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Key summary points
Aim  The aims of this study were to record the prevalence of delirium in residents with the DSM-5, to investigate the fea-
sibility of the I-AGeD in a Swiss nursing home and to compare the results of the I-AGeD with the DSM-5 criteria as the 
reference standard.
Findings  This study shows that the I-AGeD is suitable for detecting delirium in nursing home residents with a sensitivity 
of 60% and a specificity of 94%.
Message  The I-AGeD is a simple, brief and feasible assessment tool for the detection of delirium in nursing home residents.

Abstract
Purpose  Early delirium detection in nursing home residents is vital to prevent adverse outcomes. Despite the potential of 
structured delirium screening tools to enhance delirium detection, they are rarely used in nursing homes. To promote delirium 
screening tools in nursing homes, they should be easy to integrate into the daily routine of care workers. The I-AGeD, was 
developed as a simple and easily understandable tool to detect delirium in older adults. The aims of this study were to record 
the prevalence of delirium, to investigate the feasibility of the I-AGeD, and to compare these results with the DSM-5 as the 
reference standard.
Methods  This is a cross-sectional prospective single-center pilot study. Seven registered nurses assessed the participants 
with the I-AGeD. The research assistant conducted delirium assessments based on the DSM-5 criteria, to identify delirium 
symptoms for the same participants. The feasibility test was verified using a five-point Likert scale ranging from very easy 
to very difficult.
Results  85 nursing home residents participated in the study. A delirium prevalence of 5.9% was found. The sensitivity was 
60% and specificity 94% at a cut point of ≥ 4 to indicate delirium. The feasibility test showed that the 10 items of the I-AGeD 
were easy or very easy to answer.
Conclusion  The I-AGeD showed an acceptable performance to assess delirium in nursing home residents. Additionally, it was 
found feasible and due to its brevity the I-AGeD could easily be integrated into the routine of daily care in nursing homes.
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Background

Delirium is a common and acute disorder of cognition in 
the elderly characterized by inattention, changes in con-
sciousness and cognitive function and fluctuating symptoms 
over the course of the day [1]. Based on these symptoms, 
delirium diagnosis is internationally defined according to the 
criteria of the Diagnostic and Statistical Manual Version 5 
(DSM-5) [1]. Delirium in elderly people occurs in all health 
care settings, thus also in nursing homes with their elderly 
population [2]. The prevalence of delirium in nursing home 
residents ranges from 1.4 to 70% [3–6].

Although delirium in nursing home residents is very 
common, care workers often fail to recognize it [2, 6]. A 
study from Canada, with nursing home residents with and 
without a cognitive impairment shows that only 25–67% 
of the residents with delirium were identified [6]. The 
fluctuating course of both the hyperactive and the hypoac-
tive form as well as the varying manifestations of delir-
ium symptoms make it difficult to detect delirium [7]. 
The hypoactive form in particular is often overlooked by 
care workers in nursing homes, as the symptoms, such as 
inactivity and drowsiness, are not recognized as delirium 
symptoms [2, 8].

However, early delirium detection in nursing home resi-
dents is vital. It may help in avoiding adverse outcomes such 
as higher mortality, hospitalization, functional and cogni-
tive decline [2, 9]. Undetected delirium is also highly linked 
with increased health care costs and a higher demand of 
care workers [10, 11]. Furthermore, delirium is associated 
with patient safety issues such as falls and pressure ulcers 
[9]. Because of all these risks and connected complications, 
delirium can be very stressful for nursing home residents and 
their relatives [12]. Although studies only exist on hospital-
ized patients and not on nursing home residents, the result-
ing high workload and increased burden for care workers 
experienced by nursing homes caring for delirious patients 
may be comparable [13].

To improve delirium management enhanced delirium 
detection with structured assessment tools in routine care 
would be helpful [6]. A wide range of delirium assessment 
tools have already been developed, but only five of them 
have been translated into German: The Confusion Assess-
ment Methods (CAM) and its operationalized version of the 
original CAM algorithm the modified Confusion Assess-
ment Method for the Emergency Department (mCAM-ED), 
the Delirium Observation Scale (DOSS), the Confusion 
Scale developed by Champagne and Neelon (NEECHAM) 

and the 4A’s Test (4AT) [14–18]. Despite their known 
potential in detecting delirium, in general delirium assess-
ment tools are rarely used in nursing homes [6]. This is due 
to lower nursing qualification levels among the care work-
ers and a lack of training as well as time pressure, which 
results from a lack of registered nurses in nursing homes 
[19]. Because daily care of residents is mainly provided 
by care workers with lower qualification levels [20, 21], 
delirium assessment tools in nursing homes must be easy 
to use and to integrate into the daily routine of all care 
workers [6, 20, 22]. In current literature, there is no men-
tion of a delirium assessment tool that can be used by all 
qualification levels of care, although this would be needed 
in the nursing home context. However, two tools already 
exist for the use by lay persons: The Informant Assessment 
of Geriatric Delirium (I-AGeD) and the Family Confusion 
Assessment Method (FAM-CAM) [23, 24]. The FAM-CAM 
does not contain any lay terms and requires previous train-
ing for the application [25]. In comparison, the I-AGeD 
was developed for lay persons without previous training as 
a simple and easily understandable questionnaire to detect 
delirium in the elderly [23].

The only study carried out using I-AGeD focused par-
ticularly on delirium in elderly hospital patients with and 
without dementia [23]. So far, no study has ever validated 
the I-AGeD in the context of nursing home residents. Since 
the I-AGeD is a brief, simple and validated tool for detecting 
delirium in the hospitalized elderly and especially developed 
for family members and informal caregivers, it lends itself 
to being used by care workers of all qualification levels in 
nursing homes.

