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Abstract

Background: Disease is an abnormal process that affects all aspects of the human life.
The hospital environment and particularly the intensive care unit (ICU) causes stress in
the patient and his/her family. So the critically ill patient necessary to assess the ICU
Delirium.

Aim: This study was designed to assess the prevalence of ICU delirium patients admitted
in Intensive Care Unit.

Subjects and methods: A descriptive study was conducted among patients admitted in
Intensive Care Unit at Puducherry. Sample size was 30, selected through purposive
sampling. The approach used was Quantitative approach and descriptive design was
used in this study. The investigator assessed the ICU delirium among patients using the
Richmond Agitation and Sedation Scale and CAM-ICU Scale.

Results: The data revealed that ICU delirium is present in the current scenario and
majority of the cases are differentiating it from hypoactive and hyperactive ICU delirium
rather than considering the patient to be in a drowsy or sedative state. The evidence
suggests that out of 30% of the subjects, who developed ICU delirium 6.67% of them
had hypoactive ICU delirium and 23.33% had hyperactive ICU delirium.

Conclusion: ICU delirium is now becoming a major threat to the health care professionals
because many of the studies reveals that the percentage of patients suffering from ICU
delirium is being increasing day by day amidst this technological developments. It has
really become a challenge for the health professionals to detect ICU delirium at the
earliest so that they can prevent the cognitive impairment.

Keywords: ICU delirium; Intensive Care Unit; RASS Scale; CAM-ICU Scale.

Introduction

Critical care environment is complex, life threatening and alien to the patient. The
depersonalization of the patient and staff with the ICU dress, use of all kinds of machines
and jargons makes the environment vulnerable for the patients [1].

In addition to the physical stress of illness, pain, sedation, interventions, and
mechanically ventilation, there are psychological and psychosocial stressors
perceived by these patients. One of the additional factors is the ICU environment,
which is thought to contribute the syndrome known as ICU delirium [2].

According to American Psychiatric Association’'s (APA) Diagnostic and Statistical
Manual of Mental Disorders (DSM)-IV, Delirium is defined “as a disturbance of
consciousness and cognition that develops over a short period of time (hours to days)
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and fluctuates over time.” Many different terms have been
used to describe this syndrome of cognitive impairment in
critically ill patients, including ICU psychosis, ICU syndrome,
acute confusional state, septic encephalopathy, and acute
brain failure [3].

The causes of delirium have been divided into patient
factors, pharmacological factors, and environmental factors.
Patient factors could be individual (like severe comorbidity,
previous episode of delirium, and personality before illness),
perioperative (like course of postoperative period, and type
and duration of operation) and specific conditions (like
depression and alcoholism). Pharmacological factors include
treatment with many drugs, dependence on drugs or alcohol,
use of psychoactive drugs or alcohol and specific drugs that
may cause problems like benzodiazepines, anti cholinergic
agents and narcotics; while environmental factors include
extremes in sensory experience for e.g., hypothermia, deficits
in vision or hearing, immobility or decreased activity, social
isolation and novel environment [4].

A study was conducted on Implementation of a delirium
assessment tool in the ICU can influence haloperidol use, at
the Radboud University Nijmegen Medical Centre, Netherlands
which believe that "although there has been increasing
interest in delirium in the past five years, standard screening
of patients in daily practice is still not common, resulting in an
underestimation of the problem. The studies showed that,
without the use of a screening instrument, more than 60% of
patients with delirium are missed by ICU nurses and more
than 70% by physicians which can be assumed that delirious
patients are not sufficiently treated if they are not recognized.
The incidence rate in critically ill patients varies between 11%
and 87%, depending on the study design, methods for
assessment, and differences in population. Early recognition
of delirium is important for adequate and early treatment.
Therefore a quick and easy delirium assessment tool should
be used with a high interrater reliability. Intensive care
delirium screening checklist (ICDSC) and the confusion
assessment method-ICU (CAM-ICU) are the two validated
delirium screening instrument recommended to screen the
ICU patients for ICU delirium [5,6].

