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Abstract

Delirium and dementia are highly relevant and closely interconnected conditions in hospitalized older
adults, particularly because both are frequent, overlapping, and associated with poor outcomes.
Delirium is common in this population, occurring either on admission or during hospitalization, with
particularly high rates among postoperative and critically ill patients. Hypoactive delirium is
especially important because it is often underrecognized despite being the most frequent subtype and
being associated with worse outcomes. At the same time, dementia is highly prevalent among older
inpatients and significantly increases susceptibility to delirium, especially when baseline cognitive
impairment is not identified at admission. The distinction between these syndromes is clinically
essential but often difficult. Delirium is characterized by acute onset, fluctuating course, impaired
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attention, and altered awareness, whereas dementia involves a gradual and progressive decline in
memory and other cognitive domains. However, this distinction becomes more complex in cases of
delirium superimposed on dementia, where acute changes may be mistaken for chronic progression.
Accurate diagnosis therefore depends on careful bedside assessment, evaluation of attention and
fluctuation, medication review, collateral history from caregivers, and the identification of acute
medical triggers such as infection, dehydration, hypoxia, and metabolic imbalance. Prevention and
early recognition are central to improving outcomes. High-risk patients should be identified early, and
multicomponent preventive interventions, routine screening, and medication review should be
implemented. Delirium is associated with prolonged hospital stay, higher healthcare costs, falls,
mortality, cognitive decline, and institutionalization. Because many of its causes are reversible, timely
recognition and management can reduce preventable complications and improve both functional and
cognitive prognosis in this vulnerable population.
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Introduction shown that patients who experience delirium
have significantly higher odds of developing
dementia after discharge [5, 6]. This relationship
becomes even more complex in cases of delirium
superimposed on dementia, a condition that
complicates both diagnosis and treatment and
often results in missed opportunities for
intervention, while also increasing caregiver
burden [7].

Delirium is common in hospitalized older adults,
although its prevalence varies according to the
clinical setting and the characteristics of the
patient population. In this regard, a study
conducted in England found that 23% of patients
admitted to an acute general medicine service
experienced delirium, with higher rates observed
among older age groups and among those with
dementia [1]. Indeed, dementia represents a
major risk factor for delirium, as studies have
shown that individuals with preexisting dementia
are more likely to develop delirium during
hospitalization [2]. In addition to dementia, other
factors such as emergency admission, pre-
hospitalization  functional dependency, and
psychopathological symptoms have also been
associated with an increased risk of delirium [3].

The diagnostic process is particularly challenging
in patients with preexisting dementia because
both conditions share several overlapping
symptoms. However, an important distinction
lies in their clinical course, as delirium is
typically characterized by an acute onset and a
fluctuating pattern, whereas dementia usually
progresses insidiously over time [2]. This
difficulty is further compounded by the presence
of hypoactive delirium, especially in older adults
with dementia, since this form is frequently
overlooked in clinical practice and therefore
underscores the need for vigilant screening and
careful assessment [7].

Beyond its high frequency, delirium has
important clinical implications because it is
associated with multiple adverse outcomes,
including increased mortality and functional
decline. For example, among patients evaluated
in the emergency department, delirium has been
linked to higher short-term mortality rates [4].
Moreover, its impact extends beyond the acute
hospitalization period, since delirium has also
been associated with the subsequent development
of new dementia. In this sense, studies have

Given these challenges and consequences, early
recognition and prevention of delirium are
essential for improving outcomes in hospitalized
older adults. Preventive strategies have been
shown to reduce the incidence of delirium and to
mitigate associated adverse outcomes, including
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falls and cognitive decline [2]. In line with this,
routine delirium screening at the time of
admission, particularly in patients aged 65 years
and older, has been recommended to facilitate
early detection and timely intervention [1].

The objective of this work is to analyze the
differences and overlap between delirium and
dementia in  hospitalized older adults,
emphasizing their prevalence, risk factors,
diagnostic challenges, clinical implications, and
the importance of early recognition and
prevention in order to improve patient outcomes.

