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Cerebrospinal fluid quinolinic acid is strongly associated
with delirium and mortality in hip-fracture patients

Leiv Otto Watne,'?? Christian Thomas Pollmann,* Bjern Erik Neerland,’ Else Quist-Paulsen,® Nathalie Bodd Halaas,’
Ane-Victoria Idland,'® Bjernar Hassel,” Kristi Henjum,® Anne-Brita Knapskog,® Frede Frihagen,*™ Johan Raeder,®"
Aasmund Gode,™ Per Magne Ueland,” Adrian McCann,” Wender Figved,®* Geir Selbak,®** Henrik Zetterberg,™®71120
Evandro F. Fang,”? Marius Myrstad,” and Lasse M. Giil***

Delirium, neurofilament light chain, and progressive
cognitive impairment: analysis of a prospective Norwegian
population-based cohort

Maria Krogseth, Daniel Davis, Thomas Andrew Jackson, Henrik Zetterberg, Leiv Otto Watne, Morten Lindberg, Petronella Chitalu, Alex Tsui,

Geir Selbaek, Torgeir Bruun Wyller

Demens med Lewylegemer
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Alpha 2 adrenergic receptor agonists for the prevention of delirium dlagnoses pcutelinessceverity dlaghoses
and cognitive decline after open heart surgery: randomised controlled tria Figure 1. In our project, we will take advantage of the

fact that participants in HUNT4 70+ were cognitively
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X 4 again in 2021-23. We will use data from hospitalisations
M u S I k kte ra p I in the period between these examinations to study how
delirium affects cognitive function and dementia over
time.
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4 Klinikk for indmmedisin

5 Vitenskap,
Kilinisk oversikt
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Mistenkt delirium etter vurdering basert pa screening (4AT), kliniske funn og anamnese

|

Diagnostisering og behandling av underliggende arsak{er)
Vanlige arsaker (ofte multifaktorielle): infeksjon, metabolske forstyrrelser, urinretensjon,
smarter, ohstipasjon, endringer i medikamenter eller intoksikasjon, hjerneslag, koronar

!

lkke-medikamentelle tiltak utgjer alltid basis i handteringen av pasienten
Ved manglende bedring eller vedvarende delirium ma underliggende arsaker revurderes

hendelse, lungeemboli m.m.

Medikamentell behandling
Deter ikke evidens for at medikamentell behandling forkorter varighet, reduserer
alvorlighetsgrad eller bedrer prognosen. Dette kan likevel vurderas ved uttalt agitasjon (stor

motorisk uro), dersom pasienten er til fare for seg selv eller andre eller dersom atferden
hindrer nedvendig medisinsk behandling

All medikamentell behandling av delirium erutenfor godkjent indikasjon. Vi anbefaler at
behandlingen varer kortest mulig, effekten evalueres fortlepende og at det foreligger en

plan for seponering ved utskrivning fra sykehus

®
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Delirium er sveert vanlig > Alder
» P Kognitiv svikt

» 1 Alvorlig akutt sykdom

1av>h

Demens -> 50% far
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akuttinnleggelse

o o @ OSLO UNIVERSITETSSYKEHUS ‘ g‘\
o



60% T s3on
50%

40%
28.5%

B.7% 2 0

16.5%

30%
Delirium er svaert vanlig |
10% § 2.0% : —
A B u B B

M Alder 0%
GER MED  ONC\RT GENSURG NEUROSURG  ORTH
P Kognitiv svikt =131 0=l =83 n=18 n=21
g

™ Alvorlig akutt sykdom

Cork University Hospital, 407 senger
15 May 2010
19,6 % med delirium
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Akuttpsykiatri
Ortopedi
Legevakt
Nevrologi
Medisinsk klinikk
Pasientsikkerhet
Anestesi
Palliasjon
@re-nese-hals
Radiumhospitalet
Akuttmottak
Sykehjem
Gastrokirurgi
Thoraxkirurgi
Slagenhet
Hematologi RH
Arendalsuka
Sykehusledere
Politikere

