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Objectives 
O Understand the differences between 

dementia and delirium 
O Discuss non-pharmacologic management 

strategies for dementia and delirium 
O Understand the risks and benefits 

associated with using psychotropic 
medications to treat dementia and delirium 



Delirium 
O “A confused mental state that causes 

changes in awareness and behavior and 
may come and go during the day. A person 
with delirium may also have problems with 
attention, thinking and memory, 
hallucinations, emotion, judgement, muscle 
control, sleep and waking”  (NIH, n.d.) 



Delirium
O Represents a stark change from baseline 

O Related to a physiologic disturbance 
O Infection 
O Trauma 
O Hypoxia
O Stressors on body 

O Time and course are unpredictable 



Two Types of Delirium
O Hypoactive 

O Clinicians tend to miss this sub-type of 
delirium as patient is usually quiet and 
intermittently sleeping throughout the day 

O Hyperactive 
O More “classic” picture of delirium
O Often some behavioral disturbances present 



Delirium 

(APA, 2013) 



Delirium
O Characteristics: 

O Abrupt or sudden onset
O Disturbance in orientation/awareness 
O Disturbance in attention 
O Sleep-wake disturbance 
O Disturbance in cognition (memory, language, 

visuospatial perception) 
O Behavioral Disturbances 
O Hallucinations 

(APA, 2013) 



Delirium 
O “Acute brain failure” (

O Less cognitive reserve increases likelihood 
of its occurrence 

O Experiencing delirium linked with: 
O Fatalities 
O Irreversible cognitive impairment
O Contributing to development of dementia 

O (Inouye et al., 2014) 



Delirium 
O Most serious and frequent complication in 

hospitalized older adults 

O Delirium is present in 
O 29-64% of patients older than 65 in general (non-

ICU) hospitalized units
O 19-82% of older adults in ICU 
O 8-17% of community dwelling seniors present to 

the ED with delirium
O 40% of nursing home residents present to the ED 

with delirium (Saczynski & Inouye, 2015) 



Delirium and Outcomes 
O 2014 Literature Review by Inouye and 

colleagues identified the following common 
outcomes: 
O Functional decline 
O Longer LOS 
O Falls
O Nursing Home/Institutional Placement
O Death 



Diagnosing Delirium
O Clinical diagnosis 
O Often missed by providers (Inouye et al., 2014) 

O Study by Han et al., (2009) found that 76% 
of delirium cases were missed by ER 
physicians and that increased the likelihood 
that this would also be missed by 
hospitalists on admission 



Diagnosing Delirium
O EEG 

O Can show diffuse slowing in delirium 

O Other laboratory studies are of little clinical 
benefit in confirming delirium 
O Although, they may assist clinicians in 

identifying the causative agent of delirium
(Saczynski & Inouye, 2015) 



Diagnosing Delirium 
O Can use screening instruments

O Adamis et al (2010) identified and reviewed 
24 scales that were in existence to identify 
delirium

O Found that CAM, DRS, MDAS, and NEECHAM 
were the most robust in terms of undergoing 
rigorous psychometric testing 



Confusion Assessment 
Method (CAM) 

O Developed in 1990 by Inouye and colleagues

O Based on DSM-III criteria for delirium 

O Designed to be completed in less than 5 
minutes 

O Has progressed to have a specialized version 
specific to the ICU (CAM-ICU) 



CAM 



CAM



CAM
O Has been used in about 227 studies as of 

2010 

O Requires some basic training in order to 
successfully use the scale 

O Has been validated for use with strong 
specificity and sensitivity (89% and 94% 
respectively) and high interrater reliability 

O (Han et al., 2010; Saczynski & Inouye, 2015) 



CAM 
O Addresses the 4 main domains of delirium 

O Acute Onset/Fluctuating Course 

O Inattention 

O Disorganization

O Altered level of consciousness 
O (Inouye et al., 1990) 



Why Not Just Use MMSE? 
O MMSE or Mini-Mental Status Exam test cognitive 

function 

O This is not specific to delirium 

O Scores on MMSE can be low in delirium but may 
also be low in dementia 

O MMSE does not help differentiate delirium from 
other cognitive impairment 

O (Han et al., 2010) 



Dementia 
O Umbrella term to describe a cluster of 

symptoms with a number of etiological 
causes
O Many subtypes  

O Interferes with independent functioning 

O Prevalence increases with age 
(Kimchi & Lyketsos, 2015)



