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Since its outset in December 2019, the coronavirus
disease 2019 (COVID-19) has posed a great challenge
to the health care system. This novel and potentially
severe acute respiratory syndrome emerged in Wuhan,
Hubei Province, China, rapidly spreading throughout the
world.1

COVID-19 is caused by coronavirus 2 (SARS-CoV-2)
and affects individuals of all ages, but while children
appear to be less susceptible to the infection, older adults
are particularly vulnerable to it.2 Fever and coughing are
found in most patients, but COVID-19 can vary from
asymptomatic or mild forms to severe cases, which are
characterized by acute respiratory distress syndrome
(ARDS) and require admission to intensive care.1 Addi-
tionally, less typical clinical features can occur, including
delirium.2

Delirium is a potentially fatal acute brain dysfunction
marked by inattention, fluctuating mental changes, and
transient consciousnesses, among other possible symp-
toms. Delirium is indicative of acute organ failure and is
most often found in sicker or more vulnerable individuals,
such as intensive care or geriatric patients. Moreover,
delirium is associated with undesirable health outcomes,3

including prolonged hospital stays, long-term cognitive
decline, and death.4 Therefore, health care providers
should watch for delirium and approach it as an urgent
medical complication.

Delirium has been described as potential first evidence
of infection.3 While this is also true for COVID-19, delirium
management is a considerable challenge in the context
of pandemics.2 For example, isolation measures could
limit the amount of time spent with infected patients and
impact recognition of delirium. Furthermore, health care
system overload, stressful work environments, and caring
for a still mostly unknown and highly contagious disease
are just some of the new factors that could distract pro-
viders from preventing, recognizing and treating delirium.
In this context, a systematic approach to delirium manage-
ment becomes even more critical.

In the latest clinical guidelines for delirium prevention
and management in the ICU, Devlin et al. suggest the use
of a multicomponent, non-pharmacological intervention
focused on (although not limited to) minimizing modifiable
delirium risk factors, improving cognition, and optimizing
sleep, mobility, hearing, and vision in critically ill adults.4

These guidelines also propose a multi-intervention app-
roach to delirium, the ABCDEF bundle, which consists of:
A, awakening, daily awakening trial; B, breathing, spon-
taneous breathing trial; C, co-ordination of awakening and
breathing trials; D, delirium monitoring/management;
E, early exercise; and F, family engagement.3,4 Routine
compliance with this package of measures has led to
improved quality of care and improved outcomes in
critically ill patients.4 Similar strategies targeting multi-
ple risk factors in hospitalized older adults have also
been effectively implemented by the Hospital Elder Life
Program (HELP).5

Nevertheless, implementing traditional nonpharmaco-
logical procedures for preventing and treating delirium in
COVID-19 treatment units is nearly impossible.2,5 The
need to isolate infected patients who are admitted to the
hospital is in itself a potential trigger or worsening factor
for delirium. It also limits family engagement in patient
care (e.g., many units have banned visits to hospitalized
patients, or, in the case of children, limited the number of
bedside caregivers to one) and restricts the number of
providers working with a patient. When bedside care-
givers are few or even absent, the impact on the mental
status of vulnerable patients can be remarkable.2 Addi-
tionally, during this public health catastrophe, it is difficult
to provide and sustain an appropriate healthcare work-
force with sufficient numbers of qualified personnel who
are trained to manage critical patients and meet the new
demands.

Despite such challenges, the basic concepts of delirium
management should still apply in times of COVID-19:
screening, risk assessment and prevention (Box 1).
Undoubtedly the first step towards overcoming the barriers
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to adequate delirium care is guaranteeing its timely
recognition.2 As stated by Page and Ely: ‘‘if you don’t look
for it, you will not find it.’’3 Since delirium detection rates
were already inadequate in many settings prior to the
current outbreak, one can expect a significant increase in
underdiagnosis now. Patients should also be system-
atically screened for delirium risk factors (Box 1). Once
high-risk patients are identified, resources can be better
allocated to prevent and detect delirium. In the specific
context of hospital isolation, efforts should be made to
adapt communication strategies2 and explore online tools
to improve interaction with family members, caregivers,
and volunteers.

Although there is no consensus regarding the use of
antipsychotics for delirium treatment,3,4 their administra-
tion for hyperactive symptoms could be considered earlier
than normal in the context of COVID-19 (due to patient
isolation and low staff availability), when patient safety is
at stake. The lowest possible doses are recommended,
with close monitoring of vital signs, hydration, and con-
sciousness.2

The current COVID-19 pandemic and its consequences
for health care systems worldwide are likely to be long-
lasting. Since infected patients are susceptible to delirium,
it is indispensable to educate health providers about pre-
venting, recognizing, and treating delirium, thus avoiding
the suffering and adverse outcomes associated with it.5

Support material can be explored at the HELP resource
page,6 which was created to prepare hospital staff to
manage delirium during the COVID-19 outbreak. We all
know to wash our hands to prevent COVID-19 dissemina-
tion. We also know effective measures for managing
delirium. Now more than ever, we should not leave them
behind.
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Box 1 Summary recommendations for delirium care during the COVID-19 pandemic, based on delirium standard-of-care
practices

Detection2

� Assess baseline mental status with a reliable informant (a telephone interview may be necessary considering visitor restrictions)
� Use ultra-brief screening tools (e.g., bCAM)
� Prefer assessments that preclude direct physical contact (e.g., 4AT)

Risk assessment
� Identify prominent risk factors, such as: preexisting cognitive impairment, older age, depression, multimorbidity, polypharmacy and

sensory impairment
� In COVID-19 patients, viral pneumonia and ARDS are additional risk factors for delirium

Prevention and management2,5

� Despite the many barriers, take simple actions to minimize delirium risk and duration2,3:
1) use orientation cues during routine contact
2) avoid constipation and urinary retention
3) maintain hydration status
4) optimize sensory input
5) provide pain treatment
6) quickly recognize and treat superimposed infections
7) ensure adequate oxygenation
8) facilitate early mobilization
9) review prescriptions

� Adapt communication strategies: use clear and simple language with patients, family members and caregivers; explore online tools
using small electronic devices (e.g., smartphones or tablets).

4AT = 4 A’s Test; bCAM = brief Confusion Assessment Method; ARDS = acute respiratory distress syndrome.
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