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Delirium is just an ICU 
Problem isn’t it? 





Definition 



Delirium    

• A disturbance in consciousness, accompanied 
by changes in cognition with inattention that 
develops rapidly (in hours to days)and 
fluctuates throughout the course of the day 

• Acute brain failure associated with autonomic 
dysfunction, motor dysfunction and 
homeostatic failure. 

 

 

 
(APA, 2000, Wass, Webster& Nair, 2008) 



Predisposing Factors 

• Features of acute illness 

• Patient or host factors 

• Environmental or iatrogenic factors 

 

(Hipp & Ely, 2012) 



Features of Acute Illness 

•  Respiratory disorders 

•Trauma/Fractures 

•CHF 

•Infection/Sepsis 

•TBI 

•Stroke 

Features of Acute Illness 



Patient or Host Factors 

•Age greater than 65 

•Dementia 

•Genetic predisposition (APOE 4 genotype) 

•Metabolic disturbances 

 



Environmental or Iatrogenic 
Factors 

•Noise 

•Interruption of sleep wake cycle 

•Medications 

•Especially combinations of multiple 
medications 

•Unfamiliar surroundings 

•Immobility and confinement 
 



Medications 
• Opiates 

• Sedatives 

• Antibiotics 

• Anticholinergics 

• Antihistamines 

• Corticosteroids 

• Metoclopramide 

• Antidepressants 



Mixed 

Hyperactive 

• Agitated 

• Hallucinations 

• Restless 

• Aggressive 

Hypoactive 

• Withdrawn 

• Drowsy 

• Harder to detect 

• Higher mortality 

(Kukreja, Gunther & Popp, 2015)  

Types of Delirium 



Presentation 
• Inattention or decreased attention span 

• Confusion or rambling incoherent speech 

• Disturbance of consciousness or cloudiness 

• Memory loss 

• Language disturbance 

• Emotional disturbance 

• Disturbance of the sleep /wake cycle 

• Restlessness/irritability 

 



Background and Significance 



 Problem Across Healthcare 
Settings 

Patients who experience delirium are more 
likely to experience: 

• Decreased long-term cognitive function  

• Increased in hospital length of stay 

• Increased short- and long-term mortality 

• Increased complications of hospital care. 

(Vasilevskis et al., 2012 



Incidence/Impact 
• 11–25% of hospitalized elderly patients already 

have delirium upon admission 

• 29–31% of hospitalized elderly patients admitted 
without delirium will develop delirium  

• 34-64% of patients with delirium have some type of 
infection present  

• Mortality rates among hospitalized patients with 
delirium can run greater than 70% 

• One-year mortality rate 35-40 % post delirium for 
20 % of inpatients 65 years of age or older 

 

(Vasilevskis et al., 2012, Wass, Webster & Nair, 2008) 



Cost 
• Costs for patients with delirium run 2.5 times 

higher than patients without delirium 

• Cost estimates attributable to delirium were 
as high as $64,000 per single hospitalization 

• The national burden of delirium on the 
health care system ranges from $38 billion to 
$152 billion each year. 

• Substantial additional costs accrue after 
discharge  (institutionalization, 
rehabilitation, formal home health care, and 
informal caregiving). 

 (Inouye , 2006 ,Leslie, Marcantonio & Zhang, 2008) 



Recognition and Assessment 



Importance of Early 
Recognition 

• Delirium is associated with poor short 
term outcomes and may result in 
permanent cognitive disability 

• Early recognition and treatment is 

• All hospitalized adults should receive 
prevention measures 

(Barman et al., 2018, Arumugam et al, 2017) 



Process 

• FADE process 

• Evidence review 

• Multidisciplinary team 

• Guideline Development 

• Nursing Professional Practice Model 

• Nursing education and rollout 

• Reinforcement and evaluation stage 



Acute/ Progressive Care 

 Document b-CAM (Brief Confusion Assessment 

Method) q Shift and PRN 

 Document a RASS (Richmond Agitation Sedation 

Screen) q12h WITH the Delirium Assessment 

 It is Important to verify pain is not causing inattention  

 Document non-pharmacologic delirium prevention 

located in the Delirium Prevention and Management 

every shift 

ICU 

 Document ICDSC (Intensive Care Delirium Screen) q12h 

 It is important to verify pain is not causing inattention 

 Document non-pharmacologic delirium prevention 

located in the Delirium Prevention and Management 

every shift 

Delirium is a change in 
how a person thinks or 
acts.   
 
It comes on suddenly 
in just hours or days & 
can begin at any point 
during hospitalization 

Evidence based way 

to prevent delirium:   

 Early mobility  

 Hydration  

 Have a clock in the room  

 Open the blinds during 

the day 

 Keep lights low at night 

 Keep noise down at night  

 Puzzle books, magazines, 

newspaper 

 Have the patient wear 

eyeglasses/hearing aids 

 Promote sleep 
 

Hospital acquired delirium can affect up 
to 80% of patients. 
 
It is associated with higher morbidity, 
mortality, long term cognition 
deficiencies, increased health care cost, 
and unnecessary medication utilization 

   Signs of Delirium  
Confusion  
Aggression 
Hallucinations 
Memory problems 
Change in mood or 
personality 
Extra active  
Very quiet 
Sleepy   
PTSD symptoms 



Screening Tools 

ICU 

• CAM-ICU 

• ICDSC 

 

Acute Care 

•  B-CAM 

 



B-CAM 



Prevention 





Non-Pharmacologic Management 

Non-Pharmacologic Prevention Methods 

Avoid restraints of any sort 
including tethers (e.g. 

Catheters, IVF, restrictive 
monitoring etc.) 

Reorient to person, place, 
time and situation 

Establish trusting relationship 
(e.g., language such as “I will not 

be far away”) 

Maintain sensory input     (e.g., 
eye glasses, reorienting 
conversation, hearing aids, 
dentures, newspaper etc.) 

Early progressive mobility 
(Mobility outside room is key 

in preventing delirium) 

Promote sleep 
(e.g., lights on until 9pm, open 

blinds during the day, group care 
activities to minimize wakening, 

TV off at night, less frequent 
vitals at night if provider deems 

appropriate) 

Remove drugs that can cause delirium 
(e.g., benzodiazepines, anticholinergics, steroids 
etc.) 

Assess for factors that may contribute to 
delirium i.e., dehydration, constipation, urinary 
retention, hypoglycemia, hypoxia, pain, 
withdrawal) 



Delirium Management Every 
Shift 



Include Family  



Include Family 



Include the Patient’s Family 
Education helps families: 

• Understand delirium, causes , signs and symptoms 

• Differentiate between delirium and dementia 

• Know specific actions to help their loved ones 

Family education helps caregivers because: 

• Requires only brief education time 

• Families move from lost to empowered 

• Families are an active part of the patient centered team 

• Nurses efforts at non-pharmacologic interventions are 
greatly multiplied and therefore more effective 



Pharmacologic Management 



Less is More 

• Pharmacotherapy based treatment for delirium 
is grossly ineffective 

• The most effective treatment modality is simple 
environmental interventions that anyone can 
perform. 

• Many medications exacerbate and potentiate 
delirium  

• In-depth medication reconciliation and 
elimination/substitution of meds less likely to 
cause delirium 

 



Medication Substitutions 

• Traditional sleep aids                Melatonin, 
Rameleton 

• Benzodiazepines/Traditional antidepressants               
Quietapine Fumarate, trazadone 

• Opioids              non-narcotic and non-
pharmacologic adjuncts for pain 

• Treat pain effectively 
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