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Abstract- Health complications among elderly inpatients are an increasing problem worldwide, resulting in a growing need 
for the implementation of effective preventive strategies .One of the most common in-hospital complications is 
delirium,which according to the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-V) is 
defined as “an acute and fluctuating alteration of attention and awareness that is accompanied by a change in cognition that 
cannot be better accounted for by a preexisting or evolving dementia, and is a direct consequence of some medical 
condition” .The consequences of delirium place a considerable burden on both patients and medical staff because of 
increased morbidity, higher mortality rates, incomplete functional cognitive recovery, prolonged hospitalization, and 
increased costs of long-term treatment. So, the aim of this article is to review researches on delirium and suggest future 
directions in research and clinical practice.In conclusion; more delirium guideline evaluation studies are needed to determine 
their effect on clinical practice. 
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I. INTRODUCTION 
 
Delirium refers to a syndrome of cognitive, 
psychiatric and motor abnormalities that are 
commonly observed in acutely medically unwell 
patients, following surgery or trauma, or in the 
context of drug intoxication or withdrawal. The 
mental status changes arise rapidly, over hours to 
days, and often fluctuate. Most cases of delirium 
resolve within days, although around 20% persist for 
weeks or months .Several mental status abnormalities 
are typically considered to be part of the delirium 
syndrome. These include inattention, altered level of 
consciousness and cognitive deficits including 
memory, perception and language impairments. 1 
Delirium prevalence in general medical hospital 
settings is 18–35%, 26–62% in palliative care units, 
and 30–70% in critical care, depending on the patient 
population and assessment methods. Prevalence rates 
of up to 88% at the end of life.2 
 
II. CONSEQUENCES OF DELIRIUM  
 
Delirium causes significant psychological distress for 
patients, families and healthcare providers. Some of 
these may be a direct result of damage caused by the 
inflammatory response to delirium, whereas others 
may be a consequence of delirium affecting motor 
control and behaviour.3Delirium causes functional 
impairment, increased falls, increased healthcare 
costs, prolonged hospitalization with an increased 
risk of placement in long-term care at discharge and 
increased risk of mortality. It worsens pre-existing 
dementia and increases the risk for developing de 
novo dementia.2 
 
III. DELIRIUM RISK FACTORS 
 
Delirium usually has a multifactorial etiology.4.A 
discrete pathophysiological mechanism for delirium 

remains elusive, with current evidence suggesting 
that individual cases are caused by the interaction of 
elements drawn from sets of biological factors that 
may include a range of neurotransmitters, cytokines, 
hormones, drugs, and disorders of electrolytes or 
physiology. These unique combinations lead to the 
disruption of neuronal networks and the clinical 
manifestations of delirium. 5 There have been several 
modifiable risk factors of delirium identified, that 
include; sensory impairments, disorientation, 
dehydration, malnutrition, immobilization, falls, and 
sleep deprivation.4 
Delirium may be a disease-induced syndrome (e.g., 
organ dysfunction in severe sepsis), for which timely 
management of the cause or causes is essential in 
order to reduce the incidence, severity, and duration 
of delirium. Iatrogenic (e.g., exposure to sedative and 
opioid medications) or environmental (e.g., prolonged 
physical restraints or immobilization) factors may 
also contribute to delirium in ICU patients.6 
 
IV. DIAGNOSIS OF DELIRIUM IN ICU 
 
The diagnosis of delirium is frequently missed or 
misdiagnosed in multiple clinical settings due to 
fluctuating symptoms and signs, in addition to a lack 
of routine cognitive screening and assessment of 
attention. 2 Delirium is the product of many potential 
underlying etiologies, and no biomarkers are 
currently used to assist diagnosis. Therefore, 
detection relies entirely on eliciting the key features, 
using a mixture of interview, cognitive testing, 
observation and informant history.1 
Delirium assessment instruments, such as the 
Intensive Care Delirium Screening Checklist 
(ICDSC) and the Confusion Assessment Method for 
the ICU (CAM-ICU) allow non-psychiatric 
physicians and other ICU personnel to diagnose 
delirium in ICU patients rapidly and reliably, even 
when the patient cannot speak because of 
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endotracheal intubation. In fact, the SCCM 
[recommends that all ICU patients be routinely 
evaluated for delirium.7The CAM-ICU is an adaption 
of the Confusion Assessment Method (CAM), 
allowing its use in non-verbalizing mechanically 
ventilated patients. A positive test requires 
documentation of a fluctuating or acutely changed 
mental status alongside recognition of inattention, 
with either disorganized thinking or an altered level 
of consciousness. It has been extensively evaluated in 
differing ICU populations since its original 
description, including in Chinese patients. Although 
widely used, several of its components are vulnerable 
to confounding by the ongoing use of sedatives, and it 
may under-diagnose delirium when compared to the 
CAM in those able to verbalize. For these reasons 
evidence of clinical benefit beyond the incidence of 
CAM-ICU diagnosed delirium is desirable in 
intervention studies. 5 
 
