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Background: The development of delirium is very common 
in terminally ill patients. However, risk factors for termi-
nal delirium in the veteran population are poorly identified. 
The purpose of this study was to (1) Identify risk factors for 
terminal delirium in a US Department of Veterans Affairs 
inpatient hospice population; (2) Assess usage patterns 
of antipsychotics for treatment of terminal delirium; and  
(3) Describe nursing assessment, nonpharmacologic inter-
ventions, and documentation of terminal delirium.
Methods: This was a retrospective case-control study of 
veterans who expired while admitted into hospice care at 
a long-term care hospice unit during the period of October 
1, 2013 to September 30, 2015. Veterans’ medical records 
were reviewed for the 2 weeks prior to the recorded death.

Results: Of 307 veterans admitted for hospice care, 67.4% re-
quired antipsychotics in the last 2 weeks of life for the treat-
ment of terminal delirium. The average number of antipsychotic 
doses given was 14.9 doses per patient. The risk factors that 
were identified included the use of steroids, opioids, or anticho-
linergics; Vietnam-era veterans with liver disease; veterans with 
cancer and a comorbid mental health disorder; and veterans 
with a history of drug and/or alcohol abuse.
Conclusions: More than half of veterans admitted for hos-
pice care experienced terminal delirium requiring treatment 
with antipsychotics. The identification of veterans most 
likely to develop terminal delirium will allow for early non-
pharmacologic interventions and potentially decrease the 
need for treatment with antipsychotic medications.
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Delirium is a condition commonly ex-
hibited by hospitalized patients and by 
those who are approaching the end of 

life.1 Patients who experience a disturbance 
in attention that develops over a relatively 
short period and represents an acute change 
may have delirium.2 Furthermore, there is 
often an additional cognitive disturbance, 
such as disorientation, memory deficit, lan-
guage deficits, visuospatial deficit, or percep-
tion. Terminal delirium is defined as delirium 
that occurs in the dying process and implies 
that reversal is less likely.3 When death is an-
ticipated, diagnostic workups are not recom-
mended, and treatment of the physiologic 
abnormalities that contribute to delirium is 
generally ineffective.4 

BACKGROUND
Delirium is often underdiagnosed and un-
detected by the clinician. Some studies have 
shown that delirium is not detected in 22 to 
50% of cases.5 Factors that contribute to the 
underdetection of delirium include preexist-
ing dementia, older age, presence of visual 
or hearing impairment, and hypoactive pre-
sentation of delirium. Other possible reasons 
for nondetection of delirium are its fluctu-
ating nature and lack of formal cognitive as-
sessment as part of a routine screening across 

care settings.5 Another study found that 41% 
of health care providers (HCPs) felt that 
screening for delirium was burdensome.6

To date, there are no veteran-focused 
studies that investigate prevalence or risk 
factors for terminal delirium in US De-
partment of Veterans Affairs (VA) long-
term care hospice units. Most long-term 
care hospice units in the VA are in com-
munity living centers (CLCs) that follow 
regulatory guidelines for using antipsy-
chotic medications. The Centers for Medi-
care and Medicaid Services state that if 
antipsychotics are prescribed, documenta-
tion must clearly show the indication for 
the antipsychotic medication, the multi-
ple attempts to implement planned care, 
nonpharmacologic approaches, and ongo-
ing evaluation of the effectiveness of these 
interventions.7 The symptoms of termi-
nal delirium cause significant distress to 
patients, family and caregivers, and nurs-
ing staff. Literature suggests that delirium 
poses significant relational challenges for 
patients, families, and HCPs in end-of-
life situations.8,9 We hypothesize that the 
early identification of risk factors for the 
development of terminal delirium in this 
population may lead to increased use of 
nonpharmacologic measures to prevent 
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terminal delirium, increase nursing vigi-
lance for development of symptoms, and 
reduce symptom burden should terminal 
delirium develop. 

