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ABSTRACT

INTRODUCTION: Delirium is a neurocognitive disorder frequently observed in elderly patients and can
be found in any medical condition. Our experience of consulting elderly patients is that delirium is often un-
recognized and respectively under-treated.

The aim of our study was to evaluate the association between delirium and some risk factors and to elicit im-
portant diagnostic and therapeutic issues that could be of practical application to various specialists, deal-
ing with elderly patients with delirium.

PATIENTS AND METHODS: We studied 35 consecutive delirious patients (age 60-88), consulted or ad-
mitted at a gerontopsychiatric clinic. The patients came from different hospital settings of the universi-
ty hospital. The ICD-10 and DSM-IV criteria for delirium and dementia were used. A psychiatric interview,
clinical psychiatric and mental status examination, physical, laboratory examination and head computed
tomography (CT) were performed. Cognitive impairment was recorded by Mini-Mental State Examination
(MMSE) and Clock Drawing Test (CDT). Descriptive statistic and correlation analysis were applied.

RESULTS AND DISCUSSION: Dementia was diagnosed in 23 (65.7%) out of all 35 delirious patients.
Delirium was associated with factors such as prior cognitive impairment (dementia), advanced age, medical
conditions and alcohol abuse. Without significant influence on the development of delirium were gender,
marital status and education. Much of the disputable diagnostic issues are associated with the fact that no
concrete speciality is dealing with the different aspects of delirium. The risk factors (predisposing and pre-
cipitating) provoking delirium should be concerned. The role of psychiatry services should be not restricted
only to placement issues and acute treatment.

CONCLUSION: Delirium in elderly is a serious medical problem, requiring precise and appropriate di-
agnosis and management. The fact that delirium is often multifactorial in origin necessitates a broad
intervention strategy. The attention should be on prevention, primary and secondary, mostly by active
psychiatric consultation.
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types of delirium: hyperactive, hypoactive, and
mixed. Hypoactive delirium is less likely to be recog-
nised despite patients having a more severe illness (1).
The term subsyndromal delirium has been suggest-
ed for patients who have an incomplete form of delir-
ium (2). Other terminology used to describe delirium
includes “acute confusional state”, “acute brain syn-
drome”, “acute organic reaction”, “acute brain fail-
ure” and “post-op psychosis” (3,4).

The importance of delirium is connected, to a
great extent, with a substantial morbidity and mor-
tality (2,5). Patients with delirium could be diag-
nosed in a variety of settings — emergency, surgical,
intensive care wards, general medical care, elderly
care services, etc. with a point prevalence in general
hospital patients of 10-30% (6,7). Among the elder-
ly, 10-15% have delirium on admission and a further
10-40% develop delirium during the course of their
hospital stay (8,9). Delirium is more frequent in those
with pre-existing cognitive impairment and certain
medical or surgical problems (10).

Our experience of consulting elderly patients
is that delirium is often unrecognized because of its
fluctuating course and the occurrence of hypoactive
forms. To a great extent it is due to the fact that the
pathophysiology of delirim is not well understood
and needs further complex research. Delirium re-
sults from a wide variety of structural or physiologi-
cal insults. The main hypothesis is that it is a revers-
ible impairment of the cerebral oxidative metabolism
and multiple neurotransmitter abnormalities. Delir-
ium is best understood as the result of multiple in-
teracting predisposing and precipitating factors (11).

The aim of our study was to evaluate the asso-
ciation between delirium and some risk factors and
to elicit important diagnostic and therapeutic issues
that could be of practical application to various spe-
cialists, dealing with elderly patients with delirium.

PATIENTS AND METHODS

We studied 35 consecutive delirious patients
(age 60-88), consulted or admitted at a gerontopsy-
chiatric clinic. The patients came from different hos-
pital settings of the university hospital. Demograph-
ic and clinical data were collected. A psychiatric in-
terview, clinical psychiatric, physical and laborato-
ry examination, chest radiography and head com-
puted tomography (CT) were performed. Cognitive

impairment was recorded by Mini-Mental State Ex-
amination (MMSE; Folstein et al., 1975) and Clock
Drawing Test (CDT; Sunderland et al., 1989) (12,13).
MMSE education adjusted cut-off scores were fol-
lowed: for subjects whose education level was lower,
a score of 24 on MMSE. For higher educated subjects
—a score of 25.

