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INTRODUCTION

• Delirium is an acute, transient, usually reversible 

neuropsychiatric syndrome, seen in medical-surgical set-ups

• Elderly considered to be a high-risk group for delirium.

• Delirium is not detected or detection is delayed.

• Associated with negative outcomes : prolonged hospital stay, 

need for institutional care, poor functionality and high treatment 

costs.

• Also associated with high short-term and long-term mortality.
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INTRODUCTION

• Long-term consequences of delirium: cognitive decline and 

development of dementia.

• For these guidelines using search engines of PUBMED, Embase

and Google Scholar to find out the available evidence based 

literature .

• Available treatment guidelines were also reviewed for 

formulation of the guidelines.
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EPIDEMIOLOGY OF DELIRIUM

• Incidence rate of 3 to 42% in hospitalized patients 

• Prevalence to vary from 5 to 44% amongst the hospitalized 

patients.

• Studies evaluating patients in the emergency department, 

suggest that about 40% of patients have delirium.
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DSM-5 CRITERIA FOR DELIRIUM
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CLINICAL FEATURES OF DELIRIUM

• It is characterised by an acute onset of symptoms, with a 

fluctuating course. 

• The symptoms of delirium are broadly divided into cognitive,

non-cognitive and motoric symptoms. 

• Cognitive symptoms: disturbances in attention, memory, 

orientation, comprehension, vigilance, visuo-spatial abilities and 

executive functioning.
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CLINICAL FEATURES OF DELIRIUM

• Non-cognitive symptoms: disturbances in the sleep wake 

cycle, speech and language disturbances, affective lability, 

perceptual abnormalities (hallucinations, illusions etc.) and 

delusions.

• Motoric symptoms: an increase or decrease in the 

psychomotor activity. 

• Based on the psychomotor activity
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RISK FACTORS/ETIOLOGY FOR DELIRIUM
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DIFFERENTIAL DIAGNOSIS

• Includes dementia, depression and psychosis/schizophrenia. 

• Delirium is characterised by an acute onset of illness; in contrast, 

dementia usually has an insidious onset.

• The cognitive symptoms in dementia manifest in the absence of 

an altered level of consciousness, whereas delirium is often 

characterized by an altered level of consciousness.

• Dementia usually follows a downhill course, whereas delirium is 

often reversible. 
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ASSESSMENT SCALES FOR DELIRIUM
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ASSESSMENT OF PATIENTS WITH DELIRIUM

14



15



GENERAL PRINCIPLES FOR ASSESSMENT OF 
CAUSE OF DELIRIUM
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MANAGEMENT OF DELIRIUM
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EDUCATE THE FAMILY ABOUT DELIRIUM
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NON-PHARMACOLOGICAL MANAGEMENT

• There are limited numbers of (RCTs), which have evaluated non-pharmacological 

interventions. 

• Findings from various RCTs suggest that systematic detection and multidisciplinary 

care do not appear to be superior than usual care provided to elderly patients 

admitted to medical services.

• These studies been criticised for the limitations in the form of a contamination effect, 

i.e., patients in both the intervention arms were managed in the same units by the 

same staff.
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PHARMACOLOGICAL MANAGEMENT OF 
DELIRIUM

28



GENERAL PRINCIPLES OF USE OF 
ANTIPSYCHOTICS IN DELIRIUM
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DISCHARGE FROM THE HOSPITAL AND 
FOLLOW-UP

• Patients with delirium must be kept in the hospital until the 

delirium resolves. 

• Family needs to be explained about the any further management 

issues and the required monitoring.

• As patients with delirium are at a risk of developing dementia, 

their cognitive functions must be monitored from time to time.
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PREVENTION OF COMPLICATIONS OF 
DELIRIUM

• Delirium associated with secondary complications like falls, 

development of bedsores, hospital acquired infections, functional 

impairment, problems with bladder and bowel control and over 

sedation. 
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ALGORITHM FOR PREVENTION OF 
DELIRIUM
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