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Abstract
Delirium is a frequently under-recognized complication in patients with advanced cancer.
Uncontrolled delirium eventually leads to significant distress to patients and their families.
However, delirium episodes can be reversed in half of these patients by eliminating precipitating
factors and using appropriate interventions. The purpose of this narrative review is to discuss the
most recent updates in the literature on the management of delirium in patients with advanced
cancer. This article addresses the epidemiology, cause, pathophysiology, clinical characteristics,
and assessment of delirium as well as various treatment options, including nonpharmacologic
intervention and palliative sedation.
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Introduction
Delirium is one of the most frequent and distressing complications seen in patients with
advanced cancer. Family caregivers experience high levels of distress from caring for
delirious patients with terminal illness. Moreover, studies have shown that many patients

© 2012 Elsevier Ltd. All rights reserved.

Correspondence: Eduardo Bruera, M.D., Department of Palliative Care and Rehabilitation Medicine, Unit 1414, The University of
Texas MD, Anderson Cancer Center, 1515 Holcombe Blvd., Houston, TX 77030, USA., Fax: (713) 792-6092,
ebruera@mdanderson.org.

Conflict of Interest
All authors declare no potential conflicts of interest.

Authorship Contribution
Conception and design of the study: Jung Hun Kang, Seong Hoon Shin, Eduardo Bruera
Drafting the article: Jung Hun Kang, Seong Hoon Shin, Eduardo Bruera
Revising the manuscript critically for important intellectual content: Jung Hun Kang, Eduardo Bruera
Final approval of the manuscript: Jung Hun Kang, Seong Hoon Shin, Eduardo Bruera

Publisher's Disclaimer: This is a PDF file of an unedited manuscript that has been accepted for publication. As a service to our
customers we are providing this early version of the manuscript. The manuscript will undergo copyediting, typesetting, and review of
the resulting proof before it is published in its final citable form. Please note that during the production process errors may be
discovered which could affect the content, and all legal disclaimers that apply to the journal pertain.

NIH Public Access
Author Manuscript
Cancer Treat Rev. Author manuscript; available in PMC 2014 February 01.

Published in final edited form as:
Cancer Treat Rev. 2013 February ; 39(1): . doi:10.1016/j.ctrv.2012.08.001.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



who experienced a delirium episode recalled it vividly and rated it as a moderately to
severely stressful experience.1, 2

Delirium impairs the communication ability of patients with advanced cancer and
subsequently interferes with the appropriate assessment of physical symptoms such as pain.
Delirium increases the duration of hospitalization and the risk for hospital-acquired
complications. Delirium is also a negative prognostic indicator for survival in advanced
cancer patients.3, 4 Thus, the proper management of delirium can be a challenging issue for
physicians. The purpose of this review is to present a clinical update of the symptoms of
delirium in advanced cancer patients and to discuss comprehensive approaches to managing
delirium, including pharmacologic and nonpharmacologic interventions and palliative
sedation.

Definition and Incidences
Delirium is not a disease but a clinical syndrome arising from multiple causes with similar
symptoms. Delirium is a global brain dysfunction characterized by acute disruption of
attention and cognition but without permanent organic changes in the brain; therefore,
delirium may be reversible even in patients with terminal cancer.5

Delirium can be defined as a mental state in which a person is confused, disoriented, and
unable to think or remember clearly.6 However, the characterization of delirium has evolved
from a list of multiple symptoms to two imperative components, disordered attention and
cognition.7 The American Psychiatric Association issued diagnostic criteria for delirium in
the Diagnostic and Statistical Manual of Mental Disorders (DSM)-III, and those criteria
have evolved into DSM-IV over the years. 8–10 The DSM-IV defines delirium as a
disturbance of consciousness with inattention and problems in cognition and/or a
disturbance in perception that develop over hours to days with organic causes.10, 11

Confusion is often used as a general term for incoherent thinking, and it is an essential
component of delirium in terms of disordered cognition. Confused patients have problems
thinking with normal speed, clarity, or coherence. Clinical diagnosis of delirium usually has
been reserved for patients with obvious manifestation of disorientation and confusion. This
clinical practice can cause mild delirium to be overlooked. However, there is no direct
evidence that universal screening in asymptomatic individuals can directly improve patient
outcomes.12

The definitions of prevalence and incidence for delirium and should be differentiated.
Prevalence defines the number of cases of delirium that are present in a population at a
specified time, whereas incidence represents the occurrence rate of delirium during a certain
period in a population at risk. Many studies of delirium describe its prevalence at baseline
and the incidence of new cases during the study period such as during hospitalization.

