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Disclosures

This speaker has nothing to disclose.
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Objectives

 Define delirium and identify symptoms and risk factors 
 Discuss the incidence of delirium and the relationship between 

trauma and delirium
 Identify strategies for assessment and management of delirium
 Review outcomes associated with delirium and special 

considerations for trauma patients  
 Highlight delirium initiatives in place at Geisinger



What is Delirium 
and What Does it 
Look Like?
Define delirium and identify common symptoms and 
risk factors for delirium
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Latin: de lira
Meaning “Off the path” or “out of the furrow” 
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Delirium is Known By Many Names 

• Acute mental status change
• Acute confusional state
• Altered mental status
• Sundowning
• Confusion
• Encephalopathy
• ICU psychosis
• Agitation
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Delirium: According to the DSM-5

Acute change 
in mental 

status
Inattention Disorientation Fluctuating 

course
Disturbance 
in cognition
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Delirium May Be Due To: 

Substance intoxication

Substance withdrawal

Medication

A medical condition/organic pathology

*Multiple etiologies
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Delirium is… 

Agitation Sleep 
disturbance Hallucinations Paranoia Disorientation

Irritability Anxiety Memory 
problems Lethargy Purposeless 

movement

Incoherent 
speech

Depressed 
mood / 

dysphoria
Confusion Illusions Impulsivity

Self-
extubation

Pulling at 
lines

Climbing out 
of bed

Difficult to 
rouse

Poor social 
awareness
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Associated Features

Disturbance in sleep-wake cycle

Emotional disturbances and lability

Generalized slowing on EEG

Using inappropriate words or incoherent, illogical speech

Inability to follow directions 

Personality changes

Abnormal movements (e.g., tremors, picking, twitching)

Memory problems



12

Subtypes of Delirium

Hypoactive

• Decreased 
psychomotor 
activity

• Sluggishness or 
lethargy

Hyperactive

• Increased 
psychomotor 
activity

• Mood lability/ 
agitation

• Refusal to 
cooperate with 
care

Mixed

• Normal 
psychomotor 
activity

• Inattention/ 
problems with 
awareness

• OR fluctuating 
activity level 
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Etiology of Delirium

“I WATCH DEATH” 



Risk Factors for Delirium 

Predisposing Factors
• Vulnerabilities (e.g., severe illness, frailty, cognitive 

impairment, sensory deficits)

Precipitating Factors
• Insults occurring during the hospitalization or 

associated with the illness/injury 

Modifiable vs not modifiable
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Risk Factors for Delirium

• Benzodiazepine use
• Blood transfusions
• Use of psychoactive meds (e.g., antipsychotics)

• Greater age
• History of dementia
• Prior coma
• Pre-ICU emergency surgery or trauma
• Higher APACHE and ASA scores
• History of HTN
• Admission due to neurologic disease
• Admission due to trauma

Modifiable risk 
factors with 

moderate or strong 
evidence of causing 

delirium

Nonmodifiable risk 
factors with 

moderate or strong
evidence of causing 

delirium
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Risk Factors for Delirium in Trauma

• Presence of ethanol on admission
• Lack of insurance
• Chronic ethanol use
• ICU admission
• Age >/= to 55
• Burns
• Medicare insurance
• Falls
• Previous history of cardiovascular disease 
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Risk Factors for Delirium in Trauma

• Lower GCS, age over 45, increased blood transfusions, and higher 
multiple organ failure score were strongest predictors in one study

• Another found age over 55 years, positive BAL on admission, and an 
increased MCV as risk factors

• Age, nutritional status, medical comorbidities, injury severity, blood 
loss, and other acute events associated with autonomic hyperactivity 

Other predisposing factors include: 
• Male gender, pre-existing dementia and depression, visual and 

hearing impairment, functional dependence, dehydration and 
malnutrition, polypharmacy, alcohol abuse, multiple medical 
comorbidities
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Delirium in Trauma

Precipitating factors of delirium:
• Surgery (delirium is a common postop complication), UTI, 

constipation, pain, alcohol withdrawal, lower respiratory tract 
infection, electrolyte abnormality, neurological disorders, sleep 
deprivation, hypoxia, environmental

• Medication is the sole precipitant in 12-39% of cases
• Most common drug triggers are benzodiazepines, narcotic 

analgesics, and drugs with an anticholinergic effect
• In trauma ICUs, midazolam use significantly increased rates of 

delirium 



How Common is 
Delirium and Why Are 
Trauma Patients Likely 
to Become Confused?
Discuss the incidence of delirium and describe the 
relationship between trauma and delirium
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Prevalence of Delirium

• 10% - 30% in older individuals presenting to EDs
• 6% - 56% in general hospital patients
• 16% - 87% of ICU patients
• Higher rates seen in patients on mechanical ventilation (i.e., 60-

80%)
• Estimated to occur in about half of individuals who have 

sustained significant physical trauma
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Delirium in Trauma

• In elective and emergency surgery populations, incidence of 
delirium ranges from 4-53.3%
• Looking at hip fracture data: incidence is 21% with patients with pre-

existing cognitive impairment included and 12.5% when they are not
• For a significant number, delirium precedes surgery for hip repair

• Another study of trauma patients in the ICU found the incidence 
of delirium to be 67%

