
ACMT Position Statement:
End the Use of the Term “Excited Delirium”

May 1, 2023

Authors: Andrew I. Stolbach, MD, MPH, FACMT; Paul I. Dargan, MB, BS, FACMT; Howard A. Greller, 
MD, FACMT; Richard J. Hamilton MD, MBA, FACMT; Kelly Johnson-Arbor, MD, FACMT; Brian Patrick 
Murray, DO; Daniel Ovakim, MD, MSc, FACMT; Laura Tormoehlen, MD, FACMT; and Lewis S. Nelson 

MD, MBA, FACMT

Collaborators: Sukhshant Atti, MD; Jeffrey N. Bernstein, MD, FACMT; Caitlin Bonney, MD, FACMT; 
Jeffrey Brent, MD, PhD, FACMT; Ron Kirschner, MD; Mehruba Anwar Parris, MD, FACMT; Michael 

Simpson, MD; Christian Tomaszewski, MD, MS, FACMT; Brandon J. Warrick, MD; Stephanie T. Weiss, 
M.D., PhD; and Amy C Young, MD

The position of the American College of Medical Toxicology (ACMT), is as follows:

Medical toxicologists are experts in clinical pharmacology and the management of critically ill 
undifferentiated patients who may be intoxicated with psychoactive substances. We also have expertise 
in the selection and interpretation of drug testing in the medicolegal death investigation. The term 
“excited delirium” was first used to describe agitated patients with cocaine toxicity and later as a cause 
of death in hyperactive individuals where autopsy failed to identify a more specific lethal medical or 
traumatic cause. Because the term “excited delirium” is used in multiple distinct contexts with various 
underlying causes, and has become associated with racism, it is time to discontinue the use of this 
term. The term “hyperactive delirium with agitation” more accurately describes the undifferentiated 
presentation of patients with disorientation who appear aggressive or have vital signs suggestive of 
excessive adrenergic activity. When possible, the underlying cause of death should be listed on the 
death certificate.

“Excited Delirium” as a Clinical Diagnosis

Although severe agitation has been described with various terms in the medical literature, the term 
“excited delirium” (or “excited delirium syndrome,” or “agitated delirium”) was first used in medical 
literature in the 1980s in reference to agitated individuals with cocaine toxicity [1,2]. The term “excited 
delirium” has historically been used as a descriptor in two distinct settings: The presentation of an 
agitated, disoriented patient (in the prehospital or hospital setting) and ascribed as a cause of death in 
patients with a constellation of manifestations related to agitation and hyperthermia. 

Since the mid-1980s, the term has been broadly used and is cited as a rationale for restraint and 
sedation by law enforcement officers [3]. It is used in forensic pathology but is not defined based on 
autopsy and forensic laboratory analysis and its determination may depend on the accounts of non-



medical personnel [4,5]. The scientific literature does not support the existence of a unique “excited 
delirium” syndrome. The World Health Organization International Classification of diseases, and the 
American Psychiatric Association’s Diagnostic and Statistical Manual 5th edition (DSM-5) do not 
recognize “excited delirium” as a formal diagnosis [6,7]. In 2009, the American College of Emergency 
Physicians (ACEP) task force white paper concluded that Excited Delirium Syndrome “is a real 
syndrome of uncertain etiology” [8]. However, in 2021, an ACEP task force revisiting the issue used the 
term “hyperactive delirium with severe agitation” to describe this presentation, not “excited delirium” [9].
 
“Excited Delirium” and the Death Investigation
 
“Excited delirium” has been documented as a cause of death following “delirium involving violent 
behavior” when autopsy “fails to detect a disease or physical injury that has an extent or severity to 
explain the death” [4]. As currently used, “excited delirium” describes observed signs and symptoms 
produced by a number of other underlying etiologies. Unexpected deaths in patients exhibiting delirium 
with agitation have been associated with decreased ventilation and acidosis related to restraint 
or prone positioning, as well as cardiomyopathies and channelopathies [3,10,11]. The subjective 
interpretation of the term “excited delirium” may falsely suggest that preventable in-custody deaths 
are inevitable outcomes. We do not believe that the term used to describe an initial undifferentiated 
clinical presentation - whether this be “excited delirium” or “hyperactive delirium with agitation” - should 
be used as a cause of death. Like the term “cardiac arrest” (which is typically not acceptable on 
death certificates) these terms simply describe symptoms and signs and do not refer to or identify the 
cause of the deterioration and the patient’s death. If the inciting etiology of delirium is identified, then 
this should preferentially be listed as the cause of death. This approach, endorsed by the National 
Association of Medical Examiners [12], allows for more precision and clarity in fatality data.
 
Major Medical Groups Call to Stop Use of the term Excited Delirium
 
The term “excited delirium” has been used disproportionately in law enforcement-related deaths of 
Black individuals [3,13,14]. Based on these observations and others, the American Medical Association 
opined that the term has been associated with racism in medicine and law enforcement [15]. ACMT 
joins other organizations, including the American Psychiatric Association [16], American Academy 
of Emergency Medicine [17],American Medical Association [15], UK Royal College of Emergency 
Medicine [18], UK Forensic Science Regulator and Royal College of Psychiatrists [19], and the UK 
Royal College of Pathologists [20] who have all called to abandon the term “excited delirium” as a 
diagnosis and a cause of death.

Clinical Presentation
 
Whatever terminology is used, patients presenting with delirium and agitation represent an acute 
medical emergency. Agitation is a frequent outwardly visible component of hyperactive delirium; one 
that may draw the attention of law enforcement or members of the public before presentation for 
medical care. 
 
In the acute setting, such presentations may be caused by stimulant use, drug withdrawal, behavioral, 
infectious, metabolic, endocrine, or other medical conditions, alone or in combination. The differential 
diagnosis of these patients is broad. Regardless of the cause, hyperthermia, acidosis, and/or 
dysrhythmia may result in death if not discovered and treated promptly and properly. 
 
The Term “Hyperactive Delirium with Agitation”



 
Although we support discontinuing use of the term “excited delirium,” we believe that it is useful to have 
terminology describing the clinical condition of a patient with dangerous psychomotor hyperactivity and 
agitation while the final etiology and diagnosis are being determined. We prefer the term “hyperactive 
delirium with agitation” to describe this initial undifferentiated presentation of patients with altered 
mental status who are aggressive or have vital signs suggestive of excessive adrenergic activity. 
“Hyperactivity,” “delirium,” and “agitation” are clear and established medical terms.
 
“Delirium” describes an acute decline in cognition, fluctuating over hours to days, characterized by a 
deficit of attention. Hyperactive delirium is already recognized as a subtype of delirium, distinguishing 
the presentation from hypoactive delirium with psychomotor slowing [21].  Moreover, the term 
“hyperactive delirium with agitation” does not have the problematic history of “excited delirium.”
 
The management of patients with hyperactive delirium with agitation should include behavioral de-
escalation techniques and will often require the use of sedative medications with the goals of protection 
of both patient and caregivers, and for the facilitation of further diagnosis. The use of physical restraints 
should be minimized and discontinued as early as possible.
 
Disclaimer

While individual practices may differ, this is the position of the American College of Medical Toxicology 
at the time written, after a review of the issue and pertinent literature. 
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