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ABSTRACT
Introduction Delirium is a major public health issue for 
surgical patients and their families because it is associated 
with increased mortality, cognitive and functional decline, 
prolonged hospital admission and increased healthcare 
expenditures. Based on preliminary data, this trial tests the 
hypothesis that intravenous caffeine, given postoperatively, 
will reduce the incidence of delirium in older adults after 
major non- cardiac surgery.
Methods and analysis The CAffeine, Postoperative 
Delirium And CHange In Outcomes after Surgery- 2 
(CAPACHINOS- 2) Trial is a single- centre, placebo- 
controlled, randomised clinical trial that will be conducted 
at Michigan Medicine. The trial will be quadruple- blinded, 
with clinicians, researchers, participants and analysts 
all masked to the intervention. The goal is to enrol 250 
patients with a 1:1:1: allocation ratio: dextrose 5% in 
water placebo, caffeine 1.5 mg/kg and caffeine 3 mg/
kg as a caffeine citrate infusion. The study drug will be 
administered intravenously during surgical closure and 
on the first two postoperative mornings. The primary 
outcome will be delirium, assessed via long- form 
Confusion Assessment Method. Secondary outcomes 
will include delirium severity, delirium duration, patient- 
reported outcomes and opioid consumption patterns. A 
substudy analysis will also be conducted with high- density 
electroencephalography (72- channel system) to identify 
neural abnormalities associated with delirium and Mild 
Cognitive Impairment at preoperative baseline.
Ethics and dissemination This study was approved by 
the University of Michigan Medical School Institutional 
Review Board (HUM00218290). An independent data and 
safety monitoring board has also been empanelled and has 
approved the clinical trial protocol and related documents. 
Trial methodology and results will be disseminated via 
clinical and scientific journals along with social and news 
media.
Trial registration number NCT05574400.

INTRODUCTION
Delirium is a syndrome characterised by 
failure of basic cognitive functions and affects 
approximately 20%–50% of older surgical 
patients.1 2 Delirium during surgical recovery 

is associated with increased mortality,3 cogni-
tive and functional decline,4 5 and prolonged 
hospitalisation.6 In fact, 3- year survival rates 
for acutely hospitalised patients with delirium 
and subsyndromal delirium are both less 
than 50%.7 Delirium also creates a substantial 
economic burden, with total healthcare cost 
estimates ranging from US$38 to US$152 
billion annually.8 Older age is predictive of 
delirium after surgery,9–11 and with aging 
surgical populations, the incidence of post-
operative delirium and related complications 
are likely to increase in the coming years.

Caffeine represents a novel, neurobiolog-
ically informed candidate intervention for 
preventing postoperative delirium. Caffeine 
promotes arousal and improves cogni-
tive function by facilitating information 
processing.12–14 Moreover, human volunteer 
studies have demonstrated that caffeine 
accelerates emergence from anaesthesia 
and allows for earlier psychomotor testing 
after general anaesthesia.15 In a small single- 
centre trial, caffeine also reduced the prev-
alence of postanaesthesia care unit (PACU) 
delirium.16 This was, however, a post hoc 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ Randomised, placebo- controlled clinical trial to test 
the effects of caffeine on postoperative cognitive 
and clinical recovery in older adults.

 ⇒ The trial will be quadruple- blinded: clinicians, par-
ticipants, researchers and analysts will be blinded 
to intervention allocation.

 ⇒ An independent data and safety monitoring board 
will monitor study operations.

 ⇒ High- density electroencephalography will be used 
to identify neural processes associated with deliri-
um and related neurocognitive disorders.

 ⇒ The single- centre nature of the trial may limit 
generalisability.
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analysis. Substudy analyses from this trial also revealed 
that caffeine improves cortical dynamics supporting 
cognition.17 These findings have not yet been corrobo-
rated by other perioperative clinical trials, as prior trials 
have not focused on delirium as the primary outcome. 
In fact, many of these trials did not include any cognitive 
outcomes (table 1).16 18–23

The objective of this trial is to test the effects of caffeine 
on postoperative cognitive and clinical recovery. Specifi-
cally, this study tests the primary hypothesis that caffeine 
will reduce the incidence of postoperative delirium. The 
secondary objectives are to (1) test whether caffeine 
positively impacts the quality of postoperative recovery 
via validated patient- reported measures and (2) identify 
neural abnormalities associated with delirium and mild 
cognitive impairment via advanced electroencephalo-
graphic (EEG) analysis.

METHODS AND ANALYSIS
Trial overview and design
The CAffeine, Postoperative Delirium And CHange IN 
Outcomes after Surgery (CAPACHINOS)- 2 Trial is a 
randomised, placebo- controlled clinical trial conducted 
at Michigan Medicine. The trial has been approved by 
the University of Michigan Medical School Institutional 
Review Board (HUM00218290), and written consent will 
be obtained from all trial participants. Additional consent 
provisions will also be provided for data sharing and future 
research. The trial was registered on  ClinicalTrials. gov 
(NCT05574400, 10 October 2022, principal investigator 
(PI): PEV) and the complete trial protocol is available in 
online supplemental appendix 1. CAPACHINOS- 2 also 
meets criteria put forth by the Standard Protocol Items 
for Randomised Trials (online supplemental appendices 

2 and 3 for written informed consent document). Any 
required protocol amendments will be communicated to 
the University of Michigan Medical School Institutional 
Review Board, National Institute on Aging and data and 
safety monitoring board (DSMB). Amendments will also 
be logged in the full clinical trial protocol (online supple-
mental appendix 1).

The trial will follow a parallel arm design, with a 1:1:1 
allocation ratio (placebo: 1.5 mg/kg caffeine; 3 mg/kg 
caffeine) (figure 1). Participants will be block- randomised, 
and randomisation will also be stratified by age (70–74 
vs ≥75 years of age) and sex. The randomisation scheme 
was developed by the study statistician team (GM and 
EJ), and the randomisation schedule will be managed 
by the hospital research pharmacy. The study will follow 
a quadruple- blinded design: participants, researchers, 
clinicians and analysts will be blinded to the intervention.

Eligibility criteria
Patients ≥70 years of age presenting for major non- 
cardiac, non- intracranial, non- major vascular (eg, oper-
ations above the diaphragm) surgery with anticipated 
hospital length of stay at least 48 hours will be eligible for 
the trial. Exclusion criteria include the following: emer-
gency surgery, outpatient surgery, severe cognitive impair-
ment precluding capacity for informed consent, seizure 
disorder history, intolerance or allergy to caffeine, weight 
>130 kg (as a 3 mg/kg dose would approach the upper 
limit of daily intake recommended by the Food and Drug 
Administration), enrolment in a conflicting study, acute 
hepatic failure (inadequate caffeine metabolism), acute 
kidney injury preoperatively (which may impair caffeine 
clearance), diagnosis of pheochromocytoma (to avoid 
unsafe increases in blood pressure), severe audiovisual 

Table 1 Perioperative caffeine trials

Study Description Primary outcome Cognitive outcomes

Hampl et al 
199518

Small clinical trial of habitual caffeine users (n=40). 
Caffeine administration on the day of surgery reduced 
postoperative headache risk.

Postoperative headache  ► None

Weber et al 
199719

Prophylactic intravenous caffeine reduced risk of 
postoperative headache in surgical outpatients (n=234) 
with headache risk factors.

Postoperative headache  ► None

Gouda 201020 Time to eye opening, extubation and response to 
commands were reduced in patients with obstructive 
sleep apnoea randomised to caffeine (n=30).

Not specified  ► Time to eye opening and response 
to commands with anaesthetic 
emergence

Steinbrook et 
al 201321

Nausea was more common in participants randomised to 
caffeine (16/62, 26%) compared with placebo (7/69, 10%).

Postoperative nausea 
and vomiting

 ► None

Lagier et al 
201822

Caffeine was not associated with a reduced risk of new 
postoperative atrial fibrillation (n=110 participants).

Postoperative atrial 
fibrillation

 ► None

Liu et al 202123 Postoperative caffeinated green tea administration 
(n=40) was associated with reduced time to return of 
gastrointestinal function compared with placebo (n=40).

Time to postoperative 
recovery of 
gastrointestinal function

 ► None

Vlisides et al 
202116

Intravenous caffeine, administered intraoperatively 
(n=30), did not reduce postoperative opioid consumption 
compared with placebo (n=30).

Postoperative opioid 
consumption

 ► Postoperative delirium (PACU through 
postoperative day three)

 ► Executive function—trail making test

PACU, postanaesthesia care unit.
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impairment preventing participation in cognitive func-
tion testing and non- English speaking.

Interventions
Participants will be block randomised with a 1:1:1 alloca-
tion ratio (placebo: 1.5 mg/kg caffeine: 3 mg/kg caffeine) 
in a three- arm parallel design as previously described. 
Prepared intravenous syringe solutions of dextrose 5% in 
water (D5W) placebo or caffeine citrate will be directly 
delivered to the operating room prior to the surgery of 
enrolled participants. For the next two postoperative 
mornings, the study drug will be given with scheduled, 
morning medications between approximately 8:30–9:30 
hours as administered and overseen by a research team 
nurse.

Each dose was chosen based on preliminary data 
and literature review. First, the lower dose (1.5 mg/kg, 
approximately one cup of coffee24) might lower the risk 

of adverse side effects (eg, nausea, vomiting, anxiety).22 
Second, reduced dosing may also be appropriate for 
older populations, as the cognitive effects of caffeine 
may be more pronounced with age.25 Serum caffeine 
concentration also increases with age, as the total volume 
of caffeine distribution is reduced in older patients.26 
As such, higher peak serum caffeine concentrations 
are observed with advancing age after both intravenous 
and oral administration.26 The higher dose of 3 mg/kg 
(approximately two cups of coffee24) might provide added 
cognitive benefit.27 In fact, the mean weight- based dose 
for participants receiving caffeine and not experiencing 
any delirium in our preliminary trial was 3 mg/kg.16 Addi-
tive cognitive benefit has also been observed with this 
dose, particularly for domains relevant to delirium (eg, 
attention, vigilance)28–31 and after sleep deprivation,32 
which is commonly experienced in the hospital setting. 

Figure 1 Consolidated Standards of Reporting Trials flow diagram presented. The design is a three- arm parallel 
design with a 1:1:1 allocation ratio (placebo: low- dose caffeine: high- dose caffeine). D5W, dextrose 5% in water; EEG, 
electroencephalography.

 on A
pril 23, 2024 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2023-073945 on 15 M

ay 2023. D
ow

nloaded from
 

http://bmjopen.bmj.com/


4 Vlisides PE, et al. BMJ Open 2023;13:e073945. doi:10.1136/bmjopen-2023-073945

Open access 

Nonetheless, this higher dose may also be associated 
with additional side effects (eg, anxiety, gastrointestinal 
distress, nausea/vomiting), so multiple dosing arms will 
help determine optimal dosing to maximise benefit- to- 
risk ratios.

The study drug will be administered as an intravenous 
infusion, using an infusion pump, over 30 (±5) min at 
three time points: (1) the beginning of surgical closure 
during the operation, (2) first postoperative morning 
and (3) second postoperative morning. The lower dose 
will consist of 1.5 mg/kg caffeine base, and higher dose 
will contain 3 mg/kg caffeine base; both caffeine drugs 
will be dissolved in 40 mL of D5W. No dose or timing 
changes are anticipated, and the infusion will be adminis-
tered over the entire 30 (±5) min. A research team nurse 
will oversee the drug administration and monitor blood 
pressure (every 5 min), heart rate, heart rhythm (via five- 
lead electrocardiography), and continuous pulse oxim-
etry for the full 30 min infusion. This monitoring will 
continue for 10 min after the infusion, then monitoring 
will continue per standard clinical protocols for each 
hospital unit. The study drug will be prepared, handled, 
and stored per standard hospital pharmacy protocols 
as described in the complete trial protocol (see online 
supplemental appendix 1). Clinical teams will be notified 

of any adverse drug reactions, and the infusion will be 
stopped for any concerns or adverse events suspected in 
relation to the drug infusion.

Outcomes
Timing of outcomes is presented in figure 2, which illus-
trates participant flow through the trial. The primary 
outcome is delirium, rated using the long- form Confu-
sion Assessment Method (CAM).33 The CAM will be rated 
based on a brief cognitive screen that includes testing of 
sustained attention, short- term recall, orientation and the 
Delirium Symptom Interview as previously described.34–36 
Signs of acute change as reported by family members, care 
partners and/or clinicians will also be incorporated into 
the CAM ratings. This cognitive testing and CAM rating 
will occur at preoperative baseline, 1 hour after PACU 
admission, and twice daily for the first three postoperative 
days. A daily chart review method will be performed to 
complement CAM screening,37 which will be particularly 
useful if in- person CAM screening is not possible for a 
given day. Research team members will undergo formal 
CAM training, which will entail video training (available 
via American Geriatrics Society CoCare website: https:// 
help.agscocare.org) and educational sessions with PEV 
and AM, as our team has used this training programme 

Figure 2 Participant flow through the trial is illustrated. Baseline clinical and cognitive assessments will take place during 
preoperative enrolment. Whole- scalp, wireless, high- density (72- channel) electroencephalography (EEG) recordings will take 
place immediately prior to surgery, intraoperatively and during the early stages of postanaesthesia care unit (PACU) recovery. 
A low- resolution four- channel system will then be used for recordings during drug infusion on the subsequent mornings. The 
study drug will be given during surgical closure and again during the first two postoperative mornings. A follow- up survey will 
then be conducted 30 days after discharge. AD8, Eight- item Informant Interview to Differentiate Ageing and Dementia; CAM, 
Confusion Assessment Method; IADL, Independent Activities of Daily Living; MoCA, Montreal Cognitive Assessment; PONV, 
Postoperative Nausea and Vomiting; PROMIS, Patient- Reported Outcomes Measurement Information System; QoR, Quality of 
Recovery; RASS, Richmond Agitation Sedation Scale; VAS, Visual Analogue Scale; AM, Ante Meridiem; PM, Post Meridiem.
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for previous trials.2 38–40 After this initial training, trainees 
will then accompany fully trained team members during 
CAM interviews, and trainees will independently conduct 
their own CAM assessment. Trainees will need to achieve 
agreement on final CAM scores (ie, delirium or no 
delirium) for two non- delirious and two delirious partic-
ipants before independently assessing trial participants 
with the CAM. Group inter- rater reliability assessment will 
then be tested every 6 months using previously described 
methods.41

Secondary and exploratory outcomes
Secondary outcomes are presented in table 2. These 
outcomes relate to both delirium (eg, delirium severity, 
delirium duration) and patient- reported quality of 
recovery. Given the effects of caffeine on perioperative 
headache, pain and opioid consumption,18 19 39 these 
endpoints will also be tested and reported. Exploratory 
outcomes will include anaesthetic emergence time (time 
from surgical closure finish to extubation), postoperative 
pulmonary complications (eg, reintubation), hospital 
length of stay, discharge disposition and 30- day Montreal 

Cognitive Assessment and Patient- Reported Outcomes 
Information Measurement System Physical Function 10a 
scores. Additional exploratory and safety outcomes are 
included in online supplemental appendix 1.

Control variables and other assessments
Daily caffeine intake (number of daily beverages, n) will 
be assessed among participants. Baseline function will 
also be evaluated via preoperative Eight- item Informant 
Interview to Differentiate Aging and Dementia (AD8),42 
Montreal Cognitive Assessment43 and Instrumental Activi-
ties of Daily Living.44 Nausea and vomiting will be assessed 
via the Postoperative Nausea and Vomiting Intensity 
Scale45 in the PACU and on the first two postoperative 
afternoons. Baseline variables and other confounders will 
be incorporated into statistical models as outlined below 
(see the Statistical analysis section).

Data management
Data collection will be the responsibility of the clinical 
trial staff under the supervision of the study PI (PEV). 
Research data will initially be reported on paper case 

Table 2 Primary and secondary trial outcomes

Outcomes Endpoint Justification for endpoint

Primary outcome

Delirium Long- form Confusion Assessment Method (CAM), 
scored based on brief cognitive screening tests, 
obtained 1 hour after PACU admission and twice daily 
for the first three postoperative days. The CAM will be 
complemented by a validated chart review method37 53 
to mitigate missing delirium assessments.

The CAM is the most widely used measure for identification of 
delirium worldwide, validated in >22 studies with sensitivity and 
specificity of >90%033 54 55

Secondary outcomes

Delirium 
severity

Measured via the same long- form CAM (CAM- S 
score).56

CAM- S is a continuous scoring metric based on the long- form CAM 
(scored 0–19, 19=highest severity). The CAM- S demonstrates high 
inter- rater reliability (0.88–0.92) and strong correlation with important 
clinical outcomes, including hospital length of stay, cognitive and 
functional decline, discharge disposition and mortality.56

Delirium 
duration

Measured by the cumulative no of days (n) with a 
positive delirium screen.

Delirium duration is associated with poor hospital outcomes.57

Quality of 
recovery

Patient- reported 15- item Quality of Recovery 
score,58 which will be assessed in the afternoon on 
postoperative day three.

The original Quality of Recovery59 scale has been used for 20 years 
in perioperative clinical trials research. Extensive validity,60 reliability60 
and minimal clinically important difference data61 have been 
published. This scale was also recently endorsed by the Standardised 
Endpoints in Perioperative Medicine Initiative.62 Caffeine is postulated 
to ameliorate pain and postoperative confusion, which are each 
independently associated with poor recovery on this scale.63

Sedation and 
agitation

Sedation and Agitation will be measured by the 
Richmond Agitation Sedation Scale, (RASS) with a 
score of −2 to −5 reflecting sedation, and +2 to +4 
indicative of agitation. Timing of the RASS assignments 
will align with each CAM assessment for delirium.

As described in the main text, caffeine enhances arousal via key 
neurochemical pathways. As such, caffeine may mitigate sedation and 
states related to hypoactive delirium in the early postoperative setting.

Headache Headache severity will be measured via 10 centimeter 
visual analogue scale. Assessments will take place 
1 hour after PACU arrival and twice daily as aligned with 
delirium assessments.

Preliminary clinical trial data suggest that caffeine can reduce 
perioperative rebound headache in habitual caffeine users.19

Opioid 
consumption

Cumulative opioid consumption, in oral morphine 
equivalents (mg) from PACU arrival through 
postoperative day three afternoon, will be measured.

Preliminary data suggest that intravenous caffeine, administered 
during early postoperative recovery, may lead to increased 
postoperative opioid consumption.16

CAM, Confusion Assessment Method; PACU, postanaesthesia care unit; RASS, Richmond Agitation Sedation Scale.
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report forms during patient interactions, and these 
deidentified data will be uploaded to the Research Elec-
tronic Data Capture (REDCap) application. This is an 
electronic database that resides on a secured, password- 
protected network managed by the Michigan Institute 
for Clinical and Health Research (National Institutes of 
Health- funded Clinical and Translational Science Awards 
institute of the University of Michigan). Quality control 
procedures will also be implemented beginning with the 
data entry system, and data quality checks will be gener-
ated. The Michigan Institute for Clinical and Health 
Research also performs routine, scheduled maintenance 
and quality control checks on the REDCap system. The 
REDCap system also incorporates logic that requires 
appropriate responses and missing/incorrect data are 
readily and transparently highlighted. We will also request 
independent audits by the Michigan Institute for Clinical 
& Health Research during trial operations.

Statistical analysis
Descriptive statistics will initially be calculated, with cate-
gorical outcomes presented as proportions (frequen-
cies) and continuous data presented as means (±SD) or 
medians (IQR). Normality of distribution will be assessed 
using the Shapiro- Wilk test, and parametric or non- 
parametric tests will be applied as appropriate.

As mentioned previously, postoperative delirium will 
serve as the primary endpoint as assessed through the 
first three postoperative days as previously described. 
The primary analytical test will be a multivariable logistic 
regression model that will follow the generalised esti-
mating equations (GEEs) approach. Independent vari-
ables will include the placebo group (reference), 1.5 mg/
kg caffeine group, 3 mg/kg caffeine group, baseline 
caffeine intake and a priori variables that may inde-
pendently predict delirium (eg, age, male sex, American 
Society of Anesthesiologists Physical Status score, baseline 
cognitive function via Montreal Cognitive Assessment, 
baseline functional status via Instrumental Activities of 
Daily Living, depression and epidural use46). Baseline 
cohort imbalances, defined by absolute standardised 
differences >0.20, will also be included in this model. 
Missing delirium data will be assessed for randomness 
using the Little’s Missing Completely at Random Test. If 
data are missing at random, imputation will be performed, 
and these results will be compared with results with the 
actual data in a supplementary appendix. If data are not 
missing at random, no imputation will be performed, and 
the Cochrane- Armitage test will be used to assess for the 
proportion of missing data across each arm.

For secondary endpoints, a similar GEE- based approach 
will be used. Within- group and between- group compari-
sons will be analysed based on coefficients in the model. 
This approach also allows for flexibility with missing data. 
Unstandardised beta coefficients will be presented with 
95% CIs and p values (<0.05 will be considered statistically 
significant). All GEE models will use the empirical param-
eter estimates with an exchangeable correlation matrix. 

As indicated previously, models will adjust for baseline 
cohort imbalances. Additionally, for Quality of Recovery 
and headache severity, the differential effect of habitual 
caffeine consumption and group will be tested. This 
will be tested via interaction term of habitual caffeine 
consumption with caffeine group (placebo, 1.5 mg/kg 
caffeine, 3 mg/kg caffeine). The daily number of caffein-
ated beverages will be recorded for each participant, and 
the resulting distribution will be analysed and used to 
inform the most appropriate categorisation of habitual 
caffeine users (eg, non- users, low use, high use).

