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We hope you enjoy this 

inservice, prepared by 

registered nurses 

especially  

for nursing assistants  

like you! 

After finishing this 
inservice, you will be 

able to: 

Define delirium and discuss 
at least six triggers that    

can cause it. 

 

Recognize and report the 
early signs of delirium. 

 

Discuss the characteristics 
that distinguish delirium 

from dementia and 
depression.   

 

Communicate effectively 
with clients experiencing 

hallucinations or delusions 
as a result of delirium.   

 

List at least three things   
you can do to keep clients 

safe during an episode         
of delirium. 

If you are studying the inservice on your own, please do the following: 

 Read through all the material. You may find it useful to have a 
highlighting marker nearby as you read. Highlight any information that is 
new to you or that you feel is especially important. 

 If you have questions about anything you read, please ask 
_________________________. 

 Take the quiz. Think about each statement and pick the best answer. 

 Check with your supervisor for the right answers. You need 8 correct  
to pass! 

 Print your name, write in the date, and then sign your name. 

 Keep the inservice information for yourself and turn in the quiz page to 
_____________________________ no later than _______________. 
Show your Inservice Club Membership Card to ___________________ so 
that it can be initialed. 

 Email In the Know at feedback@knowingmore.com with your comments 
and/or suggestions for improving this inservice. 

 

THANK YOU TO ALL THE CAREGIVERS AT 

Instructions for the Learner 
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A Disease Process Module:  
Understanding Delirium 

When Hal arrived at the nursing home after a routine surgery—he was quiet.  He 
didn't say much.  In fact, he didn't even answer questions that the nurse asked.  He 
just looked at her, then looked away.  He was pleasant and generally cooperative, 
so no one expected what would come next. 

Later that afternoon Carol, a nursing assistant, entered the room and found Hal 
struggling to get up.  She approached him to help but he shoved her out of the 
way and yelled, "I have to go to the bathroom."   

"Well, I can help you." Carol said.  "Leave me alone!"  Hal shouted. 

Carol was unsure what to do.  So, she made sure the path to the bathroom was 
clear and she stood by in case he fell. 

Hal finally got up and walked out into the hallway.  Carol tried to explain that the 
bathroom was in his room, but he didn't seem to hear her and kept right on 
walking.  He told her, “They’re trying to poison me.” 

When Hal came to a door marked "Private" he entered.  It was the nurse's lounge.  
He quickly turned around and barricaded himself in.  Carol called for help.  After 
an hour, the door was opened and Hal was brought back to his room.   

Hal's doctor was notified of his change in mental status and the following 
orders were written: 

 Check vitals now, and then every 4 hours. 

 Check oxygen saturation now, and then every 4 hours. 

 Complete blood count (CBC) and urinalysis (to rule out infection). 

 Chest x-ray (to rule out pneumonia). 

Hal’s vitals were T: 102.4, P: 110, R: 22 and BP: 140/82.  His oxygen saturation was 97% 
on room air.  The chest x-ray was normal.   

The CBC revealed an elevated white blood cell count (indicating infection) and the 
urinalysis confirmed that Hal had a urinary tract infection (UTI). 

Hal was experiencing delirium as a result of a UTI.  Keep reading to learn          
how a simple infection like a UTI can lead to delirium.  Find out how            

delirium is treated and what you can do to help. 

HAL LOCKS HIMSELF IN THE LOUNGE 
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Grab your favorite highlighter! As you read this 
inservice, highlight five things you learn that  
you didn’t know before. Share this new 
information with your co-workers! 

WHAT EXACTLY IS DELIRIUM? 

THE FACTS  
ABOUT DELIRIUM 

 Because delirium is a 
temporary condition, 
determining how   
many people have it     
is difficult.  

 It is estimated that 
delirium affects from   
15 to 50 percent of 
hospitalized people 
aged 70 or older. 

 More than half of all 
cases of delirium are 
never diagnosed 
because doctors and 
nurses dismiss the 
symptoms as normal 
elderly confusion.    

 When the cause is 
discovered and treated, 
most cases of delirium 
last only about 7 days.   

 About 30 percent of 
people with delirium 
will still have problems 
with memory after         
6 months. 
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Delirium is a sudden and usually reversible change in mental status.  
People suffering from delirium usually have: 

 Trouble paying attention, difficulty answering questions or may struggle 
to follow even simple conversations.  

 Disorientation.  

 An inability to think clearly.  

 Fluctuations in the level of alertness (consciousness).  

Think about Hal’s symptoms.   