Methodology

This manuscript was developed as a structured
narrative review aimed at providing an updated
and clinically integrated analysis of delirium
versus dementia in the hospitalized older adult,
with particular emphasis on prevalence, risk
factors, diagnostic challenges, clinical
implications, and prevention strategies. The
review was conducted in accordance with the
SANRA (Scale for the Assessment of Narrative
Review Articles) framework and followed a
predefined methodological protocol established
prior to literature screening. Given the clinical
overlap between delirium and dementia, the
variability in hospital settings, and the frequent
coexistence of both conditions in older patients, a
narrative interpretative synthesis was selected
over quantitative pooling in order to integrate
epidemiological, clinical, diagnostic, and
prognostic considerations into a coherent and
clinically  applicable  framework.  Special
attention was given to the distinction between
acute and chronic cognitive impairment, the
concept of delirium superimposed on dementia,
the prognostic consequences of underrecognition,
and the relevance of early screening and
prevention in hospitalized older adults. The
objective was to provide a structured synthesis
capable of supporting clinical decision-making in
the assessment and management of cognitive
disorders in this vulnerable population.

A comprehensive literature search was conducted
in PubMed, Scopus, and Web of Science,
including peer-reviewed articles published in
English or Spanish between January 2020 and
December 2025. The final search was performed
in March 2026. This timeframe was selected to

capture  contemporary advances in the
understanding  of  delirium  epidemiology,
dementia-related vulnerability, bedside

diagnostic tools, prevention strategies, and
outcome-oriented hospital care in older adults.
Foundational studies were incorporated when
necessary to contextualize conceptual definitions,
pathophysiological mechanisms, or the historical
evolution of the diagnostic distinction between
delirium and dementia. The search strategy
combined MeSH and free-text terms using
Boolean operators related to delirium, dementia,
delirium superimposed on dementia, hospitalized
older adults, geriatric inpatients, risk factors,
diagnostic ~ challenges,  screening  tools,
prevention, mortality, functional decline, and
cognitive outcomes. Searches were conducted in
titles and abstracts as well as indexed subject
headings to maximize sensitivity.

The initial search yielded 192 records. After
removal of duplicates, 147 articles remained for
title and abstract screening. Of these, 79
underwent full-text evaluation, and 36 studies
were included in the final synthesis. Selection
was performed independently by two authors,
with disagreements resolved through discussion
and consensus. Exclusion criteria comprised
non—peer-reviewed publications, isolated case
reports, editorials without relevant clinical data,
redundant datasets, studies focused exclusively
on non-hospitalized populations, and articles not
directly addressing the epidemiology, risk
factors, diagnostic differentiation, prognostic
implications, or preventive approaches related to
delirium and dementia in hospitalized older
adults.

Eligible studies included randomized controlled
trials, large observational cohorts, systematic
reviews, meta-analyses, expert consensus
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statements, and contemporary international
guidelines from geriatric medicine, neurology,
psychiatry, internal medicine, and hospital care
societies. Priority was assigned to multicenter
investigations, studies with clearly defined
diagnostic criteria for delirium and dementia, and
research evaluating clinically relevant outcomes
such as mortality, functional decline, incident
dementia, length of stay, institutionalization, and
caregiver burden. Extracted variables included
study design, patient population, hospital setting,
prevalence of delirium and dementia, identified
risk factors, diagnostic methods, presence of
delirium superimposed on dementia, prevention
strategies, and reported outcomes.
Methodological quality and internal validity were
assessed narratively, considering risk of bias,
sample size, follow-up duration, diagnostic
consistency, and reproducibility of reported
findings. In cases of conflicting evidence, greater
interpretative weight was assigned to higher-

level evidence and  guideline-supported
recommendations.
Reference lists of included studies were

manually screened to identify additional relevant
publications. Given its narrative design, this
review is subject to potential selection bias and
does not provide pooled quantitative estimates.
Artificial intelligence—based tools were used
exclusively to assist in literature organization and
structural coherence, whereas critical appraisal,
synthesis, and final interpretation were
conducted independently by the authors to
preserve methodological rigor.

