http://exciteddelirium.org/indexwhatisED2.html
History of Excited Delirium 
While excited delirium is best characterized in cocaine users, medical examiners and forensic scientists have noted a similarity in psychiatric presentation between sudden unexplained deaths in custody and psychiatric states associated with or without drug abuse.  This seminal work was first described by Dr. Charles Wetli and his collaborator David Fishbain in the mid 1980s, when the "crack" cocaine epidemic first hit the streets of Miami, Florida (Wetli and Fishbain, 1985). But this disorder was known more than a decade earlier. 
In 1849, Dr. Luther Bell first described a "disease" resembling some advanced stage of mania and fever, distinguished as an overlooked and often unrecorded malady (Bell, 1849). This “exhaustive mania” was described in 40 cases by Dr. Bell where “exhaustion due to mental excitement” caused three quarters of these patients to die. 
Similarly, a condition called neuroleptic malignant syndrome (NMS) was described in the 1960s as a potentially fatal complication of antipsychotic drugs. This highly lethal disorder is seen in patients taking dopamine (DA) antagonists or following abrupt withdrawal from DAergic agonists (Caroff et al., 2007; Friedman et al., 1985; Kosten and Kleber, 1988; Levenson, 1985; Strawn et al., 2007). 
In their seminal 1985 paper, Wetli and Fishbain reported excited delirium in a cocaine body packer, and within the next few years, the syndrome was recognized in cocaine abusers as well.  NMS is usually associated with muscle rigidity, while the cocaine variant of the syndrome presents with brief onset of rigidity immediately prior to respiratory collapse (Kosten and Kleber, 1988).  In 1988, Kosten and Kleber proposed that cocaine-induced excited delirium was a variant of NMS. Alternatively, NMS may be an attenuated version of acute exhaustive mania/excited delirium. There is no doubt that these three disorders represent a common brain disease that likely has a genetic risk for certain individuals
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Excited delirium syndrome (ExDS) 
a. Old terms: Bell’s mania, lethal catatonia, acute exhaustive mania, agitated delirium 
b. Not yet classified in DSM-IV or ICD-9 (ICD-9: manic excitement, delirium of mixed origin, psychomotor excitement, abnormal excitement) 
c. Syndrome: delirium + psychomotor & physiologic excitation (autonomic dysregulation: sympathetic hyperarousal, hyperthermia, abnormal vital signs, metabolic acidosis) - in some, progresses to death (estimated 10%) 
d. Medical examiner criteria: 
 Delirium w/ agitation 
 Hyperthermia 
 Respiratory arrest 
 Death 
e. Typical scenario: Young male, in his 30s, bizarre behavior, hyperaggressive, impervious to pain, combative, hot, hypertensive, tachycardic 
 Suspect struggles w/ LEOsLEO deploys physical/noxious/ECD technique for controlTaken into custodyPeriod of quietSudden death 
f. Majority associated with: 
 Stimulant drug use – most common (cocaine [#1], PCP, Meth, LSD) 
 Psychiatric illness (mania, depression, schizophrenia/paranoia) – w/ or w/o illicit drugs; often in setting of abrupt cessation of therapeutic meds 
 Systemic illness 
g. Unique cellular and neurochemical alterations – lead to dopamine excess and autonomic hyperactivity 
h. Incidence unclear – possibly 250-800/year in the U.S. 
i. ACEP Excited Delirium Task Force White Paper Report to the Council and Board of Directors (September 10, 2009): 
“It is the consensus of the Task Force that ExDS is a unique syndrome which may be identified by the presence of a distinctive group of clinical and behavioral characteristics that can be recognized in the pre-mortem state. ExDS, while potentially fatal, may be amenable to early therapeutic intervention in some cases.” 
(Available at: http://ccpicd.com/Documents/Excited%20Delirium%20Task%20Force.pdf) 
 Notable features (Frequency %) 
 Pain tolerance (100) 
 Tachypnea (100) 
 Sweating (95) 
 Agitation (95) 
 Tactile hyperthermia (95) 
 Police noncompliance (90) 
 Lack of tiring (90) 
 Unusual strength (90) 
 Inappropriately clothed (70) (frequently naked) 
 Common findings 
 Male gender (> 95%) 
 Mean age 30’s 
 Sudden onset of collapse 
 H/o mental illness 
 H/o psychostimulant abuse 
 Call for disturbance/psychomotor agitation/excitation 
 Violent/combative/belligerent/assault call 
 Not responding to authorities/verbal commands 
 Psychosis/delusions/paranoia/fearful 
 Yelling/shouting/guttural sounds 
 Disrobing/inappropriate clothing 
 Violence toward/destruction of inanimate objects 
 Walking/running in traffic 
 Obese 
 Significant resistance to physical restraint 
 Superhuman strength 
 Impervious to pain 
 Continue to struggle despite restraint 
 Profuse sweating/clammy skin 
 Tachypnea 
 Tachycardia 
 Hyperthermia 
 Hypertension 
 Acidosis 
 Rhabdomyolysis 
 Period of tranquility/“giving up” 
 Sudden collapse after restraint 
 Respiratory arrest described 
 Cardiac rhythm brady-asystole or PEA 
 Aggressive resuscitation unsuccessful 
 Drug screen + for psychostimulants 
 Drug levels lower than anticipated 
 No anatomic correlate for death 
 > 50% have CAD on post 
 Dopamine transporter dysregulation described 
 Multiple factors leading to death 
 “may be amenable to early therapeutic intervention in some cases” 
j. Prevention/management – LEOs 
 Recognize potential, rapidly contain suspect, alert EMS 
 Rapid, safe, efficient arrest/custody (to limit degree of struggling) – multiple officers 
 Usual methods of control often less effective (chemical, noxious, ECD [drive stun]) 
 Immediately turn the suspect over to EMS for evaluation and transport 
 Place in non-prone position ASAP 
 Request EMS to check temperature ASAP 
k. Management - EMS 
 ABCs, VSs (including temp), IV, O2, monitor (cardiac, pulse ox) 
 Check blood sugar 
 Sedate (benzos – need a protocol) 
 IVFs 
 Cooling (ice packs) 
l. Management - ED 
 Goals: prevent complications: metabolic acidosis, rhabdomyolysis, hyperthermia, multiorgan failure, death 
 Cooling, IVFs, bicarb (?), alkalinization of urine, treat hyperkalemia, etc. 
 Rapid sedation 
 Agents: 
 Midazolam 
 Lorazepam 
 Diazepam 
 Haloperidol 
 Droperidol 
 Ziprasidone 
 Olanzepine 
 Ketamine – fastest 
 Possible RSI 
 Standard drugs/doses 
 Caution w/ succinylcholine (hyperkalemia) 

