B 11-70

(B IsEED)
R GRER - i A EK D B
1. HEYEANRICEHET 5 FIH
HEEH e TN
gaif (¥4 ; AR E2)
v 35, | T BERIK
(BEHIR4L )
RPN
(KR4 )
& e ENT A7 (49 HHh)
| 4 JTFT
(— W 4)
& 4k o4 |TATTARE
H A i PR R Ao e 0 B S 2
<%Eﬁm>ax%%%%@%%ﬁiém\%%%w%
2R B ENE KOG TH Y | B L}
B4 7 &7‘0@ EEEAZ > TV D
% 3 by
E N B EH .
R P T Lo
< REFH) BARARHEME2ZS T, TAELZZ
Wi - AT B T L DS, RAREICEE T B ER - &
BEEEOMKTH Y, 9 TIZ 2005 FFICEAZEN A K
SAUEFIFLTNS,
ikﬁkmu JA_L: N -
%i@A% T RRRIE M IS
(YT 5b0I0
FrvrT5,)
hig -« & .
(mat - | CVE
B\ ST EH
+3.)
9N A W, RAICIX 7 =F T L LTCLE25mg, 1H
%%'m%‘ 2XIE3ME L D G5 BB L, BEDOIREICISE L T
%f%iff%%:%bmﬁéﬁéoﬁﬁ\laﬁﬁéﬁwwwmm
= YCF
¥ L. 2NIE3 BT CROBET 5,
ek, BEEFSER - ERICE D EEEET 5,




B 11-70

772l 1HEE L TT50mgZ i x 7\ 2 &,

fi % T NRIZRT 2 B
(AT 286 | (s
9"3:‘77'9‘—%)0)

= E
D o B
2% B A
| ~0
BA=RkLR

(%% 9
5 0T
F =z v 7
L. &%
b EEZ
7= IR iz
2 W T F
T D,)

1. B he PR O B R M

VT OAEMICERREEND DER (BOENRER)

T A WROBETRAAERIT, BHEAEEICE L WREEL RITTER
U ZOMBEAEFICE LWEEL KITTIHREE
(FFRLOEEITZ Y T 5 & & 2 TR

AL, @E. BIFgR Sl —mmEicmBl L, BeiEshsE, SHEL.
LIREZI EZRREMIER 2 F 5 . Wit OB EOBHES & 5 Vi
EMERTHY ., GREICBIT 2 EAETAEMG TR 2B S8 D HIKRM
WCHEREBETH D,

2. E¥EEof BT

v 7 BEFORIENENIZ WD

ruf%%%@%%ﬁ@ﬁﬁwTﬁ%ﬁ-
RTHLMNER TV

U ORI B W CTIEEERRIEICE S T o T Y, ERtDE
CEBRROEWELZEEZ CHOERNICBIT A HERfFTE5 &

Exbhb
(LR OEAEIZEZ YT D L& 2RI
(D) bBREICRBIT 2 HARZEYREDOERR

HAZE(LLT, AIAE) 1L, @A S @\ >R BT 2 Al
OWREOEMHEZEDS L IXEMER T, R YikmEE, BaES) e, 575,
HREMRe & ZRREMEREZESIREBTH D, KIEILGEEE 2 H .0
Bl - S F - EPIREEOFRM CHEIZALN, MSICEERET HHRETH
LI 6T, AEZBIGE S L CTENTER SN TV D AKX
FoLKFHELRY, DTN, 77U R (FT~ U —e) )y [iEE
BIIEITPE D WBRAIT &, FEMHELE . N, SAZREOWE) Ok - IR %
ARINTWDHICTET, MEEZBIELNZRK &35 AEOEWEIE
Z. [EWNABOFBE TITH) ZENARAREE > TS,

NE D IRIRWEZIT T, BRI T, BEOREDZD, FARICH L,
PURB MRS HEAME S, FARDOIEENMTON TV D ONRBRTH
D, WbHREW4A & LT IFRAKRIE] AR INTWD, EHHA EREE
DBW L TR DA 2 RRFERO-DICRHET D 2 ik, thoEREFH
CHEL TITON D REBEDIREHTEHORES~Y RV A Y MROFEED