Definitions and Conceptual Framework

Delirium is defined as an acute neurocognitive
disorder characterized by disturbances in
attention, awareness, and cognition [2, 8]. It
typically presents with an abrupt onset and a
fluctuating course over hours to days [7, 9]. In
addition, delirium is often associated with acute
medical illness, surgery, medication exposure, or
environmental stressors [1, 10]. An important
clinical feature of delirium is that it is potentially

reversible when its underlying causes are
promptly identified and treated [2].

In contrast, dementia is defined as a chronic and
usually progressive decline in cognitive abilities
that interferes with independent functioning [2,
8]. The main domains affected include memory,
executive function, language, visuospatial ability,
and behavior. Unlike delirium, dementia has a
gradual onset and progresses over months to
years. Its most common etiologies include
Alzheimer’s disease, vascular dementia, Lewy
body dementia, and frontotemporal dementia [9,
11].

From a conceptual perspective, the distinction
between both conditions lies primarily in their
clinical course and underlying nature. Delirium
represents an acute brain failure, whereas
dementia reflects a chronic neurodegenerative or
vascular cognitive decline [2, 8]. Likewise,
attention and arousal are central distinguishing
elements, since delirium is characterized by more
acute disturbances in these domains [7, 9].
Another key difference is that delirium is
potentially  reversible, while dementia is
associated with progressive deterioration over
time [2]. For this reason, the evaluation of
symptom chronology and baseline cognition is
crucial for an adequate differentiation between
the two syndromes [12].

This distinction becomes even more complex in
the context of delirium superimposed on
dementia, which refers to the occurrence of
delirium in individuals with pre-existing
dementia and is clinically significant because of
its impact on outcomes [7, 13]. In this setting,
dementia increases susceptibility to delirium
because of the pre-existing cognitive impairment
and the greater underlying vulnerability of these
patients [2, 11]. As a result, this overlap is
especially difficult to recognize in hospital
practice, since the symptoms of both conditions
may coexist and the distinction between acute
change and chronic decline becomes more
challenging [7, 13].
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Epidemiology and Risk Factors

Delirium is highly prevalent among hospitalized
older adults, with incidence rates ranging from
5% to 55.4% depending on the setting and the
population studied [3, 14]. It may be present at
the time of admission or develop during
hospitalization, and a substantial proportion of
cases correspond to incident delirium arising
after admission [1]. Its occurrence is particularly
frequent in postoperative and critically ill
patients, in whom factors such as surgery,
anesthesia, and the physiological stress
associated with critical illness contribute to
higher rates of this condition [5, 15]. Despite its
frequency, hypoactive delirium, which is
characterized by lethargy and reduced motor
activity, often remains underrecognized even
though it is the most common subtype, and this
underrecognition may result in inadequate
management and worse outcomes [14].

In parallel, dementia is also highly prevalent
among older inpatients, and studies have shown
that a considerable proportion of hospitalized
older adults have pre-existing dementia [16].
This high prevalence makes careful cognitive
assessment at the time of admission especially
important. When baseline cognitive impairment
is not recognized, misdiagnosis and inappropriate
management  may  follow, since  the
manifestations of delirium can be mistakenly
interpreted as progression of dementia rather
than as an acute superimposed process [17].
Moreover, hospitalization itself may worsen
cognitive decline in patients with dementia,
thereby increasing their vulnerability to delirium
and other complications [5].

The risk of delirium in this population is
influenced by both predisposing and precipitating
factors. Among the predisposing factors,
advanced age, frailty, pre-existing dementia,
sensory deficits, malnutrition, and polypharmacy
have been consistently identified as major
contributors in older adults [1, 3, 15]. In turn,
precipitating factors commonly include acute
medical conditions such as infections, metabolic

disorders, surgery, medications, immobility, and
environmental stressors, all of which may trigger
the onset of delirium during hospitalization [14,
16]. Within this context, dementia stands out as a
major vulnerability state, as studies have shown
that patients with dementia are more likely to
develop delirium during hospitalization [5, 19].