Prevalence of delirium in the long-term 
care setting has ranged between 1.4 and 
70.3%.10 The rate was found to be much 
higher in institutionalized populations com-
pared with that of patients classified as at-
home. In a study of the prevalence, severity, 
and natural history of neuropsychiatric syn-
dromes in terminally ill veterans enrolled in 
community hospice, delirium was found to 
be present in only 4.1% on the initial visit 
and 42.5% during last visit. Also, more than 
half had at least 1 episode of delirium during 
the 90-day study period.11 In a study of the 
prevalence of delirium in terminal cancer pa-
tients admitted to hospice, 80% experienced 
delirium in their final days.12

Risk factors for the development of de-
lirium that have been identified in actively 
dying patients include bowel or bladder 
obstruction, fluid and electrolyte imbal-
ances, suboptimal pain management, med-
ication adverse effects and toxicity (eg, 
benzodiazepines, opioids, anticholinergics, 
and steroids), the addition of ≥ 3 medica-
tions, infection, hepatic and renal failure, 
poor glycemic control, hypoxia, and hema-
tologic disturbances.4,5,13 A high percentage of 
patients with a previous diagnosis of demen-
tia were found to exhibit terminal delirium.14

There are 2 major subtypes of delirium: 
hyperactive and hypoactive.4 Patients with 
hypoactive delirium exhibit lethargy, re-
duced motor activity, lack of interest, and/
or incoherent speech. There is currently lit-
tle evidence to guide the treatment of hy-
poactive delirium. By contrast, hyperactive 
delirium is associated with hallucinations, 
agitation, heightened arousal, and inap-
propriate behavior. Many studies suggest 
both nonpharmacologic and pharmacologic 
treatment modalities for the treatment of 
hyperactive delirium.4,13 Nonpharmacologic 
interventions may minimize the risk and 
severity of symptoms associated with delir-
ium. Current guidelines recommend these 
interventions before pharmacologic treat-
ment.4 Nonpharmacologic interventions 
include but are not limited to the follow-
ing: engaging the patient in mentally stim-
ulating activities; surrounding the patient 

with familiar materials (eg, photos); ensur-
ing that all individuals identify themselves 
when they encounter a patient; minimizing 
the intensity of stimulation, providing fam-
ily or volunteer presence, soft lighting and 
warm blankets; and ensuring the patient 
uses hearing aids and glasses if needed.4,14

Although there are no US Food and 
Drug Administration-approved medica-
tions to treat hyperactive delirium, first- 
generation antipsychotics (eg, haloperidol, 
chlorpromazine) are considered the first-
line treatment for patients exhibiting psy-
chosis and psychomotor agitation.3,4,14-16 In 
terminally ill patients, there is limited evi-
dence from clinical trials to support the ef-
ficacy of drug therapy.14 One study showed 
lack of efficacy with hydration and opioid 
rotation.17 In terminally ill patients experi-
encing hyperactive delirium, there is a sig-
nificant increased risk of muscle tension, 

Case Presentation
RB was a 69-year-old veteran who enlisted in the US Army after 
high school and served in a combat zone in Vietnam. On returning 
home, he experienced mood swings and nightmares and was diag-
nosed with posttraumatic stress disorder (PTSD). For several years 
he struggled with polysubstance misuse but managed to overcome 
his addictions to everything but tobacco. He considered his nightly 
consumption of 6 beers to be normal for an American male.

After a syncopal episode and fall while mowing his lawn, he was 
diagnosed with metastatic lung cancer that was too advanced to 
benefit from surgery or chemotherapy. He was prescribed dexa-
methasone for edema surrounding the brain lesions and admitted 
to a US Department of Veterans Affairs long-term care hospice unit 
while receiving palliative whole-brain radiation. He remained stoic 
and functionally independent throughout the treatment but became 
progressively weaker with decreasing intake of food and fluids. His 
pain escalated, and he required opioids around-the-clock. 