As the presentation of delirium symptoms in long-term 
care facilities may differ from presentations in hospitals, 
for this paper a validation study has been carried out to 
investigate the usefulness of the I-AGeD in this setting. To 
reduce observer bias, registered nurses (RNs) are used to 
rate the I-AGeD. The professional training of RNs results 
in high compliance with tasks, which will allow us to 
reduce noise in the data. In a second step, a reliability 
study will be performed to investigate the performance 
of the I-AGeD by care workers of different qualification 
levels. Accordingly, the specific aims of this study are: 
(1) to describe the prevalence of delirium in residents 
as assessed with DSM-5 reference standard used by the 
research assistant, (2) to investigate the feasibility of the 
I-AGeD in a Swiss nursing home, and (3) to compare the 
results of the I-AGeD with the DSM-5 criteria as the refer-
ence standard.
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Methods

Design

This is a cross-sectional single-center pilot study. In this 
pilot study the validation, feasibility and the interrater reli-
ability of the I-AGeD have been tested.

Setting and participants

One nursing home in the German speaking part of Swit-
zerland in the canton Basel-Landschaft participated in this 
study. It is a 134-bed nursing home with six wards. A con-
secutive sample of nursing home residents, with and without 
cognitive impairments, was included.

Participants in the study were nursing home residents of 
60 years or older who had a Cognitive Performance Scale 
(CPS) score between 0 and 5 (intact to severe impairment) 
out of 6 [26]. Those residents who were unable to commu-
nicate verbally (e.g. aphasia, coma), or were nearing the end 
of their life were excluded from this study.

Variables and measurements

Measurements

Demographical data such as age (years), gender (male, 
female), the existence of a diagnosed dementia or a sus-
pected dementia and duration of stay since admission (days) 
were collected from the health records. The level of cogni-
tive impairment was determined based on the CPS. The CPS 
score ranges from 0 (intact) to 6 (very severe impairment) 
[26]. In Switzerland, the level of care dependency is meas-
ured on a scale of 1–12. Each of these 12 levels stands for a 
time unit of care of 20 min per day. Level 1 contains up to 
20 min and level 12 more than 220 min of daily care [27].

I‑AGeD

The I-AGeD is a questionnaire for family members to detect 
delirium in elderly patients [23] (Appendix A). Thus far only 
one study which validated the I-AGeD exists. This study 
used the reference standard DSM-IV, a previous version of 
today’s standard, DSM-5, for the diagnosis of delirium [23]. 
It was validated with a sensitivity 77.4% and a specificity 
63.2% with a cut-off of greater than 4 to indicate delirium 
[23]. In patients without dementia the sensitivity was 100% 
and the specificity 65.2% [23].

In this study the I-AGeD was validated in the nursing 
home setting. RNs from each of the six wards rated delirium 
in nursing home residents with the following ten questions 
of the I-AGeD [23]: (1) “I do not recognize him/her as their 
usual self”, (2) “I often have to repeat things to get his/her 
attention”, (3) “He/she is less alert and/or appears to be 
drowsy during the daytime”, (4) “He/she has little spontane-
ous movement and hardly moves the upper limbs”, (5) “He/
she is often awake at night and sleepy during the day”, (6) 
“He/she has recently become more forgetful”, (7) “When 
the conversation stops, his/her eyes close”, (8) “He/she is 
difficult to awaken”, (9) “He/she is combative and struggles 
to get free”, and (10) “He/she says strange things that don`t 
make any sense”. The I-AGeD contains dichotomous “yes” 
and “no” answers. The presence of delirium was affirmed, 
if four or more questions were answered with “yes”. In this 
study a cut-off of four or more was used to indicate delirium 
according to the Swiss guideline for delirium management 
in nursing homes [28], whereas the original cut-off used by 
Rhodius et al. [23] is five or more.

DSM‑5

The criteria of DSM-5 are internationally acknowledged as 
the reference standard of delirium [29] and in this study, they 
were used by the research assistant (RA) to diagnose delir-
ium in the nursing home residents (Appendix B). Accord-
ing to DSM-5 delirium is defined with the following five 
criteria [1]:

•	 Criterion A: Disturbance in attention and awareness
•	 Criterion B: Acute change from baseline attention and 

awareness with fluctuations over the day
•	 Criterion C: An additional disturbance in cognition
•	 Criterion D: The disturbance in Criteria A and C are not 

better explained by a neurocognitive disorder or coma
•	 Criterion E: Evidence that disturbance is a consequence 

of another medical condition, substance intoxication or 
withdrawal, exposure to a toxin or multiple etiologies

In this study, two sources were used to rate the five crite-
ria of the DSM-5: structured interviews with the mCAM-ED 
(Criteria A-D) and additional information from the health 
record (Criterion E).
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mCAM‑ED

The mCAM-ED [30] is an operationalized version of the 
original CAM algorithm [31] (Appendix C and D). It has 
been validated in the Emergency Department of a Swiss 
University Hospital and was used to detect delirium in 
older people [30]. As the mCAM-ED was also used inten-
sively by the consultation service of the University Hos-
pital in medical and surgical departments, this approach 
was considered as appropriate to use as an assessment 
tool in the nursing home. These patients were included 
in the study sample of Hasemann et al. [25, 30] and were 
also screened using the mCAM-ED [30]. It consists of 
the month of the year backwards test (MOTYB) [32], the 
Mental Status Questionnaire (MSQ) [33], the Comprehen-
sion Test [34] as well as the evaluation of an acute onset 
of symptoms, fluctuation over the course of the day and 
altered level of consciousness, as measured by the Modi-
fied Richmond Agitation and Sedation Scale (mRASS) in 
our study [35] (Appendix E).

