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Delirium 
Background information: 

Delirium (also known as acute confusional state) is a clinical syndrome characterised by disturbed 
consciousness, cognitive function or perception, which has an acute onset and fluctuating course. 

DSM IV classification of delirium 

A. Disturbance of consciousness (i.e., reduced clarity of awareness of the environment) with a reduced 
ability to focus, sustain or shift attention. 

B. A change in cognition or the development of a perceptual disturbance that is not better accounted for 
by a pre-existing, established or evolving dementia. 

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

D. There is evidence from the history, physical examination or laboratory findings that the disturbance is 
caused by the direct physiological consequences of a general medical condition linked to substance 
intoxication / withdrawal or has multiple aetiologies 

Delirium can be hyperactive with heightened arousal manifesting as restlessness, agitation or aggressive 
behaviour or hypoactive where patients become withdrawn, quiet and drowsy, or mixed. Hypoactive 
delirium can be more challenging to diagnose and can be associated with persistent delirium.[2] Delirium 
impacts on a patient’s ability to communicate, make decisions and function and is associated with poor 
quality of life and increased mortality. It is distressing to families of those affected, especially if patients 
become agitated or aggressive. 

Patients are likely to display disorientation in time, place or person and have an increased reaction time 
with either increased or decreased flow of speech and altered social behaviour. They may also have a 
disturbance of their sleep-wake cycle with nocturnal worsening of symptoms and disturbed dreams and 
nightmares which may continue as hallucinations or illusions after awakening.[3] 

Risk factors for delirium include age over 65 years, cognitive impairment, hip fracture or severe illness 
such as infections. Approximately half of all delirium episodes are potentially reversible. Drugs associated 
with delirium include opioids, benzodiazepines, steroids and anticholinergics.[5] The prevalence may be 
as high as 88% for hospitalized terminally ill patients and is particularly common in elderly patients 
moved from a familiar environment. It may be exacerbated by deafness and poor vision. For patients at 
risk of developing delirium, measures should be taken to prevent this by; identifying and managing the 
causes of delirium early; reviewing and discontinuing unnecessary medication; avoiding moving the 
patient between wards or rooms where possible; and using methods to maintain orientation in time, place 
and person. 

 

 

 



 

St Clare Hospice    |   stclarehospice.org.uk   |   Registered charity no. 1063631 

 

Causes: 

Common causes of Delirium (think DELIRIUM) 

• Drugs (toxicity, interactions, withdrawal) /Dehydration 

• Electrolyte imbalance (Hypercalcaemia, Hypo/hypernatraemia) 

• Level of pain 

• Infection/Inflammation 

• Respiratory failure (hypoxia, hypercapnia) 

• Impaction of faeces 

• Urinary retention 

• Metabolic disorder (liver/renal failure, hypo/hyperglycaemia)/MI 

Diagnosis: 

The Mini-Mental State Examination (MMSE) is a tool used for cognitive impairment but it should not be 
used in isolation as it is not discriminatory for delirium and licensing agreements with the authors have 
been an issue. 
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Delirium can be assessed using the Confusion Assessment Method (CAM) which takes approximately 5 
minutes to complete and is validated in palliative care. A patient is CAM positive if their confusion has an: 

1. Acute onset or fluctuating course and, 

2. The patient has inattention 

 and either: 

3. Disorganised thinking 

 or 

4. They have an altered level of consciousness which can be hypo- or hyper-alert 

 

Management of delirium: 

It is essential to give explanations and reassurance in as calming an environment as is possible. Any 
reversible causes should be identified and treated appropriately; a review of all medication is essential 
especially if there is any deterioration in renal or liver function. Management should take into account 
each patient’s individual needs and preferences and therefore investigations should be tailored to 
individual goals of care. While delirium is normally understood as a reversible process, there may not be 
time for it to improve in terminally ill patients. 

Explanation to the family is also essential as they are likely to be very distressed and anxious about the 
potentially alarming changes that they have witnessed. Consider involving family and carers to support 
reorientation of the patient who may respond well to familiar faces. Other methods to maintain orientation 
in time and place, ensuring hearing and visual aids are available and are being used are essential for 
reducing the occurrence of delirium and managing symptoms. 

