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Can an e-learning course improve nursing care
for older people at risk of delirium: a stepped
wedge cluster randomised trial
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Abstract

Background: Delirium occurs frequently in older hospitalised patients and is associated with several adverse
outcomes. Ignorance among healthcare professionals and a failure to recognise patients suffering from delirium
have been identified as the possible causes of poor care. The objective of the study was to determine whether
e-learning can be an effective means of improving implementation of a quality improvement project in delirium
care. This project aims primarily at improving the early recognition of older patients who are at risk of delirium.

Methods: In a stepped wedge cluster randomised trial an e-learning course on delirium was introduced, aimed at
nursing staff. The trial was conducted on general medical and surgical wards from 18 Dutch hospitals. The primary
outcome measure was the delirium risk screening conducted by nursing staff, measured through monthly patient
record reviews. Patient records from patients aged 70 and over admitted onto wards participating in the study were
used for data collection. Data was also collected on the level of delirium knowledge of these wards’ nursing staff.

Results: Records from 1,862 older patients were included during the control phase and from 1,411 patients during
the intervention phase. The e-learning course on delirium had a significant positive effect on the risk screening of
older patients by nursing staff (OR 1.8, p-value <0.01), as well as on other aspects of delirium care. The number of
patients diagnosed with delirium was reduced from 11.2% in the control phase to 8.7% in the intervention phase
(p = 0.04). The e-learning course also showed a significant positive effect on nurses’ knowledge of delirium.

Conclusions: Nurses who undertook a delirium e-learning course showed a greater adherence to the quality
improvement project in delirium care. This improved the recognition of patients at risk and demonstrated that
e-learning can be a valuable instrument for hospitals when implementing improvements in delirium care.

Trial registration: The Netherlands National Trial Register (NTR). Trial number: NTR2885.
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Background
Delirium is a common complication among older hospi-
talised patients. Approximately 25% of patients aged 65
and over experience delirium during a hospital stay [1].
The incidence is significantly higher among specific patient
groups, such as surgery patients [2]. Delirium in older pa-
tients is associated with a longer stay in hospital, functional
decline, admission to long-term care, and higher mortality
[3-6]. However, studies show that healthcare professionals
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often fail to recognise delirium during a hospital stay [7,8].
This might be explained by a lack of knowledge of delirium
among physicians and nurses [1,9-11].
The Frail Elderly Project (FEP) is part of a national pa-

tient safety programme launched in the Netherlands in
2008 [12]. The FEP seeks to improve care for patients
aged 70 and over, and includes a delirium care guideline
for older hospitalised patients. The project and its guide-
lines are based on existing evidence regarding care for
older patients, as well as expert opinion. The FEP delir-
ium guideline primarily aims to improve early recogni-
tion of older patients at risk of delirium through risk
screening (Table 1). This gives healthcare professionals
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Table 1 Screening instrument for delirium from the Frail
Elderly Project

Risk screening for all patients aged 70 and over.

Three questions for the patient and/or family or caregivers, asked by
nursing staff:

1. Do you experience memory problems?

2. Have you needed help with self care in the last 24 hours?

3. Have you experienced periods of confusion during earlier hospital
stay or illness?

One or more questions answered with ‘yes’ indicates a risk of
developing delirium.

Possible nursing interventions for at-risk patients

1. Observation with the Delirium Observation Screening scale

2. Prevent dehydration, infections, electrolyte disturbances et cetera

3. Adequate treatment of pain

4. Preserve nutritional level

5. Inform patients’ family

6. Improve sensory perception
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the opportunity to take action to identify and minimise
risk factors.
Previous research has demonstrated the difficulty of