Major Neurocognitive 
Disorder 



Dementia 
O 2010 estimates listed 35.6 million 

individuals with dementia 

O By 2050 it is predicted that 115.4 million 
people worldwide will have dementia 

O Estimated $203 billion dollars spent on 
caring for individuals with dementia in 2013 

(Kimchi & 
Lyketsos, 2015)



Features of Dementia 
O Global cognitive impairment 

O Attention
O Executive function 
O Learning/memory
O Language 
O Motor
O Social

O Results in impaired functioning that is a deterioration 
from baseline 

O Evident in ADLs 
(Kimchi & 

Lyketsos, 2015)



Psychiatry and Dementia 
O Often psychiatry is involved due to presence 

of neuropsychiatric symptoms
O Affective
O Motivational
O Psychosis 
O Disturbances in “basic drives” (sleep, sex, 

eating) 
O Disinhibited or socially inappropriate 

behaviors 
O (Kimchi & Lyketsos, 2015) 



Diagnosing Dementia 
O Thorough History 

O Likely need to involve family/loved ones for 
collateral

O Looking for progressive as opposed to abrupt 
cognitive decline 

O Cognitive Assessment 
O Combined thorough assessment and cognitive 

assessment can prevent unnecessary referrals 
to neuropsychologists
O Reserve specialists for specific questions or 

difficult cases  



MMSE

(Folstein, Folstein, & McHugh, 
1975)



Issues with MMSE
O Does not identify mild cognitive impairment 

O Biases toward well educated 

O Relies heavily on orientation questions 

`` (Kimchi & Lysetkos, 2015) 



MoCA

www.mocatest.org



MoCA

www.mocatest.org



MoCA
O Incorporates clock drawing which tests 

executive functioning 

O Tests a larger number of the components of 
cognition as compared to the MMSE 



Delirium and Dementia 
O Having dementia is a risk factor for 

developing delirium 

O Having delirium is a risk factor for 
developing dementia or worsening dementia 
progression

O They can overlap (delirium superimposed on 
dementia) 

O (Fong et al., 2015) 



Differentiating Delirium and 
Dementia 

O Often will need collateral information 

O Look at any previous diagnoses of dementia or a 
progressive decline 

O Look at nature of confusion—abrupt vs
progressive 

O Waxing and waning pattern

O Inattention 



Treating Delirium
O Most important: 

O TREAT WHATEVER IS CAUSING THE DELIRIUM 

O Provide supportive care during medical 
treatment 



Treating Delirium 
O Address areas where disturbance could 

precipitate or exacerbate delirium: 
O Sleep
O Sensory perception 
O Pain 
O Medications

O Look carefully at medication regimen and try to 
trim this down and/or use medications that are 
not going to exacerbate delirium (Kimchi & Lysetkos, 2015) 



Non‐Pharmacologic 
Approaches to Delirium

O All members of the health care team need to 
be actively involved in using non-
pharmacologic approaches as these are 
often continuous 

O Need to allow for tincture of time
O Course of delirium and time it takes until 

delirium clears despite correction of 
underlying medical condition is variable 



Non‐Pharmacologic 
Approaches to Delirium

O Address sensory impairment 
O Make sure client has accessory devices to 

help with sight/hearing 
O Use translators if needed 
O Promote use of adequate light (during 

daytime hours) 
(Kimchi & Lysetkos, 2015) 



Non‐Pharmacologic 
Approaches to Delirium 

O Reorientation/redirection 
O Try to engage family or loved ones of the 

patient in this process as much as possible 
O Frequent if not constant supervision for 

safety and reorientation 
O Regularly communicate with the client 

O Even if confused, you can still communicate 
regularly 

O This can help to foster ability to redirect 
(Kimchi & Lysetkos, 2015) 



Non‐Pharmacologic 
Approaches to Delirium 

O Sleep is essential
O Promote sleep

O Sleep schedule
O Relaxation 
O Incorporate music/massage 
O Bright lights during day/low light at night 
O Engage in activities during day as able to 

discourage napping 
O Quiet room at night 
O Try to avoid waking patient in middle of the night

(Kimchi & Lysetkos, 2015)



Non‐Pharmacologic 
Approaches to Delirium 

O Keep the patient mobile 
O Ambulate during the day 
O Avoid use of loud equipment when patient 

moves in bed (like bed alarms) as these can 
further disorient and agitate the patient 

O Focus on self-care and include the patient in 
the provision of self care when possible 

(Kimchi & Lysetkos, 2015)



Non‐Pharmacologic 
Approaches to Delirium

O Be vigilant for any physiological change that 
could exacerbate delirium and work to 
correct this through nursing care 
O Discomfort/pain
O Hypoxia 

