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On the Agenda
■ Refresh ourselves on the diagnostic criteria, common 

presentations of acute delirium
■ Break down the double pronged treatment approach 

targeting root causes and symptoms
■ Reframe behavioral symptoms as a means of 

communication among cognitively impaired patients
■ Explore the tools available to manage behavioral symptoms, 

including medications and physical restraints



Delirium
■ Acute confusion (aka. “acute brain 

failure”, acute encephalopathy) 
that develops as a result of 
intersection of patient risk factors 
and situation specific stressors



About 30% of delirium cases 
are recognized

About 2/3rds of cases are never 
recognized or misattributed
   These patients spend longer in
   the hospital, in ICU, on
   mechanical ventilation
   2.5x greater cost
   ~40% are dead at 1 year

Kales, et al. Geriatric Psychiatry, 2003



Delirium
■ Acute confusion (aka. “acute brain 

failure”, acute encephalopathy) 
that develops as a result of 
intersection of patient risk factors 
and situation specific stressors

■ Central hallmarks: 
– Inattention
– Disorganized thinking
– Acute onset or change

Confusion can’t be delirium if it doesn’t 
demonstrate inattention

Inouye S. NEJM, 2006



Delirium
■ Common Additional Symptoms:

– Disorientation
– Memory & language impairments
– Misperceptions of stimuli
– Hyper- or hypo-motor activity
– Altered sleep cycle, sleep-wake 

reversal
– Emotional lability, anxiety, 

depressed mood, suicidality
■ Up to 40% may voice some life 

ending desire

Inouye S. NEJM, 2006



What is Inattention?
• Reduced ability to maintain focus on external activities and/or 

to shift focus between external activities
• Ex. Lack of ability to multi-task, inability to sustain a 

multilateral conversation

What is Disorganized Thinking?
• Thought content that is disordered, demonstrates deficits 

in logic
• Ex. Answering a different question than was asked, inability 

to answer simple questions



Delirium is NOT dementia



Delirium evaluation

INATTENTION

SERIAL 7s, “WORLD” IN 
REVERSE 

"CASABLANCA"

DAYS OF THE WEEK, MONTHS 
OF THE YEAR IN REVERSE

SOCIAL ATTENTIVENESS

DISORGANIZED THINKING
■ “Does a stone float on water?”
■ “Is 2lbs heavier than 1lb?”

■ Rambling, irrelevant 
conversation

■ Unclear or illogical flow of ideas

Fick DM, et al. J Hosp Med, 2015; Inouye S. NEJM, 2006



Bedside tests of attention

Fick DM, et al. J Hosp Med, 2015

Combining tests results in better sensitivity and specificity 



Not all confusion is 
delirium

■ Dementia, traumatic brain injury, 
developmental delay, anxiety, 
depression, bipolar disorder, primary 
psychotic disorders

■ Sleep deprivation, undertreated 
pain, medication side effect

■ Treatments and prognosis differ!



TREATING DELIRIUM



Root Causes

Symptoms



■ Typical “treat the underlying causes” or 
“why is this happening now?” differential
– Patient specific factors (vulnerability)
– Situational stressors (triggers)

■ Any physiologic or neurologic stressor or 
combination of insults (more common)
– Undertreated pain, surgery
– Any organ dysfunction
– Vascular events, heart failure
– More fragility  less stress needed

■ All the modifiable factors need to be 
addressed in order for recovery

Root Causes



Why is this 
happening 

now?
PAIN!

Sleep

Assistance with mobility

98yo retired RN with dementia admitted 
with 3 compression fxs & 4 rib fxs 

sustained in a fall. Normally sleeps from 
0200-1200 every day but hasn’t slept in 
house since admission. Unable to call for 

PRN opioids, has spent most of her stay in 
bed. Now unable to have a conversation, 
misperceiving bed alarm as a doorbell 

and emotionally labile 

What are her delirium drivers? What 
can we do?



General Delirium Hygiene
■ SLEEP: Start melatonin 1mg QPM. Minimize interruptions overnight - DC routine VS 

from 2200-0600

■ ACTIVITY: Expectation should be OOB at least TID +/- walks around the room or in 
hallways. 

■ PO INTAKE: Avoid fluid restriction to ensure adequate hydration, goal 1L 
noncaffeinated fluid per day along with 3 regular meals. 

■ BOWELS: Goal 1 BM per day. 

■ URINARY RETENTION: Scheduled toileting Q2hrs while awake to maximize natural 
emptying. Limit PVRs & straight caths at night unless symptomatic. Generally avoid 
Foley placement as it will prolong delirious state. 

■ PAIN: Low threshold for heating pad TID x 20 minutes for sore joints, muscles. 
Consider scheduled Tylenol 1000mg TID for persistent discomfort. 

■ POLYPHARMACY: Avoid the centrally acting, sedating, anticholinergic agents (ie. 
Promethazine, prochlorperazine, diphenhydramine, hydroxyzine, oxybutynin, 
benzodiazapines, sedative-hypnotics, etc) that are associated with high delirium 
risk

■ BEHAVIORS: Assess for pain, urge to void/move bowels, hunger, thirst, hot/cold, 
urge to move. If all have been ruled out, go for a walk with staff for distraction. If all 
the above have been addressed and behavior continues, okay to give PRN 
medication as written. 