Evaluation of mCAM‑ED

According to the CAM algorithm, delirium may be pre-
sent when either ((1a acute changes in cognition (MSQ; 
MOTYB) OR 1b fluctuation course (observation)) AND 2 
the presence of inattention (MOTYB) AND (3 disorgan-
ized thinking (Comprehension Test) OR 4 an altered level 
of consciousness (mRASS)), i.e. (1a OR 1b) AND 2 AND 
(3 OR 4) are shown [30].

Feasibility test

The feasibility of each item of the I-AGeD was verified using 
a five-point Likert scale ranging from very easy to very dif-
ficult. The feasibility test provides information on how dif-
ficult it was to assess delirium in each included resident. 
In an open text field, the RNs could add more information 
about the feasibility of the I-AGeD.

Data collection

The data was collected from September 2019 until Octo-
ber 2019. A total of seven RNs performed the data col-
lection for this study. The seven RNs have the same level 
of nursing qualification but different work experience 
which ranges from 2 to 12 years. In five of the six wards 
one RN assessed the participants with the I-AGeD. The 
RA conducted delirium assessments based on the DSM-5 

criteria as the reference standard, to capture delirium 
symptoms for the same participants within 1 h of the RN 
even in residents with suspected delirium. This guaran-
teed that all residents received the same formal procedure 
to diagnose delirium. The RA was blinded to the ratings 
of the I-AGeD, in order to collect the data without bias. 
Unclear delirium diagnoses were discussed with the prin-
cipal investigator (PI). Furthermore, each resident with 
delirium was discussed with the PI who was blinded to 
all ratings.

Training of RNs and RA

The seven RNs underwent a 1-day training by the PI. The 
training included theoretical inputs on delirium and informa-
tion on how to administer the I-AGeD. The RA, who was an 
advanced practice nurse in geriatrics with 5 years of expe-
rience in this role, received a 5-day training also provided 
by the PI. This included theoretical inputs on delirium and 
the application of the mCAM-ED and DSM-5 criteria. The 
RA applied the mCAM-ED in the Emergency Department, 
on the wards of geriatric patients in the University Hospital 
Basel and in the participating nursing home and was super-
vised by the PI.

Ethical considerations

This study was approved by the ethics committee of “Nord-
west- und Zentralschweiz” (Project ID 2019-01184). A writ-
ten informed consent was obtained for each eligible nursing 
home resident. A proxy informed consent was obtained by 
family members or legal advisors, for residents with a CPS 
score of 4 and 5.

Data analyses

The collected data was analyzed with descriptive sta-
tistics. Categorical data was processed according to 
frequencies and percentages, continuous variables 
according to means, standard deviations and ranges. In 
the case of skewed data, the median and first and third 
interquartile ranges (Q1, Q3) were computed. All demo-
graphic variables have been compared between nursing 
home residents with and without delirium. The preva-
lence, as the first aim of this study, was obtained with 
descriptive data. These analyses were performed with 
IBM SPSS (Statistical package for the Social Sciences) 
version 25.0. To answer aim two, the feasibility test was 
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analyzed with percentages, means, standard deviations 
and ranges. The open text fields were analyzed and inter-
preted using the thematic analysis according to Braun 
and Clarke [36]. This was carried out by conducting the 
codebook analysis through building domain summaries 
[37]. For aim three concerning the performance of the 
I-AGeD and DSM-5, the sensitivity and specificity as 
well as the positive- and negative- predictive value (PPV 
and NPV) were estimated and presented together with 
the two-sided 95% confidence intervals (CI). The exact 
CIs were calculated according to the method of Collett 
[38]. Additionally, positive and negative likelihood ratios 
(LR+ and LR−) were computed and presented with their 
two-sided 95% CI, calculated according to the method 
of Simel, Samsa & Matchar [39]. These analyses were 
conducted using R Version 3.5.3.

Results

Descriptive characteristics

Of a total of 134 nursing home residents, 14 were excluded 
(aphasia or a CPS score of 6). This resulted in 120 resi-
dents who were eligible to participate in this study. The 
informed consent was not obtained from 22 residents and 
12 proxy who refused to sign it. This yielded 86 residents 
with informed consent. During the data collection one 
resident died. Finally, 85 residents were included in this 
study (Fig. 1). The included nursing home residents had a 
mean age of 85.5 (SD 7.6 years) and 64.7% were female. 
The health records of 41.2% contained documentation of 
dementia. The median CPS score of the included resi-
dents was 2 (mild impairment) (Q1 = 1.0; Q3 = 3.0). The 
median level of care dependency was 5 (81–100 min of 
daily care) (Q1 = 3.0; Q3 = 7.0), and the median of days 
since admission was 746 days (Q1 = 335.0; Q3 = 1192.8) 
(Table 1).

Nursing home residents with and without delirium did 
not differ in most demographic characteristics with the 
exception of age. Residents with delirium were signifi-
cantly older than residents without delirium (p = 0.011) 
(Table 1). According to the DSM-5 reference standard a 
delirium prevalence of 5.9% was found during the data 
collection.

Feasibility test

For the sample of 85 assessments, six RNs completed the 
feasibility test. The mean difficulty of each of the ten items 

of the I-AGeD was rated using a five-point Likert scale from 
1 (very easy) to 5 (very difficult). The result showed mean 
ratings ranging between 1.2 and 1.5, meaning that overall 
the items were easy or very easy to answer according to 
the respondents. None of the RNs rated any item in any of 
the situations contained in the I-AGeD as “very difficult” 
to answer.