A few days before his death, he became agitated, confused, and 
combative. He fell while trying to get to the bathroom on his own. 
While staff members were trying to assist him, he began to tug at his 
clothes and cried out, “rats, rats are eating me… get out of my way, 
I need to save my children!”

RB’s hyperactive terminal delirium symptoms persisted in the last 
few days of his life. Based on the results of this study, the hospice 
team identified several risk factors that put RB at risk for the de-
velopment of terminal delirium, including his Vietnam-era veteran 
status, history of PTSD, substance abuse, and cancer with liver in-
volvement. Nursing was informed of his risk factors and consistently 
incorporated nonpharmacologic methods, such as adjusting lighting 
in the room, monitoring his bowel and bladder needs, and treating 
his pain. A trial dose of lorazepam administered for anxiety was inef-
fective. He ultimately calmed after receiving 4 doses of haloperidol 
in a 24-hour period. Due to his distress and concerns for his safety, 
haloperidol was scheduled every 6 hours. He proceeded to a com-
fortable death.
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myoclonic seizures, and distress to the pa-
tient, family, and caregiver.1 Benzodiaze-
pines can be considered first-line treatment 
for dying patients with terminal delirium in 
which the goals of treatment are to relieve 
muscle tension, ensure amnesia, reduce the 
risk of seizures, and decrease psychosis and 
agitation.18,19 Furthermore, in patients with 
history of alcohol misuse who are experi-
encing terminal delirium, benzodiazepines 
also may be the preferred pharmacologic 
treatment.20 Caution must be exercised with 
the use of benzodiazepines because they 
can also cause oversedation, increased con-
fusion, and/or a paradoxical worsening of 
delirium.3,4,14

METHODS
This was a retrospective case-control study 
of patients who died in the Edward Hines 
Jr. Veterans Affairs Hospital CLC in Hines, 
Illinois, under the treating specialty nurs-

ing home hospice from October 1, 2013 to 
September 30, 2015. Due to the retrospec-
tive nature of this trial, the use of antipsy-
chotics within the last 2 weeks of life was a 
surrogate marker for development of termi-
nal delirium. Cases were defined as patients 
who were treated with antipsychotics for 
terminal delirium within the last 2 weeks 
of their lives. Controls were defined as pa-
tients who were not treated with antipsy-
chotics for terminal delirium within the last 
2 weeks of their lives. Living hospice pa-
tients and patients who were discharged 
from the CLC before death were excluded. 

The goals of this study were to (1) de-
termine risk factors in the VA CLC hospice 
veteran population for the development of 
terminal delirium; (2) evaluate documen-
tation by the nursing staff of nonpharma-
cologic interventions and indications for 
antipsychotic use in the treatment of ter-
minal delirium; and (3) examine the cur-
rent usage patterns of antipsychotics for the 
treatment of terminal delirium. 

Veterans’ medical records were reviewed 
from 2 weeks before death until the re-
corded death date. Factors that were as-
sessed included age, war era of service, 
date of death, terminal diagnosis, time 
interval from cancer diagnosis to death, 
comorbid conditions, prescribed antipsy-
chotic medications, and other medications 
potentially contributing to delirium. Nurs-
ing documentation was reviewed for indi-
cations for administration of antipsychotic 
medications and nonpharmacologic inter-
ventions used to mitigate the symptoms of 
terminal delirium.

Statistical analysis was conducted in SAS 
Version 9.3. Cases were compared with 
controls using univariate and multivariate 
statistics as appropriate. Comparisons for 
continuous variables (eg, age) were con-
ducted with Student t tests. Categorical vari-
ables (eg, PTSD diagnosis) were compared 
using χ2 analysis or Fisher exact test as ap-
propriate. Variables with a P value < .1 in 
the univariate analysis were included in lo-
gistic regression models. Independent vari-
ables were removed from the models, using 
a backward selection process. Interaction 
terms were tested based on significance and 
clinical relevance. A P value < .05 was con-
sidered statistically significant.

