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DSM-5 DEFINITION

• Disturbance in attention and awareness

• Disturbance develops over a short period of time, represents a change from baseline, and 

fluctuates during the course of the day

• Disturbance in cognition

• Disturbances are not better explained by another pre-existing, evolving, or established 

neurocognitive disorder, and do not occur in the context of a severely reduced level of 

arousal, such as coma

• There is evidence that the disturbance is a direct physiological consequence of another 

medical condition, substance intoxication or withdrawal, or exposure to a toxin, or is due to 

multiple etiologies



DEFINITION 
(CONT)

• Acute, fluctuating syndrome of altered attention, 

awareness, and cognition

• Precipitated by an acute underlying condition or event 

in a vulnerable person





RISK FACTORS

• Alcoholism

• Chronic pain

• Hx of baseline lung, liver, kidney, heart, brain disease

• Terminal illness

• > 65 y/o

• Male sex

• Inactivity

• Poor functional status

• Social isolation



RISK FACTORS 
ASSOCIATED 
WITH 
GERIATRIC 
POPULATION

• Dementia

• Depression

• Elder abuse

• Falls

• History of delirium

• Malnutrition

• Polypharmacy

• Pressure ulcers

• Sensory impairment



PRECIPITATING FACTORS

• Medications (higher risk vs lower risk)

• Dehydration

• Fracture

• Surgery

• Hypoxia

• Infection/Severe illness

• Drug or alcohol toxicity/withdrawal

• Ischemia/Shock

• Electrolyte disturbances

• Metabolic derangements

• Uncontrolled pain

• ICU

• Immobility/restraints

• Urinary or stool retention



CLINICAL PRESENTATION

• Disturbance of consciousness

• Change in cognition

• Perceptual disturbances

• Acute

• Waxing and waning

• Evidence of acute cause of delirium

• Older patients

• +/- psychomotor agitation, sleep-wake reversals, irritability, anxiety, emotional lability, hypersensitivity to 

lights and sounds



DELIRIUM VS 
DEMENTIA

• Dementia:

• Insidious and progressive onset

• Occurs over months to years

• Little fluctuation

• Attention relatively intact

• Less likely to have impairment in level of consciousness

• ***Dementia with Lewy bodies: fluctuations and visual 

hallucinations



DELIRIUM VS 
PRIMARY 
PSYCHIATRIC 
ILLNESSES 

• Depression

• Also associated with poor sleep and difficulty with 

attention or concentration

• Can also present with agitation

• Dysphoria

• Less fluctuation

• Mania

• Hx of previous episodes of mania or depression

• Schizophrenia

• Delusions are highly systematized, longer hx, clear 

sensorium
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DELIRIUM VS 
SUNDOWNING

• Sundowning

• Typically seen in demented patients (AD, LBD)

• Agitation, anxiety, confusion during the late afternoon or 

evening

• Presumed delirium when it is a new pattern until a 

causal link between sunset and behavioral disturbance is 

established

• Chronic course

• Not associated with an acute medical problem

• Not associated with increased mortality risk
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EVALUATION

• FIRST: Recognize delirium

• Comparing to baseline cognition assessment (MMSE, Mini-Cog, Short Portable Mental Status 

Questionnaire)

• Confusion Assessment Method





WORK-UP

History

Medication review

Physical exam
Older patients

Neuro exam

Labs/imaging 
CBC, BMP, 

kidney/liver studies, 

UA, EKG





MANAGEMENT

• 30-40% of delirium is preventable

• PREVENTION, PREVENTION, 

PREVENTION!

• Multicomponent nonpharmacologic approach

• Orientation

• Therapy

• Mobilization

• Avoid psychoactive medications

• Normal sleep-wake cycles

• Easy accessibility to hearing aids/glasses

• Avoiding dehydration

• Pain management

• Nutrition

• Avoiding restraints, catheterizations

• Avoiding disturbances at night

• Treat the underlying condition/cause



MANAGEMENT (CONT)

• Melatonin/melatonin agonists

• Pharmacological tx should only be reserved for patients who are a threat to their own 

safety or the safety of others

• Hypoactive delirium: no symptomatic treatment

• Terminal delirium



MANAGING AGITATION

• Hyperactivity → increased falls, wandering off, removing IV lines and feeding tubes

• Mild confusion and agitation → nonpharmacologic interventions

• AVOID: challenging hallucinations or delusions, restraints

• Medications (off-label)

• Haloperidol

• Benzodiazepines

• Cholinesterase inhibitors

• Other sedative agents





OUTCOMES

• Risk of falls

• Length of hospital stay

• Hospital costs

• Duration of mechanical ventilation

• Cognitive impairment

• Functional impairment

• Long-term care facility placement

• Mortality



AAFP RECOMMENDATIONS FOR PRACTICE

• Physicians should train nursing staff, home health aides, and family members/caregivers on 

recognizing and treating delirium (C)

• The Confusion Assessment Method is the most effective tool in identifying delirium (C)

• Assessment for and prevention of delirium should occur at hospital admission and 

throughout the stay (C)

• Multicomponent prevention methods are effective in deterring delirium episodes (B)

• Antipsychotics should be used as a last resort in treating delirium (A)



BEST PRACTICES IN GERIATRIC 
MEDICINE
• Choosing Wisely Campaign:

• Do not use benzodiazepines or other sedative-hypnotics in order adults as first choice for 

insomnia, agitation, or delirium

• Avoid physical restraints to manage behavioral symptoms of hospitalized older adults with 

delirium

• Do not prescribe antipsychotic medications to patients for any indication without appropriate 

initial evaluation and appropriate ongoing monitoring



QUESTIONS?

THANK YOU!
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