Approximately 10% of the open text field of the fea-
sibility test were filled out by the RNs. The thematic 
analysis revealed three domain summaries, that chal-
lenge delirium assessment: “residents with dementia”, 
“residents with hearing impairment” and “care workers` 
unfamiliarity with residents”. RNs have difficulties in 
assessing nursing home residents with dementia using 
the I-AGeD, since RNs have problems to differentiate 
between symptoms of dementia and delirium or a com-
bination of dementia and delirium. The second domain 
summary “residents with hearing impairment” describes 
the RNs` difficulty in assessing nursing home residents 
who have hearing problems. Such residents often do not 
understand questions acoustically and can therefore not 
answer the question or give an inadequate answer. In such 
cases it is difficult for the RN to interpret inadequate 
answers as a consequence of hearing impairment, demen-
tia or delirium. The third domain summary is “unfamiliar-
ity with residents” and refers to cases where the RN does 
not know the resident well. The RN must then consult the 

Fig. 1   Flow of participants
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health records and read the nursing reports or occasion-
ally needs information from another RN who knows the 
resident better.

Performance

The comparison of the RNs using the I-AGeD and the 
RA assessing nursing home residents with the DSM-5 are 
shown in Table 2. As per reference standard DSM-5, the 
I-AGeD correctly identified with a sample of n = 85, 3 out 
of 5 (60%) (95% CI 0.15, 0.95) of all nursing home resi-
dents with delirium as being delirious when screened by 
the RA (sensitivity). For the 80 non-delirious residents, 

75 (94%) were correctly identified with the I-AGeD (95% 
CI 0.86, 0.98) as being non-delirious in comparison to the 
reference standard (specificity). Amongst nursing home 
residents who were screened positive, 38% were truly 
positive (95% CI 0.09, 0.76) (positive predictive value). 
Whereas 97% of those who were screened as non-delirious 
were truly negative (95% CI 0.91, 1.00) (negative predic-
tive value). It was revealed, that the probability of a nursing 
home resident being correctly classified as delirious with 
the I-AGeD was 9.6 (95% CI 3.16, 29.13) times higher 
than being incorrectly classified (positive likelihood ratio). 
However, the probability of misclassifying a delirious 

Table 1   Nursing home residents 
characteristics (n = 85)

SD standard deviation; CPS Cognitive Performance Scale, Q1; Q3 first and third quartile
*Significant p < 0.05

Characteristics Total sample Delirium No Delirium

N (%) 85 (100) 5 (5.9) 80 (94.1)
Age*
 Mean (SD) 85.5 (7.5) 92.8 (3.4) 85.1 (7.5)

Gender
 Female, N (%) 55 (64.7) 5 (100) 50 (62.5)
 Male, N (%) 30 (35.3) 0 (0) 30 (37.5)

Neurocognitive impairment
 Dementia, N (%) 35 (41.2) 2 (40.0) 33 (41.3)
 No dementia, N (%) 50 (58.8) 3 (60.0) 47 (58.8)

CPS
 Median (Q1; Q3) 2 (1.0; 3.0) 3 (2.5; 3.0) 2 (1.0; 3.0)

Levels of care dependency
 Median (Q1; Q3) 5 (3.0; 7.0) 7 (5.5; 8.0) 5 (3.0; 7.0)

Days since admission
 Median (Q1; Q3) 746 (335.0; 1192.7) 1135 (373.0; 3516.5) 840.5 (335.0; 1411.3)

Table 2   Cross-table of I-AGeD results by DSM-5 delirium detection 
rate (N = 85)

I-AGeD Informed Assessment of Geriatric Delirium, DSM-5 
Diagnostic and Statistical Manual of Mental Disorders, Fifth Edi-
tion = Delirium diagnosis

I-AGeD DSM-5

Delirium No delirium

Delirium 3 5
No delirium 2 75

Table 3   Performance of the I-AGeD versus DSM-5 (N = 85)

CI confidence interval

N = 85

Estimate 95% CI

Sensitivity 0.60 0.15, 0.95
Specificity 0.94 0.86, 0.98
Positive predictive value 0.38 0.09, 0.76
Negative predictive value 0.97 0.91, 1.00
Positive likelihood ratio 9.60 3.16, 29.13
Negative likelihood ratio 0.43 0.15, 1.25
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nursing home resident as non-delirious with the I-AGeD 
was 43 times (95% CI 0.15, 1.25) lower than judging a non-
delirious nursing home resident as non-delirious (negative 
likelihood ratio) (Table 3).

Discussion

Our study demonstrated an acceptable performance in 
assessing delirium in nursing home residents with the 
I-AGeD. The results demonstrate that RNs identified non-
delirious residents with the I-AGeD with an excellent speci-
ficity, i.e. a good positive likelihood ratio, while delirious 
residents were recognized with a moderate sensitivity, cor-
responding with a weak negative likelihood ratio.

The I-AGeD achieved an excellent specificity in this 
setting with a high number of residents with dementia in 
a nursing home setting. This is very important, as a high 
specificity results in a low false positive rate. With fewer 
false positive results, the demand for further assessment is 
lower, resulting in a reduced workload for care workers. 
Comparison with the results in Rhodius et al. [23], shows 
that they achieved a lower specificity. The high specificity 
of our study is remarkable because we adjusted the cut-off 
value from five to four points. With a lower cut-off we 
should have expected a deterioration of the specificity, but 
this was not the case. One explanation of the resulting high 
specificity might be, that we used qualified RNs instead of 
lay persons as in the study of Rhodius et al. [23] to rate 
delirium in nursing home residents. We will further explore 
how care workers with Federal Diplomas/Certificates of 
Vocational Education and Training and nursing assistants 
would rate the residents with the I-AGeD in a follow-up 
study.

