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Table 1. Deliium subtype studies(adapted from Kiely et al??)

Incidence subtypes (%)

Study
Hypoactive Hyperactive Mixed
Ross et al, 19916 67 33 -
Liptzin and Levkoff, 19927 19 15 52
Kobayashi et al., 19928) 7 78 15
O'Keefe and Lavan, 19979 29 21 43
Meager et al., 199810 23.0 30.4 45.7
Sandberg et al., 199911 26 22 42
Camus et al., 200012 26.2 46.5 27.3
Kelly, 200113 55.7 3.3 41
Marcantonio et al., 200214 71 29 -
Peterson et al., 20065 43.5 1.6 54.9
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Table 2. Liptzin and Levkoff’s(1992)7) examples of hypoactive

and hyperactive symptoms on the Deliium Symptom
Interview

Hyperactive symptoms Hypoactive symptoms

Hypervigilance Unawareness

Restlessness

Fast or loud speech
Irritability
Combativeness
Impatience
Swearing
Singing/laughing
Uncooperativeness
Euphoria

Anger

Wandering

Easy startiing

Fast motor responses
Distractability
Tangentiality
Nightmares
Persistent thoughts

Decreased alertness
Spare or slow speech
Lethargy

Slowed movements
Staring

Apathy




3) Two analog scales”
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5) Delirium symptom interview(DSI)*
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Table 3. Comparison of Delirium Rating Scale (DRS) items be-

tween motoric subtype groups(adapted from Mea-
gher DJ et al., 200019)

Groups and DRS items P
Hyperactive/Mixed/Hypoactive
Delusions 0.0055
Coghnitive status 0.03
Sleep-wake cycle changes 0.03
Mood lability 0.0001
Variability of symptoms 0.001
Hyperactive/Hypoactive
Temporal onset 0.03
Perceptual changes 0.01
Hallucinations 0.04
Delusions 0.001
Sleep-wake cycle changes 0.001
Mood lability 0.0002
Variability of symptoms 0.0004
Mixed/Hypoactive
Delusions 0.04 0.04
Sleep-wake cycle changes 0.01
Mood lability 0.0006
Variability of symptoms 0.02
Hyperactive/Mixed
Coghnitive status 0.01

All three motoric subtypes were compared, then each was
directly compared with each other subtype. Only significant
differences are shown. For those comparisons that were still
signi®cant after correction for multiple comparisons(using Bon-
ferroni correction of P, 0.005), P-values appear in bold type

Table 4. Criteria of Liptzin and Levkoff(1992)7)
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7) Delirium assessment scale from BPRS?
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Table 5. Delirium Assessment Scale from BPRS22)

Agitation Hypoactivity

Item 12 : excitement,

. 13 : motor retardation
23 : motor hyperactivity

a) Patients were classified as “hyperactive” subtype if they had
three or more of the following : hypervigilance, restlessness,
fast or loud speech, anger or iriitability, combativeness, im-
patience, uncooperativeness, swearing, singing, laughing,
euphoria, wandering, easy startling, distractibility, nightma-
res, persistent thoughts.

Patients were classified as “hypoactive” subtype if they had
four or more of the following : unawareness, decreased aler-
tness, sparse or slow speech, lethargy, decreased motor ac-
tivity, star-ing, apathy.

Patients were classified as “mixed” subtype if they met the cri-
teria for both (a) and (b) above.

b

=

C

=

Mild slightly restless or unusually Presence of
talkative , brief episode of noticeable slowing of
abnormal behaviors speech or actions
Moderate React with considerable A large reduction or
intensity and pressured slowness of movement
speech, prolonged | ow- or speech
risk activity or occasional
high-risk activity
Overacted to most stimuli,
could not control the
intensity of psychomotor
activity

Severe Very apthic or
withdrawn and did
not move or speak

spontaneously




72

Table 6. Subtypes of deliriun and neurotransmitter (Adapted
from Meagher et al., 200010)

Neurotransmitter Hypoactive delrium Hyperactive delirium

Acetylcholine Enhanced cholinergic Anticholinergic

activity activity
TCA side effects
Dopamin Decreased Increased
dopaminergic activity dopaminergic
(D2> D1 blockade) activity
Age-related Psychosis and
decrease hyperactive disorders
Serotonin Decreased Increased
serotoninergic activity serotoninergic
Depression activity
Serotonin Syndrome
Histamine H3 receptor activity H1 receptor activity
GABA Increased Decreased GABA
GABA activity activity
Hepatic Sedative-hypnotic
encephalopathy drug withdrawal
Noradrenalin ? Enhanced
noradrenergic
activity
Delirium Tremens
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Clinical Subtypes of Delirium

Jeong-Seok Seo, M.D., Ph.D., Seok-Woo Moon, M.D.,
Tae Ho Kim, M.D., Ph.D., Beom-Woo Nam, M.D., Ph.D.
Department of Psychiatry, School of Medicine, Konkuk University, Chungju, Korea

elirium is an organic psychiatric syndrome characterized by an acute onset, prominent disturbance of con-
D sciousness and cognitive impairment with fluctuating course. Although there is not a clear consensus con-
cerning the optimal classification system for delirium subtypes, Lipowski(1983) firstly classified delirium by
psychomotor activity, namely hyperactive, hypoactive, and mixed. According results of several following studies,
prevalence of hypoactive delirium were not less than that of hyperactive delirium. But a diagnosis of hypoactive
delirium often missed, which is most frequently misdiagnosed as depression and dementia. Hyperactive delirium
can be caused by alcohol or benzodiazepine withdrawal, would be related with excessive dopamine and choli-
nergic deficiency, and is more responsive to high-potency antipsychotics therapy. Hypoactive delirium would
be caused by metabolic encephalopathy, and tends to present a less responsiveness to antipsychotics and poorer
overall prognosis with a prolonged duration of admission than hyperactive delirium. Delirium is not a homo-
genous syndrome. Because of different subtypes, it may have dissimilar underlying pathogenetic pathways. So
different treatment strategies between various subtypes may be needed.

KEY WORDS : Delirium - Hyperactive - Hypoactive - Subtype.




