
Delirium is an acute brain dysfunction causing 

inattention, disorganized thinking, altered 

consciousness, and other acute cognitive changes 

not due to dementia; or are not better explained by 

a specific event like a stroke.  (American 

Psychiatric Assoc., DSM-5, 2013.    While  a 

quarter of hospitalized elderly will experience 

delirium, an additional 30% of older patients 

admitted without delirium will develop it while in 

the hospital.   The incidence of delirium in the 

elderly admitted to an ICU has been reported as 

high as 89%!  Furthermore, not all delirium 

involves hyperactivity - with the patient thrashing 

about or grabbing at bedside objects.  Rather, 

hypoactivity, while harder to detect, may be more 

common in an ICU setting and result in worse 

outcomes (Barbateskovic, 2019).  Research 

suggest that over half of cases of delirium may go 

unrecognized, despite its prevalence.   Delirium 

and its related complications are estimated to cost 

some $38 billion in the United States alone (Oh, 

et. al 2019).  

Treatment of delirium often involves use of 

antipsychotic medications.  However, use of 

antipsychotics (neuroleptics) can cause significant 

dyskinesia’s and dysphagia.  Drugs such as 

clozaril (Clozapine) block dopamine receptors in 

the basal ganglia, thereby triggering 

extrapyramidal symptoms and impeding muscle 
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control.   This can lead to significant increased 

mobility problems as well as dysphagia 

complications.  Ironically, in attempting to 

address  problematic extrapyramidal side-

effect symptoms from antipsychotic or anti-

Parkinson medications, patients may be given 

benztropine (Cogentin) — potentially 

triggering unwanted anticholinergic side-

effects; including dementia-like symptoms, 

blurred vision, dry mouth, and an increased 

risk for aspiration-related pneumonia and 

mortality (Nagamine, 2008).  

In a 2008 study of 22,000 patients receiving 

antipsychotics, 60% were more likely to 

develop pneumonia due to medication-induced 

dysphagia.  Haloperidol  (Haldol) — shown in 

a recent study to be used 46% of the time in 

ICU setting (Collet, et. al 2018)  - poses 

significant risk for adverse events  in the 

elderly patient with dementia or other 

neuropsychological illness — essentially 

exacerbating or creating more agitation and 

confusion. 

Other medications may also contribute to 

delirium. Anti-depressants such as 

amitriptyline, or antihistamines such as 

diphenhydramine or chlortrimeton, can cause 

significant cognitive side-effects for older 

adults who have pre-existing memory and 

cognition impairments.  



Benzodiazepines  (“Benzos”) are  often used as 

an anticonvulsant, or for anxiety, sedation, or 

insomnia.  Some of the more common types used 

remain in the blood stream a long time.  

Diazepam (Valium) and lorazepam (Ativan) 

have half-lives of  20 to 70 hours and 10 to 20 

hours, respectively. When used long-term or 

when given as a  “loading dose,” their muscle-

relaxing effect can result in significant and long-

lasting pharyngeal and esophageal / GI 

swallowing problems.    

Anticholinergics such as the previously 

mentioned benztropine or the anti-seasickness 

drug scopolamine may be used for the relaxation 

of smooth muscle —thereby reducing spasms in 

the GI tract, urinary tract and lungs or for motion 

sickness, sinus bradycardia, insomnia, dizziness/

nausea/vomiting.  Unfortunately, their 

deleterious impact on swallowing function can 

be substantial.   Anticholinergic related 

dysphagia symptoms include xerostomia 

(decreased mucous and saliva production), 

paralysis of the diaphragm, as well as significant 

esophageal reflux and motility dysfunction.  

GERD  symptoms can result from use of 

bronchodilators, anti-angina meds, calcium 

channel blockers, and anxiolytics (anti-anxiety 

drugs) such as alprazolam. 

In terms of rehabilitation, secondary CNS and 

motor system impact posed by the commonly 

used anticholinergics, benzodiazepines and 

antipsychotics classes of medication can pose 

serious complications to patient function — 

including orientation, new learning ability, 

strength, autonomic function and overall safety.  

In short, these problematic side effects to 

medications can greatly reduce a patient’s ability 

to participate in a rehabilitation regime.  And, 

they can easily blur the initial clinical impression 

of what is at the root of their sudden delirium, or 

swallowing problem, or loss of motor strength 

and control.    

Key to avoiding such drug-related complications 

is improved understanding of a drug’s common 

side effects; frequent consultation with 

pharmacy; and careful monitoring of drug effect 

by a patient’s providers, therapists, and nurses. 

Perhaps most important  is careful consideration 

of non-medication alternatives to addressing a 

patient’s symptoms.    Behavioral modification 

strategies, nutritional strategies, sensory and 

environmental modifications and even careful 

use of placebo may offer safe, practical and 

effective benefits for the patients with delirium 

symptoms.  

 

The American 

Geriatrics Society (AGS) 

Beers Criteria® for 

Potentially 

Inappropriate 

Medication Use in 

Older Adults. Originally conceived of 

in 1991 by the late Mark Beers, MD, a 

geriatrician, the Beers Criteria 

catalogues medications that cause 

side effects in older adults due to the 

physiologic changes of aging. In 2011, 

the AGS sponsored its first update of 

the criteria.  The 2019 update and 

“pocket” version can be found at: 

 http://files.hgsitebuilder.com/hostgator257222/

file/ags_2019_beers_pocket_printable_rh.pdf   
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“Current evidence does not 
support routine use of haloperi-
dol or second-generation anti-
psychotics to prevent or treat 
delirium in adult inpatients, per 
systematic reviews comparing 
the two classes versus placebo” 
 
(Sheffler, K 2019—Drug-induced Dysphagia; 40th annual 
Braintree Neuro-rehabilitation conference)) 

 

Prevention article: Oh et al., 2019, Sept:  

https://annals.org/aim/fullarticle/2749494/

antipsychotics-preventing-delerium-

hospitalized-adults-systematic-review 

 

Full  report text: 

https://effectivehealthcare.ahrq.gov/sites/

default/files/pdf/delirium-finalreport.pdf 

 

The American Geriatric Society’s 
2015 non-pharmacologic  
recommendations for managing 
delirium in elderly: 

 Frequent reorientation; visual 
and verbal 

 Nutritional / hydration focus 

 Promote natural GI motility 

 Early mobility, therapy 

 Quiet time / Sleep 

 Beneficial distractions 

 Sensory vests / reminiscing 

 Manage pain / avoid opioids 

 Avoid “Benzos” 

 But treat alcohol withdrawal 

A dry mouth from time to time can 
happen to almost anyone, but a 
condition called xerostomia is a 
more persistent lack of saliva that 
can affect one’s quality of life. 
While it’s not actually a disease, it 
can be uncomfortable and lead to 
trouble talking and even 
swallowing.  

 

According to National Institute 
of Dental and Craniofacial 
Research in the US, over 400 
medications can cause dry 
mouth 
 
Drug-induced xerostomia or dry 
mouth is the most frequently 
reported oral side effect among 
older adults, who may present with 
multiple comorbidities and 
depression  
 
Due to the loss of natural salivary 
immunoglobulins, patients with 
chronic xerostomia are at high risk 
for a variety of oral infections, 
including bacterial (e.g. dental 
caries and gingivitis), fungal, and 
viral infections.  