TABLE 1 Patient Baseline Characteristics
Variables Cases (n = 186) Controls (n = 90) P value

Age, mean (SD), y 76.0 (12.1) 74.8 (2.8)  .46

War era, No. (%) 
  World War II
  Korea
  Vietnam
  Persian Gulf
  O peration Enduring Freedom/

Operation Iraqi Freedom

 
50 (26.9)
45 (24.2)
91 (48.9)

0
0

 
21 (23.3)
21 (23.3)
44 (48.9)
3 (3.3)
1 (1.1)

 
 .75
 .75
 .49
 --
 --

T ime between diagnosis and 
death, mean (SD), mo

16.4 (24.1) 25.4 (39.6) .22

Terminal diagnosis, No. (%)
  Cancer
  C hronic obstructive pulmonary 

disease
  Heart failure 
  End-stage renal disease 
  Liver diseasea

  Parkinson disease
  Dementia
  Sepsis
  Other

 
112 (60.2)
17 (9.1)

9 (4.8)
6 (3.2)
9 (4.8)
0 (0)

6 (3.2)
12 (6.5)
15 (8.1)

 
44 (48.9)

8 (8.9)
6 (6.7)
3 (3.3)
4 (4.4)
1 (1.1)
6 (6.7)
7 (7.8)

11 (12.2)

 
 .07

 .95
 .53
 .99
 .99
 .33
 .19
 .68
 .27

Comorbid conditions, No. (%)
  Cancer
  C hronic obstructive pulmonary 

disease 
  Heart failure
  Renal diseaseb

  Liver diseasea

  Parkinson disease
  Dementia
  Suspected infection
  H istory of drug or alcohol 

misuse

 
43 (23.1)
44 (23.7)

47 (25.3)
68 (36.6)
37 (19.9)
4 (2.2)

46 (24.7)
81 (43.5)
62 (33.3)

 
16 (17.8)
21 (23.3)

19 (21.1)
41 (45.6)
14 (15.6)
2 (2.2)

17 (18.9)
51 (56.7)
19 (21.1)

 
 .31
 .95

 .45
 .15
 .38
 .99
 .28
 .04
 .04

aCirrhosis, hepatitis.
bChronic kidney disease, end-stage renal disease.
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RESULTS
From October 1, 2013 to Sep-
tember 30, 2015, 307 patients 
were analyzed for inclusion in 
this study. Within this popu-
lation, 186 received antipsy-
chotic medications for the 
treatment of terminal delir-
ium (cases), while 90 did not 
receive antipsychotics (con-
trols). Of the 31 excluded pa-
tients, 13 were discharged to 
receive home hospice care,  
11 were discharged to com-
munity nursing homes, 5 died 
in acute care units of Edward 
Hines, Jr. VA Hospital, and  
2 died outside of the study  
period. 

The mean age of all in-
c l u d e d  p a t i e n t s  w a s  
75.5 years, and the most common termi-
nal diagnosis was cancer, which occurred in 
156 patients (56.5%) (Table 1). The base-
line characteristics were similar between the 
cases and controls, including war era of vet-
eran, terminal diagnosis, and comorbid con-
ditions. The mean time between cancer 
diagnosis and death was not notably longer 
in the control group compared with that of 
the case group (25 vs 16 mo, respectively). 
There was no statistically significant differ-
ence in terminal diagnoses between cases 
and controls. Veterans in the control group 
spent more days (mean [SD]) in the hos-
pice unit compared with veterans who expe-
rienced terminal delirium (48.5 [168.4] vs  
28.2 [46.9]; P = .01). Patients with suspected 
infections were more likely found in the con-
trol group (P = .04; odds ratio [OR] = 1.70; 
95% CI, 1.02-2.82).

