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Dear Editor,
The study performed by Haenggi and
colleagues [1] was needed and helps
explore key elements of our lexicon
regarding brain dysfunction in critical
care medicine. The authors hypothe-
sized that excluding patients who were
unable to sustain eye contact for 10 s or
more (RASS-2 or deeper) from
receiving a diagnosis of delirium
would reduce the prevalence of delir-
ium, which is itself a tautology. The
article offers two very important take
home points: First, delirium was pres-
ent in one in three patients who were
awake and able to sustain eye contact
for 10 s or more (i.e., RASS-1 and
higher). This is an alarming prevalence
of an organ dysfunction that is now a
well-established independent predic-
tor of death, length of stay, cost of care,
and long-term cognitive impairment.
Moreover, these data affirm that the
prevalence of delirium in awake ICU
patients from earlier studies is accurate
[2]. Second, since delirium, especially
at a near-normal level of conscious-
ness, is missed 75 % of the time [3],
this article offers an excellent reminder
that it is important to monitor routinely
for delirium using validated instru-
ments such the CAM-ICU or ICDSC.
The vital question raised by this
study is this: what might it accom-
plish to change the cutoff for delirium

to RASS-1? Of course, if you don’t
call something delirium, then there
will be less delirium! But to what
end? Are the authors trying to reduce
the incidence of delirium to avoid
unwarranted therapy with antipsy-
chotics? If so, we commend them on
this excellent point and reinforce to
clinicians that when a patient is
delirious, reversible causes should be
sought and non-pharmacologic thera-
pies attempted prior to instituting
treatment with antipsychotics. Con-
versely, did the authors consider the
much more likely downside that
arbitrarily setting “delirium” at a
level of consciousness of “sustained
eye contact” will propagate the cul-
tural practice of exposing patients to
continued use of potentially harmful
sedatives since ICU teams will be less
inclined to stop sedation in the
“absence” of delirium? Under the
currently established threshold to
detect delirium (established at “no
eye contact,” a practice in keeping
with decades of delirium research and
emphasized in the most recent DSM-
V criteria for delirium), the world’s
ICU teams will continue to be moti-
vated to reduce and stop sedation
because of its obvious contribution to
acute brain dysfunction and other
adverse outcomes that this therapy
causes in our patients [4]. Lastly,
there is no indication that sedative-
induced (or the more common sce-
nario of sepsis plus sedation-induced)
delirium is any less dangerous than
pure sepsis-induced delirium. While
further study is needed to answer this
question, the current evidence sug-
gests that a sedative-induced altered
level of consciousness is not safe and
should be avoided when possible. A
discussion on daily rounds regarding
the patient’s current and targeted
level of consciousness, sedating
medications and delirium status can
raise awareness of the role of sedation
in the patient’s cognitive state, pro-
vides an opportunity to discuss both
sedation and delirium management
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plans, and ultimately moves us
toward better care.
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