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On Discharge: 
Inform GP of the delirium diagnosis and request monitoring of cognitive function (increased dementia risk) 
Offer Delirium Patient Information Leaflet (Link) 

                                                                                                                                         Reference No: CG-T/2014/024 

Guideline for the Prevention, Diagnosis and Management of Delirium 
 

Is your patient more confused than before? 
 

FIND OUT IF CONFUSION IS NEW            HISTORY IS KEY            TALK TO FAMILY, TALK TO CARERS 
If confusion is acute or has recently got worse, consider delirium. 

 

SCREEN FOR DELIRIUM ON ADMISSION – all non-elective elderly patient with the extra med tool 
 

 

Minimum Delirium Screen: 
Referral criteria for Mental Health Liaison Team  

(Through Extramed) 

FBC, CRP,TFT, Calcium, Haematinics, Blood 
cultures, O2 Saturations 
 
Consider: Bladder scan, PR, MSU, CXR and CT 
Brain (if trauma, stroke risk factors, focal neurology) 
 

 If requiring chemical sedation – see page 2 

 

Challenging behavior                               
Persistent delirium 
Uncertain capacity 
Past psychiatric history 
Suspected dementia/depression  
Considering use of Mental Health Act 

Delirium - Full Clinical Guideline 

http://www.derbyhospitals.nhs.uk/patients/conditions-treatments/patient-information-publications/
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Drug Management of Patients with Delirium requiring sedation 

 (*Midazolam only to be used in case of Lorazepam IM shortage) 
 

Use multicomponent intervention to management delirium. Sedation can increase the risk of falls. Lorazepam 
can paradoxically increase confusion. Haloperidol can increase the risk of stroke.  Sedation may be necessary 
in the following circumstances: 

 To carry out essential investigation or treatment 

 To prevent patients endangering themselves or others 

 To relieve distress in a highly agitated or hallucinating patient 
For onset time and maximum doses see page 6. 
 
 
  
 
 
 

Unsuccessful or Patient Refuses 

Patient’s cardiac history is unknown or has a known cardiac 
history of QTc prolongation/Arrhythmias/MIs 

Patient is on regular 
Benzodiazepines and/or 

antipsychotics 

Try Lorazepam Elderly IM 0.5-1mg [<65 years 1-2mg]  
(*Midazolam Elderly IM 2.5mg [<65 years 2.5-5mg]) 

Repeat if necessary after 60 minutes 
Lorazepam: Elderly max 2mg/day, [4mg/day in <65 years] 

(*Midazolam Elderly max 7.5mg/day,  
[15mg/day in <65years]) 

Continue oral if possible and monitor status. 
Additional doses of Haloperidol every 4 hours: Elderly maximum 2mg/day, [<65 years 10mg/day] 
Or additional doses of Lorazepam every 2 hours: Elderly maximum 2mg/day, [<65years 4mg/day] 

Or additional doses of Quetiapine 12.5mg Elderly every 4 hours: Elderly maximum 50mg/day, [<65 years 
100mg/day] 

Can use combination of Lorazepam with Antipsychotic  

Try oral therapy 
 Haloperidol: Elderly 500mcg - 1mg [<65 years 2-5mg] twice a day for 3 days  

Or Lorazepam: Elderly 500mcg - 1mg [<65 years 1-2mg] twice a day 
Parkinson’s Disease; Quetiapine: Elderly 12.5mg [<65 years 25mg] twice a day for 3 days 

 

Try Haloperidol up to 2mg IM STAT 
 [<65years up to 5mg]  

with or without Lorazepam 0.5-1mg   
[<65years 1-2mg] 

Repeat after 30-60 minutes. 
Usual Elderly max 3mg IM Haloperidol, 

[<65 years max 10mg/day] 
Lorazepam Elderly 2mg/day  

[<65 years 4mg/day] inc PO and IM] 

Review physical state. Consider risk 
v’s benefits if known cardiac 

problems 
Note total quantity of medicines 

taken in last 24 hours. 

If agitation unresolved: 
1 Seek advice from MHLT, SpR/Consultant. 
2 Reconsider non-pharmacological measures. 

 

Monitoring 
Decreased level of consciousness: 
1-1 nursing 
Oxygen SATs monitoring 
HR, Rhythm, BP, RR & Neuro obs every 15mins until clinically 
stable 
 
Alert and Calm 
30mins observations for 2 hours after last sedative 
medication 
 
Agitated 
Continuous clinical monitoring 

For full guideline please read on. 