HOD
Helsetilsynet

Ryan DJ, BMJ Open. 2013
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Predlapnnnerende faktorer/ Utlgsende hendelser
sarbarhet

Sterkt skadelig
akutt pavirkning

Hgy sarbarhet

Alvorlig demens Stort kirurgisk inngrep

Alvorlig kronisk sykdom Opphold i intensivavdeling

Alvorlig kombinert sansesvikt Bruk av flere psykofarmaka

Sevnmangel

En dose sovemedisin

Frisk, rnbust}dq{persnn

Lite skadelig

Lav sarbarhet akutt pavirkning
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Delirium er en vond Legen Rune Larsen (60
(@) p p I eve I se skulle kokes da han ble

innlagt pA Haukeland.

Da jeg kommer ut av heisen.

. skienner jeg plutselig at jeg blir tvunget i en felle.

e Pasienten
e Familien

* Helsepersonell

alt for godt
al skje.
Han ska
ved koking.
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Delirium er...

En akutt forstyrrelse av bevissthet og
oppmerksomhet

Pavirkning av kognisjon
Ofte svingende (fluktuerende)

Forarsaket av somatisk sykdom eller skade,
forgiftning, abstinens, medikamenter

&
e o @ OSLO UNIVERSITETSSYKEHUS ‘ O

(etikett)
Pasientens navn:

Fedselsdato:

Pasientnummer:

Screening for delirium
og Dato: Tidspunkt:

kognitiv svikt

Testen er utfert av:

[1] ARVAKENHET (forholder seqg normalt til omgivelsene)

Pasienten virker tydelig desig (dvs. vanskelig & vekke og/ eller er apenbart savnig ved undersekelsen) eller motorisk
uroligthyperaktiv. Observer pasienten. Hvis pasienten sover, forsek & vekke pasienten med vanlig stemme eller ved varsom
berering pa skulderen. Be pasienten oppgi navn og adresse til hjelp med vurderingen.

Normal (helt arvaken, ikke urolig ved undersekelse) 0
Lett sevnig < 10 sekunder etter oppvakning, deretter normal 0
Tydelig unormal(t) 4

[2] AMT4 (Forkortet mental vurdering)

Alder, fedselsdato, sted (navnet pa sykehuset eller bygning), arstall
Ingen feil 0
1 feil 1
2 feil eller flere/ikke testbar 2

[3]1 OPPMERKSOMHET

Sper pasienten: "Kan du i baklengs rekkefelge nevne for meg arets maneder, begynn med desember»

A hjelpe pasienten med et innledende sparsmal «hva er maneden fer desember?» er tillatt

Rekkefalgen av arets maneder baklengs Oppagir 7 maneder eller flere korrekt 0
Begynner, men klarer <7 maneder/ avslar a begynne 1
|kke testbar (er uvel, desig, uoppmerksom) 2

[4] AKUTT ENDRING ELLER FLUKTUASJON I TILSTAND

Holdepunkter for betydelige endringer eller fluktuasjoner knyttet til: arvakenhet, kognisjon,

annen mental funksjon

(F.eks. paranoide symptomer, hallusinasjoner) oppstatt i lepet av de siste to uker og fremdeles tilstede de siste 24 timg
Nei

Ja

24: mulig delirium og eller kognitiv svikt
1-3: mulig kognitiv svikt
0: delirium eller alvorlig kognitiv svikt usannsynlig (men

4AT SKAR

fremdeles mulig delirium hvis informasjon under punkt [4]
er ufullstendig)

Diagnostic and Statistical Manual of Mental Disorders, 5t edition (DSM-5)
4AT — www.norskgeriatri.no




Delirium - motoriske subtyper

* Hyperaktiv - «agitert»
» @kt og ukontrollert motorisk aktivitet
* Rastlgs, vandrende

* Hypoaktiv — «stille»
* Reduserte og langsomme motoriske funksjoner
* Nedsatt reaksjonsevne
* Mindre og tregere tale

* Blandet

‘%;E
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100%

75%

Delirium kompliserer alt e

e Mortalitet

* Forlenget opphold Time (days)

