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How can I differentiate delirium 
from altered mental status 
in hospitalized older adults?

in hospital settings, bedside screening tools 
can be used to distinguish delirium from other 

causes of altered mental status, enabling timely care and 
reducing costs.

Altered mental status is an intentionally nonspecifi c 
clinical term describing any changes from a patient’s 
baseline level of cognition or behavior. It broadly 
describes cognitive or behavioral changes due to med-
ical or psychiatric causes, including conditions such as 
dementia, depression, psychosis, metabolic encephalop-
athy, substance intoxication or withdrawal, and central 
nervous system insults.1,2 

Delirium is a subtype of altered mental status charac-
terized by acute disturbances in attention, consciousness, 
and cognition. It is typically precipitated by illness, hos-
pitalization, medication effects, or alcohol withdrawal.1 
Because delirium often is not recognized and is associated 
with increased mortality, prolonged intensive care unit 
stays, and higher healthcare costs, rapid, cost-effective 
differentiation in hospitalized older adults is essential.2

 ■ MAGNITUDE OF PROBLEM, COSTS OF MISSED 
DELIRIUM

Delirium is substantially underdiagnosed in geriatric 
patients. In a study that included 2,115 hospitalized 
patients age 70 to 74, the incidence of delirium based 
on retrospective chart review was more than 9 times 
higher than the incidence based on discharge coding.3 

Missed delirium increases downstream utilization 
and costs, with excess intensive care costs of $17,838 
per patient within 30 days and an estimated annual 
national burden exceeding $164 billion.2,4 

About 18% of the US population is 65 or older, and 
this proportion is projected to exceed 20% by 2030.5,6 
Geriatric patients are particularly susceptible to delirium 
due to age-related reductions in cholinergic neurotrans-
mission, underlying microstructural brain changes, and 
impaired cerebral autoregulation.2 Data indicate that 8% 
to 17% of geriatric patients in emergency departments 
and 40% of nursing home residents experience delirium.2 

Delirium is misdiagnosed as psychiatric illness in 
up to 65% of cases,7 delaying treatment of reversible 
causes and increasing mortality (associated mortality 
rate 10%–65%) and cognitive decline.8 Hypoactive and 
fl uctuating presentations further contribute to missed 
delirium cases in the emergency department, with a 
prospective study fi nding a 30.8% increase in 6-month 
mortality in patients whose delirium was not detected.9

Other studies show that untreated delirium is associ-
ated with increased morbidity and mortality, with mortal-
ity 5.23 times higher during admission, 2.72 times higher 
at 12 months, and 3.34 times higher at 5 years.10 Patients 
with delirium have longer hospital stays and ventilator 
time, higher rates of complications, and increased like-
lihood of discharge to long-term-care facilities.2 On the 
other hand, prompt recognition and treatment of delir-
ium reduces morbidity, mortality, and healthcare costs.11

 ■ DIFFERENTIAL DIAGNOSIS

Delirium has an acute onset with fl uctuating impair-
ments in consciousness, attention, and cognition, often 
triggered by illness or hospitalization.1,11 In contrast, 
dementia develops insidiously, attention and orientation 
generally are preserved in depression and psychosis, met-
abolic encephalopathy lacks characteristic fl uctuation, 
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substance-related altered mental status follows a pre-
dictable set of symptoms, and central nervous system 
insults produce focal defi cits.1,2,7 

Table 1 summarizes key differences between delir-
ium and other types of altered mental status.1,7,11,12 
Figure 1 presents a practical bedside approach to 
rapidly and cost-effectively assessing older adults for 
delirium in emergency, hospital, or intensive-care 
settings.1,11,13–18

 ■ INITIAL WORKUP

Etiologies of delirium and other forms of altered 
mental status may overlap, so a basic workup should 

include a detailed history and physical examination, 
complete blood cell count, comprehensive metabolic 
panel including renal and liver panels, urinalysis, and 
electrocardiography.1 These tests yield results quickly, 
allowing for earlier intervention. A basic workup 
typically costs between $10 and $60 per individual; 
however, bundled emergency department workups may 
exceed $100 to $200.19 

A thorough review of recent medication changes, 
including prescription and over-the-counter drugs, 
should be conducted to quickly identify triggers or exac-
erbating factors for altered mental status.1,11 Detailed 
substance use history from corroborating sources must 