ALL MEDICATION PRESCRIBED NEEDS 
TO BE REVIEWED PRIOR TO DISCHARGE, 

AND PLAN DOCUMENTED IN TTO. 
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DERBY HOSPITALS NHS FOUNDATION TRUST 

 

 

 

Reference No: CG-T/2014/024 

Guidelines for the prevention, diagnosis, and management of delirium  

Introduction 
Delirium (or acute confusional state) is a common condition of the elderly. It is present on admission in 10- 
20% of elderly acute medical admissions and develops in a further 10-20% during their hospital stay. Post- 
operative delirium is common on surgical wards particularly following femoral neck fractures. 

 
Be aware that patients in hospital or long term care may be at risk of delirium which may be linked to an 
increased risk of dementia and/or death. Delirium may increase the patient's length of stay in hospital and 
their risk of admission to long term care. 
 
People with dementia are at high risk of developing delirium 
 
Young and middle aged patients can develop delirium too.  If delirium occurs as part of an alcohol 
withdrawal syndrome please follow separate Trust guidance for alcohol withdrawal. Link  

 
 

Aim 
The aims of these guidelines are to: 
1. Promote good practice for the prevention of delirium 
2. Aid recognition of delirium 
3. Provide guidance on its management. 

 
 

Diagnosis 
Delirium is characterised by a disturbance of consciousness and a change in cognition that develops over a 
short period of time. This can include: 

 Worsened concentration 

 Slow responses 

 Confusion 

 Restlessness, agitation 

 Visual or auditory hallucinations 

 Reduced mobility 

 Changes in appetite 

 Sleep disturbance 

 Lack of co-operation 

 Withdrawal, alterations in mood, attitude or communication 

 
There may be fluctuations in behaviour during the course of the day which may be reported by the 
person at risk or a carer or relative. Usually there is evidence of a causative general medical condition, 
drug withdrawal or intoxication. (See Appendix 1 for list of common drugs causing delirium) 

 
 

Aid to diagnosis 
Collateral history. A history from a relative or carer of the onset and course of the confusion is essential to 
distinguish delirium from dementia. Such informants also provide vital information about medical symptoms 
and alcohol intake. Delirium is common in dementia patients. Delirium is potentially reversible. 
 
 
 

 

Guidelines for the Prevention, Diagnosis and Management of Delirium 

https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=1127&query_desc=kw%2Cwrdl%3A%20alcohol
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Features of delirium: 

Confusion assessment method (CAM): 

A. Diagnosis requires features of A and B, and either C or D 

B. A. Acute onset and fluctuating course 

Is there a sudden change in behaviour from baseline, do the behaviours 

come and go? 

Has it started recently or got worse recently? 

C. B. Inattention 

 Do they have difficulty concentrating or become easily distracted?  

Are they unable to recite days of week backwards? 

D. C. Disordered thinking 

Are they incoherent or disordered in thought (Rambling, changing topics, 

illogical flow of ideas) 

E. D. Altered level of consciousness 

Are they hyper-alert or lethargic or comatose 

 
For ITU patients use the CAMICU: Link For ICU patients dosing as per ICU guidelines. 
 
Cognitive testing is advised on elderly patients admitted to hospital. Screening tools may increase recognition 
of delirium present on admission. One or other of the following cognitive assessment tools are recommended: 

 Ultra brief 4 point AMT: age, DOB, location, year 
 10 point Abbreviated Mental Test Score (AMT or MTS) 

 30 point Mini Mental State Examination (MMSE) [copyrighted assessment tool] 

 30 point Montreal Cognitive Assessment MoCA (can be downloaded free from www.mocatest.org ). 
Serial measures may help detect new development of delirium or its resolution. A repeat cognitive 
assessment before discharge is recommended by NICE 

 

Abbreviated Mental Test Score 

1. Age 
2. Time (correct to within 1 hour) 
3. Address given for recall at end of test: “57 York Road” 
4. Current year 
5. Hospital (current location) 
6. Persons (recognition of 2 people: eg doctor, nurse) 
7. Date of birth 
8. Year of WW1 
9. Current monarch 
10. Count from 20 to 1 (Can start patient off : “20, 19, 18…”. No other help) 

 

Score 1 for correct answer and 0 for wrong answer. No half marks. 

 

Factors pre-disposing to delirium 

Aged 65 or older 
Cognitive impairment  
Current hip fracture  
Severe illness  
Dementia  
Psychiatric illness  
Malnutrition 
Chronic anticholinergic drug use / Polypharmacy  
Sensory impairment (deaf, visually impaired)  
Physical frailty 

http://www.mc.vanderbilt.edu/icudelirium/docs/CAM_ICU_training.pdf
http://www.mc.vanderbilt.edu/icudelirium/docs/CAM_ICU_training.pdf
http://www.mocatest.org/


Reference No: CG-T/2014/024 

Suitable for printing to guide individual patient management but not for storage   Review Due:Mar 2021 
Page 5 of 8   

Prevention of Delirium 
 

Multi-component interventions have been shown to reduce the incidence of delirium among 
those at high risk. 