Number at risk
4ATO 11216 10450 10052 9770 9541 9350 9186 9028

H 4AT 1-3 3359 2955 2746 2612 2489 2384 2288 2201
* Funk t
u n SJ O n S a p 4AT 24 3093 2266 2037 1877 1779 1685 1609 1547

 @kte kostnader

3-5x mortality 30 d

e Kognitiv forverring

@ : e OSLO UNIVERSITETSSYKEHUS ‘ G Anand, Age Ageing 2022



Delirium, neurofilament light chain, and progressive

Kognitiv forverring coie i s of  profaciwe oo

population-based cohort

Maria Krogseth, Daniel Davis, Thomas Andrew Jackson, Henrik Zetterberg, Leiv Otto Watne, Morten Lindberg, Petronella Chitalu, Alex Tsui,
Geir Selbaek, Torgeir Bruun Wyller
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Hva skjer i hjernen
ved delirium?

 Biomarkegrer
Blod, spinalvaeske (CSF)

EEG

 Bildeundersgkelser

* Dyrestudier
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Microglia

Primed by prior degenerative pathology
Secrete IL-1pB, TNF, NO and ROS @@ %) 3%
Neuronal dysfunction and injury ((;_\5

Drugs

* GABAergic sedatives
* Anticholinergic drugs
* Antihistamine drugs

|

( Neurotransmitter disturbance J

t

66— LDT(ACh)
G- PPT (ACh)

(ACh, - (His)
GABA)

i i
i B TMN !
; e (C(NA) |

Raphe

¢ Reticular ascending arousal system (RAS) ‘ (5-HT)
* Thalamocortical activation (ACh) [ f========-==-mmmmmmmmm oo oo
= Cortical integration (NA, other monoamines)

Systemic triggers

= Acute systemic inflammation
[J Vulnerabilities ¢ Hypoxaemia W 0,)
[ Acute cellular changes * Blood flow (shock, impaired perfusion)
[J Functional consequence * Metabolic derangement (Na*, hypoglycaemia)

Astrocytes

Primed by prior degenerative pathology

* Secrete chemokines
* Switched phenotype

* T Immune cell infiltration
* | Metabolic support

Vasculature dysfunction

Endothelial and BBB dysfunction

* Further endothelial and BBB injury
* Impaired neurovascular coupling
* Microvascular dysfunction

Metabolic insufficiency

Neuronal networks

Neurodegenerative pathology
* Synaptic changes
= Impaired neurovascular coupling

Reduced integration of
brain networks

¥

Fig. 4 | Major mechanisms in delirium pathophysiology. Major mediators can directly affect neuronal function but also act directly on

perturbations leading to delirium during acute illness include robust acute

Wilson et al, Nature Reviews Disease Primers 2020

astrocytes. Astrocytes can also be primed during chronic brain pathology,
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Mobilisering

Kognitiv svekkelse/forvirring

Klokke og kalender

Reorientering og tydelig kommunikasjon
Hgreapparater og briller

Darlig mat- og vaeskeinntak
Oppmuntre a spise og drikke

Smerte

Se etter tegn pa smerte, spesielt ved
demens

Tilstrekkelig smertelindring

Medisiner
Medikamentgjennomgang
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Omgivelser
Holde omgivelsene kjent
Unnga a flytte personen ungdvendig

Omsorgspersoner
Velkjent personale
Fastvakt? Familie?

Ubehagelig utstyr
Unnga urinkateter og iv-kanyler hvis mulig

Forstyrret sgvn
Unnga a forstyrre sgvn. God sgvnhygiene

Forstoppelse og urinretensjon
Forhindre/behandle forstoppelse
OBS Urinretensjon!

NICE guidelines

American Geriatrics Society Expert Panel on Postoperative Delirium in Older, Adults, 2015

Fagprosedyre, Helsebiblioteket.no
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Grunnleggende behandling av delirium

» Pavise og behandle utlgsende arsaker  Optimalisere komorbide tilstander og
« Arsakene ligger som oftest utenfor fysiologi
hjernen
e Ofte mer enn én etiologisk faktor

e Handtere atferdsforstyrrelser og

tilstede “distress”

* Forebygge komplikasjoner
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Skal vi bruke medisiner?

