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OBJECTIVES

 To understand the impact that ICU Delirium has 

on survivors of both adult and pediatric intensive 

care units

 To discuss the associations and causes of ICU 

Delirium in all age groups and identify practice 

changes that may reduce the incidence of 
delirium

 To leave the session with specific actions that 

can be taken to reduce or prevent delirium in 

each attendees critical care area



WHAT IS DELIRIUM?

 Delirium is a syndrome of acute brain dysfunction

 DSM-5 defines it as “a disturbance and change in attention 

and awareness from baseline, developed over a short time, 

with a fluctuating course. The change from baseline includes a 

disturbance in cognition, which is not better explained by 

another neurocognitive disorder”

 Hallmark is inattention, but can be both hyperactive or 

withdrawn



WHY DO WE SUDDENLY CARE 

SO MUCH ABOUT DELIRIUM?

 “Survival rates for children and adults who require 

intensive care for the treatment of life-

threatening illness or injury have dramatically 

improved worldwide”1

 “However this decreased mortality has been 

accompanied by increased morbidity”1



WHY DO WE SUDDENLY CARE 

SO MUCH ABOUT DELIRIUM?

 Emerging research showing associations 

between delirium in adults and children and…

 Increased Mortality

 Longer ICU length of stay

 Longer hospital length of stay

 Increased rates of Post traumatic stress

 Worse quality of life after intensive care



IT MATTERS TO OUR 

PATIENTS!!!



A LITTLE BIT OF SIMULATION 

TO GET YOUR ATTENTION



HTTP://WWW.ICUDELIRIUM.ORG/TESTIMO

NIALS.HTML

http://www.icudelirium.org/testimonials.html


PEDIATRIC DELIRIUM

A Review of the Literature



OBJECTIVES

 Review impact of delirium on critically ill adults

 Highlight current culture in PICU

 Discuss current knowledge gaps

 Summarize current literature regarding pediatric delirium

 Review novel treatments in the PICU



DELIRIUM IN THE ADULT ICU

Adult Cohort Studies:
 60 – 80% of MV patients

 20 – 50% of lower-severity ICU patients

Independently associated with worse 
outcomes:
 Increased ICU LOS (8 VS 5 days)

 Increased Hospital LOS (21 VS 11 days)

 Increased Time on the Ventilator (9 VS 4 days)

 9X higher incidence of cognitive impairment

 10% have delirium at hospital discharge

 25% sustained cognitive impairment after 1 year regardless of age

 3-Fold increased risk of DEATH
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PICU CULTURE:  PHYSICIAN 

ASSESSMENT
 Survey of PAD Practice among Canadian Pediatric Critical 

Care Physicians:

 Delirium scores only used by 16% of respondents

 Most common analgesics:  Morphine & Acetaminophen

 Most common sedatives:  Midazolam & Chloral Hydrate

 No standardization of strategies for assessment and 
management of Pain, Sedation, Withdrawl, Delirium or 
Sleep Promotion

 Survey of PAD Practice among PCICU Clinicians:

 75% do not screen for delirium

 61% had never attend a lecture addressing PAD

 86% were not happy with the current state in PCICU

Garcia Guerra G et al PCCM 2016 Sep;17(9): 823-830

Staveski S et al PCCM 2018 June; 19(6): 538-543

Urgent Need for Improvement in PAD Education, 

Evaluation & Management



PICU CULTURE:  RN ASSESSMENT

 Review of critical care RN practice (ANZ)

 Majority (93%) comfortable with assessments of pain, sedation and 

withdrawal

 Minority (30%) were aware of delirium assessment

 Survey of delirium assessment tools:

 GCS, WAT, Finnegan, Sophia Observation of withdrawal (SOS)

 Barriers to PAD Assessments:

 Increased workload and inability to chart assessments 

 Concerns re: patient safety

 Lack of MD investment: 

 61% rarely or never addressed on rounds

Long D, et al Australian Critical Care 2016 29; 110-123 

Rohik G, et al 2018 Crit Care Nurse Aug; 38(4): 57-67

Flaigle M, et al 2016 J Ped Nursing; 31: 81-84



PICU KNOWLEDGE GAPS
 Current Perceptions do not match our Current 

Understanding of Pediatric PAD:

