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Objectives

1. Explain the clinical presentation of Delirium

2.  Identify the causes of delirium.

3.  Provide appropriate nursing interventions for person in a state of delirium.

4. Principle 2: Board-Certified Case Managers (CCMs) will respect the rights 
and inherent dignity of all of their clients.

Ethic Objective: Identify practices or strategies that you may employ to improve 

partnerships with individuals and their families/caregivers.



This presentation is 
dedicated to my 
Mother

Marjorie  

But MeMama to many



Delirium vs Dementia

Delirium 

Abrupt onset

Onset over Hours to days

Impaired Attention

Fluctuating Alertness

Speech is disorganized

Usually, reversible

• Onset Insidious

• Onset over Months to Years

• Attention usually Normal

• Consistent Alertness

• Speech may be anomic

• Irreversible 

Dementia





Definition

• Delirium is a disturbance of consciousness:

a perceptual disturbance so that the person’s  ability to receive,   
process, store, and/or recall information is  impaired.

a change in cognition – becoming confused

Also called toxic or metabolic encephalopathy

New onset of  Confusion is not Normal



Types of Delirium

Hyperactive Delirium
• one may rapidly deteriorate to an extremely agitated, violent state and not be able to 

be redirected
• May engage in confrontation with other patients or staff
• Do not escalate or approach alone
• Requires supportive care and may require medication to prevent harm to self and 

others.

Hypoactive Delirium
• Patient may seem sluggish, lethargic, or in a stupor. Onset is also rapid but goes 

unnoticed because the patient is “quiet.”
• Day/night reversal is common
• No medication: May prolong delirium episodes
• Most common type of delirium: 50-75% of elderly present in this fashion

Mixed Delirium
• Waxing and waning between agitated and lethargic states
• May have day/night cycling of agitation (night is more common)
• May or may not require medication



Difficulties in Delirium

Poor Recognition 

Not all Healthcare Providers recognize Delirium 

Orientation is NOT sufficient to screen

• Delirium can be invisible



She was on 
Facetime with 
my sister on 
my cell phone  
before lunch



A peaceful 
patient can 
be delirious! 

2 hours later. She thought I 
was her beautician from 20 
years ago. I had just 
observed S/S of UTI that day



Six Major Causes of Delirium

• Infection: Delirium  often 1st sign of  UTI, Sepsis, and  Pneumonia 

• Medications: Anticholinergics ,Sedatives, 

Anti-emetics, Muscle Relaxants, Antihistamines,  
Opioids

• Hypoxia/ Hypercarbia

• Abnormal Electrolytes: ↓NA, ↑K+, ↑Calcium, ↑ammonia levels, 
↑BUN, ↑↓ Glucose

• Untreated Pain 

• Dehydration



Medications that can 
cause Delirium 

• Valium - Diazepam

• Benadryl - Diphenhydramine (excluding one-time for 
premedication)

• Atarax - Hydroxyzine 

• Ativan - Lorazepam

• Demerol - Meperidine

• Robaxin -Methocarbamol

• Ambien -Zolpidem 10mg dose





Other Causes

• Cerebrovascular disorders: hemorrhagic stroke, ischemic stroke, 
transient ischemia attack

• Liver failure

• Primary or metastatic brain tumors

• Vascular or circulatory disorders: anemia, cardiac arrhythmias, heart 
failure, hypoperfusion states, shock

• Withdrawal syndromes :alcohol, barbiturates, benzodiazepines, 
opioids



Regardless of the cause

The Brain is not on it’s best Behavior

The cerebral hemispheres or arousal 
mechanisms of the thalamus and brain stem 
reticular activating system become impaired.



• Delirium may occur at any age but is more 
common among the elderly.

• At least 10% of elderly patients who are 
admitted to the hospital have delirium

• When delirium occurs in younger people, it 
is usually due to drug use or a life-
threatening systemic disorder. And lately 
from COVID 19

• Wide range from  15 to 50% experience 
delirium at some time during hospitalization

• Delirium is quite common after surgery  
especially in ICU and among long term care  
residents

General Facts



Mama’s Subdural hematoma 

• Mama was found on the floor – this 
fall gave her a brain injury in Aug 
2020

• Lead to Neuro ICU admission

• Then to a Covid floor 

• Back home to Memory care center

• Admitted to Hospice  service

• Thus became her Rehab provider as 
a Care Extender

After discharge from Hospital



Risk  Factors

• Pre-existing dementia

• Advanced age

• History of Stroke, Parkinson’s disease or brain injury

• Impaired sensory function (vision, hearing)

• Functional impairment

• Male gender*

• History of alcohol abuse or other drug abuse

• Dehydration (BUN/Cr ratio > 18mg/dL) 



Nursing Assessment

• Patients can be disoriented to  person, place, time or 
situation

( assess for disorganized thinking)

• Confusion may be evident during daily routines 

“ I can’t find the restroom”

“ This is not my lunch”

• Family may report are changes in personality and affect

“ My father is not acting right- he was not like this 
yesterday”



Nursing Assessment

If you are not sure if this a change in mental status????

➢ Review the History and Physical note

➢ Review the Physician note from Emergency Department

➢ Seek out or contact family members to get situational details

➢ If admitted from a facility- Call nursing home or assisted living staff

➢ If  you hit a roadblock – document your attempts and be alert for further changes of 
mental status.



Nursing Assessment
Checking  attention

• Asking something very simple and easy…..