* Antipsykotika gj@r ikke at deliret gar fortere over

haloperidol |
quetiapine
olanzapine
* Benzodiazepiner bgr som hovedregel unngas -
_melatonin |
clometiazol |
diazepam
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Randomised trials for

of delirium

Study Drug N Population

Breitbart (1996) haloperidol vs. chlorpromazine vs lorazepam 30 AIDS

Han (2004) haloperidol vs. risperidone 28 Mixed medical/surgical v Low N
Skrobik (2004) haloperidol vs. olanzapine 73 Medical/ surgical ICU v’ Placebo?
Lee (2005) amisulpride vs. quetiapine 40 Mixed medical/surgical . .
Hu (2006) olanzapine vs. haloperidol vs. control 175 “senile delirium” v Surglcal > Medical
Raede (2009) haloperidol vs dexmedetomedine 20 Medical/surgical ICU v 70'75y
Devlin et al. (2010) guetiapine vs. placebo 36 Medical/surgical ICU v Dementia?
Tahir et al. (2010) guetiapine vs. placebo 42 Mixed medical/surgical v Frailty?
Girard et al. (2010) haloperidol vs. ziprasidone vs. placebo 103 Medical/surgical ICU

Kim et al. (2010) risperidone vs. olanzapine 32 Mixed med/surgical/cancer

van Eijk et al. (2010) rivastigmine vs. placebo 109 Medical/surgical CU

Overshott et al. (2010) rivastigmine vs. placebo T Medical wards

Grover et al. (2011) haloperidol vs. olanzapine vs. risperidone 74 Mixed medical/surgical

Maneeton (2013) guetiapine vs haloperidol 52 Mixed medical/surgical

Page (2013) haloperidol vs placebo W Medical/surgical ICU

Reade (2016) Dexmedetomedine vs placebo 74 Medical/surgical ICU

Hui (2017) Lorazepam + haloperidol vs haloperidol + placebo 93 Palliative care

Agar (2017) Risperdone vs Haloperidole vs Placebo 247 Palliative care

Girard (2018) Haloperidol vs ziprasidone vs placebo 566 ICU

Neerland/Hov (2019) Clonidine vs. placebo 20 Mixed medical > 65y

Andersen-Ranberg (2022) Haloperidol vs placebo 1000 ICU

Smit (2023) Haloperidol vs placebo 132 Mixed medical/surgical ICU
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“ ORIGINAL ARTICLE ”

Haloperidol for the Treatment of Delirium
in ICU Patients

N.C Andersen-Ranberg: L.M. Poulsen, A. Perner, |. Wetterslev, S. Estrup,

). Hastbacka, M. Morgan, G. Citerio, J. Caballero, T. Lange, M.-B.N. Kjaer,
B.H. Ebdrup, |. Engstrem, M.H. Olsen, M. Oxenbeall Collet, C.B. Mortensen,
5.-0. Weber, AS. Andreasen, M.H. Bestle, B. Uslu, H. Scharling Pedersen,

L. Gramstrup Nielsen, H.C. Toft Boesen, J.V. Jensen, L. Nebrich, K. La Cour,
J. Laigaard, C. Haurum, M.W. Olesen, C. Overgaard-5Steensen, B. Westergaard,
B.A. Brand, G. Kingo Vesterlund, P. Thornberg Kyhnauv, V.S. Mikkelsen,

S. Hyttel-Sorensen, |. de Haas, S.R. Aagaard, L.O. Nielsen, A.S. Eriksen,

» N =1000 med delirium (45 % hyperaktive)