The sensitivity was slightly lower than the original devel-
oped scale of Rhodius et al. [23]. Although the cut-off was 
lower in comparison to the original study, we did not achieve 
a higher sensitivity. It has to be acknowledged that two out 
of five residents in our sample had dementia. In the context 
of dementia, delirium superimposed on dementia is often 
overlooked [40]. It should be mentioned that, with a false 
positive rate of 6% the performance of the I-AGeD in our 
study was excellent. In the study of Teale, Munyombwe, 
Schuurmans, Siddiqi, and Young [41] the false positive rate 
in a nursing home sample with 50% cognitively impaired 
residents, was with 29% higher compared to when the DOSS 
was used.

The modest sensitivity shows that the RNs have not 
recognized all delirious residents, which is consistent 
with Voyer et al. [6] who had a sensitivity of 51% compar-
ing the CAM with RN and RA in nursing home residents. 
They assumed that RNs, with a work experience in geri-
atric care of 9 years or less, have more difficulties in rec-
ognizing delirious residents than RNs with longer work 
experience. The work experience of the participating RNs 
in our study ranged between 2 and 12 years, although 
only one RN in the study had more than 9 years work-
ing experience. Another reason for not detecting delirium 
might be related to assessing it by means of observation 
only (I-AGeD) rather than by structured interview in 
order to rate the criteria of DSM-5, as it was conducted 
by the RA. These findings are also in accordance with 
the results described by Voyer et al. [6], where RNs did 
not recognize delirium symptoms in residents as success-
fully as the RA, who used structured delirium assessment 
tools. The lack of expertise may be another reason for 
the modest sensitivity. The RA attended a 5-day train-
ing program conducted by the PI, which also included 
practical training. In contrast, the RNs only had 1 day of 
training and no mentoring. Several studies indicate that 
training and mentoring yield increasingly better rates of 
detecting delirious residents [6, 42]. These studies show 
clearly that care workers should be given more theoreti-
cal and practical training, to improve their competence in 
delirium detection [6].

According to the feasibility test, the RNs rated the 
I-AGeD as easy to very easy to answer. These findings 
show a high acceptability of the I-AGeD for RNs work-
ing in nursing homes. In only ten delirium assessments, 
four RNs mentioned challenges in the use of the I-AGeD. 
This occurred mainly when residents had dementia and 
the distinction between delirium and dementia proved to 
be difficult. This is in line with the study of Morandi 
and Bellelli [40], who mention the difficulty in recogniz-
ing delirium in patients with severe dementia. Another 
domain summary which emerged from the thematic 
analysis, was assessing residents with hearing impair-
ment. Hearing impairment is a known risk factor for the 
development of delirium. Also, it may hamper delirium 
assessment as misleading answers from residents may be 
mistaken by the interviewer as delirium [43]. For this 
reason, it is important to check in advance whether the 
hearing aid is functional. Inouye [44] solved this problem 
by using additional hearing amplifiers, which were used 
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on patients with severe hearing impairments. Finally, the 
third domain summary is “unfamiliarity with residents”. 
In such a case, the third party of medical records is 
required to answer questions one and six of the I-AGeD.

The I-AGeD is a short and easy to use assessment 
instrument which takes approximately 2 min to fill 
out. Although it was specifically developed for lay per-
sons to detect delirium, we believe that training is still 
needed before using it. When the I-AGeD was validated 
in the Emergency Department (ED) setting with fam-
ily members, the authors did not give any formal train-
ing concerning the I-AGeD. This may have led to a low 
sensitivity of the I-AGeD in the ED according to a forth-
coming publication of Hasemann et al. [48]. This finding 
is not consistent with the study by Bellelli et al. [16]. 
The authors refer to evidence demonstrating that formal 
training is not required to achieve reliable results in the 
detection of delirium using the 4`A`s Test (4AT), which 
is considered to be a brief and simple test. This statement 
is challenged by Myrstad et al. [45] as in their quality 
improvement study, sensitivity and specificity of the 4AT 
were shown to be insufficient. The authors concluded 
that formal training would have been necessary for bet-
ter performance. A similar statement was made by Shul-
man et al. [46], that formal training is not required for 
delirium detection using the Sour Seven Questionnaire. 
The authors developed a tool for delirium detection in 
hospitalized patients especially for use by lay persons 
and untrained care workers. However, as the items are 
not described in lay persons` language, the results may be 
questioned. Additionally, a screening bias may be inher-
ent, as all reference assessments of delirium were not 
consistently done by a geriatrician, but only CAM posi-
tives. Fick et al. [47] also share the opinion that no prior 
training is needed to recognize a delirium using the very 
brief Two-Step Delirium Detection Protocol which was 
conducted by certified nursing assistants. This protocol 
includes the following two items: the MOTYB and the 
question about the day of the week [47]. The drawback of 
this Two-Step Delirium Detection Protocol is that people 
with dementia are not able to answer these two items 
[48]. Since approximately 65% of nursing home residents 
in Switzerland are either diagnosed with or suspected to 
have dementia [49], this Protocol does not seem suitable 
for detecting delirium in residents in nursing homes by 
untrained care workers. We believe that distinguishing 
delirium from dementia needs prior training in assessing 
nursing home residents.

