informal carers may also 
present challenges. Older adults aging alone are increasing 
in number globally,49,50 and when available, many carers 
themselves are frequently older adults or medically vul
nerable, which can limit caregiving capacity.51‑53 Conse
quently, caregiver-supported approaches may not be suit
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able or accessible for all populations. Future research 
should consider how delirium prevention interventions can 
be designed to accommodate varying levels of caregiver 
availability and support, and how prevention strategies can 
be delivered equitably to individuals who lack informal 
caregiving networks, with particular focus on feasibility, ac
ceptability, fidelity, equity, and effectiveness for early delir
ium detection and escalation in community settings. Fi
nally, delirium assessment in community care is not 
systematically implemented and remains far less estab
lished than acute care settings. This is evident by the fact 
that there is little understanding of and data on delirium 
outside of acute care settings.54 Although emerging imple
mentation frameworks for community delirium care have 
been proposed, including recommendations for screening 
(via the 4AT or FAM-CAM), assessment and management 
pathways, empirical evidence evaluating their effectiveness 
and implementation remains limited.54‑56 Importantly, 
none of the studies included in this review evaluated rou
tine implementation of screening or care pathways in com
munity practice. Addressing this evidence gap represents a 
key priority for future research, particularly to determine 
the feasibility, effectiveness, and scalability of community-
based delirium detection and management strategies. 

The assessment schedules in the included studies that 
could reliably detect delirium,24,25 required intensive work
force input that is rarely available outside research or spe
cialised outreach programs57 (RQ4), highlighting a major 
challenge in ongoing delirium surveillance once patients 
are discharged or formal interventions cease. When delir
ium was detected in the included studies, responses were 
primarily limited to referral to appropriate healthcare ser
vices or hospital readmission. However, these studies did 
not report the clinical characteristics, precipitating factors, 
or aetiology of delirium episodes. This limits the under
standing of potentially modifiable triggers and hinders the 
development of targeted prevention strategies. Future 
studies should report such characteristics to clarify risk 
profiles, identify recurrent mechanisms, and evaluate how 
emerging community delirium frameworks and pragmatic 
screening approaches can be integrated into routine care. 

LIMITATIONS 

This review has several limitations. Consistent with scoping 
methodology, we did not assess the methodological quality 
or effectiveness of included studies, limiting causal infer
ence. Restriction to peer-reviewed, English-language liter
ature may have excluded relevant grey literature, service 
models, or non-English studies, resulting in potential pub
lication and selection bias. In addition, this review focused 
on interventions explicitly designed to prevent delirium 
in community settings. Consequently, broader community-
based, transitional care, and post-discharge interventions 
that may have reported delirium outcomes but were not de
veloped with delirium prevention as a primary objective, 
may not have been captured. Future research should ex
amine delirium outcomes embedded within broader com
munity and transitional care interventions, including pro
grams designed to support hospital avoidance, facilitate 

earlier discharge, or optimise transitions between acute 
and community care, to better understand their potential 
contribution to delirium prevention outside acute care set
tings and how relevant strategies have been operationalised 
in the community. 

The review identified only three unique studies, all of 
which were conducted more than a decade ago. As a result, 
the findings may not fully reflect current clinical practice, 
healthcare systems, or advances in delirium prevention and 
management. Heterogeneity in intervention components, 
terminology, and reporting further constrained synthesis. 
Finally, the evidence base remains predominantly hospital-
orientated, with limited evaluation of delirium prevention 
strategies within routine community care and little guid
ance regarding how existing approaches may be adapted, 
implemented, and sustained in community settings. Future 
research should examine how delirium prevention strate
gies can be tailored across the continuum of care and for di
verse community-dwelling populations, including individ
uals who may avoid hospital admission through effective 
community-based support, those who may return home 
earlier from hospital settings, those requiring interventions 
to support safe transitions between care settings, and peo
ple living alone or with limited informal caregiving support. 
Contemporary, methodologically robust studies are needed 
to determine which approaches are feasible, acceptable, 
and effective for different population groups. 

CONCLUSIONS 

This review highlights a limited and fragmented evidence 
base for delirium prevention in the community. The post-
discharge period represents a critical but poorly understood 
window of vulnerability among older people. Existing in
terventions have largely translated hospital-based multi
component approaches into community settings, with lim
ited evidence to guide how prevention should be adapted to 
post-discharge risk profiles. Although emerging community 
delirium frameworks and pragmatic screening approaches 
have been proposed, their implementation and effective
ness in post-discharge care remain largely unevaluated. Fu
ture research is required to address this knowledge gap, so 
that future multicomponent delirium prevention interven
tions can target those most at risk of delirium post-dis
charge and include the most appropriate components to 
reduce that risk. Furthermore, no studies examined delir
ium occurring in the community prior to hospital admis
sion, limiting understanding of pre-hospital risk factors 
and pathways into acute care. Addressing these gaps will be 
essential to developing scalable and equitable delirium pre
vention models that span the full continuum of care. 
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