The incidence of delirium in patients with advanced cancer ranges from 6% to 68%
depending on the health care setting, diagnostic tool, and disease status of the population
(Table 1).13–19 The frequency increases up to 90% in cancer patients near the end of life.20

The frequency of delirium in outpatient clinics is little known. One small study reported that
the incidence and prevalence of delirium were 45% and 7%, respectively, during outpatient
treatment for head and neck cancer.21 However, delirium is often misunderstood or
misdiagnosed as anxiety disorder or depression.22 Thus, the incidence or prevalence may be
underreported.
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Precipitating Factors and Pathophysiology
Delirium is caused by diverse factors that present as global cerebral dysfunction. To prevent
delirium, a balance is normally maintained between the inhibitory system and predisposing
and precipitating factors for delirium. When these predisposing and precipitating factors
disturb that balance, delirium can occur. Patients with multiple predisposing conditions are
more vulnerable to the precipitating factors than are patients with only one predisposing
factor.23 For example, elderly patients have a high prevalence of dementia and commonly
have other coexisting conditions such as cancer. Patients who have had multiple
chemotherapy regimens or cancer progression could also be more likely to experience
delirium from minor factors such as hypnotics.24

Cancer is particularly common in the elderly population, and cancer and old age are major
predisposing conditions for delirium. Thus, many elderly patients with cancer, especially
those with advanced-stage disease, are highly vulnerable to and can easily develop delirium
from minor precipitating factors. Precipitating factors for delirium include constipation,
dehydration, hypoxia, immobility, infection, uncontrolled pain, bladder catheterization or
outlet obstruction, and several medications—especially benzodiazepine or meperidine. The
utilization of the acronym CHIMBOP (constipation, hypovolemia/hypoglycemia, infection,
medications, bladder catheter /bladder outlet obstruction, oxygen deficiency, pain) can help
medical staff to remember multiple precipitating factors.25

The mechanism that causes delirium is poorly understood, and only hypothetical models
exist. The two prevailing theories for delirium pathophysiology are neurotransmitter
imbalance characterized by acetylcholine (Ach) deficiency and unbalanced inflammatory
response.26–28

Neurotransmitters involving development of delirium include Ach, dopamine, serotonin, and
γ-aminobutyric acid (GABA).29 Of these, Ach—which is involved in normal attention,
memory, and arousal—is believed to be a key neurotransmitter in the final common pathway
in the development of delirium. Dopamine and serotonin are another important
neurotransmitters for attention and cognition. Activation of dopamine subreceptors (D2–D4)
induces decreased Ach secretion, whereas serotonin is associated with secretion of Ach by
interacting with the cholinergic and dopaminergic system.30

Any medical conditions that decrease cholinergic activity or increase dopamine production
may result in delirium.26 For example, hypoxemia, infection, dehydration, and electrolyte
imbalance commonly occur in advanced cancer patients and can be precipitating factors for
delirium. In addition, polypharmacy and psychoactive medications such as opioids,
benzodiazepines, and serotonin antagonists are widely used for supportive care and can
influence the production of causative neurotransmitters in advanced cancer patients.31

Studies have shown that opioids, corticosteroids, or benzodiazepines are associated with
increased risk of delirium in hospitalized cancer patients.15, 32 According to the unbalanced
inflammatory response model, cytokines from acute systemic inflammation also contribute
to delirium. Among these are proinflammatory cytokines such as interleukin-6 and tumor
necrosis factor-α, which are produced in the peripheral blood during infection.33 These
peripheral cytokines can be transmitted to the brain and induce the activation of microglia,
which subsequently create a neurotoxic response and eventually lead to delirium. The
microglial response is normally under strict control of cholinergic inhibitory system.34 van
Gool et al. suggested that impaired cholinergic inhibitory control of microglia in vulnerable
patients contributes to uncontrolled neuroinflammation and ultimately causes delirium.35

Recent studies suggested that cortisol may also have a role in the development of delirium.36

Stress triggers the hypothalamic-pituitary-adrenal (HPA) axis and elicits production of
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cortisol. Repetitive and chronic stresses such as cancer could cause disruption of HPA axis
homeostasis. It is hypothesized that cortisol, when secreted excessively and circulated in the
blood at high levels, has harmful effects on hippocampal activity and results in cognitive
dysfunction.