Clinical

Pathophysiology and

Manifestations

The pathophysiology of delirium is complex and
involves multiple interacting mechanisms. One

of the main proposed pathways s
neurotransmitter imbalance, particularly
involving  acetylcholine,  dopamine, and

serotonin, since alterations in these systems can
lead to cognitive disturbances and changes in the
level of consciousness [2, 20]. In addition to
neurotransmitter dysfunction, systemic
inflammation has been recognized as an
important contributor to delirium, with increased
levels of inflammatory markers correlating with
greater severity of the condition [21]. Likewise,
metabolic insufficiencies and disruptions in
circadian rhythms have also been implicated, as
they affect sleep-wake cycles and cognitive
function, further contributing to the development
of delirium [22].

In contrast, the pathophysiology of dementia is
primarily  characterized by  progressive
neurodegeneration. This process includes the
accumulation of amyloid plaques and tau tangles,
which ultimately lead to synaptic loss and
cognitive deterioration [23]. At the same time,
synaptic loss and vascular injuries, such as
micro-angiopathy, also contribute significantly to
the cognitive decline observed in dementia [20].
Although dementia and delirium are distinct
syndromes, some pathophysiological
mechanisms, particularly inflammation and
vascular burden, appear to be shared by both
conditions, suggesting a partial overlap in their
biological underpinnings [24].

These biological differences are reflected in their
clinical manifestations. Delirium is characterized
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by an acute onset and a fluctuating course, with
symptoms that include inattention, altered
awareness, and cognitive dysfunction [2, 17].
Among its subtypes, hypoactive delirium,
marked by lethargy and reduced motor activity,
is especially important because it is often
underdiagnosed [3]. By contrast, dementia is
characterized by a progressive decline in
memory and other cognitive abilities, with
symptoms developing gradually and worsening
over time in a way that increasingly affects daily
functioning [2].

Despite these differences, both conditions may
present with cognitive impairment, which can
complicate their distinction in clinical practice.
However, delirium is differentiated by its acute
onset and fluctuating nature. In addition,
delirium may worsen cognitive decline in
patients with pre-existing dementia, further
blurring the clinical boundaries between both
disorders [25]. This overlap is particularly
relevant in the case of hypoactive delirium, a
subtype that is frequently missed because of its
subtle presentation, even though it is associated
with significant morbidity and mortality [3].

Diagnostic Challenges and Differential
Diagnosis

Diagnostic differentiation between delirium and
dementia in hospitalized older adults is often
hindered by several important barriers. One of
the main challenges is the lack of reliable
baseline cognitive information, since accurate
diagnosis of delirium requires knowledge of the

patient’s usual cognitive status, which is
frequently unavailable or incomplete in hospital
settings. This absence of baseline data

complicates the distinction between delirium and
dementia, as both conditions may present with
similar cognitive impairments [5]. This difficulty
is further increased by the symptom overlap
between delirium, dementia, and aging, because
both syndromes may involve cognitive
dysfunction and altered consciousness, making
the clinical picture more difficult to interpret,

particularly in older adults in whom age-related
changes may also obscure recognition [2].

The diagnostic process becomes even more
complex in cases of delirium superimposed on
dementia, since the manifestations of delirium
may be masked by or mistaken for the
underlying dementia. As a result, this overlap
frequently leads to missed diagnoses and
inadequate treatment, thereby worsening patient
outcomes [2, 7]. In addition, the differential
diagnosis must also consider other conditions
that can mimic or coexist with delirium and
dementia, including depression, psychosis,
intoxication, metabolic encephalopathy, aphasia,
and sleep disorders. These disorders may
produce cognitive or behavioral changes similar
to those observed in delirium, which further
complicates clinical interpretation. For example,
depression and psychosis may present with
cognitive  impairment, whereas metabolic
encephalopathy and intoxication can cause acute
alterations in mental status [26].