» Haloperidol 2.5 mg x 3 iv, max 20mg/d

» Primeert endepunkt: Dager i live og utenfor

sykehus/90 dager

» ikke signifikant forskjell

B.S. Rasmussen, H. Brix, T. Hildebrandt, M. Schenemann-Lund, H. Fjeldsoe-Nielsen, Table 2. Use of Haloperidol or Placebo, Rescue Medication, Open-Label Antipsychotic Agents, or Restraint in the ICU
A-M. Kuivalainen, and O. Mathiesen, for the AID-ICU Trial Group* after Randomization.
ABSTRACT Haloperidol Placebo
Variable (N=501) (N=486)
BACKGROUND L o V" Median duration of trial intervention (IQR) — days 3.6 (1.8-6.8) 3.3 (1.8-6.2)
Haloperidol is frequently used to treat delirium in patients in the intensive care The authors’ full names, academic de-
unit (ICU), but evidence of its effect is limited. grees Eﬂgaffl‘asims e "Szedi" '*'EA‘E" Median no. of daily doses received (IQR) T 3.4 (2.8-4.5) 3.6 (3.0-5.1)
pendix. Dr. Andersen-Ranberg can be
METHODS cuntacrt‘edDat ncan@;szﬂsia:“i_m‘i-dk Median total no. of doses received (IQR) 13.0 (7.0-26.0) 13.0 (7.0-26.0)
. . . . or at the Department esthesiology
In this multicenter, blinded, placebo-controlled trial, we randomly assigned adult and intensive Care, Zealand University Median daily dose (IQR) — mg/day* 8.3 (6.8-11.4) 9.0 (7.4-12.5)
patients with delirium who had been admitted to the ICU for an acute condition Hospital, Kege, DK-4600 Kage, Denmark
to receive intravenous haloperidol (2.5 mg 3 times daily plus 2.5 mg as needed up A full list of the investigators in the Median cumulative dose (IQR) — mg 32.5 (17.5-62.5) 32.5 (17.5-62.5)
to a total maximum daily dose of 20 mg) or placebo. Haloperidol or placebo was ~ AID-ICU trial group is provided in the :
administered in the ICU f)ir:lr as long as degl}iriunl: continued :lrl:r] as needsd for recur-  Supplementary Appendix, available at Received one or more as-needed doses —no. (%) 364072.7) 338 (73.7)
MNEJM.. . . .
rences. The primary outcome was the number of days alive and out of the hospital e NMedian total no. of as-needed doses received (IQR) 5.0(2.0-10.0) 5.0 (3.0-12.0)
P This article was published on October 26,
at 90 days after randomization. 2022, at NE]M.u:g. Use of rescue medication
RESULTS DOI: 10.1056/NE]MoaZ211868 Propofolt
A total of 1000 patients underwent randomization; 510 were assigned to the halo- Cepmert © 2022 Massachussttc Medical Society. .
peridol group and 490 to the placebo group. Among these patients, 987 (98.7%) were No. of patients (%) 88 (17.6) 73 (15.0)
included in the final analyses (501 in the haloperido! group and 486 in the placebo Median duration of use (IQR) — days 2.0 (1.0-4.3) 3.0 (1.0-4.0)
group). Primary outcome data were available for 963 patients (97.6%). At 90 days, .
the mean number of days alive and out of the hospital was 35.8 (95% confidence a,-agonisty
interval [CI], 32.9 to 38.6) in the haloperidel group and 32.9 (95% CI, 29.9 to 35.8) No. of patients (%) 239 (47.7) 253 (52.1)
in the placebo group, with an adjusted mean difference of 2.9 days (95% CI, 1.2 to ) )
7.0) (P=0.22). Mortality at 90 days was 36.3% in the haloperidol group and 43.3% Median duration of use (IQR) — days 3.0(2.0-5.0) 3.0 (2.0-5.0)
in the placebo group (adjusted absolute difference, ~6.9 percentage points [95% CI, Benzodiazepines+t
~13.0 to —0.6]). Serious adverse reactions occurred in 11 patients in the haloperidol
group and in 9 patients in the placebo group. No. of patients (%) 137 (27.3) 158 (32.5)
COMCLUSIONS Median duration of use (IQR) — days 2.0 (1.0-4.0) 2.0 (1.0-4.0)
Among patients in the ICU with delirium, treatment with haloperidol did not lead Use of open-label antipsychotic agents
to a significantly greater number of days alive and out of the hospiral at 90 days than )
placebo. (Funded by Innovation Fund Denmark and others; AID-ICU ClinicalTrials No. of patients (%) 66 (13.2) 63 (13.0)
.gov number, NCT03392376; EudraCT number, 2017-003829-15.) Median duration of use (IQR) — days 3.7 (1.0-10.3) 3.0 (1.3-8.8)
Use of restraint during delirium — ne. (%) 9(1.8) 10 (2.1)