 70% are unaware of different delirium subtypes

 13% believe that bladder catheters can decrease 

risk of delirium

 38% believe that benzodiazepines are beneficial for 

pediatric delirium

 48% believe that delirium is short-lived, lasting hours

 62% believe that children do not remember being 

delirious Choong K, et al 2014 PCCM July; 15(6): 270-279

Rohik G, et al 2018 Crit Care Nurse Aug; 38(4): 57-67

Flaigle M, et al 2016 J Ped Nursing; 31: 81-84

Pediatric Delirium is Common, Most 

Commonly Mixed Subtype



PEDIATRIC DELIRIUM:  CLOSING 

THE KNOWLEDGE GAP

 Maybe Children are just Little Adults?

 Prevalence similar to adults

 Delirium occurs early:

 19.5% with delirium on 1st assessment

 14.2% with sub-threshold delirium scores on 

1st admission

 53% of pediatric delirium is hypoactive

 Delirium risk high in the PCICU (57%)

 Delirium risk increases as duration of PICU 

admission increases:

 By day 7-14 post-admit, prevalence 

increases  50% Traube C, et al 2017 CCM Apr; 45(4): 584-590

Landono, et al  2018 Intensive Care Nursing Apr; 45: 37-43 

Alvarez R et al J Pediatr 2018 Apr; 195: 206-212



PICU DELIRIUM – RISK FACTORS

Traube C, et al 2017 CCM Apr; 45(4): 584-590



Smith, H et al 2017 CCM Sept; 45(9)

PEDIATRIC DELIRIUM: OUTCOMES



PD Independently associated with worse 

outcomes:

 Increased PICU LOS (7 VS 3 days)

 Increased Hospital LOS (8 VS 3 days)

 Increased Time on the Ventilator (4 VS 1 days)

 Increased risk of DEATH

 Mortality risk 5.24% VS 0.94%; p < 0.001

 Adjusted Odds Ratio for mortality in patients ever delirious, even 

after controlling for POM at admission 4.39 (CI = 1.96-9.99; p < 
0.001)



PEDIATRIC DELIRIUM: OUTCOMES









MOM OF 3 MONTH OLD 

WITH RSV BRONCHIOLITIS –

INTUBATED AND VENTILATED 

FOR 5 DAYS 

 “He didn’t smile, he didn’t look at 
me, he didn’t see me, he just 
thrashed and thrashed in his bed, 
then one day in rounds they started 
talking about delirium and instead 
of giving him more medications 
they started to give him less. I was 
worried he would be worse, and he 
was at first. They explained that I 
should hold him and we should 
have the lights on during the day 
and off at night and we should 
read and sing to him and after a 
few days it was like the lights went 
back on in his brain and there was 
my boy again.”

 “ I just wish they had me do all of 
those things from the start.”



PARENTS OF 5 YEAR OLD BOY WITH 

AUTISM, INTUBATED AND VENTILATED FOR 

5 DAYS WITH BACTERIAL TRACHEITIS

 “ It was so hard to see him like that, sometimes he was OK but 

so often he would be so hard to settle and nothing we said or 
did seemed to help. Even after the breathing tube came out 

he just thrashed and moaned and cried and cried.” 

 “At least they told us about the possibility of delirium and the 

things we could do to help. It made us feel useful, like we were 

still his parents”

 “I don’t know if it helped though, maybe it would have been 

worse if we hadn’t tried.”

 “It ended up taking so long for him to even be close to himself 

and we are still having difficulties with nightmares”



PARENTS OF A 14 YR OLD GIRL WITH ARDS 

AFTER A BONE MARROW TRANSPLANT

 “For so many days she just laid there and nothing seemed to 

get better. Then they finally let her get out of bed and things 

improved so quickly after that. Her lungs got better, but so did 

her mind and her mood. Our girl came back to us!”



