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National ECHO Care of the Elderly: Mental Health
Session 3: Delirium

Disclaimer: All information is provided by healthcare providers working in Canada in the area of mental
health of older adults. All identifying information including names of individuals, organizations, or
locations have been removed for privacy.

Please note that ECHO Care of the Elderly Q&A information does not create or otherwise establish
provider-patient relationship between any ECHO Care of the Elderly Hub team members, presenters
and any situation or patient case presented in the ECHO® setting.

Question 1: Is there any evidence to support using Haldol to manage delirium? Is something like
Olanzapine a better option?

Answer: In general we do not like to haloperidol in our population. Certainly for BPSD, for the behavioral
symptoms of dementia, we avoid its use. It's sometimes used in urgent emergent situations, particularly
because it can be given intramuscularly. We don't like that drug as it can cause a lot of Parkinsonian-
type side effects but it is still used a lot in general hospitals, again, because of its multiple routes of
administration. If it's possible to give a medication orally, then we tend to prefer Risperidone in a very
low dosage. Olanzapine is an interesting option and by and large, we would not use Olanzapine. Of all of
the atypical antipsychotics Olanzapine is known to have anticholinergic activity which could make it a
very bad drug to use in delirium. | would say, no, we would not use Olanzapine. | would not recommend
it. | would go with Risperidone and possibly Quetiapine as an alternative.

Question 2: If there's a known delirium, say with a UTI, and the UTl is treated, and their test results are
negative, but the patient seems to be continuing on with delirium-kind of symptoms. Is that common?
How long does that last for? And what do we look for to know that it is resolved?

Answer: We used to think that delirium was an acute reversible condition, and by and large it still is.
Most people, if you treat the underlying condition, will recover from their delirium. With older patients,
as with everything with older patients, everything takes longer in terms of recovery. When we get
patients transferred from general hospitals they are often delirious when they come or still have
residual symptoms of delirium because it's not long since they've had their surgery or acute medical
illness. It definitely can take several months to have a complete recovery from delirium. People don't
realize this but they can still recover. It's a much slower process. They're recovering maybe from
multiple medical insults or drug problems, so sometimes the recovery is really slow and takes a long
time.

Question 3: Can delirium worsen cognitive impairment?

Answer: We often see that the family will say the person was fine before they came into hospital for
problem A, or B, or C, and then there's definitely persisting cognitive impairment afterwards. They're
not fully recovering. Then the question is, did they have some mild cognitive changes before their illness
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that were not picked up? | think that is often the case and maybe the first sign that a person is having
some significant cognitive difficulties. There's also the question of whether the process that's causing
the delirium could actually make the underlying cognitive impairment worse and persist. The whole idea
of persistent cognitive impairment after delirium is being studied. | think delirium itself may be bad for
the brain and may contribute to ongoing difficulties.

Question 4: If a patient is suffering from alcohol withdrawal could one prescribe a small amount of
alcohol in the ward setting to help them cope with the DTs (withdrawal)?

Answer: It is an interesting question. It could help and in certain clinical settings that might be a
possibility. We would generally go with a benzodiazepine and the use of thiamine is very important in
that circumstance to prevent some of the complications of alcohol use disorder.

Question 5: How important is it to know a person’s history? How can you best get information that may
help identify delirium? For example history of alcohol use.

Answer: There are many circumstances where we may not have a good collateral history from a family
member. | think it's happening more and more now during COVID-19 in hospital settings where patients
have been admitted without their family being able to join in and it's so critical for us to get this history
from family members, and to make those phone calls, and to really investigate. We have to be like
Sherlock Holmes when we have a patient with delirium. You have got to be an investigator and try to
figure everything out as best as you can. | would try to go back to the patient and really try to tease out
from them whether it's a possibility that they have been drinking. Sometimes there are clues of course.
Sometimes patients will underestimate their drinking but they won't usually deny it completely. They'll
usually tell you a third of the amount that they're actually drinking and that could be a critical clue.

Question 6: How delirium is treated in clients who have Parkinson's disease with Lewy body dementia?

Answer: One of the cardinal features of dementia with Lewy bodies is a fluctuating course. We do see
very dramatic changes in their level of cognition and they may actually look like they have delirium
because their level of cognition, their orientation, and so on may be dramatically different from one day
to the next. It isn't actually delirium but if a person with dementia with Lewy bodies or Parkinson's
disease does develop delirium then the treatment is pretty much the same, focusing on non-
pharmacological approaches as much as possible trying to reverse whatever is causing it. If we do need
medications then we would avoid the antipsychotics that can worsen Parkinson's symptoms. Quetiapine
would be our favorite in that situation.

Question 7: If an older adult with delirium is successfully treated in hospital and an antipsychotic is part
of the treatment and then they get discharged home because they've settled, when should the
antipsychotic be withdrawn?
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Answer: Once they've settled down, | would say that we should get them off the antipsychotic as soon
as possible. That can be a real problem in transitions of care. Sometimes people are left on a drug just
because they came out of the hospital on it. Sometimes, for example, if a person is being transferred to
a long- term care home, the staff may be reluctant to stop it. That's a bad thing to do if they don't need
it. I'd say we should get them off the antipsychotic as soon as possible. It might be a taper over a few
days, maybe over a week or so, but we should get them off.

Question 8: Does delirium always need to be handled in a hospital or congregate care setting like long-
term care rather than in the community? How often do we manage to deal with these things at home?

Answer: Delirium does not need to be handled in the hospital. It is something we can deal with in the
community.