 

 

Nursing care 
A delirium-specific nursing care plan template is available to help guide good nursing care. 

Domain Multi-component interventions in delirium 

Sensory Good lighting levels 

Reduced noise (pump alarms, pagers) 

Available and working sensory aids (spectacles, hearing aids, deaf aid 
communicators).  

Assess for verbal and non-verbal signs of pain, particularly in patients with 
communication difficulties.  

 
Commence pain relief and review appropriate management of pain. 

Attention to bowel and bladder. Avoid unnecessary catheterisation. 

Avoidance of physical restraints 

Environment Avoid movements between wards and rooms and  

Where possible ensure the continuity of care from staff that are familiar  

Regular and repeated visible and verbal reorientation (clocks, calendars 
and clear signs). 

Maintenance or restoration of normal sleep patterns whilst avoiding 
sedatives.  

Reduce noise and nursing and medical interventions during sleeping hours 

Encourage visits from family and friends. 

Bodily 
Function 

Encourage mobilisation for all patients particularly after surgery. Walking aids should be 
accessible at all times. 

Avoidance of dehydration. Consider sub-cutaneous or intravenous fluids if 
necessary. Seek advice re people with heart failure or Chronic kidney disease. 

Assess and monitor nutrition status involving the Dietitian where relevant.  If the patient 
has dentures ensure they fit properly. 

Medical Assess and treat for infection. 

Assess for hypoxia and optimise oxygen saturation if necessary 

Toxin  Carry out a medication review, taking into account the type and number of  medications 

 Consider Nicotine patches 
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Management of Delirium (see chart on page 1) 

Non-drug measures 

The patient should be nursed in a good sensory environment and with a reality orientation approach with 
involvement of the multi-disciplinary team. A multicomponent intervention should be used (see above). 

 
Sedation 
All sedatives may cause delirium and they should only be used with caution in the elderly. Drug sedation 
may however be necessary in the following circumstances: 

 In order to carry out essential investigations or treatment 
 To prevent patients endangering themselves or others 

 To relieve distress in a highly agitated or hallucinating patient 
It is preferable to use one drug only, starting at the lowest possible dose and increasing in increments if 
necessary after an interval of 30 minutes.  

 
If sedatives are prescribed, the drug should be given regularly from the outset (not prn), reviewed 
daily and discontinued as soon as possible (usually for three days or less). The BNF should be 
consulted for full list of cautions, contraindications side effects and other prescribing information. 
There is a lack of randomised controlled trial evidence to guide drug selection. The preferred drugs are: 

 

Preferred sedative drugs for the treatment of agitation in delirium 

Drug Dose Drug peak 
effect 

Comment 

 

 
Haloperidol 

PO 

 500mcg –1mg BD for 3 days orally. 
Maximum in elderly 2mg in 24 hours 
Maximum dose in young adults 
10mg/24 hours (starting dose 2mg for 
adults) 

 
4- 6  

hours 

Avoid in Parkinson’s disease and 
Lewy Body dementia, recent 
myocardial infarction, QT 
prolongation, decompensated heart 
failure. 
Beware acute dystonic reactions 
and neuroleptic malignant syndrome  

 
Lorazepam 

PO 

 0.5 -1mg orally 
Repeated after 2-4 hours if required. 
Maximum in elderly 2mg / 24 hours. 
Maximum in young adults 4mg in 24 
hours. If patient large and young can 
consider 2mg stat dose if needed. 

 
60-90  
mins 

 
 
 
 
 

Consider for delirium due to drug 
withdrawal. See separate guidelines 
for management of alcohol withdrawal. 
Beware respiratory depression. Avoid 
in severe hepatic impairment. 

 

 
Haloperidol 

IM 

 1-2.0mg intramuscularly 
Repeat after 30-60 mins if required 
Maximum 3mg/24 hours in elderly 
Maximum dose young adult 
10mg/24hours 

 
20-40  
mins 

Avoid in Parkinson’s disease and 
Lewy Body dementia and cardiac 
disease as above. 
Beware acute dystonic reactions 
and neuroleptic malignant syndrome 

 
Lorazepam 

IM 

0.5-1mg intramuscularly. 
Repeat after 2-4 hours if required. 
Maximum in elderly 2mg/24hours. 
Maximum in young adult 
4mg/24hours. If patient large and 
young  can consider 2mg stat dose. 
. 

 
60  

mins 

Avoid in severe hepatic impairment 
and patients at risk of respiratory 
failure. 

Midazolam 
IM 

2.5mg intramuscularly. 
Repeat 1-2 hourly if required. 
Maximum 7.5mg in 24 hours. 

