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Delirium is a disturbance of consciousness and a change in cognition that develop over a short period of time characterized by clouding of consciousness, restlessness, confusion, psychomotor retardation or agitation, and affective labiality. It has a rapid onset and a fluctuating, waxing and waning course, and there is an associated disturbance of sleep.

 

Prevalence

· In individuals over age 65 years who are hospitalized for a general medical condition, approximately 30-40% are reported to exhibit delirium 

· 10%  of all hospital patients

· Children > Adults, especially when it is related to febrile illnesses and certain medications (e.g., anticholinergics). In children, delirium may be mistaken for uncooperative behaviour, and eliciting the distinctive cognitive signs may be difficult. If familiar figures cannot soothe the child, this may be suggestive of delirium. 

· F>M
 

Aetiology;

· Delirium Due to a General Medical Condition

· Substance-Induced Delirium (i.e., due to a drug of abuse, a medication, or toxin exposure)

· Delirium Due to Multiple Aetiologies

· Delirium Not Otherwise Specified (if the aetiology is indeterminate).

 

i. Delirium Due to a General Medical Condition

· Systemic infections

· Metabolic disorders (e.g., hypoxia, hypercarbia, hypoglycemia)

· Fluid or electrolyte imbalances e.g. in burns patients

· Hepatic or renal disease

· Thiamine deficiency

· Postoperative states

· Hypertensive encephalopathy

· Postictal states

· Sequelae of head trauma. 

· Focal lesions of the right parietal lobe and inferomedial surface of the occipital lobe also may lead to a delirium.

 

i. Substance-Induced Delirium (i.e., due to a drug of abuse, a medication, or toxin exposure)

a. Substance Intoxication Delirium can occur with the following classes of substances:
· Alcohol

· Sedatives, hypnotics, and anxiolytics

· Amphetamines and related substances

· Cannabis

· Cocaine

It may arise within minutes to hours after taking relatively high doses of certain drugs such as cannabis, cocaine, and hallucinogens. With other drugs such as alcohol, barbiturates, or meperidine, delirium sometimes develops only after intoxication is sustained for some days. Usually the delirium resolves as the intoxication ends or within a few hours to days thereafter (although the duration may be longer after intoxication with phencyclidine).

a. Substance Withdrawal Delirium can occur with the following classes of substances: 
· Alcohol (often called "delirium tremens")

· Sedatives, hypnotics, and anxiolytics

· Other or unknown substances.

It develops as tissue and fluid concentrations of the substance decrease after reduction or termination of sustained, usually high-dose use of certain substances.

 

· Hallucinogens

· Inhalants

· Opioids

· Phencyclidine and related substances

· Other or unknown substances.

 

 

a. Substance Induced Delirium

Medications reported to cause delirium include;

· Anesthetics

· Analgesics

· Antiasthmatic agents

· Anticonvulsants

· Antihistamines

· Antihypertensive and cardiovascular medications

· Psychotropic medications with anticholinergic side effects. 

Toxins reported to cause delirium include;

· Anticholinesterase

· Organophosphate insecticides

· Carbon monoxide

· Carbon dioxide

· Volatile substances such as fuel or paint.

 

i. Delirium Due to Multiple Etiologies

· There may be more than one general medical condition etiologically related to the delirium (e.g., Delirium Due to Hepatic Encephalopathy, Delirium Due to Head Trauma)

· The delirium may be due to the combined effects of a general medical condition (e.g., viral encephalitis) and substance use (e.g., Alcohol Withdrawal, in an elderly individual with a serious general medical condition that is being treated with multiple medications.).

 

i. Delirium Not Otherwise Specified

This category should be used to diagnose a delirium that does not meet criteria for any of the specific types of delirium described in this section.

Examples include

· A clinical presentation of delirium that is suspected to be due to a general medical condition or substance use but for which there is insufficient evidence to establish a specific aetiology

· Delirium due to causes not listed in this section (e.g., sensory deprivation)

 

Diagnostic Features

· Criterion A - The disturbance in consciousness is manifested by a reduced clarity of awareness of the environment. The ability to focus, sustain, or shift attention is impaired

· Criterion B - There is an accompanying change in cognition (which may include memory impairment, disorientation, or language disturbance) or development of a perceptual disturbance that is not better accounted for by a preexisting, established, or evolving dementia.

