
Delirium 101
Acute Brain Failure 



Overview

• Disorder of attention and develops acutely and fluctuates
• All delirious patients require a thorough evaluation 
• Delirium is associated with numerous poor outcomes
• Very limited role for pharmacologic interventions in delirium
• Prevention of delirium is more effective than treatment
• Often under recognized
• Easily confused with Dementia



Case

Mrs. Delee Reema is a 78 y/o female who presents to the hospital after 
being found on the kitchen floor by her neighbor who called 911. EMS 
reports that it looked like she had been there for a while but hadn’t 
pushed the life alert she was wearing. The patient is awake and alert 
following simple commands occasionally but is only oriented to her 
name and does not know date, location and cannot give any 
meaningful information about what happened. She frail, disheveled 
and malnourished has a small bump on her head and right leg is 
extremely painful. 



Exam

• Afebrile, pulse 111, bp 93/50, sat 93% on room air
• General: Awake alert, moderate distress from pain, thin, sarcopenic 
• HEENT: small bruise right forehead, PERRL, dry mouth and tongue 
• Neck: non-tender, appropriate ROM
• Chest: symmetric, no tenderness, no respiratory distress, CTA b/l
• Cardiac: Tachycardic, no murmur rub or gallop, no edema, peripheral pulses present
• Abdomen: soft nontender, non-distended, no guarding or rebound tenderness
• Extremities: right leg shortened and externally rotated.
• Skin: b/l upper extremity rash over hands and forearms
• Neuro: AAOx1, no focal weakness, CN II-XII intact, sensation intact 
• Psych: underweight, distractible playing with pulse ox, Slow to answer questions, keeps 

bringing up her garden when asked where she is and what is going on.



Diagnostic and statistical manual of mental 
disorders (DSM-5)

A. A disturbance in attention and awareness
B. The disturbance develops over a short period of time, represents a 

change from baseline, tends to fluctuate
C. An additional disturbance in cognition 
D. The disturbances in Criteria A and C are not explained by another 

preexisting, established, or evolving neurocognitive disorder 
E. There is evidence from the history, physical examination, or 

laboratory findings that the disturbance is a direct physiological 
consequence of another medical condition







Attention and Disorganized Thinking

• Days of the week backwards
• Months of the year backwards
• Spell a word backwards
• CASABLANCA- squeeze on A

• Logical flow of ideas
• Unpredictable switching 
• Do rocks float on water
• Is 1 lb more than 2lb



• The CAM demonstrates sensitivities from 94–100%, specificities from 
90–95%, positive predictive accuracy of 91– 94%, negative predictive 
accuracy of 90–100%, high inter-rater reliability

Wei LA, Fearing MA, Sternberg EJ, Inouye SK. The Confusion Assessment Method: a systematic review of current 
usage. J Am Geriatr Soc. 2008;56(5):823-830. doi:10.1111/j.1532-5415.2008.01674.x



Delirium is often unrecognized and undocumented by clinicians. Rates of 
unrecognized delirium, which is defined as the diagnosis of delirium after 
being unrecognized by a primary physician or nurse is estimated to be about 
60% of all cases

-DDIMER of Delirium.  Day of the week.  Months backwards. strong NNP

Oh, E.S., Fong, T.G., Hshieh, T.T., & Inouye, S K. (2017). Delirium in older persons: Advances in diagnosis and treatment. 
JAMA, 318(12), 1161-1174.



We really want background but in the meantime lets look for underlying causes 

• ED is going to rule out everything big bad
• CBC, CMP, urinalysis, chest xray, drug screen, imaging of leg
• Head CT? not very helpful in diagnosis of delirium maybe 5% if no 

focal deficits 
• but she hit her head, altered mental status she gets a head CT

Electrolytes Sodium, Potassium, acid base disturbances, kidney and 
liver function, anemia, infection-(bladder/kidney and lung) 



• Sodium is a little low, cr 1.9 BUN 40 (kidneys aren’t working great)
• UA shows some WBC and few bacteria (infection?)
• Drug screen negative
• Cxray no pneumonia
• Imaging of her hip show femoral neck fracture
• Head CT- “no acute intracranial process” chronic microvascular ischemic changes 

• So she is started on fluids, antibiotics, pain control(IV opiate) and is in 
the ED until bed ready



• So she is started on fluids, antibiotics, pain control and is in the ED 
until bed ready
• Few hour later she becomes acutely agitated. Ripped out her IV. 
Attacked a nurse trying to take vitals and seem to be hallucinating.
• -20 goedon and 5 of Haldol and ends up in physical restraints so we 
can give her fluids and antibiotic



Crazy case?







