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The confused patient in the acute hospital
The Hot Topic Symposium on The Confused Patient in the Acute Hospital was held on 7 September 2012 at 
The Royal College of Physicians of Edinburgh
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Symposium report

Introduction

Over half of older adults admitted to hospital are 
confused.1 This may be due to pre-existing dementia, a 
learning disability or an acute episode of confusion 
(delirium). All of these conditions can be distressing for 
the patient and their family. They can lead to increased 
morbidity and mortality. Confusion needs to be recognised 
early and treated appropriately. This timely symposium 
provided healthcare workers of all disciplines with the 
knowledge and skills to improve the detection, treatment 
and quality of care of those with dementia, learning 
disability and delirium. 

Session 1 – Assessment: clarifying the 
type and cause of confusion

Dr Stephen Potts (Consultant Liaison Psychiatrist, Royal 
Infirmary of Edinburgh) advised that discharging a confused 
patient from hospital (especially from the emergency 
department) is difficult, reflecting high case complexity 
and often associated frailty.  It requires a careful assessment 
of risks and benefits in full consultation with the carer/
family and primary care team. Anticipatory care planning 
for frail patients greatly facilitates decision-making at the 
point of access to emergency care.

Dr Andrew Farrall (Consultant Neuroradiologist, Western 
General Hospital, Edinburgh) showed that brain imaging 
(computed tomography) detects acute abnormalities (e.g. 
subdural haemorrhage, acute stroke, brain tumour) in 
8–14% of patients diagnosed with delirium.2 According to 
the British Geriatrics Society Guidelines, brain scanning is 
indicated in delirious patients with focal neurological 
deficits, in those who have had a fall, suffered a head injury 
and in those with signs of increased intracranial pressure.3 

Others also advocate scanning in patients taking anti-
coagulant treatment to identify intracranial haemorrhage. 
Scanning in patients not in these categories is very unlikely 
to be informative and carries disadvantages (further 
disorientation for the patient, potential delay in giving 
other treatments and cost).

Professor Emma Reynish (Consultant Geriatrician, Victoria 
Hospital, Kirkcaldy) stated that 40% of patients over 70 
years old admitted to hospital had dementia but that this 
condition had been previously diagnosed in less than 50% 
of cases.4 These undiagnosed patients often do not receive 
dementia-specific care either in hospital or following 
discharge. The assessment of patients with possible 
dementia during acute medical admissions (using 
validated tools accompanied by comprehensive geriatric 
assessment) provides a good opportunity to diagnose 
the condition and start memory treatments early, while 
also providing support for patients and carers. 

Session 2 – Drugs and alcohol

Professor Peter Passmore (Professor of Ageing and 
Geriatric Medicine, Queens University, Belfast) stated that 
drugs account for 20% of cases of delirium.5 This can be 
due to starting new drugs or even because of small dose 
changes in existing medication. Careful assessment of all 
medications, taking particular note of renal function 
(which reduces with age) is crucial to reduce the burden 
of drug side-effects. Non-pharmacological measures 
should be the first-line therapy in the treatment of the 
acutely disturbed patient but if this fails, careful use of 
small doses of antipsychotics may be considered, with a 
clear review date and plan for cessation.

Dr Peter Rice (Consultant Addictions Psychiatrist and 
Director, Tayside Alcohol Problems Service) advised that 
acute thiamine deficiency (often associated with alcohol 
intake) is a common, treatable cause of confusion in 
younger patients. It often presents insidiously and requires 
a high index of suspicion to identify and treat. Though 
Wernicke’s encephalopathy is still seen clinically, 
Korsakoff’s syndrome in its classical pure amnesic form is 
rare. Instead, a more heterogeneous spectrum of chronic 
alcohol-related brain damage is seen, including a large 
number of patients with frank dementia reflecting both 
the neurological sequelae of thiamine deficiency and the 
direct neurotoxic effects of alcohol.
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Session 3 – Legal and ethical issues: 
best practice

Dr Donald Lyons (Chief Executive, Mental Welfare 
Commission for Scotland) delivered the Sidney Watson 
Smith Lecture. Clear documentation of decision-making 
processes ensures that any treatment occurs according to 
the relevant legislation, and is essential for the safe and 
appropriate management of patients with confusion 
during the acute hospital admission. Guidance exists from 
professional and other bodies and doctors should ensure 
that they are fully aware of the legal and ethical principles 
of treatment.

Dr Neill Simpson (Consultant Psychiatrist in Learning 
Disability, Gartnavel Royal Hospital, Glasgow) suggested 
that the assessment of patients with learning difficulties 
requires clear communication skills and a multi-disciplinary 
approach. Patients with learning difficulties present to the 
acute receiving unit with a higher prevalence of epilepsy 
and respiratory disease compared to patients without 
learning difficulties. 

Session 4 – Case Presentation 

The cases presented were varied but several key messages 
emerged: the assessment of the confused patient is 
complex and we should adopt a multi-disciplinary 
approach to management. This therefore necessitates 

clear and concise communication between specialties. 
Strenuous efforts should be made to ascertain accurate 
previous medical and psychiatric history and link this with 
collateral information from carers/family and other 
involved healthcare professionals. It is of course then also 
vital to keep family/carers fully involved at every 
subsequent stage of management. Careful consideration 
when investigating confusion will avoid either unnecessary 
tests or failing to adequately identify a cause for the 
patient’s confusion. Many issues arising during the 
management of the confused patient in hospital can be 
predicted; pre-planning using innovative techniques and 
specialist learning disability nurses where appropriate 
improves outcomes.6 

Take-home message

Confusion affects almost a third of acute hospital patients 
and is therefore a major issue in mainstream medicine. It 
is associated with high levels of distress, increased length 
of stay and inferior outcomes. Clinicians need to accurately 
and reliably detect confusion which should be followed by 
a rapid, structured and rigorous multi-disciplinary 
approach involving families and carers. This should occur 
within appropriate legal and ethical frameworks. Careful 
assessment and management can greatly improve 
outcomes, especially in reducing patient and carer distress 
and lower healthcare costs.
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