The most common antipsychotic admin-
istered in the last 14 days of life was haloper-
idol. In the case group, 175 (94%) received 
haloperidol at least once in the last 2 weeks 
of life. Four (4.4%) veterans in the control 
group received haloperidol for the indication 
of nausea/vomiting; not terminal delirium. 
Atypical antipsychotics were infrequently 
used and included risperidone, olanzapine, 
quetiapine, and aripiprazole. 

A total of 186 veterans received at least 
1 dose of an antipsychotic for terminal de-
lirium: 97 (52.2% ) veterans requiring an-

tipsychotics for the treatment of terminal 
delirium required both scheduled and as-
needed doses; 75 (40.3%) received only 
as-needed doses, and 14 (7.5%) required 
only scheduled doses. When the number 
of as-needed and scheduled doses were 
combined, each veteran received a mean  
14.9 doses. However, for those veter-
ans with antipsychotics ordered only as 
needed, a mean 5.8 doses were received per 
patient. Administration of antipsychotic 
doses was split evenly among the 3 nursing 
shifts (day-evening-night) with about 30% 
of doses administered on each shift.

Nurses were expected to document non-
pharmacologic interventions that preceded 
the administration of each antipsychotic 
dose. Of the 1,028 doses administered 
to the 186 veterans who received at least  
1 dose of an antipsychotic for terminal de-
lirium, most of the doses (99.4%) had in-
adequate documentation based on current 
long-term care guidelines for prudent anti-
psychotic use.9

Several risk factors for terminal delir-
ium were identified in this veteran pop-
ulation. Veterans with a history of drug or 
alcohol abuse were found to be at a sig-
nificantly higher risk for terminal delir-
ium (P = .04; OR, 1.87; 95% CI, 1.03-3.37). 
As noted in previous studies, steroid use  
(P = .01; OR, 2.57; 95% CI, 1.26-5.22); opi-
oids (P = .007; OR, 5.94; 95% CI, 1.54-22.99), 

TABLE 2 Medication Use of Patients

Medications
Cases, No. (%) 

(n = 186)
 Controls, No. (%) 

(n = 90)
 P 

value
Odds Ratio  

(95% CI)

Steroids 49 (26.3) 11 (12.2)  .01 2.57 (1.26-5.22)

Opioids 183 (98.3) 82 (91.1)  .007 5.95 (1.54-22.99)

Anticholinergics 139 (74.7) 53 (58.9)  .01  2.06 (1.21-3.52)

Benzodiazepines 118 (63.4) 55 (61.1)  .71 1.10 (0.66-1.85)

Lorazepam 109 (58.6)   52 (57.7)  .89 1.03 (0.62-1.72)

Other benzodiazepinesa 9 (4.8) 3 (3.3)  .99 1.02 (0.99-1.03)

Antidepressants 51 (27.4) 22 (24.4)  .59 1.16 (0.65-2.08)

Anxiolytics 113 (60.8) 52 (57.8)  .64  1.14 (0.68-1.89)

Sedative-hypnotics 20 (10.6) 7 (7.8)  .44 1.43 (0.58-3.57)

aAlprazolam, clonazepam, diazepam, temazepam.
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and anticholinergic medications (P = .01; OR, 
2.06; 95% CI, 1.21-3.52) also increased the 
risk of delirium (Table 2). 

When risk factors were combined, inter-
action terms were identified (Table 3). Those 
patients found to be at a higher risk of ter-
minal delirium included Vietnam-era vet-
erans with liver disease (P = .04; OR, 1.21; 
95% CI, 1.01-1.45) and veterans with a his-
tory of drug or alcohol abuse plus comor-
bid liver disease (P = .03; OR, 1.26; 95% CI, 
1.02-1.56). In a stratified analysis in veter-
ans with a terminal diagnosis of cancer, those 
with a mental health condition (eg, PTSD, bi-
polar disorder, or schizophrenia) (P = .048; 
OR, 2.73; 95% CI, 0.98-7.58) also had higher 
risk of delirium, though not statistically sig-
nificant. Within the cancer cohort, veterans 
with liver disease and a history of drug/al-
cohol abuse had increased risk of delirium  
(P = .01; OR, 1.43; 95% CI, 1.07-1.91).