RSB OFRIE & T




B 11-70

BH ORI T DB IE L @EUICT O T MBI O RERH 5 Z
ELEREEOa T I AT AR BE 5252 L IR BIEL
KATONTRALBIRMICHEELZKITLI>DZ L, REDEANLMERH Y
UEFTNETHD, £I T, HEERBEL CTEMERN SN TEY, A KT
A FETHHES N DERMOB AL EPEISZRGET 52 & NBERT
RTHD,

(2) BEERR I ZFTELITONT

WREEHKN 7 2 F T 0L, TREKRMIE] 2205 - R & L TERAAR
T TV LIEERGUEMIFIE TH Y | FAZIK L THEISAMEN ST
W,

Lonergan HiZ L2527 70 v AT~7T 4 v 7 LE=2—(CDSRICL D &,
AR T 20BN EORBEDR 2T HEH O WKW

(concealment DR7=4L72 7 & AMEHELERER) 1L 3 L7, bl
F2L. aXY R=LOHREAT T EURY AT RO RIT, 7
TZEREIDEFES . ERLINOHUEMHAREE 3 HEDNRIZFAETH S, BIEH
&L TE, #EMARIER. Hg., IRRZZ 728, WTnbBMTH o7z, Z
® CDSR DR SN2 BRIZEm S NTZEOEWRCT X 54H0, 59 bnm
RY R—=b, VAT Ry, 7T78vR%E 3 BB Lz 1 4FMIND #RK5k)
WATT 4T ETAT VT, o 4 TEAZ e @), Y
AXY RQ k=47 v ERIEDIRKNR), 7=F 7 Q) T
FARDHBRICAR Th o7,

WolX 9, Campbell HIZ LD APBREFIZHTLHHEAZOMFEHIEIZL D
TR R Z A RHAFRRIC LD & "R F—b AR FrofH
MENRRENTZERIKRBRRNZNEZN 1 HEHDITE EE D,

INHLOMBEERNT DL, FARD T - IBRICET 2 BWIRILEORR
AEMTLHITET CRATHEETIIRNEOD, ZLW, LLARRL, A
EZNUIX LIS ESBE, Eilafk> 2Lk . merrxidz i<t b,
EEEHZ AT 2MBEMENNE L2, 29 LIcHEF I, BAE O EIE
ik (Behavioral and Psychological Symptoms of Dementia: BPSD) T % [Fl4f
ThHY, @lEDOHH~ R TA L MZBWT, BEFOMBEITEIC L2 Fis
BICE®RTS, 723z L &b, #EREMNZ AT 2 MR R L3
Th o,

U EDEFZHLEELY BEEERL 2 F 72X 00 LT 5 5/1(Y
AXY RyoonmXY K= A7y J=FT7Eer 7TIESTY
—VDEBEHFLTDHHDOTH D,

(3) ERLOFREDHWEIE~DEYEICONT
lbEXy  HEREERML 7 2F7 it BIFE oA Aol LR 17 B




B 11-70

TFOFENENIZR W] YT D525,

(1) AEIEZL7Z5 DORABEBRREOELIRIMIZOWVT

LR BT E N R Y R— L OIRFEICE T 2 B0 & ein 2 2k
DRBINDHEZATHD, "aXY R—LiZiE, &0 - i, gER S,
SFEIEFREHGERENDHY, HAKT100mg/BETHELSINIDHDETHD,

Flo. Efi b L, BUWEH & L TIE, #EERARIERSCBEFN H 508, L
DAYy NEBRTHE, L LbHAR (Tva— VBB AR % BR
<) OWEWIEITIT, EEE L LT ey F—ARNE -EBIRTHAH, =
L, BOEETE I L T, $EERINRAER D D 7200 2 &
b, TETUVADRNDHIE, AT U EVRY AT FUbBEBREELTH
KW, Z7Z2F T EICONWTORRKRBRII RO o hhoted, 7 2F 78
NIHEEFREHIFEOP TH b o & b HERINEIER &2 2k LI WEHFT
b, JZFTEUVLARRINDI I 2HGET D, 7TIET 7Y — Lo
Th, ERBPUFMHBEIICH L, ERAKIEREZ R LIS WERTHY | K
REINHZ EEHET D,

2. BHNKITHR DK TORBED RN

LS
% 6
ANES|
To
A
R
(3%
4 [
o F
=%
7 L.
A
= D
<R
P
%

)
%.)

vokE MEE S MAE MAAE MnE WS
(BROK S 6 02[F TOEGBNE)

FROK A [E T ORRBNE (ELENFICBEET 2 @A F#)

5E4 ({234) | seroquel(Astrazeneca)
NEE - 2R SEROQUEL is an atypical antipsychotic

indicated for the: Treatment of

schizophrenia.

