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SUMMARY
Delirium is an acute neurological state branded as confusion, distraction, and varied consciousness. 
Other symptoms include disorientation, memory impairment, perceptual disturbances, altered psycho-
motor activity, and sleep disturbances. Gilman was the first person to report delirium as a complication 
of cardiac surgery in 1965. Despite peri-operative advancements, including both surgical and anesthetic, 
delirium is a frequent post cardiac surgery complication.

Delirium is a common menace in the cardiac surgical ICU and outcome consequences of greater number 
of morbidity and mortality. Recent research has identified possible hazards for the occurrence of delirium 
and strategies to treat it. However, more studies are required to standardize the risk factors, its occur-
rence and treatment strategies in post cardiac surgical patients.
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INTRODUCTION
Delirium is an acute neurological state branded as 
confusion, distraction, and varied consciousness.1 
Other symptoms consist of perplexity, memory loss, 
disruption in perception, change in psychomotor 
activity, and sleep disturbances.2 Gilman was the 
first person to report delirium as a complication 
of cardiac surgery in 1965.3 Despite peri-operative 
advancements, including both surgical and 
anesthetic, delirium is a frequent post cardiac 
surgery complication.4

Dasgupta, is 2006, reported the incidence of 
delirium as high as 73.5% following non-cardiac 
surgeries,5 and ranging between 13.5% to 41.7% 
following cardiac surgery.6 Moreover, although 
generally known as an acute cognitive dysfunction, 
delirium may have ongoing sequelae, comprising 
persistent cognitive deficits, dependency, functional 
damage, increased outlays, and increased mortality 
for up to 2 years.7 

Monitoring and detection of delirium after surgery 

remain inconsistent, due to fluctuating course 
and high prevalence of hypoactive manifestations. 
In contrast to major neurological complications, 
postoperative confusion states are less noticed. 
Moreover, variety of symptoms overlapping with 
dementia and natural changes of aging brain makes 
the recognition of this complication extremely 
difficult in elderly population

Given the alarming association of perioperative 
delirium with morbidity, preoperative risk 
assessment for delirium remains the only tool to 
guide informed decision-making and preventative 
therapy.

PATHOPHYSIOLOGY
Delirium is a primarily a condition of unknown 
pathophysiology and etiology, with the onset 
caused by a possible interface of predisposing and 
precipitating factors. Delirium is thought ensue as 
an end effect of the inflammatory response and 
disturbances in neurotransmitter systems related 
to the surgical stress.8
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In patients following cardiac surgery, development 
of post-operative cognitive dysfunction is 
hypothesized as a synergistic effect of micro emboli, 
hypo perfusion and rapid rewarming during 
cardiopulmonary bypass.9  

RISK FACTORS
Pre-operative cognitive impairment, history of 
stroke, old age, peripheral vascular disease, atrial 
fibrillation, depression and nutritional status have 
been identified as risk factors for the development 
of post-operative delirium.9

Other risk factors related to hemodynamics like 
low cardiac output states, intra-aortic balloon 
pump, use of inotropes and the number of pack 
cell transfusion are also associated with the 
development of postoperative delirium.9

Diagnosis:

Delirium is a challenging diagnosis in the critically 
ill and the bulk amount of delirious patients go 
unrecognized.10 Although with more than 24 
instruments used for the assessment of delirium,11 
the most preferably and frequently used instrument 
is the Confusion Assessment Method (CAM), having 
a sensitivity of 94% and specificity of 89% against a 
gold standard of psychiatrist diagnosis.2 CAM-ICU 
perfectly diagnoses delirium effectively in intensive 
care unit patients, who are quite repeatedly 
intubated and mechanically ventilated.12 The 
sensitivity of CAM-ICU score is measure 95% and 
specificity of 89%. 

PREVENTION
Both pharmacological and non-pharmacological 
methods have be described in literature to prevent 
delirium.

Non-pharmacologic approach

Lack of sleep or of poor quality, decreased ambient 
light and noise pollution have been implicated to 
contribute to post-operative delirium.13 Whereas 
as early ambulation has been shown to be directly 
linked with decrease in the progress of delirium.14

A multidisciplinary mediation which has strategies 
on reorientation, limited usage of psychoactive 
drugs, early ambulation, adequate sleep and well 
hydration, assisted hearing/visual aids is needed 
to lessen the occurrence of delirium in the ICU. 
Similarly, proactive geriatric consultation also 

proves helpful.15 However, neither of these non-
pharmacologic approaches has been extensively 
studied and investigated in the intensive care 
settings.

Pharmacologic approach

The Society of Critical Care Medicine has to date no 
standard guidelines for the use of either haloperidol 
or atypical antipsychotics for the avoidance of 
delirium; the use of prophylactic antipsychotics is 
still under debate. 

However, two recent trials have shown a decrease in the 
occurrence of delirium with prophylactic haloperidol 
administration patients at high risk16,17 in non-cardiac 
surgery ICU patients. A study conducted in cardiac 
surgical patients particularly recommended the use of 
sublingual risperidone but randomized trials in cardiac 
surgical patients are still required to guarantee the merits 
of prophylactic antipsychotic administration.

THERAPY
The primary goal in patients at threat for delirium is to 
eliminate any reversible precipitating factors. Treatment 
regime should be reviewed and those with potential 
to have delirium should be restricted as much as 
possible. Although frequently used to decrease agitation 
symptoms whether antipsychotic agents actually do 
lessen the length of delirium is controversial. In a 
current systematic review mentioning serious practical 
constraints of the greater number of studies addressing 
this question having found no difference between typical 
and atypical antipsychotic agents in dropping period of 
delirium in general medical and surgical patients.18

In his study, Hakim S compared risperidone and placebo 
for post-cardiac surgical patients with sub-syndromal 
delirium and found the risk of progression to delirium 
lower in the resperidone group (14%) vs. placebo 
(34%).19

CONCLUSION
Delirium is a common menace in the post-surgical 
intensive care areas and fallouts in greater number of 
morbidity and mortality. Recent researches in such 
patients have identified risk factors for the occurrence of 
delirium and strategies to treat it. However, more studies 
are required to standardize the risk factors, its occurrence 
and treatment strategies in post cardiac surgical patients.
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