 At first he was quiet and didn’t answer 
questions.  That was due to his inability 
to pay attention.   

 Then he was disoriented.  He wanted to 
go to the bathroom but didn’t 
understand that he needed and had 
access to reliable help. 

 And, then he lost his ability to think 
clearly.  He thought someone was trying 
to poison him, so he barricaded himself 
in the nurse’s lounge. 

It’s important to understand that delirium is 
an abnormal mental state, not a disease.  
And, it’s not just regular confusion or 
forgetfulness. 

A client who has symptoms of delirium is 
never normal.  Usually, it means that a 
serious problem has developed, especially in 
older people.  

People who have delirium need immediate medical attention.  If the cause 
of delirium is identified and corrected quickly, delirium can usually be cured. 

Delirium can occur at any age but is more common among older people and 
among residents of nursing homes. When delirium occurs in younger people, 
it is usually due to drug use or a life-threatening disorder. 



WHAT CAUSES DELIRIUM? 

PREVENT DELIRIUM 

You can help prevent 
delirium by remembering: 

“P.IN.C.H. M.E”! 

It’s a funny way to 
remember the six most 
common causes of 
delirium.  It stands for: 

PAIN 

INFECTION  

CONSTIPATION 

HYDRATION 

MEDICATION  

ENVIRONMENT 

Use “Pinch Me” to 
prevent delirium by: 

 Promptly detecting 
and treating pain. 

 Preventing infections 
and falls. 

 Ensuring adequate 
hydration and 
nutrition. 

 Recognizing and 
reporting adverse 
effects of medication. 

 Having clocks and 
calendars where clients 
can see them. 

Delirium occurs when the brain has trouble sending and receiving signals.  
There is usually a combination of factors that make the brain more likely to 
develop these “mixed signals.” 

Factors that make people more likely to the develop of delirium include: 

Common triggers for delirium in clients who have one or more of the above 
factors include: 

A number of medications can act as triggers of delirium, particularly: 

 

HERE’S HOW IT CAN HAPPEN 
 Rose, a 76 year old woman with hearing impairment, has hip surgery.  After 

the surgery, she is put on pain medication.  The combination of her age, her 
hearing impairment, the surgery and the medication all put her at a greater 
risk for developing delirium. 

 Robert, an 86 year old man, suffers from multiple 
medical problems including: high blood pressure, 
diabetes, and kidney failure.  In addition, he suffers from 
depression and drinks an average of 5 to 6 beers a day.  
When he is hospitalized for emergency dialysis, he 
develops delirium as a result of all his risk factors 
combined with alcohol withdrawal. 
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 Dementia 

 Older age 

 Limited ability to perform 
everyday activities 

 Visual or hearing impairment 

 Poor nutrition or dehydration 

 Severe, chronic or terminal illness 

 Multiple medical problems 

 HIV/AIDS 

 Treatment with multiple drugs 

 Alcohol or drug abuse 

 Certain medications 

 Surgery 

 Sudden, severe illness 

 Infection 

 Pain 

 Constipation 

 Emotional stress 

 Multiple medical procedures 

 Admission to intensive care 

 Admission to long term care 

 Sleep medications 

 Narcotic pain relievers 

 Antidepressants 

 Parkinson's disease treatments 

 Drugs for seizures 

 Allergy medications 



There are three different 
types of delirium: 
hyperactive, hypoactive, 
and mixed type delirium.  

HYPERACTIVE:  Clients 
with the hyperactive type 
may be agitated, 
disoriented, and delusional, 
and may experience 
hallucinations.  

 This type of delirium can 
be confused with 
dementia or 
schizophrenia.  

HYPOACTIVE: Clients with 
the hypoactive type of 
delirium are calm, quietly 
confused, disoriented and 
lethargic.  

 Clients with this type of 
delirium may go 
undiagnosed or be 
confused with having 
depression or dementia.  

MIXED TYPE: The mixed 
type of delirium is 
characterized by changes 
between the hyperactive 
and hypoactive types.  

See page 5 for a side-by 
side comparison of 
delirium, dementia  

and depression. 
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HOW IS DELIRIUM DIAGNOSED? 

Delirium can be diagnosed based on the person's medical history, 
identification of possible contributing factors, and the person’s response to 
mental status tests like the Brief Interview for Mental Status (BIMS for short) or 
Mini Mental State Exam (MMSE for short). 

The BIMS or MMSE are usually done when delirium is first suspected.  These 
mental status exams assess awareness, attention and thinking.  