» Adults: Efficacy was established in three
6-week clinical trials in patients with
schizophrenia.

+ Adolescents (ages 13-17): Efficacy was
established in one 6-week trial in patients

with schizophrenia.

Acute treatment of manic episodes
associated with bipolar I disorder, both as
monotherapy and as an adjunct to lithium
or divalproex.

* Adults: Efficacy was established in two

12-week monotherapy trials and in one

3-week adjunctive trial in patients with
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manic episodes associated with bipolar I
disorder.

+ Children and Adolescents (ages 10-17):
Efficacy was established in one 3-week
monotherapy trial in patients with manic
episodes associated with bipolar I

disorder.

Acute treatment of depressive episodes
associated with bipolar disorder.

* Adults: Efficacy was established in two
8-week trials in patients with bipolar I or
IT disorder. Maintenance treatment of
bipolar disorder as an adjunct to lithium
or divalproex.

* Adults: Efficacy was established in two

maintenance trials in adults.

Mk - &

- Schizophrenia(adults): 150-750mg/day

+ Schizophrenia(adolescents):
400-800mg/day

*Bipolar Mania-Monotherapy or asan
adjunct to lithium or divalproex:
400-800mg/day

*Bipolar Mania-Children and Adolescents
(10 to 17 years), Monotherapy:
400-600mg/day

+ Bipolar-Depression-Adults: 300mg/day
*Bipolar I Disorder Maintenance Therapy-
Adults: Administer twice daily totaling
400-800mg/day as adjunct to lithium or

divalproex.
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Mylan- Quetiapine (Mylan
Pharmaceuticals ULC) and associated

names

BIHE « DR

Schizophrenia:

Mylan-Quetiapine (quetiapine fumarate)
is indicated for the management of the
manifestations of schizophrenia. The
antipsychotic efficacy of quetiapine was
established in short-term (6- week)
controlled inpatient trials. The efficacy of
quetiapine in long-term use, that is, for
more than 6 weeks, has not been
systematically evaluated incontrolled
trials of patients with manifestations of

schizophrenia.

Bipolar Disorder:

Mylan-Quetiapine is indicated as
monotherapy for the:

e Acute management of manic episodes
associated with bipolar disorder.

e Acute management of depressive
episodes associated with bipolar I and

bipolar II disorder.

ik - &

Schizophrenia: The usual starting dose of
Mylan-Quetiapine (quetiapine fumarate)
is 25 mg b.i.d., titrated with increments of
25-50 mg b.i.d. per day, as tolerated, to a
target dose of 300 mg/day given b.i.d.

within four to seven days.

*Bipolar Mania: 100-800mg/day

*Bipolar Depression: 50-600mg/day
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Seroquel(AstraZeneca Pty Ltd)

BNHE « R

Bipolar disorder

Adults:

* Maintenance treatment of bipolar I
disorder, as monotherapy or in
combination with lithium or sodium
valproate, for the prevention of
relapse/recurrence of manic, depressive or
mixed episodes

* Treatment of depressive episodes
associated with bipolar disorder (see
Dosage and administration)

* Treatment of acute mania associated
with bipolar I disorder as monotherapy or
in combination with lithium or sodium
valproate Children/adolescents aged 10 to
17 years

* Monotherapy treatment of acute mania

associated with bipolar I disorder

Schizophrenia (adults and adolescents
aged 13 to 17 years):

* Treatment of schizophrenia

Mk - &

-Bipolar disorder(Adults): Maintenance
treatment:

SEROQUEL should be administered twice
daily. Patients who have responded to
SEROQUEL for acute treatment of bipolar
disorder should continue therapy at the
same dose. It is generally recommended
that responding patients be continued
beyond the acute response, but at the
lowest possible dose needed to maintain
remission.

For prevention of relapse/recurrence of
manic, depressive and mixed episodes in
bipolar disorder, the usual effective dose is
within the range of 300 to 800 mg/day.
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The dose of SEROQUEL can be
re-adjusted depending on the clinical
response and tolerability of the individual
patient. Patients should be periodically
reassessed to determine the need for

maintenance treatment.