DISCUSSION OF THE SIMULATION



OUR PAD TEAM

 Natasha Bansley RN CNCCP (C)

 Laura Bird RRT Educator

 Wendy Bissett RN CNE CNCCP (C)

 Janelle Carbert RN

 Paul Doughty MD FRCPC

 Kat Grant MScPT

 Stephanie Hall RN CNCCP (C)

 Laurie Lee MN NP 

 Shannon Lindsay RRT

 Kate Ross, Child Life 

 And many, many more

#PADISLIFE #ICUDELIRIUM



ACH PICU PAD PROGRAM
February 2016

 Creation of PAD Leadership Group (Laurie, Wendy, Paul)

March 2016

 Joined CPSA PAD your ICU Initiative (National Collaborative)

April 2016

 Joined Provincial Critical Care Strategic Clinical Network on Delirium

July 2016

 Created PAD working group with Bedside Champions

November 2016 – Phase 1

 Score every patient using the appropriate tool at the appropriate interval for pain, agitation and 
delirium

 Refine and reintroduce the Pain and Agitation Pathway

 Sedation Goals to be ordered and discussed daily

July 2017 – Phase 2

 Early Mobilization Pathway

 Extubation Readiness Testing 

Summer/Fall 2018 – Phase 3

 My Daily Schedule

 Least restraint policy

 Back to Bedside B2B – coming soon

Re-engagement 

of PT, OT, SLP, 

Child Life, in daily 
care of ALL of our 

patients



SOCIETY OF CRITICAL CARE 

MEDICINE ABCDEF BUNDLE

Assess, prevent and manage pain

Both SAT and SBT

Choice of Analgesia and Sedation

Delirium – Assess, prevent and 
manage

Early Mobility and Exercise

F amily engagement and 
empowerment



ACH ABCDEF BUNDLE

Assess, prevent and manage pain

B reathing – Ventilator synchrony and 
Early extubation

Choice of Analgesia and Sedation

Delirium – Assess, prevent and manage

E arly Mobility and Exercise

F amily engagement and empowerment



ASSESS, PREVENT AND MANAGE PAIN

 All patients should be assessed for pain using an OBJECTIVE pain 
tool AT LEAST every 4 hours

 All patients should have an order for q4h and prn pain scoring

 Pain should be prevented and treated using non-pharmacologic
+/- pharmacologic methods

 Analgesics should be ordered and administered in the context of 

a pain score

 Analgesic administration should be assessed using an objective 

pain score
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BREATHING – VENT SYNCHRONY 

AND EARLY EXTUBATION
 Focus on changing ventilation modes 

frequently to match patient comfort

 This may mean multiple changes per shift

 This may also mean spontaneous vent 

modes with higher PS and PEEP levels



EXTUBATION READINESS TESTING

 Goal to identify patients ready for extubation 

earlier and to decrease ventilator days

 Trial of spontaneous breathing on low pressure 

support, low PEEP and low Fi02

 RT led with inclusion and exclusion criteria 
stipulated and pass/fail criteria stipulated



CHOICE OF ANALGESIC AND 

SEDATION
 Targeted Sedation – with a minimum sedation 

possible goal

 All patients should have an up to date order for their 
desired sedation state utilizing the SBS (State 
Behavioral Scale)

 All patients should have a documented SBS q4h while 
awake

 Benzodiazepine sparing

Focus on non-
pharmacological 
interventions and prevention



ADD SBS descriptors here



SEDATION SCORING 

COMPLIANCE
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DELIRIUM, ASSESS, PREVENT AND 

MANAGE

 All patients should be ordered to have a q shift 

delirium assessment

 This is done using the Cornell Assessment of 

Pediatric Delirium (CAP-D)

 This score should be reported and discussed 
each day in rounds as should techniques to 

prevent and treat delirium

 CAP-D >9 means delirium is present







DELIRIUM SCORING COMPLIANCE AND INCIDENCE
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EARLY MOBILITY AND EXERCISE 

 All patients will be mobilized as per the ACH 

Nurse Led PICU Mobilization pathway unless they 

meet contraindications or precautions

 Mobility levels should be discussed in rounds 

each day to ensure that patients are meeting 

“maximum” mobilization

 All patients should have a Physio Therapy order in 

SCM





COMPLIANCE WITH DAILY 

MOBILIZATION 
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FAMILY ENGAGEMENT AND 

EMPOWERMENT

 Continued focus on family centred care

 Educate families on delirium

 Encourage day/night cycle by parents

 Encourage family to orient their children with each 
encounter and repeatedly

 Encourage family to work with the PICU staff to 
emulate home cycle as much as possible

Encourage parents to hold 
their children!!!











QUESTIONS?


