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Delirium is a set of neuropsychiatric symptoms, including qualitative disturbances of consciousness and attention, which

may be accompanied by cognitive deficits and psychotic symptoms. The incidence of delirium varies from several percent

in patients hospitalized in general wards up to 80% in patients with multi-organ failure treated in intensive care units.

Delirium worsens the prognosis, extends hospitalization time, and may increase mortality.

Keywords: delirium ; Hypoactive delirium ; hyperactive delirium

1. Introduction

The incidence of delirium varies from several percent in patients hospitalized in general wards up to 80% in patients with

multi-organ failure treated in intensive care units (ICU) . Hypoactive delirium in the most frequent form, accounting for

almost half of all delirium cases and may not be recognized even in 80% of patients, due to the coexistence of dementia

or use of sedative drugs, which cannot always be discontinued in the ICU .

2. Diagnosis Criteria

Diagnosis of postoperative delirium (POD) should be based on updated criteria in the Diagnostic and Statistical Manual of

Mental Disorders (DSM) . Although it is a gold standard diagnostic tool, it can be difficult to use even by experienced

non-psychiatrists . Therefore, screening for delirium may be more effective when using validated diagnostic scales:

Confusion Assessment Method for the Intensive Care Unit (CAM-ICU) , Intensive Care Delirium Screening Checklist

(ICDSC) , Delirium Observation Screening (DOS) , Neelon and Champagne Confusion Scale (NEECHAM) , or

others, which have found popularity in scientific research regarding delirium. These methods are summarized in Table 1.

Table 1. Criteria for the diagnosis of delirium in scientific research.

Method Diagnostic Criteria

[1][2]

[3][4]

[5]

[6]

[7][8]

[9] [10] [11]



DSM-V *

·                     Disturbance of consciousness

(i.e., reduced clarity of awareness of the

environment) reduced ability to focus, sustain,

or shift attention.

·                     Change in cognition (e.g.,

memory deficit, disorientation, language

disturbance, perceptual disturbance) that

cannot be better accounted for by a

preexisting, established, or evolving dementia.

·                     The disturbance develops over a

short period of time (usually hours to days)

and tends to fluctuate during the course of the

day.

·                     Evidence from the history,

physical examination, or laboratory findings

indicates that the disturbance is caused by a

direct physiologic consequence of a general

medical condition, an intoxicating substance,

medication use, or more than one cause.

CAM (CAM-

ICU)

If features 1 and 2 and either 3 or 4 are

present (CAM +/positive), a diagnosis of

delirium is suggested:

·                     Acute onset and fluctuating

course (1)

·                     Inattention (2)

·                     Disorganized thinking (3)

·                     Altered level of consciousness

(4)

ICDSC

·                     Altered level of consciousness

·                     Inattention

·                     Disorientation

·                     Hallucinations or delusions

·                     Psychomotor agitation or

retardation

·                     Inappropriate speech or mood

·                     Sleep/wake cycle disturbance

·                     Symptom fluctuation

[5]

[7][8]

[9]



DOS

·                     Dozes off during conversation or

activities

·                     Is easily distracted by stimuli

from the environment

·                     Maintains attention to

conversation or action

·                     Does not finish question or

answer

·                     Gives answers that do not fit the

question

·                     Reacts slowly to instructions

·                     Thinks they are somewhere else

·                     Knows which part of the day it is

·                     Remembers recent events

·                     Is picking, disorderly, restless

·                     Pulls intravenous tubing, feeding

tubes, catheters, etc.

·                     Is easily or suddenly emotional

·                     Sees/hears things which are not

there

Responses are dichotomous (yes/no). Scores

≥ 3 were considered positive delirium screens

DRS

·                     Temporal onset (three points)

·                     Perceptual disturbances (three

points)

·                     Hallucinations (three points)

·                     Delusions (three points)

·                     Psychomotor (three points)

·                     Cognition (four points)

·                     Physical etiology (two points)

·                     Sleep-wake cycle (four points)

·                     Mood lability (three points)

·                     Fluctuation (four points)

Total scores of ≥ 12– diagnosis of delirium

[10]

[12]



NEECHAM

·                     Level of responsiveness-

information processing

o   Attention and alertness (0–4 points)

o   Verbal and motor response (0–5 points)

o   Memory and orientation (0–5 points)

·                     Level of behavior

o   General behavior and posture (0–2 points)

o   Sensory motor performance (0–4 points)

o   Verbal responses (0–4 points)

·                     Vital functions

o   Vital signs (0–2 points)

o   Oxygen saturation level (0–2 points)

o   Urinary continence (0–2 points)

0–19 points: moderate to severe confusion

20–24 points: mild or early development of

delirium

25–30 points: not confused or normal function

* Gold standard.

3. Risk factors

Risk factors for delirium can be divided into predisposing (mainly demographic variables and conditions related to the

burden of additional diseases and the degree of their control) and precipitating (triggering) (these are primarily fluctuations

in the current clinical state, associated with current hospitalization or therapy). The greater the burden of predisposing

factors, the lower the exposure to triggers is likely to cause delirium, and vice versa. Figure 1 illustrates these

connotations.

Figure 1. The role of predisposing and triggering factors in the occurrence of delirium. Based on  (with modification).
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