The BIMS may be conducted by the nurse, MDS Coordinator or a social 
worker.  Here’s how it goes: 

 The nurse will tell the client, “I’m going to say three words, then I’d like you 
to repeat those words back to me.”  Then she will say, “The words are sock, 
blue and bed.  Now tell me the three words.” 

 Next, the client will be asked for the year, month and day of the week. 

 After this, the nurse will ask, “Let’s go back to an earlier question.  What 
were those three words that I asked you to repeat?” 

Each answer the client gives is scored.  The total score determines if the client 
is having any difficulties with awareness, attention or thinking. 

In addition to a mental status assessment, the client may also have: 

 Physical and neurological exams. 

 Other possible tests.  

 If the cause or trigger of delirium can't be determined from the medical 
history or exam, the doctor may order blood, urine and other        
diagnostic tests.  

 Brain-imaging tests, which require a certain degree of cooperation from 
the person being examined, are generally used when a diagnosis can't be 
made with other available information. 

 A physical exam can determine if there are any 
signs of dehydration, infection, alcohol 
withdrawal and other problems.  It can also help 
detect underlying disease.  Delirium may be the 
first or only sign of a serious condition, such as 
pneumonia or heart failure.   

 A neurological exam checks vision, balance, 
coordination and reflexes.  It can help determine 
if a stroke is causing the delirium. 
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IS IT DELIRIUM, DEMENTIA OR DEPRESSION? 

Delirium can often be mistaken for dementia or depression since the symptoms can overlap or be similar.  But, a 
delayed or missed diagnosis of delirium can delay treatment and can even be deadly.  Here are some guidelines 
to help you distinguish between delirium, dementia and depression: 

 DELIRIUM DEMENTIA DEPRESSION 

How does it start? Suddenly. Slowly, then get’s worse 
over time. 

Suddenly, usually related to 
a specific event. 

How long does it 
last? 

A few hours to a few days. Usually permanent. Can come and go, or can be 
persistent or chronic. 

What time of day 
are symptoms 
worse? 

Worse at night, sleep-wake 
cycle may be reversed. 

No change throughout     
the day. 

May have insomnia. 

How is the 
person’s thinking, 
memory and 
attention? 

Has trouble with memory, 
paying attention and may 
have changing levels of 
consciousness. 

Has trouble with judgment 
and memory.  May have 
trouble understanding 
simple instructions. 

May complain of memory 
loss, forgetfulness and 
inability to concentrate. 

What is the 
person’s activity 
level? 

Activity levels may be 
increased or decreased and 
may fluctuate throughout 
the day.  There may be 
tremors and/or spastic 
movements. 

Unchanged from the 
person’s usual behavior. 

Lack of motivation, tired, 
restless or agitated. 

What does the 
person’s speech 
sound like? 

Speech can be slurred or 
rapid.  It may sound like 
paranoid rambling or may 
be confused and jumbled.  

May be disordered, rambling 
and the person may struggle 
to find words. 

Slow, sluggish speech.  May 
be slow to understand and 
respond during 
conversations. 

How is the 
person’s mood? 

Rapid mood swings, fearful, 
suspicious. 

Depressed, uninterested in 
usual activities. 

Extreme sadness, anxiety 
and irritability. 

Are there any 
delusions or 
hallucinations? 

The person may see, hear or 
feel things that are not  
really there. 

There may be delusions, but 
no hallucinations. (See page 
6 for a description of each.)  

The person may have 
delusions about 
worthlessness. 

Can it be treated? Yes, if the underlying cause 
is found and treated. 

Dementia gets worse       
over time.  Treatment may 
help slow the progress. 

Yes, medication and therapy 
can help. 



HOW CAN YOU HELP HAL? 

Remember Hal from the 
beginning of this inservice? 

Even though his infection 
was detected early and 
treatment was started, he 
still goes through a week of 
severe delirium symptoms. 

He is combative, paranoid 
and tries to leave the 
building each night around 
six pm. 

 What will you do to keep 
Hal safe? 

_______________________ 

_______________________ 

_______________________ 

 What will you do to keep 
yourself safe when/if 
Hal becomes 
combative? 

_______________________ 

_______________________ 

_______________________ 

Share your answers with 
your co-workers and 

supervisor.  Find out what 
they would do. 

Some of the most difficult and troubling symptoms of delirium involve 
hallucinations and delusions.   

 Hallucinations involve seeing, hearing, smelling, tasting or feeling things 
that are not really there. 

 Delusions are a false belief that often cannot be corrected simply by 
reasoning with the person.   

