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Both delirium and behavioural and psy-
chologic symptoms of dementia (BPSD)

are common causes of agitation in the elder-
ly. An accurate diagnosis is essential in order
to manage the agitated patient. 

Delirium

Delirium is present in up to 56% of older
hospitalized patients and should be consid-
ered when presented with an agitated older
adult.1 It is an acute confusional state, char-
acterized by an onset of hours to days, often
caused by an underlying medical condition,
and associated with a fluctuating level of
consciousness. Patients are usually disorient-
ed to time and place. Attention, which is
severely impaired, can be assessed using sim-
ple bedside tests (Table 1).

Diagnosis of delirium

Essentially, any change in medical status or
location can cause delirium in susceptible
older or cognitively-impaired patients. 

Investigations are aimed at identifying
underlying causes. Because frail, older
patients frequently have multiple medical
problems, more than one disease process may
be contributing to the delirium. Common
investigations are listed in Table 2.

Treatment of delirium

The definitive treatment of the agitated,
delirious patient is to treat underlying causes.

In the interim, both non-pharmacologic and
pharmacologic symptomatic strategies can
be helpful. 
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Murray’s Agitation

Murray, 86, was admitted to
hospital with pneumonia.
After 48 hours, he became
increasingly “agitated” (i.e.,
calling out, removing his
intravenous line, and
becoming disoriented to
place and time). 

Murray was distractable and
appeared to have visual
hallucinations. His vital signs were stable. 

Delirium was diagnosed. 

What would you do for Murray?

For more on Murray, go to page 74.

Table 1

Bedside tests of attention

• Days of the week backwards

• Months of the year backwards

• Counting backwards from 20

• Random digit span

• Spelling “world” backwards

• Recited list of random digits (i.e., “Can you
please raise your hand every time I say the
number ‘3’?”)

The Agitated 
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Non-pharmacologic treatment
The goals of non-pharmacologic strategies
include:

• reorienting the patient,
• providing appropriate stimulation, 
• encouraging sleep, and
• ensuring safety. 

Common strategies are listed in Table 3. 

Dr. Gibson is a lecturer, 
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Queen’s University, and 
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Providence Continuing Care
Centre, St. Mary’s on the Lake
Hospital, Kingston, Ontario.

Table 2

Common causes of delirium and approach 
to assessment

Potential Cause Description Possible assessments and 
initial investigations

Drugs Prescription, Medication review, drug levels,
over-the-counter, toxicology screen
withdrawal from drugs, 
“over-the-fence” (shared 
medications)

Infection Occult sources include Chest radiography, appropriate 
pulmonary, urinary, skin cultures, urinalysis, careful 

examination of skin

Metabolic Hypoxia, dehydration, Oxygen saturation, arterial
abnormalities in sodium, blood gas, electrolytes, urea,
potassium, calcium, creatinine, calcium, glucose
glucose

Systems Cardiac—myocardial Cardiac enzymes,
ischemia or infarction, electrocardiogram,
congestive heart failure chest radiography

Respiratory—chronic Chest radiography, arterial 
obstructive pulmonary blood gas
disease, pulmonary
embolism

Renal and urological— Electrolytes, urea, creatinine,
renal failure, urinary bladder scan, or bladder 
retention catheterization

Gastrointestinal— Chart review, digital rectal 
constipation examination

Hepatic—liver dysfunction Liver transaminases, bilirubin,
albumin, and others

Musculoskeletal— Appropriate radiographs
pain from fracture, soft
tissue injury

Lines and Restraints Independent risk factor Assess need for bladder 
for delirium catheter, lines, restraints

*Other investigations will be guided by the clinical presentation.

Cont’d on page 72
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Pharmacologic treatment

Pharmacologic management is not necessary
for all delirious patients. Medications may
be considered if a patient is placing them-
selves or others at risk, or if the patient is
experiencing disturbing symptoms, such as
hallucinations. Any prescribed agents should
be used for a short term at the lowest effec-
tive dose, and be re-evaluated daily.

If medications are required, antipsychotic
agents are recommended (Table 4). Small
doses of haloperidol (oral, subcutaneous,

intramuscular, or intravenous) are suggested.
Higher doses are occasionally needed for
more severe agitation.

Although there is limited evidence to sup-
port their use, atypical antipsychotic agents
(i.e., risperidone, olanzepine, and quetiap-
ine) are frequently used at low doses. These
agents carry a decreased risk of extra 

pyramidal side-effects, to which older
patients are particularly susceptible. 

While benzodiazepines are some-
times used to manage agitation in
delirium, older patients are at risk for
excessive sedation, falls, and behav-
ioural disinhibition. Monotherapy
with benzodiazepines is not recom-

mended unless alcohol or benzodiazepine
withdrawal is the underlying cause of the delirium. 

Sadly, many patients do not fully recover
from their delirium. Prevention is critical,
and Inouye et al. have been innovators in this
area.2

1. How is delirium differentiated from
dementia?

Delirium is a more likely diagnosis if there is 
an acute cognitive decline, decreased 
attention, and fluctuating level of 
consciousness on serial observations.