Clinical Characteristics
Disturbance of attention with abnormal consciousness and cognition are two key features
needed to establish a diagnosis of delirium by DSM-IV criteria.11 The pace of symptom
occurrence is important for differentiating from dementia. Delirium has an acute and rapid
onset, whereas dementia develops more gradually.37 The severities of delirium’s symptoms
are not constant but rather wax and wane over a 24-hour period with characteristic lucid
intervals. For example, patients tend to be disoriented in the evening and become lucid the
following morning. Delirium may present as complaints of fatigue, sleep disturbance,
disinterest, and hypersensitivity to environment. Thus, physicians or nurses should be
vigilant for early behavior changes indicating delirium and perform a clinical assessment to
confirm the delirium. The clinical features of delirium are shown in Table 2.

Disturbance of attention and consciousness
Disturbance of consciousness means that patients have a problem in their wakefulness or
arousal. Such patients can be hypoalert or hyperalert, with mental statuses ranging from
coma to hyperalertness marked by excess sensitivity to environmental stimuli and being
easily startled. Disordered attention can be distinguished from disturbance of
consciousness.38 Attention is defined as the ability to concentrate and shift from one subject
to another, and patients with delirium have difficulty in focusing, sustaining, and shifting
their attention. Patients with delirium easily forget a question being asked or repeatedly
return to the previous question, which makes it difficult to have meaningful conversation.

Abnormalities in consciousness and attention are often subtle in the early stage of delirium,
and their prodromal signs are sometimes overlooked or attributed to fatigue, annoying
character, or old age.22 In one prospective study, all cancer patients with delirium had some
intensity of inattention, and three-quarters had more than moderate intensity.39 Another
study reported a similar frequency of inattention in patients with nonmalignant tumors who
had delirium.38

Change in cognition or perception
The term of cognition is broadly used to describe the mental process of knowing, including
memory, language, concept formation, perception, attention, and consciousness.40 In the
diagnosis of delirium, cognition refers to problems in memory recall, orientation, concept
formation, language, and perception (excluding problems in attention and consciousness).41

Cognitive impairment usually involves global or multiple deficits.24

Memory impairment usually is related to short-term memory. Family caregivers often
describe patients’ forgetfulness as seeming like dementia. Disorientation, especially
difficulty recognizing the current time, is a common prodromal sign of delirium. Patients
subsequently manifest disorientation as to place, misidentifying location or recognizing it
with laborious effort. Disorientation and memory impairment develop in 76% to 96% of
delirious patients.42, 43 Many of these patients try to hide their inappropriate remarks about
the time or place with humor or attribute them to mistakes.44 These patients’ responses to
questions tend to be slow, and their speech often becomes sluggish. Patients might have
marked difficulty properly phrasing answers to complex questions such as, “Describe your
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current medical condition.” Problems in concept formation can be detected during the
interview by rambling, irrelevant, or incoherent answers.

Patients with delirium often hesitate during conversation while searching for proper words,
have difficulty grasping the meaning of books, or commit spelling errors.

Patients also have perceptual disturbances such as visual or auditory hallucinations.
However, these perception problems are more likely to be associated with incorrect cerebral
processing of sensory data than pure hallucinations.45 Patients mistake simple shadows for
real people or environmental sounds for voices with clear speech. These psychotic
symptoms, including hallucinations or delusions, occur less frequently than cognitive
symptoms in patients with delirium.31,32,41

Other symptoms
Although sleep-wake cycle disturbance is a cardinal manifestation of delirium, it is not
evident whether sleep deprivation provokes delirium or delirium causes sleep deprivation.46

Patients may complain of difficulty in falling asleep or fragmented sleep in the night, or they
may complain of frequent napping during the day or sleepiness. Other symptoms of delirium
include psychomotor manifestations, such as agitation or lethargy, and emotional instability.
Patients with delirium commonly show intermittent and labile symptoms of fear, anger,
euphoria, or anxiety.24