putting guidelines into practice [13-15]. Although the
FEP provided hospitals with advice on the implementa-
tion of the guidelines, there were indicators that imple-
mentation was not going smoothly [16]. A lack of
knowledge and a failure to recognise patients with delir-
ium have been identified as possible causes of poor care
[7,10]. An educational tool such as e-learning could be a
valuable tool for improving delirium care. E-learning is
increasingly used in health care as a means of educating
large groups of professionals [17,18]. A review by Cook
et al. [19] has shown that the use of e-learning or ‘inter-
net-based education’ is associated with a positive effect on
the knowledge, skills, and behaviour of healthcare profes-
sionals, as well as on patient outcomes. Computer-assisted
learning aimed specifically at nurses has produced less
clear-cut results [18].
The aim of this study was to determine whether

e-learning can be an effective means of improving the
implementation of a quality improvement project. The
primary objective was to investigate whether offering
nursing staff an e-learning course in delirium care in-
creased the adherence to the FEP guideline. A further
objective of the study was to investigate the impact of
the course on nurses’ knowledge of delirium.
Methods
The rationale and design of this study has been de-
scribed previously in detail [20].
Intervention
The intervention we studied was an e-learning course on
delirium geared towards hospital nursing staff. This course
was developed by a commercial publisher (Noordhoff
Publishers), in collaboration with a Dutch hospital [21].
The researchers selected this e-learning course for the
study and requested and received permission from the
publisher for its use. The content of the e-learning course
was consistent with the Dutch guidelines regarding delir-
ium care - including the FEP delirium guideline [12,22].
The course contained information on subjects such as
clinical features of delirium, risk factors, diagnostics, pre-
vention and treatment (Table 2). It also incorporated case
studies and short tests for self-assessment, to facilitate the
learning experience.
At the time of this trial, the FEP delirium guideline

was being implemented by Dutch hospitals independ-
ently of this study. We selected an e-learning course
which offered the hospitals participating the opportunity
of supporting their own implementation process with a
course that educates nurses in delirium care.
The e-learning course had two goals: to create or

increase awareness about delirium and the associated
risks; and to increase knowledge about delirium care.
The nurses on the wards which participated received on-
line access to the course for a period of three months.
The estimated time needed to complete the course and
the test of knowledge that preceded and followed the
course, was four hours.
The e-learning course was introduced to the nursing

staff during meetings in each hospital in order to opti-
mise the nurses’ participation. In order to stimulate par-
ticipation further, e-mail reminders were sent to nurses
who had not completed the course within one month
and again to nurses who had not completed the course
within two months [23]. In addition, each ward was
provided with a monthly overview of the use and com-
pletion of the e-learning course. All the nurses who
completed the knowledge test successfully by following
the course and answering 80% of the questions correctly
received a certificate. If nurses scored less than 80% on
the test following the course, they had one opportunity
to re-take the test.

The study setting and its participants
Nineteen of the 81 hospitals that were invited initially
were enrolled in the trial. The hospitals that responded
to the invitation within the inclusion period were in-
cluded, provided they had already started implementing
the FEP. One hospital declined to participate after ini-
tially being enrolled in the study. The remaining 18 hos-
pitals participating included two university hospitals, five
teaching hospitals, and eleven general hospitals, varying
in size and geographical location.