Alongside these diagnostic difficulties, several
common pitfalls in everyday clinical practice
contribute to underrecognition. One of the most
important is the failure to assess attention,
despite the fact that attentional deficits are a
hallmark feature of delirium. When attention is
not specifically evaluated, delirium may be
misdiagnosed or recognized only after a delay
[27]. Another frequent error is assuming that
delirium is always hyperactive. In reality,
delirium may also present in hypoactive forms,
which are much less likely to be identified
because they lack overt behavioral disturbances,
and  this  contributes  substantially  to
underdiagnosis, particularly in patients with
dementia [7]. Although screening tools such as
the Confusion Assessment Method are useful,
overreliance on isolated instruments without a
comprehensive clinical evaluation may also lead
to missed diagnoses. For this reason, a
multifaceted approach that combines clinical
judgment with multiple assessment strategies is
recommended [2].
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Clinical Assessment and Diagnostic Tools

Bedside clinical assessment is essential for
distinguishing  delirium  from  dementia,
particularly in hospitalized older adults. One of
the first and most important elements is
determining whether the cognitive change is
acute or chronic, since delirium is characterized
by an acute onset and a fluctuating course,
whereas dementia involves a gradual decline in
cognitive function over time [2]. Identifying the
timeline of symptom onset is crucial in
differentiating between these two conditions. In
addition to chronology, bedside evaluation
should focus on fluctuation, attention, awareness,
and cognition, as delirium frequently presents
with fluctuating levels of consciousness and
deficits in attention that can be detected through
clinical assessment. Cognitive instruments such
as the Mini-Mental State Examination may also
be useful in evaluating the severity and nature of
cognitive impairment [17].

This clinical approach should be complemented
by a careful review of medications and the search
for acute medical triggers. A thorough
medication review is particularly important
because certain drugs can precipitate delirium
[14]. At the same time, acute medical conditions
such as infections or metabolic imbalances
should be actively identified as potential triggers
for delirium [3]. Along with this, collateral
history plays a central role in the diagnostic
process. Gathering information from family
members or caregivers about the patient’s
baseline cognitive and functional status is vital.
Likewise, documenting any recent deviation
from the patient’s usual condition may help
distinguish delirium from the progressive decline
typically associated with dementia [2].

Beyond the initial bedside assessment and
collateral history, complementary evaluation is
also necessary. A comprehensive physical
examination may reveal reversible causes of
delirium, such as dehydration or electrolyte
imbalances [14]. Identifying and correcting these
causes can significantly influence both the

management and the outcome of delirium. In the
same way, laboratory tests may help identify
underlying medical conditions contributing to the
acute cognitive disturbance [3]. Selected
ancillary studies, including neuroimaging, may
also be useful in excluding structural brain
changes associated with dementia [17].

In this context, diagnostic tools provide
additional support for clinical evaluation. For
delirium screening, the Confusion Assessment
Method is one of the most widely used
instruments and has high specificity for diagnosis
[28]. The 4AT is another effective option,
particularly valued for its brevity and ease of use,
since it does not require specific training [29].
For cognitive assessment, both the Mini-Mental
State Examination and the Montreal Cognitive
Assessment are used to evaluate cognitive
function and assist in differentiating delirium
from dementia. These tools offer a structured
method for assessing cognitive deficits and for
monitoring changes over time [17].

Management Strategies

Immediate management begins with the
recognition of delirium and the prompt
investigation of its etiology, especially because
this condition is frequently under-recognized,
with studies indicating that up to 50% of cases
are missed in hospital settings. In this context,
early detection is essential, and tools such as the
4AT cognitive screening tool and the Delirium
Multidisciplinary Care Bundle have been shown
to improve recognition rates [30]. At the same
time, immediate priorities also include
stabilization of the patient and correction of
reversible  factors, such as infections,
dehydration, and medication side effects. In
addition, the implementation of risk stratification
tools and interdisciplinary rounds can help
identify patients at high risk and facilitate the
initiation of preventive measures [31].

Treatment measures should then focus on
addressing the underlying causes of delirium. In
particular, the management of infections,
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dehydration, and medication-related issues is
essential for effective care [31]. Likewise,
studies emphasize the importance of a
comprehensive medication review and the
management of pain and hypoxia in order to
mitigate delirium. Alongside these medical
measures, non-pharmacological interventions
also play a central role. Strategies such as
reorientation, sleep support, and the use of
sensory aids have proven effective in managing
delirium without the adverse effects associated
with pharmacological  treatments [32].
Mobilization and hydration are also critical
components of these non-pharmacological
management strategies [31].