Sample size and power calculations
Sample size calculations were conducted via GEE Tests 
for Multiple Proportions in a Cluster- Randomised Design 
with Power Analysis and Sample Size Software (2022; 
NCSS).47 Significance level (α) was set at 0.05. A post-
operative delirium incidence (including the PACU time 
frame) of 30% was conservatively estimated based on our 
preliminary trial.16 A sample size of 250 participants will 
provide between 80% and 95% power assuming a control 
group delirium incidence of 30%, 10–30% in the 1.5 mg/
kg group and 10%–15% in the 3 mg/kg group. These 
effect sizes are estimated from our preliminary trial data 
with a similar dosing range (1.7–4.5 mg/kg; median dose 
2.5 mg/kg) and absolute risk reduction >20%.16 Increased 
potency may be expected with older patients given the 
reduced pharmacologic volume of distribution26 and a 
possible age- caffeine interaction effect with respect to 
cognition.25 This sample size also accounts for an approx-
imate 10% dropout rate. Lastly, no interim analyses are 
planned in relation to the primary outcome.

Prespecified substudy and subgroup analyses
A substudy analysis will be conducted to identify cortical 
dynamics associated with postoperative delirium. Based 
on our preliminary data, we hypothesise that delirium 
will reflect deviations in neural criticality, which is a postu-
lated state of a system that is poised at the boundary of a 
phase transition.17 48 Proximity to neural state transitions 
may allow dynamic, flexible shifts in neural processes for 
supporting cognitive function. In our preliminary single- 
centre trial (CAPACHINOS- 1), surrogate EEG measures 
of neural criticality were reduced with PACU delirium 
and increased with caffeine.17 As such we also hypothesise 
that caffeine will restore critical dynamics (ie, proximity 
to criticality) concurrent with reduced delirium risk. To 
test these hypotheses, a wireless, whole- scalp, high- density 
(72- channel) system (Mobile- 72, CGX, San Diego, Cali-
fornia, USA) will be used in the immediate perioper-
ative setting (and intraoperatively). This whole- scalp, 
high- density system will also enable analysis of functional 
connectivity patterns and neuroanatomical source anal-
yses in relation to delirium and cognitive function.

A trial subgroup analysis will also be conducted in 
patients meeting criteria for mild cognitive impairment 
at preoperative baseline (anticipated n=50)49 based 
on preoperative AD8 screening, Montreal Cognitive 
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Assessment score <23,43 and preserved functional inde-
pendence via cognitive independent activities in daily 
living. This subgroup analysis will test the hypothesis that 
preoperative mild cognitive impairment will be associated 
with deviations in baseline neural criticality, based on 
surrogate EEG measures.17 50 As a secondary analysis, we 
will also determine whether caffeine exerts a differential 
effect on cognitive outcomes in patients with mild cogni-
tive impairment, based on our evidence that caffeine may 
optimise neural criticality, and criticality breakdowns are 
postulated to underlie mild cognitive impairment and 
Alzheimer’s disease.17 50 51 Delirium incidence, severity 
and Montreal Cognitive Assessment scores 1- month post-
discharge will also be compared in those with and without 
baseline mild cognitive impairment.

Data and safety monitoring
All trial participants will be monitored by both the 
research staff—including direct PI oversight—and clin-
ical teams based on standard hospital care and protocols. 
The research team will monitor patients daily for adverse 
events, which will be reported based on IRB and NIA guide-
lines. A licensed research nurse will also monitor partic-
ipants during caffeine infusions (see full trial protocol, 
online supplemental appendix 1, for complete details). 
Additionally, a DSMB has been empanelled to act in an 
advisory capacity to the NIA and periodically evaluate the 

Box 1 Continued

The trial has been approved by the University of Michigan Medical 
School Institutional Review Board, who will monitor study progress and 
outcomes, including adverse events, throughout the trial lifespan. As 
mentioned above, an independent DSMB has also been established to 
provide independent review and oversight. The DSMB approved the trial 
protocol and related documents prior to trial initiation. The DSMB also 
has the independent authority to recommend amendments and issue a 
termination recommendation to the National Institute on Aging.
6. Will informed consent be obtained from all trial participants?
Written informed consent will be obtained from all participants prior 
to trial enrolment. The written informed consent document was re-
viewed and approved by both the University of Michigan Medical School 
Institutional Review Board and DSMB. This document also meets re-
quirements outlined in the US Department of Health and Human 
Services 2018 Common Rule (45 Code of Federal Regulations, 46.116).
7. Does the proposed study engender respect for potential and enrolled 
participants?
All potential and enrolled participants will be treated with respect, 
and patient autonomy will be respected throughout the trial and hos-
pital lifespans. Privacy will be ensured by managing Protected Health 
Information through secure, confidential procedures outlined in the pro-
tocol. Participants will be free to withdraw from the trial at any time 
without repercussions or untoward consequences. If new information 
is obtained during trial enrolment that may impact risk to a participant, 
this information will be promptly relayed and informed consents will be 
updated as required. Participants will be closely monitored during the 
study as outlined in the protocol, and links www.ClinicalTrials.gov reg-
istry entry will be provided, such that participants will be able to review 
study information and results.

Box 1 CAffeine, Postoperative Delirium And CHange In 
Outcomes after Surgery- 2 ethical considerations

1. What is the clinical, scientific or social value that will be gained from 
the proposed research?
The candidate intervention being tested, caffeine, may improve health 
and/or well- being for older, hospitalised patients. Specifically, caffeine 
may reduce the risk of delirium after surgery, which would prevent an 
otherwise distressing experience for patients and family members. 
Moreover, caffeine may also reduce the risk of downstream complica-
tions, such as prolonged hospitalisation, falls and additional cognitive or 
functional decline.
2. Will the proposed research be conducted in a scientifically rigorous 
manner, including accepted scientific methods, principles and reliable 
practices?
Multiple strategies will be incorporated to enhance methodological 
rigour for producing reliable, valid results. First, this will be a ran-
domised, placebo- controlled trial. Stratified, block- randomisation 
will be used to mitigate selection bias and balance prognostically 
relevant variables to delirium. The trial will also follow a quadruple- 
blinded design: participants, research teams, clinical teams and 
analysts will all be blinded to intervention allocation, even during 
the analysis phase. Robust modelling strategies will also be used 
that account for missing data and incorporate relevant confounders. 
External audits will also be performed via the Michigan Institute for 
Clinical and Health Research, which will help track and minimise 
deviations from the trial protocol and manual. Lastly, a data and 
safety monitoring board (DSMB) has been empanelled to monitor 
study progress, safety outcomes and adverse events. These ad-
ditional monitoring strategies will strengthen rigour of trial opera-
tions and provide additional layers of independent oversight.
3. Are participants selected in a fair manner, such that stigmatised and 
vulnerable individuals are not targeted for risky research?
All participants presenting for major non- cardiac surgery requiring 
inpatient admission and meeting all eligibility criteria will be eligible. 
Patients 70 years of age and older have relatively high risk of postoper-
ative delirium and related complications9; as such, this trial specifically 
aims to test an intervention in this vulnerable population for improving 
health outcomes. Lastly, the trial team is also working with the Michigan 
Institute for Clinical and Health Research to improve recruitment diver-
sity, equity and inclusion efforts.
4. Is there a favourable benefit: risk ratio, such that the risks are ac-
ceptably proportionate to the benefits to participants and society more 
broadly?
As previously outlined, caffeine may offer a direct benefit to participants 
by reducing the risk of delirium and related complications. If found to 
be effective, caffeine could then also be offered to future patients and 
tested in broader clinical settings. Future patients could also benefit by 
the advanced neurophysiological analysis that will be conducted, which 
will help to identify neurobiological underpinning of delirium and Mild 
Cognitive Impairment, syndrome that may predict future Alzheimer’s 
disease. Caffeine is one of the most widely studied drugs worldwide, 
and the weight of available, relevant evidence suggests that acute 
caffeine administration is not associated with major adverse cardio-
vascular perturbations or other untoward events,22 64–66 particularly at 
moderate doses consistent with those chosen for this trial. A full de-
scription of anticipated benefits and risks is available in the full trial 
protocol (online supplemental appendix 1).
5. Will independent reviews take place, such that a committee, with an 
appropriate range of expertise, will have the ability to approve, amend 
or terminate the study?

Continued
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progress and safety of the study. Members of the DSMB 
have appropriate (and complementary) expertise that is 
suited for the trial, and each member has confirmed no 
conflict of interest via signed statement submitted to the 
NIA. The DSMB will thus be able to make independent, 
impartial recommendations to the NIA throughout the 
trial lifespan. Complete DSMB details are available in the 
full trial protocol (online supplemental appendix 1).

Patient and public involvement
None.

Trial strengths and limitations
Notable strengths of this study merit consideration. This 
is a placebo- controlled trial, and the stratified, block- 
randomised design will alleviate trial arm imbalance and 
mitigate selection bias. Multiple doses will be tested, which 
will help to determine the optimal dosing threshold. To 
enhance trial rigour, we will follow a quadruple- blinded 
design; team statisticians will perform analyses in a blinded 
manner, and the blind will only be lifted after analysis 
of the primary and secondary outcomes is complete. 
The DSMB and independent auditing services will also 
provide additional monitoring support. The advanced 
EEG analysis will also help to identify cortical dynamics 
underlying both delirium and caffeine administration, 
which will advance neurobiological understanding of 
delirium and cognitive function.

Important limitations also warrant consideration. Trial 
generalisability will be limited, given the focus on older 
patients and single- centre design of the study. Additionally, 
although different doses will be tested, it is possible that a 
more sophisticated, personalised or dynamic caffeine dosing 
strategy is required to optimise postoperative neurocognitive 
and clinical recovery. For example, relatively higher doses 
may be required for cognitive benefit in the early postoper-
ative setting with residual anaesthesia or in those with high 
levels of habitual use. A future adaptive trial may also be 
warranted, particularly when a more comprehensive under-
standing of perioperative benefits and risks of caffeine are 
known, as well as the optimal timing of caffeine administra-
tion. While this trial will not provide definitive answers to 
these questions, the study will serve as an initial step because 
it tests different caffeine doses along multiple time points of 
postoperative recovery in older adults.

Ethics and dissemination
Derived from landmark declarations, codes and guidelines, 
Emanuel et al propose seven requirements for systemati-
cally analysing the ethical framework of a proposed clinical 
research study.52 These requirements are the following: social 
or scientific value, scientific validity, fair participant selection, 
favourable benefit: risk ratio, independent review, informed 
consent, and respect for potential and enrolled participants. 
This framework is applied to the current trial, with consider-
ations outlined in box 1. As mentioned previously, the trial was 
also approved by the University of Michigan Medical School 
Institutional Review Board (HUM00218290), and written 

informed consent will be obtained from all participants. An 
expanded discussion of risks and befits is also included in the 
full clinical trial protocol (online supplemental appendix 1).

This trial will be presented at academic medical confer-
ences, and trial operations and results will be disseminated 
via social and news media. As noted, the trial has been 
registered at www.ClinicalTrials.gov (NCT05574400), and 
updates will be made publicly available on this website. 
On trial completion, results will be published in medical 
and scientific journals.
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STATEMENT OF COMPLIANCE 

The trial will be conducted in accordance with International Conference on Harmonisation Good Clinical 

Practice (ICH GCP), applicable United States (US) Code of Federal Regulations (CFR), and all terms and 

conditions of any awards granted. The Principal Investigator will assure that no deviation from, or 

changes to the protocol will take place without prior agreement from any affiliated sponsors, funding 

agency, and documented approval from the Institutional Review Board (IRB), except where necessary to 

eliminate an immediate hazard(s) to the trial participants. All personnel involved in the conduct of this 

study have completed Human Subjects Protection and ICH GCP Training. 

 

The protocol, informed consent form(s), recruitment materials, and all participant materials will be 

submitted to the IRB for review and approval.  Approval of both the protocol and the consent form must 

be obtained before any participant is enrolled.  Any amendment to the protocol will require review and 

approval by the IRB before the changes are implemented to the study.  All changes to the consent form 

will be IRB approved; a determination will be made regarding whether a new consent needs to be 

obtained from participants who provided consent, using a previously approved consent form. 

1  PROTOCOL SUMMARY 

1.1 SYNOPSIS  

Title: The CAffeine, Postoperative delirium, And CHange IN Outcomes after 

Surgery-2 (CAPACHINOS-2) Study 

Study Description: 
The objective of this study is to test the effects of caffeine on 

neurocognitive and clinical recovery after major surgery. Specifically, this 

trial tests the primary hypothesis that caffeine will reduce the incidence of 

postoperative delirium. 

Objectives: 

 
Primary objective: The primary objective is to determine whether 

postoperative caffeine reduces the incidence of postoperative delirium, 

based on standardized delirium assessment methodology. 

 
Secondary Objectives: To determine (1) whether caffeine improves 

postoperative patient satisfaction, based on validated, patient-reported 

quality of recovery measures, and (2) neural correlates of delirium and 

Mild Cognitive Impairment, based on advanced electroencephalographic 

(EEG) analysis. 

Endpoints: Primary Endpoint: Incidence (%) of postoperative delirium, measured via 

long-form Confusion Assessment Method (CAM).1 

 

Secondary Endpoints: 

-- Delirium severity (CAM-S)2 

-- Delirium duration (days, n) 

-- Patient-reported 15-item Quality of Recovery score3 

-- Agitation (via Richmond Agitation and Sedation Scale, RASS)4 

-- Sedation (via Richmond Agitation and Sedation Scale, RASS)4 

-- Headache severity (10-centimeter visual analog scale, VAS) 

-- Cumulative opioid consumption (oral morphine equivalents, mg)  
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Study Population: In total, surgical patients (n=250; ≥70 years of age) presenting for major 

non-cardiac, non-intracranial neurologic surgery will be recruited at 

Michigan Medicine. 

Phase: 2 

Description of 

Sites/Facilities Enrolling 

Participants: 

Study operations will be conducted at Michigan Medicine University 

Hospital and Cardiovascular Center; Ann Arbor, MI USA. 

Description of Study 

Intervention: 
This will be a three-arm parallel trial. Participants will be randomized to 

intravenous dextrose 5% in water (placebo), low-dose caffeine citrate (1.5 

mg/kg), or high-dose caffeine citrate (3 mg/kg) at multiple postoperative 

time points over a 30-minute infusion period. 

Study Duration: The estimated trial duration will be approximately four years. 

Participant Duration: 
Total study duration for patients will be approximately 30 days. 
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1.2 SCHEMA 

 

Prior to  

Enrollment 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Obtain informed consent. Screen potential participants by inclusion and exclusion criteria; 

obtain history, document. Baseline assessments (see Section 1.3, Schedule of Activities) 

See Section 1.3, Schedule of Activities, for Visit 1 (day of surgery) activities. 

    

Final Assessments 

(Day 30) 

See Section 1.3, Schedule 

  

 

Caffeine 1.5 

mg/kg N ~ 83 

Placebo 

N ~ 83 

 

Randomize 

Caffeine 3 mg/kg 

N ~ 83 

See Section 1.3, Schedule of Activities, for Visit 2 (postoperative day one, AM) activities. 

See Section 1.3, Schedule of Activities, for Visit 3 (postoperative day one, PM) activities. 

See Section 1.3, Schedule of Activities, for Visit 4 (postoperative day two, AM) activities. 

See Section 1.3, Schedule of Activities, for Visit 5 (postoperative day two, PM) activities. 

See Section 1.3, Schedule of Activities, for Visit 6 (postoperative day three, AM) activities. 

See Section 1.3, Schedule of Activities, for Visit 7 (postoperative day three, PM) activities. 

Visit 1 

Day of Surgery 

Visit 2 

Postoperative 

Day 1 (AM) 

Visit 3 

Postoperative 

Day 1 (PM) 

Visit 4 

Postoperative 

Day 2 (AM) 

Visit 5 

Postoperative 

Day 2 (PM) 

Visit 6 

Postoperative 

Day 3 (AM) 

 

Visit 7 

Postoperative 

Day 3 (PM) 
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1.3 SCHEDULE OF ACTIVITIES (SOA) 

 

Procedures 

S
cr

e
e

n
in

g
/ 
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n
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e

n
t 

V
is

it
 

D
a

y
 -

1
4

 t
o

 +
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Day of 

Surgery 

Visit 1, 

Day 1 

Visit 2 

Day 2 

POD1

AM 

Visit 3 

Day 2 

POD1

PM 

Visit 4 

Day 3 

POD2

AM 

Visit 5 

Day 3 

POD2

PM 

Visit 6 

Day 4 

POD3

AM 

Visit 7 

Day 5  

POD3

PM 

Day 30 

Informed consent X         

Demographics X         

Medical history X         

Randomization  X        

Administer study 

interventiona 
 X X  X    

 

Concurrent medication 

review 
X X X X X X X X 

 

Physical exam X X X X X X X X  

Vital signs X X X X X X X X  

Height X X        

Weight X X        

Cognitive function X        X 

Delirium assessments X X X X X X X X  

RASS Score  X X X X X X X  

Quality of Recovery        X  

PONV  X  X  X    

Headache assessments X X X X X X X X  

Opioid consumption 

data 
X X X X X X X X 

 

Dietary caffeine intake X X X X X X X X  

Physical function X        X 

Safety outcomes  X X X X X X X X 

Hospital length of stay 

and disposition 
       

 X 

Adverse event review 

and evaluation 
X X X X X X X 

X X 

Complete Case Report 

Forms (CRFs) 
X X X X X X X 

X X 

On the day of surgery, assessments will occur one hour after postanesthesia care unit admission. Postoperative 

day (POD) assessments will occur between 7:00 – 10:00 AM, and afternoon assessments will occur between 3:00 – 

6:00 PM. Outcomes will be ascertained either via in-person data collection or chart review as outlined in Section 

8.1, Efficacy Assessments. aA research nurse or physician assistant will oversee the drug administration and 

monitor blood pressure (every 5 minutes), heart rate, heart rhythm (via 5-lead electrocardiography), and 

continuous pulse oximetry. bSee Sections 8.2 and 9.4.4 for safety outcomes and assessments. Of note, primary and 

secondary outcomes are primarily reported in this table. Lastly, the 30-day visit can be conducted virtually and/or 

by telephone as well. 
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Section 8.1, Efficacy Assessments), and a high-density, whole-scalp EEG system will be used to elucidate 

cortical dynamics during early postoperative recovery. 

 

2.3 RISK/BENEFIT ASSESSMENT   

2.3.1 KNOWN POTENTIAL RISKS  

Contraindications, drug interactions, and adverse reactions are described in the caffeine citrate package 

insert (https://dailymed.nlm.nih.gov/dailymed/drugInfo.cfm?setid=38b39044-737a-4247-a6c4-

c86f5e92490e&audience=consumer). Primary risks described relate to the pediatric (neonatal) 

population, which will not be included in this trial. 

 

In the acute setting, caffeine has been associated with various side effects. As mentioned previously, 

Steinbrook et al. demonstrated that perioperative caffeine may increase the risk of nausea, though 

participants randomized to caffeine experienced neither an increased risk of vomiting nor increased 

rescue antiemetic use.32 Lagier et al. also demonstrated that postoperative caffeine may increase 

nausea and vomiting risk; however, the dose and frequency used  (400 mg every eight hours, six total 

doses) are higher than the current trial.36 Additional safety data have been published in various adult 

settings. McLellen et al. provide a thorough review of the adult literature relating to caffeine use and 

side effects.37 The following side effects and risks of acute caffeine intake have been documented: 

 

• Anxiety 

• Irritability 

• Gastrointestinal distress 

• Tremors 

• Nervousness 

• Sleep disruption 

 

Side effects have generally occurred with relatively high doses (600 mg)38,39 and/or in participants with 

excessive sensitivity (e.g., genetic polymorphisms, non-regular consumers).40,41 Case reports have 

demonstrated associations between caffeine intake and increased seizure frequency, particularly in the 

setting of (1) relatively high doses and (2) pre-existing history of epilepsy.42,43 A subsequent large 

population-based study did not reveal an adjusted association with habitual caffeine intake and seizure 

history.44 Whether caffeine acts as a common seizure trigger is unclear,45 but additional precipitating 

factors (e.g., sleep disturbances) are common in the perioperative setting46 which may exacerbate 

epileptiform activity and seizure risk.  

 

The effects of acute caffeine intake on cardiac arrhythmia risk have also been studied for several years 

across diverse patient populations. The table below summarizes studies examining acute caffeine 

administration in relation to cardiovascular physiologic perturbations. 

 

Year Authors Sample size (n) Description 

1983 Dobmeyer DJ et al. 19 Caffeine (200 mg) modulated atrial refractory 

periods, but conduction intervals remained 

unchanged. Two participants receiving 

caffeine experienced non-sustained 

ventricular tachycardia after programmed 

ventricular stimulation, and six participants 

experienced sustained supraventricular 
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tachycardia after caffeine and programmed 

stimulation.     

1987 Myers MG et al. 70 No association with caffeine (300 mg) and 

ventricular ectopic activity in patients with a 

recent myocardial infarction. Increases in 

plasma catecholamines, systolic blood 

pressure (116 ±2 vs. 123 ±2 mmHg), and 

diastolic blood pressure ( 70 ±1 mmHg vs. 74 

±1 mmHg); no changes in heart rate observed. 

1989 Graboys TB et al.47 50 No association with caffeine (200 mg) and 

ventricular arrhythmia risk during exercise in 

patients with malignant ventricular arrhythmia 

history. Increased catecholamine levels 

appreciated up to 3 hours after caffeine 

administration. 

1990 Myers MG and Harris 

L48 

35 No association with caffeine (450 mg) and 

ventricular arrhythmias in patients with recent 

myocardial infarction. 

1990 Chelsky LB et al.49 22 In patients with ventricular arrhythmia history, 

caffeine (275 mg) did not significantly alter the 

inducibility or severity of ventricular 

arrhythmias. 