Table 2 Content of the delirium e-learning course

Chapter Content

I. Introduction i. Introduction on the e-learning course, the
patients from the case studies and the subject

II. What is delirium? i. Introduction on the goals and content of
the chapter

ii. Definition of delirium, its clinical features
and course

iii. Risk patients, predisposing and precipitating
risk factors, and prevention

iv. Consequences of delirium

III. Risk screening i. Introduction on the goals and content
of the chapter

ii. Predisposing and precipitating risk factors
and risk screening

iii. Recording and discussing delirium risk of a
patient

IV. Preventive
interventions

i. Introduction on the goals and content
of the chapter

ii. Short overview of preventive medical
interventions

iii. Preventive nursing interventions

V. Early recognition
and diagnostics

i. Introduction on the goals and content of the
chapter

ii. The importance of early recognition of
delirious patients

iii. Delirium Observation Screening scale

iv. Confusion Assessment Method - ICU

v. Delirium and dementia, delirium tremens
and delirium caused by medication

VI. Treatment and care i. Introduction on the goals and content
of the chapter

ii. Focus of treatment and disciplines involved

iii. Medical treatment

iv. Nursing interventions regarding treatment
and care

v. Aftercare

vi. Delirium in the terminal or palliative phase

VII. More information i. References to guidelines, rapports and other
sources of information on delirium
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Data were gathered from two wards in each hospital,
typically a general medical and a surgical ward. The
e-learning trial required data from two groups of partici-
pants from each hospital: patients aged 70 and over
admitted to one of the participating wards; and the nurs-
ing staff employed on these wards. Nursing staff could
not blinded as to whether they received the intervention.
Patients and data collection staff (research nurses) were
blinded to the trial condition. However, it is possible that
they were informed of the trial condition through verbal
comments from nursing staff.
The study design and its randomisation
The study was a stepped wedge cluster randomised trial
design [24,25], lasting 11 months. The hospitals that par-
ticipated crossed over from the control to intervention
phase, as illustrated in Figure 1. At the start of the study
in May 2011, no hospital had access to the intervention,
while at the end in March 2012 all but one hospital had
been given access. The order in which the hospitals re-
ceived the intervention was randomised by assigning
computer-generated random numbers to each hospital and
subsequently sorting hospitals from the lowest number to
the highest. At the start of the study period, all hospitals
were informed of the date on which the participating wards
would receive access to the e-learning course.
The stepped wedge design resulted in data being gath-

ered from all the hospitals involved, both for the control
and the intervention phase. This reduced contamination
bias [26].
The initial power calculation for the part of the study

focused on the effect of e-learning for nurses on pro-
vided care (i.e., screening for delirium risk) resulted in a
power of 0.8, based on the following assumptions: 18
participating hospitals (36 wards); an improvement of
delirium risk screening of 20% after introduction of the
intervention; an alpha of 0.05; a total of 360 patient re-
cords for reviewing per month; an intracluster correl-
ation coefficient (ICC) of 0.1.

Outcomes and data collection
The primary outcome used to determine the effective-
ness of e-learning was the percentage of older patients
screened for delirium risk. We also looked at the num-
ber of nursing interventions received by patients identi-
fied as at-risk, as well as the use of the Delirium
Observation Screening scale (DOS scale) [27] in this pa-
tient group (Table 1). This data was gathered through
monthly reviews of patient records, from May 2011 to
the end of March 2012. Records were included if the
length of stay of the older patient, at the time of data
collection, was at least 24 hours. The aim was for re-
search nurses to review ten records per ward per month
during the study period. These research nurses did not
work for the hospital where they conducted record re-
views. Risk screening for delirium was defined as: having
used the screening instrument provided by the FEP
(Table 1) or an alternative instrument, such as the Gro-
ninger Frailty Indicator [28] and the Identification of Se-
niors At Risk or ISAR [29]. Data on the demographic
characteristics of the patients were also gathered.
Secondary outcomes included the percentage of nurses

participating in the e-learning course and changes in
nurses’ knowledge of delirium after completing the
course. These data were gathered using the web-based
course itself. Data collection through the e-learning



Figure 1 Diagrammatic illustration of the stepped wedge design. Each cell represents a moment of data gathering. The empty cells
represent data gathering in hospitals without e-learning (control phase). The white cells represent data gathering in hospitals with e-learning
(intervention phase) [20].
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course ended after the final hospitals completed their
three month period of access, at the end of June 2012.
The characteristics of the nurses working on the wards,
such as their age and level of education were collected
through the ward managers.
The research nurses conducting the record reviews

were blinded for the trial condition of the hospitals. Be-
cause the e-learning tool was used by nurses working on
the wards participating in the study, the hospitals and
wards could not be blinded to the trial condition.
Statistical analyses
All statistical analyses were performed using STATA 12
and MLwiN 2.25. We compared delirium care in the
intervention phase with that of the control phase. We
calculated absolute differences and odds ratios using
multilevel logistic regression analysis, adjusting for clus-
tering on the ward and hospital level. The outcome were
adjusted for hospital type (general or non-general); ward
type (general medicine or surgical); patients’ age and sex.
Multilevel logistic and linear regression analysis was
used to calculate the percentage of nurses participating
in the e-learning course, the percentage of participants
successfully completing the course, and the changes in
the knowledge of delirium, adjusting for hospital type;
ward type; and nurses’ age.

