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__  <<< Se cuestiona que sea un estado transitorio

0% de los pacientes ancianos que experimentan delirium

en UCI lo mantienen en el periodo post UCI.

_ <<<En muchos casos persiste como wuna secuela duradera,

_____especialmente en personas de edad avanzada.

considerarse, pues, uno de los factores de la disminucidn en
___ la independencia funcional y calidad de vida de pacientes que

____ sobreviven auna enfermedad critica.
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DIAGNOSTICO DIFERENCIAL

Caracteristicas
Inicio
Curso

Delirium
Stbito
Fluctuante

Demencia
Insidioso
Estable

Conciencia
Atencion

Disminuida
(slobalmente alterada

: Globalmente alterada

Normal
NUITTIHL S-HI\'L} CAS0s grﬂw:s
Deteriorada globalmente

| Cognicion
Alucinaciones
Actividad psicomotora

Comunes, generalmente visuales

" Variable, incrementada, reducida
o cambiante de forma imprede-
cible

A menudo ausentes
A menudo normal

- | Pensamiento
Movimientos involuntarios

Desorganizado
Asterixis o temblor

Empobrecido
A menudo ausente
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HALOPERIDOL ( Mas controversia en su uso )

No estudios con evidencia sobre su uso en UCO
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Hepatico. Metabolito activo.

Metabolismo
- Semivida eliminacién 10-36 h

osis habitual* .. 2,5-6 mg/ 6h iv.
Ia de administracion Ajustes en enfermedad hepatica y en
pacientes ancianos




Metabolismo Metabolismo hepatico, no metabolitos
Semivida eliminacion activos.

Semivida eliminacion.: 20-50 h

Bpst habityal* 2,5-5 mg vo/ dia. Maxima.: 15mg/d
e administracion




Metabolismo Metabolismo hepatico.
Ajuste dosis alteracion hepatica/renal

025-05 §/ 12h vo en _delirio leve.

gsis habityal*
Bm 53 a mm,stmcw drécg%néen:‘gn o segun gravedad hasta maximo




Metabolismo Metabolismo hepatico.
No requiere ajuste de dosis por fx renal

gsis habityal* 23mg/ 12h vo hasta dosis maxima de 800mg

1a de administracion diarios, incrementando 25mg/dia.j




* Delirlum assessment should be routinely performed in all ICU patients (1B).

* The CAM-ICU and ICDSC delirium monitoring tools are the most valid and reliable scales to assess delirium in
ICU patients (A).

* Mobilize ICU patients early when feasible to reduce the incidence and duration of delirium, and to improve
functional outcomes (1B).

* Promote sleep in ICU patients by controlling light and noise, clustering patient care activities, and decreasing
stimuli at night (1C).

* Avoid using rivastigmine to reduce the duration of delirium in ICU patients (1B).

* Suggest avoiding the use of antipsychotics in patients who are at risk for torsades de pointes (28).

» Suggest not using benzodiazepines in ICU patients with delirium unrelated to ETOH/benzodiazepine
withdrawal (2B).

. Delirium is associated with increased mortality (A), prolonged ICU and hospital LOS (A), and post-ICU cognitive
impairment (B).

. Delirium risk factors include: pre-existing dementia, HTN, history of alcoholism, and a high severity of illness at
baseline (B); coma (B); and benzodiazepine use (B). Mechanically ventilated ICU patients at risk for delirium have a
lower delirium prevalence when treated with dexmedetomidine rather than with benzodiazepines (B).

. Routinely monitor ICU patients for delirium (1B). The CAM-ICU and ICDSC are the most valid and reliable
instruments for this purpose (A).

. Pursue early mobilization to reduce the incidence and duration of delirium (1B).

. Suggest not using either haloperidol or atypical antipsychotics prophylactically to prevent delirium (2C).

. Promote sieep in adult ICU patients by optimizing patients’ environments, using strategies to control light
and noise, to cluster patient care activities, and to decrease stimuli at night in order to protect patients’ sleep
cycles (1C).

. Do not use rivastigmine to reduce the duration of delirium in ICU patients (1C).

. Suggest withholding antipsychotics in patients with baseline QT prolongation, a history of Torsades de Pointes, or
in those receiving concomitant medications known to prolong the QT interval (2C).

. When sedation is required in delirious ICU patients, suggest using dexmedetomidine rather than benzodiazepine
infusions for sedation in these patients, unless delirium is related to either alcohol or benzodiazepine withdrawal (2B).

DELIRIUM




DELIRIUM

Assess delinum Q shift & pm
Preferred delirium assessment tools:
= CAM-ICU (+ or -)

= ICDSC (O to 8)

Delinum present if:
= CAM-ICU is positive
= ICOSC = 4

DELIRIUM

« Mobilize and exercise patients earty

e Promote sleep (control light, noise: cluster
patient care activities; decrease nocturnal
stimuli)

= Restart baseline psychiatric meds, if
indicated

e % of time delirium is present in ICU
patients (CAM-ICU is positive or ICDSC
= 4)

* % of time benzodiazepines are
administered to patients with
documented delinum (not due to ETOH
or benzodiazepine withdrawal)




FACTORES DE RIESGO MONITORIZACION DELIRIUM
= ]

MAS DE 24 HORAS EN UCI

INTENSIFICAR MEDIDAS NO FARMACOLOGICAS
(= MEDIDAS DE F_’REVENCIC')N ) :

MEDIDAS FARMACOLOGICAS (1° ESCALON ) |

HALOPERIDOL f
VS

ANTIPSICOTICOS ATIPICOS

pd

MEDIDAS FARMACOL 2 LON)
INFUSION DEQEXMEDETOMIDINA
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