Py : ® OSLO UNIVERSITETSSYKEHUS ‘ G N. C. Andersen-Ranberg, L. M. Poulsen, A. Perner, J. Wetterslev, S. Estrup, J. Hastbacka, et al.

() N Engl J Med 2022 Vol. 387 Issue 26 Pages 2425-2435



JAMA Internal Medicine | Original Investigation

Efficacy of Oral Risperidone, Haloperidol, or Placebo
for Symptoms of Delirium Among Patients in Palliative Care
A Randomized Clinical Trial

Meera R. Agar, PhD; Peter G. Lawlor, MB; Stephen Quinn, PhD; Brian Draper, MD; Gideon A. Caplan, MBBS;
Debra Rowett, BPharm; Christine Sanderson, MPH; Janet Hardy, MD; Brian Le, MBBS; Simon Eckermann, PhD; " " " " - -
Nicola McCaffrey, PhD; Linda Devilee, MBus; Belinda Fazelkas, BN; Mark Hill, PhD; David C Currow, PhD Figure 2. Second#fy Multivariable Mixed-Model Analysis of Delirium

T

* Palliativ behandling, forventet levetid >1u
75 ar (80% > 65ar)
IQCODE median 4

* Risperidone (82) eller haloperidol (81) vs placebo (84)
0.5mg + 0.5mg x 2, maks 4mg/d
Halvert dose over 65 ar

191 o Placebo

Delirium Symptom Score
()

Risperidone
® Haloperidol
* Mindre symptomer og mindre alvorlig delirium i 0 : ! :
placebogruppen Time, d
- : : : No. at ris|
P=0.02 (risperidon) og 0.009 (haloperidol) 0 T o 6 o s
. ' ' ' - Risperid
Heyere dgdelighet med antipsykotika (HR 1.5, p=0.01) H'asl%%fé”%g‘f 52 8 # 2
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Delirium

~linical Care standard

he goal of the Delirium Clinical Care Standard st
nprove the prevention of delirium in patients at fisk
nd the early diagnosis 9nd treatment of patients

ith delirium, in order t© 2 duce its incidence, severty
nd duration

‘ Early identification
of risk

, patient with any k&Y risk factor for delirium
Jentified on presentation and a validated tool 1S

“ced to screen for OBt (mpairment, or obtain 2
rrent score if they have  own cognitive impairment
3 admission, the risk of delirium is
csessed and discussed \with the patient, to enable an
Stormed decision about the benefits and risks:

|nterventions to
prevent delirium

, patient at risk of delifiuts is offered a set of
terventions to prevent Seirium and is regularty

gmission to hospital i1 Bscussion with the patient
'2d their family or carer

B :
jorn Erik Neerland - bjonee@ous-hf
-hf.no
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Clinical Care

FACT SHEET
for clinicians

3 Patient-centred
information and support

can understand. When delirium occurs. they receive
support to cope With the experience and its effects.

4 Assessing and
diagnosing delirium

A patient with cognitive impairment o presentation t0
hospital, or who has 20 acute change in behavious or
cognitive function durin & hospital stay. is prompYy
assessed using 2 \alidated tool by a clinici2® trained 10
assess delirium. The patient and their family or carer
‘are asked about any ‘ecent changes in the patient’s
behaviour or thinking

A diagnosis of delifum 1 determined and documented
by a clinician working “within their scope of practice.

