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Overview  of Delirium & the 
Older Adult 

1 

Education for Health Care Professionals 

Part 2: Causes of & Screening for Delirium 
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Delirium may be attributed to one or more causes, such as a 

medical condition and medication toxicity.  

● a medical condition or metabolic imbalances, such as low 

sodium or low calcium 

● surgery or other medical procedures that include anesthesia 

● severe, chronic or terminal illness 

● fever and acute infection, particularly in children 

● exposure to a toxin 

● malnutrition or dehydration 

● sleep deprivation or severe emotional distress 

● pain 

Sometimes no cause can be identified.  

 

Causes of Delirium >> 
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Several medications, drugs, medication toxicity or combinations 

of drugs can trigger delirium: 

● analgesia 

● sedatives 

● medications for mood disorders, such as anxiety and 

depression 

● allergy medications (antihistamines) 

● Parkinson's disease drugs 

● drugs for treating spasms or convulsions 

● asthma medications 

● alcohol or drug abuse or withdrawal 

 

Causes of Delirium  
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● Delirium Observation Screening (DOS) 

Scale: an early recognition too 

l 

● Confusion Assessment Method (CAM) 

 

● Confusion Assessment Method for ICU 
(CAM-ICU) 

 

● Intensive Care Delirium Screening 

Checklist (ICDSC) 

 

● I WATCH DEATH (I WATCH DEATH)  

 

 

Common Screening & Assessment Tools 
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The Delirium Observation Screening Scale, originally a 25-item 

measure, was developed to facilitate early recognition of delirium 

based upon Diagnostic and Statistical Manual (DSM)-IV criteria 

and subsequently shortened to a 13-item tool and is copyrighted. 

● The DOS consists of 13 items capturing early symptoms of 

delirium that can be observed over the course of care.  

● Each item is rated as present or absent is and given a score 

of 0 or 1.  

● A total score of 3 or more points is considered positive for 

delirium. 

● Administration of the DOS Scale takes less than 5 minutes. 

● While originally developed as a screening tool for delirium, 

the DOS Scale has also been shown to be able to measure 

the severity of delirium. 

The Delirium Observation Screening Scale 
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The Confusion Assessment Method (CAM) is copyrighted and 
was originally developed in 1988-1990 to improve the 
identification and recognition of delirium.  

● The CAM is consistent with the DSM-IV criteria for delirium. 

● Target population and setting: 
 confused older people in hospital 

 inpatient acute units 

 emergency departments 

●  The most basic form of the CAM comprises four items, each 
reflecting a cardinal feature of delirium: 

1. Acute onset 

2. Inattention 

3. Disorganized thinking 

4. Altered level of consciousness 

● A positive finding for delirium requires the presence of items 1 
and 2, and either 3 or 4. 

The Confusion Assessment Method 
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The CAM-ICU is an adaptation of the Confusion Assessment 
Method to be used for critically ill people who are often nonverbal or 
unable to talk due to mechanical ventilation. For example, non-
comatose people in the ICU.  

NOTE that the ICU-CAM was designed for bedside clinicians to 
accurately identify delirium in the intensive care unit and  has not 
been validated in settings outside of the ICU. 

 

● The CAM-ICU is based on 4 features: 

1. Acute change or fluctuating course of mental status 

2. Inattention 

3. Altered level of consciousness 

4. Disorganized thinking 

● A positive finding for delirium requires the presence of items 1 
and 2, and either 3 or 4 

Confusion Assessment Method for the 

Intensive Care Unit (CAM-ICU) 
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● The ICDSC was designed in 2001 to screen people for delirium even 
when communication is compromised and is a standalone tool for the 
screening of delirium.  

● Unlike the CAM-ICU studies, the development included people with 
dementia, neurological injuries, and a history of psychiatric disorders.  

● The ICDSC is a screening checklist of 8 items based on DSM-IV criteria: 

 altered level of consciousness 

 inattention 

 disorientation 

 hallucination-delusion-psychosis 

 psychomotor agitation or retardation 

 inappropriate speech or mood 

 sleep/wake cycle disturbance 

 symptom fluctuation 

 

● Rating the items is based on observations of the patient over an 8-hour 
shift or a 24 hour period. Items are scored from 0 to 1, with a score of 4 
or greater representing a positive screen for delirium. 

The Intensive Care Delirium Screening 

Checklist (ICDSC) 
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Possible Causes: I WATCH DEATH 

(Family Medicine Reference, 2014) 

I Infection: Encephalitis, meningitis, urinary tract, pneumonia, mouth or feet 

infections 

W Withdrawal: Benzodiazepines, alcohol or barbiturates  

A Acute metabolic: Fluids/electrolytes imbalance, liver or kidney failure 

T Trauma: Pain, head injury, post-operative 

C CNS pathology: Cognitive impairment, stroke, hemorrhage, tumour, seizure 

disorder, Parkinson’s 

H Hypoxia: deficiency in the amount of O2 getting to tissue, anemia, cardiac failure, 

pulmonary embolism 

D Deficiencies: Thiamin, B12, folic acid 

E Endocrine: Endocrinopathies (thyroid, glucose, parathyroid, adrenal) 

A Acute Vascular: Heart attack, shock, vasculitis, pulmonary embolism, 

hypertension encephalopathy  

T Toxin / drugs: Alcohol, anesthetics, anticholinergics, narcotics 

H Heavy Metal: Arsenic, lead, mercury 
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High Risk Medications Contributing to 

Delirium 

(CCSMH, 2014) 

Prescription, over the counter and complementary / alternative 

medications can all contribute to delirium. 

The most common prescribed medications associated with 

delirium are: 

• antidepressants  

• sedative hypnotics (benzodiazepines: oxazepam), analgesics 

(narcotics), and medications with an anticholinergic effect (gravol)   

• other medications in toxic doses due to decreased renal clearance 

• beta-blockers such as propanolol 

• diuretics (can induce delirium through dehydration and electrolyte 

disturbances) 

• steroids in high doses 
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