DISCUSSION
Terminal delirium is experienced by many 
individuals in their last days to weeks of 
life. Symptoms can present as hyperactive 
(eg, agitation, hallucinations, heightened 
arousal) or hypoactive (lethargy, reduced 
motor activity, incoherent speech). Hy-
peractive terminal delirium is particularly 
problematic because it causes increased dis-
tress to the patient, family, and caregivers. 
Delirium can lead to safety concerns, such 
as fall risk, due to patients’ decreased in-
sight into functional decline.

Many studies suggest both nonpharma-
cologic and pharmacologic treatments for 
nonterminal delirium that may also apply to 

terminal delirium. Nonpharmacologic meth-
ods, such as providing a quiet and familiar 
environment, relieving urinary retention or 
constipation, and attending to sensory defi-
cits may help prevent or minimize delirium. 
Pharmacologic interventions, such as anti-
psychotics or benzodiazepines, may benefit 
when other modalities have failed to assuage 
distressing symptoms of delirium. Because 
hypoactive delirium is usually accompanied 
by somnolence and reduced motor activity, 
medication is most often administered to in-
dividuals with hyperactive delirium.

The VA provides long-term care hos-
pice beds in their CLCs for veterans who 
are nearing end of life and have inadequate 
caregiver support for comprehensive end-
of-life care in the home (Case Presenta-
tion). Because of their military service and 
other factors common in their life histo-
ries, they may have a unique set of char-
acteristics that are predictive of developing 
terminal delirium. Awareness of the pro-
pensity for terminal delirium will allow for 
early identification of symptoms, timely ini-
tiation of nonpharmacologic interventions, 
and potentially a decreased need for use of 
antipsychotic medications.

In this study, as noted in previous stud-
ies, certain medications (eg, steroids, opi-
oids, and anticholinergics) increased the 
risk of developing terminal delirium in 
this veteran population. Steroids and opi-
oids are commonly used in management of 
neoplasm-related pain and are prescribed 
throughout the course of terminal illness. 
The utility of these medications often out-
weighs potential adverse effects but should 
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TABLE 3 Primary Endpoint With Combined Risk Factors

Risk Factors
Cases, No. (%) 

(n = 186)
Controls, No. (%) 

(n = 90)
P  

value
Odds Ratio  

(95% CI)

Vietnam veterans with liver disease (vs no liver disease) 35 (18.8)   9 (10.0)  .04 1.21 (1.01-1.45) 

Veterans with a history of alcohol and/or drug abuse and liver disease 
(vs no liver disease)

32 (17.2) 4 (4.4)  .03 1.26 (1.02-1.56) 

Veterans with cancer and a mental health diagnosisa 15 (8.1) 0 (0)  .048 2.73 (0.98-7.58)

Veterans with cancer and liver disease who served in Vietnam  
(vs other conflicts) 

22 (11.8) 3 (3.3)  .04 1.40 (1.02-2.0)

Cancer, liver disease, and alcohol and/or drug abuse 18 (9.7) 1 (1.1)  .01 1.43 (1.07-1.91)

aBipolar disorder, schizophrenia, or posttraumatic stress disorder.
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be considered when assessing the risk for 
development of delirium. Anticholinergics 
(eg, glycopyrrolate or scopolamine) are 
often prescribed in the last days of life for 
terminal secretions despite lack of evidence 
of patient benefit. Nonetheless, anticholin-
ergics are used to reduce family and care-
giver distress resulting from bothersome 
sounds from terminal secretions, referred 
to as the death rattle.21 

It was found that veterans in the control 
group lived longer on the hospice unit. It 
is unclear whether the severity of illness 
was related to the development of termi-
nal delirium or whether the development 
of terminal delirium contributed to a has-
tened death. Veterans with a suspected 
infection were identified by the use of an-
tibiotics on admission to the hospice unit 
or when antibiotics were prescribed during 
the last 2 weeks of life. Thus, treatment of 
the underlying infection may have contrib-
uted to the finding of less delirium in the 
control group. 