HANDLING HALLUCINATIONS 

Most commonly, hallucinations involve seeing or hearing things that are not really 
there.  An hallucination can be so strong that it seems more real than the real world.  

 Gently remind the person that the hallucination is not real by saying things 
like, “There is no one in the room except you and me.” Or, “I don’t hear 
anyone else speaking right now.” 

 Sometimes people with delirium will hear voices that tell them to do things.  
If the client understands this is a hallucination, it will be easier to resist doing 
what the voices ask.  Notify the nurse immediately if a client tells you he is 
being told to do something dangerous. This is an emergency situation! 

DEALING WITH DELUSIONS 

A delusion is a false belief.  The most common delusions involve a feeling of 
persecution or the delusion of grandeur. 

 The Feeling of Persecution is when the person says things like, “The CIA is out 
to get me.” Or, “They’re trying to kill me.” 

 The Delusion of Grandeur is when the person believes he is an important and 
powerful figure like someone from the Bible. These people may falsely 
believe God is controlling their thoughts and that the fate of the world rests 
on their shoulders. 

 Always be open, honest and calm when 
responding to clients with delusions.  Speak in a 
matter-of-fact tone.  Do not tease or mock. 

 Keep the conversation based in reality but avoid 
arguing about the content of the delusion.   

 It’s okay to ask about the delusion to get more 
information but avoid feeding into it or letting 
the client think you believe it to be true. 

 If the client is obsessing or dwelling on a 
delusion, try to change the subject.  It may be 
helpful to divert the client’s attention to    
another activity. 

DELUSIONS AND HALLUCINATIONS 
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HOW IS DELIRIUM TREATED? 

 

Working with clients in the 
home often requires coming up 

with creative solutions to 
uncommon problems.  

 THE PROBLEM:  You are 
caring for Joy, an 84 year 
old woman who was just 
diagnosed with delirium.  
On past visits she was calm 
and remembered you. 

 When you arrive at the 
house today, she accuses 
you of being a burglar.  
She threatens to hit you 
with a wooden spoon. 

 WHAT YOU KNOW: You 
know her husband will be 
able to calm her.  But, right 
now, she’s coming at you 
with the spoon. 

 GET CREATIVE: Think of 3 
creative solutions you 
could try to keep yourself 
safe while protecting your 
client’s rights and dignity. 

 TALK ABOUT IT: Share 
your ideas with your         
co-workers and supervisor 
and find out how they 
would solve the problem. 

TREATMENT FOR THE BODY: 

 The treatment for delirium is to correct the underlying cause. For example,  

 Antibiotics will be ordered if the client is found to have an infection. 

 If dehydration is discovered, the person will receive IV fluids. 

 Oxygen will be used for clients who develop delirium with pneumonia. 

 If multiple medications are causing the symptoms, the client may need 
to have medications switched, eliminated or have the doses adjusted. 

 Small doses of anti-anxiety medication or antipsychotic medication may be 
used, but in some cases these can make symptoms worse. 

 Physical restraints, once a common treatment for delirium, are now used 
only as a last resort. 

TREATMENT FOR THE ENVIRONMENT: 

 Avoid over and under-stimulation.  

 Over stimulation should be avoided because it contributes to both 
confusion and insomnia. 

 Under stimulation is a problem because when delirious clients are left 
alone without stimulation, they often withdraw and may begin to 
respond more to their hallucinations than to reality.  

 Family members and loved ones should be encouraged to stay with the 
client as much as possible.  They should be encouraged to bring personal 
items from home.  Clients with delirium will often find great comfort in 
familiar photographs or objects. 

 Sun downing (agitation that occurs in the afternoon or evening) can be 
minimized by leaving a radio on in the client's room. 

 Keep the room well lit during the day and provide nightlights at night.   

 Hearing aids and eyeglasses should be used whenever possible and should 
not be put away during a delirious episode. 

TREATMENT FOR THE MIND: 

 Reorientation is an important and ongoing treatment                                     
for delirium.  

 Place a clock and a calendar where the client 
can see them.  

 Tell the client the time, date and where you 
are several times over the course of the day.  

 Repetition is recommended because the 
memory may not hold the information for 
very long. 
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SPECIAL COMMUNICATION NEEDS 

CREATE BUSY BOXES! 

How do you keep clients 
who have delirium occupied 
with safe activities?  Try 
creating "Busy Boxes" for 
them to work on!   

Here's how you do it: 

 Get some plastic or 
cardboard boxes, about 
the size of a shoe box. 

