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» -Haloperidol should be avoided in patients with underlying parkinsonism, for whom atypical
antipsychotics (eg, quetiapine) are preferred.

» -Short term use of antipsychotic agents is advised.

> -Benzudiazipines should be avoided in Fatients with or at risk for delirium, except in cases
of sedative drug and alcohol withdrawal or when neuroleptic medications are
contraindicated. (See Benzodiazepines above.)

» Cholinesterase inhibitors are not effective in PI’EVEHtng or treating the symptoms of
delirium, and often create undesirable side effects. (See Cholinesterase inhibitors above.)

» eDelirium may require weeks or months to fully resolve. Episodes of delirium may adversely
affect the course of the disease in patients with Alzheimer disease. Delirium appears to be
associated with increased short and long-term mortality (See Outcomes above.)




