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PSYCHIATRIC ASPECTS OF GENERAL MEDICINE

Delirium

Tayyeb A Tahir

Abstract

Delirium is a common neuropsychiatric syndrome and can occur in various
clinical settings. It has a multi-factorial aetiology. It is associated with
increased morbidity and mortality. Tools and strategies to screen and
assess the severity of delirium can be used for an early intervention.
Proactive screening for delirium has the potential to allow more optimal
management, and thereby reduce morbidity and mortality significantly.
Appropriate drug therapy may form part of multi-component interventions
in the prevention and treatment of delirium. Further research is warranted
in the systematic identification of high-risk patients undergoing major
procedures as well as in the prophylactic or pre-emptive use of appro-
priate drugs and dosages.

Keywords acute confusion; antipsychotics; delirium; delirium manage-
ment; delirium management guidelines; delirium treatment

Definition

Delirium is an acute neuropsychiatric syndrome but is chiefly
a reversible change in consciousness with change in cognition,
such as memory deficit, disorientation and language disturbance,
with such perceptual impairments as illusions and hallucina-
tions. In contrast dementia is a progressive, irreversible and
chronic alteration in cognition.

Epidemiology

Delirium is a complex and understudied neuropsychiatric
syndrome that occurs in 11—42% of general medical inpatients'
and up to 50% of the hospitalized elderly.” Milder forms of
delirium with impaired consciousness are likely to be missed in
busy inpatient settings. Recent studies have identified high inci-
dence and prevalence of delirium in various clinical samples
including general medicine (24.9%),®> cardiothoracic surgery
(21%),* general surgery (24%),° orthopaedic surgery (20%),°
critical care (30%)7 and the emergency unit.

Aetiology

Delirium has a multi-factorial aetiology, so establishing the cause
of delirium is an important and challenging process. The Diag-
nostic and Statistical Manual of Mental Disorders (DSM-IV)®
classifies delirium depending on aetiology and divides it into
four different types: delirium due to general medical condition;
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Key predisposing and precipitating factors for delirium

Predisposing factors Precipitating factors

Acute illness
Severity of physical illness
Infection, especially urinary

Advanced age
Male sex
Visual impairment

e Presence of tract
dementia e Hyponatremia
e Severity of e Shock
dementia e Immobilization and physical
e Depression restraint
e |Immobility e Bladder catheterization
e Dehydration e Surgery
e Metabolic e Intensive care unit admission

abnormalities
Alcohol misuse
Narcotics, sedatives
Anaemia

Medication, changes and
additions

Pain
Malnutrition

Table 1

substance-induced delirium; delirium due to multiple aetiologies;
and delirium not otherwise specified. The International Classifi-
cation of Diseases (ICD-10)° classifies delirium under two sepa-
rate categories: mainly substance-induced; and organic (non-
substance) mental disorder.

The presence of certain risk factors increases the risk of devel-
oping delirium.'®!" Several predisposing or precipitating aetio-
logical factors have been considered and are shown in Table 1.
Development of delirium has also been described in light of these
vulnerability factors and noxious insults.'? For example, an elderly
person with pre-existing cognitive impairment and poor physical
health can be considered vulnerable to the development of
delirium in association with, say, a urinary tract infection. Simi-
larly, a high-risk noxious insult, such as major surgery, in a rela-
tively healthy person can assist in precipitating delirium.

Clinical features

In a patient presenting with a neuropsychiatric syndrome, the
diagnosis of delirium is suggested by an acute onset, a fluctuating

Screening tools and severity scales for delirium

Delirium screening tools Severity scales for delirium

The Delirium Index — DI*®
Memorial Delirium
Assessment Scale — MDAS?®
Delirium-O-Metre — DOM??
Delirium Rating Scale
Revised 98 — DRS-R-98%2

Confusion Assessment
Method — CAM™®
Delirium Symptom
Interview — DSI'®
Cognitive Test for
Delirium — CTDY”
Delirium Observation
Scale — DOS*®

Table 2
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Delirium Management Guidelines

Step 1: Confirm diagnosis
1. Symptoms
* Disturbed consciousness
* Memory deficit
* Disorientation Look for symptoms:
¢ Perceptual disturbance ¢ Hallucination & illusions
* Fluctuating clinical picture * Agitation and restlessness
* Sleep disturbance * Drowsiness and lethargy
* Psychomotor changes. ¢ Reduced activity (hypoactive)
¢ Underlying organic disorder * Loss of interest

Screening: Consider cognitive
assessment with MMSE, Clock
Drawing Test and CAM.

2. Review notes and drug charts.

3. Investigations (e.g. full blood count, electrolytes, renal and liver functions,
urine analysis, EEG, chest X-ray, CT scan of head and ECG).

4. Rule out confusion related to alcohol and substance misuse.

* Mental capacity assessment for treatment * Medical
* Non-compliance ¢ Environmental
* Agitation & restlessness * Psychological
¢ General Management

l

{

Medical

Identify & treat the underlying organic disorder * Consider nursingina ¢ Breakdown complicated
For psychiatric symptoms cubicle tasks

: y o ® 1-to-1 nursing ¢ Acknowledge distress
Day 1: Consider low-dose antipsychotic (preferably atypical*) el tlork Tcalendan o Orientate the patient
Day2: Review + Increase to twice daily if no improvement** o Th (TR Il = = oTanso
LB ROIL A B e . Ensm:e ade:ual:;e lighting aids e.g. hearing amr!v

. k. 5
L LA T eI BRE ® Use help of familiar faces visual aids
Lorazepam 0.5-1 mg 2-4 times daily for agitation. ® Staff continuity ¢ Inform and counsel family
*Quetiapine 25-50 mg twice daily (max 300 mg/24 hours)zg' S g 3lS':rr ® Improva mobility * Dm,‘ t confront false
*Olanzapine 2.5-5 mg twice daily (max 10 mg/24 hours) > 3% 3or beliefs
Haloperidol 0.5-1 mg twice daily (max 4 mg/24 hours)> 3! 3 * Fosterindependence

** consider increasing dosage slowly.

Review drug chart to minimise poly pharmacy and drug interactions.
Reduce anti-psychotics gradually after symptoms of delirium improve.