Limitations

The main limitation of the present study lies in its small 
sample size. Therefore, to avoid overestimating the test per-
formance, interpretations of the results will require special 
caution. Furthermore, only 41.2% of residents had an offi-
cially diagnosed dementia, although CPS values suggested 
a higher rate of residents with dementia. This may limit 
generalizability.

The approach utilized by the RA to capture delirium 
symptoms in residents within 1 h of the RN could not be 
carried out for seven residents (8%). This was due to the fact 
that these residents took part in group activities. They were 
independent and cognitively intact residents without delir-
ium. In order to capture delirium symptoms within 1 h of 
the RN, in a subsequent study, residents should be informed 
prior to data collection of the time frame within which the 
assessments will be carried out.

For this study, we were interested in investigating the 
performance of the I-AGeD in the new setting of long-term 
care. We chose RNs as raters as they are the primary care 
persons.

Conclusion

In this study the I-AGeD shows a good performance in 
nursing home residents. The focus regarding the perfor-
mance of the I-AGeD was on the validity with RNs. Since 
the I-AGeD is a brief and simple to use assessment instru-
ment, written in layman’s terms, further validation studies 
should be conducted with a larger sample and with care 
workers with Federal Diplomas/Certificates of Vocational 
Education and Training and nursing assistants. As the 
daily care of nursing home residents is mainly provided 
by them, they play an integral role in the identification of 
residents with delirium. The brevity of the I-AGeD shows 
that it can be easily integrated into daily care, allowing 
detection of delirium in nursing home residents. Further-
more, the I-AGeD was found to be feasible by the RNs. 
Our study shows that this tool could play a key role in the 
detection of delirium in nursing home residents, which in 
turn could have a positive impact on the quality of life of 
the residents. Training in the use of the I-AGeD and an 
algorithm to apply it, should be considered before imple-
menting the I-AGeD.
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Appendix A

Informed Assessment of Geriatric Delirium (I-AGeD).
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Appendix B

Diagnostic and Statistical Manual of Mental Disorders, Fifth 
Edition: Delirium diagnosis criteria (DSM-5).
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Appendix C

The modified Confusion Assessment Method for the Emer-
gency Department (mCAM-ED).
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Variable Description Measurement

The Comprehension Test The test evaluates disor-
ganized or incoherent 
thinking [38]

It contains four questions 
such as: “Will a stone 
float on water?” or 
“Can you use a ham-
mer to pound a nail?”

Dichotomous questions 
answerable with “correct” 
or “incorrect”

Difficulties in logical 
reasoning is present with 
a score of 2 or less

Onset of cognitive altera-
tion and fluctuation 
course

Cognitive changes are 
rated based on observa-
tion, described in health 
records and information 
by care workers or 
relatives

Dichotomous question with 
“yes” or “no”

mRASS Observational instrument 
to assess levels of 
consciousness [39]

Hyperactive and hypoac-
tive levels of conscious-
ness are captured

The scores range from − 5 
unarousable, 0 alert to + 4 
combative

Every score other than 0 
indicates an altered level 
of consciousness

MOTYB month of the year backwards test; MSQ Mental Status Ques-
tionnaire, mRASS Modified Richmond Agitation and Sedation Scale

Appendix E

The modified Richmond Agitation and Sedation Scale 
(mRASS).

Appendix D

Overview of the variables of the mCAM-ED.

Variable Description Measurement

MOTYB The MOTYB evaluates 
the presence of inatten-
tion [50]

Recite the month of the 
year backwards begin-
ning with December

Every omission is an error 
and scored with one point

More than 30 s for task, one 
additional point

Inattention is present with a 
score of ≥ 3 [36]

MSQ Screener with 10 items 
for cognitive impair-
ment to test the time 
orientation, person, 
place and memory [37]

Adaptation of the first and 
second questions of the 
original questionnaire, 
because of different 
setting: (1) “what is the 
name of this place?” 
and (2) “where is this 
located (address)?” 
have been changed to 
(1) “What is the name 
of this nursing home?” 
and (2) “Where is 
this nursing home 
located?”

The remaining questions 
are for example: “What 
is today`s date?”, 
“How old are you?”, 
“Who is the President 
of the United States?”

Dichotomous questionnaire 
with the answers “cor-
rect”, “incorrect” or “not 
applicable”

The MSQ score counts 
the number of correct 
answers

A test score of 7 or less 
presents cognitive impair-
ment



929European Geriatric Medicine (2022) 13:917–931	

1 3

Declarations 

Conflict of interest  The authors declare they have no conflict of inter-
est with this study.

Ethical approval  This study was approved by the ethics committee of 
“Nordwest- und Zentralschweiz” (Project ID 2019-01184).

Informed consent  A written informed consent was obtained for each 
eligible nursing home resident. A proxy informed consent was obtained 
by family members or legal advisors, for residents with a CPS score 
of 4 and 5.

Acknowledgements  We would like to acknowledge all involved per-
sons for their contribution to this study. Special thanks to the seven 
RNs who carried out the data collection and the nursing home manager 
B. Fringeli who enabled this study to be undertaken.

Author contributions  Not applicable.

Funding  Open access funding provided by University of Basel.

Availability of data and materials  On request data will be provided.

Code availability  IBM SPSS version 25.0, R version 3.5.3.



930	 European Geriatric Medicine (2022) 13:917–931

1 3

Consent for publication  All co-authors have given their consent for 
publication.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://​creat​iveco​mmons.​org/​licen​ses/​by/4.​0/.