*Bipolar depression

When treating depressive episodes in
bipolar disorder, treatment should be
initiated either by the treating
psychiatrist or by the general practitioner
after consultation with the psychiatrist.
SEROQUEL should be administered once
daily at bedtime.

SEROQUEL should be titrated as follows:
50 mg (Day 1), 100 mg (Day 2), 200 mg
(Day 3) and 300 mg (Day 4). The dose may
be adjusted up to 600 mg/day in
increments of 100 mg/day depending on
the clinical response and tolerability of the

individual patient.

*Acute mania

SEROQUEL should be administered twice
daily. The total daily dose for the first four
days of therapy is 100 mg (Day 1), 200 mg
(Day 2), 300 mg (Day 3) and 400 mg (Day
4), alone or in combination with a mood
stabiliser. Further dosage adjustments up
to 800 mg/day by Day 6 should be in
increments of no greater than 200 mg/day.
The dose may be adjusted depending on
clinical response and tolerability of the
individual patient, within the range of 200
to 800 mg/day. The usual effective dose is
in the range of 400 to 800 mg/day.

*Schizophrenia
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SEROQUEL should be administered twice
daily. The total daily dose for the first four
days of therapy is 50 mg (Day 1), 100 mg
(Day 2), 200 mg (Day 3) and 300 mg (Day
4).

From Day 4 onwards, the dose should be
titrated to the usual effective dose of 300
to 450 mg/day. Depending on the clinical
response and tolerability of the individual
patient, the dose may be adjusted within
the range 150 to 750 mg/day.

*Acute mania - monotherapy (10 to 17
years of age)

The total daily dose for the first five days
of therapy is 50 mg (Day 1), 100 mg (Day
2), 200 mg (Day 3), 300 mg (Day 4) and 400
mg (Day 5). After Day 5, the dose should
be adjusted within the effective dose range
of 400 to 600 mg/day depending upon the
clinical response and tolerability of the
patient. Patients should be administered
the lowest effective dose. Dosage
adjustments should be in increments of no

greater than 100 mg/day.

*Schizophrenia (13 to 17 years of age)

The total daily dose for the first five days
of therapy is 50 mg (Day 1), 100 mg (Day
2), 200 mg (Day 3), 300 mg (Day 4) and 400
mg (Day 5). After Day 5, the dose should
be adjusted within the effective dose range
of 400 to 800 mg/day depending upon the
clinical response and tolerability of the
patient. Patients should be administered
the lowest effective dose. Dosage
adjustments should be in increments of no

greater than 100 mg/day.
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774 | 1) Sendelbach S, Guthrie PF. Acute confusion/delirium. Iowa City
K= (IA): University of Iowa Gerontological Nursing Interventions
A v Research Center, Research Translation and Dissemination

4 Core; 2009 Mar. 66 p. [131 references]

2) American Medical Directors Association (AMDA). Delirium
and acute problematic behavior in the long-term care setting.
Columbia (MD): American Medical Directors Association
(AMDA); 2008. 36 p. [36 references]

3) Truog RD, Campbell ML, Curtis JR, Haas CE, Luce JM,
Rubenfeld GD, Rushton CH, Kaufman DC, American Academy
of Critical Care Medicine. Recommendations for end-of-life
care in the intensive care unit: a consensus statement by the
American College of Critical Care Medicine. Crit Care
Med 2008 Mar;36(3):953-63. [149 references]

4) American Psychiatric Association(APA). Practice guideline:
Treatment of Patients With Delirium, 1999 May(revision 2004
August)

2N 1)+ Prophylactic use of haloperidol has some effect on the

AE » | duration and severity of delirium in postoperative patients who
& | are at intermediate or high risk of developing delirium

t(i (Kalisvaart et al., 2005; Lonergan et al., 2007. Evidence Grade =
%) B2).

f’;‘j% Atypical antipsychotic medications reduce the severity of
i | delirium in elderly and/or postoperative patients (Alao &

55;2 Moskowitz, 2006; Straker, Shapiro, & Muskin, 2006. Evidence
z4 | Grade = C1).

;‘ﬁ) Postoperative patients who receive gabapentin for managing

pain experience less delirium (Leung et al., 2006. Evidence Grade
=A2).

2) Administration of medications such as antipsychotics,
antidepressants, cholinesterase inhibitors and memantine,
anticonvulsants, and anxiolytics (is recommended as drug
therapy)

3) Neuroleptic agents, such as haloperidol, are effective at

reducing delirium-induced agitation.