2018 Lagier et al.36 55 (caffeine 

arm) 

Randomized clinical trial to determine 

whether perioperative caffeine would reduce 

the incidence of postoperative atrial 

fibrillation. Caffeine (400 mg) was 

administered orally or via nasogastric tube, 

beginning intraoperatively and every eight 

hours thereafter for six total doses. Major 

adverse events (e.g., atrioventricular block, 

hypoxemia, renal injury) were similar between 

placebo and caffeine groups. 

2002 Corti R et al.50 15 Both coffee and caffeine (275 mg) increased 

sympathetic nerve activity and systolic blood 

pressure (6.4 ±1.7 mm Hg) one hour after 

administration. Heart rate decreased (-4.6 ± 2 

bpm) one hour after administration.  

2015 Lemery R et al.51 80 No association with oral caffeine (5 mg/kg) 

and supraventricular tachycardia risk in 

patients with prior history. Furthermore, 

caffeine did not modulate refractory periods 

or nodal conduction. Caffeine was associated 

with increase systolic (143 [128-165] mmHg 

vs. 132 [114-150] mmHg) and diastolic (83 [77-

94] mmHg vs. 74 [69-86] mmHg) blood 

pressure. Heart rate remained unchanged. 
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2016 Dixit S et al.52 1388 No association between habitual caffeine 

consumption and premature ectopic beats 

during a 24-hour holter monitoring period. 

2016 Zuchinali P et al.53 51 In patients with moderate-to-severe left 

ventricular systolic dysfunction, caffeine (500 

mg) was not associated with risk of new 

arrhythmias. 

 

Importantly, these data suggest that acute caffeine intake is not associated with adverse cardiovascular 

events, even in the setting of pre-existing cardiac pathology (e.g., recent myocardial infarction, 

ventricular arrhythmia history, recent coronary artery bypass surgery). Acute caffeine administration 

may lead to increased serum catecholamine levels and modest increases in blood pressure. 

 

In the perioperative setting, caffeine has been studied in relation to perioperative headache, nausea and 

vomiting risk, gastrointestinal function, and, in the cardiac population, risk of new-onset atrial 

fibrillation. 

 

Year Authors Sample size (n) Description 

1993 Weber et al.54 105 

(caffeine arm) 

Observational study to determine whether 

habitual (oral) caffeine intake, on the day of 

surgery, would reduce the incidence and 

severity of perioperative headache.  Caffeine 

intake was associated with reduced headache 

incidence. Adverse events were not reported in 

the study. 

1995 Hampl et al.55 20 

(caffeine arm) 

Randomized clinical trial, whereby habitual 

caffeine users were randomized to caffeine 

tablets (dose matched to daily intake) or 

placebo on the day of surgery and on the first 

postoperative morning. Perioperative headache 

was significantly reduced in patients randomized 

to caffeine. Adverse events were not reported. 

1997 Weber et al.25 114 

(caffeine arm) 

The trial objective was to determine whether 

caffeine would mitigate risk of postoperative 

headache and reduce recovery time. Patients 

were randomized to intravenous caffeine (200 

mg) or placebo administered in the PACU upon 

admission. Habitual users were less likely to 

experience a postoperative headache if 

randomized to caffeine. Adverse events were 

not reported in the trial. 

2013 Steinbrook et al.32 62 

(caffeine arm) 

The trial objective was to determine whether 

intravenous caffeine sodium benzoate (500 mg), 

given 15 minutes prior to anesthetic emergence, 

would reduce risk of postoperative nausea or 

vomiting during outpatient surgery. Nausea was 

more common in the caffeine group, and 
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caffeine did not improve headache, fatigue, 

satisfaction, or time to discharge. Adverse 

events were not reported in the trial. 

2018 Lagier et al.36 55 

(caffeine arm) 

Randomized clinical trial to determine whether 

perioperative caffeine would reduce the 

incidence of postoperative atrial fibrillation. 

Caffeine (400 mg) was administered orally or via 

nasogastric tube, beginning intraoperatively and 

every eight hours thereafter for six total doses. 

Major adverse events (e.g., atrioventricular 

block, hypoxemia, renal injury) were similar 

between placebo and caffeine groups. 

2021 Liu et al.56 40 

(caffeine arm) 

Adult gastrointestinal surgery patients 

demonstrated improved recovery time of 

gastrointestinal function with randomization to 

daily green tea postoperatively. No adverse 

events reported. 

2021 Vlisides et al.20 33 

(caffeine arm) 

Non-cardiac surgery patients receiving 

intravenous caffeine (200 mg) during surgical 

closure demonstrated reduced PACU delirium. 

No major adverse events in relation to caffeine. 

Furthermore, postoperative hemodynamic 

recovery profiles were similar compared to 

placebo patients. 

 

In summary, perioperative caffeine administration is associated with reduced headache in habitual 

caffeine users. Caffeine may also increase the risk of postoperative nausea and/or vomiting. Both 

intravenous and oral administration routes have been utilized. Adverse events were not reported in 

many of these studies, though no major adverse events were reported based on available data. 

 

In the chronic setting, caffeine has also been studied in relation to cardiovascular health and outcomes. 

Major, representative studies are outlined below: 

 

Year Authors Sample size 

(n) 

Description 

1999 de Vreede-

Swagemakers JJ et al.57 

117 >10 cups of coffee per day was associated with 

sudden cardiac arrest in patients with coronary 

artery disease 

2005 Frost L and Vestergaard 

P58 

47,949 No association between caffeine consumption and 

risk of atrial fibrillation or flutter 

2006 Lopez-Garcia E et al.59 128,493 No association between coffee consumption and 

coronary heart disease 

2010 Reis JP et al.60 5,115 No substantial association between coffee or 

caffeine intake and coronary and carotid 

atherosclerosis 
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2011 Klatsky AL et al.61 130,054 An inverse relationship was demonstrated between 

habitual caffeine intake and hospitalization for 

arrhythmias 

 

Chronic caffeine consumption does not appear to be associated with adverse cardiovascular outcomes 

in the non-surgical setting. 

 

Overall, the weight of available evidence suggests that caffeine administration is not associated with 

major adverse cardiovascular perturbations (in both acute and chronic settings), particularly at 

moderate doses consistent with those chosen for this trial. In the perioperative setting, caffeine may 

reduce risk of rebound headache in habitual users, though caffeine has also been associated with 

increased postoperative nausea and vomiting. Additional side effects, such as tremors, nervousness, 

gastrointestinal distress, anxiety, irritability, and sleep disruption remain possible. 

 

2.3.2 KNOWN POTENTIAL BENEFITS  

Participants may experience a number of benefits specific to the perioperative setting. Categories of 

benefits, with supporting data, are described below: 

 

Cognitive Function 

Across various doses and settings, caffeine has been demonstrated to improve arousal, reaction time, 

vigilance, attention, hedonic tone (e.g., mood), and physical recovery (e.g., ergogenic effects).37 These 

properties may be particularly useful in the early perioperative setting, where cognitive impairment is 

common. In fact, data from our preliminary trial suggest that caffeine reduces the incidence of delirium 

in the PACU concurrent with electroencephalographic evidence of increased neurocognitive arousal.20 

 

Anesthetic Emergence 

Caffeine (7.5 mg/kg) has recently been shown to accelerate anesthetic emergence time (~40%) in 

healthy human volunteers.30 After caffeine administration, participants were also able to participate in 

psychomotor testing earlier compared to placebo. These findings are supported by basic science data 

that demonstrate a dose-response relationship in relation to anesthetic emergence acceleration.29,62 

 

Analgesia 

Basic science data demonstrate that caffeine confers acute anti-nociceptive properties and protection 

against hypersensitivity in the days following surgery in both sleep-deprived and non-sleep-deprived rat 

models.26 Recent Cochrane Reviews have also found that caffeine provided significant analgesic benefit 

as part of a multimodal strategy in both surgical63 and non-surgical settings.64 For obstetric and oral 

surgery patients, the number needed to treat for achieving at least 50% pain relief (4-6 hours) was 2.2 

(1.8 to 2.5), with a relative effect (risk ratio) of 5.5 (3.5 to 8.7).63 Participants receiving caffeine were also 

less likely to require analgesic re-medication within eight hours (number needed to prevent, 2.9 [2.2 to 

4.3]).63 However, data from a single-center randomized trial demonstrate that an intravenous infusion of 

caffeine, administered prior to anesthetic emergence, did not significantly reduce postoperative pain 

scores or opioid consumption.20 Lastly, caffeine may also ameliorate rebound perioperative headache, 

particularly for patients who habitually consume caffeine.25 

 

Thus, there is preliminary evidence – and associated biologic plausibility – to suggest that caffeine may 

improve postoperative neurocognitive recovery and quality of recovery (e.g., reduced rebound 

headache). 
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2.3.3 ASSESSMENT OF POTENTIAL RISKS AND BENEFITS  

Given the potential benefits of caffeine outlined above, along with the high safety profile described, 

perioperative caffeine suggests a favorable benefit-to-risk ratio, particularly while observing appropriate 

eligibility criteria and clinical oversight as proposed in this trial. The study- and site-PIs will review 

eligibility criteria to ensure appropriate medical screening and trial enrollment. 

 

3 OBJECTIVES AND ENDPOINTS 

 

OBJECTIVES ENDPOINTS JUSTIFICATION FOR 

ENDPOINTS 

Primary   

To determine whether intravenous 

caffeine reduces the incidence of 

postoperative delirium 

 

--The primary endpoint is delirium, as 

measured via long-form Confusion 

Assessment Method (CAM), obtained 

one hour after PACU admission and 

twice daily for the first three 

postoperative days. The CAM will be 

complemented by a validated chart 

review method65,66 to mitigate 

missing delirium assessments. 

 

 

 

The CAM is the most 

widely used measure 

for identification of 

delirium worldwide, 

validated in >22 studies 

with sensitivity and 

specificity of 

>90%.1,67,68 

Secondary   

To determine whether caffeine 

reduces delirium severity 

-- A secondary endpoint will be 

delirium severity, as measured via 

the same long-form CAM (CAM-S 

score). 

CAM-S is a continuous 

scoring metric based 

on the long-form CAM 

(scored 0-19, 19 = 

highest severity). The 

CAM-S demonstrates 

high inter-rater 

reliability (0.88 – 0.92) 

and strong correlation 

with important clinical 

outcomes, including 

hospital length of stay, 

cognitive and 

functional decline, 

discharge disposition, 

and mortality.2 

To determine whether caffeine 

reduces delirium duration 

-- An additional secondary endpoint 

related to delirium will be delirium 

duration, as measured by the 

cumulative number of days (n) with a 

positive delirium screen. 

Delirium duration is 

associated with poor 

hospital outcomes.69 
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OBJECTIVES ENDPOINTS JUSTIFICATION FOR 

ENDPOINTS 

To determine whether 

intraoperative caffeine improves 

patient-reported quality of 

recovery 

 

-- Patient-reported 15-item Quality of 

Recovery score,3 which will be 

assessed in the afternoon on 

postoperative day two. 

 

The original Quality of 

Recovery33 scale has 

been used for 20 years 

in perioperative clinical 

trials research. 

Extensive validity,70 

reliability,70 and 

minimal clinically 

important difference 

data35 have been 

published. This scale 

was also recently 

endorsed by the 

Standardized Endpoints 

in Perioperative 

Medicine Initiative.71 

Caffeine is postulated 

to ameliorate pain and 

postoperative 

confusion, which are 

each independently 

associated with poor 

recovery on this 

scale.34 

To determine whether caffeine 

impacts sedation or agitation 

postoperatively 

-- Sedation (-2 to -5), Richmond 

Agitation and Sedation Scale (RASS). 

Assessed one-hour after PACU arrival 

and twice daily. Timing will be aligned 

with CAM delirium assessment. 

 

 

-- Agitation (+2 to +4), RASS. Assessed 

one-hour after PACU arrival and 

twice daily. Timing will be aligned 

with CAM delirium assessment. 

 

As described in the 

main text, caffeine 

enhances arousal via 

key neurochemical 

pathways. As such, 

caffeine may mitigate 

sedation and states 

related to hypoactive 

delirium in the early 

postoperative setting. 

To determine whether caffeine 

reduces risk of perioperative 

headache 

-- Headache severity (n, 10-

centimeter VAS) one-hour after PACU 

arrival and twice daily. Timing will be 

aligned with CAM delirium 

assessment. 

 

Preliminary clinical trial 

data suggest that 

caffeine can reduce 

perioperative rebound 

headache in habitual 

caffeine users.25 

To determine the effects of 

caffeine on postoperative opioid 

consumption. 

 

-- Cumulative opioid consumption, 

oral morphine equivalents (mg) from 

PACU arrival through postoperative 

day two afternoon. 

Preliminary data 

suggest that 

intravenous caffeine, 

administered during 
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OBJECTIVES ENDPOINTS JUSTIFICATION FOR 

ENDPOINTS 

  

 

early postoperative 

recovery, may lead to 

increased 

postoperative opioid 

consumption.20 

Tertiary/Exploratory   

To determine the impact of 

intravenous caffeine on anesthetic 

emergence profiles 

-- Anesthetic emergence time 

(minutes; time from surgical closure 

finish to extubation) 

 

-- Time from PACU arrival until PACU 

discharge criteria met (minutes) 

 

Will help to 

characterize early 

postoperative arousal 

and clinical trajectory 

To determine whether caffeine 

reduces the risk of immediate 

postoperative pulmonary 

complications 

-- Composite outcome: any 

occurrence of the following 

airway/pulmonary complications 

from extubation through PACU stay: 

airway adjunct use, unplanned 

continuous positive airway pressure 

device, unplanned humidified high-

flow oxygen, need for bag-mask 

ventilation, or reintubation. 

Given the arousal 

effects of caffeine 

previously discussed, 

caffeine may plausibly 

mitigate risk of adverse 

airway and pulmonary 

complications in the 

immediate 

postoperative setting. 

To determine whether caffeine 

impacts overall hospital length of 

stay 

--Hospital length of stay (days) Delirium is associated 

with prolonged 

hospitalization. If 

caffeine successfully 

reduces delirium 

burden, hospital length 

of stay may 

theoretically be 

reduced. 

To determine whether caffeine 

impacts post-discharge clinical 

trajectory 

--30-day cognitive function (score, n) 

based on the Montreal Cognitive 

Assessment 

 

--30-day physical function (score, n) 

based on the PROMIS Physical 

Function 10a 

If caffeine improves 

outcomes (e.g., 

delirium, length of 

stay) during 

hospitalization, 

discharge trajectory 

may also be improved. 

To determine whether caffeine 

impacts discharge disposition 

Discharge disposition (e.g., home, 

skilled care facility) 

If caffeine improves 

outcomes (e.g., 

delirium, length of 

stay) during 

hospitalization, 

discharge disposition 

may also be optimized 
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4 STUDY DESIGN  

4.1 OVERALL DESIGN 

The central hypothesis of this study is that intravenous caffeine will reduce the incidence of 

postoperative delirium. This will be a Phase II, single-center, quadruple-blinded, placebo-controlled, 

block-randomized trial. Written informed consent will be obtained from all participants, and institutional 

review board approval will be obtained. The trial will follow a parallel design, and participants will be 

block-randomized with a 1:1:1 allocation ratio (placebo: 1.5 mg/kg caffeine: 3 mg/kg caffeine). 

 

4.2 SCIENTIFIC RATIONALE FOR STUDY DESIGN 

This trial will follow conventional (rather than adaptive) methodologies, for the following reason: even if 

caffeine is not found to reduce risk of postoperative delirium, secondary outcomes (e.g., quality of 

recovery, headache) may nonetheless suggest benefit and warrant further analysis. Lastly, multiple 

dosing arms will help to elicit optimal dosing strategies for maximizing the benefit-to-risk ratio across 

outcomes. 

 

The control group will not receive either caffeine intervention and will remain at standard risk for 

perioperative complications previously outlined. However, control group patients will nonetheless 

receive standard perioperative care that would otherwise be received without trial enrollment. Dextrose 

5% in water (D5W) was chosen as the placebo intervention, as caffeine citrate is soluble in D5W 

solution. 

 

4.3 JUSTIFICATION FOR DOSE 

The study drug, either caffeine citrate or D5W (placebo), will be administered as an intravenous infusion 

starting at the beginning of surgical closure and again on the first two postoperative mornings. The 

infusion will be given over a 30-minute timespan. The two caffeine arms, 1.5 mg/kg and 3 mg/kg were 

carefully chosen based on preliminary data and literature review. Dosing will be based on total body 

weight.72 

 

The lower dose of 1.5 mg/kg may be appropriate for such an older population. First, the reduced dose 

might lower the risk of adverse side effects (e.g., nausea, vomiting, anxiety).36 Second, our preliminary 

trial was based on a younger population (mean [±standard deviation] age [years]: 52 ±17), and the 

cognitive effects of caffeine may be more pronounced in older populations.73 Lastly, serum caffeine 

concentration increases with age, as the total volume of caffeine distribution is reduced in older 

patients.74 As such, higher peak serum caffeine concentrations are observed with advancing age after 

both intravenous and oral administration.74 

 

The higher dose of 3 mg/kg might provide added cognitive benefit.37 In fact, the mean, weight-based 

dose for participants receiving caffeine and not experiencing any delirium in our preliminary trial was 3 

mg/kg.20 Additive cognitive benefit has also been observed with this dose, particularly for domains 

relevant to delirium (e.g., attention, vigilance)75-78 and after sleep deprivation,79 which is commonly 

experienced in the hospital setting. Nonetheless, this higher dose may also be associated with additional 

side effects (e.g., anxiety, GI distress, nausea/vomiting), so multiple dosing arms will help to determine 

optimal perioperative doses that maximize benefit-to-risk ratios across each postoperative day. 

 

4.4 END OF STUDY DEFINITION 
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A participant is considered to have completed the study if he or she has completed all phases of the 

study including the last visit or the last scheduled procedure shown in the Schedule of Activities (SoA), 

Section 1.3. 

 

The end of the study is defined as completion of the last visit or procedure shown in the SoA. 

 

5 STUDY POPULATION 

5.1 INCLUSION CRITERIA 

In order to be eligible to participate in this study, an individual must meet all of the following criteria: 

 

1. Provision of signed and dated informed consent form 

2. Stated willingness to comply with all study procedures and availability for the duration of the 

study  

3. Male or female, ≥70 years of age 

4. Presenting for non-cardiac surgery, non-intracranial neurologic, non-major vascular (e.g., 

operations below the diaphragm) surgery with planned admission for at least 72 hours. 

 

5.2 EXCLUSION CRITERIA 

An individual who meets any of the following criteria will be excluded from participation in this study: 

 

1. Emergency surgery 

2. Outpatient surgery 

3. Severe cognitive impairment precluding the capacity for informed consent 

4. Seizure disorder history 

5. Intolerance or allergy to caffeine (based on subjective reporting or objective documentation) 

6. Weight >130 kg (as a 3 mg/kg dose would approach the upper limit of daily intake 

recommended by the FDA) 

7. Enrollment in conflicting research study 

8. Patients in acute liver failure 

9. Acute kidney injury preoperatively 

10. Diagnosis of pheochromocytoma 

11. Severe audiovisual impairment 

12. Non-English speaking 

 

5.3 LIFESTYLE CONSIDERATIONS 

Enrolled participants may be patients who do not consume caffeine or those who are habitual caffeine 

users. A dedicated analysis plan will be used to test associations between habitual caffeine use and 

specific outcomes of interest (see Section 9.4, Statistical Analyses). 

 

5.4 SCREEN FAILURES 

Screen failures are defined as participants who consent to participate in the clinical trial but are not 

subsequently randomly assigned to the study intervention or entered in the study. Screen failure 

information will be provided to (1) ensure transparent reporting, (2) meet the Consolidated Standards of 

Reporting Trials (CONSORT) publishing requirements, and (3) respond to queries from regulatory 
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authorities. Reportable information includes demography, screen failure details, eligibility criteria, and 

any serious adverse event (SAE). 

 

5.5 STRATEGIES FOR RECRUITMENT AND RETENTION 

Our research group has established a robust infrastructure for recruiting surgical patients for 

perioperative clinical trials.6,80  For example, our department recruited >20,000 surgical patients for the 

Michigan Awareness Control Study over a two-year period.80 Our department then served as one of two 

leading sites in a multicenter trial for preventing postoperative delirium, and >100 patients were 

recruited in a two-year period (with many of the same outcomes and assessment tools proposed in this 

study).6 Our research team has also recruited hundreds of patients for various smaller-scale trials and 

observational studies over the past few years.20,81-86 This local infrastructure for clinical trial recruitment 

and enrollment is firmly established, as we coordinate with preoperative clinics at Michigan Medicine to 

maintain weekly recruitment. Thus, we do not anticipate issues with recruitment or retention. 

 

Additionally, targeted efforts will be made to enhance participant diversity and include historically 

under-represented patient populations. Such recruitment will be facilitated through the University of 

Michigan Office of Health Equity and Inclusion. This department aims to increase representation of 

historically underrepresented and underserved communities. Additionally, the Michigan Institute for 

Clinical and Health Research has established relationships with local communities that include 

underrepresented populations in research. By working with these programs, our goal is to bolster 

participant diversity via targeted connection with the community. 

 

6 STUDY INTERVENTION 

6.1 STUDY INTERVENTION(S) ADMINISTRATION 

6.1.1 STUDY INTERVENTION DESCRIPTION 

Participants will be block randomized with a 1:1:1 allocation ratio (placebo: low-dose caffeine: high-dose 

caffeine) in a three-arm parallel design. Prepared intravenous syringe solutions of D5W (placebo) or 

caffeine citrate will be directly delivered to the operating room prior to the surgery of enrolled 

participants. For the next two postoperative mornings, the study drug will given with scheduled, 

morning medications as administered and overseen by the research nurse (or physician assistant). 