More than half the veterans in this study 
received at least 1 dose of an antipsychotic 
in the last 2 weeks of life for the treatment 
of terminal delirium. The most commonly 
administered medication was haloperidol, 
given either orally or subcutaneously. Atyp-
ical antipsychotics were used less often and 
were sometimes transitioned to subcutane-
ous haloperidol as the ability to swallow de-
clined if symptoms persisted.

In this veteran population, having a his-
tory of drug or alcohol abuse (even if not 
recent) increased the risk of terminal delir-
ium. Comorbid cancer and history of men-
tal health disease (eg, PTSD, schizophrenia, 
bipolar disorder) and Vietnam-era veterans 
with liver disease (primary cancer, metasta-
ses, or cirrhosis) also were more likely to de-
velop terminal delirium. 

Just as hospice care is being provided 
in community settings, nurses are at the 
forefront of symptom management for vet-
erans residing in VA CLCs under hospice 
care. Nonpharmacologic interventions are 
provided by the around-the-clock bedside 
team to provide comfort for veterans, fam-
ilies, and caregivers throughout the dying 
process. Nurses’ assessment skills and doc-
umentation inform the plan of care for the 
entire interdisciplinary hospice team. Be-

cause the treatment of terminal delirium 
often involves the administration of anti-
psychotic medications, scrutiny is applied 
to documentation surrounding these medi-
cations.7 This study suggested that there is 
a need for a more rigorous and consistent 
method of documenting the assessment of, 
and interventions for, terminal delirium.

Limitations
Limitations to the current study include 
hyperactive delirium that was misinter-
preted and treated as pain; the probable 
underreporting of hypoactive delirium and 
associated symptoms; the use of antipsy-
chotics as a surrogate marker for the de-
velopment of terminal delirium; and lack 
of nursing documentation of assessment 
and interventions of terminal delirium. In 
addition, the total milligrams of antipsy-
chotics administered per patient were not 
collected. Finally, there was the potential 
that other risk factors were not identified 
due to low numbers of veterans with cer-
tain diagnoses (eg, dementia).

CONCLUSIONS 
Based on the findings in this study, several 
steps have been implemented to enhance 
the care of veterans under hospice care in 
this CLC: (1) Nurses providing direct pa-
tient care have been educated on the assess-
ment by use of the mRASS and treatment of 
terminal delirium;22 (2) A hospice delirium 
note template has been created that details 
symptoms of terminal delirium, nonphar-
macologic interventions, the use of anti-
psychotic medications if indicated, and the 
outcome of interventions; (3) Providers (eg, 
physician, advanced practice nurses) review 
each veteran’s medical history for the risk 
factors noted above; (4) Any risk factor(s) 
identified by this study will lead to a nurs-
ing order for delirium precautions, which 
requires completion of the delirium note 
template by nurses each shift. 

The goal for this enhanced process is to 
identify veterans at risk for terminal delir-
ium, observe changes that may indicate the 
onset of delirium, and intervene promptly 
to decrease symptom burden and improve 
quality of life and safety. Potentially, there 
will be less requirement for the use of anti-
psychotic medications to control the more 



Managing Delirium

208 • FEDERAL PRACTITIONER  •  MAY 2021 mdedge.com/fedprac

severe symptoms of terminal delirium. A 
future study will evaluate the outcome of 
this enhanced process for the assessment 
and treatment of terminal delirium in this 
veteran population. 
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