• Large retrospective review of adult trauma patients whose 
admission was linked to ethanol, found an incidence of delirium 
to be 0.6%
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Trauma and Delirium

• Patients with established delirium, where the delirium preceded 
or sometimes led to the trauma, and incident delirium, which 
develops as a reaction to the trauma and hospitalization process

• Delirium in the postinjury setting is likely associated with multiple 
causes, including physiologic stress, comorbidities, 
sedatives/analgesics, brain injury, and substance withdrawal

• Significant number of older adults represented in trauma
• High rates of substance use/abuse in the trauma population 

increasing risk for withdrawal-related delirium
• 50-70% of patients with TBIs develop delirium 



How Do We Know 
and What Do We Do?
Identify strategies for the assessment and 
management of delirium
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Easy to Miss 

• Delirium is commonly misdiagnosed or not recognized at all
• Detection rates are lower in surgical (vs medical) patients



Detecting and Managing Delirium

Prevention
Primary goal in care of 

patients at-risk for 
delirium

Recognition
Routine monitoring, 

recognizing those at risk, 
and recognizing delirium 

early on

Management
Involves treatment of the 

underlying cause and 
pharmacologic and non-

pharmacologic intervention 
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Assessment of Delirium

• Confusion Assessment Measure (CAM-ICU)
• Delirium 4As Assessment
• Intensive Care Delirium screening checklist (ICDSC)
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https://www.icudelirium.org/medical-professionals/delirium/monitoring-delirium-in-the-icu

https://www.icudelirium.org/medical-professionals/delirium/monitoring-delirium-in-the-icu
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Management of Delirium

2018 SCCM Clinical Practice Guidelines for the Prevention 
and Management of Pain, Agitation/Sedation, Delirium, 
Immobility, and Sleep Disruption in Adult Patients in the ICU
• No medications should be used to prevent delirium (i.e., Haldol, an 

atypical antipsychotic, dexmedetomidine, statin, or Ketamine
• Typical and atypical antipsychotics are not associated with a 

shorter duration of delirium, reduced duration of mechanical 
ventilation, ICU LOS, or mortality

• Suggest not using a pharmacologic agent to treat subsyndromal 
delirium 
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Management of Delirium

• Patients who experience significant distress secondary to 
symptoms of a delirium, or who are agitated and may be physically 
harmful to themselves or others, may benefit from short-term use 
of Haldol or atypical antipsychotic

• Suggest using dexmedetomidine for delirium in mechanically 
ventilated adults were agitation is precluding weaning/extubation

• Recommend using multicomponent, nonpharmacologic 
intervention that is focused on reducing modifiable risk factors

• Suggests using a sleep-promoting, multicomponent protocol 
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Non-Pharmacologic Management of 
Delirium

• Avoid physical restraints 
• Provide 1:1 care
• Frequent reorientation
• Call bell in close proximity 
• Mobilize early and often 
• D/c unnecessary 

lines/tubes/equipment
• Adequate lighting during the 

day and keep patients awake

• Reduce noise
• Have a clock and calendar 

visible
• Encourage family to bring in 

pictures and familiar objects
• Provide glasses, hearing aids, 

and other assistive devices



Delirium is a 
Precursor for Long-
Term Troubles
Review outcomes associated with delirium and special 
considerations for trauma patients  
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Delirium and Adverse Medical Outcomes

• Increased hospital and ICU mortality
• Increased overall mortality at 1 year
• Increased time on mechanical ventilation
• Increased hospital and ICU LOS
• 3x higher rates of functional decline and 

institutional placement
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Cost of Delirium

Increased healthcare cost and expenditure
• Higher estimated ICU costs
• Higher 1-year healthcare costs 
• Total $143 - $152 billion nationally 
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Psychological and Neurocognitive 
Outcomes

1/3 of patients experience depression 

10-30% of patients experience PTSD 

1/3 to 2/3 of patients experience lasting cognitive impairment 



(Needham et al., 2012)



Delirium Care at 
Geisinger Medical 
Center
Highlight delirium initiatives currently in place
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Delirium Care at Geisinger

• CAM-ICU screening of all patients in the ICU
• Additional screening provided by trauma psychology 
• Recommendations provided to trauma team (e.g., management 

of ETOH withdrawal, medications, etc) 
• Provide psychoeducation to family/caregivers about delirium and 

recovery
• Provide reorientation and recommendations regarding 

environmental modifications, pharmacologic and non-
pharmacologic management
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Delirium Care at Geisinger

• Decrease use of deliriogenic medications
• Target better understanding of contributors to delirium 
• Increase ambulation and daytime wakefulness of patients
• Recommendations to decrease physical restraint use and time 

on mechanical ventilation
• Follow throughout hospitalization 
• Provide resources, as needed
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Post-Intensive Care Survivor Clinic

• Select patients invited for participation
• Clinic case manager follows patients
• Attend visit approximately 4 weeks after hospital discharge
• Evaluation and referral for appropriate follow up 



“I was tied down by 2 drunk 
hookers working as nurses in 
the ICU. They were taunting me 
and said they were not going 
to give me oxygen. Friends of 
the devil’s cult were 
sharpening their axes and 
knives. I'm lucky to be alive.”

Former ICU patient



Thank you

ehall1@Geisinger.edu
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