Objectives

1. To assess the prevalence of ICU delirium among
patients admitted in ICU of selected hospital.

2. To find the association between the prevalence of
ICU delirium with selected socio-demographic
variables.

Methodology

Research approach is the basic procedure for conducting
the study, the present study aimed at assessing ICU delirium
patient admitted in Intensive Care Unit. In order to achieve
the objectives, a quantitative research approach was found to
be appropriate. Research design used for this study is a

descriptive study (non-experimental) and research variables
are ICU delirium and patient admitted in ICU. The study was
conducted in Indira Gandhi Government General Hospital
and Research Centre. The population comprise of this study
patient admitted in Intensive Care Unit at Indira Gandhi
Government General Hospital and Research Centre at
Puducherry. The sample size comprised of 30 Patients
admitted in Intensive Care Unit. Sampling technique is a
process of selection of portion of the population to represent
the entire population. Purposive sampling technique was
used for this study [1]; Inclusion criteria of sample were
patients who are admitted to ICU for more than 24 hours [2].
Conscious patients who are willing to participate in the study
[3]. Inattentive and ventilated patients whose guardians will
permit to observe the patient for delirium using CAM-ICU
tool [4]. Patients who scores between -3 to +4 on Richmond
Agitation and Sedation Scale (RASS).

The tool description was divided into three sections.
Section A: This section contains part-I demographic variables
including age, gender, marital status, religion, educational
status, previous occupation. And part-Il clinical variables are
including type of illness, history of smoking and alcoholism,
previous ICU admission, previous drug history for co-morbid
condition, duration of stay in ICU, and present diagnosis.
Section B: This section contains assessment of level of
consciousness by using Richmond Agitation and Sedation
Scale (RASS). Section C: This section contains Confusion
Assessment Method for ICU (CAM-ICU Scale). The tool
consists of 16 items covering four areas which include the
following: [1]. Feature 1- acute onset or fluctuating course of
mental status (pre hospital mental status, acute change from
mental status baseline and fluctuation in mental status during
past 24 hours) [2]. Feature 2- in attention (listening to series
of letters, seeing and memorizing a series of pictures,
recollecting the previous pictures from the new ones) [3].
Feature 3- altered level of consciousness (current RASS score)
[4]. Feature 4- disorganized thinking (step 1, four Yes or No
type questions and step 2 contains another set of four Yes or
No questions, and responding to the command by doing an
action). Data collection procedure include prior permission
was obtained from the Nursing Superintend of Indira Gandhi
Government General Hospital and Research Centre at
Puducherry. The data collected was from the patients admitted
in Intensive Care Unit, Indira Gandhi Government General
Hospital and Research.

Results

The results describe that General characteristics of the
subjects, the 33.33% were in the age group of 31-40 years, in
gender 83.33% were male, 36.67% were married, 53.33% had
illiterate, 46.67% had belong to Hindu, 50% were non
professional workers (Table 1). Whereas in clinical variables,
66.67% had chronic type of illness, 43.33% had habit of
alcoholism, 50% had previous drug history, 60% had previous
ICU admission, 46.67% had stay in ICU more than 4 weeks,
and 36.67% had cardiovascular disorders (Table 2).

Madridge J Intern Emerg Med.
ISSN: 2638-1621

Volume 3 « Issue 2 « 1000128

122



Madridge Journal of Internal and Emergency Medicine

Table 1. Description of the demographic
variables of patient admitted in ICU.

Demographic variables Distribution Percentage (%)
18-25 years 20.00
Age 26-30 years 16.67
31-40 years 30.00
Above 40 3333
Female 16.67
Gender Male 8333
Unmarried 10.00
Marital status Married 3667
Divorcee 32.67
Widower 20.67
Hindu 46.67
Religion Christian 50.00
Muslim 0.00
Others 333
llliterate 53.33
. Primary level 3333
Educational status Higher school 1333
Degree and above 0.00
Professional workers 23.33
. . Non professional 20.00
Previous occupation
Heavy worker 6.67
Unemployed 50.00
Table 2. Distribution of clinical variables of this study.
Clinical variables Distribution Percentage (%)
Type of iliness Acute 3333
Chronic 66.67
Smoking only 30.00
History of smoking and|Alcoholism 43.33
alcoholism Botha, b 10.00
None 16.67
. . Yes 50.00
Previous drug history No 20,00
. L Yes 60.00
Previous ICU admission No 40.00
1 week 333
. . 2 week 10.00
Duration stay in ICU 3 week 40.00
More than 4 week 46.67
Cardiovascular disorders 36.67
Present diagnosis Resplratory 33.33
Neurological 13.33
others 16.67

