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EDITORIAL

Delirium: a missing piece in the COVID-19
pandemic puzzle
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Key points

• Older people are most vulnerable to severe COVID-19
infections and mortality.

• Current guidance for diagnosis does not routinely include
delirium, which may lead to under-detection of COVID-
19.

• The care home population is particularly at risk, as failure
to promptly detect COVID-19 may lead to outbreaks.

• Non-pharmacological approaches to management of delir-
ium may be more difficult to implement but remain the
priority.

Coronavirus disease (COVID-19) represents an enormous
new threat to our healthcare system and particularly to the
health of older adults. As the pandemic has spread quickly
around the globe, it has become increasingly clear that the
older population is most vulnerable to severe infections and
mortality [1,2]. Although questions remain about how to
best treat and manage the infection, it is imperative that we
not forget our best practices in the clinical management of
older adults. Delirium is a well-recognised complication of
respiratory illness, such as pneumonia, in older adults. Early
studies indicate that 20–30% of COVID-19 patients will
present with or develop delirium or mental status changes
during the course of their hospitalisation, with rates of
60–70% in cases of severe illness at all ages [3,4]. The
exact mechanisms of this association are likely multifacto-
rial, including direct neurological invasion, cerebrovascular
involvement, and more indirectly through hypoxia, high
fever, dehydration, inflammation (cytokine storm), medi-
cations or metabolic derangements. Despite this, there has
been a concerning lack of attention paid to the implications
of delirium identification and management in the public
health response to this pandemic.

The current assessment for COVID-19 does not routinely
include delirium or mental status changes for older adults.
While guidance on suspected COVID-19 cases from the
World Health Organization cautions about ‘atypical symp-
toms’ in older people, and cites possible ‘altered mental
status’, it does not explicitly mention delirium [5]. Impor-
tantly, many national guidelines do not include mental status

changes as part of their criteria. For instance, guidance
from the US Centers for Disease Control and Prevention
does not consider mental status or delirium at all, [6] nor
do the case definitions from Public Health England [7].
Since mental status change is not being routinely addressed,
tracking its frequency as a presenting symptom will be
difficult, and is critically important to determine particularly
for older adults. Delirium is considered the ‘barometer’ or
‘vital sign’ for severe illness in older adults. In the case of
COVID-19, older adults often do not mount the typical
febrile response, and many do not manifest dyspnoea even
in the face of hypoxia. In total, 40% of all cases have no
radiographic abnormalities on presentation [8]. Thus, the
risk of overlooking potential COVID-19 infections is high,
without inclusion of delirium as part of the screening criteria.
This has particular importance in care homes, where there
is concerning evidence of high mortality rates associated
with delirium, [9] as well as the risk for subsequent long-
term cognitive and functional decline. Thus, failure to detect
delirium may lead to: (i) missed diagnoses of infection where
delirium is the presenting symptom, which may lead to
accelerated spread of an outbreak such as in a care home [10],
(ii) lack of appreciation of the severity of an infection leading
to increased mortality and (iii) enhanced risk for long-
term adverse outcomes, including cognitive and functional
decline [11].

Current hospital management of COVID-19 involves
isolation precautions, limitation of family visitation and even
limited physical contact with hospital staff. Moreover, the
use of personal protective equipment by hospital staff can be
depersonalising and frightening to older adults, particularly
those with underlying dementia or cognitive impairment.
Thus, the current approach has resulted in intense social iso-
lation, as well as increased use of both physical and chemical
restraints for management of fear, agitation, and wandering,
all of which may increase risk for development of delirium,
exacerbate and prolong the duration of delirium, and lead
to poor outcomes and accelerated mortality. While there
may be a tendency in these challenging times to opt directly
for pharmacological management of delirium, this approach
should only be adopted in the most challenging cases, where
there is the threat of extubation or interruption of essential
medical therapies. Recent studies have well-documented the
lack of efficacy and potential for adverse outcomes related
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to antipsychotic treatment for delirium [12] While non-
pharmacological approaches are effective and the mainstay
for management of delirium, aspects such as reorienting
communication, therapeutic activities, early mobilisation,
relaxation exercises and non-pharmacological approaches to
sleep may be more difficult to implement without the ability
to provide hands-on care [13].

There are realistic solutions. Many hospitals are permit-
ting a 1:1 caregiver or family member to be with the patient,
particularly those with dementia or cognitive impairment.
This can be critical to assist with management of fear and
anxiety, and with instituting effective non-pharmacological
approaches for delirium prevention and management.
Moreover, the Hospital Elder Life Program has developed a
Toolkit to provide delirium prevention strategies for patients
in COVID-19 isolation (See https://www.hospitalelderlife
program.org/for-clinicians/covid19-resources). Both inside
and outside the intensive care unit, in acute and long-
term care, slowing down for just a moment to provide
comforting reassurance and to hold someone’s hand may
provide the humanistic touch needed to prevent fear and
agitation.

In summary, delirium is an important missing compo-
nent in the assessment and management of older people
for COVID-19. Guidelines should include delirium as a
presenting feature, screening should be a standard of care,
and non-pharmacological approaches for delirium preven-
tion and management need to be implemented as early and
often as possible. Resources to assist healthcare providers
should be built into electronic medical records, order sets
and protocols. Data on delirium in the course of COVID-
19 should be routinely collected. Most importantly, person-
centred care needs to be at the heart of our response in
this highly vulnerable group [14]. Our health profession-
als are providing heroic care in the midst of this pan-
demic. We are hoping to provide guidance and resources
that may be able to help with the early recognition of
severe cases in older adults, and strategies that we hope
will ultimately mitigate long-term complications following
delirium.
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