5 \dentifying and treating
underlying causes
A patient with gelirium s offered a set of interventions

A P reat the causes of delitum, based ona
Comprehensive assessmert hat includes relevant

v .
~n _)lI\r\;_lr\l‘\_uwlwllJ.)luw N Clinical Ca

ON SAFETYAnD QUALITY N HEALTH CARE o Standards

Transition from

6 Preventing complications
hospital care

of care

Before a patient with persistent of resolved delirium

\eaves hospital, a0 individualised comprehensive car¢
plan is developed collaboratively with the patient and
P eir family or carer-The. plan describes the patient’s
st discharge care needs and includes strategies

o help reduce the sk of delirium and related

A patient with deliriur receives care tO prevent
functiona! decline, dehydration, malnutrition falls and

7 Avoiding use of
antipsycho\ic medicines

Antipsychotic medicines are not recommended t© weat
‘elirium. Behavioura! ‘and psychological symptoms

in a patient with delirium are managed using

non-drug strategies

inicians within 48 hours of discharge:

www.safetyan .
2021 dquality.gov.au



http://www.safetyandquality.gov.au/

Narskal vi bruke medisiner ved delirium?

e Til fare for seg selv eller andre

ngdvendig diagnostikk eller
behandling

HPL §7 @yeblikkelig hjelp
PRL Kap 4A

@
® o e OSLO UNIVERSITETSSYKEHUS
°

Hvis pasienten er sveert plaget
Hvis ngdvendig for pasientsikkerhet

Hvis ngdvendig for a gjennomfgre

@

Kortvarig bruk, lav dose antipsykotika

Benzodiazepiner fortrinnsvis kun ved
alkohol- eller benzodiazepin-abstinens eller
stor angstkomponent

Alltid en avveining
Alltid i tillegg til ikke-farmakologiske tiltak




Medikamenter

Haloperidol Midazolam eller oxazepam
0.5 -1 mg po eller im, inntil 2mg/dggn Kan vurderes ved betydelig angst eller abstinens
Til skrgpelige pasienter eller pasienter med demens kan 0.25 - 0.5mg

er dose veere tilstrekkelig fgrste dggn , ,
P g1o ve Heminevrin

300-600 mg vesp
Risperidon

0.25-1mgx2po

Ikke evidens. Kun for sgvn til stabile pasienter

Melatonin
Haloperidol, risperidon og olanzapin bgr ikke brukes ved

parkinsonisme / demens med Lewy-legemer Kan vurderes for sgvn. Lite bivirkninger

Quetiapin
12.5-50 mg x 1-2

Kan vurderes ogsa hos pas med parkinsonisme

.o OSLO UNIVERSITETSSYKEHUS ‘ ( \ eHandbok - Utredning og behandling av delirium (akutt forvirring) (ous-hf.no)
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Alpha 2 adrenergic receptor agonists for the prevention of delirium
and cognitive decline after open heart surgery: randomised controlled tria

§ ALPHA ZPREVENT

70 ar +
Apen hjertekirurgi
N=900 Oslo, Bergen, TrH, Tromsg

1:1:1 Deksmedetomidin : Klonidin : Placebo

Utredning Kirurgi Postoperativt 1 0g 6 mnd
Permai 2025 BREIALICE Studiemedisin Daglige vurderinger Kognitiv testing
- Inklusjon - Under operasjon av delirium Frailty-vurdering
N=625 e : o :
Kognitiv testing - linntil 24 timer po

Frailty-vurdering
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En liten oppfordring til slutt

* Nyhetsbrev og informasjon om delirium:
bjonee@ous-hf.no

Faggruppe for delirium, Norsk forening for geriatri
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Take Home Messages

» Delirium er vanlig

» Delirium kompliserer hele behandlingsforlgpet

» Delirium bgr diagnostiseres — finn fram 4AT, CAM-ICU

» Medikamenter har sveert begrenset plass i behandlingen

» Patofysiologiske mekanismer er fremdeles stort sett ukjent, men man vet langt
mer nd enn for fa ar siden

» Ta gjerne kontakt ©

bjonee@ous-hf.no
Bjgrn Erik Neerland
Geriatrisk avdeling
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