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 The term ‘delirium’ is derived from the Latin word delirare, meaning ‘to go out of
the furrow’, that is, to deviate from a straight line, to be deranged[1]

 Delirium is the most common mental disorders encountered in patients with
medical illness, particularly among those who are older.

 Systematic studies and clinical trials are difficult to perform . [2]

1. Adamis, D., Treloar, A., Martin, F. C. & Macdonald, A. J. A brief review of the history of delirium as a mental 
disorder. Hist. Psychiatry 18, 459–469 (2007).

2. Setters B, Solberg LM. Delirium. Prim Care 2017; 44:541.



The American Psychiatric Association's Diagnostic and Statistical Manual of Mental

Disorders, fifth edition (DSM-5) lists :-

 Five key features

 Two additional features [3] 

3. American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disorders, 
5th ed, APA Press, Washington, DC 2013.



Five key features

1. Disturbance in attention and awareness.

2. The disturbance develops over a short period of time (usually hours to days),
and tends to fluctuate during the course of the day.

3. An additional disturbance in cognition (memory deficit, language, perception
etc).



4. The 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.

5. There is evidence from the history, physical examination or laboratory findings

that the disturbance is caused by a medical condition, substance intoxication or
withdrawal or medication side effect.



Two additional features

1. Psychomotor behavioral disturbances such as hypoactivity, hyperactivity with
increased sympathetic activity and impairment in sleep duration and
architecture.

2.Variable emotional disturbances, including fear, depression, euphoria, or
perplexity.



 Delirium is common in hospitalized older adults in general medical settings,

meta-analysis of 33 studies of medical inpatients finding an overall delirium

prevalence of 23%[4].

4. Gibb, K. et al. The consistent burden in published estimates of delirium occurrence in medical inpatients over 
four decades: a systematic review and meta-analysis study. Age Ageing 49, 352–360 (2020).



 The prevalence of delirium after surgery ranges from low single-figure 

percentages in medically well patients undergoing minor elective surgery to ≥20%

in high-risk patients undergoing major surgery, especially under emergency

conditions[5]. 

5. Watt, J. et al. Identifying older adults at risk of delirium following elective surgery: a systematic review and meta-analysis. J. 
Gen. Intern. Med. 33, 500–509 (2018).



Delirium is common after acute stroke, with a 2019 systematic review of 32 studies

finding a prevalence of 25%[6]. 

6. Shaw, R. C., Walker, G., Elliott, E. & Quinn, T. J. Occurrence rate of delirium in acute stroke settings: 
systematic review and meta-analysis. Stroke 50, 3028–3036 (2019).



 Another review found a delirium prevalence of 59–88% among palliative care

inpatients in the weeks approaching death[7]. 

7. Hosie, A., Davidson, P. M., Agar, M., Sanderson, C. R. & Phillips, J. Delirium prevalence, incidence, and implications for 
screening in specialist palliative care inpatient settings:a systematic review. Palliat. Med.27, 486–498 (2013).



 Delirium prevalence is high in critical care settings, with a systematic review of

reporting a pooled prevalence of 31.8% in ventilated and non-ventilated intensive

care unit (ICU) patients. The prevalence of delirium is generally 50–70% in 

mechanically ventilated patients [8].

8. Krewulak, K. D., Stelfox, H. T., Leigh, J. P., Ely, E. W.  & Fiest, K. M.Incidence and prevalence of delirium subtypes 
in an adult ICU: a systematic review and meta-analysis. Crit. Care Med. 46, 2029–2035 (2018).



Structural brain lesions involving RAS & some cortical areas.

Imbalance of neurotransmitters:
 Acetylcholine
 GABA
 Dopamine etc.

Excess of cytokines





 The risk of delirium is determined by predisposing  risk factors (that is, the 

background characteristics of patients) and precipitating risk factors (that is, acute

insults, injury or drugs).





In clinical practice and in some research studies, the diagnosis and assessment

process is based on DSM-5  without the use of additional tools, although tools are

commonly used to formalize and help standardize assessment.

 More than 50 delirium assessment tools have been developed.



Shenkin, S. D. et al. Delirium detection in older acute medical inpatients: a multicentre prospective comparative diagnostic test 
accuracy study of the 4AT and the confusion assessment method. BMC Med. 17, 138 (2019).
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COVID-19 causes significant morbidity and mortality. 

Despite the high prevalence of delirium and delirium related symptoms in COVID-

19 patients, data and evidence-based recommendations on the pathophysiology and

management of delirium are limited.

Systematic searches of Medline, Embase, PsycInfo, LitCovid, WHO-COVID-19, and 

Web of Science electronic databases were conducted. 



229 studies described prevalence,etiology, and/or management of delirium

in adults with COVID-19. 

Delirium affected >50% of all patients with COVID-19 admitted to the ICU.

 The etiology of COVID-19 delirium is likely multifactorial, with some evidence of 
direct brain effect. 

Prevention remains the cornerstone of management in these patients. To date, there

is no evidence to suggest specific pharmacological strategies.



 A total of 817 older patients with COVID-19 were included.
 226 (28%) had delirium at presentation and delirium was the sixth most common 

of all presenting symptoms and signs.



Examination.



A 65 years old female (Ms. M) who was brought in ED by the police. 

She was found wandering in the streets and knocking on strangers’ doors. 