10
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4) Antipsychotic medications are the pharmacologic treatment of

choice in most cases of delirium because of their efficacy in the

treatment of psychotic symptoms. Haloperidol is most frequently

used because of its short half-life, few or no anticholinergic side
effects, no active metabolites, and lower likelihood of causing
sedation. Haloperidol may be administered orally or
intramuscularly, but it appears to cause fewer extrapyramidal
side effects when administered intravenously. An optimal dose
range for patients with delirium has not been determined. Initial
doses of haloperidol in the range of 1-2 mg every 2—4 hours as
needed have been used, and even lower starting doses (e.g.,
0.25-0.50 mg every 4 hours as needed) are suggested for elderly
patients. Titration to higher doses may be required for patients
who continue to be agitated. Although total daily intravenous
doses in the hundreds of milligrams have been given under closely
monitored conditions, much lower doses wusually suffice.

Continuous intravenous infusions of antipsychotic medications

can be used for patients who have required multiple bolus doses of

antipsychotic medications. Initiating haloperidol with a bolus
dose of 10 mg followed by continuous intravenous infusion of 5—10
mg/hour has been suggested. Droperidol, either alone or followed
by haloperidol, can be considered for patients with delirium and
acute agitation for whom a more rapid onset of action is required.
The ECG should be monitored in patients receiving antipsychotic
medications for delirium, and a QTc interval longer than 450 msec
or more than 25% over baseline may warrant a cardiology
consultation and consideration of discontinuation of the

antipsychotic medication. The availability of new antipsychotic

medications (risperidone, olanzapine, and quetiapine) with their

different side effect profiles has led some physicians to use these

agents for the treatment of delirium.
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1) Not described
2) Not described
3) Not described
4) Not described
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# | 14 | 1) National Collaborating Centre for Acute and Chronic
K= Conditions. Delirium: diagnosis, prevention and management.
A v London (UK): National Institute for Health and Clinical
4 Excellence (NICE); 2010 Jul. 29 p. (Clinical guideline; no.
103).

2) Royal College of Physicians of London: The prevention,
diagnosis and management of delirium in older
people(NATIONAL GUIDELINES). 2006 June.

) Short-term haloperidol or olanzapine, as indicated
e -
EIUES

(%
72X
%h
fiE -
B S
12 Bd
JH D
bR
Aok
%
FT)
H 1) If a person with delirium is distressed or considered a risk to
% - themselves or others and verbal and non-verbal de-escalation

= techniques are ineffective or inappropriate, consider giving
7"(?‘;( short-term (usually for one week or less) haloperidol or
;ﬁ olanzapine. Start at the lowest clinically appropriate dose and
Y’Eé titrate cautiously according to symptoms.

I=EN
izig | 2) Use one drug only — haloperidol is currently recommended
ﬁg starting at the lowest possible dose and increasing in
Bk increments if necessary after an interval of two hours. Review
%‘;) all medication at least every 24 hours. The preferred drug is
P

haloperidol 0.5 mg orally which can be given up to two hourly.

A maximum dosage of 5 mg (orally or IM) in 24 hours is a

12
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general guide but may need to be exceeded depending on the
severity of distress, severity of the psychotic symptoms,
weight and sex. Haloperidol can be given IM, 1-2 mg. An
alternative in patients with dementia with Lewy bodies and
those with Parkinson’s disease is lorazepam 0.5—1 mg orally
which can be given up to two hourly (maximum 3 mg in 24
hours). If necessary, lorazepam can be given 0.5-1.0 mg IV or
IM (dilute up to 2 ml with normal saline or water) up to a

maximum of 3 mg in 24 hours.

A
Kz
A
DR

i

1)
2)

Unknown

D Han CS, Kim YK. A double-blind trial of risperidone and
haloperidol for the treatment of delirium. Psychosomatics
2004; 45; 297-301.

®@ Breitbart W, Marotta R, Platt MM et al. A double-blind
trial of haloperidol, chlorpromazine and lorazepam in the
treatment of delirium in hospitalized AIDS patients. Am J
Psychiatry 1996; 153; 231-17.