O Both of these may be corrected with 
repositioning for example 



Delirium and Medications
O Must take a careful and critical look at medications 
O Can use the Beers Criteria as a guide (American Geriatrics Society 2015 

Beers Criteria Update Expert Panel, 2015) 

O Less is more in delirium
O Use lowest doses of medications possible 

O Avoid medications that have action on CNS 
O Benzodiazpines*--with one exception 
O Opioids
O Anticholinergic medications (Kukreja et al., 2015)



Pharmacologic Treatment for 
Delirium

O The actual treatment is to use appropriate 
pharmacology to address the underlying 
cause 
O For example, appropriate antibiotics to treat 

UTI 

O Otherwise, pharmacologic agents are 
employed to manage behavioral 
disturbances of delirium 



Pharmacologic Strategies for 
Delirium

O In managing the symptoms of delirium, 
pharmacology should only be used when the 
client is demonstrating risk of harm to self or 
others OR will prevent the client from receiving 
appropriate medical care 

O There are no FDA medications available to 
address delirium 

O These options should never be used for 
convenience 

(Kukreja et 
al., 2015)



Pharmacologic Strategies for 
Delirium

O Antipsychotics are primary intervention as 
benzodiazepines have been demonstrated 
to worsen delirium 

O These should be used for the shortest 
amount of time 

O Can be administered IM or PO 



Pharmacologic Strategies for 
Delirium 

O Low dose haloperidol has largest amount of 
evidence to suggest its efficacy 

O Second generation antipsychotics have also 
been used 
O quetiapine (Seroquel) 
O risperidone (Risperdal)
O olanzapine (Zyprexa) 

(Kukreja et 
al., 2015)



Antipsychotics and Elderly 
O Linked to sudden cardiac death 

O Particularly when they are used in clients with 
dementia 

O Use of antipsychotics has been demonstrated to be 
associated with a 4.5 % death rate in this population 

O Increased rates of death are linked with first and 
second generation antipsychotics 

(Narang et 
al., 2010)



Additional Risks of 
Antipsychotics 

O Extrapyramidal Symptoms 
O Side effects of al antipsychotic agents 
O Has been linked with causing aspiration 

O Neurological Concerns 
O Antipsychotics have been linked with 

increased risk for stroke 
(Narang et al., 2010)



Addressing Risk of 
Antipsychotics 

O Employ non-pharmacologic methods first to try 
to avoid use in delirium and dementia 

O Use only when necessary 
O Monitor for EPS
O Monitor neurological functioning 
O Careful monitoring of cardiac status 

O Including fluid and electrolyte balance
O Monitoring of QTc
O EKG monitoring 

(Narang et al., 2010)



Non‐Pharmacologic 
Management of Dementia in 

Acute Care 
O First need to have an understanding of the level 

of cognitive impairment (can use one of the brief 
screening tools discussed earlier) 

O Provide redirection and orientation 

O Avoid changing locations frequently 

O Keep familiar environment as much as possible 

O Close supervision for safety 



Non‐Pharmacologic Strategies 
for Dementia in Acute Care 
O Training for nursing staff

O Understanding that disruptive behaviors 
usually are brought about by a stimulus that 
the individual cannot express 
O Assess for unmet needs and attempt to meet 

them 

(Moyle et 
al., 2008) 



Non‐Pharmacologic 
Management of Dementia in 

Acute Care 
O Sensitivity to communication 

O Clear and direct
O Soft tone
O Remain calm
O Keep environment quiet when attempting to 

communicate 
O Stand still/sit still when communicating 
O Use preferred name to address the patient

O (Moyle et al., 2008) 



Non‐Pharmacologic 
Management of Dementia in 

Acute Care 
O Pay attention to the environment 

O Modify the environment to be calm
O Eliminate excess stimulation 
O Decrease stressors in the environment
O Account for any sensory deficits 

(Moyle et 
al., 2008) 



Non‐Pharmacologic 
Management of Dementia in 

Acute Care 
O Reminiscence therapy principles

O Discuss past events with clients 

O Can use prompts

O Can help you to redirect the client 
O (Woods et al., 2009) 



Pharmacologic Strategies for 
Dementia in Acute Care 

O In an acute care setting, pharmacology would 
only be employed to manage any behavioral or 
psychiatric disturbances of dementia 

O Would manage these primarily with 
antipsychotics 

O The same risks and administration concerns 
exist as when these medications are used in 
delirium



Questions 
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