On presentation she was increasingly confused, disoriented, restless and 

agitated. 

Ms. M had psychiatric history of being intermittently treated for bipolar disorder.

While in the hospital, she was started on haloperidol 5 mg as needed for 
behavioral control and safety.



On evaluation, Ms. M had waxing and waning level of consciousness with

intermittent episodes of wakefulness. 

She was restless, trying to climb out of bed, and trying to pull her naso- gastric 

tube and intravenous lines. 

Laboratory tests revealed blood glucose of 104 mg/dl, hemoglobin of 10.7 g/dl and

her platelet count was low at 70,000. The rest of her tests, complete blood count, 

urinalysis, chemistry, kidney and liver function were within normal limits. Both brain

CT and MRI were normal.



At the time of evaluation, Ms. M’s regular medication regimen was hydroxyzine

temazepam , mirtazapine , gabapentin , sodium valproate , lorazepam , topiramate . 

Ms. M was subsequently diagnosed with medication induced delirium. 

Polypharmacy was tapered and discontinued constituting a medication washout.



Haloperidol was continued due to her agitation and delirium. Sodium Valproate

was continued for her bipolar disorder. 

She showed gradual improvement of her behavioral and cognitive functioning. 

She was discharged home with her sedatives weaned off. On follow up visit one

week after her discharge, she continued to do well with no behavioral or cognitive 

sequelae. 







A 70-year-old female patient  was found by her daughter lying on the floor of her 

apartment and confused.

At admission, she was agitated and complained of chest pain. No elevation of 

troponin level and no chest damage was found using X-ray imaging.

ECG was repeated and showed an inversion of T waves in the chest leads V2–V4, 

which was known before.



She was examined by a neurologist six days prior because of unexplained 
syncope.

A computed tomography (CT) of the head performed four days before this 

examination found no pathological deviations.

The patient was admitted to the psychiatry department because of delirium. A 

psychiatrist observed that she was confused, disoriented, agitated, and under the 

influence of visual hallucinations without delusional interpretations.



Cerebrospinal fluid examination was normal

Thyroid fuction test
TSH 33.42 mU/L 
T4 11.35 mU/L 
Thyroid antibodies were normal. 



thyroid hormone replacement was given (levothyroxine at 50 mcg).

 Patient condition improved within few days.





A 35 year old vegetarian Indian woman who had been living in the UK for three

years presented in the emergency department with a first episode of seizure after a 

trip to India. 

She had experienced vague abdominal discomfort two weeks before the seizure.

 The patient’s grandmother, whom the patient visited during her trip to India, had

experienced delirium, dizziness, and headaches two months before the patient’s 
visit. 





 Patient is diagnosed as Neurocysticercosis.

The patient was treated with a combination of anthelmintic therapy with

albendazole and praziquantel for two weeks.

 She also received a week’s course of corticosteroids and remains on anti-epileptic

treatment with carbamazepine. 

She remains stable with no further seizures or delirium.





A woman age 20 had a three week history of acute headaches, slurred speech, and
unusual behaviour.

Neuropsychiatric symptoms were prominent, including confusion, confabulation,
labile affect, persecutory beliefs, agitation, and aggression.

No neurological deficits were present, her visual fields were normal, and she had
no history of seizures.



Over the three weeks of admission to neurology, patient was discharged home.

Six months earlier she was investigated for hirsutism by her GP:

androgen levels were raised but pelvic ultrasonography did not show PCOS.

Routine delirium screen urinalysis, chest radiography, ECG, CT scan of head, and blood
tests (full blood count, urea and electrolytes, blood glucose, liver function tests, CRP,
thyroid function, calcium levels and haematinics ) are normal.

 Normal electroencephalogram on video telemetry ruled out non-convulsive status
epilepticus.





|

T2 coronal MRI of head showing an 8 mm hyperintense lesion (white arrow) in the 
anterior pituitary with normal brain parenchyma



Diagnosis is Cushing’s disease—due to ACTH secreting pituitary microadenoma

It was diagnosed on the tetrad of an unsupressed post-overnight dexamethasone

suppression test plasma cortisol, elevated 24 hour urine cortisol, raised levels of

plasma ACTH, and the 8 mm hyperintense anterior pituitary lesion on MRI .
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A 21-year-old female patient was admitted in our hospital with history of disorientation 
and repeated convulsions for one day.

She also reported a three month history of butterfly rash, oral ulcers and a positive 
ANA report but no further treatments were taken.

Based on her history and symptoms, investigations were done and Magnetic 
Resonance Imaging (MRI) detected different features suggestive of CNS vasculitis 
including multiple hemorrhagic infarcts that indicated involvements of various sized 
vessels.



Additional investigations showed that the patient’s anti-Ds antibody and anti-Ro 
antibody were positive and treatment was started accordingly.

The outcome was satisfactory and patient gradually became asymptomatic within 
twenty days.



Focal syndromes

Nonconvulsive status epilepticus

Dementia

Primary psychiatric illnesses



Medically sick ( exclude- Infections, MI,Electrolyte imbalance, metabolic cause )

Common in older

Review drugs list.

No haloperidol in PD /Lew body Dementia

Take Note from night staff/attendant

Exclude stroke

Toxicological  screeening



1.Ambulance with CT scan



2. Trained manpower at A&E 



3. Lab Results within 2 hrs