■ Minimize isolation. Encourage visitors, family, friends to be with present for 
reassurance and stimulation throughout the day

Root Causes

Important for every 
person with delirium, 

regardless of the 
drivers!



Leon-Salas B, Trujillo-Martin MM, Martinez del Castillo LP, et al. Multicomponent interventions for the prevention of delirium in hospitalized 
older people: A meta analysis. J Am Geriatr Soc. 2020;68:2947-2954 

It’s not one thing, it’s everything!



■ Behavioral, psychological / emotional, 
neurological

■ Hypoactive vs hyperactive subtypes
– Hypoactive = apathy, social withdrawal, 

lethargy, poor motor initiation / activity
– Hyperactive = psychosis, mood lability, 

restlessness, impulsivity, constant movement, 
poor voice volume control, aggression

■ Every episode of delirium will present 
differently!

■ Some symptoms (ie. Dysphagia) are present 
regardless of subtype

Symptoms



■ Neurological symptoms
– Neuroinflammation, neurotransmitter 

imbalances
– Recrudescence

■ Re-emergence of neurologic symptoms 
without active tissue damage

■ Old stroke symptoms, emergence of 
controlled Parkinson’s symptoms

– Tremor
■ Even asterixis in the absence of liver disease

– Myoclonus
– Motor discoordination

Symptoms

LaHue & Douglas. Neurol Clin. 2022 Feb;40(1):45–57; Fong, Tulabaev & Inouye. Nat Rev Neurol. 2009 Apr;5(4):210–220



■ Dysphagia
– Both a risk factor AND symptom

■ Risk factor: via limitation of food & fluids, use 
of NG tubes

■ Symptom: insufficient attention, motor 
discoordination

– Present in 60% of delirious ICU patients
– Ongoing dysphagia in 15% of patients 

with delirium at SNF admit
– Leads to major medical complications

■ Aspiration pneumonitis & pneumonias
■ Weight loss, malnutrition
■ Dehydration, AKIs

Symptoms

Grossi, Rocco, Stilo, et al. Eur Geriatric Med. 2023;14(3):485-492; Cheng, Song, Tang, et al. BMC Psychiatry. 2024;24:65



■ Psychological symptoms
– Heightened chronic mood symptoms

■ Untreated or residual / partially treated
– Depressed mood
– Anxiety
– Suicidality

■ May be taken as informed requests to 
forego curative care

■ Present in up to 40% of cases
– Psychosis

■ Most common in hyperactive subtypes

Symptoms



Root Causes

Symptoms

■ Successful & swift treatment of 
delirium relies on addressing both 
the root causes AND intrusive 
symptoms along with good 
delirium hygiene

■ Time and space for the dust to 
settle



PROGNOSIS



Photo credit: New York Times, 2021

Natural history of delirium



Photo credit: NOEMA Magazine

Weeks to months later ….



Weeks to months later …
■ Patients may still experience issues with executive 

functioning, concentration, abstract thinking, complex 
calculations and other high order functions

■ PTSD, anxiety are common  1/3rd of survivors in one small 
study1

• Risk may be greater in those with more severe delirium

1. Grover, et al. J Psychosomatic Res, 2019



Years later
Survivors are at 6-40x 
greater risk of developing 
dementia from 1-5 years 
after delirium

Delirium is an independent 
risk factor for developing 
dementia

Fong TG, et al. Lancet Neurol, 2015



Counseling patients & families

■ Important to explain what is happening and the fluctuating nature of 
delirium
• Particularly important with behavioral symptoms

■ Once stable, counseling should shift to what we expect in recovery

■ Important to lay a foundation that recovery will be long and there may be 
long term impairments



Icudelirium.org ■ Vanderbilt Critical Illness 
Survivorship Center



Deliriumcentral.org ■ Harvard Aging Brain Center



MANAGING BEHAVIORAL 
SYMPTOMS



May fluctuate through the day, 
alongside fatigue or as situations 

change

Behaviors 
exist on a 
spectrum

Hypoactivity
Lethargy

Withdrawal

Hyperactivity
Restlessness
Aggression



Behaviors as communication
■ For those less able to communicate their needs verbally or 

rely on others for their care, behaviors are a means of 
communicating an unmet need

–  Common unmet needs
■ Physiologic  hunger, thirst, urge to void, pain / discomfort / 

stiffness, too hot, too cold, can’t see, can’t hear
■ Psychologic  desire for social contact, investigating 

unfamiliar noises / sights, fear, anxiety, loneliness, desire to 
orient oneself, desire to restore familiar routine



TAKE HOME POINT
Use a more descriptive term than “agitation”

“Help me, 
help me” 
should be 
considered 
pain until 
proven 

otherwise



Addressing unmet needs
Drivers Treatment Options

Pain Scheduled Tylenol 1000mg TID, topical agents, low dose opiates, heating pad/ice 
pack