END ACUTE BRAIN FAILURE
Things have escalated 













We need background information



Background/baseline information

Finally get a hold of the daughter who lives Palm beach, but talks to her 
mother multiple times a week. She tells you about her past medical 
history. She is living alone since losing her husband 3 years. She has a 
history of HTN, hypothyroidism, depression. Daughter has some 
concerns that she has been declining, losing weight, not as active in the 
community and asked her to move in with her, but mother refuses.  
She has been more forgetful but she is still independent at home 
manages her finances and medications. She hasn’t mentioned any new 
medical issues. She enjoys gardening and actually got into some poison 
ivy recently and was very itchy so I told her to pick up some Benadryl.







Pharmacotherapy

• Data is limited
• Underlying theory abnormally elevated levels of dopamine
• Dopamine antagonist
• restoration of hippocampal functions (eg, short-term memory) and 
reversal of other regional brain disturbances (eg, agitation, psychosis), 
• protect neurons against hypoxic stress and injury

• I’m not really convinced. Control not treatment



Dopamine antagonist 
• Haloperidol-most research, has more side effects and contraindications, no other 
atypical have demonstrated superiority 
• Risperidone-less sedating 
• Quetiapine more sedating shorter half-life 7hrs
• Olanzapine better qt effect long half-life, anticholinergic potential
• Aripiprazole less sedating may be better in hypoactive delirium

 Black box warning related to dementia-related psychosis. Increase mortality risk in 
elderly dementia patients
 Check EKG, correct electrolytes K,Mg, review other qt prolonging agents, watch for EPS 



Acetylcholinesterase inhibitor 

• Eg, rivastigmine, donepezil for patients with a history of recurrent 
delirium or delirium superimposed on known cognitive deficits



Regulation of sleep wake cycles 

• Melatonin or melatonin agonists (eg, ramelteon 8 mg every HS) to 
help promote a more natural sleep and management of all types of 
delirium 

• If that is ineffective, consider trazodone (eg, 25–100 mg every HS) or 
mirtazapine (eg, 3.75–7.5 mg every HS)



Supportive therapies

• Maintain hydration/nutrition
• Avoid restraints
• Mobilize patients early
• Reduce noise 
• Orienting stimuli
• Reassurance
• Beside sitter encourage family visit
• Manage pain



Hospital Elder Life Program Model

• Screen 70 and old for cognitive impairment, sleep deprivation, 
immobility, dehydration, vision and hearing impairment

• Team of nurses, volunteers, and geriatricians implement simple 
strategies to target specific risk factors

• Making sure pain is controlled, patient has their glasses, socialization 
with meal, quite time

• Widespread hospital use, Up to 30% reduction in the incidence of 
delirium and reduced readmission rate 



Case: Treat the underlying condition!

• Started scheduled low dose quetiapine and melatonin at night with PRN 
quetiapine for acute agitation-more cooperative
• Treated underlying dehydration, UTI, and electrolyte abnormalities.
• Make sure we eliminated any medication that could be deliriogenic
• We start her thyroid medication +/- antidepressant
• We get PT/OT, dietary, invite family to sit with her, get her glasses, play music
• Manage pain with opioid sparing medication and lowest dose opioids 
• Topical management of her contact dermatitis



Enormous Impact

• Prolong hospitalization
• Functional and cognitive decline
• Higher risk for institutionalization
• 1-6 month mortality estimates 14-22% 2x
• Persistent cognitive dysfunction



Case

• Patient improved enough to go to surgery. 
• We maintained the supportive delirium treatment/prevention 
• Pain and mobility improved and she was able to leave the hospital



What happened?

• Baseline decline after loss of husband, lives alone with 
depression/decreased nutritional status and reserves 

• Poison Ivy causing severe itching and sleeping difficulties
• Decreased liver metabolism associated with aging
• Use of Over the counter anticholinergic/antihistamine, perhaps UTI
• Delirium before the fall, didn’t know how to use her life alert
• Prolonged period on the ground with dehydration and kidney injury





Take away

• This diagnosis is missed often
• Use the CAM exam. It doesn’t take long 
• Implement Delirium preventative strategies early.

• Very common, very scary and difficult to treat 
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