Classification
Delirium can be categorized clinically into three subtypes—hyperactive, mixed, or
hypoactive—according to the patients’ psychometric features.47 Hyperactive delirium is
characterized by increased psychomotor activity such as loss of activity control, mood
lability restlessness, and wandering. Hypoactive delirium, also called “quiet delirium,” is
characterized by decreased or slow speech, reduced awareness of surroundings, and reduced
activity. The mixed subtype is defined as having alternating clinical features between the
hyperactive and hypoactive subtypes. Although this classification system is widely adopted
in clinical use, no clear consensus for dividing subtype has been reached. Meagher et al.
suggested simple checklists designed for use by nonpsychiatric specialists.48

Patients with hyperactive delirium are likely to attract medical staff’s or caregivers’
attention with their disruptive behavior, while the symptoms of hypoactive delirium are easy
to miss without active monitoring.49 However, hypoactive or mixed delirium is more
common in the general patient population.50, 51 In studies of cancer patients, the prevalence
ranged from 20% to 86% for hypoactive delirium, 16% to 67% for mixed delirium, and 6%
to 31% for hyperactive delirium.1, 52–54 These motor subtypes tend to be unchanged
throughout an episode of delirium.14, 55 Patients with the hypoactive subtype have a poorer
prognosis than those with the hyperactive subtype.56–58

Assessment and Diagnosis
All patients hospitalized for cancer treatment should be assessed for delirium. Once delirium
is identified, physicians or nurses should identify and treat reversible precipitating factors.
As the detection of delirium is based on clinical findings, careful bedside observation is of
the utmost importance to establishing a diagnosis. However, because delirium develops over
a short period of time and fluctuates during the course of the day, physicians and nurses
often miss key symptoms.24, 59 Rather, family caregivers can notice the subtle changes in
the patient, especially alterations of behavior, indicating hypoactive delirium. Hypoactive
delirium in cancer patients often is misdiagnosed as other sudden causes of confusion such
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as depression, anxiety disorder, Wernicke aphasia, or dementia.22, 60 Agitation from
delirium in dying cancer patients can be mistaken for pain, resulting in an increased dose of
opioids, which exacerbates delirium. Conversely, uncontrolled pain, urinary retention, and
constipation might be causes of agitated behavior in patients with dementia rather than
cases of reversible delirium. Once the underlying discomfort is relieved, these patients will
reverse back to dementia rather than to a normal cognitive status. Questions to family
caregivers are needed to evaluate patients’ baseline cognition and recent changes in mental
status. A single simple question like, “Do you think the patient has been more confused
lately?” would be helpful to avoid missing a diagnosis.61

The Mini Mental State Examination (MMSE) and the Montreal Cognitive Assessment
(MOCA) are the most common validated screening tools for cognitive dysfunction and are
in available in various languages. These screening tools could be helpful for detecting early
cognitive changes in cancer patients with delirium. The MOCA has advantages over the
MMSE in briefness sensitivity, and is free of charge.62

Diagnosis of delirium can be made on the basis of DSM-IV or International Classification of
Diseases–10 criteria. The DSM-IV criteria for delirium seem to be more inclusive, and thus
are more widely used, than the International Classification of Diseases–10 criteria.63–65 To
determine whether patients meet these criteria, patients can be evaluated with direct
interviews or with established assessment tools. Table 3 describes the commonly used scales
for delirium. Although none of the numerous assessment tools has been established as the
standard scale for assessing delirium in advanced cancer patients, the Memorial Delirium
Assessment Scale (MDAS) has some advantages: scores can be prorated in advanced cancer
patients who commonly have problems answering all the questionnaires for reasons such as
dyspnea or fatigue,66 and the tool’s use in cancer patients has been validated.66, 67

Management
The assessment of delirium is crucial to its management because the assessment confirms
the diagnosis and determines the severity of delirium (Figure 1). Various guidelines
recommend that the precipitating factors be identified immediately and corrected if
possible,68–70 since delirium is reversible in about 50% of patients with advanced cancer.18

Treatment of delirium includes the elimination of its underlying causes with concurrent
management of its symptoms. Clinicians should maximize nonpharmacologic interventions
before initiating pharmacologic management. Patients’ safety must be ensured because
behavioral changes from delirium often endanger the patients or clinic staff. Physicians also
should support caregivers by educating them about the etiology and clinical course of
delirium and by urging them to consider involving family or close friends to minimize their
distress.