V. PREVENTING AND TREATING DELIRIUM 
IN ICU PATIENTS 
 
Delirium is usually multifactorial in origin, and is 
potentially reversible if the identified precipitants are 
treatable. It has been estimated that ∼30% of delirium 
episodes can be prevented and treated using 
multicomponent non-pharmacological strategies.2 
Currently, there is no rationale for pharmacological 
prophylaxis of delirium, whereas non-
pharmacological interventions are widely supported 
by growing evidence from clinical trials, systematic 
reviews, and meta-analyses .4, 8–10 
ICU patients should be evaluated for identifiable and 
avoidable risk factors, and therapeutic interventions 
should be assessed in terms of their likelihood of 
either causing or exacerbating delirium in individual 
patients. Delirium prevention strategies can be cat-
egorized as non-pharmacologic (e.g., early 
mobilization), pharmacologic, and combined 
pharmacologic/non-pharmacologic approaches. 
Monitoring critically ill patients for delirium with 
valid and reliable delirium assessment tools enables 
clinicians to potentially detect and treat delirium 
sooner, and possibly improve outcomes.6 
 
Non-pharmacologic strategies have been 
recommended in the ICU, including measures for 
improving sleep (reducing noise and night 
procedures(developing protocols for bundles of 
sedation interruption, spontaneous breathing trials, 
early mobilization, and delirium monitoring.11 
Although the current mainstay of delirium treatment 
is supportive non-pharmacological care, 
pharmacological treatment of delirium with 
antipsychotics has historically been used despite 
limited evidence for efficacy and concerns regarding 
their adverse effects,specially in patients with pre-
existing dementia. It should also be noted that 
currently no antipsychotic has an official indication 

for delirium. Various pharmacological agents have 
also been trialed as delirium preventative strategies. 
The multidimensional management of delirium 
requires inter-professional comprehensive care. With 
significant ongoing patient morbidity and healthcare 
costs due to delirium, there remains a pressing need 
to improve the overall management of this deleterious 
clinical syndrome for patients and their families.2 
 
DELIRIUM PHARMACOLOGICAL TREATMENT 
BASED ON CLINICAL PRACTICE GUIDELINES  
 
There is no published evidence that treatment with 
haloperidol reduces the duration of delirium in adult 
ICU patients. Atypical antipsychotics may reduce the 
duration of delirium in adult ICU patients. 
Administering rivastigmine to reduce the duration of 
delirium in ICU patients is not recommended. Using 
antipsychotics in patients at significant risk for 
torsades de pointes (i.e., patients with baseline 
prolongation of QTc interval, patients receiving 
concomitant medications known to prolong the QTc 
interval, or patients with a history of this arrhythmia) 
do not suggested. In adult ICU patients with delirium 
unrelated to alcohol or benzodiazepine withdrawal, 
continuous IV infusions of dexmedetomidine rather 
than benzodiazepine infusions be administered for 
sedation to reduce the duration of delirium in these 
patients  is suggested.6 
 
CONCLUSIONS 
 
Accumulating evidence suggests that the 
management of delirium can have an important effect 
on the outcomes of patients who are treated in ICUs. 
Currently available data suggest that the best 
outcomes are achieved with the use of a protocol in 
which the depth of sedation and the presence of pain 
and delirium are routinely monitored, pain is treated 
promptly and effectively, the administration of 
sedatives is kept to the minimum necessary for the 
comfort and safety of the patient, and early 
mobilization is achieved whenever possible. 
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