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Objectives

• Define delirium 
• Describe available screening tools for pediatric delirium 
• Identify prevalence and risk factors for development of pediatric 

delirium 
• Identify management strategies for pediatric delirium 



Delirium

• DSM V—Neurocognitive Disorder 
• Acute brain dysfunction associated with underlying illness 
• Change from baseline 
• Disturbance in awareness with altered behavior or cognition
• Develops over a short period of time (usually hours to days), fluctuates in 

severity 

• Subtypes 
• Hypoactive 
• Hyperactive 
• Mixed* 



Delirium—Why should we care?

• In adults, delirium has been 
associated with increased mortality, 
increased hospital LOS, postdischarge
morbidity, neurocognitive decline, 
decreased health-related QOL
• In children, delirium associated with:
• Increased PICU and hospital LOS
• Increased mortality 
• Decreased quality of life after discharge



Case
• 16yo F admitted s/p elective cholecystectomy, complicated by abdominal 

aortic laceration and subsequent arterial thrombi, lower extremity 
compartment syndrome and left leg fasciotomy
• Intubated and sedated with hydromorphone and dexmedetomidine 

infusions for 5 days
• Extubated on POD 6, methadone/clonidine initiated prior to extubation, 

sedative infusions weaned. The patient remains sedate with minimal 
interaction for the next ~36 hours.
• On POD 8, the patient screams at her mother and the nurse “You’re going 

to kill me! They’re going to kill me!” which started after her IV pump began 
beeping. She is waving her arms in the air like she is trying to hit someone. 



Available Screening Tools for PD:
Cornell Assessment of Pediatric Delirium (CAPD)
• Sensitivity 94%, Specificity 79%
• Based on RN observation
• Adapted from Pediatric Anesthesia Emergence Delirium scale
• Rooted in developmental milestones 
• Validated in children with developmental delay 



Cornell Assessment of Pediatric Delirium 

• Positive screen >9 





Available Screening Tools for PD:
Pediatric Confusion Assessment Method (p-
CAM) and Preschool Confusion Assessment 
Method (ps-CAM)

• Sensitivity 83%, Specificity 99%
• Requires patient interaction
• Not validated in children with developmental delay



p-CAM ICU



• Overall delirium prevalence 25%
• 53% in mechanically ventilated



• Pre-existing factors associated with delirium
• Age <2y, developmental delay, preexisting medical condition, illness 

severity 
• PICU factors associated with delirium
• Mechanical ventilation, coma, receipt of: benzodiazepines, opioids, 

steroids, anticholinergics, vasoactives
• Benzos, opiates increase odds of delirium in dose dependent fashion



Conditions that may contribute to Delirium 

• Physiologic 
• Deoxygenation
• Infection/sepsis
• Electrolyte imbalance
• Pain
• Seizures 
• Dehydration/lack of 

nutrition 

• Iatrogenic
• “Hardware”
• Foley
• ETT
• Lines

• Day/night disruption



Case: Mixed Delirium

• No clear etiology for delirium 
• Strict day/night schedule implemented with clustering of care 
• Room decorated for orientation 
• Melatonin started for sleep, Seroquel initiated several days later
• Gradual resolution of delirium over the course of the next 4-5 days 

(with weans of sedative meds, increased mobility)



Management
Strategies 

Pharmacologic Non-pharmacologic



Pharmacologic Interventions for Pediatric Delirium

• Minimize use of opiates, benzodiazepines, anticholinergics
• Reassess pain, sedation goals
• Consider dexmedetomidine in place of benzos, opiates 

• Minimize polypharmacy 
• Assess and treat for withdrawal
• Consider use of melatonin for sleep
• Consider antipsychotics for severe agitation 
• Quetiapine, Risperidone, Haloperidol 



Management
Strategies 

Pharmacologic Non-pharmacologic



NON-Pharmacologic Interventions for Pediatric
Delirium

• Optimize orientation
• Parents/photos/comfort items at bedside
• Introduce self/explain interventions as age appropriate

• Utilize Child Life staff expertise! 
• Use patient name, provide frequent (re)orientation

• Promote day/night routines
• Promote early mobility
• Engage OT, PT

• Frequently reassess need for lines, tubes
• Avoid restraints





Light and Sound in the CHoR PICU

• Light and sound 
measurements for duration 
of admission 
• Unit summary: loud and dark

• No association between 
light and sound variables 
and development of 
delirium



Pediatric Delirium:
Where are we headed?
• Multicenter studies/RCTs 
• Environmental modifications 
• Pharmacologic interventions
• Early Mobility 

• NTDB metric



Questions?