The ICD-10 and DSM-1V criteria for delirium
and dementia were used (14,15).

Delirium was diagnosed by DSM-IV criteria:
disturbance of consciousness associated with re-
duced ability to maintain attention and changes in
cognition that develop over a short period of time,
usually hours to days, with a tendency to fluctuate
during the day. There is evidence of an aetiological
cause (15).

Alzheimer’s disease was diagnosed in confor-
mity with the criteria for probable Alzheimer’s dis-
ease outlined by the NINCDS-ADRDA Work Group
(16,17).

Vascular dementia was diagnosed according to
the criteria of NINCDS-AIREN (18,19).

Mixed dementia was diagnosed when the pa-
tient had signs and symptoms from both degenera-
tive and vascular dementia (14).

Descriptive statistic and correlation analysis
were applied.

RESULTS AND DISCUSSION

Dementia was diagnosed in 23 (65.7%) out of
all 35 delirious patients. Alzheimer’s disease was reg-
istered in 14.2%, vascular dementia in 31.4% and
mixed dementia in 17.4% out of all. One case of Fron-
totemporal dementia (FTD) was found.

The mean age of the non-demented patients
was 72.1 (SD: 17.77), 62.9% were male. Patients with
dementia and delirium had a mean age of 73.08 (SD:
15.32), had more often cognitive impairment com-
pared to patients without dementia.

Baseline characteristics of the 35 patients with
and without dementia are presented in Table 1.

The causes of delirium, concerning all deliri-
ous patients were cerebrovascular disorder (CVD) in
8 (22.6%) patients, dehydration in 5 (14.3%), medi-
cation in 5 (14.3%), alcohol withdrawal in 4 (11.4%).
Pulmonary disorders were detected in 4 (11.4%), en-
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Table 1. Baseline characteristics of the patients according to the occurrence of delirium

Non- demented

All

No (%) 35 (100)
Age (mean (SD) 72.1 (17.77)

Age range 65-88
Gender No (%)

Female 13 (37.1)

Male 22 (62.9)
Maritial status No (%)

Living alone 9 (25.7)

Female 6 (17.1)

Male 3 (8.57)
Education No (%)

Primary 15 (42.9)

Secondary 18 (51.4)

Higher 2 (5.7)
Dementia No (%)

Alzheimer’s disease 5(14.2)

Vascular dementia 11 (31.4)

Mixed dementia 6 (17.14)

Other types of dementia (FTD) 1(2.85)
MMSE Score (mean (SD) 19.34 (5.96)

Range 11-28
CDT Score (mean (SD) 7.22 (1.81)

Range 4-10

Demented P value
12(34.3) 23 (65.7)
69.66 (4.71) 73.08 (15.32) 0.05
65-73 65-88
5 (38.5) 8 (61.5)
7 (3L.8) 15(68.2)
1 (11.11) 8 (88.8) 0.05
0 6 (100)
1(33.3) 2(66.6)
0.05
3 (20) 11 (73.3)
8 (44) 10 (55.6)
1 (50) 1 (50)
5 (21.7)
11 (47.8)
6 (26.0)
1(4.3)
26.09 (0.70) 16.25 (4.53) r=0.92
25-28 11-24 p<0.001
9.09 (0.83) 7.22 (1.46)
8-10 4-9

docrine disturbances in 4 (11.4%), malnutrition in 3
(8.6%), cardiac intervention in 2 (5.7%) patients.

Demented patients suffered more often CVD,
dehydration and malnutrition. Medicaments and
polypharmacy showed some association. Not just the
type of the medication itself, but rather the dosage,
in combination with acute somatic events, is prob-
ably associated with higher risk of delirium. Deliri-
um was associated with factors such as prior cogni-
tive impairment (dementia), advanced age, medical
conditions and alcohol abuse. Without significant
influence on the development of delirium were gen-
der, marital status and education.