Nonpharmacologic management
Nonpharmacologic interventions are recommended for all the patients with delirium.70 For
example, precipitating factors for delirium—including dehydration, infection, pain, hypoxia,
medications such as opioids and sleeping aids—should be evaluated and corrected, if
possible. Although little evidence exists that these interventions would be helpful for
prolonging survival, studies have shown that nonpharmacologic interventions may help
expedite the improvement of delirium and slow the deterioration of cognitive function.71, 72

It is important to create a relaxing environment for the patients. Inadequate lighting, which
may cause illusions or hallucinations, should be avoided; a well-lit room is preferable. Other
environmental strategies to help manage delirium include reducing noise and using a clock
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or calendar to provide appropriate orientation. In addition, the removal of annoying stimuli
such as urinary catheters and intravenous pumps should be considered. Disruption of
patients’ normal sleep/wake cycle, such as awaking patients at night for medication or vital
sign monitoring, should be minimized.

Pharmacologic intervention
To our knowledge, no randomized controlled trials for delirium treatment have been
conducted in the advanced cancer patient population. Thus, delirium treatment for patients
with advanced cancer is usually derived from studies of delirium treatment for patients with
different conditions. Table 4 presents a summary of randomized controlled trials for
delirium. No antipsychotic drugs have been approved by the U.S. Food and Drug
Administration (FDA) for the management of delirium, despite the reality that
antipsychotics are routinely used in the management of symptoms related to delirium. The
lack of approved drugs and large studies warrants a need for clinical trials in cancer patients.
Clinicians often select antipsychotics on the basis of their sedative effects rather than their
efficacy for treating cognitive disturbances.54 Some studies have suggested that patients
with hypoactive delirium may require different treatment than those with the mixed or
hyperactive subtypes because patients with hypoactive delirium are more vulnerable to side
effects from sedation and have a poorer prognosis.73 In fact, clinicians tend to avoid the use
of antipsychotics in patients with the hypoactive subtype.54 However, the antidelirium effect
of antipsychotics does not appear to correlate with the motor subtypes of delirium. Studies
have suggested that haloperidol or atypical antipsychotics were equally effective in cancer
patients with hypoactive and other subtypes of delirium.73–75

A small prospective study reported that psychostimulants such as methylphenidate may be
beneficial in advanced cancer patients with hypoactive delirium.76, 77 However,
methylphenidate should be used with caution because high doses can result in agitation, and
the drug’s potential role in treating hypoactive delirium has not been studied formally.

All antipsychotics affect delirium by acting as antagonists to the neurotransmitter (ie,
dopaminergic, serotonergic, muscarinic, histaminic, adrenergic) receptors. The action
mechanisms of these medications vary according to their binding affinities to various
receptors.

Haloperidol is the most widely used antipsychotic for delirium treatment in advanced cancer
patients and is recommended as the drug of choice in the various guidelines.69, 70

Haloperidol is a strong antagonist acting at the dopamine D2 receptor, which may explain its
efficacy against delirium. The advantages of haloperidol are diverse routes of
administration, wide therapeutic safety margin, and minimal anticholinergic effects; risks at
low doses include mild cardiopulmonary adverse events.53 Intravenous administration is
preferred to intramuscular injection, despite the lack of FDA approval for the intravenous
administration of haloperidol. Subcutaneous administration is another well-established route
for haloperidol in palliative care and could be considered as an useful alternative. 78 The
optimal dose range of haloperidol for patients with delirium has not been investigated.
Guidelines recommend initial doses in the range of 0.5 mg to 10 mg every 2 to 4 hours as
needed, with titration to higher doses for patients who continue to be agitated.69, 70 The
motor subtype of delirium is a major determinant of the dose for haloperidol, creating a
possibility of underdosing in the treatment of hypoactive subtype.79 A meta-analysis of
delirium treatment studies revealed that the median doses of haloperidol per day ranged
from 2.5 mg to 3.2 mg, which was significantly lower than the guidelines’ recommended
doses; however, controversy remains over the optimal dose of haloperidol because lower
doses of haloperidol have been reported to be effective.80 In addition, adverse events and
extrapyramidal symptoms can occur more frequently at doses greater than 4.5 mg per day.81
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The FDA issued a warning in 2007 about the risk of QT prolongation or torsades de pointes
in patients treated with intravenous haloperidol.82 However, cardiac arrhythmias usually are
associated with cumulative doses of haloperidol higher than 5 mg and in the setting of risk
factors such as underlying cardiac disease or concomitant proarrhythmic agents.83 Thus, the
FDA warning should not inhibit clinicians from prescribing intravenous haloperidol to
delirious patients without these risk factors.