6.1.2 DOSING AND ADMINISTRATION 

The study drug will be administered as an intravenous infusion, using an infusion pump, over 30 (±5) 

minutes beginning during surgical closure and on the first two postoperative mornings. Low-dose 

caffeine will consist of 1.5 mg/kg caffeine base, and high-dose caffeine will contain 3 mg/kg caffeine 

base; both caffeine drugs will be dissolved in 40 mLs of dextrose 5% in water. No dose or timing changes 

are anticipated, and the infusion will be administered over the entire 30 (±5) minutes. A research nurse 

or physician assistant will oversee the drug administration and monitor blood pressure (every 5 

minutes), heart rate, heart rhythm (via 5-lead electrocardiography), and continuous pulse oximetry. 

 

6.2 PREPARATION/HANDLING/STORAGE/ACCOUNTABILITY 

6.2.1 ACQUISITION AND ACCOUNTABILITY 

Caffeine citrate injection (Fresenius Kabi) or generic equivalent (if the Fresenius Kabi product is not 

available) will be purchased by the Research Pharmacy using the study funds.  Study drugs will be 

prepared, stored, and dispensed per hospital research pharmacy guidelines and protocols (see 6.2.3 and 
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6.2.4). Unused drugs will be sent back to the research pharmacy and discarded per pharmacy protocols 

and standards. 

 

6.2.2 FORMULATION, APPEARANCE, PACKAGING, AND LABELING 

Per manufacturer (Fresenius Kabi USA, LLC) package insert: Caffeine citrate injection is indicated for the 

treatment of apnea of prematurity (https://dailymed.nlm.nih.gov/dailymed/drugInfo.cfm?setid=38b39044-

737a-4247-a6c4-c86f5e92490e&audience=consumer). Caffeine citrate injection, USP for intravenous 

administration is a clear, colorless, sterile, nonpyrogenic, preservative-free, aqueous solution adjusted 

to pH 4.7. Each mL contains 20 mg caffeine citrate (equivalent to 10 mg of caffeine base) prepared in 

solution by the addition of 10 mg caffeine anhydrous to 5 mg citric acid monohydrate, 8.3 mg sodium 

citrate dihydrate and Water for Injection, USP. Caffeine, a central nervous system stimulant, is an 

odorless white crystalline powder or granule, with a bitter taste. It is sparingly soluble in water and 

ethanol at room temperature. The chemical name of caffeine is 3,7-dihydro-1,3,7-trimethyl-1H-purine-

2,6-dione. In the presence of citric acid it forms caffeine citrate salt in solution. Vials should and will be 

inspected visually for particulate matter prior to use. 

 

6.2.3 PRODUCT STORAGE AND STABILITY 

Caffeine citrate injection, USP, is stored according to manufacturer recommendations in 3 mL single-

dose vials. The drug will be stored in the hospital research pharmacy in accordance with hospital 

pharmacy practice and guidelines. Caffeine citrate is stable at room temperature over a 24-hour 

period.87 

 

6.2.4 PREPARATION 

The assigned caffeine citrate dose will be diluted in dextrose 5% in water to a total volume of 40 mL. 

These procedures will occur via standard Michigan Medicine Research Pharmacy protocols, procedures, 

and operations. 

 

6.3 MEASURES TO MINIMIZE BIAS: RANDOMIZATION AND BLINDING 

As previously described, participants will be block-randomized with a 1:1:1 allocation ratio (placebo: 

caffeine 1.5 mg/kg: caffeine 3 mg/kg). Randomization will also be stratified by age (<75 or ≥75 years old) 
and sex. Older age is a risk factor for delirium, with patients 75 years of age and older having particularly 

high risk.13-15 Response to caffeine may also differ based on sex.88 Stratified randomization will thus help 

to balance these biologically relevant, prognostic variables and mitigate selection bias. Additionally, 

research teams, patients, clinicians, and analysts will remain blinded to the study drug intervention. 

Regression models will also include adjustments for relevant confounders, and baseline imbalances, as 

described in Section 9, Statistical Considerations. Blinding can be broken, if necessary, per the 

physicians caring for the subject to ensure subject safety. 

 

6.4 STUDY INTERVENTION COMPLIANCE 

The research teams will use a mandatory case report form (CRF) to indicate that the study drug was 

given. Furthermore, the beginning and end times of the study drug infusion will be recorded for each 

participant. Reasons for deviation (e.g., not administering the study drug, incorrect administration 

timing) will also be reported and reported. 

 

6.5 CONCOMITANT THERAPY 
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No other study drugs will be given. Participants will receive medications as clinically indicated by 

perioperative providers. Caffeine is metabolized via Cytochrome P450 1A2, and medications that inhibit, 

induce, or serve as substrates for this system may affect caffeine metabolism (https://drug-

interactions.medicine.iu.edu/MainTable.aspx). Co-administration of these medications will be recorded 

and considered during data analysis.   

 

6.5.1 RESCUE MEDICINE 

Not applicable 

 

 

7 STUDY INTERVENTION DISCONTINUATION AND PARTICIPANT 

DISCONTINUATION/WITHDRAWAL 

7.1 DISCONTINUATION OF STUDY INTERVENTION 

Discontinuation of the study drug may occur for the following reasons: 

 

• Participant is found to not meet all eligibility criteria 

• Adverse cardiac event (e.g., unstable arrhythmia) 

• Adverse neurologic event (e.g., seizure) 

• Additional adverse events (e.g., hypersensitivity, allergic reaction) 

• Clinician caring for the patient has requested discontinuing the drug due to safety concerns 

• Discontinuation at the discretion of the study- or site-PI for additional concerns 

 

Discontinuation from caffeine administration does not necessarily mean discontinuation from the study, 

and remaining study procedures should be completed as indicated by the study protocol.  If a clinically 

significant finding is identified after enrollment (i.e., adverse reaction to the study drug), the investigator 

or qualified designee will determine if any change in participant management is needed. Any new 

clinically relevant finding will be reported as an adverse event (AE). The study drug may be restarted if 

deemed safe and appropriate by both the (1) clinical team caring for the patient and the (2) site-PI of 

the respective study site. 

 

The data to be collected at the time of study intervention discontinuation will include the following: 

• Time of drug initiation and discontinuation 

• Reason for discontinuation 

• Person (e.g., clinician, investigator) who requested that the drug be stopped 

 

7.2 PARTICIPANT DISCONTINUATION/WITHDRAWAL FROM THE STUDY 

Participants are free to withdraw from participation in the study at any time upon request. Additionally, 

an investigator may discontinue or withdraw a participant from the study for the following reasons: 

 

• Significant study intervention non-compliance  

• If any clinical adverse event (AE), laboratory abnormality, or other medical condition or situation 

occurs such that continued participation in the study would not be in the best interest of the 

participant 

• Disease progression which requires discontinuation of the study intervention 

• If the participant meets an exclusion criterion (either newly developed or not previously 

recognized) that precludes further study participation 
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The reason for participant discontinuation or withdrawal from the study will be recorded on the 

designated case report form (CRF). Participants who sign the informed consent form and are 

randomized but do not receive the study intervention may be replaced. For participants who sign the 

informed consent form, are randomized, receive the study intervention, and subsequently withdraw (or 

are withdrawn or discontinued from the study), these participants will not be replaced if they have 

completed the primary outcome assessment. If such a participant is withdrawn or discontinued prior to 

assessing the primary outcome, that participant will be replaced. 

7.3 LOST TO FOLLOW-UP 

There is a close proximity in time between study intervention (i.e., study drug infusion) and early 

postoperative assessments. This assessment will occur when the patient is still hospitalized early in the 

postoperative course. Thus, loss to follow-up is not anticipated to be a major concern for the primary 

outcome in this study. However, such loss may occur in certain scenarios, such as unplanned intensive 

care unit admission with patients remaining intubated postoperatively. Loss to follow-up will thus be 

reported in study flow diagrams and is accounted for in power calculations (see Section 9, Statistical 

Considerations). 

 

8 STUDY ASSESSMENTS AND PROCEDURES 

8.1 EFFICACY ASSESSMENTS  

The specific timing of procedures/evaluations to be done at each study visit are outlined in Section 1.3, 

Schedule of Activities (SoA). Details regarding major trial assessment measures are described in the 

following section. 

 

Screening/Enrollment Visit 

Screening visits will be performed during either preoperative clinic visits or on the morning of surgery. 

Trained research team members will make a determination of study eligibility based on medical chart 

review and concurrent discussion with potential participants. Screening forms will then be reviewed, 

confirmed, and signed by the study PI (Vlisides) anytime between the initial screening visit and surgical 

intervention. During this initial visit, baseline vitals will be taken and a physical exam will be performed 

by clinic and perioperative clinicians per clinical standards. Baseline research case report forms will be 

completed, as outlined in Section 1.3, Schedule of Activities (SoA), by trained research team members. 

 

Delirium Assessments 

Delirium will be assessed using the long-form CAM, via in-person assessment, during hospitalization. The 

CAM strategy will be used to assess delirium severity,2 and total delirium duration (days) will also be 

calculated. 

 

Quality of Recovery 

The patient-reported 15-item Quality of Recovery scale will be used.3 This scale has been chosen as a 

key secondary outcome assessment, as caffeine is postulated to reduce delirium and, potentially, 

headache, which may help with the recovery process. The scale will be administered preoperatively at 

baseline and on the second postoperative afternoon. Results will be ascertained and recorded via in-

person assessment by the research team. 

 

Agitation and Sedation 

Given that caffeine enhances arousal, as described previously, caffeine may also prevent states of 

obtundation, particularly in the early postoperative setting given the possibility of residual anesthesia. 
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The RASS4 will thus be used to assess for agitation (+2 to +4) or sedation (-2 to -5) each timepoint of 

delirium assessment except for preoperative baseline (where the RASS will not be administered). 

 

Headache 

Headache presence and severity will also be assessed (10-centimeter visual analog scale, VAS) at each 

delirium assessment timepoint. The rationale for this outcome is that perioperative caffeine 

administration has been demonstrated to reduce rebound headache, particularly in habitual caffeine 

users.25,54 

 

Opioid Consumption 

Perioperative opioid consumption will be collected via electronic medical records and converted to oral 

morphine equivalents as we have previously described.6 

 

8.2 SAFETY AND OTHER ASSESSMENTS 

The following additional procedures will be conducted to assess for respective safety outcomes and 

events: 

• Vital signs (e.g., temperature, pulse, respirations, blood pressure). Vitals will be collected 

clinically per perioperative standards and protocols. These data will be collected and analyzed in 

relation to study drug administration, with particular focus on cardiovascular Adverse Events 

(AEs) (See Section 9.4.4., Safety Analyses). 

• Assessment of adverse events. Assessment for Adverse Events (AEs) will occur throughout the 

study period (Section 1.3, Schedule of Activities, SoA) as described in following sections. 

• Baseline caffeine intake. Habitual caffeine intake will be assessed among participants and 

categorized into no daily intake or any daily intake. 

• Baseline cognitive function. Baseline cognitive function will be assessed via AD8 Dementia 

Screening Interview, Montreal Cognitive Assessment, and Cognitive Instrumental Activities of 

Daily Living. 

• Instrumental Activities of Daily Living. Instrumental Activities of Daily Living will be assessed to 

determine preoperative functional status. 

• Postoperative nausea and vomiting. Measured via the Postoperative Nausea and Vomiting 

Intensity Scale89 in the PACU, postoperative day one afternoon, and postoperative day two 

afternoon. Any vomiting and antiemetic use from PACU admission through postoperative day 

two hours will also be recorded. 

• Arrhythmias. Any new cardiac arrhythmia not previously experienced by the patient will be 

reported from PACU admission through postoperative day two. 

• Restraint use. Any instance of restraint use related to altered mental status will be recorded. 

• Injury to self or others. Any injury to self or others resulting from agitation/altered mental 

status 

• Falls. Fall presence as reported by the patient, hospital staff, or medical record. 

 

8.3 ADVERSE EVENTS AND SERIOUS ADVERSE EVENTS 

8.3.1 DEFINITION OF ADVERSE EVENTS (AE) 

Adverse event means any untoward medical occurrence associated with the use of an intervention in 

humans, whether or not considered intervention-related (21 CFR 312.32 (a)). 

 

8.3.2 DEFINITION OF SERIOUS ADVERSE EVENTS (SAE)  
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An adverse event (AE) or suspected adverse reaction is considered "serious" if it results in any of the 

following outcomes: death, a life-threatening adverse event, inpatient hospitalization or prolongation of 

existing hospitalization, a persistent or significant incapacity or substantial disruption of the ability to 

conduct normal life functions, or a congenital anomaly/birth defect. Important medical events that may 

not result in death, be life-threatening, or require hospitalization may be considered serious when, 

based upon appropriate medical judgment, they may jeopardize the participant and may require 

medical or surgical intervention to prevent one of the outcomes listed in this definition. Examples of 

such medical events include allergic bronchospasm requiring intensive treatment in an emergency room 

or at home, convulsions that do not result in inpatient hospitalization, or the development of drug 

dependency or drug abuse. 

 

8.3.3 CLASSIFICATION OF AN ADVERSE EVENT 

8.3.3.1 SEVERITY OF EVENT 

The following guidelines will be used to describe AE severity:  

 

• Mild – Events require minimal or no treatment and do not interfere with the participant’s daily 

activities.  

• Moderate – Events result in a low level of inconvenience or concern with the therapeutic 

measures. Moderate events may cause some interference with functioning. 

• Severe – Events interrupt a participant’s usual daily activity and may require systemic drug 

therapy or other treatment. Severe events are usually potentially life-threatening or 

incapacitating.  Of note, the term “severe” does not necessarily equate to “serious.” 

 

8.3.3.2 RELATIONSHIP TO STUDY INTERVENTION 

All adverse events (AEs) must have their relationship to study intervention assessed by the clinician who 

examines and evaluates the participant based on temporal relationship and his/her clinical judgment. 

The degree of certainty about causality will be graded using the categories below.  

 

• Definitely Related – There is clear evidence to suggest a causal relationship, and other possible 

contributing factors can be ruled out. The clinical event, including an abnormal laboratory test 

result, occurs in a plausible time relationship to study intervention administration and cannot be 

explained by concurrent disease or other drugs or chemicals. The response to withdrawal of the 

study intervention (dechallenge) should be clinically plausible. The event must be 

pharmacologically or phenomenologically definitive, with use of a satisfactory rechallenge 

procedure if necessary. 

• Probably Related – There is evidence to suggest a causal relationship, and the influence of other 

factors is unlikely. The clinical event, including an abnormal laboratory test result, occurs within 

a reasonable time after administration of the study intervention, is unlikely to be attributed to 

concurrent disease or other drugs or chemicals, and follows a clinically reasonable response on 

withdrawal (dechallenge). Rechallenge information is not required to fulfill this definition. 

• Potentially Related – There is some evidence to suggest a causal relationship (e.g., the event 

occurred within a reasonable time after administration of the trial medication). However, other 

factors may have contributed to the event (e.g., the participant’s clinical condition, other 

concomitant events). Although an AE may rate only as “possibly related” soon after discovery, it 

can be flagged as requiring more information and later be upgraded to “probably related” or 

“definitely related”, as appropriate. 
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• Unlikely to be related – A clinical event, including an abnormal laboratory test result, whose 

temporal relationship to study intervention administration makes a causal relationship 

improbable (e.g., the event did not occur within a reasonable time after administration of the 

study intervention) and in which other drugs or chemicals or underlying disease provides 

plausible explanations (e.g., the participant’s clinical condition, other concomitant treatments). 

• Not Related – The AE is completely independent of study intervention administration, and/or 

evidence exists that the event is definitely related to another etiology. There must be an 

alternative, definitive etiology documented by the clinician.] 

 

8.3.3.3 EXPECTEDNESS  

The Study PI (Vlisides) will be responsible for determining whether an adverse event (AE) is expected or 

unexpected. An AE will be considered unexpected if the nature, severity, or frequency of the event is not 

consistent with the risk information previously described for the study intervention. 

8.3.4 TIME PERIOD AND FREQUENCY FOR EVENT ASSESSMENT AND FOLLOW-UP 

The occurrence of an adverse event (AE) or serious adverse event (SAE) may come to the attention of 

study personnel during study visits and interviews of a study participant presenting for medical care, or 

upon review by a study monitor. 

 

All AEs including local and systemic reactions not meeting the criteria for SAEs will be captured on the 

appropriate case report form (CRF). Information to be collected includes event description, time of 

onset, clinician’s assessment of severity, relationship to study product (assessed only by those with the 

training and authority to make a diagnosis), and time of resolution/stabilization of the event. All AEs 

occurring while on study must be documented appropriately regardless of relationship. All AEs will be 

followed to adequate resolution. 

 

Any medical condition that is present at the time that the participant is screened will be considered as 

baseline and not reported as an AE. However, if the study participant’s condition deteriorates at any 

time during the study, it will be recorded as an AE.  

 

Changes in the severity of an AE will be documented to allow an assessment of the duration of the event 

at each level of severity to be performed. AEs characterized as intermittent require documentation of 

onset and duration of each episode. 

 

The study team will record all reportable events with start dates occurring any time after informed 

consent is obtained until 7 (for non-serious AEs) or 30 days (for SAEs) after the last day of study 

participation.  At each study visit, the investigator will inquire about the occurrence of AE/SAEs since the 

last visit.  Events will be followed for outcome information until resolution or stabilization. 

 

All serious, unexpected, and probably related events must be reported to the study principal 

investigator, Phillip Vlisides (pvliside@med.umich.edu). 

 

8.3.5 ADVERSE EVENT REPORTING  

The study team will report Adverse Events (AEs) per guidelines and timetables set forth by University of 

Michigan Institutional Review Board (IRBMED). AEs will also be uploaded to the online data repository, 

the Research Electronic Data Capture (REDCap) system.  
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8.3.6 SERIOUS ADVERSE EVENT REPORTING  

The study clinician will immediately report to the sponsor any serious adverse event, whether or not 

considered study intervention related, including those listed in the protocol or investigator brochure and 

must include an assessment of whether there is a reasonable possibility that the study intervention 

caused the event. Study endpoints that are serious adverse events (e.g., all-cause mortality) must be 

reported in accordance with the protocol unless there is evidence suggesting a causal relationship 

between the study intervention and the event (e.g., death from anaphylaxis). In that case, the 

investigator must immediately report the event to the sponsor. 

 

All serious adverse events (SAEs) will be followed until satisfactory resolution or until the site 

investigator deems the event to be chronic or the participant is stable. 

 

8.3.7 REPORTING EVENTS TO PARTICIPANTS  

Individual participants will be notified of any serious, unanticipated adverse events probably related to 

study interventions. 

 

8.3.8 EVENTS OF SPECIAL INTEREST  

Not applicable 

 

8.3.9 REPORTING OF PREGNANCY  

Pregnancy tests will not be ordered for this study, as only patients ≥70 years of age will be eligible. 

 

8.4 UNANTICIPATED PROBLEMS 

8.4.1 DEFINITION OF UNANTICIPATED PROBLEMS (UP) 

The Office for Human Research Protections (OHRP) considers unanticipated problems involving risks to 

participants or others to include, in general, any incident, experience, or outcome that meets all of the 

following criteria: 

 

• Unexpected in terms of nature, severity, or frequency given (a) the research procedures that are 

described in the protocol-related documents, such as the Institutional Review Board (IRB)-

approved research protocol and informed consent document; and (b) the characteristics of the 

participant population being studied; 

• Related or possibly related to participation in the research (“possibly related” means there is a 

reasonable possibility that the incident, experience, or outcome may have been caused by the 

procedures involved in the research); and 

• Suggests that the research places participants or others at a greater risk of harm (including 

physical, psychological, economic, or social harm) than was previously known or recognized. 

 

8.4.2  UNANTICIPATED PROBLEM REPORTING  

An investigator shall submit to the sponsor and to the reviewing Institutional Review Board (IRB) a 

report of any unanticipated adverse device effect occurring during an investigation as soon as possible, 

but in no event later than 10 working days after the investigator first learns of the effect (21 CFR 

812.150(a)(1)), A sponsor who conducts an evaluation of an unanticipated adverse device effect under 

812.46(b) shall report the results of such evaluation to the Food and Drug Administration (FDA) and to 

all reviewing IRB's and participating investigators within 10 working days after the sponsor first receives 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2023-073945:e073945. 13 2023;BMJ Open, et al. Vlisides PE



The CAffeine, Postoperative Delirium, And CHange IN Outcomes after Surgery-2 (CAPACHINOS-2) Study Version <2.0> 

Protocol <2.0> <14 December 2022> 

 

notice of the effect. Thereafter the sponsor shall submit such additional reports concerning the effect as 

FDA requests (21 CFR 812.150(b)(1)).    

 

8.4.3 REPORTING UNANTICIPATED PROBLEMS TO PARTICIPANTS  

Participants will be informed of UPs in in accordance with IRB and sponsor recommendations. 

 

9 STATISTICAL CONSIDERATIONS  

9.1 STATISTICAL HYPOTHESES 

• Primary Efficacy Endpoint(s):  

 

This trial tests the primary hypothesis that intravenous caffeine citrate, administered during 

surgical closure, and on the first two postoperative mornings, will reduce the incidence of 

postoperative delirium as identified by the long-form CAM screening tool.1 The CAM will be 

complemented by a validated chart review method65,66 to account for any episodes of delirium 

for a given day not detected by the in-person CAM assessment. 