Other discomfort Change positions regularly, ambulate, distract with activity

Urinary 
urgency/retention

DC contributing meds, scheduled toileting Q2 while awake, OOB to void, straight 
cath during the day for clinically significant retention (okay to allow lenient PVR 
threshold)

Constipation Regular senna + Miralax (especially if on opiates!), Bisacodyl or mag citrate if fast 
action needed, ensure sufficient PO fluids and routine activity

Sleep Disruption Limit daytime napping, ambulate, DC routine vitals 2200-0600, remove 
alarms/monitors, scheduled melatonin

Disorienting 
Surroundings

Regular daytime & mealtime schedule, reduce disorienting alarms, glasses + 
hearing aids on, borrow pocket talker, open window shades during day, lights off at 
night



When to prescribe?
Many opinions, pros and cons but 

medications are an appropriate tool for 
certain patients & circumstances



No medication has FDA 
approval for treatment of 

delirium, symptom 
management or 

prevention



Medication for 
behavioral symptoms
Reach for a medication when behaviors 
are:

Non-redirectable or not soothed by other 
less invasive means

Dangerous to the patient and/or staff

Actively interfering with necessary care

Physically aggressive

* Antipsychotics for distressing psychosis 
preventing progression of care & recovery



Medication for 
behavioral symptoms
Goals of medication for behaviors:

Achieve wakeful calm

Turn down the volume & intensity of 
behaviors

(Ideally) be limited to short term use

Not to sedate or restrain, but to treat 
the symptoms being experienced



Pharmacotherapy Landscape

~7 distinct drug classes have been investigated for their impacts on 
severity of symptoms, outcomes and prevention

Wu YC, Tseng PT, Tu YK, et al. JAMA Psychiatry. 2019;76(5):526-535



Pharmacotherapy Effects
Duration of Mechanical Ventilation Delirium Duration

Burry L, Hutton B, Williamson DR, et al. Cochrane Database of Systematic Reviews. 2019;9:CD011749



Pharmacotherapy Effects
ICU Length of Stay Hospital Length of Stay

Burry L, Hutton B, Williamson DR, et al. Cochrane Database of Systematic Reviews. 2019;9:CD011749



Pharmacotherapy Effects
Mortality

Burry L, Hutton B, Williamson DR, et 
al. Cochrane Database of Systematic 

Reviews. 2019;9:CD011749



Antipsychotics in delirium

■ Haloperidol, quetiapine, olanzapine, risperidone, (ziprasidone)
■ 2019 Annals of Internal Medicine meta-analyses

• No impact of antipsychotics on delirium prevention1 or treatment2

• Mortality, length of stay, delirium duration / severity, cognitive function
• Small increase in neurologic & cardiac side effects with short term use

• Increase in cardiac effects (QTc prolongation, arrythmias) also seen in the 
2019 Cochrane review

• But, these risks may be acceptable for a patient at risk of self harm!

1. Oh ES, et al. Ann Int Med, 2019
2. Nikooie R, et al. Ann Int Med, 2019



Antipsychotics can help with …
■ Distressing psychosis (inc. perseveration affecting necessary 

care)
■ Intrusive, severe anxiety
■ Anger, physical aggression
■ Mania



Use caution with …
■ Wandering, exit seeking, restless bed exiting

– Medications don’t diminish the urge or belief prompting 
movement

– Increase likelihood of falling due to lethargy and poor 
coordination while up walking



Commonly used antipsychotics

Agent Starting Doses Side Effects

Haloperidol PO: 0.5-1 mg Q6 PRN
IM/IV: 0.5 mg Q6 PRN

**Ensure Mg, Phos are replete**

EPS, sedation, orthostasis, 
QTc prolongation

Risperidone PO/ODT: 0.25-0.5 mg BID PRN
(max 3 mg/day)

EPS, QTc prolongation

Olanzapine PO/ODT: 2.5-5 mg Q6 PRN
IM: 2.5 mg Q6 PRN

(max 25-30 mg / day)

Sedation, urinary retention, 
orthostasis, QTc 

prolongation
Quetiapine (6.25)-12.5-25 mg PO QHS PRN Sedation, orthostasis, 

urinary retention, QTc 
prolongation
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Tips for use

■ Start low, go slow but GO if indicated
–  Starting doses may be sufficient for some but not for all; increase as needed to 

get to the goal

■ Consider medications a bridge to allow development of non-medication 
strategies to address behaviors

–  Goal is to use the least amount necessary to achieve manageable behaviors / 
wakeful calm

■ It is okay (may be preferable) to schedule doses to target known active time 
periods



When to restrain? As infrequently as necessary …



Takeaways
■ Delirium can look a million different ways with psychological, 

cognitive, neurological, motor symptoms
■ Must manage the symptoms alongside treating the drivers
■ Behaviors are a means of communicating an unmet need … 

meet the need and behavior should dissipate
■ Medications have a place but are rarely first line and should be 

considered short term
■ Delirium recovery is often surprisingly long and carries risk of 

long-term cognitive impairment and PTSD



Thank you!

doctorkatiedrago@gmail.com
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