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Diserders off cONSCIOUSNESS

S retcular acuveanng DEMENIE
systeni wekefulness and basic eyes-open

7 2 DEHbm
alerting functions.

Comel
= corebral coriex PSychiatiicrdiseraers

self-awareness, language; reasening,
emotions

that we regard basic terbeing human.

Table 229-1 Features of Delirium, Dementia, and Psychiatric Psychosis

Dementialis faillre of the content portiens; of

consciousness with' relatively preserved alerting Characteristic | Delirium Dementia _ |Psychiatric
funct|ons Onset Over days Insidious Sudden

Delirium is anl arousall system dysfunction, and Couree over 24 h Fluctusting seale stable
content ofi consciousness is affected as well. Constousness
COIT]a IS fallure Of both arOUSaI and Content Attention Disordered MNormal May be disordered
functions.

Psychiatic diserders and altered mentall states

may/ sharesfeaturesssuchias hallucinations; or
delusion

Reduced Alert Llert

Cognition Disordered Impaired May be impaired

arientation Impaired Often impaired [May be impaired

Hallucinations Visual andfor auditory Often sbsent  |Usually suditory

Delusions Transient, poorly organized Usually absent|Sustained

Movements Asterizis, tremor may be present|Often shsent  [ahsent

Age, Psy Hs




Delirium

Delirium represents a form of brain iailure, Deliritim always! has; an| erganic cause
BUL thelpatient IS more alert thaniin coma. Primary/intracranial disease

gl SN CHone ATCROlINg sl Systemic diseases secondarily affecting

OVEMGIKING: 7 tral A cNS
Tihe patient may’ have diffictlty infiecusing, Eoenial iEolSisyeISmAE )

shifting, or sustaining attention. EEXOUENOUSTOXINS
The formal definition also includes Drugawithdrawal
disturbediwake-sleepicycles and a

fluctuating course of confusion

Table 229-2 The Mini-Mental State Examination

Score,

ORIENTATION

\what is the: {year) (season) (dat) (day) {manth}?

Three variants  are described: - 0w v ) ot et e
Hypoalert-hypoactive Pl
Hyperalert-hyperactive
Mixedk fluctuate rapidly between : [ e, e o o

hypoeactive and hyperactive: states (01 s oot vt wan 2o

Fapeat the following, “No s, ands, or buts,” (1 pont)

Bach COMecE. Stop #ver 5 answers, Opton: soel “word™

Follow 3 stage command: “Take & pager i your nght hand, fold it in hat, and put it on the
Race.” (3 peines)
Regad and follow the follewing printed comeand:

“Clns your ayes” (1 point)

Confusion Assessment Method for
the Intensive Care Unit

eic) and/or kew dee,
shar actieg bearadiarepne




Treatment

rlellogeiieloll
this may; be repeatediat 20- ter 30-min

intervals assthe. clinicall sittation indicates.

[lerazepam

may. be Used inrcombination with
haloperidol

INTRODUCTION

deliium hasibeen shown to) be; a marker: for
long-termideathyin inpatients

Limitation

1: exclude patients discharged from: the ED and
enrollment typically’ eccurs; in 24" te 48 hours
after' admission

2: many; ofi these studies/include: patients who
developed deliriumi during their hespital course

Materials & Methods-1

prospectivercohort study,
May: 2007 te; August 2008 between 8l AM — 10, PM.
Age = 65y/0
< 12 hours at enrollment
(minimize extraneous factors. eg, psychoactive medication)

Exclude:
refused consent
nen-Englishispeaking
previously: enrolled
unable to follow!simple commands; before their acute illness
Comatose
did net have a completed delirium| assessment performed

INTRODUCTION

deliniums eceursiini 8% to 10% ofi alder ED
patients:

acute changge in cognition:

Approximately: 1.5 million elder patients with
deliniumiwilltbe evaluated in the ED; eachi year in
the United States, whichiis similar te the
number effannual acute conenany syndromes; &
disease with comparable mortality andimoerbidity-
miss delirium: in

Goals of This Investigation

to) determine whether deliriumyis an
independent: predictor off 6-menth
mortality/in elder ED: patients

Materials & Methods-2

Confusion Assessment Method for the Intensive Care Unit
(CAM-ICU) :

highly’sensitive (98% to) 100%) and specific (89% to) 100%%)
andl has excellent: reliability: between physicians and nurses

4 features:
oft mental status changes or a
course

(8) altered level of consciousness
(4) diserganized thinking




Confusion Assessment Method in the ICU

Delirium Assessment (CAM-ICU): 1 AND 2 AND (Either 3 OR 4)

[
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. An acuse crange toom mental states Saseses]
Procoed fo paxt Sep £ Paent's

2 Inattention
Pheaze read e folowing ten leflers SAVEAHAART Stop
Scofing Estor when patient T 10 squeere on B lefer “A” Mo delirium
Ervor than A"
Ermrors.

Aeassoss paten af later me.

3 Altered Level of Conaciousness {“aciual’ RASS)
It RASS i zev0, Froceed fo next siep

RASS
4 Divorganized Thinking
' w Pathent is Delirious
2 )
A L 1
s 7
Say 1o parene g— parer .

A patient ol

RESULTS

Table 1. Patient demographics and charactenstics stratined by
delifiem status,

Patients whoiwere delirious; [ i S ey

i the ED were more likely [eeeae 812,84 74(69.60)
» Fomake 65 (80.2) 300(57.7)
to be older and severely ill. FEs 23213) E8(16.9)
Demertin SREI 203410}
Fanctional degsnibence 57 (48,2 85 (16.4)
Nursing In‘u-..u fesadance 20(18.5) 3IB(T.3)
delirious patients were et et o ey i) e
more likely to have: i €54 . .
g 69 (63.9) 313¢60.2]
1. dementia ®eas  1e30T4)
A o 328 13(2.5)
2. premorbid functional ) 0 110.2)
! 2 Heating impaiment 58 (53.7) 133 (25.8)
impairment Emacgency physician diagoosls,
¥ 4 o categorized by ergan system
Carchovascular 13012.09 116 (22.3)
3. heanng |mpa|rment Dn.;::x:-,,-mnm.l 130120 wm.ml
. . . Ganst 10102 B1(15.8]
4. reside in a nursing home. [ 110102 BT
HNewrclogic 1T (15.7) 41 (7.9)
Hemato-oncologs: 3(2.8) 15(2.9)
Putmonary 1413.0¢ 49 (9.4}
Tremumea/ muscutoskeletsd 21119.4 104 (20,00
Othor 514.6) 20 (5.6)

DISCUSSION

deliriumi is missed! by emergency: physicians in up te 75%
= underlying life-threatening illness may: remain
undiagnesed:

The ED s ideally: positioned! to) perferm: delirium
surveillance

(Confusion Assessment Methed) CAM=ICU : < 2mins, to
perfonm, highly reliable/ini physicians and nurses, easy to
use, and reguires minimal training.

Because many off thesel interventions were started 24:t0 48
hours after-admission:

=> early intervention in the ED may be better.
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Conclusion

I older EDi patients, delirumiis aniindependent
predictor for deathy, even after adjusting| for age;
comorbidity burden, severity ofi illness, dementia,
functional dependence;, and nursing heme
residence.

Tihis  relatienshipiis present: regardless; of nursing
home! residence.

Future :

1. optimall secreening| for deliium in the ED

2. ifi earlier detection and intervention of delirium
ini the ED; improves patient outcomes.
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