 

9.2 SAMPLE SIZE DETERMINATION 

Both caffeine groups will be compared to the placebo group based on Generalized Estimating Equation 

(GEE) modeling. Sample size calculations were thus conducted via GEE Tests for Multiple Proportions in 

a Cluster-Randomized Design with Power Analysis and Sample Size Software (2022; NCSS, LLC. Kaysville, 

Utah, USA).90 Significance level (α) was set at 0.05. A baseline early postoperative delirium incidence 

(including the PACU timeframe) of 30% was conservatively estimated based on our preliminary trial.20 A 

sample size of 250 participants will provide between 80-95% power assuming a baseline delirium 

incidence of 30%, an incidence ranging between 10-30% in the low-dose group, and an incidence 

between 10-15% in the high-dose group. These effect sizes are estimated from our preliminary trial data 

with a similar dosing range (1.7 – 4.5 mg/kg; median dose 2.5 mg/kg) and absolute risk reduction 

>20%.20 Increased potency may be expected with older patients given the reduced pharmacologic 

volume of distribution74 and a possible age-caffeine interaction effect with respect to cognition.73 This 

sample size also accounts for an approximate 10% dropout rate. Lastly, no interim analyses are planned 

in relation to the primary outcome. 

 

9.3 POPULATIONS FOR ANALYSES 

The primary analysis for this study will follow an intention-to-treat approach. That is, patients will be 

analyzed based on initial group allocation, regardless of protocol deviations (e.g., not receiving the study 

drug). A secondary, per-protocol approach will then be performed, which will include all randomized 

participants who received the study drug as intended and with available delirium assessments for each 

corresponding day. 

 

9.4 STATISTICAL ANALYSES 

9.4.1 GENERAL APPROACH 

For descriptive statistics, categorical outcomes will be presented as proportions (frequencies) and 

continuous data will be presented as means (±standard deviation) or medians (interquartile range). 

Normality of distribution will be assessed using the Shapiro-Wilk test, and parametric or non-parametric 

tests will be applied as appropriate. For statistical modeling, covariates will be specified in the following 
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sections. All inferential testing will be two-sided, and p-values <0.05 will be considered statistically 

significant. 95% confidence intervals will be reported. 

 

9.4.2 ANALYSIS OF THE PRIMARY EFFICACY ENDPOINT(S) 

As previously described, postoperative delirium will serve as the primary endpoint. The primary 

analytical test will be a multivariable logistic regression model that will follow the GEE approach. 

Independent variables will include the placebo group (reference), low-dose caffeine group, high-dose 

caffeine group, and a priori variables that may be independently predictive of delirium (e.g., age, male 

sex, American Society of Anesthesiologists Physical Status score, baseline cognitive function via 

Montreal Cognitive Assessment, baseline functional status via Instrumental Activities of Daily Living, 

depression, and epidural use83). Baseline cohort imbalances, defined by absolute standardized 

differences >0.20, will also be included in this model. 

 

Lastly, missing delirium data will be assessed for randomness using the Little’s Missing Completely at 

Random Test. If data are missing at random, imputation will be performed, and these results will be 

compared to results with the actual data in the supplementary appendix. If data are not missing at 

random, no imputation will be performed, and the Cochrane-Armitage test will be used to assess for the 

proportion of missing data across each arm.  

 

9.4.3 ANALYSIS OF THE SECONDARY ENDPOINT(S) 

For secondary endpoints, a similar GEE-based approach will be used. Within- and between- group 

comparisons will be analyzed based on coefficients in the model. This approach also allows for flexibility 

with missing data. Unstandardized beta coefficients will be presented with 95% confidence intervals and 

p-values (<0.05 will be considered statistically significant). 

 

For non-repeated continuous measures (e.g., delirium duration, cumulative opioid consumption) and 

binary outcomes (e.g., postoperative delirium, headache), we will use the same GEE modeling approach. 

All GEE models will use the empirical parameter estimates with an exchangeable correlation matrix. As 

indicated previously, models will adjust for baseline cohort imbalances. Additionally, for Quality of 

Recovery and headache severity, the differential effect of habitual caffeine consumption and group will 

be tested. This will be tested via interaction term of habitual caffeine consumption with caffeine group 

(placebo, low-dose caffeine group, high-dose). The daily number of caffeinated beverages will be 

recorded for each participant, and the resulting distribution will be analyzed and used to inform the 

most appropriate categorization of habitual caffeine users (e.g., non-users, low-dose, high-dose, etc.). 

 

9.4.4 SAFETY ANALYSES 

Data will be reported on specific safety outcomes that may be related to caffeine. Despite the high 

safety profile associated with caffeine, certain risks have been associated with administration (see 

Section 2.3, Risk/Benefit Assessment). The following adverse events that may occur with caffeine will 

be reported: 

 

 

Outcome Measure 

New cardiac arrhythmia (e.g., supraventricular tachycardia, 

ventricular tachycardia) incidence 

Incidence 

(%) 

SBP (mm Hg)* n (SD) 

DBP (mm Hg)* n (SD) 
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HR (BPM)* n (SD) 

Restraint use Incidence 

(%) 

Injury to self or others Incidence 

(%) 

Postoperative Nausea and Vomiting** Score (n) 

Dehydration† Incidence 

(%) 

Allergic Reaction‡ Incidence 

(%) 

*Vitals will be presented as descriptive statistics – no cutoff thresholds will be assigned. **Via Postoperative 

Nausea and Vomiting Intensity Scale. †Dehydration will be recorded if this term is described in the medical record 

by clinical teams caring for the patient. ‡The nature of any suspected allergic reaction will be reported in full detail. 

 

The study drug will be discontinued in the event of new-onset cardiac arrhythmia, suspected allergic 

reaction, or any other concern raised by either the clinical or research team. Adverse events will 

otherwise be coded as described in Section 8.3, Adverse Events and Serious Adverse Events. 

 

9.4.5 BASELINE DESCRIPTIVE STATISTICS 

Study arms will be compared on baseline characteristics, including demographics and medical 

comorbidities. Absolute standardized differences will be used to compare groups at baseline. 

 

9.4.6 PLANNED INTERIM ANALYSES  

No formal interim analyses are planned with respect to intervention efficacy. However, interim safety 

reviews may be conducted at the discretion of the Data and Safety Monitoring Board (DSMB). Any 

serious adverse event occurring during the study infusion, that may be related to drug administration, 

will trigger a stopping of drug administration. Drug infusion may also be stopped at the discretion of the 

clinical or research team for any additional concern not previously described.  

 

9.4.7 SUB-GROUP ANALYSES 

A trial subgroup analysis will be conducted in patients meeting criteria for Mild Cognitive Impairment at 

preoperative baseline (anticipated n=50)91 based on preoperative AD8 screening, Montreal Cognitive 

Assessment score <26, and preserved functional independence via cognitive Independent Activities in 

Daily Living. This subgroup analysis will test the hypothesis that preoperative Mild Cognitive Impairment 

will be associated with deviations in baseline neural criticality, based on surrogate 

electroencephalographic (EEG) measures.21,92 As a secondary analysis, we will determine whether 

caffeine exerts a differential effect on cognitive outcomes in patients with Mild Cognitive Impairment, 

based on our evidence that caffeine may improve neural criticality, and criticality breakdowns are 

postulated to underlie Mild Cognitive Impairment and Alzheimer’s disease. 21,92,93 Delirium incidence, 

severity, and Montreal Cognitive Assessment scores one month post-discharge will also be compared in 

those with and without baseline Mild Cognitive Impairment. 

9.4.8 TABULATION OF INDIVIDUAL PARTICIPANT DATA 

Individual data will not be tabulated for this study. 

 

9.4.9 EXPLORATORY ANALYSES 
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As a secondary trial analysis, an additional aim will be to identify the underlying cortical dynamics of 

postoperative delirium. We will perform advanced EEG analysis with a high-density, whole-scalp system, 

on all clinical trial patients at preoperative baseline and during postanesthesia care unit (PACU) 

recovery. A separate, low-density EEG system will be used during each of the first two postoperative 

mornings. Based on our preliminary data,21,92 we hypothesize that Deviations from neural criticality, 

based on EEG-based surrogate markers, will occur during delirium. The impact of caffeine on neural 

criticality will also be tested, and network-based measures (e.g., global efficiency, hub structure, 

connection strength, etc.) will also be analyzed. 

 

10 SUPPORTING DOCUMENTATION AND OPERATIONAL CONSIDERATIONS 

10.1 REGULATORY, ETHICAL, AND STUDY OVERSIGHT CONSIDERATIONS 

10.1.1 INFORMED CONSENT PROCESS 

 

10.1.1.1 CONSENT/ASSENT AND OTHER INFORMATIONAL DOCUMENTS PROVIDED TO 

PARTICIPANTS 

Consent forms describing in detail the study intervention, study procedures, and risks are given to the 

participant and written documentation of informed consent is required prior to starting 

intervention/administering study intervention. Written consent materials are submitted with this 

protocol. 

 

10.1.1.2 CONSENT PROCEDURES AND DOCUMENTATION 

Informed consent is a process that is initiated prior to the individual’s agreeing to participate in the 

study and continues throughout the individual’s study participation. Consent forms will be Institutional 

Review Board (IRB)-approved and the participant will be asked to read and review the document. The 

investigator will explain the research study to the participant and answer any questions that may arise. 

A verbal explanation will be provided in terms suited to the participant’s comprehension of the 

purposes, procedures, and potential risks of the study and of their rights as research participants.  

Participants will have the opportunity to carefully review the written consent form and ask questions 

prior to signing. The participants should have the opportunity to discuss the study with their family or 

surrogates or think about it prior to agreeing to participate. The participant will sign the informed 

consent document prior to any procedures being done specifically for the study. Participants must be 

informed that participation is voluntary and that they may withdraw from the study at any time, without 

prejudice. A copy of the informed consent document will be given to the participants for their records. 

The informed consent process will be conducted and documented in the source document (including the 

date), and the form signed, before the participant undergoes any study-specific procedures. The rights 

and welfare of the participants will be protected by emphasizing to them that the quality of their 

medical care will not be adversely affected if they decline to participate in this study. 

10.1.2 STUDY DISCONTINUATION AND CLOSURE 

This study may be temporarily suspended or prematurely terminated if there is sufficient reasonable 

cause.  Written notification, documenting the reason for study suspension or termination, will be 

provided by the suspending or terminating party to the investigator, funding agency, the Food and Drug 

Administration, and other regulatory authorities as needed.  If the study is prematurely terminated or 

suspended, the Principal Investigator (PI) will promptly inform study participants, the Institutional 

Review Board (IRB), and sponsor and will provide the reason(s) for the termination or suspension. Study 

participants will be contacted, as applicable, and be informed of changes to study visit schedule. 
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Circumstances that may warrant termination or suspension include, but are not limited to: 

• Determination of unexpected, significant, or unacceptable risk to participants 

• Insufficient compliance to protocol requirements 

• Data that are not sufficiently complete and/or evaluable 

• PI decision 

• Sponsor decision 

• Regulatory and/or other oversight body decision 

 

Study may resume once concerns about safety, protocol compliance, and data quality are addressed, 

and satisfy the sponsor, IRB and/or FDA. 

 

10.1.3 CONFIDENTIALITY AND PRIVACY  

Participant confidentiality and privacy is strictly held in trust by the participating investigators, their 

staff, and the sponsor(s) and their interventions. This confidentiality is extended to cover testing of any 

biological samples and genetic tests in addition to the clinical information relating to participants. 

Therefore, the study protocol, documentation, data, and all other information generated will be held in 

strict confidence. No information concerning the study or the data will be released to any unauthorized 

third party without prior written approval of the sponsor.  

 

All research activities will be conducted in as private a setting as possible. 

 

The study monitor, other authorized representatives of the sponsor, representatives of the Institutional 

Review Board (IRB), regulatory agencies or pharmaceutical company supplying study product may 

inspect all documents and records required to be maintained by the investigator, including but not 

limited to, medical records (office, clinic, or hospital) and pharmacy records for the participants in this 

study. The clinical study site will permit access to such records. 

 

The study participant’s contact information will be securely stored for internal use during the study. At 

the end of the study, all records will continue to be kept in a secure location for as long a period as 

dictated by the reviewing IRB, Institutional policies, or sponsor requirements. 

 

Study participant research data, which is for purposes of statistical analysis and scientific reporting, will 

be transmitted to and stored on the Research Electronic Data Capture (REDCap) system as managed by 

the Michigan Institute for Clinical and Health Research. Data stored on REDCap will not include the 

participant’s contact or identifying information. Rather, individual participants and their research data 

will be identified by a unique study identification number. This online database will be password 

protected and managed on secured serves by the Michigan Institute of Clinical and Health Research. At 

the end of the study, all study databases will be de-identified and archived. 

 

10.1.4 FUTURE USE OF STORED SPECIMENS AND DATA  

Data collected for this study will be analyzed and stored in secure, locked offices and storage locations. 

After the study is completed, the de-identified, archived data will be electronically stored on the 

Research Electronic Data Capture (REDCap) system, which is managed by the Michigan Institute for 

Clinical and Health Research protected. Data will be available for use by other researchers including 

those outside of the study. Permission to store and transmit data to the Michigan Institute for Clinical 
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and Health Research REDCap server will be included in the written consent.  During the conduct of the 

study, an individual participant can choose to withdraw consent to have data stored for future research. 

 

10.1.5 KEY ROLES AND STUDY GOVERNANCE 

 

Principal Investigator 

Phillip E. Vlisides, MD 

University of Michigan Medical 

School  

1500 East Medical Center Drive, 

Ann Arbor, MI USA 48109 

734-936-4280 

pvliside@med.umich.edu 

Additionally, an executive steering committee will (1) serve as an advisory panel to the study PI (Vlisides) 

and (2) co-host monthly conference calls with the rest of the trial team to review study operations, 

progress, and issues that may arise. We will seek an Investigational New Drug Exemption from the FDA, 

as this exemption was approved (#137936) for our previous, preliminary trial (NCT03577730). 

10.1.6 SAFETY OVERSIGHT 

In conjunction with the National Institute on Aging, an independent Data and Safety Monitoring Board 

(DSMB) will be commissioned. The DSMB will be composed of individuals with the appropriate expertise 

who will guide the National Institute on Aging representatives and the study investigators. 

The DSMB will be comprised of external members with no direct involvement in the trial. 

 

The DSMB members will have appropriate – and complementary – context expertise (e.g., 

anesthesiologists, biostatisticians with clinical trials experience, etc.). DSMB members will not have 

conflicts of interest – financial, proprietary, professional, or otherwise – that could threaten impartial, 

independent decision-making responsibilities. The DSMB charter will be drafted and approved by all 

relevant parties, and meetings will occur twice per year. The trial statistician team will be responsible for 

compiling and curating data into reports for the DSMB. 

 

The DSMB meetings will focus mainly on the following study elements: safety data (e.g., postoperative 

nausea and vomiting, arrhythmias, falls, etc.), data quality, and enrollment data and projections. The 

DSMB may consider early study termination based on safety concerns, but there are no plans to 

terminate the study early based on apparent benefit or futility. Adequate statistical power, with the pre-

specified sample size, will be required for the primary analysis along with pre-specified subgroup 

analyses (e.g., patients with Mild Cognitive Impairment). Early trial termination may result in effect size 

inflation compared to those not stopped early.94-96 The effect of caffeine on secondary outcomes (e.g., 

delirium severity, quality of recovery, etc.) is also important, and early termination would attenuate 

these analyses. As such, there will be no plan for early trial termination based on perceived efficacy or 

futility with respect to the primary outcome of delirium. 

 

Lastly, the DSMB will hold both open and closed sessions. Open sessions will focus on overall status of 

the trial, pooled data analysis, and overarching concerns (e.g., enrollment, data quality). The objective of 

the closed sessions will be to review safety data, effectiveness outcomes, and adverse events, in an 

unblinded manner. 

 

10.1.7 CLINICAL MONITORING 
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Clinical site monitoring is conducted to ensure that the rights and well-being of trial participants are 

protected, that the reported trial data are accurate, complete, and verifiable, and that the conduct of 

the trial is in compliance with the currently approved protocol/amendment(s), with International 

Conference on Harmonisation Good Clinical Practice (ICH GCP), and with applicable regulatory 

requirement(s).  

 

Clinical site monitoring will be performed by the Study Monitoring team of the Michigan Institute for 

Clinical and Health Research. This team will perform independent audits of trial operations, including 

initiation, interim, and close-out visits. The monitoring plan will focus on protocol and regulatory 

adherence, maintenance of essential documentation, and appropriate storage and accountability of the 

study drug. Reports will then be made available to the study team, IRB, and DSMB. 

 

10.1.8 QUALITY ASSURANCE AND QUALITY CONTROL 

Dr. Vlisides (PI) and Ms. Amy McKinney (Project Manager) will be responsible for coordinating the 

collection of data, performing data cleaning, monitoring data accuracy and completeness, ensuring 

regulatory compliance (trial registration and DSMB coordination), generating data reports throughout 

the trial lifespan, and analyzing the data in conjunction with the statistician team. Dr. Vlisides will also 

supervise the team of research assistants, in conjunction with Ms. Amy McKinney, to ensure proper data 

collection and management per study protocols. The study team will provide direct access to source 

data/documents and reports for the purpose of monitoring and auditing by the sponsor and inspection 

by local and regulatory authorities. 

 

Following written Standard Operating Procedures (SOPs), the monitors will verify that the clinical trial is 

conducted and data are generated and biological specimens are collected, documented (recorded), and 

reported in compliance with the protocol, International Conference on Harmonisation Good Clinical 

Practice (ICH GCP), and applicable regulatory requirements (e.g., Good Laboratory Practices (GLP), Good 

Manufacturing Practices (GMP)).  

 

Quality control (QC) procedures will also be implemented beginning with the data entry system and data 

QC checks that will be run on the database will be generated. The Michigan Institute of Clinical and 

Health Research also performs routine, scheduled maintenance and QC checks on the REDCap system. 

The REDCap system incorporates logic that requires appropriate responses, and missing/incorrect data 

are readily and transparently highlighted. Any missing data or data anomalies will be communicated 

directly to Dr. Vlisides and Ms. McKinney. 

 

10.1.9 DATA HANDLING AND RECORD KEEPING  

 

10.1.9.1 DATA COLLECTION AND MANAGEMENT RESPONSIBILITIES  

Data collection is the responsibility of the clinical trial staff at the site under the supervision of the study 

PI (Vlisides). The investigator is responsible for ensuring the accuracy, completeness, legibility, and 

timeliness of the data reported. 

 

All source documents should be completed in a neat, legible manner to ensure accurate interpretation 

of data.   

 

Hardcopies of the study visit worksheets will be provided for use as source document worksheets for 

recording data for each participant enrolled in the study.  Data recorded in the electronic case report 
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form (eCRF) derived from source documents should be consistent with the data recorded on the source 

documents.  

 

Clinical data (including adverse events (AEs), concomitant medications, and expected adverse reactions 

data) and clinical laboratory data will be entered into REDCap, a 21 CFR Part 11-compliant data capture 

system provided by the Michigan Institute for Clinical and Health Research. REDCap resides on a 

secured, password-protected online network. The data system also includes password protection, audit 

trails, automated export procedures for downloads to various statistical packages, and procedures for 

importing data from various external sources. Data will be entered directly from the source documents. 

 

10.1.9.2 STUDY RECORDS RETENTION  

Study documents should be retained for a minimum of three years. However, these documents may be 

retained for a longer period if required by local regulations. 

 

10.1.10 PROTOCOL DEVIATIONS  

A protocol deviation is any noncompliance with the clinical trial protocol, International Conference on 

Harmonisation Good Clinical Practice (ICH GCP), or Manual of Procedures (MOP) requirements. The 

noncompliance may be either on the part of the participant, the investigator, or the study site staff. As a 

result of deviations, corrective actions are to be developed by the site and implemented promptly.  

 

These practices are consistent with ICH GCP:  

• 4.5 Compliance with Protocol, sections 4.5.1, 4.5.2, and 4.5.3  

• 5.1 Quality Assurance and Quality Control, section 5.1.1  

• 5.20 Noncompliance, sections 5.20.1, and 5.20.2.  

 

It is the responsibility of the site investigator to use continuous vigilance to identify and report 

deviations within seven working days of identification of the protocol deviation, or within seven working 

days of the scheduled protocol-required activity.  All deviations must be addressed in study source 

documents, reported to funding agencies, and reported to Program Official and the coordinating center 

(University of Michigan). Protocol deviations must be sent to the reviewing Institutional Review Board 

(IRB) per their policies. The site investigator is responsible for knowing and adhering to the reviewing 

IRB requirements. Further details about the handling of protocol deviations will be included in the MOP.  

 

10.1.11 PUBLICATION AND DATA SHARING POLICY 

This study will be conducted in accordance with the following publication and data sharing policies and 

regulations: 

 

National Institutes of Health (NIH) Public Access Policy, which ensures that the public has access to the 

published results of NIH funded research. It requires scientists to submit final peer-reviewed journal 

manuscripts that arise from NIH funds to the digital archive PubMed Central upon acceptance for 

publication. 

 

This study will comply with the NIH Data Sharing Policy and Policy on the Dissemination of NIH-Funded 

Clinical Trial Information and the Clinical Trials Registration and Results Information Submission rule. As 

such, this trial will be registered at ClinicalTrials.gov, and results information from this trial will be 

submitted to ClinicalTrials.gov. In addition, every attempt will be made to publish results in peer-
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reviewed journals.  Data from this study may be requested from other researchers 2 years after the 

completion of the primary endpoint by contacting the study PI (Vlisides).  

 

10.1.12 CONFLICT OF INTEREST POLICY 

The independence of this study from any actual or perceived influence, such as by the pharmaceutical 

industry, is critical.  Therefore, any actual conflict of interest of persons who have a role in the design, 

conduct, analysis, publication, or any aspect of this trial will be disclosed and managed. Furthermore, 

persons who have a perceived conflict of interest will be required to have such conflicts managed in a 

way that is appropriate to their participation in the design and conduct of this trial.  