Atypical antipsychotics, including olanzapine, risperidone, and aripiprazole, have been
found to be effective.75, 84, 85 Atypical antipsychotics are less likely than haloperidol to
cause extrapyramidal side effects. The difference in side effects is the result of differences in
the drugs’ binding affinities. None of the atypical antipsychotics have proven superior to
haloperidol or the other agents in same class. For atypical antipsychotics except olanzapine,
the lack of a parenteral form limits their usefulness as a treatment for agitated, delirious
patients.

Benzodiazepines are generally ineffective in the treatment of delirium associated with
advanced cancer despite their wide use in cancer patients. Lorazepam is associated with the
adverse effects of oversedation, ataxia, and increased confusion.

Palliative sedation for refractory delirium
Palliative sedation could be indicated for patients who have refractory delirium and expected
survival of hours to days. Fainsinger et al. defined palliative sedation as “patients
deliberately sedated by increasing doses to control delirium or observed to be reduced to a
clearly unresponsive condition by pharmacological management”,86 and delirium is the
most common cause of palliative sedation. A recent study found that palliative sedation did
not appear to have a detrimental effect on survival when appropriately used to relieve
uncontrolled symptoms.87 Thus, it is not unethical to provide palliative sedation for dying
patients with uncontrolled agitation from delirium. Clinicians should clearly explain
patients’ disease status and prognosis along with the goals and expected outcomes of
palliative sedation to patients’ families or surrogates.

Midazolam is the most prescribed medication for palliative sedation, followed by
haloperidol, chlorpromazine, other benzodiazepines, morphine, methotrimeprazine,
propofol, and phenobarbital. The National Comprehensive Cancer Network guidelines
recommend giving midazolam infusion at an initial rate of 0.4 mg to 0.8 mg per hour.69
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Summary

Delirium is a frequent and underdiagnosed complication in patients with advanced
cancer. Regular screening for delirium with a validated assessment tool is recommended.
Delirium in cancer patients can be improved in about 50% of cases by eliminating
precipitating factors and using appropriate interventions. Palliative sedation can be
considered for refractory delirium in dying cancer patients after consultation with a
palliative care specialist or psychiatrist.
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Figure 1.

Kang et al. Page 15

Cancer Treat Rev. Author manuscript; available in PMC 2014 February 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kang et al. Page 16

Ta
bl

e 
1

In
ci

de
nc

e 
of

 d
el

ir
iu

m
 in

 a
dv

an
ce

d 
ca

nc
er

 p
at

ie
nt

s

In
ci

de
nc

e 
(N

o.
)

Sa
m

pl
e 

si
ze

 (
N

o.
)

St
ud

y 
de

si
gn

D
ia

gn
os

ti
c 

to
ol

A
dm

it
te

d 
he

al
th

 s
et

ti
ng

C
hu

n-
K

ai
 F

 e
t a

l.13
46

.9
%

 (
10

7)
22

8
pr

os
pe

ct
iv

e
D

R
S

H
os

pi
ce

 a
nd

 p
al

lia
tiv

e 
ca

re

K
im

 S
Y

 e
t a

l.14
30

.2
%

 (
33

)
10

8
pr

os
pe

ct
iv

e
C

A
M

Pa
lli

at
iv

e 
ca

re

G
au

dr
ea

u 
JD

 e
t a

l.15
30

.0
%

 (
31

)
10

7
pr

os
pe

ct
iv

e
N

u-
D

E
SC

O
nc

ol
og

y 
un

it

G
ag

no
n 

P 
et

 a
l.16

6.
2%

 (
N

/A
)

25
15

pr
os

pe
ct

iv
e

C
R

S
Pa

lli
at

iv
e 

ca
re

W
ec

km
an

n 
M

17
38

.6
%

 (
17

)
44

re
tr

os
pe

ct
iv

e
N

/A
A

ca
de

m
ic

 m
ed

ic
al

 c
en

te
r

L
aw

lo
r 

P 
et

 a
l.18

68
.3

%
 (

71
)