* Physical examination and investigations

* Interact regularly If no improvement over 4 days
* Assistin establishing a regular day-night cycle REVIEW DIAGNOSIS

* Allow plenty of time for assistance

* Give them space Continue to treat underlying
* Getthe person’s attention before communicating physical disorder/illness

* Improve nutrition and hydration

Figure 1
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Mean doses for antipsychotics used in delirium

Medication Range of mean dose (mg)
1 Olanzapine 4.52—4.54
2 Quetiapine 40—113
3 Risperidone 1.02—-1.19
4 Haloperidol 1.71-7.06

Evidence for values provided by RCT data.

Table 3

course and an underlying physical aetiology. There are three
motor subtypes: hypoactive (apathetic and withdrawn); hyper-
active (agitated and distractible); and mixed (shifting between
hypoactive and hyperactive states).!*> Core diagnostic features
include attention deficits (97—100%) and thought-process
abnormalities (54—79%). Other core symptoms include disori-
entation (76—96%), memory deficits (88—96%), sleep—wake
cycle disruptions (92—97%), changes in motor behaviour
(24—94%) and language disturbances (57—67%). Non-core
symptoms include perceptual disturbances including hallucina-
tions (50—63%), changes in mood (43—86%) and delusions
(21-31%)."

Screening tools for delirium exist and other tools can ascertain
severity (Table 2). Tools designed to assess cognitive impair-
ment, although helpful in establishing the diagnosis of delirium,
are of limited value in the assessment of severity.

Natural history and prognosis

In a systematic review of the occurrence and outcome of
delirium, the death rate at discharge was reported to be
14.5—37%." Several risk factors for a poor outcome have been
identified. Medical causes such as stroke, Parkinson’s disease
and hypertension, along with demographic factors like female
sex and living alone, are independent risk factors of poor
outcome for activities of daily living in those who suffer from
dementia and develop delirium.>* Hypoactive delirium was re-
ported to be associated with a poorer prognosis.

Management

Assessment

A detailed medical history including information from a collat-
eral source should aim to evaluate underlying physical disorders.
A thorough review of prescribed medication, or any recent
changes, is integral to this assessment. Full physical examination
should be undertaken and monitoring of vital signs initiated.
Further baseline investigations should always be considered,
including full blood count, electrolytes, renal and liver function,
urine analysis, chest X-ray and ECG. Additional investigations
should also be considered based on the history and examination
(Figure 1).

Guidelines
The National Institute for Health and Clinical Excellence (NICE)
guideline®* highlights the gap in evidence-based pharmacological
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treatment of delirium. Standard management and prevention of
delirium includes specific environmental interventions, and
physical and psychological management aimed at preventing or
correcting the underlying cause.?* 2% However, there is limited
evidence from systematic studies, controlled trials or randomized
controlled trials for the treatment and management of delirium.?’
A one-page evidence-based clinical management guideline was
developed as an ethical requirement for a randomized control
trial®® of treatment (Figure 1).

Prevention

Prophylactic effects of haloperidol®! and donepezil®? in delirium
have been studied in placebo-controlled studies. The evidence
for the use of medication to prevent delirium, and its ethics, are
debatable. Addressing the predisposing and precipitating aetio-
logical factors may guide certain non-pharmacological preven-
tative strategies and protect high-risk groups from developing
delirium.

Treatment of symptoms

With detection and correction of the underlying cause, the
standard management of delirium includes non-pharmacological
and pharmacological treatment, but when and what drugs to use
remains uncertain, reflecting a lack of well-designed efficacy
studies.*® If non-pharmacological strategies do not work, the
NICE guideline recommends use of a low-dose antipsychotic
(olanzapine or haloperidol).3* Quetiapine may also be
used.3%3%:3¢ 1t is noteworthy that there is no placebo-controlled
RCT evidence to support the use of haloperidol.?® To date there
are only three published placebo-controlled RCTs for treatment
of delirium using antipsychotics,?>*>3® only one of which took
place in a general hospital setting.>” Appropriate dosages, based
on information from various RCTs, are presented in Table 3. A
daily review for the first week is required to monitor progress
(Figure 1). If there is limited or no improvement the antipsy-
chotic dosage can be increased slowly. *
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Practice points

e A detailed medical history including information from a collat-
eral source, physical examination and investigations should
aim to evaluate co-morbid physical disorders

e Aectiological and risk factors, including predisposing features
and precipitating factors, guide a clinician in the management
of delirium

e Non-pharmacological strategies, including educating nursing
staff, early medical consultation, mobilizing patients, moni-
toring their medication and making environmental and sensory
modifications, play an important role in reducing the chances
of developing delirium

e Ajudicious use of a low-dose antipsychotic such as quetiapine,
olanzapine or haloperidol should be considered
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