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Your postop patient is confused 
and agitated—next steps?
Your older patient exhibits signs and symptoms that 
suggest delirium. Here’s how to best handle this 
complication. 

CASE u Your patient, Mark Q, age 80, is admitted to the hos-
pital to undergo hemicolectomy for colon cancer. His medical 
history includes hypertension, benign prostatic hyperplasia, 
and colon cancer. He did well immediately postop, but when 
you make morning rounds the day after his surgery, you notice 
that he is confused and agitated. Mr. Q’s chart reveals that 
earlier that morning, he pulled out his Foley catheter and in-
travenous (IV) line when his nurse declined his request to walk 
him to the bathroom. 

How would you proceed?

Up to 50% of older adults who undergo surgical pro-
cedures develop delirium—a disturbance in atten-
tion and awareness accompanied by changes in 

cognition.1 Older adults are at heightened risk for this post-
operative complication for several reasons. For one thing, 
older patients have a reduced capacity for homeostatic 
regulation when they undergo anesthesia and surgery.2 For 
another, age-related changes in brain neurochemistry and 
drug metabolism increase the likelihood of adverse drug 
effects, including those that could precipitate delirirum.3 

Although postop delirium is a common complication 
in older patients, it sometimes goes unrecognized. Missed 
or delayed diagnosis of delirium can result in patients ex-
hibiting behaviors that can compromise their safety, delay 
recuperation, and result in longer hospital stays, a greater 
financial burden, and increased morbidity and mortality.4 
The American Geriatric Society recently published clinical 
guidelines and a best practices statement for preventing 
and treating postop delirium in patients ages >65 years.1,5 
This article describes steps family physicians can take to 
assess their patients’ risk of delirium before they undergo 
surgery, and to recognize and treat delirium in the postop 
period.

Practice 
recommendations

› Conduct a baseline 
cognitive assessment during 
your patient’s routine  
visits and preoperative  
assessments to gauge his  
or her risk for delirium.  A

› Work with the hospital 
team to implement  
nonpharmacologic  
interventions, such as  
reorienting the patient to  
day and time and avoiding  
sensory deprivation, 
as an initial treatment 
for delirium.  B

Strength of recommendation (SOR)

 �Good-quality patient-oriented 
evidence

 �Inconsistent or limited-quality 
patient-oriented evidence

 �Consensus, usual practice,  
opinion, disease-oriented  
evidence, case series

A

B

C
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Risk factors for 
postop delirium 
include age  
>65 years,  
dementia,  
poor vision,  
decreased  
hearing,  
severe illness, 
and infection.

Defining delirium
According to the American Psychiatric As-
sociation’s Diagnostic and Statistical Manual 
of Mental Disorders, 5th edition (DSM-5), the 
criteria for delirium are:6 

A.  �A disturbance in attention (ie, re-
duced ability to direct, focus, sustain, 
and shift attention) and awareness 
(reduced orientation to the environ-
ment). 

B.  �The disturbance develops over a short 
time (usually hours to a few days), 
represents a change from baseline at-
tention and awareness, and tends to 
fluctuate in severity during the course 
of a day.

C.  �An additional disturbance in cogni-
tion (eg, memory deficits, disorien-
tation, language, visuospatial ability, 
perception). 

D.  �The disturbances in attention, aware-
ness, and cognition aren’t better ex-
plained by another preexisting or 
evolving neurocognitive disorder and 
don’t occur in the context of a severe-
ly reduced level of arousal.

E.  �History, physical, or laboratory find-
ings show that the disturbance is 
caused by the direct physiologic 
consequences of a general medical 
condition, substance intoxication/
withdrawal, exposure to a toxin, or 
multiple etiologies. 

z The 3 subtypes of delirium are based 
on patients’ psychomotor activity.7 In hyper-
active delirium, patients exhibit heightened 
arousal, restlessness, agitation, hallucina-
tions, and inappropriate behavior. Hypoac-
tive delirium is characterized by lethargy, 
reduced motor activity, incoherent speech, 
and lack of interest. Mixed delirium consists 
of a combination of hyperactive and hypoac-
tive signs and symptoms.