® American Psychiatric Association. Practice guideline for
the treatment of patients with delirium. Washington, DC:

American Psychiatric Association, 1999.
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| 4 | Canadian Coalition for Seniors' Mental Health (CCSMH).
7 | National Guidelines for Seniors' Mental Health: The Assessment
4 > | and Treatment of Delirium. 2006 May.
4
2N 1)Although the research base in older individuals is limited,
({5 haloperidol continues to be a first line agent for the treatment of
ZF | the symptoms of delirium in older persons.
(£ | 2)Atypical antipsychotics may be considered as alternative agents
i | as they have lower rates of extra-pyramidal signs.
%h
e
PIES
(2B
H D
® D
EE)
i
Ar)
H 1)Initial dosages of haloperidol are in the range of 0.25mg to 0.5
1%+ | mg od-bid. The dose can be titrated as needed, and severely
i | agitated persons may require higher dosage.
(¥ | 2) Administration/Dosing Strategies: There is little evidence to
i | guide dosing strategies in the use of atypical antipsychotics in the
M older person with delirium. Suggested initial dosing ranges in an
%+ | older person with delirium include: risperidone initiated at 0.25
# | mg od-bid, olanzapine at 1.25-2.5 mg per day, or quetiapine at
IZB | 12.5- 50 mg per day.
H D
® 5
EE)
i
)
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774 | 1) Breitbart W, Marotta R, Platt M, Weisman H, Derevenco H,
rZ Grau C, et al. A double-blind trial of haloperidol,
A chlorpromazine
DR and lorazepam in the treatment of delirium in hospitalized
i AIDS patients. Am J Psychiatry 1996; 153(2): 231-7.
3L 2) Han C, Kim Y. A double-blind trial of risperidone and
haloperidol for the treatment of delirium. Psychosomatics
2004; 45(4): 297-301.
kS
5 | 74 | Clinical Epidemiology and Health Service Evaluation Unit,
JIf | K< | Melbourne Health in collaboration with the Delirium Clinical
A > | Guidelines Expert Working Group. Commissioned on behalf of the
4 Australian Health Ministers’ Advisory Council (AHMAC),
by the AHMAC Health Care of Older Australians Standing
Committee (HCOASC). Clinical Practice Guidelines for the
Management of Delirium in Older People. 2006 October.
2N Antipsychotic medication is indicated to treat behavioural
HE disturbance (eg severe agitation) and/or emotional disturbance (eg
ZhR | severe anxiety) in delirium when! it is causing signifi cant
(% | distress to the patient; it is placing them or others at risk; it is
cl% | preventing essential investigations or treatment; and the
% symptoms cannot be managed using non-pharmacological
HE methods. Antipsychotic medications can help relieve the anxiety,
@4 | fear and hallucinations associated with delirium and produce a
\ZB | sedative effect, allowing the person to rest and be receptive to
HD | care giving. However, the over use of antipsychotic medication has
®» % | the potential to be a perpetuating factor in the course of delirium
L# | through a reduction in ambulation, reduced oral intake and
[E] impaired communication.
)
H Commence at low dose, eg. Haloperidol 0.25 mg orally; or if existing
£ + | extrapyramidal signs, olanzapine 2.5 mg orally; or risperidone 0.25mg
= | orally.
(F
8
H
% -
g
2B
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77 A O Australian Society for Geriatric Medicine (2005). Position

K= Statement No.13. Delirium in Older People. [Online]

A v Access 6 February 2006, from

DR www.asgm.org.au/documents/PositionStatementNo13 001

i .pdf

3L @ Inouye SK, Current concepts: Delirium in Older Persons.
New England Journal of Medicine 2006. 854(11): 1157-65.
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1)

2)

R 2 A e B BRI > W Tix. CCTR Mk L7,

+ Cochrane Central Register of Controlled Trials(CCTR)
Delirium AND antipsychotic = 39 hits (2011/09/02)

D 39 ENS LA v, EREZRL, EAZEDOTUR MM ERIEIC
B3 5 SOk & 12 IR L7z,

=i
=
=

« AZGHTIZ OV TIL, CDSR, DARE, PubMed Z#5R L /=,

(D Cochrane Database of Systemetic Reviews(CDSR)
Delirium AND antipsychotic = 2 hits (2011/09/02)

ZO2ENDL, ZA bv, BRESZR L, & AEDFURFMRHERIEC
B9~ % SCik & 1 4R L 7=,

@ Database of Abstracts of Reviews of Effects(DARE)
Delirium AND antipsychotic = 9 hits (2011/09/02)