10
4

pr
os

pe
ct

iv
e

M
D

A
S

Pa
lli

at
iv

e 
ca

re

G
ag

no
n 

P 
et

 a
l.19

32
.8

%
 (

21
)

64
pr

os
pe

ct
iv

e
C

A
M

H
os

pi
ce

C
A

M
, C

on
fu

si
on

 A
ss

es
sm

en
t M

et
ho

d;
 D

R
S,

 D
el

ir
iu

m
 R

at
in

g 
Sc

al
e;

 M
D

A
S,

 M
em

or
ia

l D
el

ir
iu

m
 A

ss
es

sm
en

t S
ca

le
; N

u-
D

E
SC

, N
ur

si
ng

 D
el

ir
iu

m
 S

cr
ee

ni
ng

 S
ca

le
; N

/A
, N

ot
 A

va
ila

bl
e;

 C
R

S,
 C

on
fu

si
on

R
at

in
g 

Sc
al

e

Cancer Treat Rev. Author manuscript; available in PMC 2014 February 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Kang et al. Page 17

Table 2

Clinical manifestations and frequency in delirium31,32,38, 39

Frequency (%)

Temporal factor

  Developed abruptly over hours or days

  Fluctuation of severity with characteristic lucid intervals

Essential symptoms*

 Disturbance of consciousness (from hyperalertness to coma) 65–100

 Impaired attention 97–100

 Change in cognition

  Disorientation in time or place 76–96

  Difficulty in recalling recent memory 88–96

  Language problems in reading, writing, or speaking 57–67

  Disorganized thinking such as incoherent speech 54–79

  Perceptual abnormalities such as visual or auditory hallucinations 46–63

  Delusion 21–31

Other symptoms

 Altered sleep-wake cycle 75–97

 Psychomotor symptoms including agitation or lethargy 62–75

*
Symptoms were classified by DSM-IV criteria
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Table 4

Randomized trials about pharmacologic treatment for delirium

Author Population Size Intervention Results

Edward et al. 94 Delirious patients after
hip fracture 16 Donepezil vs placebo

No differences regarding presence (odd ratio = 0.9)
and severity (effect size = −0.2 on 30-point
MDAS) over time.

Tagarakis et al. 95 Delirious patients after
cardiac surgery 80 Ondasetron vs haloperidol Effective with no differences between ondasetron

(61%) and haloperidol (58%)

Tahir et al.96 General patients with
diagnosed delirium 42 Quetiapine vs placebo Quetiapine improved 83% (p = .026) faster than

placebo by DRS-R-98 severity

van Eijk et al. 97
Delirious patients
diagnosed in intensive
care unit

104 Haloperidol rivastigmine Rivastigmine increased mortality (22% vs 5%, p =
0.07) with no decrease duration of delirium

Devlin et al.98 Delirious patients
diagnosed in 36 Quetiapine vs placebo Quetiapine added to as-needed haloperidol results

in faster resolution (1 vs 4.5 days, p = 0.001)

Kim et al.84 Delirious patients with
mostly malignancy 32 Risperidone vs olanzapine Equally effective (65% vs 73%) with no

differences(p = 0.71)

Overshott et al. 99 Various patients with
diagnosed delirium 15 Rivastigmine vs placebo No difference in duration of delirium between two

group(6.3 vs 9.9 days, p = 0.5)

Hu et al.100 Various patients with
diagnosed delirium 175 Haloperidol vs olanzapine vs

placebo

Effective rates of olanzapine, haloperidol and
placebo were 82%, 88%, and 31% (p < 0.01 vs
placebo), respectively

Breitbart et al. 101 Hospitalized AIDS
patients with delirium 30 Haloperidol vs chlorpromazine

vs lorazepam

DRS scores improved significantly in haloperidol
and chlorpromazine (p < 0.001) but not in
lorazepam

Grover et al.102 Various patients with
delirium 64 Haloperidol vs olanzapine vs

risperidone
Significant (p < 0.001) reduction in severity scores
but no differences between agents

Han et al.103 Various patients with
delirium 28 Haloperidol vs risperidone No significant difference in the mean MDAS

scores between the two groups (p = 0.51)

DRS, Delirium Rating Scale; DRS R-98, Delirium Rating Scale Revised; MDAS, Memorial Delirium Assessment Scale
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