Gauge risk before patients  
undergo surgery 
Family physicians can assess their patients’ risk 
for developing delirium by conducting baseline 
screening during routine office visits as well as 
during preoperative evaluations. Factors that 

increase postop delirium risk include:1

•	 age >65 years 
•	 dementia
•	 poor vision
•	 decreased hearing
•	 severe illness
•	 infection.

Routine cognitive screening can be done 
easily and efficiently using readily available 
tools such as the Alzheimer Association’s 
Cognitive Assessment Toolkit.8 This toolkit 
includes 3 brief, validated screening tools to 
identify patients with probable cognitive im-
pairment: the General Practitioner Assess-
ment of Cognition, the Memory Impairment 
Screen, and the Mini-Cog.

If preop screening indicates that the 
patient is at increased risk for delirium, the 
family physician should work with hospital’s 
interdisciplinary teams to institute preven-
tion measures, such as the Hospital Elder Life 
Program (HELP).9 This program offers a struc-
tured curriculum for instructing volunteers to 
deliver daily orientation, early mobilization, 
feeding assistance, therapeutic activities, and 
other measures to help prevent delirium.

Prompt screening  
after surgery is essential, too 
In addition to preop delirium risk assess-
ment, all patients who undergo surgery 
should receive daily delirium screening dur-
ing the first postoperative week. The Confu-
sion Assessment Method (CAM) is a quick 
screening tool for assessing a patient’s level 
of arousal and consciousness.10 Based on the 
results of 7 high-quality studies (N=1071), 
CAM has a sensitivity of 94% (95% confidence 
interval [CI], 91%-97%) and specificity of 89% 
(95% CI, 85%-94%).11,12

Feature 1 of CAM, “Acute onset and fluc-
tuating course,” requires that you compare 
the patient’s current mental status to his or 
her pre-hospital baseline mental status; the 
baseline status should be obtained from a 
family member, caretaker, or clinician who 
has observed the patient over time.10 This is 
intended to determine if the patient has ex-
perienced an acute change in mental status 
(eg, attention, orientation, cognition), usu-
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ally over the course of hours to days.10 Fea-
ture 2, “Inattention,” is used to determine if 
the patient has a reduced ability to maintain 
attention to external stimuli and to appropri-
ately shift attention to new external stimuli, 
and if the patient is unaware or out of touch 
with the environment.10 Feature 3, “Disorga-
nized thinking,” is used to assess the patient’s 
organization of thought as expressed by 
speech or writing. Disorganized thinking typ-
ically manifests as rambling and irrelevant or 
incoherent speech.10 Feature 4, “Altered level 
of consciousness,” is used to rate the patient’s 
alertness level.10 

A positive screen for delirium requires 
the presence of Feature 1 (acute onset and/
or fluctuation) and Feature 2, plus either Fea-
ture 3 or Feature 4. 

Is delirium—or something  
else—at work?
If an older adult is exhibiting cognitive and/-
or behavioral disturbances after undergo-
ing surgery, it’s important to discern if these 
manifestations are the result of delirium, a 

preexisting psychiatric disorder, or some oth-
er cause if the patient has a clear sensorium 
(ALGORITHM).6,13,14 

z Delirium. If a patient’s CAM screen sug-
gests delirium, conduct a thorough assess-
ment for the signs and symptoms of delirium 
to determine if the patient meets DSM-5 crite-
ria for the diagnosis.1 In order to avoid missing 
hypoactive, subtle, or atypical cases of deliri-
um, conduct a thorough medical record and 
medications review, and gather assessments 
from the nursing staff and other team mem-
bers regarding the patient’s behavior. 

z Preexisting psychiatric disorder. It’s 
important to differentiate psychiatric symp-
toms from those of a superimposed delir-
ium.13 Because patients with preoperative 
depressive symptoms may be at increased 
risk for postop delirium, pre-surgical psy-
chiatric evaluations are important for iden-
tifying even subtle psychopathological 
symptoms.15 (The psychiatric interview is 
the gold standard for diagnosis.16) For pa-
tients who have an established psychiatric 
diagnosis, consider consulting with the psy-

ALGORITHM

Is your postop patient suffering from delirium?6,13,14

Patient exhibits cognitive and/or behavioral  
disturbances after surgery 

Administer CAM to screen for delirium 

If the CAM suggests delirium, 
perform a full assessment for clinical 
features of delirium: 

•  reduced attention
•  reduced awareness
•  disturbance in cognition.