 

10.2 ADDITIONAL CONSIDERATIONS 

Not applicable. 
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10.3 ABBREVIATIONS 

 

AE Adverse Event 

CFR Code of Federal Regulations 

CONSORT Consolidated Standards of Reporting Trials 

CRF Case Report Form 

DSMB Data Safety Monitoring Board 

eCRF Electronic Case Report Forms 

FDA Food and Drug Administration 

GCP Good Clinical Practice 

GLP Good Laboratory Practices 

GMP Good Manufacturing Practices 

HIPAA Health Insurance Portability and Accountability Act  

ICH International Conference on Harmonisation  

IND Investigational New Drug Application 

IRB Institutional Review Board 

MOP Manual of Procedures 

NCT National Clinical Trial 

NIH  National Institutes of Health 

PACU Postanesthesia Care Unit 

PI Principal Investigator 

QoR Quality of Recovery Scale 

QC Quality Control 

SAE Serious Adverse Event 

SOA Schedule of Activities 

SOP Standard Operating Procedure 

UP Unanticipated Problem 

US United States 

 

  

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2023-073945:e073945. 13 2023;BMJ Open, et al. Vlisides PE



The CAffeine, Postoperative Delirium, And CHange IN Outcomes after Surgery-2 (CAPACHINOS-2) Study Version <2.0> 

Protocol <2.0> <14 December 2022> 

 

10.4 PROTOCOL AMENDMENT HISTORY 

 

Version Date Description of Change  Brief Rationale 

1.0 5-9-2022 Initial protocol drafted  

2.0 12-14-2022 Expanded delirium assessment 

timeframe through the first three 

postoperative days 

To test durability of delirium 

prevention with caffeine by 

assessing for delirium 24+ hours 

after the final caffeine dose. 

Amendment approval date 

2/22/2023. 

2.0 12-14-2022 Modified the eligibility criteria to 

include anticipated length of stay 72 

hours to account for a third day of 

postoperative delirium testing 

See above. Amendment 

approval date 2/22/2023. 
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BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2023-073945:e073945. 13 2023;BMJ Open, et al. Vlisides PE



The CAffeine, Postoperative Delirium, And CHange IN Outcomes after Surgery-2 (CAPACHINOS-2) Study Version <2.0> 

Protocol <2.0> <14 December 2022> 

 

11 REFERENCES  

1. Inouye SK, van Dyck CH, Alessi CA, Balkin S, Siegal AP, Horwitz RI: Clarifying confusion: The confusion assessment 

method. A new method for detection of delirium. Ann Intern Med 1990; 113: 941-8 

2. Inouye SK, Kosar CM, Tommet D, Schmitt EM, Puelle MR, Saczynski JS, Marcantonio ER, Jones RN: The cam-s: 

Development and validation of a new scoring system for delirium severity in 2 cohorts. Ann Intern Med 2014; 160: 

526-533 

3. Stark PA, Myles PS, Burke JA: Development and psychometric evaluation of a postoperative quality of recovery 

score: The qor-15. Anesthesiology 2013; 118: 1332-40 

4. Sessler CN, Gosnell MS, Grap MJ, Brophy GM, O'Neal PV, Keane KA, Tesoro EP, Elswick RK: The richmond 

agitation-sedation scale: Validity and reliability in adult intensive care unit patients. Am J Respir Crit Care Med 

2002; 166: 1338-44 

5. Dasgupta M, Dumbrell AC: Preoperative risk assessment for delirium after noncardiac surgery: A systematic 

review. J Am Geriatr Soc 2006; 54: 1578-89 

6. Avidan MS, Maybrier HR, Abdallah AB, Jacobsohn E, Vlisides PE, Pryor KO, Veselis RA, Grocott HP, Emmert DA, 

Rogers EM, Downey RJ, Yulico H, Noh GJ, Lee YH, Waszynski CM, Arya VK, Pagel PS, Hudetz JA, Muench MR, Fritz 

BA, Waberski W, Inouye SK, Mashour GA: Intraoperative ketamine for prevention of postoperative delirium or pain 

after major surgery in older adults: An international, multicentre, double-blind, randomised clinical trial. Lancet 

2017; 390: 267-275 

7. Lisk R, Yeong K, Enwere P, Jenkinson J, Robin J, Irvin-Sellers M, Fluck D, Osmani A, Sharmin R, Sharma P, Fry CH, 

Han TS: Associations of 4at with mobility, length of stay and mortality in hospital and discharge destination among 

patients admitted with hip fractures. Age Ageing 2020; 49: 411-417 

8. Hshieh TT, Saczynski J, Gou RY, Marcantonio E, Jones RN, Schmitt E, Cooper Z, Ayres D, Wright J, Travison TG, 

Inouye SK: Trajectory of functional recovery after postoperative delirium in elective surgery. Ann Surg 2017; 265: 

647-653 

9. Saczynski JS, Marcantonio ER, Quach L, Fong TG, Gross A, Inouye SK, Jones RN: Cognitive trajectories after 

postoperative delirium. N Engl J Med 2012; 367: 30-9 

10. Gleason LJ, Schmitt EM, Kosar CM, Tabloski P, Saczynski JS, Robinson T, Cooper Z, Rogers SO, Jr., Jones RN, 

Marcantonio ER, Inouye SK: Effect of delirium and other major complications on outcomes after elective surgery in 

older adults. JAMA Surg 2015; 150: 1134-40 

11. Diwell RA, Davis DH, Vickerstaff V, Sampson EL: Key components of the delirium syndrome and mortality: 

Greater impact of acute change and disorganised thinking in a prospective cohort study. BMC Geriatr 2018; 18: 24 

12. Leslie DL, Marcantonio ER, Zhang Y, Leo-Summers L, Inouye SK: One-year health care costs associated with 

delirium in the elderly population. Arch Intern Med 2008; 168: 27-32 

13. Iamaroon A, Wongviriyawong T, Sura-Arunsumrit P, Wiwatnodom N, Rewuri N, Chaiwat O: Incidence of and 

risk factors for postoperative delirium in older adult patients undergoing noncardiac surgery: A prospective study. 

BMC Geriatr 2020; 20: 40 

14. Wang CG, Qin YF, Wan X, Song LC, Li ZJ, Li H: Incidence and risk factors of postoperative delirium in the elderly 

patients with hip fracture. J Orthop Surg Res 2018; 13: 186 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2023-073945:e073945. 13 2023;BMJ Open, et al. Vlisides PE



The CAffeine, Postoperative Delirium, And CHange IN Outcomes after Surgery-2 (CAPACHINOS-2) Study Version <2.0> 

Protocol <2.0> <14 December 2022> 

 

15. Sprung J, Roberts RO, Weingarten TN, Nunes Cavalcante A, Knopman DS, Petersen RC, Hanson AC, Schroeder 

DR, Warner DO: Postoperative delirium in elderly patients is associated with subsequent cognitive impairment. Br J 

Anaesth 2017; 119: 316-323 

16. Lazarus M, Shen HY, Cherasse Y, Qu WM, Huang ZL, Bass CE, Winsky-Sommerer R, Semba K, Fredholm BB, 

Boison D, Hayaishi O, Urade Y, Chen JF: Arousal effect of caffeine depends on adenosine a2a receptors in the shell 

of the nucleus accumbens. J Neurosci 2011; 31: 10067-75 

17. Acquas E, Tanda G, Di Chiara G: Differential effects of caffeine on dopamine and acetylcholine transmission in 

brain areas of drug-naive and caffeine-pretreated rats. Neuropsychopharmacology 2002; 27: 182-93 

18. Croxson PL, Kyriazis DA, Baxter MG: Cholinergic modulation of a specific memory function of prefrontal cortex. 

Nat Neurosci 2011; 14: 1510-2 

19. Kozak R, Bruno JP, Sarter M: Augmented prefrontal acetylcholine release during challenged attentional 

performance. Cereb Cortex 2006; 16: 9-17 

20. Vlisides PE, Li D, McKinney A, Brooks J, Leis AM, Mentz G, Tsodikov A, Zierau M, Ragheb J, Clauw DJ, Avidan MS, 

Vanini G, Mashour GA: The effects of intraoperative caffeine on postoperative opioid consumption and related 

outcomes after laparoscopic surgery: A randomized controlled trial. Anesth Analg 2021 

21. Kim H, McKinney A, Brooks J, Mashour GA, Lee U, Vlisides PE: Delirium, caffeine, and perioperative cortical 

dynamics. Front Hum Neurosci 2021; 15: 744054 

22. Chang D, Song D, Zhang J, Shang Y, Ge Q, Wang Z: Caffeine caused a widespread increase of resting brain 

entropy. Sci Rep 2018; 8: 2700 

23. Haller S, Rodriguez C, Moser D, Toma S, Hofmeister J, Sinanaj I, Van De Ville D, Giannakopoulos P, Lovblad KO: 

Acute caffeine administration impact on working memory-related brain activation and functional connectivity in 

the elderly: A bold and perfusion mri study. Neuroscience 2013; 250: 364-71 

24. Kuchinke L, Lux V: Caffeine improves left hemisphere processing of positive words. PLoS One 2012; 7: e48487 

25. Weber JG, Klindworth JT, Arnold JJ, Danielson DR, Ereth MH: Prophylactic intravenous administration of 

caffeine and recovery after ambulatory surgical procedures. Mayo Clin Proc 1997; 72: 621-6 

26. Hambrecht-Wiedbusch VS, Gabel M, Liu LJ, Imperial JP, Colmenero AV, Vanini G: Preemptive caffeine 

administration blocks the increase in postoperative pain caused by previous sleep loss in the rat: A potential role 

for preoptic adenosine a2a receptors in sleep-pain interactions. Sleep 2017; 40 

27. Lynch EP, Lazor MA, Gellis JE, Orav J, Goldman L, Marcantonio ER: The impact of postoperative pain on the 

development of postoperative delirium. Anesth Analg 1998; 86: 781-5 

28. Karp JF, Reynolds CF, 3rd, Butters MA, Dew MA, Mazumdar S, Begley AE, Lenze E, Weiner DK: The relationship 

between pain and mental flexibility in older adult pain clinic patients. Pain Med 2006; 7: 444-52 

29. Wang Q, Fong R, Mason P, Fox AP, Xie Z: Caffeine accelerates recovery from general anesthesia. J Neurophysiol 

2014; 111: 1331-40 

30. Fong R, Wang L, Zacny JP, Khokhar S, Apfelbaum JL, Fox AP, Xie Z: Caffeine accelerates emergence from 

isoflurane anesthesia in humans: A randomized, double-blind, crossover study. Anesthesiology 2018; 129: 912-920 

31. Walsh M, Srinathan SK, McAuley DF, Mrkobrada M, Levine O, Ribic C, Molnar AO, Dattani ND, Burke A, Guyatt 

G, Thabane L, Walter SD, Pogue J, Devereaux PJ: The statistical significance of randomized controlled trial results is 

frequently fragile: A case for a fragility index. J Clin Epidemiol 2014; 67: 622-8 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2023-073945:e073945. 13 2023;BMJ Open, et al. Vlisides PE



The CAffeine, Postoperative Delirium, And CHange IN Outcomes after Surgery-2 (CAPACHINOS-2) Study Version <2.0> 

Protocol <2.0> <14 December 2022> 

 

32. Steinbrook RA, Garfield F, Batista SH, Urman RD: Caffeine for the prevention of postoperative nausea and 

vomiting. J Anaesthesiol Clin Pharmacol 2013; 29: 526-9 

33. Myles PS, Hunt JO, Nightingale CE, Fletcher H, Beh T, Tanil D, Nagy A, Rubinstein A, Ponsford JL: Development 

and psychometric testing of a quality of recovery score after general anesthesia and surgery in adults. Anesth 

Analg 1999; 88: 83-90 

34. Myles PS, Reeves MD, Anderson H, Weeks AM: Measurement of quality of recovery in 5672 patients after 

anaesthesia and surgery. Anaesth Intensive Care 2000; 28: 276-80 

35. Myles PS, Myles DB, Galagher W, Chew C, MacDonald N, Dennis A: Minimal clinically important difference for 

three quality of recovery scales. Anesthesiology 2016; 125: 39-45 

36. Lagier D, Nee L, Guieu R, Kerbaul F, Fenouillet E, Roux N, Giorgi R, Theron A, Grisoli D, Gariboldi V, Collart F, 

Bruder N, Velly L, Guidon C: Peri-operative oral caffeine does not prevent postoperative atrial fibrillation after 

heart valve surgery with cardiopulmonary bypass: A randomised controlled clinical trial. Eur J Anaesthesiol 2018; 

35: 911-918 

37. McLellan TM, Caldwell JA, Lieberman HR: A review of caffeine's effects on cognitive, physical and occupational 

performance. Neurosci Biobehav Rev 2016; 71: 294-312 

38. Wesensten NJ, Belenky G, Kautz MA, Thorne DR, Reichardt RM, Balkin TJ: Maintaining alertness and 

performance during sleep deprivation: Modafinil versus caffeine. Psychopharmacology (Berl) 2002; 159: 238-47 

39. Wesensten NJ, Killgore WD, Balkin TJ: Performance and alertness effects of caffeine, dextroamphetamine, and 

modafinil during sleep deprivation. J Sleep Res 2005; 14: 255-66 

40. Childs E, Hohoff C, Deckert J, Xu K, Badner J, de Wit H: Association between adora2a and drd2 polymorphisms 

and caffeine-induced anxiety. Neuropsychopharmacology 2008; 33: 2791-800 

41. Yang A, Palmer AA, de Wit H: Genetics of caffeine consumption and responses to caffeine. 

Psychopharmacology (Berl) 2010; 211: 245-57 

42. Kaufman KR, Sachdeo RC: Caffeinated beverages and decreased seizure control. Seizure 2003; 12: 519-21 

43. Bonilha L, Li LM: Heavy coffee drinking and epilepsy. Seizure 2004; 13: 284-5 

44. Dworetzky BA, Bromfield EB, Townsend MK, Kang JH: A prospective study of smoking, caffeine, and alcohol as 

risk factors for seizures or epilepsy in young adult women: Data from the nurses' health study ii. Epilepsia 2010; 51: 

198-205 

45. Samsonsen C, Brathen G, Reimers A, Helde G, Brodtkorb E: Is dietary caffeine involved in seizure precipitation? 

Epilepsy Behav 2013; 28: 147-50 

46. Balamurugan E, Aggarwal M, Lamba A, Dang N, Tripathi M: Perceived trigger factors of seizures in persons with 

epilepsy. Seizure 2013; 22: 743-7 

47. Graboys TB, Blatt CM, Lown B: The effect of caffeine on ventricular ectopic activity in patients with malignant 

ventricular arrhythmia. Arch Intern Med 1989; 149: 637-9 

48. Myers MG, Harris L: High dose caffeine and ventricular arrhythmias. Can J Cardiol 1990; 6: 95-8 

49. Chelsky LB, Cutler JE, Griffith K, Kron J, McClelland JH, McAnulty JH: Caffeine and ventricular arrhythmias. An 

electrophysiological approach. Jama 1990; 264: 2236-40 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2023-073945:e073945. 13 2023;BMJ Open, et al. Vlisides PE



The CAffeine, Postoperative Delirium, And CHange IN Outcomes after Surgery-2 (CAPACHINOS-2) Study Version <2.0> 

Protocol <2.0> <14 December 2022> 

 

50. Corti R, Binggeli C, Sudano I, Spieker L, Hanseler E, Ruschitzka F, Chaplin WF, Luscher TF, Noll G: Coffee acutely 

increases sympathetic nerve activity and blood pressure independently of caffeine content: Role of habitual versus 

nonhabitual drinking. Circulation 2002; 106: 2935-40 

51. Lemery R, Pecarskie A, Bernick J, Williams K, Wells GA: A prospective placebo controlled randomized study of 

caffeine in patients with supraventricular tachycardia undergoing electrophysiologic testing. J Cardiovasc 

Electrophysiol 2015; 26: 1-6 

52. Dixit S, Stein PK, Dewland TA, Dukes JW, Vittinghoff E, Heckbert SR, Marcus GM: Consumption of caffeinated 

products and cardiac ectopy. J Am Heart Assoc 2016; 5 

53. Zuchinali P, Souza GC, Pimentel M, Chemello D, Zimerman A, Giaretta V, Salamoni J, Fracasso B, Zimerman LI, 

Rohde LE: Short-term effects of high-dose caffeine on cardiac arrhythmias in patients with heart failure: A 

randomized clinical trial. JAMA Intern Med 2016; 176: 1752-1759 

54. Weber JG, Ereth MH, Danielson DR: Perioperative ingestion of caffeine and postoperative headache. Mayo Clin 

Proc 1993; 68: 842-5 

55. Hampl KF, Schneider MC, Rüttimann U, Ummenhofer W, Drewe J: Perioperative administration of caffeine 

tablets for prevention of postoperative headaches. Can J Anaesth 1995; 42: 789-92 

56. Liu D, Jing X, Cao S, Liu X, Tan X, Jiang H, Niu Z, Su M, Zhang J, Zhang X, Liu G, Zhou Y: Impact of drinking chinese 

green tea on postoperative short outcomes for gastric cancer: A randomized controlled trial. Eur J Clin Nutr 2021; 

75: 1568-1577 

57. de Vreede-Swagemakers JJ, Gorgels AP, Weijenberg MP, Dubois-Arbouw WI, Golombeck B, van Ree JW, 

Knottnerus A, Wellens HJ: Risk indicators for out-of-hospital cardiac arrest in patients with coronary artery disease. 

J Clin Epidemiol 1999; 52: 601-7 

58. Frost L, Vestergaard P: Caffeine and risk of atrial fibrillation or flutter: The danish diet, cancer, and health study. 

Am J Clin Nutr 2005; 81: 578-82 

59. Lopez-Garcia E, van Dam RM, Willett WC, Rimm EB, Manson JE, Stampfer MJ, Rexrode KM, Hu FB: Coffee 

consumption and coronary heart disease in men and women: A prospective cohort study. Circulation 2006; 113: 

2045-53 

60. Reis JP, Loria CM, Steffen LM, Zhou X, van Horn L, Siscovick DS, Jacobs DR, Jr., Carr JJ: Coffee, decaffeinated 

coffee, caffeine, and tea consumption in young adulthood and atherosclerosis later in life: The cardia study. 

Arterioscler Thromb Vasc Biol 2010; 30: 2059-66 

61. Klatsky AL, Hasan AS, Armstrong MA, Udaltsova N, Morton C: Coffee, caffeine, and risk of hospitalization for 

arrhythmias. Perm J 2011; 15: 19-25 

62. Fong R, Khokhar S, Chowdhury AN, Xie KG, Wong JH, Fox AP, Xie Z: Caffeine accelerates recovery from general 

anesthesia via multiple pathways. J Neurophysiol 2017; 118: 1591-1597 

63. Derry S, Wiffen PJ, Moore RA: Single dose oral ibuprofen plus caffeine for acute postoperative pain in adults. 

Cochrane Database Syst Rev 2015: Cd011509 

64. Derry CJ, Derry S, Moore RA: Caffeine as an analgesic adjuvant for acute pain in adults. Cochrane Database Syst 

Rev 2014: Cd009281 

65. Saczynski JS, Kosar CM, Xu G, Puelle MR, Schmitt E, Jones RN, Marcantonio ER, Wong B, Isaza I, Inouye SK: A 

tale of two methods: Chart and interview methods for identifying delirium. J Am Geriatr Soc 2014; 62: 518-24 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2023-073945:e073945. 13 2023;BMJ Open, et al. Vlisides PE



The CAffeine, Postoperative Delirium, And CHange IN Outcomes after Surgery-2 (CAPACHINOS-2) Study Version <2.0> 

Protocol <2.0> <14 December 2022> 

 

66. Inouye SK, Leo-Summers L, Zhang Y, Bogardus ST, Jr., Leslie DL, Agostini JV: A chart-based method for 

identification of delirium: Validation compared with interviewer ratings using the confusion assessment method. J 

Am Geriatr Soc 2005; 53: 312-8 

67. Shi Q, Warren L, Saposnik G, Macdermid JC: Confusion assessment method: A systematic review and meta-

analysis of diagnostic accuracy. Neuropsychiatr Dis Treat 2013; 9: 1359-70 

68. Wei LA, Fearing MA, Sternberg EJ, Inouye SK: The confusion assessment method: A systematic review of 

current usage. J Am Geriatr Soc 2008; 56: 823-30 

69. Vasunilashorn SM, Marcantonio ER, Gou Y, Pisani MA, Travison TG, Schmitt EM, Jones RN, Inouye SK: 

Quantifying the severity of a delirium episode throughout hospitalization: The combined importance of intensity 

and duration. J Gen Intern Med 2016; 31: 1164-71 

70. Myles PS: Measuring quality of recovery in perioperative clinical trials. Curr Opin Anaesthesiol 2018; 31: 396-

401 

71. Myles PS, Boney O, Botti M, Cyna AM, Gan TJ, Jensen MP, Kehlet H, Kurz A, De Oliveira GS, Jr., Peyton P, Sessler 

DI, Tramer MR, Wu CL, Myles P, Grocott M, Biccard B, Blazeby J, Boney O, Chan M, Diouf E, Fleisher L, Kalkman C, 

Kurz A, Moonesinghe R, Wijeysundera D: Systematic review and consensus definitions for the standardised 

endpoints in perioperative medicine (step) initiative: Patient comfort. Br J Anaesth 2018; 120: 705-711 

72. Abernethy DR, Todd EL, Schwartz JB: Caffeine disposition in obesity. Br J Clin Pharmacol 1985; 20: 61-6 

73. West RK, Ravona-Springer R, Livny A, Heymann A, Shahar D, Leroith D, Preiss R, Zukran R, Silverman JM, 

Schnaider-Beeri M: Age modulates the association of caffeine intake with cognition and with gray matter in elderly 

diabetics. J Gerontol A Biol Sci Med Sci 2019; 74: 683-688 

74. Blanchard J, Sawers SJ: Comparative pharmacokinetics of caffeine in young and elderly men. J Pharmacokinet 

Biopharm 1983; 11: 109-26 

75. Maridakis V, O'Connor PJ, Tomporowski PD: Sensitivity to change in cognitive performance and mood 

measures of energy and fatigue in response to morning caffeine alone or in combination with carbohydrate. Int J 

