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Case 1
85M, presents with confusion, reduced oral intake.

BG of moderate dementia, frail, mild visual impairment, mobilising  4WW

Assistance with showering. Toilets independently. Son helps with ADLs. 

Diagnosed with delirium secondary urosepsis (UTI + acute kidney injury)

Transferred from ED to the cardiothoracics  ward

“Agitated overnight”. Given some antipsychotics.

Found on the floor, sustained proximal humerus

Treated for UTI/AKI. Analgesia makes him more confused. 

Unable to participate in rehab

Respite arranged (likely permanent)



Case 2
90F, home alone, presents with a fall on the sidewalk after putting out the bins

BG cognitive impairment, frail, mild visual impairment, 4WW 

Level 2 home care package (one the waitlist for a higher, assistance with showering)

Unable to walk reporting hip pain, BIBA to the ED. 

“Alert and orientated” at triage. Given some analgesia.

Xray- demonstrates hip #

S/B Orthogeriatrics  → 10/12 on 4AT

Surge ry fo r h ip , ongo ing d e lirium  p os t -op e ra t ive ly b u t  im p roving

Re hab ilit a t ion , d ischarge d  hom e  wit h  a  TACP



Delirium Falls

Measure Finding

Prevalence Delirium 25%, falls 1 -2%

Overlap 38-70% of inpatients fallers had delirium

Visibility Delirium still missed (>30%), Falls hard to miss

Kalivas et al 2023, Lakatos et al 2009,   Titlestad 2024,



Outcomes

No delirium Delirium

Kalivas et al., Journal for Healthcare Quality 2023



Delirium as a driver for falls in hospital

Babine et al., Psychosomatics 2016

Fall in hospital?

Think delirium 
(Screen for delirium)



What is delirium?
Clinical  diagnosis  (DSM-V):

1.Disturbed attention  and  awareness
2.Acute and  fluctuating
3.Ad d it iona l d is t urb ance  in  cogn it ion  
4 .Not  p re -e xis t ing d e m e n t ia .
5.Precipitated by a medical condition /d rug

Phe no t yp e s : hyp e rac t ive , hyp oac t ive , m ixe d .

The re  a re  no  b iom arke rs



What is delirium?
Delirium = acute brain 

failure

Confusion

Drowsiness

Reduced oral 
intake

Disorientation

Memory 
impairment

Falls

Hallucinations

Paranoid

Incontinence

Functional Impairment



Delirium is a linchpin condition



Why do people become delirious?

Point prevalence >18years: 16% Prevalence >65years : 25% Prevalence ICU : <70% 

Inouye SK Lancet 2014; Casey P Int Med J 2018



What are the outcomes for patients with delirium?

(4)

(1)Siddiqi. Age and Ageing. 2006; (2)McCusker. Arch Intern Med. 2002; (3)MacLullich. Int Rev Psych 2009; (4) Pezullo  BMJ Open. 2019



Nitchingham 2021



DELIRIUM FALLS

Shared Risk 
Factors

Age
Cog impairment

Frailty
Polypharmacy

CNS active meds
Sensory Loss

Inattention
Alerted Arousal

Impaired judgement
Impulsivity

Psychomotor changes
Impaired balance

↑ Exposure to 

preciptants
Dehyration

Deconditioning
CNS active meds
Unfamiliar Env

A clinical perspective



Motor disturbances are a core feature of delirium

Richardson et al 
2022



How can we reduce 
in hospital falls?

By preventing and proactively 
managing delirium



DELIRIUM FALLS
Shared Risk 

Factors
Age

Cog impairment
Frailty

Polypharmacy
CNS active meds

Sensory Loss

Inattention
Alerted Arousal

Impaired judgement
Impulsivity

Psychomotor changes
Impaired balance

↑ Exposure to 

preciptants
Dehyration

Deconditioning
CNS active meds
Unfamiliar Envir

Prevent 
Delirium

Manage Delirium
Prevent 

Complications



Non -pharmacological multicomponent intervention  
can reduce  hospital acquired delirium  by up to 40%

Hshieh T, JAMA Int Med et al 2016



Multicomponent intervention for 
d e lirium  p re ve n t ion

Op t im ise  b lad d e r/
b owe l funct ion

ACSQH 2025



Do multicomponent interventions reduce the 
risk of falls?

Yes - Delirium prevention trials may  reduce the risk of 
in hospital falls by up to 40%

He S, AJA 
2021



Optimise bladder/
b owe l funct ion

Mult icom p one n t  in t e rve n t ion  fo r 
d e lirium  p re ve n t ion  t re a t m e n t

ACSQH 
2025

Pre ssure  a re a  
ca re

Re asse ss ing fa lls  
risk



Are there any drug treatments for delirium?

Neufeld 2016, Seppala JAMDA 2018

No

Antipsychotics  are used off -label for psychotic symptoms with associated 
distress or for chemical restraint BUT do not shorten delirium, improve 
severity or  improve major outcomes . 

Antipsychotics  also increase the risk of falls  (OR 1.54)

Drug management of delirium: use the lowest effective dose for the 
shortest time



Are there any other drugs on the horizon?

Wilson 2020Not all delirium in the same...



Intranasal insulin?

Hallschmid 2021



Analysis of the primary outcome 

*Adjusted for age, sex, cognition, APACHE, comorbidity, frailty

Whole Cohort Control Intervention

n=97 n=49 n=48

Duration of delirium
(median, IQR)

5.87 (3.0, 9.7) 6.8 (3.97, 9.76) 4.83 (2.93, 9.21)

*HR 0.69; 95%CI 0.43-1.12, P=0.13

Survival Analysis



Subgroup analysis by age

Age <88 years
N=46

Age >88 years
N=51

control intervention p
Median duration of 
delirium (days) 7.0 3.9 HR 0.39, 95% CI [0.17-0.87], 

p= 0.02

control intervention p
Median duration 
of delirium (days) 4.9 5.4 HR 0.88, 95% CI [0.41-1.93], 

p= 0.76



Secondary outcomes

(median)

days

Total Control Intervention
HR 0.56; 0.35-0.89, P=0.01Length of stay 

(median, IQR) 9.6 (5.0, 16.4) 12.9 (7.8, 17.4) 7.93 (4.6, 14.5)

More research needed



What about post-
discharge care? Delirium and subsequent falls (N=1)

 - RR 6.66 (low certainty)

Falls and subsequent delirium (N=3)
 - OR 2.01

Most studies didn’t adjust for important 
factors: dementia, frailty, comorbidity



What about post-
discharge care? (2)

Bellelli  2024

Can outpatient care change the 
trajectory?



Take home messages

2. When an older inpatient falls – Think Delirium

3. When an older inpatient has delirium – Think Falls

1.Delirium is acute brain failure, it is still often missed

5. Delirium and falls are often markers of frailty → start 

t h inking b e yond  d ischarge

4. Pre ve n t ing d e lirium  m ay a lso  p re ve n t  fa lls



 Have Your Say on Delirium Research Priorities

www.delirium.org.au
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Patients & Families
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