15  

mins 

IM midazolam can be used if 
parenteral lorazepam is 
unavailable 

 

 
Quetiapine 

PO 

12.5- 25 mg orally twice a day. 
Maximum 50mg daily in elderly 
patients not previously exposed to 
quetiapine 

 
1.5  

hours 

For use in Parkinson’s disease and 
Lewy body dementia only. For 
expert use only. 
Do not use in patients with 
prolonged QT interval. 

  
REVIEW MEDICATION PRIOR TO DISCHARGE, DOCUMENT CLEARLY IN TTO
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The following antidotes should be readily available for reversal of potential side effects  

Procyclidine 5-10mg (5mg in elderly) im - for reversal of dystonic reactions associated with 
haloperidol and quetiapine. Repeated doses may be required. 

Flumazenil - for reversal of respiratory depression associated with benzodiazepines only. Do not give 
unless you are sure the patient is not on long term benzodiazepines. Consider flumazenil infusion if 
more than 5 doses are required. See doses in BNF. 

Post sedation care  

Vigilant monitoring, particularly for signs of; airway obstruction, respiratory depression, hypotension and 
extrapyramidal reactions is mandatory. 

Monitoring should be performed in a safe environment within the clinical setting. 

Some flexibility in observations is acceptable, so as not to unnecessarily wake or irritate the patient 
further and to permit sufficient patient rest. 

Patient with decreased level of consciousness 
Requires one to one nursing 
Need continuous oxygen saturation monitoring  
Vital signs (temp, HR + rhythm, BP, resp rate) and neurological observations should be performed every 
15 mins until stability is clinically evident 

Patient calm, but alert 
Half-hourly observations for 2 hours after last sedation medication 

Agitated patients 
Need continuous clinical observation  

Information for Patients and Relatives 
Information sheets about delirium should be made available to patients and relatives.  
An information sheet for patients and relatives should be available on the wards and is also available at: Link 
An alternative used across Derbyshire is available at: Link  
The Royal College of Psychiatrists also produces a suitable leaflet: Link 
 
Communication with the General Practitioner 
Delirium is associated with an increased risk of developing dementia.  
Include the diagnosis of delirium on the patient’s discharge summary. 
Recommend interval cognitive screening in the community and onward referral to a memory clinic if there is 
persistent or progressive cognitive decline. 
 
These guidelines are based on the NICE clinical guideline 103, July 2010, Delirium: diagnosis, prevention and 
management. 
Please note for sedation/management of patients undergoing detoxification, refer to Trust 
guidelines for this. 
 

Documentation Control 
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http://www.derbyhospitals.nhs.uk/patients/conditions-treatments/patient-information-publications/
http://emahsn.org.uk/images/Delirium_Brochure_FINAL.pdf
http://www.rcpsych.ac.uk/expertadvice/problems/physicalillness/delirium.aspx
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Some drugs causing delirium: the usual suspects 
Appendix 1 

 

Drug type Examples Risk Comments 

Benzodiazepines Diazepam 
Temazepam 
Lorazepam 
Chlordiazepoxide 

HIGH Benzodiazepine withdrawal is also a 
common cause of delirium 

Antidepressants Amitriptyline 
Dothiepin 
Trazodone 

HIGH Risk greatest in drugs with sedative 
or anticholinergic properties 

Analgesics Dihydrocodeine 
Codeine 
Morphine 
NSAIDs 

HIGH 
 

 
LOW 

Opiates have very high risk of 
causing confusion. Of NSAIDs 
indomethacin is most likely to cause 
delirium. Paracetamol is unlikely to 
cause delirium 

Antiparkinsonian Co-careldopa (Sinemet) HIGH High risk of confusion and visual 
drugs Co-beneldopa   hallucinations. 

(Madopar) AVOID  HALOPERIDOL 
Trihexyphenidyl Seek expert help from PD specialist 
Ropinirole nurse Ex 83535. 
Pramipexole 
Selegeline 

Lithium  HIGH Check Lithium level. 
Seek advice from psychiatrist 

Steroids  HIGH Risk may be dose related 

Antihypertensive Methyl Dopa HIGH Diuretics may cause significant 
drugs Diuretics  dehydration and electrolyte 

Beta-blockers MEDIUM disturbance 
ACE inhibitors LOW 

Antiarrhythmics Lignocaine 
Digoxin 

MEDIUM Lignocaine has highest risk. Risk 
with digoxin is dose related. Check 
digoxin level 

Antipsychotic Promazine MEDIUM Sedating drugs with anticholinergic 
Drugs Trifluoperazine  effects are worse. 

Sulpiride LOW 
Haloperidol 

Anticholinergics Oxybutynin 
Tolterodine 
Procyclidine 
Hyoscine 

HIGH Some can be bought over the 
counter. Risk may be lower 
with solifenacin and tropsium 

H2 blockers Cimetidine 
Ranitidine 

LOW Cimetidine may be more likely to 
cause confusion. 

   
 