Neurosci 2009; 119: 1239-58 

76. Frewer LJ, Lader M: The effects of caffeine on two computerized tests of attention and vigilance. Human 

Psychopharmacology: Clinical and Experimental 1991; 6: 119-128 

77. Brunyé TT, Mahoney CR, Lieberman HR, Taylor HA: Caffeine modulates attention network function. Brain Cogn 

2010; 72: 181-8 

78. Renda G, Committeri G, Zimarino M, Di Nicola M, Tatasciore A, Ruggieri B, Ambrosini E, Viola V, Antonucci I, 

Stuppia L, De Caterina R: Genetic determinants of cognitive responses to caffeine drinking identified from a 

double-blind, randomized, controlled trial. Eur Neuropsychopharmacol 2015; 25: 798-807 

79. Lieberman HR, Tharion WJ, Shukitt-Hale B, Speckman KL, Tulley R: Effects of caffeine, sleep loss, and stress on 

cognitive performance and mood during u.S. Navy seal training. Sea-air-land. Psychopharmacology (Berl) 2002; 

164: 250-61 

80. Mashour GA, Shanks A, Tremper KK, Kheterpal S, Turner CR, Ramachandran SK, Picton P, Schueller C, Morris M, 

Vandervest JC, Lin N, Avidan MS: Prevention of intraoperative awareness with explicit recall in an unselected 

surgical population: A randomized comparative effectiveness trial. Anesthesiology 2012; 117: 717-25 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2023-073945:e073945. 13 2023;BMJ Open, et al. Vlisides PE



The CAffeine, Postoperative Delirium, And CHange IN Outcomes after Surgery-2 (CAPACHINOS-2) Study Version <2.0> 

Protocol <2.0> <14 December 2022> 

 

81. Vlisides PE, Kunkler B, Thompson A, Zierau M, Lobo R, Strasser MO, Cantley MJ, McKinney A, Everett AD, 

Mashour GA, Picton P: Cerebrovascular disease and perioperative neurologic vulnerability: A prospective cohort 

study. Front Neurol 2019; 10: 560 

82. Vlisides PE, Li D, Zierau M, Lapointe AP, Ip KI, McKinney AM, Mashour GA: Dynamic cortical connectivity during 

general anesthesia in surgical patients. Anesthesiology 2019; 130: 885-897 

83. Vlisides PE, Thompson A, Kunkler BS, Maybrier HR, Avidan MS, Mashour GA: Perioperative epidural use and risk 

of delirium in surgical patients: A secondary analysis of the podcast trial. Anesth Analg 2019; 128: 944-952 

84. Vlisides PE, Das AR, Thompson AM, Kunkler B, Zierau M, Cantley MJ, McKinney AM, Giordani B: Home-based 

cognitive prehabilitation in older surgical patients: A feasibility study. J Neurosurg Anesthesiol 2019; 31: 212-217 

85. Mashour GA, Ben Abdallah A, Pryor KO, El-Gabalawy R, Vlisides PE, Jacobsohn E, Lenze E, Maybrier HR, Veselis 

RA, Avidan MS: Intraoperative ketamine for prevention of depressive symptoms after major surgery in older 

adults: An international, multicentre, double-blind, randomised clinical trial. Br J Anaesth 2018; 121: 1075-1083 

86. Sanders RD, Gaskell A, Raz A, Winders J, Stevanovic A, Rossaint R, Boncyk C, Defresne A, Tran G, Tasbihgou S, 

Meier S, Vlisides PE, Fardous H, Hess A, Bauer RM, Absalom A, Mashour GA, Bonhomme V, Coburn M, Sleigh J: 

Incidence of connected consciousness after tracheal intubation: A prospective, international, multicenter cohort 

study of the isolated forearm technique. Anesthesiology 2017; 126: 214-222 

87. Nahata MC, Zingarelli J, Durrell DE: Stability of caffeine citrate injection in intravenous admixtures and 

parenteral nutrition solutions. J Clin Pharm Ther 1989; 14: 53-5 

88. Temple JL, Ziegler AM: Gender differences in subjective and physiological responses to caffeine and the role of 

steroid hormones. J Caffeine Res 2011; 1: 41-48 

89. Wengritzky R, Mettho T, Myles PS, Burke J, Kakos A: Development and validation of a postoperative nausea and 

vomiting intensity scale. Br J Anaesth 2010; 104: 158-66 

90. Wang J, Zhang S, Ahn C: Sample size calculation for comparing time-averaged responses in k-group repeated 

binary outcomes. Communications for Statistical Applications and Methods 2018; 25: 321-328 

91. Evered L, Silbert B, Knopman DS, Scott DA, DeKosky ST, Rasmussen LS, Oh ES, Crosby G, Berger M, Eckenhoff 

RG: Recommendations for the nomenclature of cognitive change associated with anaesthesia and surgery-2018. 

Anesthesiology 2018; 129: 872-879 

92. Lee H, Golkowski D, Jordan D, Berger S, Ilg R, Lee J, Mashour GA, Lee U: Relationship of critical dynamics, 

functional connectivity, and states of consciousness in large-scale human brain networks. Neuroimage 2019; 188: 

228-238 

93. Jiang L, Sui D, Qiao K, Dong HM, Chen L, Han Y: Impaired functional criticality of human brain during alzheimer's 

disease progression. Sci Rep 2018; 8: 1324 

94. Hughes MD, Pocock SJ: Stopping rules and estimation problems in clinical trials. Stat Med 1988; 7: 1231-42 

95. Wang H, Rosner GL, Goodman SN: Quantifying over-estimation in early stopped clinical trials and the "freezing 

effect" on subsequent research. Clin Trials 2016; 13: 621-631 

96. Pocock SJ, Hughes MD: Practical problems in interim analyses, with particular regard to estimation. Control Clin 

Trials 1989; 10: 209s-221s 

 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2023-073945:e073945. 13 2023;BMJ Open, et al. Vlisides PE



 1 

 

 

 

 

Caffeine, Postoperative Delirium, And Change In Outcomes after Surgery (CAPACHINOS)-2: Protocol for a Randomised 

Controlled Trial  

SPIRIT 2013 Checklist: Recommended items to address in a clinical trial protocol and related documents* 

Section/item ItemNo Description Page Number 

Administrative information 

Title 1 Descriptive title identifying the study design, population, interventions, and, if 

applicable, trial acronym 

1 

Trial registration 2a Trial identifier and registry name. If not yet registered, name of intended registry 4, 20, Table 3 

2b All items from the World Health Organization Trial Registration Data Set This information is 

available on the 

ClinicalTrials.gov 

registry. 

Protocol version 3 Date and version identifier Supplemental online 

appendix 1 

Funding 4 Sources and types of financial, material, and other support 30 (within manuscript 

file) 
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file) 
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5b Name and contact information for the trial sponsor Online supplemental 

appendix 1 

 5c Role of study sponsor and funders, if any, in study design; collection, management, 

analysis, and interpretation of data; writing of the report; and the decision to submit 

the report for publication, including whether they will have ultimate authority over 

any of these activities 

30 

 5d Composition, roles, and responsibilities of the coordinating centre, steering 

committee, endpoint adjudication committee, data management team, and other 

individuals or groups overseeing the trial, if applicable (see Item 21a for data 

monitoring committee) 

17-18, Methods and 

Analysis, Data and 

Safety Monitoring 

Introduction    

Background and rationale 6a Description of research question and justification for undertaking the trial, including 

summary of relevant studies (published and unpublished) examining benefits and 

harms for each intervention 

6, Table 1 

 6b Explanation for choice of comparators 9, 10 (Methods and  

Analysis, 

Interventions) 

Objectives 7 Specific objectives or hypotheses 7 

Trial design 8 Description of trial design including type of trial (eg, parallel group, crossover, 

factorial, single group), allocation ratio, and framework (eg, superiority, equivalence, 

noninferiority, exploratory) 

8 (Methods and 

Analysis, Trial 

Overview and 

Design) 

Methods: Participants, interventions, and outcomes 
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Study setting 9 Description of study settings (eg, community clinic, academic hospital) and list of 

countries where data will be collected. Reference to where list of study sites can be 

obtained 

8 (Methods and 

Analysis, Trial 

Overview and 

Design) 

Eligibility criteria 10 Inclusion and exclusion criteria for participants. If applicable, eligibility criteria for 

study centres and individuals who will perform the interventions (eg, surgeons, 

psychotherapists) 

9 (Methods and 

Analysis, Eligibility 

Criteria) 

Interventions 11a Interventions for each group with sufficient detail to allow replication, including how 

and when they will be administered 

9-10 (Methods and 

analysis, 

Interventions) 

11b Criteria for discontinuing or modifying allocated interventions for a given trial 

participant (eg, drug dose change in response to harms, participant request, or 

improving/worsening disease) 

11 (Methods and  

Analysis, 

Interventions) 

11c Strategies to improve adherence to intervention protocols, and any procedures for 

monitoring adherence (eg, drug tablet return, laboratory tests) 

Online supplemental 

appendix 1 (Section 

6.4. Study 

Intervention 

Compliance) 

11d Relevant concomitant care and interventions that are permitted or prohibited during 

the trial 

Supplemental online 

appendix 1 (Section 

6.5. Concomitant 

Therapy) 
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Outcomes 12 Primary, secondary, and other outcomes, including the specific measurement 

variable (eg, systolic blood pressure), analysis metric (eg, change from baseline, 

final value, time to event), method of aggregation (eg, median, proportion), and time 

point for each outcome. Explanation of the clinical relevance of chosen efficacy and 

harm outcomes is strongly recommended 

11-13 (Methods and 

Analysis, Outcomes) 

Participant timeline 13 Time schedule of enrolment, interventions (including any run-ins and washouts), 

assessments, and visits for participants. A schematic diagram is highly 

recommended (see Figure) 

Figure 2, Online 

supplemental 

appendix (Section 

1.3. Schedule of 

Activities) 

Sample size 14 Estimated number of participants needed to achieve study objectives and how it 

was determined, including clinical and statistical assumptions supporting any 

sample size calculations 

15-16, (Methods and 

Analysis, Sample 

Size and Power 

Calculations) 

Recruitment 15 Strategies for achieving adequate participant enrolment to reach target sample size Supplemental online 

appendix 1 (Section 

5.5. Strategies for 

Recruitment and 

Retention) 

Methods: Assignment of interventions (for controlled trials) 

Allocation:    

Sequence generation 16a Method of generating the allocation sequence (eg, computer-generated random 

numbers), and list of any factors for stratification. To reduce predictability of a 

random sequence, details of any planned restriction (eg, blocking) should be 

provided in a separate document that is unavailable to those who enrol participants 

or assign interventions 

8 (Methods and 

analysis, trial 

overview and design) 
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Allocation concealment 

mechanism 

16b Mechanism of implementing the allocation sequence (eg, central telephone; 

sequentially numbered, opaque, sealed envelopes), describing any steps to conceal 

the sequence until interventions are assigned 

8 (Methods and 

Analysis, Trial 

Overview and 

Design) – managed 

by research 

pharmacy 

Implementation 16c Who will generate the allocation sequence, who will enrol participants, and who will 

assign participants to interventions 

8 (Methods and 

Analysis, Trial 

Overview and 

Design)  

Blinding (masking) 17a Who will be blinded after assignment to interventions (eg, trial participants, care 

providers, outcome assessors, data analysts), and how 

8 (Methods and 

Analysis, Trial 

Overview and 

Design) 

 17b If blinded, circumstances under which unblinding is permissible, and procedure for 

revealing a participant’s allocated intervention during the trial 

Supplemental online 

appendix 1. 10.1.6 

Safety Oversight. 

Methods: Data collection, management, and analysis 
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Data collection methods 18a Plans for assessment and collection of outcome, baseline, and other trial data, 

including any related processes to promote data quality (eg, duplicate 

measurements, training of assessors) and a description of study instruments (eg, 

questionnaires, laboratory tests) along with their reliability and validity, if known. 

Reference to where data collection forms can be found, if not in the protocol 

11-13 (Methods and 

Analysis), 

supplemental online 

appendix 1 – sections 

1.3 (schedule of 

activities), 3 

(Objectives and 

endpoints), 10.1.9 

(Data handling and 

record keeping) 

 18b Plans to promote participant retention and complete follow-up, including list of any 

outcome data to be collected for participants who discontinue or deviate from 

intervention protocols 

Online supplemental 

appendix 1, Section 

5.5. Strategies for 

Recruitment and 

Retention 

Data management 19 Plans for data entry, coding, security, and storage, including any related processes 

to promote data quality (eg, double data entry; range checks for data values). 

Reference to where details of data management procedures can be found, if not in 

the protocol 

13 (Methods and 

Analysis, Data 

Management) 

Statistical methods 20a Statistical methods for analysing primary and secondary outcomes. Reference to 

where other details of the statistical analysis plan can be found, if not in the protocol 

14-17 (Methods and 

Analysis, Statistical 

Analysis sections) 

 20b Methods for any additional analyses (eg, subgroup and adjusted analyses) 16-17 Methods and 

analysis, prespecified 

substudy and 

subgroup analyses 

section) 
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 20c Definition of analysis population relating to protocol non-adherence (eg, as 

randomised analysis), and any statistical methods to handle missing data (eg, 

multiple imputation) 

14-15 (Methods and 

Analysis, Statistical 

Analysis sections) 

Methods: Monitoring 

Data monitoring 21a Composition of data monitoring committee (DMC); summary of its role and reporting 

structure; statement of whether it is independent from the sponsor and competing 

interests; and reference to where further details about its charter can be found, if not 

in the protocol. Alternatively, an explanation of why a DMC is not needed 

17-18 (Data and 

safety monitoring 

section) 

 21b Description of any interim analyses and stopping guidelines, including who will have 

access to these interim results and make the final decision to terminate the trial 

17-18 (Data and 

Safety Monitoring 

section). Additional 

DSMB information 

also provided in 

Supplemental online 

appendix 1. 

Harms 22 Plans for collecting, assessing, reporting, and managing solicited and 

spontaneously reported adverse events and other unintended effects of trial 

interventions or trial conduct 

17-88 (Data and 

Safety Monitoring 

section). Additional 

information provided 

in Supplemental 

online appendix 1 – 

Section 8.3. Adverse 

events and serious 

adverse events 

Auditing 23 Frequency and procedures for auditing trial conduct, if any, and whether the process 

will be independent from investigators and the sponsor 

13 (Data 

Management) 
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Ethics and dissemination 

Research ethics approval 24 Plans for seeking research ethics committee/institutional review board (REC/IRB) 

approval 

4 (Abstract), 8 

(Methods and 

Analysis, Trial 

Overview and 

Design) 

Protocol amendments 25 Plans for communicating important protocol modifications (eg, changes to eligibility 

criteria, outcomes, analyses) to relevant parties (eg, investigators, REC/IRBs, trial 

participants, trial registries, journals, regulators) 

8 (Methods and 

analysis, Trial 

Overview and 

Design) 

Consent or assent 26a Who will obtain informed consent or assent from potential trial participants or 

authorised surrogates, and how (see Item 32) 

8 (Methods and 

analysis, Trial 

Overview and 

Design) 

 26b Additional consent provisions for collection and use of participant data and biological 

specimens in ancillary studies, if applicable 

8 (Methods and 

analysis, Trial 

Overview and 

Design) 

Confidentiality 27 How personal information about potential and enrolled participants will be collected, 

shared, and maintained in order to protect confidentiality before, during, and after 

the trial 

Online supplemental 

appendix 1 – 10.1.3 

Confidentiality and 

Privacy 

Declaration of interests 28 Financial and other competing interests for principal investigators for the overall trial 

and each study site 

30 (manuscript 

submission file) 
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Access to data 29 Statement of who will have access to the final trial dataset, and disclosure of 

contractual agreements that limit such access for investigators 

N/A 

Ancillary and post-trial care 30 Provisions, if any, for ancillary and post-trial care, and for compensation to those 

who suffer harm from trial participation 

N/A 

(harm/compensation 

descriptions are 

outlined in the written 

consent form). 

Dissemination policy 31a Plans for investigators and sponsor to communicate trial results to participants, 

healthcare professionals, the public, and other relevant groups (eg, via publication, 

reporting in results databases, or other data sharing arrangements), including any 

publication restrictions 

19-20 (Ethics and 

dissemination), online 

supplemental 

appendix (section 

10.1.11) 

 31b Authorship eligibility guidelines and any intended use of professional writers N/A 

 31c Plans, if any, for granting public access to the full protocol, participant-level dataset, 

and statistical code 

Online supplemental 

appendix (section 

10.1.11) 

Appendices    

Informed consent materials 32 Model consent form and other related documentation given to participants and 

authorised surrogates 

Will be uploaded to 

the ClinicalTrials.gov 

registry site. 

Biological specimens 33 Plans for collection, laboratory evaluation, and storage of biological specimens for 

genetic or molecular analysis in the current trial and for future use in ancillary 

studies, if applicable 

Online supplemental 

appendix (section 

10.1.4). 
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*It is strongly recommended that this checklist be read in conjunction with the SPIRIT 2013 Explanation & Elaboration for important clarification on 

the items. Amendments to the protocol should be tracked and dated. The SPIRIT checklist is copyrighted by the SPIRIT Group under the Creative 

Commons “Attribution-NonCommercial-NoDerivs 3.0 Unported” license. 
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UNIVERSITY OF MICHIGAN 

CONSENT TO BE PART OF A RESEARCH STUDY 
 

1.  KEY INFORMATION ABOUT THE RESEARCHERS AND THIS STUDY   

Study title:  The Caffeine, Postoperative Delirium, and Change in Outcomes After Surgery 

(CAPACHINOS-2) Study 

 

Company or agency sponsoring the study: National Institute on Aging (NIA) – National Institutes of 

Health (NIH) 

 

Names, degrees, and affiliations of the principal investigator and study coordinator (if applicable): 

 

Principal Investigator:  Phillip Vlisides, MD, Department of Anesthesiology, University of Michigan 

Study Coordinator:  Amy McKinney, MA, Department of Anesthesiology, University of Michigan 

 

1.1 Key Study Information 

 

You may be eligible to take part in a research study.  This form contains important information that will 

help you decide whether to join the study.  Take the time to carefully review this information.  You 

should talk to the researchers about the study and ask them any questions you have.  You may also wish 

to talk to others such as your family, friends, or other doctors about joining this study.  If you decide to 

join the study, you will be asked to sign this form before you can start study-related activities.  Before 

you do, be sure you understand what the research study is about. 

 

A research study is different from the regular medical care you receive from your doctor.  Research 

studies hope to make discoveries and learn new information about diseases and how to treat them.  You 

should consider the reasons why you might want to join a research study or why it is not the best 

decision for you at this time.   

 

Research studies do not always offer the possibility of treating your disease or condition.  Research 

studies also have different kinds of risks and risk levels, depending on the type of the study.  You may 

also need to think about other requirements for being in the study.  In your decision to participate in 

this study, consider all of these matters carefully.   

 

Study Drug: 

Caffeine citrate is an FDA-approved drug. However, it is not approved for how it’s being tested in this 

study.  

 

 

Randomization: 

This study involves a process called randomization. This means that the dosage of Caffeine citrate or 

placebo (dextrose 5% in water) you receive in the study is not chosen by you or the researcher.  The 

study design divides study participants into separate groups, based on chance (like the flip of a coin), to 
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compare different treatments or procedures.  If you decide to be in the study, you need to be 

comfortable not knowing which study group you will be in. 

 

There can be risks associated with joining any research study.  The type of risk may impact whether you 

decide to join the study.  For this study, some of these risks may include anxiety, irritability, increased 

use of pain medication, gastrointestinal distress, tremors, nervousness, and sleep disruption.  More 

detailed information will be provided later in this document. 

 

This study may offer some benefit to you now, including improved cognitive function (e.g., thinking, 

memory, attention), reduced headache, improved overall quality of recovery, and faster wake-up time 

from surgery (anesthetic emergence).  The results of this study may help future surgical patients recover 

from surgery. It is also possible that you may not benefit from participating in this research study. 

 

We expect the amount of time you will participate in this study will include the day of surgery, the first 

three following surgery, and then a final study visit (which can be completed via phone or video 

conference) 30 days after surgery. 

 

You can decide not to be in this study.  Participation is completely voluntary. 

 

Even if you decide to join the study now, you are free to leave at any time if you change your mind. 

 

More information about this study continues in Section 2 of this document. 
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2. PURPOSE OF THIS STUDY 

2.1 Study purpose:    

Many patients experience brain dysfunction (delirium or confusion) after surgery. Caffeine citrate is an 

FDA-approved drug. However, it is not approved for how it’s being tested in this study, as it is not 

approved for brain recovery after surgery. Research evidence suggests that caffeine, a drug normally 

found in coffee and soda, may improve cognition (i.e., thinking and memory) and headache immediately 

following surgery. Caffeine has also been found to improve cognitive function (e.g., memory, attention) 

and mood in a variety of settings. Thus, the purpose of this study is to see if caffeine citrate given 

before patients wake-up from surgery, and given for the first two days following surgery, may 

improve brain function and overall quality of recovery after surgery. We are also testing to see if 

caffeine speeds wake-up time from anesthesia. 

 

3. WHO MAY PARTICIPATE IN THE STUDY 

Taking part in this study is completely voluntary.  You do not have to participate if you don't want to.  

You may also leave the study at any time.  If you leave the study before it is finished, there will be no 

penalty to you, and you will not lose any benefits to which you are otherwise entitled.  

