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Whats in a name? 

• Acute confusion 

• Acute brain syndrome 

• Pleasantly confused 

• Muddled 

• Metabolic encephalopathy 

• Acute brain injury 



What is delirium? 

• Acute confusion 

 

• Fluctuating confusion 

 

• Inattention 

 

• Disorganised thinking 



Types of delirium 

• Hyperactive 

 

 

• Hypoactive 



DSM-V 
• A. Disturbance in attention (i.e., reduced ability to direct, focus, sustain, and shift attention) and 

awareness (reduced orientation to the environment). 

• B. The disturbance develops over a short period of time (usually hours to a few days), represents an 
acute change from baseline attention and awareness, and tends to fluctuate in severity during the 
course of a day. 

• C. An additional disturbance in cognition (e.g.memory deficit, disorientation, language, visuospatial 
ability, or perception). 

• D. The disturbances in Criteria A and C are not better explained by a pre-existing, established or 
evolving neurocognitive disorder and do not occur in the context of a severely reduced level of 
arousal such as coma. 

• E. There is evidence from the history, physical examination or laboratory findings that the 
disturbance is a direct physiological consequence of another medical condition, substance 
intoxication or withdrawal (i.e. due to a drug of abuse or to a medication), or exposure to a toxin, or 
is due to multiple etiologies. 

 

 

DSM-IV, Diagnostic and Statistical Manual of Mental Disorders, fourth edition; DSM-
5, Diagnostic and Statistical Manual of Mental Disorders, fifth edition. 
aChanges in DSM-5 from DSM-IV shown in italics. 

 



Why is it important? 
 Distressing…..patients, families, and staff 

 Increased LOS  

 Higher risk of falls & other harms 

 Life-threatening (1 in 5 dead in one month, similar to MI and sepsis, 14.3%) 

 More likely to get dementia 

 Speeds up decline in dementia 

 More likely to go into care 

 Common yet under-recognised 



How common? 
• Delirium affects 1 in 8 acute hospital inpatients  

• 15% of adult acute general patients 

• 30% of acute geriatrics patients 

• 10-50% of surgical patients 

• 50% of ICU patients 

• 50% of patients post hip fracture surgery 

• Up to 30% ED patients 

• Approx 20% CICU patients 



Delirium makes dementia worse 



Longitudinal cognitive trajectories, Davis et al, 2012 

 



• 77% delirium persisted into admission 

• For every ED delirium day 6 month ADL decreased and 
6 month cognition was poorer 

• ‘Delirium is bad, persistent delirium is a disaster’ 

 



Why is it important? 
 Delirium is poorly detected 

 Detection improves care & outcomes 

• Delirium is about 30% preventable 

• Delirium is known side effect of eg surgery 

• Safety issue 

• Patients and carers want us to pick this up 
early………distressing 

 

 



Cost 

• Approx 15k per episode 

• ADA and Deloitte Access economics- 4 billion Aus 
dollars 2016-17 



People who have recovered from delirium say: 
 

• “it’s left an impression on me” 

• “very frightening” 

• “I didn’t tell them because I didn’t want them 

to think I was crazy” 

• “I didn’t believe a thing they told me” 

• “I needed to escape” 

• “a horror” 

• “a living nightmare” 



Enids story 

https://www.youtube.com/watch?v=-F7b-
Ne1xQk 



Who is at risk? 
• Older people 

• Dementia 

• Frailty 

• Sensory impairment 

• Multiple medications 

• Recent fracture / surgery 

• Severe illness 



Causes 
• Pain 

• Infection 

• Nutrition 

• Constipation and Dehydration 

• Medication and Metabolic 

• Environment eg sensory, sleep disturbance, moving 
places! 

• Urinary catheterisation 

PINCH ME 



Pathogenesis 

• Neurotransmitter 

• Neuroinflammation 

• Hypothalamic-pituitary-adrenal axis 

• Traumatic brain injury 

• Animal models-HC most susceptible to systemic sepsis, 
aged brain recovers less well (Heneka). 

• Sepsis increases cog decline (Iwashyna, JAMA, 2010) 



Imaging (Gideon Caplan) 

• Changes in right superior frontal, bilateral thalamus and 
left caudate FDG PET 

 



How to detect Delirium? 

 



Confusion Assessment Method (CAM) (Inouye) 
The diagnosis of DELIRIUM by CAM requires the presence of BOTH features A and B 

CAM 

Confusion 

Assessment 

Method 

A. 
Acute onset  

and/or  

fluctuating course 

 

Is there evidence of an acute change in mental status from patient baseline? 

Does the abnormal behaviour: 

üCome and go? 

üFluctuates during the day? 

üIncrease/decrease in severity? 

B. 
Inattention 

Does the patient: 

üHave difficulty focusing attention/ 

üBecome easily distracted? 

üHave difficulty keeping track of what is said? 