TABLE 1
Key similarities and differences between delirium and other causes of altered 
mental status

Altered mental status Delirium

Onset and course1,11,12 May be rapid (seconds to days), subacute (weeks to 
months), or chronic (years) depending on etiology

May or may not be reversible 

Sudden onset (hours to days)

Often due to reversible causes, but poor prognosis if not 
addressed 

Consciousness11,12 May be normal or altered with reduced wakefulness 
and awareness 

May fl uctuate between impaired and baseline level 
(classically seen in delirium) or remain persistently 
impaired (more likely due to a structural or severe 
global process)

Impaired wakefulness and awareness, a hallmark of 
delirium 

Fluctuates throughout the day with disturbances in 
sleep-wake cycle

Attention12 May range from mild inattention to severe 
impairment

Inability to sustain, focus, and shift attention, often with 
marked distractibility

Cognitive course12 May include impairments in memory, orientation, 
language, visuospatial ability, perception, or 
psychomotor function 

Hallucinations, delusions, or both may or may not be 
present depending on etiology

Cognitive and arousal abnormalities vary by 
underlying cause and may or may not follow specifi c 
patterns

Impairment in attention and awareness with associated 
defi cits in memory, orientation, and executive function 

Disorganized thinking and disturbances in perception, 
often with psychomotor changes (hyperactive or 
hypoactive) 

Hallucinations may be present, most commonly visual 
or tactile

Fluctuating course with symptoms varying over hours to 
days, often worse at night

Etiology1,7,11 Includes metabolic, infectious, toxic and substance-
related (including medications), vascular, structural 
or traumatic, neurodegenerative, psychiatric, and 
neoplastic causes

Often multifactorial; a single etiology may be 
responsible, but often results from the additive effect 
of coexisting conditions

Includes infection, metabolic derangements, 
medication effects (especially benzodiazepines and 
anticholinergics), alcohol withdrawal, dehydration, pain, 
surgery or anesthesia, and sleep-wake disruption

Often precipitated by hospitalization or acute 
physiologic stress, particularly in patients with 
predisposing factors such as advanced age, dementia, or 
functional impairment
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be completed to evaluate all possible causes of altered 
mental status and guide effective intervention.1,11

Imaging usually is an unnecessary expense, but com-
puted tomography of the head is indicated when there is 
trauma history or new focal defi cits are present. Median 
costs are estimated at $400 to $450, but there is substan-
tial variability driven by facility-related charges.1,11,20

 ■ SCREENING FOR DELIRIUM

When delirium is suspected, the course of changes 
in consciousness, attention, and cognition should be 
assessed (Figure 1).

Consciousness
The Glasgow Coma Scale (GCS) and Richmond 
Agitation–Sedation Scale (RASS) are simple, cost-
effi cient bedside tools that provide reliable assessment 
of consciousness and sedation status, helping identify 
patients appropriate for delirium screening. They can be 
administered rapidly, typically taking less than 2 minutes 
and less than 30 seconds to complete, respectively, do 
not require specialized equipment, and are supported by 
freely available scoring resources.13,14 The GCS assesses 
consciousness based on motor and eye and verbal 
responses and should be used in initial evaluation of 
altered mental status.21 

In intensive-care settings, sedation level should be 
assessed before the delirium evaluation. The bedside 
RASS has demonstrated strong interrater reliability 
(weighted kappa 0.91) and has been shown to correctly 
identify fl uctuations in levels of consciousness over time 
(P < .001).22 Patients with a RASS score of 3 or greater 
are considered alert enough to undergo assessment for 
delirium with the Confusion Assessment Method for the 
Intensive Care Unit (CAM-ICU), as discussed below.22 

Attention
Bedside direct attentional tasks quickly and cost-
effi ciently operationalize attention, allowing the clini-
cian to assess memory and executive function. Patients 
with delirium demonstrate signifi cantly poorer per-
formance on the following bedside tests of attention 
compared with those without delirium (P < .001)15:
• Digit span (forward and backward number repe-

tition assessing immediate attention and working 
memory)

• Serial 7s subtraction (repeated subtraction from 100 
assessing sustained attention and concentration)

• Vigilance “A” test (detection of target letters within 
a spoken sequence assessing sustained attention)

• Months of the year backward (MOTYB, reverse 
recitation assessing divided and sustained attention)