 Fill one with items that 
can be sorted like 
buttons, poker chips, 
balls, bottle caps, spoons, 
rocks, etc.  Have your 
client sort the items into 
small cups. 

 Fill another box with 
pieces of string and 
Cheerios or Fruit Loops 
cereal.  Let your client 
string up a chain to put 
outside for the birds. 

 A third box may be filled 
with bits of PVC pipe with 
straight parts, joints, and 
threaded pieces.  This one 
works well with men. 

Let your imagination guide 
you! Other “busy box” ideas 
include Legos, play dough, 
and puzzles! 
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Clients with delirium will have trouble communicating.  Be prepared to keep 
conversations short, simple and to-the-point.   Here are some more tips for 
communicating with clients who have delirium: 

 Approach delirious clients from the front: Don’t speak to them 
suddenly from behind or you might startle them. 

 Keep your voice low and unhurried: Use simple, everyday words. 

 Identify yourself:  Don’t be offended if your client doesn’t remember you 
from day to day. 

 Try to stay calm and positive: If you are feeling stressed or irritable, your 
mood can easily rub off on someone with delirium.  If you stay calm and 
positive, your client will probably “mirror” your good mood. 

 Keep it simple: Ask one “yes” or “no” question at a time.  Repeat the 
question using the same words if the client doesn’t answer you. 

 Give plenty of time to respond:  It can take up to one minute for your  
client’s brain to process each sentence you speak. 

 Describe everything: Be sure to let you clients know what you are 
doing—one step at a time. 

 Don’t talk in terms of time:  For example, say “We’ll take a walk after 
lunch.”  not “We’ll take a walk in one hour.”  People with delirium may lose 
their sense of time. 

 Stay in touch.  Some experts recommend you talk to your clients for at 
least 5 to 10 minutes every hour to decrease anxiety and increase 
awareness of reality. 

 Limit choices:  Clients with delirium may become frustrated very easily.  
Don’t give them a choice if there isn’t one.  For example, don’t say “Do you 
want to take a bath now?”  Instead say “It’s time for your bath now.” 

 Clarify reality.  If your client is hallucinating, try to clarify reality with 
statements like, “I understand you see squirrels in the closet, but I assure you, 
there are no squirrels there.  I know this is frightening, I will stay with you for a 
little while.” 

 Ignore verbal abuse.  If a client becomes verbally abusive, it’s best to 
ignore the comments.  Try not to take it personally.  Use a calm voice and 
try to understand what the person is feeling.  Verbal outbursts can often 
be a result of pain, fear or frustration.   

 Protect yourself.  A person who is delirious may become combative.  If 
this happens, be prepared to protect yourself.  You can get out of the way, 
and block blows, but never hit back or restrain a client.  



SPECIAL SAFETY NEEDS 

A person with delirium needs special attention when it comes to safety.  
There is an increased risk for falls, self harming behaviors like pulling out IVs 
or catheters, taking too much or the wrong medications, developing pressure 
ulcers, falling out of bed and unsafe wandering. 

Constant supervision is often needed.  Talk to your supervisor right away if 
you feel you are unable to keep your client safe. 

Here are some things you can do to help: 

 When the client is lying down, elevate the head of the bed.  This can 
minimize confusion and maximize orientation to place. 

 Keep eyeglasses and hearing aids on or within close reach.  

 Keep the room well lit.  

 If you feel the client may fall out of bed, place it in the lowest position 
possible.  It may be necessary to place the mattress directly on the floor. 

 IV lines and catheters should be hidden.  Dress clients in long sleeve shirts 
or gowns with cuffed wrists to hide IV lines in the arm.  Run the tube up 
the arm to the back.  For man with catheters, shave an area just above the 
pubis and tape the line there instead of on the leg.  Put him in regular 
underwear and pajama bottoms.  

 If the client can walk, take “sight-seeing walks” throughout the day.  This 
helps maintain strength and coordination and gives the person the 
opportunity to observe his or her surroundings.  Talk about the things 
you see along the way to help with orientation. 

 Follow all of your workplace policies regarding falls precautions.  People 
with delirium should be placed on “High Risk for Falls” precautions. 

 Even though the client may be uncooperative, it’s important to check skin 
for breakdown at least once every shift.  People with delirium have 
trouble sensing pain and may be incontinent of urine and/or stool.  This 
increases the risk of skin breakdown, pressure ulcers and infections. 