If patient has a psychiatric disorder, 
differentiate the symptoms of this 
disorder from those of a possible 
superimposed delirium. Consult the 
psychiatrist who has been managing 
the patient’s psychiatric condition.

If patient has a clear sensorium,  
assess for other causes of the  
disturbances:

•  fear
•  depression
•  apathy
•  anxiety
•  pain
•  hostility
•  dependency.

CAM, Confusion Assessment Method.
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chiatrist who is managing the patient’s psy-
chiatric care.13

z Other causes. If a patient who is exhib-
iting postop cognitive and/or behavioral dis-
turbances has a reasonably accurate memory 
and a correct orientation for time, place, and 
person, interviews with the patient and care-
givers (along with the psychiatric interview) 
will likely reveal potential causes for the be-
havioral problems.13 

Is the patient suffering from  
dehydration? Drug withdrawal? 
Assessment for an underlying organic cause 
must be performed because specific treatment 
for the underlying diagnosis may improve de-
lirium.17 Common causes include hypoxia, 
infection, dehydration, acute metabolic dis-
turbance, endocrinopathies, cardiac or vas-
cular disorders, and drug withdrawal.13 An 
appropriate diagnostic work-up might consist 
of serum urea, glucose, electrolytes, liver func-
tion tests, arterial blood gas analyses, urinaly-
sis, nutritional evaluation, electrocardiogram, 
and a complete blood count. 

Ask patients about their use of alcohol 
and benzodiazepines, and consider alcohol 
or drug withdrawal as potential etiologies.18 
Patients with delirium should also be as-
sessed for iatrogenic hospital-related fac-
tors that could be causing or contributing 
to the condition, such as immobilization or  
malnutrition.13

z Medications are a common culprit: 
Approximately 40% of cases of delirium are 
related to medication use.18 Commonly used 
postop medications such as analgesics, sed-
atives, proton pump inhibitors, and others 
can cause delirium.19 Carefully review the 
patient’s medication list.13 Medication-in-
duced delirium is influenced by the number 
of medications taken (generally >3),20 the use 
of psychoactive medications,21 and the spe-
cific agent's anticholinergic potential.22 The 
2012 updated Beers Criteria (American  
Geriatrics Society) is a useful resource for de-
termining if “inappropriate polypharmacy” 
is the cause of postop delirium.23 

z Inadequate pain control. In a multi-
site trial,24 patients who received <10 mg/d of 
parenteral morphine sulfate equivalents were 

more likely to develop delirium than patients 
who received more analgesia. In cognitively 
intact patients, severe pain significantly in-
creased the risk of delirium. With the excep-
tion of meperidine, opioids do not precipitate 
delirium in patients with acute pain.24 Not 
treating pain or administering very low—or 
excessively high—doses of opioids is associ-
ated with an increased risk of delirium for both 
cognitively intact and impaired patients.24

z Constipation can contribute to the de-
velopment of delirium.25 After surgery, patients 
tend to be less mobile and may be receiving 
medications that can cause constipation, such 
as opioids, iron, calcium, and channel block-
ers. Preventing and treating constipation in 
postop patients can reduce delirium risk.25

Begin treatment  
with nonpharmacologic measures
Regardless of whether a patient suffers from 
hyperactive, hypoactive, or mixed delirium, 
nonpharmacologic interventions are first-
line treatment.19 Such interventions can help 
patients develop a sense of control over their 
environment, which can help relieve agita-
tion.13 Because environmental shifts contrib-
ute to the development of delirium, avoiding 
transfers and securing a single room can be 
helpful.19 

Patients with delirium have altered per-
ceptions, and may view normal objects and 
routine clinician actions as harmful and 
threatening. Therefore, it is helpful to avoid 
sensory deprivation by making sure patients 
have access to their eyeglasses and hearing 
aids, and to provide nonthreatening cogni-
tive/environmental stimulation.1,13,19 Patients 
should be encouraged to resume walking as 
soon as possible.1,19 Other nonpharmacologic 
interventions are listed in the TABLE.1,13,19

Safety issues must also be addressed.17 
Patients with mixed or hyperactive delirium 
may become agitated, which can lead them 
to pull tubes, drains, or lines, as occurred 
with Mr. Q. Patients with hypoactive delirium 
may be prone to wandering, or receive less 
attention due to their hypoactive state.17 All 
patients with delirium are at risk of falls. 