As it was seen, some factors seem consistent
(dementia, age). Others, such as acute medical ill-
ness, medications (overdose, abuse), alcohol abuse
lower the threshold for delirium in advanced age
and are potentially modifiable and to a certain ex-
tent preventable (20, 21, 22). The diagnosis of deliri-

um is clinical. No laboratory test or technique can di-
agnose delirium. Delirium always should be suspect-
ed when an acute or sub-acute deterioration in be-
havior or cognition occurs, especially in patients who
are elderly and demented. Obtaining a thorough his-
tory usually from family, caregivers and nursing staff
is essential. Delirium is also a common cause for psy-
chotic symptoms. Agitated patients are at risk for vi-
olent behavior.

The mental status examination includes the pa-
tient’s appearance, affect (mood), the presence of hal-
lucinations or delusions, an inquiry into destructive
behavior, homicidal behavior, judgment and orienta-
tion, immediate, recent and long-term memory. Dif-
ficulty focusing attention on what was being said or
an acute change in consciousness could be noticed
during the interview or if the patient is examined at
different parts of the day. Disturbance of the sleep-
wake cycle with insomnia, daytime drowsiness, or
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disturbing dreams or nightmares can also occur.
Emotional disturbances leading to anxiety, fear, and
irritability may be seen in some patients.

Most of the diagnostic difficulties concern the
differentiation of delirium from dementia and delir-
ium, superimposed on dementia. Delirium could be
the first sign of undetected dementia or worsening of
the dementia process or coexistence of both and pre-
dicts poor prognosis (3). Old age and cognitive im-
pairment are the most important among the risk fac-
tors provoking delirium.

While hyperactive forms are easily recognized
by the increased state of arousal, psychomotor ex-
citement and hypervigilance, patients with hypoac-
tive forms sometimes are misdiagnosed as dement-
ed or depressed - they are withdrawn, less active,
sleepy (23,24). We nearly miss subsyndromal de-
lirijum due to the presence of some core diagnostic
symptoms that do not meet the criteria for the diag-
nostic threshold.

An important problem is the initial placement
of somatic delirious patients in a psychiatric ward.
In our opinion, they should be treated in a special-
ized ward, consulted and observed by a psychiatrist.
Much of the problems with such patients are associ-
ated with the fact that no concrete speciality is deal-
ing with the different aspects of delirium. The role of
psychiatry services should not be restricted only to
placement issues and acute treatment. The fact that
delirium is often multifactorial in origin necessitates
a broad intervention strategy. The attention should
be on prevention, primary and secondary, mostly by
active psychiatric consultation.

Delirium is a medical emergency and the goal
of the treatment is to determine the cause of the de-
lirium and stop or reverse it. The therapeutic ap-
proach includes management of both the medical
problem and delirium state. Supportive and stimu-
lating care should be organized. The administration
of psychotropic medicaments should be closely mon-
itored, as it is disputable and is limited to low doses of
antipsychotics (25,26).

As a basic principle, pharmacokinetics, poten-
tial drug interactions, and safety profile should be
considered when making a therapeutic decision. The
registration of an acute psychotic or behavioral prob-
lem (confusion, delusions, hallucinations, agitation,

fluctuating cognition) needs assessment and work-
up in order to construct a diagnosis. The dominant
target symptom group (psychosis, agitation, aggres-
sion, anxiety, cognition, sleep disturbance, etc.) has
to be elicited. The underlying acute medical problem
(physical health, pain, side effect of medications, in-
toxication, misuse of psychotropic substances, physi-
cal environmental factors) are to be examined. Non-
pharmacological and pharmacological approaches
have to be applied.

CONCLUSION

Delirium in elderly is a serious medical prob-
lem, requiring precise and appropriate diagnosis and
management. Further research should be directed to
causal mechanisms, especially to the relation of de-
liritum and dementia. Given the negative prognostic
outcome of delirium, the attention should be on pre-
vention, mostly by active psychiatric consultation.
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