2. What is the relationship between delirium 
and dementia?

Patients with dementia are at a significantly
increased risk of delirium. Many delirious
patients do not fully recover their cognitive 
abilities and may go on to meet criteria for
dementia.

3. Is there a role for physical restraints in
managing agitated older patient?

The use of physical restraints is a risk factor
for delirium. Their use should be minimized
as they have not been shown to reduce
injuries.

Frequently
Asked QuestionsTable 3

Non-pharmacologic strategies
for delirium

• Provide a clock and calendar 

• Ask family members or volunteers to help
reorient the patient by cueing them

• Ask family members to bring familiar 
belongings to help the patient to adjust to a
new environment

• Avoid overstimulation or understimulation

• Promote sleep with a quiet environment,
soothing music, and appropriate lighting

• Optimize the patient’s senses—use their 
eyeglasses and hearing aids

Delirium is present in up to 56%
of older, hospitalized patients.
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BPSD

Behavioural and psychologic symptoms of
dementia (BPSD) must be considered in
patients with dementia. Up to 90% of
patients with dementia will experience
BPSD; agitation is the most common symp-
tom.3

Diagnosis and 
management of BPSD

As with delirium, there may be several con-
tributing factors to BPSD. A systematic
approach is helpful to elucidate and address
all causes. Treatment is directed at underly-
ing causes.

The cognitive deficits associated with
dementia (i.e., memory impairment, agnosia, 
apraxia, aphasia, and deficits in executive

function) can predispose a patient to agita-
tion. For example, if a patient does not rec-
ognize they are unable to perform certain
tasks, they might become agitated when their
activities are restricted. 

Treatment of the underlying dementia
with a cholinesterase inhibitor (donepezil,
rivastigmine, or galantamine) might reduce
BPSD. Otherwise, non-pharmacologic strate-
gies, which take into consideration the
patient’s cognitive strengths and deficits,
will often be helpful.

In a cognitively-impaired patient, agita-
tion may be an atypical presentation of a dis-
ease process; pain or dyspnea can manifest
as agitation. Psychiatric symptoms, such as
depression or elation, and psychotic 
symptoms, such as delusions or hallucina-

Table 4

Antipsychotic medications

Suggested starting
Medication Class dose range Possible indications

Haloperidol Typical • 0.5 mg to 1 mg, every 30 to Delirium with agitation
antipsychotic 60 minutes, as needed,

po/iv/sc/im, in severe agitation

• 0.5 mg to 1 mg every 4
hours, as needed, po/iv/sc/im,
for less severe symptoms

• If regular dosing needed, 
0.5 mg to 1 mg po, bid

Risperidone Atypical • 0.25 mg to 0.5 mg, po, daily Delirium with agitation;
antipsychotic to start certain BPSD

• 2 mg maximum daily dose

Olanzepine Atypical • 2.5 mg to 5 mg, po, daily Delirium with agitation;
antipsychotic to start certain BPSD

• 15 mg maximum daily dose

Quetiapine Atypical • 12.5 mg to 25 mg, po, bid Delirium with agitation;
antipsychotic to start certain BPSD

• 200 mg maximum daily dose

bid: Twice a day sc: Subcutaneous
iv: Intravenous im: Intramuscular
po: Orally BPSD: Behavioural and psychologic symptoms of dementia



74 The Canadian Journal of CME / August 2004

tions, can also agitate an older patient. 
Appropriate investigations and treatment

of the underlying problem is appropriate (e.g.,
treating depression with a selective serotonin
reuptake inhibitor).

Medication may be necessary to treat agi-
tation symptomatically. Low doses of careful-
ly timed antipsychotic agents can be helpful.
Generally, atypical antipsychotic agents are
used in low doses. Their use should be re-
evaluated frequently and reduced whenever
possible. 
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CME • Successful management of the agitated
older adult requires: 

• appropriate diagnosis of delirium, 
BPSD, or other significant conditions;

• diligent assessment for multiple
underlying causes; 

• non-pharmacological and sometimes
pharmacological strategies; and 

• staff and family education.

• In light of the complexity of the older
agitated patient, regardless of the cause,
referral to specialized geriatric services or
psychiatry teams should be considered.

Take-home
message

Followup on Murray

Pending investigations, nursing staff instituted
non-pharmacologic strategies. Murray’s
eyeglasses and hearing aids were applied,
volunteers helped to reorient him, and family
members brought in familiar objects.

A palpable bladder prompted catherization for
400 cc of urine (with normal urinalysis). A review
of his chart revealed no bowel movements since
admission; bowel care was administered.
Lorazepam, 0.5 mg, every night as needed for
sleep was discontinued. 

Serum blood urea nitrogen and creatinine were
consistent with mild dehydration; family and
nursing staff encouraged oral fluids. 

Other investigations including a complete blood
count, electrolytes, glucose, calcium, and cardiac
enzymes were within normal limits. Chest
radiography and electrocardiogram were
unchanged.

Murray’s agitation resolved within 24 hours. He
was discharged three days later.

Net Readings

1. Ontario Strategy for Alzheimer Disease 
and Related Dementias 
www.dementiaeducation.ca 

2. American Psychiatric Association: 
Guidelines for the treatment of delirium
www.psych.org/psych_pract/treatg/
pg/pg_delirium.cfm
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