Pharmacological treatment, by contrast, should
be used only in a limited and cautious manner.
Antipsychotics should be prescribed only when
necessary and after a formal diagnosis of
delirium has been established. Accordingly, the
use of medications should remain restricted to
cases in which non-pharmacological measures
are insufficient [30].

In patients with dementia, management requires
additional ~ considerations.  Communication
strategies need to be adapted in order to prevent
confusion and distress. At the same time,
preventing iatrogenic complications, particularly
those resulting from unnecessary interventions, is
crucial in the hospital management of these
patients [33]. A multidisciplinary approach
involving geriatricians, nurses, and other
healthcare professionals is essential for the
effective management of both delirium and
dementia. Such an approach  supports
comprehensive care and helps address the
multifactorial nature of these conditions [32].

Prevention and Prognostic Implications

Prevention strategies in hospitalized older adults
begin with the identification of high-risk patients.
Among those at greatest risk are individuals with
pre-existing dementia, previous episodes of
delirium, and other comorbidities such as frailty
and hip fractures [30]. In this context, risk

stratification tools have been developed to
identify patients at substantial risk for developing
delirium, thereby allowing the implementation of
targeted preventive measures. Building on this
approach, multicomponent preventive
interventions have shown important benefits.
Programs such as the PREPARED Trial have
demonstrated effectiveness in reducing delirium
incidence by addressing modifiable risk factors
through structured strategies that include
decision trees, training packages, and toolkits
[34]. Similarly, non-pharmacological measures
such as cognitive stimulation, early mobilization,
and orientation have been shown to decrease the
incidence of delirium by 30% to 50% [35].
Routine screening and medication review also
represent essential components of prevention.
Screening with tools such as the 4AT can
improve the detection of delirium, which remains
frequently underdiagnosed [36], while regular
medication reviews may help identify and reduce
pharmacological contributors to delirium [19].

Beyond prevention, delirium has important
prognostic implications in both the short and
long term. In the short term, it is associated with
longer hospital stay, higher healthcare costs, and
an increased risk of complications, falls, and
mortality [29]. In fact, patients with delirium
have significantly longer hospitalizations than
those without delirium, which contributes
directly to increased healthcare expenditure. In
the long term, delirium may accelerate cognitive
decline and increase the risk of developing
dementia, with studies reporting a cumulative
incidence of dementia of 31% within five years
after an episode of delirium [19]. Additionally,
long-term outcomes include higher rates of
institutionalization and functional decline [2].

These consequences are particularly relevant in
patients with dementia, who are more vulnerable
to delirium and in whom this condition may
further exacerbate cognitive decline while also
increasing caregiver burden [2]. For this reason,
delirium prevention in patients with dementia
may not only improve patient outcomes but may
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also reduce caregiver stress and improve quality
of life. In this setting, early recognition becomes
especially important, since it allows better
detection of reversible causes and facilitates
timely treatment, which may help prevent further
cognitive deterioration [30]. At the same time,
prompt intervention can reduce the incidence of
preventable complications such as falls and
prolonged hospital stay. Consequently, early
detection and appropriate management of
delirium can lead to improved functional and
cognitive outcomes, thereby reducing its long-
term impact on patients [35].

Conclusions

Delirium  and  dementia  are  closely
interconnected syndromes in hospitalized older
adults, since dementia increases vulnerability to
delirium, while delirium itself is associated with
worse short-term and long-term cognitive and
functional outcomes.

Early identification of high-risk patients, together
with routine screening, medication review, and
multicomponent preventive interventions, is
essential to reduce the incidence of delirium and
its associated complications.

Prompt recognition and management of delirium
are critical because timely intervention allows
the correction of reversible causes, decreases
preventable complications, and improves both
functional and cognitive prognosis in this
vulnerable population.
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