References

	 1.	 American Psychiatric Association (2013) Diagnostic and statisti-
cal manual of mental disorders, 5th edn. American Psychiatric 
Association, Washington

	 2.	 de Lange E, Verhaak P, van der Meer K (2013) Prevalence, pres-
entation and prognosis of delirium in older people in the popula-
tion, at home and in long term care: a review. Int J Geriatr Psy-
chiatry 28(2):127–134. https://​doi.​org/​10.​1002/​gps.​3814

	 3.	 Boorsma M, Joling KJ, Frijters DH, Ribbe ME, Nijpels G, Hout 
HP (2012) The prevalence, incidence and risk factors for delirium 
in Dutch nursing homes and residential care homes. Int J Geriatr 
Psychiatry 27(7):709–715. https://​doi.​org/​10.​1002/​gps.​2770

	 4.	 Dosa D, Intrator O, McNicoll L, Cang Y, Teno J (2007) Prelimi-
nary derivation of a nursing home confusion assessment method 
based on data from the minimum data set. J Am Geriatr Soc 
55(7):1099–1105. https://​doi.​org/​10.​1111/j.​1532-​5415.​2007.​
01239.x

	 5.	 McCusker J, Cole MG, Voyer P, Monette J, Champoux N, Ciampi 
A et al (2011) Use of nurse-observed symptoms of delirium in 
long-term care: effects on prevalence and outcomes of delirium. 
Int Psychogeriatr 23(4):602–608. https://​doi.​org/​10.​1017/​s1041​
61021​00019​00

	 6.	 Voyer P, Richard S, McCusker J, Cole MG, Monette J, Cham-
poux N et al (2012) Detection of delirium and its symptoms by 
nurses working in a long term care facility. J Am Med Dir Assoc 
13(3):264–271. https://​doi.​org/​10.​1016/j.​jamda.​2010.​11.​002

	 7.	 Schuurmans MJ, Deschamps PI, Markham SW, Shortridge-
Baggett LM, Duursma SA (2003) The measurement of delirium: 
review of scales. Res Theory Nurs Pract 17(3):207–224. https://​
doi.​org/​10.​1891/​rtnp.​17.3.​207.​53186

	 8.	 Culp K, Tripp-Reimer T, Wadle K, Wakefield B, Akins J, Mobily 
P et al (1997) Screening for acute confusion in elderly long-term 
care residents. J Neurosci Nurs 29(2):86–100. https://​doi.​org/​10.​
1097/​01376​517-​19970​4000-​00003

	 9.	 Wilson JE, Mart MF, Cunningham C, Shehabi Y, Girard TD, 
MacLullich AMJ et al (2020) Delirium. Nat Rev Dis Primers 
6(1):90. https://​doi.​org/​10.​1038/​s41572-​020-​00223-4

	10.	 Leslie DL, Marcantonio ER, Zhang Y, Leo-Summers L, Inouye 
SK (2008) One-year health care costs associated with delirium in 
the elderly population. Arch Intern Med 168(1):27–32. https://​doi.​
org/​10.​1001/​archi​ntern​med.​2007.4

	11.	 Rizzo JA, Bogardus ST Jr, Leo-Summers L, Williams CS, Acam-
pora D, Inouye SK (2001) Multicomponent targeted intervention 

to prevent delirium in hospitalized older patients: what is the eco-
nomic value? Med Care 39(7):740–752. https://​doi.​org/​10.​1097/​
00005​650-​20010​7000-​00010

	12.	 Finucane AM, Lugton J, Kennedy C, Spiller JA (2017) The expe-
riences of caregivers of patients with delirium, and their role in 
its management in palliative care settings: an integrative literature 
review. Psychooncology 26(3):291–300. https://​doi.​org/​10.​1002/​
pon.​4140

	13.	 Milisen K, Cremers S, Foreman MD, Vandevelde E, Haspeslagh 
M, Geest SD et al (2004) The Strain of Care for Delirium Index: a 
new instrument to assess nurses’ strain in caring for patients with 
delirium. Int J Nurs Stud 41(7):775–783. https://​doi.​org/​10.​1016/j.​
ijnur​stu.​2004.​03.​005

	14.	 Hasemann W, Retro WK, Ermini-Funfschilling D, Pretto M, 
Spirig R (2007) Delirium: screening, assessment and diagnosis. 
Pflege 20(4):191–204. https://​doi.​org/​10.​1024/​1012-​5302.​20.4.​
191

	15.	 Arbeitsgruppe Delir Insel Spital Bern (2001) NEECHAM Skale. 
Skala zur Erfassung von verwirrten Patienten. Modifiziert und ins 
Deutsche übersetzt.

	16.	 Bellelli G, Morandi A, Davis DH, Mazzola P, Turco R, Gentile 
S et al (2014) Validation of the 4AT, a new instrument for rapid 
delirium screening: a study in 234 hospitalised older people. Age 
Ageing 43(4):496–502. https://​doi.​org/​10.​1093/​ageing/​afu021

	17.	 Dittrich B, Gatterer G, Frühwald T, Sommeregger U (2007) 
Delir-Diagnostik: entwicklung einer modifizierten, deutschspra-
chigen Version der CAM. Z Für Gerontopsychologie Psychiatr 
20(2–3):135–139

	18.	 Hestermann U, Backenstrass M, Gekle I, Hack M, Mundt C, Oster 
P et al (2009) Validation of a German version of the Confusion 
Assessment Method for delirium detection in a sample of acute 
geriatric patients with a high prevalence of dementia. Psychopa-
thology 42(4):270–276. https://​doi.​org/​10.​1159/​00022​4151

	19.	 Adamis D, Sharma N, Whelan PJ, Macdonald AJ (2010) Delir-
ium scales: a review of current evidence. Aging Ment Health 
14(5):543–555. https://​doi.​org/​10.​1080/​13607​86090​34210​11