Patients should be evaluated for these 
risks to determine whether assigning a “sit-

Common  
underlying 
causes of  
delirium include 
hypoxia,  
infection,  
dehydration, 
acute metabolic  
disturbance,  
and drug  
withdrawal.
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Preventing  
and treating 
constipation  
in postop  
patients  
can reduce  
delirium risk.

ter” or transfer to a stepdown unit or inten-
sive care unit is warranted.17 Restraints are 
not recommended because they can exacer-
bate delirium and lead to injuries.26 

z Pharmacologic treatment should be 
reserved for patients whose behavior com-
promises their safety, and implemented only 
when the cause of the delirium is known. 
The primary objectives of drug therapy are to 
achieve and maintain safe and rapid behav-
ioral control so the patient can receive neces-
sary medical care, and to enhance functional 
recovery.14 The choice of a specific medica-
tion is individualized and depends on each 
patient’s clinical condition.14 

z For a patient with hyperactive de-
lirium, an antipsychotic typically is the treat-
ment of choice because these medications 
are dopamine receptor antagonists, and ex-
cessive dopamine transmission has been im-
plicated in this type of delirium.27 Haloperidol 
often is the preferred treatment; a low-dose 
oral form is recommended for older patients 
who exhibit severe agitation because there is 
less risk of QT prolongation compared to IV 
administration.28

Second-generation antipsychotics (eg, 
risperidone, olanzapine, and quetiapine) are 
increasingly used due to their lower risk for 
adverse extrapyramidal symptoms, which are 
common in older patients.29-31 Despite this, 
increasing data show that morbidity with 
these agents may be underestimated, and the 
risks of adverse effects may vary among the 
medications in this class.32

z For hypoactive or mixed delirium, 
nonpharmacologic interventions should be 
the mainstay of treatment. When medications 
are used, they should be used to target the 
underlying etiology of delirium (eg, treating 
a urinary tract infection with an antibiotic).33 

z A few final words about medica-
tion use for delirium ... Most medications 
that modify symptoms of delirium can ac-
tually prolong the delirium.33 Therefore, it's 
important to carefully consider the balance 
between effectively managing symptoms and 
causing adverse effects. Because older adults 
have increased sensitivity to medications, al-
ways start with small dosages and titrate to ef-
fect.34 Benzodiazepines and other hypnotics 
should be avoided in older patients, except 
when treating alcohol or benzodiazepine 
withdrawal.35

CASE u Mr. Q’s postop delirium screen is posi-
tive, and assessment for underlying causes re-
veals that he is suffering from postoperative 
pain and is constipated. Due to roommate 
noise and insomnia, he is transferred to a pri-
vate room, where quiet times are observed. He 
receives oxycodone 5 mg every 4 hours for his 
pain and senna 30 mg at bedtime and a bisaco-
dyl rectal suppository 10 mg/d for constipation. 
After 3 days Mr. Q’s postop pain and delirium 
resolves, and he is discharged home.            JFP

CORRESPONDENCE
Jackson Ng, MD, Teresa Lang Research Center, New York 
Hospital Queens, 56-45 Main St., Flushing, NY 11355; 
jan9044@nyp.org

TABLE

Nonpharmacologic interventions for delirium1,13,19

Avoid sensory deprivation (provide eyeglasses, hearing aids)

Restore normal sleep/wake cycle (avoid nighttime disturbances, schedule activity prior to need  
for medications)

Encourage patient to resume walking as soon as possible (at least twice a day if possible)

Prevent/treat dehydration

Provide nonthreatening cognitive stimulation

Prevent/treat constipation

Involve family in patient care

Provide adequate nutrition

Reorient patient to place and time (provide clocks/calendars)

continued
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Avoid using 
benzodiazepines 
and other  
hypnotics in  
older patients 
with delirium, 
except when 
treating  
withdrawal.
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