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Program  Objectives  

Describe the difference between dementia, 
delirium and depression.  

Review simple screening tools for each that 
the RN can perform.  

Identify first interventions for each.  
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Prevalence  in Older Adults  
 

Depression 

 

Delirium* 

 

Dementia 

General  

population 

Minor depressive 

symptoms 

3-26% 

  5% of 65+ adults 

50% of 85+ adults 

 

 

 

Hospitalized 

patients 

Minor depressive 

symptoms  

 

23% 

 

10-15% on admission  

 

10-40% in-hospital (new onset) 

 

43-61% of hip surgery patients 

 

31% of older adults admitted to 

medical intensive care units 

 

83% of mechanically ventilated 

patients (all ages) 

 

 

  

25% 

Depression + dementia 

22-54% 

Delirium + dementia 

 

22-89% 

*Based on 1994 U.S. vital health statistics, complications associated with delirium occur in more than 2.3 million 

hospitalized older adults every year with associated Medicare costs equaling $8 billion annually.   



Delirium, Depression 
and Dementia  

What are the  

differences  

              between the 3 D ôs? 

 

 

éthe ultra short versioné.  

 

 





DELIRIUM  



Delirium 
 

DSM-5 (May 2013): 

1. Disturbance in attention 

2.  Acute fluctuation in 
mental status 

3.  Altered mental status 

4.  Not a result of severely 
reduced LOC (ie. Coma) 

 



Significance of Delirium  

É Increased healthcare  

É Increased death rate  

É Increased complications post op  

É Longer hospital stays  

É Functional decline  

É New nursing home placement  

É Long term cognitive decline  

 

 



Prevalence?  
 

Prevalence varies by population being studied  

Delirium in the Community overall prevalence 0.4 -2%.  

Higher rates in the Hospital setting.  

 20 -30 % of hospitalized patients above age 65  

 Post operative Delirium 15-62%  

 Intensive care units 70 -87% 

50% of  our Hospital beds occupancy are in ages > 65. 
Delirium complication put in dollars. 6.9 billion Medicare 
Hosp. Exp. (2004)  

 



Description of Delirium  
 

Á Acute confusional  state ,  ICU psychosis  

    Change in Mental Status  
 

Á Common syndrome with rapid  onset (hours or 
days)  

 
Á Impaired attention  

 
Á Disorganized thinking  

 
Á Tends to change with a variable course  

 
Á Evidence of underlying medical condition  



Do we do a good job of 
detecting delirium?  
 

Only 50% recognized by nurses 

Only 20% recognized by physicians 

 



Persons at Risk for 
Delirium  

 

The risk of 
delirium 

increases with 
age, but it is not  

not, not  a 
normal age 

related change  

 

 

Most common  
Ɇ   Dementia 
Ɇ   Male gender 
Ɇ   Advanced age 
Ɇ   Medical illness 

 

Predisposing  
Ɇ   Poor functional status 
Ɇ   Alcohol abuse 
Ɇ   Depression 
Ɇ   Dehydration 
Ɇ   Sensory impairment 

 



High Risk 
Medications  

 
Ɇ Anticholinergics (benadryl) 

 
Ɇ  Opioids (meperidine) 

 
Ɇ  Sedative hypnotics 
(benzodiazepines) 

 
Ɇ  Histamine (H2) receptor 
antagonists 

 
Ɇ  Corticosteroids 
(prednisone) 

 
Ɇ  Centrally acting 
antihypertensives 

 
Ɇ  Antiparkinsonian drugs 
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Delirium Risk Factors 

   Delirium 

Predisposing 
+  

Precipitating 
Factors 



Types of Delirium  

Hyperactive  

       Mixed  

   Hypoactive  



Hypoactive 
Delirium  

 

 

 

 

Signs and symptoms  
Sleepy, sluggish, 
uninterested, 
withdrawn  

Slow speech, mumbling  

Laying in bed with little 
interaction  

Visual hallucinations 
(sensory perception not 
related to external 
event) often seen as 
ñpicking in the air ò 

 

 

 

 

Å Most likely to be 
missed/not  recognized  

 

Å 60% of all delirium 
cases 

 

Å Higher risk for DEATH  

 



Hypoactive Delirium  

Patients areé 
Sicker on admission  

Have longer lengths of stay  

Are more likely to develop pressure ulcers as 
a result of immobility  

Are more likely to die  

May be diagnosed as having depression  

The hypoactive form is often overlooked in elderly!!! 
(increased lethargy, decreased activity) 



Hyperactive 
Delirium  

 

 

 

Signs and symptoms  

Restless, 
irritable, 
combative, angry, 
uncooperative, 
easily distracted  

Fast or loud 
speech  

Wandering, 
climbing out of 
bed  

Visual 
hallucinations  

 

 

Å Most easily recognized  

 

Å 30% of all delirium 
cases 

 

Å Higher fall risk  

 



Mixed 
Delirium  

 

 

 

Daily care is 
challenging 

because course of 
the disease is 

unpredictable and 
changing  

 

 

 

ÅShift between 
hyperactive & 
hypoactive states  

 

ÅMay account for 
about 10% of all 
delirium cases  

 



Implications of Delirium  

 Patient     Family      Staff  

Å Acute anxiety 
 
Å Barrier to 
communication  
 
Å Decreased self  care 
 
Å Time lost 
 
Å Increased blood 
tests, x-rays, etc. 
 
Å Increased treatment 
and medications 
 
 
 
 

Å   Barrier to  
     communication  
 
Å   Time lost 
 
Å  Stressful 
 
Å  Increased risk of    
    conflict with staff  
 
Å  Possible  
   bereavement 
 
 
 
 

Å Barrier to  

      communication  

Å Difficulty in 
assessing 
patient 
symptoms and 
course of 
illness 

Å Stressful 

Å Increased risk 
of conflict with 
family  

Å TIME!!!  



Risk Factors During 
Hospitalization  

 

Medications added  

Malnutrition  

Physical restraints used  

Bladder catheter and 
other tubes  

 

 

Untreated pain  

Infection  

Relocation especially to 
ICU  

 

It is reasonable to anticipate delirium in a hospitalized 
older adult  



Recognition of Delirium  

 

 



Simple Screening 



Simple Screening 



The Confusion Assessment 
Method (1990) 



Early Interventions for 
Deliriumé.. 

 

Know your patient ôs 
history  

Be alert for risk factors  

Look ï Listen ï See 

Believe  the family  

Believe  the family  
 

 

Non -pharmacologic 
Management  

Control environment 
by reducing over 
stimulation, avoiding 
sleep deprivation, 
establishing routines 
following day and 
night  

Minimize relocation 
and maintain 
consistency of 
caregivers  

 



Simple Interventions for 
Deliriumé 

Maximize Orientation  

Clocks and calendars  

Dry erase boards for staff names and 
scheduled activities  

Keep family informed  

Involve family members in care and 
routine  

 