If a nurse failed to pass the second test on the first
attempt, and made use of the opportunity to re-take the
test, results from the second attempt were used in the
analysis.
Ethics
The study had been granted ethical approval by the Vrije
Universiteit (VU) University Medical Center in Amsterdam,
the Netherlands. According to Dutch legislation, active in-
formed consent was not required.

Results
Provided delirium care
During the study period, records from 3,320 patients
were reviewed, from all 18 hospitals and 36 wards. Of
these, 37 records were excluded from the study because
the patient was not admitted, primarily, to one of the
general medical or surgical wards participating in the
study. A further ten records were excluded because they
showed the patient was already suffering from delirium
upon arrival at the hospital. Of the 3,273 records in-
cluded, 1,862 were reviewed during the control phase
and 1,411 during the intervention phase (Table 3).
The adjusted delirium risk screening rate was 50.8%

(CI 29.9 to 72.4) in the control phase and 65.4% in the
intervention phase (CI 60.4 to 70.2) (Table 3). There was
a statistically significant effect of the e-learning course
for nurses on the risk screening for delirium among
older patients, with an OR of 1.8 (CI 1.5 to 2.3, p value
<0.01). The intra-class correlation coefficients (ICC) in
Table 4 show that 50% or more of the variance in delirium
risk screening is due to differences between hospitals.
We also found a significant effect on the number of

at-risk patients that were observed using the DOS scale,
which went up from 6.5% (CI 3.9 to 10.6) in the control
phase to 10.6% (CI 8.3 to 13.5) in the intervention phase.



Table 3 Patient characteristics and outcome measures, N = 3,273

Patient characteristics Control phase Intervention phase p

Included patient records 1,862 1,411

Patients’ age, mean (SD) 81.0 (6.3) 81.2 (6.5) 0.48

Male patients % 44.4 43.8 0.73

Admitted to a surgical ward % 49.9 47.6 0.20

Admitted to a general hospital % 61.7 59.7 0.27

Delirium risk screening % 50.8 65.4 <0.01

Use of DOS scale % 6.5 10.6 <0.01

Number of nursing interventions 2.1 2.9 <0.01

Recorded delirium diagnoses % 11.2 8.7 0.04
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The number of nursing interventions that were received
by at-risk patients, not including the DOS scale, slightly
increased from 2.1 (CI 1.5 to 2.8) in the control phase to
2.9 (CI 2.6 to 3.2) in the intervention phase. While the
number of patients for which a diagnosis of delirium
was recorded in the patient record saw a decrease, with
an OR of 0.8 (CI 0.6 to 1.0, p = 0.04) (Table 4). There
were no season fluctuations in diagnosis of delirium
(data not shown).

Participation in e-learning and knowledge of delirium
Of the 18 hospitals participating, one declined the inter-
vention when the trial was already underway, because of
organisational circumstances. In total 1,123 invitations for
the e-learning course were sent to nurses from 32 wards
(17 hospitals); 533 to nurses working in surgical wards
and 590 to nurses working in general medical wards
(Table 5). The patients from two of the wards participating
could be included in the study. However, the nurses could
not because we were unable to determine whether they
worked on a general medical or surgical ward.
Altogether, 90.8% (CI 84.7 to 94.6) of nurses started

the course by taking a test of their knowledge of delir-
ium. After attending the course for three months, 92.7%
(CI 88.9 to 95.3) of the nurses who had started the
course passed the second knowledge test, which signified
the successful completion of the e-learning course
(Table 6). On average the scores on the second test were
8.9% (CI 8.3 to 9.5, p < 0.01) higher than the scores for
the initial test. The corrected average score for the first
knowledge test was 79.6% (CI 78.9 to 80.4), compared to
88.6% (CI 88.0 to 89.2) for the second test (Table 6).
Table 4 Effect of e-learning on the provided delirium care
in odds ratios, N = 3,273