 In the home, it may be necessary to place dangerous substances like 
cleaning products and prescription medications in a locked cabinet.  A 
person with delirium may mistake a cleaning fluid for juice or may take 
too much or incorrect medications. 

 If the person is a “wanderer,” it may be necessary to place doorknob 
covers on door knobs and place locks and latches on windows and doors. 

 Put pictures on the doors to rooms, such as a toilet on a bathroom door 
and a bed on a bedroom door. This provides a visual reminder of the 
purpose of each room.  
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1. Delirium is a sudden and 
usually reversible change 
in mental status.   

2. People who have 
delirium need immediate 
medical attention.  If the 
cause of delirium is 
identified and corrected 
quickly, delirium can 
usually be cured. 

3. Delirium causes the 
person to have problems 
with awareness, attention 
and thinking. 

4. Delirium can often be 
mistaken for dementia or 
depression since the 
symptoms can overlap or 
be similar.   

5. Delirium often goes 
undiagnosed because 
healthcare workers 
dismiss the symptoms as 
normal, old-age 
confusion.   



Now that you‘ve read this 
inservice on delirium, jot 
down a couple of things  

you learned that you       
didn’t know before. 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

_______________________ 

FINAL TIPS ON DELIRIUM CARE 
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 Don’t brush it off!  Delirium often goes undiagnosed because healthcare 
workers dismiss the symptoms as normal, old-age confusion.  Be sure to 
investigate further if you notice signs of confusion, especially when the 
person was not confused before. 

 Report abnormal observations.  Delirium comes on suddenly.  It’s 
important to report any changes in your client’s mental status to your 
supervisor right away.  This will ensure that proper treatment is started so 
that the delirium can be reversed. 

 Get the background.  In new clients with delirium, talk to the family.  Ask, 
“Is this his usual behavior?”  Or, “Is she normally this agitated?” 

 People with delirium often need constant supervision.  In facilities, 
place these clients in a room close to the nurse’s station.  Ask the family to 
come sit with the client as much as possible.   

 Stay on schedule!  It’s important to maintain the clients usual routine (if 
possible) during an episode of delirium.   Help the client go to the 
bathroom on a regular schedule and serve meals at the usual times. 

 Get up!  If the client is able to get up, it’s best to place them in a seated 
position (like in a recliner) during the day.  Lying in bed all day can 
increase the symptoms of delirium. 

 Be prepared to keep your client’s mind occupied!  Create “Busy 
Boxes” (see sidebar on page  8), give women their purse to rummage 
through (be sure to remove dangerous items like nail clippers), provide 
catalogs or magazines, puzzles and simple toys to play with. 

 Minimize stimulus.  Televisions, ringing telephones, 
medical equipment that beeps, mirrors, and people 
talking in the hall can all be confusing and frightening 
to someone with delirium.  Keep the environment calm 
and quiet.   Soft music playing on a radio is calming and 
soothing. 

 Assess pain often!  Pain can cause agitation, 
anger, pacing and yelling.  Observe your clients 
for pain at least every 4 hours.  Report any 
signs of pain to your supervisor right away.    

 Remember, delirium is temporary.  Once 
the underlying cause is treated, the symptoms 
of delirium usually go away. 



 Are you “In the Know” about delirium?  Circle the best choice.  
Then check your answers with your supervisor! 

1. Delirium can be: 
 A.  Prevented.   C.  Treated. 

B.  Temporary.   D.  All of the above. 

2. A client with new symptoms of delirium needs: 
A.  Restraints.   C.  Isolation precautions. 
B.  Immediate medical help.  D.  Sleeping pills. 

3. Delirium often goes undiagnosed because:  
 A.  The symptoms are mild.  

B.  Clients can easily hide their symptoms. 
C.  There is no cure, so there is no point in reporting the symptoms. 
D.  Healthcare workers dismiss the symptoms as normal old age confusion.  

4. Your client with delirium will do best if the room: 
A.  Is well lit.    C.  Has a television. 
B.  Has several mirrors.  D.  None of the above. 

5.  True   or   False 
 Pain, infection and dehydration are all common causes of delirium. 

6. True   or   False 
 A client with delirium should be on bed rest until the symptoms pass. 

7. True   or   False 
 You should never try to re-orient a person with delirium.  It will make them more 

confused and frustrated. 

8. True   or   False 
 When a person with delirium is lying in bed, you should elevate the head of the 
 bed to minimize confusion and disorientation. 

9. True   or   False 
 You should remove a client’s eyeglasses during an episode of delirium.  

10. True   or   False 
Clients with delirium often need constant supervision. 
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