Whereas in Level of ICU sedation using RASS Scale Ten
(33.33%) of the participants were Alert and Calm, eleven
(36.67%) were drowsy, whereas nine (30%) were Agitated,
Restless and in Light sedation. Whereas ICU Syndrome
assessment using CAM-ICU Scale, the disorganized thinking
from this selected participants nine (30%) were CAM-ICU
Positive i.e. by the presence of feature 1, feature 2 and either
feature 3 or feature 4. Out of this CAM-ICU Positive cases
seven (23.33%) had Hypoactive ICU Syndrome and two
(6.67%) had Hyperactive ICU Syndrome.

Confusion Assessment Method for ICU patients revealed
that nine (30%) of the subjects were with fluctuating mental
status, thirteen (43.33%) had altered level of consciousness,
five (16.67%) had inattention and three (10%) were with score
as positive, therefore the individual present with ICU
Syndrome (Figure 1). Thus ICU Syndrome was assessed and

the data showed that 30% of the subjects admitted in the ICU
developed ICU Syndrome during their ICU stay whereas 70%
of the subjects were free of ICU Syndrome in the assessment
for consecutive three days using the CAM-ICU Scale. The
mean score for the presence of ICU Syndrome was three.

B Fluctuating mental staus
B Altered level of conscious

Inattention

® Disorganized thinking

16.67%

Figure 1. Assessment CAM-ICU Scale.

Discussion

In the present study the level of ICU sedation was assessed
using the standardized Richmond Agitation and Sedation
Scale. It has got certain scores based on which the sedation is
being classified. In this study majority 33.33% of the subjects
were Alert and Calm with a RASS Score of 0 and 36.67% were
drowsy, 10% were agitated, 10% were restless, 10% were in
light sedation. In the present study the prevalence of ICU
Syndrome in a selected Hospital was calculated using the
formula and was found to be 30%. In a similar study conducted
in Chandigarh it was revealed that incidence and prevalence
rate of delirium were 24.4% and 53.6% respectively which
means that delirium was highly prevalent in the ICU setting
and delirium is associated with longer ICU stay and higher
mortality [7-9].

According to CAM-ICU scale 44.33% of the subjects had
Altered Level of Consciousness, 16.67% had Inattention,
whereas 30% had Fluctuating Mental Status and 10% had
disorganized thinking. The scores calculated for individual
subjects showed the CAM-ICU Confusion Assessment Method
for ICU patients revealed that nine (30%) of the subjects were
with fluctuating mental status, thirteen (43.33%) had altered
level of consciousness, five (16.67%) had inattention and
three (10%) were with score as positive, therefore the
individual present with ICU Syndrome. Thus ICU Syndrome
was assessed and the data showed that 30% of the subjects
admitted in the ICU developed ICU Syndrome during their
ICU stay whereas 70% of the subjects were free of ICU
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Syndrome in the assessment for consecutive three days using
the CAM-ICU Scale. The mean score for the presence of ICU
Syndrome was three.

The subjects were again classified based on their presence
of ICU Syndrome depending upon its type. The results showed
majority 70% of subjects were Normal, 6.67% had Hypoactive
ICU Syndrome whereas 23.33% had Hyperactive ICU
Syndrome. A similar study was conducted to identify the
psychopathological factors in hyperactive and hypoactive ICU
Syndrome which shows that among the patients who have
developed ICU Syndrome, 70% patients had hyperactive
delirium while 30% was having hypoactive delirium.

Therefore it is really a matter of concern for the health
care professionals as early detection can reduce the mortality
rate as well as the cognitive impairments. The main purpose
of the study was to assess ICU Syndrome among patients
admitted to ICU. The findings of the study provide useful
information to health planners and adopt measures to reduce
the incidence of ICU Syndrome and certain facts that have far
reaching implications in the field of nursing practice, nursing
research, and nursing administration. This study has helped to
prove the prevalence of ICU Syndrome in the given setting. It
also revealed that the preventive practices should be improved
and nurses given proper guidance in the assessment of ICU
delirium [10,11].
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