AND the presence of EITHER feature C or D 

C. 
Disorganised thinking 

Is the patient’s thinking: 

üDisorganised 

üIncoherent 

For example does the patient have: 

üUnpredictability switching of subjects? 

üRambling speech/irrelevant conversations? 

üUnclear or illogical flow of ideas? 

D. 
Altered level of consciousness 

Overall, what is the patient’s level of consciousness: 

üAlert (normal)? 

üVigilant (hyper-alert)? 

üLethargic (drowsy but easily roused)? 

üStuporous (difficult to rouse)? 

üComatose (unrousable)? 



 

 

 

 TAKES 1-2 MINUTES 
Specificity=84%  
Sensitivity=90% 



If in doubt treat as delirium….. 



Barriers to delirium detection 

• Burden of care 

• Lack of education 

• Poor understanding 

• Poor documenation 

• Communication barriers 

• Lack of leadership 



Diagnosis 

• History (informant) 

• Vital signs 

• Physical examination-infection, constipation, 
dehydration, inc neuro 

• Cognitive assessment tool 



Investigations 

• Bloods- FBC, UE, LFT, Calcium, Magnesium, CRP, 
glucose, phosphate 

• Urine dip (beware) 

• Blood cultures, ABG, CXR if indicated 

• ECG 

• CT head - if focal neurology, new confusion after a head 
injury or fall,  or persisting symptoms.  Anti-
coagulation-urgent. 

 



TIME bundle 



Management 

• Identify and treat underlying causes-infection, 
constipation, 

• Review medication 

• Supportive care-close observation, nutrition, hydration 

• Alteration of environment-re-orientation, family 

• Verbal and non-verbal de-escalation techniques 

• Provide information  

 

 



Early mobilisation = less delirium 

Schweickert et al, Lancet 2009 



Pharmacological treatment 

• Only for distress 

• Severe agitation 

• Harm to self/others 

• Where other strategies have failed 

• Careful with antipsychotics, especially DLB/PD 



SIGN guidance 
Medication Single starting dose Maximum dose in 24 

hours* 

Cautions/Contraindications 

Haloperidol 0.5mg orally 
0.5mg im 

2mg orally 
2mg im 

Prolonged QTc interval in 
ECG 
Signs of parkinsonism or 
lewy body dementia 
When used with any 
medication that prolongs QT 
interval this is off-license 

Risperidone 0.25mg orally 1mg in divided doses Signs of parkinsonism or 
lewy body dementia 
Not licensed in delirium 

Lorazepam if 
antipsychotics are 
contraindicated 

0.5mg orally 
0.5mg-1mg im 

2mg orally 
2mg im 

Caution in renal impairment 
Not licensed in delirium 

Some recommendations may be for medicines prescribed out with the marketing authorisation (MA) 
also known as product licence. This is known as ‘off-label’ use.’  Haloperidol is only licensed when used 
without other drugs that prolong the QT interval (SIGN guidelines, NICE 2018 surveillance of delirium 
guideline). 
 



https://www.sign.ac.uk/sign-157-
delirium.html 



NICE QS delirium-July 2014 
• Statement 1. Adults newly admitted to hospital or long-term care who are at 

risk of delirium are assessed for recent changes in behaviour, including 
cognition, perception, physical function and social behaviour.  

• Statement 2. Adults newly admitted to hospital or long-term care who are at 
risk of delirium receive a range of tailored interventions to prevent delirium. 

• Statement 3. Adults with delirium in hospital or long-term care who are 
distressed or are a risk to themselves or others are not prescribed antipsychotic 
medication unless de-escalation techniques are ineffective or inappropriate.  

• Statement 4. Adults with delirium in hospital or long-term care, and their 
family members and carers, are given information that explains the condition 
and describes other people's experiences of delirium.  

• Statement 5. Adults with current or resolved delirium who are discharged from 
hospital have their diagnosis of delirium communicated to their GP. 

https://www.nice.org.uk/guidance/qs63/chapter/quality-statement-1-assessing-recent-changes-in-behaviour
https://www.nice.org.uk/guidance/qs63/chapter/quality-statement-2-interventions-to-prevent-delirium
https://www.nice.org.uk/guidance/qs63/chapter/quality-statement-3-use-of-antipsychotic-medication-for-people-who-are-distressed
https://www.nice.org.uk/guidance/qs63/chapter/quality-statement-4-information-and-support
https://www.nice.org.uk/guidance/qs63/chapter/quality-statement-5-communication-of-diagnosis-to-gps


Delirium follow-up? 



How to improve delirium care…. 







Summary 

• Call it delirium 

• Detection and management is important 

• Avoid medication 

• Delirium is a patient safety issue  

• We still have much to learn eg DELPHIC study 

• How do you detect it in your area 

• WDAD20 - 11th March 



#WDAD 2019 