Pharmacological management of delirium: 

There is limited evidence of efficacy to support the use of medication in the treatment of delirium. 
Antipsychotics are used commonly to manage symptoms of delirium when patients are restless and 
agitated especially if reversing the causes of delirium is not successful. There are drug approaches that 
can be used in all types of delirium. It should however be noted that these drugs are off-label in delirium, 
as they do not have a UK marketing licence for this indication. The most commonly used medications are 
haloperidol and olanzapine; these should be started at the lowest, clinically- appropriate dose and 
titrated cautiously according to symptoms. Low- dose Haloperidol is tolerated by most patients where 
indicated. However, antipsychotic medication is best avoided in patients with Parkinson’s disease and 
dementia with Lewy bodies. Haloperidol also prolongs the QT interval with the potential to precipitate a 
serious, possibly fatal arrhythmia in at risk patientsand can also lower the seizure threshold. Atypical 
antipsychotics such as olanzapine and risperidone should be used with caution in patients at risk of 
cerebrovascular accident. When antipsychotic medication is used, close monitoring is essential especially 
for extrapyramidal side effects. Patients who develop acute dystonic reactions should be treated with 
procyclidine 5-10mg IM/IV or if oral route still possible, 2.5- 5mg PO t.d.s. 
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The National Institute for Health and Care Excellence (NICE) guidelines do not support the use of 
benzodiazepines in the treatment of delirium (excepting the specific use of benzodiazepines in alcohol 
withdrawal related delirium). However, in the event of irreversible or terminal delirium benzodiazepines, 
typically in combination with antipsychotics, may be used to help relieve distress. Lorazepam or 
midazolam are commonly used first-line in palliative care. 

There is no evidence of benefit with the cholinesterase inhibitors, rivastigmine or donepezil in the 
management of acute delirium. Similarly, there is a paucity of evidence of benefit from clinically-assisted 
hydration in patients with terminal delirium. 

Medication may be required if verbal and non-verbal de-escalation techniques are not 
appropriate, or have not resolved symptoms: 

Mild – moderate patient distress consider short-term use (up to 1 week) starting at the lowest clinically 
appropriate dose and titrating cautiously; 

•Haloperidol 500µgs PO 1-2 hourly prn, daily maximum 5mg especially in the elderly. For patients 
unable to take oral medication similar doses can be given subcutaneously 2 hourly 

•Olanzapine may be better tolerated if needed to be used for longer time periods. 2.5-5mg PO 2 hourly, 
daily maximum 20mg (10mg in elderly). Dispersible formulations are available. 

•For patients with Parkinson’s disease, prolonged QT interval, alcohol withdrawal or pre-existing seizures, 
benzodiazepines may be used first line – lorazepam 0.5-1mg PO 1-2 hourly, daily maximum 4mg and 
atypical antipsychotics may also be considered, although the evidence base is limited. 

•For patients with dementia, antipsychotic drugs are not usually recommended. In Dementia with Lewy 
Bodies they are linked to worsening of extrapyramidal features or acute, severe physical deterioration. In 
Alzheimer’s disease, vascular dementia or mixed dementias, antipsychotic drugs are linked to 
cerebrovascular adverse events and death. However, following a robust risk-benefit analysis, cautious use 
of antipsychotics can be considered for severe psychosis and/or agitated behavior. 

 

Severe distress or danger to self or others 

Haloperidol 1.5-3mg stat PO/SC up to 10mg maximum, if needed, combined with a 
benzodiazepine, lorazepam 1-2mg PO PRN 

Pharmacological management of ‘terminal restlessness’ – progressive, irreversible, hyperactive delirium at 
the end of life: 

•Haloperidol 0.5-2.5mg SC PRN can be used first line and switch to 2.5-10mg CSCI /24 hours if ≥2 
PRN doses required within 24 hours 

•Second-line, in addition use midazolam 2.5-5mg SC PRN and then if ≥2 PRN doses required within 24 
hours commence 5-15 mg CSCI / 24 hours 

•If the patient continues to be agitated, increase the midazolam to 20-60mg CSCI /24 hours 
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•If agitation continues despite adequate, round-the-clock infusions of both haloperidol and midazolam, 
consider switching the haloperidol to levomepromazine 25-50mg CSCI /24 hours, with 25mg SC PRN 
and titrating from 50-75mg CSCI /24hrs for severe symptoms up to maximum 200mg daily 

•If agitation appears refractory consider using phenobarbital with specialist advice. 

Equivalent benzodiazepine and antipsychotic doses 

Occasionally, patients may be on antipsychotic drugs or benzodiazepines on a long term basis. The 
approximate equivalent doses are outlined below although, as ever, doses should be based on an overall 
assessment of the patient’s individual needs. Switching antipsychotics or benzodiazepines, while not 
recommended, is sometimes required in the palliative care setting especially if the previous oral route is no 
longer available. 

 

Approximate equivalent anxiolytic-sedative doses 
 Equivalent Dose Approximate duration of action 
Diazepam 5mg 3-30 hours 
Clonazepam 250µg 12 hours 
Midazolam 2.5-5mg < 4 hours 
Lorazepam 500µg 6-72 hours 
Temazepam 10mg 6-8 hours 

   

Approximate Antipsychotic drug equivalent doses 
 Drug Dose 
Chlorpromazine 100mg 
Haloperidol 2-3mg 
Levomepromazine 25 – 50 mg 
Olanzapine 2.5-5mg 
Risperidone  0.5-1mg 

 