Aspect of care OR CI ICC hospital ICC ward

Risk screening 1.8 1.5 to 2.3 52.4 1.9

Use of DOS scale 1.7 1.3 to 2.2 24.2 2.1

Recorded delirium diagnosis 0.8 0.6 to 1.0 7.6 0.0
Discussion
This stepped wedge trial showed that an e-learning
course on delirium did have a significant effect on the
nursing staff ’s delirium care for older patients, as evi-
denced by the risk screening. The adjusted screening
rate was 50.8% in the control phase, compared with
65.4% in the intervention phase. The e-learning course
also showed a significant positive effect on nurses’ know-
ledge of delirium. An e-learning course on delirium ap-
pears to be a valuable addition to the efforts of hospitals
to improve delirium care. However, the goal of the FEP,
to ensure all older patients were screened for the risk of
delirium and all at-risk patients were observed using the
DOS scale, was still not achieved.
Our study found a significant increase in the know-

ledge of delirium after nurses completed the e-learning
course. Many experts have emphasised the lack of know-
ledge regarding delirium in healthcare professionals as a
cause of poor delirium care [1,9-11,30]. One study has
indicated that nurses do not understand the need for
preventive measures because the negative outcomes as-
sociated with delirium are not understood well enough
[10]. Some experts have suggested that the same is true
for clinical and strategic leaders in healthcare, leading to
a low priority being awarded to improving the recogni-
tion of delirium [30]. Besides the e-learning, and the
improvement in knowledge accompanying it, other fac-
tors - at the organisational level - might have influenced
the delirium care in the hospitals participating. An
evaluation of the Dutch patient safety programme found
several factors that influenced, positively, the implemen-
tation of the patient safety projects. These included,
among other things, the presence of an enthusiastic pro-
ject leader, having the project fit in well with existing
guidelines and procedures, and the presence of an elec-
tronic patient record [31]. These factors could, and did,
differ between the hospitals participating in our trial,
and could, potentially, have influenced their adherence
to the FEP and the effect of e-learning. This might ex-
plain the high ICCs we found.



Table 5 Nurse characteristics, N = 1,123

Nurse characteristics Non-participants Participants p

Included nurses 210 913

Nurses’ age, mean (SD)* 33.6 (11.9) 35.7 (11.3) 0.04

Male nurses %** 9.6 6.7 0.17

Working in a surgical ward % 56.7 45.4 <0.01

Working in a general hospital % 58.6 60.5 0.61

Level of education: vocational %*** 74.1 75.2 0.78

Level of education: university %*** 25.9 24.8 0.78

*Missing values: 179.
**Missing values: 69.
***Missing values: 193
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We did not include a time variable in the model to ac-
count for a time effect as suggested by Hussey et al. [25].
The time variable is an important point in stepped
wedge designs. One should include the time variable in
the model if it can be assumed that delirium is subject
to change over time. Balan et al. found a possible sea-
sonal influence on diagnosis of delirium in a geriatric
hospital [32]. However, we did not find a seasonal influ-
ence on the diagnosis of delirium. This may be due to
the relative low amount of events. Besides, several
calendar-related effects, change in staff, change in clin-
ical management are hospital dependent and reflected in
the clustering on hospital level. Therefore we decided
not to include the time variable in the model. Besides,
by including several measurement points over time, the
timeframe is included in the model itself.
The intervention may be associated with competing

events, such as discharge. As the association between
delirium and length of hospital stay can go two ways
(a longer hospital stay can increase the risk of delirium,
while a delirium will likely increase the length of stay)
authors felt that such an analysis was beyond the scope
of this article. However, it would be an interesting sub-
ject for further research in delirium care.
The main strengths of this trial include its large sample

size, both of patients and nurses [18], high participation
rates for the e-learning course and the inclusion of both
surgical and general medical wards. The stepped wedge de-
sign enabled a practical evaluation of the effects of an
e-learning course, while offering the methodological advan-
tage of using the participating wards as their own control.
Table 6 Results of the delirium e-learning course for nurses