ZOIEMNBEA P, ZERZZR L, A ZOHUREMINEREICE
B9 SCik A 7RI L T,
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3)

4)

@ PubMed
ST A KRR LTz,
("Delirium/drug therapy"[Mesh]) AND "Antipsychotic
Agents/therapeutic use"[Meshl, Limit: Humans,

Meta-Analysis = 3 hits

ZO3MENLHA My, BB R L, HAEOHUR R R EICE
5 3k E 3 @R L7z, 56 11T EREO O CDSR TE#ER L 72 %t
El/j {A\FIEVC%Of;o

EINSCHRIZ DWW T, EE RS (P Z2/msR L7,

- EE L HERE Web(ver.5)

#1: (FAZ/TH or A %/AL)) and (PT=2i%6kkr< SH={H
W, FEMIEIE SN RORETE, BAE, RHIRE, RERRTE, AR
%)= 880 hits

#2: #1) and (PT=EFIRERLS, SE#EBR< RD=AXZ7 7)Y
VA T U MMEigiER, T X LMt 2T AR
T A v SH=VRIR, FEWIFENBRIRTE, B, RRIE, B
L, TR 1E)= 6 hits.

ZD6MENLEA v, EREZRL, ¥ AZOHUREMITERIEICHE
Y5 SR A 0 g IR L 7,

T oM, T o AEIEGBRIZ DWW T, PubMed &5 L7z,

+ PubMed
("Delirium/drug  therapy"[Mesh]) AND  "Antipsychotic
Agents/therapeutic use"[Mesh], Limit Humans, Clinical
Trials = 27 hits

D 2T NS HA v, BRAESR L, HAEOUREMHRIEREEIC
B2 7 U X AMEtbiiER = 6 IR L7228, Wi, 1) @ CCTR
ICEE SN TWALDTH- T,

72%. EMBASE £ X O PsycINFO 1%, MR TX A MERICT 7 AT
%#\ﬁﬁf%ﬁﬁotoLﬂbﬁ#%\uﬂRwﬁyﬁAmwﬁﬁ%
T—EXR—Z2 L LTOMEEOESSIEZZBETDHE. N EORERIX
BThDdEEZT,
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5)

6)

DA RTA 02250 TiE, T NGC 2B L1,

+ National Guideline Clearinghouse(NGC)

Keyword: delirium(Indexing keywords: Disease or Condition)

= 14 hits

O 14 fENSZA b, EREZRL, EAEDOHURHERIEIC
BT 204 RTA4 & 4 HEIRL 7,

% IZ. American Psychiatric Association(APA)DZE T A KT 4 %
MBLILEZAL 19995 HARIO T A KT A4 > O&ETHA 2004 4F 8 H
RSN TV D8, BIEX Y 5 FELLERNICER S RIZbDOTHY | K
Agency for Healthcare Research and Quality(AHRQ)? National
Guideline Clearinghouse(NGC) D JEHEIZIR G L AW 25 & BlA ORH
DTET U AR 5 b D TIEZRW,

NT, FEOEAZETA T4 2BEtd ~< | google MK z1T
W BN MEOHTA R A 2FE LK,

BWAAEEITTOEKRRBREZEMT 572D, WHO ICTRP search portal %
R LT,
+ World Health Organization International Clinical Trials Registry
Platform(WHO ICTRP) search portal

Keyword: delirium =112 hits

delirium AND risperidone =1 hit

delirium AND haloperidol =6 hits

delirium AND olanzapine =1 hit

delirium AND quetiapine =0 hit

delirium AND aripiprazole =0 hit

UbEXy, bBRETIIHRE, 1 ho oY F—=LIZk 3 AE T

RERDITHOINTWD Z ENTND,

a) JPRN-UMIN000001039; A randomized placebo-controlled study of
small dose and short duration Haloperidol prophylaxis for elderly
at risk for postoperative delirium. (7272 L., Z ORERIZEI T 2 fL#
Zatte &L M ADIAIZ, ” No treatment will be applied to the control
group” &t EWVWTHY, 7T EvRREBRTHINRETH D, )
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ITNZE DT O N, BREOEF AN R ER B LTk, ®H
BHWE Bbh b, )
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* CDSR THDOEWRCT EtanTWbsHod
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OCDSR £ Y
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