“ Name the days of the week starting with Sunday” 

Then ask to list the days of week backwards

If the patient is unable to carry out this request – then 
you have the answer  - Inattention 



Two Requirements for Delirium Diagnosis

+

ACUTE change or fluctuating course of mental status

Inattention



Nursing 
assessment-
Level of 
consciousness

Choose from:

➢Calm and alert  - normal

➢Sleepy→ drowsy →lethargic  (consider Hypoactive 
delirium)

➢Restless→ agitated  ( consider Hyperactive 
delirium)



Nursing Assessment
Disorganized 
thinking /Delusions

Patient’s may have  hallucinations, delusions,  fearfulness, 
and paranoia- Ask another question “ Do you see or hear 
anything strange or unusual?”



Who cannot be 
assessed

• If unable to understand directions or 
give responses due to: 

• Aphasia: receptive and expressive 

• Severe Hearing Loss

• Inability to get Interpreter

• Sedated



Rule out Life Threatening Conditions

• Hypoxia: Consider O2 and if O2 sat < 90% - initiate  Rapid Response Team

( RRT) or Healthcare Provider

• Hypoglycemia: If glucose level < 70mg/dL: follow hypoglycemia parameters and notify 
Healthcare Provider

• Hemodynamics: If HR < 60 or >120bpm and/or SBP < 90 or >160mm/Hg (and this is a 
significant change from patient’s baseline) call RRT 

• Stroke: If new onset of obvious neurological deficit (lethargy, unequal pupils, facial 
droop, aphasia, dysphagia, loss of limb function) call  RRT /Stroke team

• Seizure: If new onset convulsions, posturing, nystagmus, or sudden unresponsiveness 
Call RRT/ Healthcare Provider immediately



Management

Correction of the cause and supportive/ safety  measures:

➢Ask the Provider to consider a workup for causes of delirium – may include orders for lab 
work and changes in medications

➢ Increase direct observation  (hourly rounds, sitters, move closer to the  desk)

➢Safety interventions:  fall precautions, bed and chair alarms, telemonitoring

➢Staying with patient during toileting

➢Be aware of “risky” medications  - reassess before administrating 

➢Increase presence of family if possible

➢Communicate change in mental status to all staff



Minimize Risk Factors

• Orientation/Reorientation(Discuss current events, word games)

• Prevent/detect dehydration ( fluids and I&O)

• Identify under-treated pain ( pain assessment)

• Implement both pharmacologic and non-pharmacologic pain 
management strategies (noise reduction, warm bath, massages, 
schedule adjustment)

• Apply necessary sensory aids: hearing aids, glasses, dentures

• Assist with bowel/bladder function

• Maintain lights on during the day



Maintain Therapeutic Environment

• Foster orientation (unless a trigger for agitation)

• Facilitate sleep at night: noise reduction, warm drink, avoid 
night-waking, avoid sleep meds

• Foster familiarity: Routine presence of family/caregiver

• Maximize mobility: Ambulate or active ROM TID, AVOID 
`RESTRAINTS

• Communicate clearly in direct view of the patient

• Educate and reassure family/caregiver (document this)



Follow up 

• Include in Rounds/Team meetings

• Notify case management-Delirium is a barrier to 
Discharge 

• Include assessment results in shift report 

• Pass on to other team member during handoffs-
(especially before and after a therapy session)

• Delegate high risk safety interventions to non- licensed 
staff

• Chart how you have notified MD/NP/PA- SBAR



Add COVID 
19 to 
Delirium 



Covid Brain 
or Brain fog 

• “One of the dozens of unusual symptoms that have 
emerged in COVID-19 patients is a condition that's 
informally called “COVID brain” or “brain fog.” It's 
characterized by confusion, headaches, and loss of 
short-term memory. In severe cases, it can lead to 
psychosis and even seizures. “

• “Brain fog is not a medical or scientific term; it is 
used by individuals to describe how they feel when 
their thinking is sluggish, fuzzy, and not sharp.”

Harvard blog March 8, 2021



COVID 19 Can damage the Brain

Cognitive impairments exist even after recovery - be possibly linked to the underlying 
inflammatory processes.

Dr. Zhou from China noted in Journal of Psychiatric Research , 
Oct 2020



Whether Delirium or COVID 19 Brain Fog 

The pursuit of beneficial activities that mentally stimulating activities:
such reading, listening to music, practicing mindfulness, and keeping a 
positive mental attitude.



The day 
before the 
end started



Five falls and 
Delirium 
were the 
culprit of 
Memama’s 
demise

With each fall (5) there was a return of Delirium 

Many factors contributed to her decline

• Lack of staffing ( little to no handoffs) and lack of family 
presence

• Inability to use call button on necklace

• Dehydration leading to altered E-Lytes

• Frequent UTI’s

• Constant removing the O₂ leading Hypoxia

• Orthostatic hypotension 

• Waxing and waning between lethargy and agitation

( treated with Ativan)

• Seeing and hearing strange sights and sounds

• Undiagnosed Delirium

• Not  being a surgical candidate 



Summary 
Points

• It is critical to identify delirium immediately

• May be sign of severe illness

• Critical to identify patients with greater safety 
risks

• Always assess baseline and current cognition – a 
little confusion is not normal!

• Minimize risk factors for delirium

• Optimize day-night cycles

• Provide sensory aids

• Avoid potentially inappropriate medications

• Involve & educate family to assist in care



Rehabilitation nurses need to be 
vigilant in cognitive assessment of 
delirium and be equipped with 
knowledge of multiple causes and 
make evidence – informed 
decisions.



Thank you



Questions