N %

Participation 944 90.8

Successful completion 792 92.7

Mean score initial test 904 79.6

Mean score second test 904 88.6

Mean difference 904 8.9
The limitations of the study include a potential delay
in the intervention effect, resulting from the relatively
late uptake of the e-learning course by nurses. All wards
were given access to the e-learning course for the period
of three months, but most nurses participated in the
course only at the end of this period. This would mean
that although the wards had entered, officially, the inter-
vention phase of the trial, minimal effects of the inter-
vention could be expected in the first and second
month. This could mean that the effect of e-learning on
delirium care was actually larger than was calculated. An-
other limitation is that the first date of delirium diagnosis
was not recorded. Therefore it was not possible to study if
the intervention reduces the delirium (hazard) rate.
In addition, the nurses were dependent for data collec-

tion on information written in the patient record, which
might not always have been complete [33,34]. Nonethe-
less, screening without proper registration would have
the same results for the patient as not screening at all
because the screening of patients for increased risks or
the presence of delirium can only benefit patients when
all the relevant care professionals are aware of the out-
come. Also, there was no indication that the documenta-
tion in patient records differed between the control and
intervention phase.
The FEP was part of a national patient safety programme

which ended in December 2012, when all hospitals were
expected to have implemented, successfully, all aspects of
this programme. This external deadline could have had a
positive influence on the implementation of the FEP, which
could have had an impact on our findings. However, the
CI ICC hospital ICC ward

84.7 to 94.6 8.8 18.7

88.9 to 95.3 10.7 2.0

78.9 to 80.4 1.9 0.0

88.0 to 89.2 1.9 0.0

8.3 to 9.5 1.9 0.0
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evaluation of the patient safety programme, has shown that
despite this deadline, several of its projects did not show
an increase in implementation during 2012 [31]. In
addition, any role the external pressure played in hospitals
was present both during the control and the intervention
phase.

Conclusion
This study demonstrated that an e-learning course on
delirium aimed at nurses from general medical and sur-
gical wards of Dutch hospitals improved the delirium
care provided by nurses, and decreased the number of
older patients diagnosed with delirium. It showed that
by following an e-learning course nurses could build
upon their existing knowledge of delirium care. Our
findings support the view that educational approaches
focussed on increasing awareness of delirium and in-
creasing knowledge on delirium management, are a
valuable tool for healthcare organisations in promoting
better delirium care for their older patients.

Abbreviations
FEP: Frail elderly project; DOS scale: Delirium observation screening scale.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
CW, ML, and LS collectively developed the study design. CW conceived
of the study, and led the application for current funding through the
Dutch Ministry of Health, Welfare and Sport. LS and RI were involved in
the acquisition of data. LS did most of the analyses and wrote the first draft
and final revision of this manuscript. CW, ML and RI reviewed the manuscript
and provided input into initial and final revisions. All authors read and
approved the final manuscript.

Authors’ information
Lotte van de Steeg and Roelie IJkema are the researchers. Maaike Langelaan is a
senior researcher. Cordula Wagner is a professor and program coordinator.

Acknowledgements
This study was funded by a research grant from the Dutch Ministry for
Health, Welfare and Sport.
We gratefully acknowledge the assistance of Peter Spreeuwenberg
(NIVEL, Utrecht), publisher Noordhoff, and the staff and patients of the
18 hospitals participating.

Author details
1NIVEL, Netherlands institute for health services research, P.O. Box 1568,
Utrecht 3500 BN, The Netherlands. 2EMGO Institute for Health and Care
Research, VU University Medical Centre, Amsterdam, The Netherlands.

Received: 1 November 2013 Accepted: 15 May 2014
Published: 27 May 2014

References
1. Schuurmans MJ, Duursma SA, Shortridge-Baggett LM: Early recognition of

delirium: review of the literature. J Clin Nurs 2001, 10(6):721–729.
2. Mittal V, Muralee S, Williamson D, McEnerney N, Thomas J, Cash M, Tampi

RR: Delirium in the elderly: A comprehensive review. Am J Alzheimers Dis
Other Demen 2011, 26(2):97–109.