 

3.1 Who can take part in this study? 

In order to be eligible to participate in this study, you must meet all of the following criteria: 
 

1. Must be able to provide informed consent. 

2. Stated willingness to comply with all study procedures and availability for the duration of the study.  

3. Male or female, ≥70 years of age 

4. Presenting for non-cardiac surgery, non-intracranial neurologic, non-major vascular (e.g., operations 

below the diaphragm) surgery with planned admission for at least 48 hours. 

 

If you meet any of the following criteria you will be excluded from participation in this study: 

 

1. Emergency surgery 

2. Outpatient surgery 

3. Severe cognitive impairment precluding the capacity for informed consent 

4. Seizure disorder history 

5. Intolerance or allergy to caffeine (based on subjective reporting or objective documentation) 

6. Weight >130 kg (as a 3 mg/kg dose would approach the upper limit of daily intake recommended by 

the FDA) 

7. Enrollment in conflicting research study 

8. Patients in acute liver failure 

9. Acute kidney injury preoperatively 

10. Diagnosis of pheochromocytoma 

11. Severe audiovisual impairment 

12. Non-English speaking 

 

 

3.2 How many people are expected to take part in this study? 

A total of 250 patients are expected to take part in this study, all here at the University of Michigan. 
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4.  INFORMATION ABOUT STUDY PARTICIPATION 

4.1 What will happen to me in this study?   

 

Baseline or initial assessment: 

After enrollment, you will undergo screening for eligibility by trained research members.  Baseline vitals, 

including height, weight, heart rate, heart rhythm, and blood pressure will be taken and a physical exam 

will be performed by clinic and perioperative clinicians per clinical standards.  Baseline assessments will 

be completed, including a delirium or confusion assessment and cognitive assessment independent daily 

living activities scale, and a dementia screening form.  Study screening forms will be reviewed by the 

Study PI anytime between the initial screening visit and surgical intervention. 

 

Day of Surgery: 

On the day of your surgery, an electroencephalogram (EEG) cap will be placed on your head, which is a 

device that detects electrical activity in the brain. This cap has small, flat plastic discs that are placed on 

the scalp. The research team will use this cap to monitor brainwave activity during and immediately 

after surgery; this will help us to determine if caffeine speeds wake-up time from anesthesia.   Towards 

the end of your surgery, you will be given either caffeine or placebo through your IV, and both your 

clinical and research teams will continue to monitor you during this time. 

 

Randomization, Dosing, and Administration: 

The study design divides study participants into separate groups, based on chance (like the flip of a 

coin), to compare different treatments or procedures.  If you decide to be in the study, you need to be 

comfortable not knowing which study group you will be in. For some research studies such as the one 

you are being asked to join, it is important that you do not learn which dose you received during the 

study.  Whether you intend to or not, sometimes learning this information may make you change your 

actions and behaviors in ways that could impact the outcome of the study.  You will be randomized with 

a 1:1:1 (one-in-three) chance to receive one of the following study doses via IV infusion during your 

scheduled surgery and for the first two mornings after surgery:  

-Placebo (Dextrose) 

-Caffeine 1.5 mg/kg (low dose) – same amount as approximately one cup of coffee 

-Caffeine 3 mg/kg (high dose) – same amount as approximately two cups of coffee 

 

Shortly after arrival in the recovery room, the EEG cap will be removed after final data are collected. 

Once you are awake and ready, we will briefly check for signs of confusion and ask about pain, including 

headache. Your vital signs will be taken by your clinical care team. 

 

Days 1 and 2 After Surgery: 

For the next two postoperative mornings, study drug will be given via IV infusion with your scheduled, 

morning medications which the research nurse or physician assistant will oversee. Your vital signs will 

be taken by your clinical care team and recorded for study purposes. During drug administration, we will 

place small EEG stickers on your forehead for monitoring electrical activity of the brain. 
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As a subject participating in this research study, you have certain responsibilities that may apply to this 

study, including taking your study medications as directed and reporting any adverse reactions you may 

have during the study. 

 

Our research team will visit you briefly twice daily, for the first 3 days after surgery, to check for signs of 

delirium, pain, headache, and overall recovery.  On the third day, we will ask you to complete a brief 

survey regarding your quality of recovery. 

 

30 Days after Surgery: 

One month after surgery, we schedule a brief follow-up meeting, via phone or video conference, to 

briefly ask about your health.  After this, your study participation will end. Your medical record will be 

reviewed for up to 30 days following your surgery. 

 

UNSPECIFIED FUTURE USE OF EEG DATA: 

 

We would also like your permission to study your EEG results for future, unspecified research. The 

future research may be similar to this study or may be completely different.  You can take part in this 

study even if you decide not to let us analyze your EEG results for future studies.  If you give us your 

permission, we will use your EEG data and medical information for future research.  

 

Even if you give us permission now to keep some of your EEG data and medical information, you can 

change your mind later and ask us to destroy it. Keep in mind, however, that once we have analyzed 

your EEG data, we may not be able to take the information out of our research. 

 

Additional risks of this sub-study may include a very small risk of loss of confidentiality. Your data will be 

stored at the University of Michigan Medical School, where only study team members will have access 

to your coded data. That is, your name and medical record number will be removed from this data, and 

only an assigned code will remain on it. Your EEG data will not be shared with anyone outside of our 

research team at the University of Michigan. 

 

You will not find out the results of future research on your EEG results. Allowing us to do future research 

on your EEG results and medical information will not benefit you directly. Any findings we discover will 

not be used for your clinical care. These findings will only be used for discovery of information purposes 

(research) only. 

 

No parties can financially benefit from this additional sub-study. 

 

 

4.2 How much of my time will be needed to take part in this study?   

 

Baseline or initial assessment:  approximately 20 minutes to learn about the study, sign the consent 

form, and perform our baseline assessments. 
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Day of Surgery:  approximately 10 minutes before surgery to place our EEG cap. In the recovery unit an 

additional 10 minutes to perform our after-surgery assessments. We will give you the IV caffeine or 

placebo during your surgery, so this will not take any more time. 

 

Days 1 and 2 after Surgery:  the study drug will be given via IV infusion with scheduled, morning 

medications as administered and overseen by the research nurse or physician assistant; this will take 

approximately 30 minutes. 

 

It will take approximately 5 minutes each day to ask you about your pain levels, and feelings of 

confusion. On the second day, we will ask you to complete a brief survey regarding your quality of 

recovery; this survey may take up to 5 minutes. 

 

Day 3 after Surgery:  It will take approximately 5 minutes each day to ask you about your pain levels, 

and feelings of confusion. On the third day, we will ask you to complete a brief survey regarding your 

quality of recovery; this survey may take up to 5 minutes. 

 

30 Days after Surgery: 

One month after surgery, we will briefly meet with you via phone or video conference; this may take up 

to 15 minutes. 

 

4.3 When will my participation in the study be over?  

Your participation will officially be over 30 days after your surgery upon completion of the follow-up 

visit. We may review your chart after this period to review data and assess for any changes in your 

health that may relate to this research study.  

 

4.4 What will happen with my information used in this study? 

With appropriate permissions, your biospecimens and collected information may also be shared with 

other researchers, here, around the world, and with companies. 

 

Your identifiable private information may be stripped of identifiers and used for future research studies 

or distributed to another researcher for future research studies without additional informed consent.  

 

5.  INFORMATION ABOUT STUDY RISKS AND BENEFITS 

5.1 What risks will I face by taking part in the study?  What will the researchers do to protect me 

against these risks? 

The known or expected risks are outlined below: 

 

If you have a condition that makes caffeine high-risk for you we will not enroll you in this study, this will 

make significant side effects very unlikely. Mild side effects (1-10%), such as flushing, jitters, nausea, and 

irritability, are short lasting. Patients receiving caffeine may also use additional pain medication during 

early recovery after surgery, which may be due to being more awake, alert, and able to effectively 

communicate pain to nurses and doctors. More serious side effects (<1%), such as irregular heartbeats 

and seizures, are highly unlikely with the amount of caffeine used in this study. Furthermore, patients 

with history of seizures will not be enrolled in this study as previously discussed. You will also be 
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monitored per our standard clinical guidelines before, during, and after surgery. If any harmful side 

effects are noted or suspected, the caffeine will be stopped immediately. 

 

The risk associated with having the EEG electrodes placed is minimal and include the potential for slight 

irritation to the skin (scalp). This irritation will resolve on its own. Rarely, there is possible risk of an 

allergic reaction to any medical adhesive or gel material, such as those used in this study, but our team 

aggressively screens for any previously known allergies to these types of materials. 

 

We believe there are no known risks associated with performing cognitive assessments. It is possible 

that you may feel inconvenienced or frustrated by them, in which case you can stop at any time. 

 

There is also a minimal risk of loss of confidentiality. We will minimize this risk by utilizing an indirect 

data link, which will not personally identify you. The only persons who will be able to break the indirect 

data link are the researchers conducting this study. 

 

As with any research study, there may be additional risks that are unknown or unexpected. 

 

5.2 What happens if I get hurt, become sick, or have other problems as a result of this research? 

The researchers have taken steps to minimize the risks of this study. Even so, you may still have 

problems or side effects, even when the researchers are careful to avoid them. Please tell the 

researchers listed in Section 10 about any injuries, side effects, or other problems that you have during 

this study. You should also tell your regular doctors. As mentioned, you will be monitored by both your 

regular clinical team along with the research team during the caffeine administration. If any harmful side 

effects are suspected, we will stop giving the caffeine immediately. 

  

5.3 If I take part in this study, can I also participate in other studies? 

Being in more than one research study at the same time, or even at different times, may increase the 

risks to you.  It may also affect the results of the studies.  You should not take part in more than one 

study without approval from the researchers involved in each study.   

 

5.4 How could I benefit if I take part in this study?  How could others benefit?   

This study may offer some benefit to you now, including reduced confusion after surgery, improved 

cognitive function (e.g., thinking, memory), reduced headache pain, and faster wake-up time from 

surgery (anesthetic emergence). The results of this study may help future surgical patients recover from 

surgery.  It is also possible that you may not benefit from participating in this research study. 

 

5.5 Will the researchers tell me if they learn of new information that could change my willingness to 

stay in this study? 

Yes, the researchers will tell you if they learn of important new information that may change your 

willingness to stay in this study. If new information is provided to you after you have joined the study, it 

is possible that you may be asked to sign a new consent form that includes the new information. 

 

6.  ALTERNATIVES TO PARTICIPATING IN THE STUDY 

6.1 If I decide not to take part in this study, what other options do I have? 
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Participating in this study is completely voluntary. You may choose not to participate. In this event, your 

medical care will proceed as it routinely would otherwise. 

 

7.  ENDING THE STUDY 

7.1 If I want to stop participating in the study, what should I do? 

You are free to leave the study at any time.  If you leave the study before it is finished, there will be no 

penalty to you. You will not lose any benefits to which you may otherwise be entitled.  If you choose to 

tell the researchers why you are leaving the study, your reasons for leaving may be kept as part of the 

study record. If you decide to leave the study before it is finished, please tell one of the persons listed in 

Section 10 “Contact Information”. 

 

7.2 Could there be any harm to me if I decide to leave the study before it is finished?  

No. 

 

7.3 Could the researchers take me out of the study even if I want to continue to participate? 

Yes. There are many reasons why the researchers may need to end your participation in the study.  

Some examples are: 

• The researcher believes that it is not in your best interest to stay in the study. 

• You become ineligible to participate. 

• Your condition changes and you need treatment that is not allowed while you are taking part in the study. 

• You do not follow instructions from the researchers. 

• The study is suspended or canceled. 

 

8.  FINANCIAL INFORMATION 

8.1 Who will pay for the costs of the study?  Will I or my health plan be billed for any costs of the 

study?   

 

The study will pay for research-related items or services that are provided only because you are in the 

study.  If you are not sure what these are, see Section 4.1 above or ask the researchers for a list.  If you 

get a bill you think is wrong, call the researcher’s telephone number listed in Section 10.1. 

 

You or your health plan will pay for all the things you would have paid for even if you were not in the 

study, like: 

• Health care given during the study as part of your regular care 

• Items or services needed to give you study drugs or devices 

• Monitoring for side effects or other problems 

• Deductibles or co-pays for these items or services. 

 

If you do not have a health plan, or if you think your health plan may not cover these costs during the 

study, please talk to the researchers listed in Section 10 below or call your health plan’s medical 

reviewer. 

By signing this form, you do not give up your right to seek payment if you are harmed as a result of 

being in this study. 
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8.2 Will I be paid or given anything for taking part in this study? 

No. 

 

8.3 Who could profit or financially benefit from the study results? 

No party will profit or financially benefit from these study results. Research can lead to new discoveries, 

such as new tests, drugs, or devices. Researchers, their organizations, and other entities, including 

companies, may potentially benefit from the use of the data or discoveries. You will not have rights to 

these discoveries or any proceeds from them. 

9. CONFIDENTIALITY OF SUBJECT RECORDS AND AUTHORIZATION TO RELEASE YOUR PROTECTED 

HEALTH INFORMATION 

 

The information below describes how the confidentiality of your research records will be protected in 

this study, and any sub-studies described in this document.   

 

9.1 How will the researchers protect my information?  

 

All measures will be taken to protect your privacy. All of your information will be stored on password 

protected computer files and only members of the research team will have access to this information. In 

addition, your information will not be linked directly to your name, but rather indirectly by a random 

number scheme. Only the study team will have access to the key that allows your name to be 

determined from the random number that was assigned to you. Also, all members of the research study 

team are trained and certified in human subject’s privacy. 

 

This research is covered by a Certificate of Confidentiality from the National Institutes of Health. The 

researchers with this Certificate may not disclose or use information, documents, or biospecimens that 

may identify you in any federal, state, or local civil, criminal, administrative, legislative, or other action, 

suit, or proceeding, or be used as evidence, for example, if there is a court subpoena, unless you have 

consented for this use. Information, documents, or biospecimens protected by this Certificate cannot be 

disclosed to anyone else who is not connected with the research except, if there is a federal, state, or 

local law that requires disclosure (such as to report child abuse or communicable diseases but not for 

federal, state, or local civil, criminal, administrative, legislative, or other proceedings, see below); if you 

have consented to the disclosure, including for your medical treatment; or if it is used for other scientific 

research, as allowed by federal regulations protecting research subjects.  

 

The Certificate cannot be used to refuse a request for information from personnel of the United States 

federal or state government agency sponsoring the project that is needed for auditing or program 

evaluation by the National Institutes of Health which is funding this project or for information that must 

be disclosed in order to meet the requirements of the federal Food and Drug Administration (FDA).  You 

should understand that a Certificate of Confidentiality does not prevent you from voluntarily releasing 

information about yourself or your involvement in this research. If you want your research information 

released to an insurer, medical care provider, or any other person not connected with the research, you 

must provide consent to allow the researchers to release it. 

 

The Certificate of Confidentiality will not be used to prevent disclosure as required by federal, state, or 

local law of [list what will be reported, such as child abuse and neglect, or harm to self or others].  
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The Certificate of Confidentiality will not be used to prevent disclosure for any purpose you have 

consented to in this informed consent document. 

 

A description of this clinical trial will be available on http://www.clinicaltrials.gov/, as required by U.S. 

Law. This Web site will not include information that can identify you. At most, the Web site will include a 

summary of the results. You can search this Web site at any time. 

 

9.2 What protected health information (PHI) about me could be seen by the researchers or by other 

people?  Why?  Who might see it? 

Signing this form gives the researchers your permission to obtain, use, and share information about you 

for this study, and is required in order for you to take part in the study.   Medical information and billing 

records are protected by the privacy regulations of the federal Health Insurance Portability and 

Accountability Act of 1996 (HIPAA).  This type of information is called protected health information 

(PHI).  PHI about you may be obtained from any hospital, doctor, and other health care provider 

involved in your care, including: 

 

• Hospital/doctor's office records, including test results (X-rays, blood tests, urine tests, etc.) 

• All records relating to your condition, the treatment you have received, and your response to the treatment 

• Billing information 

• Demographic information 

• Personal identifiers 

 

There are many reasons why information about you may be used or seen by the researchers or others 

during or after this study. Examples include: 

• The researchers may need the information to make sure you can take part in the study. 

• The researchers may need the information to check your test results or look for side effects. 

• University, Food and Drug Administration (FDA) and/or other government officials, auditors, and/or 

the IRB may need the information to make sure that the study is done in a safe and proper manner. 

• Study sponsors or funders, or safety monitors or committees, may need the information to: 

o Make sure the study is done safely and properly 

o Learn more about side effects 

o Analyze the results of the study 

• Insurance companies or other organizations may need the information in order to pay your medical 

bills or other costs of your participation in the study. 

 

• The researchers may need to use the information to create a databank of information about your 

condition or its treatment. 

• Information about your study participation may be included in your regular UMHS medical record. 

Federal or State law may require the study team to give information to government agencies. For 

example, to prevent harm to you or others, or for public health reasons.  

 

The results of this study could be published in an article but would not include any information that 

would let others know who you are.  
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9.3 What happens to information about me after the study is over or if I cancel my permission to use 

my PHI? 

 

As a rule, the researchers will not continue to use or disclose information about you, but will keep it 

secure until it is destroyed.  Sometimes, it may be necessary for information about you to continue to be 

used or disclosed, even after you have canceled your permission or the study is over.   

 

Examples of reasons for this include: 

• To avoid losing study results that have already included your information  

• To provide limited information for research, education, or other activities. (This information would not 

include your name, social security number, or anything else that could let others know who you are.)  

• To help University and government officials make sure that the study was conducted properly 

 

As long as your information is kept within the University of Michigan Health System, it is protected by 

the Health System’s privacy policies.  For more information about these policies, ask for a copy of the 

University of Michigan “Notice of Privacy Practices”.  This information is also available on the web at 

http://www.uofmhealth.org/patient+and+visitor+guide/hipaa.  Note that once your information has 

been shared with others as described under Question 9.2, it may no longer be protected by the privacy 

regulations of the federal Health Insurance Portability and Accountability Act of 1996 (HIPAA).   

 

9.4 When does my permission to use my PHI expire?   

Your permission expires at the end of the study, unless you cancel it sooner. You may cancel your 

permission at any time by writing to the researchers listed in Section 10 "Contact Information" (below).  

If you withdraw your permission, you may no longer be eligible to participate in this study. 

 

10. CONTACT INFORMATION 

10.1 Who can I contact about this study? 

 

Please contact the researchers listed below to: 

• Obtain more information about the study 

• Ask a question about the study procedures or treatments 

• Talk about study-related costs to you or your health plan  

• Report an illness, injury, or other problem (you may also need to tell your regular doctors) 

• Leave the study before it is finished 

• Express a concern about the study 

 

Principal Investigator:  Phillip Vlisides, MD 

Mailing Address:  1500 East Medical Center Drive 

1H247 University Hospital 
Ann Arbor, MI 48109-5048 

Telephone:   (734) 936-4270 
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Study Coordinator:  Amy McKinney, MA 

Mailing Address:  1500 East Medical Center Drive 

F3842 UH-South 

Telephone:   (734) 647-8129 

Email address:  adrongo@med.umich.edu 

 

 

You may also express a question or concern about a study by contacting the Institutional Review 

Board listed below: 

University of Michigan Medical School Institutional Review Board (IRBMED) 

2800 Plymouth Road 

Building 520, Room 3214 

Ann Arbor, MI 48109-2800 

Telephone: 734-763-4768  (For International Studies, include the appropriate calling codes.) 

Fax: 734-763-1234 

e-mail: irbmed@umich.edu  

 

If you are concerned about a possible violation of your privacy or concerned about a study you may 

contact the University of Michigan Health System Compliance Help Line at 1-866-990-0111. 

When you call or write about a concern, please provide as much information as possible, including the 

name of the researcher, the IRBMED number (at the top of this form), and details about the problem.  

This will help University officials to look into your concern.  When reporting a concern, you do not have to 

give your name unless you want to. 

 

11.  RECORD OF INFORMATION PROVIDED 

11.1 What documents will be given to me? 

 

You will receive a copy of the signed and dated informed consent. 
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12.  SIGNATURES 

 

 

 
 

Consent to Participate in the Research Study 

I understand the information printed on this form.  I have discussed this study, its risks and potential benefits, 

and my other choices with Dr. Vlisides’ designee.  My questions so far have been answered.  I understand that if 

I have more questions or concerns about the study or my participation as a research subject, I may contact one 

of the people listed in Section 10 (above).  I understand that I will receive a copy of this form at the time I sign it 

and later upon request.  I understand that if my ability to consent or assent for myself changes, either I or my 

legal representative may be asked to re-consent prior to my continued participation in this study. 

 

Print Legal Name: ___________________________________________________________________ 

 

Signature: _________________________________________________________________________ 

 

Date of Signature (mm/dd/yy): ________________________ 

 
Consent for Participating in an Optional Sub-Study: 

This project involves optional participation in a sub-study.  I understand that it is my choice whether or not to 

take part in the sub-study.  I understand that if my ability to consent or assent for myself changes, either I or my 

legal representative may be asked to re-consent prior to my continued participation in this study. 

 

_____ Yes, I agree to take part in the optional sub-study. 

 

_____ No, I do not agree to take part in the optional sub-study. 

 

Print Legal Name: ___________________________________________________________________ 

 

Signature: _________________________________________________________________________ 

 

Date of Signature (mm/dd/yy): ______________________________ 

 
Principal Investigator’s Designee: 

I have provided this participant and/or his/her legally authorized representative(s) with information about this 

study that I believe to be accurate and complete.  The participant and/or his/her legally authorized 

representative(s) indicated that he or she understands the nature of the study, including risks and benefits of 

participating. 

 

Printed Legal Name: __________________________________________________________________ 

 

Title: ______________________________________________________________________________ 

 

Signature: _________________________________________________________________________ 

 

Date of Signature (mm/dd/yy): ________________________ 
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