· Change in cognition;
· Memory impairment is most commonly evident in recent memory
· Disorientation is usually manifested by the individual being disoriented to time or place. In mild delirium, disorientation to time may be the first symptom to appear. Disorientation to self is less common.
· Language disturbance may be evident as dysnomia (i.e., the impaired ability to name objects) or dysgraphia (i.e., the impaired ability to write). In some cases, speech is rambling and irrelevant, in others pressured and incoherent, with unpredictable switching from subject to subject. 

· Perceptual disturbances may include misinterpretations, illusions, or hallucinations. Although sensory misperceptions are most commonly visual, they may occur in other sensory modalities as well. Misperceptions range from simple and uniform to highly complex. The individual may have a delusional conviction of the reality of the hallucinations and exhibit emotional and behavioural responses in keeping with their content.

· Criterion C - The disturbance develops over a short period of time and tends to fluctuate during the course of the day. 

 

· Antimicrobials

· Antiparkinsonian drugs

· Corticosteroids

· Gastrointestinal medications

· Muscle relaxants

 

Associated Features and Disorders

· Disturbance in the sleep-wake cycle
· Disturbed psychomotor behaviour - restless or hyperactive or decreased psychomotor activity, with sluggishness and lethargy that approach stupor. Psychomotor activity can shift from one extreme to the other over the course of a day. 
· Emotional disturbances such as anxiety, fear, depression, irritability, anger, euphoria, and apathy. There may be rapid and unpredictable shifts from one emotional state to another, although some individuals with delirium have a constant emotional tone. The disturbed emotional state may also be evident in calling out, screaming, cursing, muttering, moaning, or other sounds. These behaviours are especially prevalent at night and under conditions in which stimulation and environmental cues are lacking.
· The EEG is typically abnormal, showing either generalized slowing or fast activity.
 

Course

The symptoms of delirium usually develop over hours to days. They may begin abruptly (e.g., after a head injury). More typically, single symptoms progress to full-blown delirium within a 3-day period. The delirium may resolve in a few hours, or symptoms may persist for weeks, particularly in individuals with coexisting dementia. If the underlying etiological factor is promptly corrected or is self-limited, recovery is more likely to be complete.

 

Differential Diagnosis (I WATCH DEATH)

· Infectious - Encephalitis, Meningitis, & Syphilis

· Withdrawal - Alcohol, Barbiturates, & sedative-hypnotics

· Acute metabolic - Acidosis, Alkalosis, Electrolyte disturbance, hepatic failure & Renal failure

· Trauma - Heat stroke, postoperative, & severe burns

· CNS pathology - Abscess, Haemorrhage, Normal pressure hydrocephalus, seizures, stroke, tumors, & vasculitis

· Hypoxia - Anaemia, carbon monoxide poisoning, hypotension, & pulmonary or cardiac failure

· Deficiencies - Vitamin B12, niacin, thiamine, & hypovitaminosis

· Endocrinopathies - Hyper- or hypoadrenocorticism & hyper- or hypoglycaemia

· Acute vascular - Hypertensive encephalopathy & shock

· Toxins or drugs - Medications, pesticides & solvents

· Heavy metals - Lead, manganese, & mercury

Management

· Primary therapy;

· Reversal of Suspected Aetiologies 

· Treatment of Agitated Behaviour - Antipsychotic drugs e.g. Haloperidol can often quite successfully manage the symptoms of delirium. 

**Haloperidol;

· Calms the patient without obtunding consciousness

· Stops hallucinations and paranoid ideation

· Does not suppress respiratory drive, cause hypotension, or be deliriogenic (e.g., an anticholinergic). 

· Available in a parenteral form.

Other useful antipsychotic medications include thiothixene (Navane) and droperidol (Inapsine)

If the delirium is caused by sedative-hypnotic drug or alcohol withdrawal, the benzodiazepines e.g. oxazepam, are the drugs of choice for treatment.

· Supportive therapy;

· Environmental interventions - Both nurses and family members can frequently reorient the patient to date and surroundings. It may help to place a clock, calendar, and familiar objects in the room. Adequate light in the room during the night may decrease frightening illusions. 

· Psychosocial Interventions - A calm family member should, if possible, remain with the paranoid, agitated patient; this is reassuring and can stop mishaps (e.g., patient's pulling out arterial lines, falling out of bed). In lieu of a family member, close supervision by reassuring nursing staff is essential. 

· Psychoeducation
 

 

 

Prognosis

The clinical outcome for a delirious patient varies;

· Full recovery - Majority
· Progression to stupor, coma, or death

· Seizures

· Chronic brain syndromes

· Associated injuries (e.g., fracture or subdural hematomas resulting from falls).