3. Anderson D: Preventing delirium in older people. Br Med Bull 2005,
74(1):25–34.
4. Witlox J, Eurelings LSM, de Jonghe JFM, Kalisvaart KJ, Eikelenboom P, van
Gool WA: Delirium in elderly patients and the risk of postdischarge
mortality, institutionalization and dementia. JAMA 2010, 304(4):443–451.

5. Eeles EM, Hubbard RE, White SV, O'Mahony MS, Savva GM, Bayer AJ:
Hospital use, institutionalisation and mortality associated with delirium.
Age Ageing 2010, 39(4):470–475.

6. Siddiqi N, House AO, Holmes JD: Occurrence and outcome of delirium in
medical in-patients: a systematic literature review. Age Ageing 2006,
35(4):350–364.

7. Rice KL, Bennett M, Gomez M, Theall KP, Knight M, Foreman MD: Nurses’
recognition of delirium in the hospitalized older adult. Clin Nurse Spec
2011, 25(6):299–311.

8. Kuehn BM: Delirium often not recognized or treated despite serious
long-term consequences. JAMA 2012, 304(4):389–395.

9. Inouye SK, Foreman MD, Mion LC, Katz KH, Cooney LM: Nurses’ recognition
of delirium and its symptoms. Arch Intern Med 2001, 161(20):2467–2473.

10. Flagg B, Cox L, McDowell S, Mwose JM, Buelow JM: Nursing identification
of delirium. Clin Nurse Spec 2010, 24(5):260–266.

11. Davis D, MacLullich A: Understanding barriers to delirium care: a
multicentre survey of knowledge and attitudes amongst UK junior
doctors. Age Ageing 2009, 38(5):559–563.

12. Frail Elderly. [http://www.vmszorg.nl/_page/vms_inline?nodeid=4571&
subjectid=6702&configid=6484] In Dutch.

13. Cabana MD, Rand CS, Powe NR, Wu AW, Wilson MH, Abboud PA, Rubin HR:
Why don't physicians follow clinical practice guidelines? A framework for
improvement. JAMA 1999, 282(15):1458–1465.

14. Grol R: Successes and failures in the implementation of evidence-based
guidelines for clinical practice. Med Care 2001, 39(8):II46–II54.

15. Bauer MS: A review of quantitative studies of adherence to mental
health clinical practice guidelines. Harv Rev Psychiatry 2002, 10:138–153.

16. IGZ (Dutch Healthcare Inspectorate): The results count hospitals 2010 Utrecht;
2012. In Dutch.

17. Wong G, Greenhalgh T, Pawson R: Internet-based medical education: a
realist review of what works, for whom and in what circumstances.
Med Educ 2010, 10:12.

18. Bloomfield JG, While AE, Roberts JD: Using computer assisted learning
for clinical skills education in nursing: integrative review. JAN 2008,
63(3):222–235.

19. Cook DA, Levinson AJ, Garside S, Dupras DM, Erwin PJ, Montori VM: Internet-
based learning in the health professions. JAMA 2008, 300(10):1181–1196.

20. Van de Steeg L, Langelaan M, Ijkema R, Wagner C: The effect of a
complementary e-learning course on implementation of a quality
improvement project regarding care for elderly patients: a stepped
wedge trial. Impl Sci 2012, 7:13.

21. Course offerings; Course delirium. [http://www.noordhoff-health.nl/wps/
portal/zorg/e-learning-ziekenhuizen-verpleegkundige/cursusaanbod] In Dutch.

22. Van der Mast RC, Huyse FJ, Droogleever Fortuijn HA, Heeren TJ, Izaks GJ,
Kalisvaart CJ, Klijn FAM, Leentjens AFG, Sno HN, Schuurmans MJ, Wilterdink
J, Hovestadt A, Kroeze MM, Rosier PFWM: Guideline delirium. Amsterdam:
Nederlandse vereniging voor psychiatrie; 2004. In Dutch.