• Global clinical subjective rating of attention (cli-
nician judgment during brief conversation). 
In particular, MOTYB combined with global 

clinical rating yields the best performance, correctly 
classifying 85.5% of Confusion Assessment Method 
(CAM)–defi ned delirium cases.15 These tasks are 

Hospitalized geriatric patient with acute altered mental status

If reversible cause found, treat
If unexplained, continue with delirium screening 

Assess consciousness
• Glasgow Coma Scale (< 2 minutes)
• Richmond Agitation–Sedation Scale (RASS; < 30 seconds):

RAAS < 3: optimize sedation and reassess
RAAS ≥ 3: continue with delirium screening

Assess attention (< 2 minutes)
• Months of the year backward
• Digit span
• Serial 7s
• Vigilance “A”
• Clinical subjective rating

Assess cognitive course
• CAM-ICU (1–2 minutes)
• CAM (5–10 minutes)
• IQCODE (5–7 minutes)
• DRS-R-98 (20–30 minutes) to quantify severity

Evaluate for underlying medical etiology
• Complete history and physical examination (15–30 minutes)
• Order complete blood cell count, comprehensive metabolic
    panel, urinalysis, electrocardiogram (30–90 minutes)
• Order computed tomography of the head ONLY if history of
    trauma or new focal neurologic defi cits present (30–60 minutes)
• Review medications (10–30 minutes)
• Review substance use history (10–30 minutes)

Diagnosis: impairments in
consciousness + attention + cognition = delirium

Figure 1. Flowchart to effi ciently distinguish
delirium from other forms of altered mental status.

CAM = Confusion Assessment Method; CAM-ICU = Confusion Assessment 
Method for the Intensive Care Unit; DRS-R-98 = Delirium Rating–Scale Revised-98;
IQCODE = Informant Questionnaire on Cognitive Decline in the Elderly

Based on information from references 1, 11, and 13–18.
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designed to take less than 2 minutes, require no special 
training or equipment, and reduce reliance on expen-
sive diagnostics.15

Cognitive course
CAM-ICU is the standard diagnostic bedside tool 
for delirium in the intensive-care setting. It enables 
rapid assessment of acute onset and fl uctuating course 
without requiring verbal responses, while also further 
evaluating attention. CAM-ICU typically takes 1 to 
2 minutes to administer and has no added equipment 
costs.12 Alternatively, the standard CAM may be used 
in non–intensive care settings and relies more on verbal 
interaction to detect delirium23; it takes 5 to 10 minutes 
to administer.16

Additional tools can further establish baseline 
cognitive function for distinguishing acute cognitive 
change in delirium from dementia. The Informant 
Questionnaire on Cognitive Decline in the Elderly 
(IQCODE) has shown excellent sensitivity (0.91) and 
specifi city (0.93) in detecting dementia, and can aid 
in triaging cognitive impairments and reduce unnec-
essary diagnostic testing in older adults.17 IQCODE 
typically takes 5 to 7 minutes to complete, requires 
no proprietary materials, and has minimal labor and 
training costs. 

The Delirium Rating Scale–Revised-98 (DRS-
R-98) was also shown to provide both criteria-based 
diagnosis and a continuous severity score, which helps 
clinicians track symptom burden over time.12 The 
DRS-R-98 takes about 20 to 30 minutes to administer 

and does not require proprietary materials; however, 
it is a more comprehensive assessment tool and is best 
suited for quantifying delirium severity rather than for 
rapid bedside screening.18

 ■ THE BOTTOM LINE

GCS and RASS provide reliable and cost-effi cient 
assessment of consciousness and sedation status, help-
ing identify patients appropriate for delirium screening. 
Brief, low-cost attention tasks, particularly MOTYB 
combined with clinical judgment during brief conver-
sation, can rapidly and cost-effi ciently identify delir-
ium. CAM-ICU enables rapid identifi cation of acute 
delirium in the intensive-care setting, while IQCODE 
and DRS-R-98 help distinguish baseline dementia and 
quantify delirium severity. 

Standardized, ongoing assessment is essential once 
delirium is identifi ed. In the intensive-care setting, daily 
use of tools such as CAM-ICU is recommended to guide 
management,24 while in non–intensive-care settings 
brief attention tasks (standard CAM and MOTYB), 
repeated clinical assessment of attention and cognition, 
or the DRS-R-98 for delirium severity should be used 
to ensure timely recognition of clinical changes. ■
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