23. Abdolrasulnia M, Collins BC, Casebeer L, Wall T, Spettell C, Ray MN,
Weissman NW, Allison JJ: Using email reminders to engage physicians in
an Internet-based CME intervention. BMC Med Educ 2004, 4:17.

24. Mdege ND, Man M, Taylor (nee Brown) CA, Torgerson DJ: Systematic
review of stepped wedge cluster randomized trials shows that design is
particularly use to evaluate interventions during routine implementation.
J Clin Epidemiol 2011, 64(9):936–948.

25. Hussey MA, Hughes JP: Design and analysis of stepped wedge cluster
randomized trials. Contemp Clin Trials 2007, 28(2):182–191.

26. Brown CA, Lilford RJ: The stepped wedge trial design: a systematic
review. BMC Med Res Methodol 2006, 6:54.

27. Van Gemert LA, Schuurmans MJ: The Neecham Confusion Scale and the
Delirium Observation Screening Scale: capacity to discriminate and ease
of use in clinical practice. BMC Nurs 2007, 6:3.

28. Steverink N, Slaets JPJ, Schuurmans H, van Lis M: Measuring frailty:
Developing and testing the GFI (Groningen Frailty Indicator).
Gerontologist 2001, 41(1):236–237.

29. McCusker J, Bellavance F, Cardin S, Trépanier S, Verdon J, Ardman O:
Detection of older people at increased risk of adverse health outcomes
after an emergency visit: the ISAR screening tool. J Am Geriatr Soc 1999,
47(10):1229–1237.

http://www.vmszorg.nl/_page/vms_inline?nodeid=4571&subjectid=6702&configid=6484
http://www.vmszorg.nl/_page/vms_inline?nodeid=4571&subjectid=6702&configid=6484
http://www.noordhoff-health.nl/wps/portal/zorg/e-learning-ziekenhuizen-verpleegkundige/cursusaanbod
http://www.noordhoff-health.nl/wps/portal/zorg/e-learning-ziekenhuizen-verpleegkundige/cursusaanbod


van de Steeg et al. BMC Geriatrics 2014, 14:69 Page 8 of 8
http://www.biomedcentral.com/1471-2318/14/69
30. Teodorczuk A, Reynish E, Milisen K: Improving recognition of delirium in
clinical practice: a call for action. BMC Geriatr 2012, 12:55.

31. de Blok C, Koster E, Schilp J, Wagner C: Implementation national patient
safety programme. Evaluation study in Dutch hospitals. EMGO+/NIVEL:
Amsterdam/Utrecht; 2013. In Dutch.

32. Balan S, Leibovitz A, Freedman L, Blagman B, Ruth M, Ady S, Habot B:
Seasonal variation in the incidence of delirium among the patients of a
geriatric hospital. Arch Gerontol Geriatr 2001, 33(3):287–293.

33. Zegers M, de Bruijne MC, Spreeuwenberg P, Wagner C, Groenewegen PP,
van der Wal G: Quality of patient record keeping: an indicator of the
quality of care? BMJ Qual Saf 2011, 20(4):314–318.

34. Milisen K, Foreman MD, Wouters B, Driesen R, Godderis J, Abraham IL, Broos
PLO: Documentation of delirium in elderly patients with hip fractures.
J Gerontol Nurs 2002, 28(11):23–29.

doi:10.1186/1471-2318-14-69
Cite this article as: van de Steeg et al.: Can an e-learning course
improve nursing care for older people at risk of delirium: a stepped
wedge cluster randomised trial. BMC Geriatrics 2014 14:69.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Methods
	Results
	Conclusions
	Trial registration

	Background
	Methods
	Intervention
	The study setting and its participants
	The study design and its randomisation

	Outcomes and data collection
	Statistical analyses
	Ethics

	Results
	Provided delirium care
	Participation in e-learning and knowledge of delirium

	Discussion
	Conclusion
	Abbreviations
	Competing interests
	Authors’ contributions
	Authors’ information
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