	20.	 Cacchione PZ (2002) Four acute confusion assessment instru-
ments: reliability and validity for use in long-term care facilities. 
J Gerontol Nurs 28(1):12–19. https://​doi.​org/​10.​3928/​0098-​9134-​
20020​101-​05

	21.	 Schweizerisches Gesundheitsobservatorium (2018) Pflegepersonal 
Pflegeheime. Schweizerisches Gesundheitsobservatorium.https://​
www.​obsan.​admin.​ch/​de/​indik​atoren/​pfleg​epers​onal-​pfleg​eheime. 
Accessed 20 Dec 2018

	22.	 Voyer P, Champoux N, Desrosiers J, Landreville P, Monette J, 
Savoie M et al (2016) Assessment of inattention in the context 
of delirium screening: one size does not fit all! Int Psychogeriatr 
28(8):1293–1301. https://​doi.​org/​10.​1017/​S1041​61021​60005​33

	23.	 Rhodius-Meester HFM, van Campen JPCM, Fung W, Meagher 
DJ, van Munster BC, de Jonghe JFM (2013) Development and 
validation of the Informant Assessment of Geriatric Delirium 
Scale (I-AGeD). Recognition of delirium in geriatric patients. Eur 
Geriatr Med. 4(2):73–77. https://​doi.​org/​10.​1016/j.​eurger.​2012.​
11.​006

	24.	 Steis MR, Evans L, Hirschman KB, Hanlon A, Fick DM, Flanagan 
N et al (2012) Screening for delirium using family caregivers: con-
vergent validity of the Family Confusion Assessment Method and 
interviewer-rated Confusion Assessment Method. J Am Geriatr 
Soc 60(11):2121–2126. https://​doi.​org/​10.​1111/j.​1532-​5415.​2012.​
04200.x

	25.	 Hasemann W, Tolson D, Godwin J, Spirig R, Frei IA, Kressig 
RW (2018) Nurses’ recognition of hospitalized older patients with 

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1002/gps.3814
https://doi.org/10.1002/gps.2770
https://doi.org/10.1111/j.1532-5415.2007.01239.x
https://doi.org/10.1111/j.1532-5415.2007.01239.x
https://doi.org/10.1017/s1041610210001900
https://doi.org/10.1017/s1041610210001900
https://doi.org/10.1016/j.jamda.2010.11.002
https://doi.org/10.1891/rtnp.17.3.207.53186
https://doi.org/10.1891/rtnp.17.3.207.53186
https://doi.org/10.1097/01376517-199704000-00003
https://doi.org/10.1097/01376517-199704000-00003
https://doi.org/10.1038/s41572-020-00223-4
https://doi.org/10.1001/archinternmed.2007.4
https://doi.org/10.1001/archinternmed.2007.4
https://doi.org/10.1097/00005650-200107000-00010
https://doi.org/10.1097/00005650-200107000-00010
https://doi.org/10.1002/pon.4140
https://doi.org/10.1002/pon.4140
https://doi.org/10.1016/j.ijnurstu.2004.03.005
https://doi.org/10.1016/j.ijnurstu.2004.03.005
https://doi.org/10.1024/1012-5302.20.4.191
https://doi.org/10.1024/1012-5302.20.4.191
https://doi.org/10.1093/ageing/afu021
https://doi.org/10.1159/000224151
https://doi.org/10.1080/13607860903421011
https://doi.org/10.3928/0098-9134-20020101-05
https://doi.org/10.3928/0098-9134-20020101-05
https://www.obsan.admin.ch/de/indikatoren/pflegepersonal-pflegeheime
https://www.obsan.admin.ch/de/indikatoren/pflegepersonal-pflegeheime
https://doi.org/10.1017/S1041610216000533
https://doi.org/10.1016/j.eurger.2012.11.006
https://doi.org/10.1016/j.eurger.2012.11.006
https://doi.org/10.1111/j.1532-5415.2012.04200.x
https://doi.org/10.1111/j.1532-5415.2012.04200.x


931European Geriatric Medicine (2022) 13:917–931	

1 3

delirium and cognitive impairment using the delirium observation 
screening scale: a prospective comparison study. J Gerontol Nurs 
44(12):35–43. https://​doi.​org/​10.​3928/​00989​134-​20181​018-​02

	26.	 Morris JN, Fries BE, Mehr DR, Hawes C, Phillips C, Mor V 
et  al (1994) MDS Cognitive Performance Scale. J Gerontol 
49(4):M174–M182. https://​doi.​org/​10.​1093/​geronj/​49.4.​m174

	27.	 Stadt Zürich Alterszentren (2013) Informationen zu BESA: Das 
BESA-Einstufungs- und Abrechnungssystem für Pflegeleistungen. 
https://​www.​stadt-​zueri​ch.​ch/​conte​nt/​dam/​stzh/​gud/​Deuts​ch/​ASZ/​
Allge​mein/​Dokum​ente/​Infob​latt%​20BESA.​pdf. Accessed 06 Feb 
2022

	28.	 Arbeitsgruppe Pflegeentwicklung Nordwestschweiz (2018) 
Leitlinie Delir-Management der geriatrischen Langzeitpflege. 
Akademie Praxis Partnerschaft, Institut für Pflegewissenschaft der 
Universität Basel, CURAVIVA Baselland, CURAVIVA Basel-
Stadt. https://​extra​net.​curav​iva-​bl.​ch/​Fache​ntwic​klung/​Pflege/​
Delir​manag​ement/. Accessed 06 Feb 2022

	29.	 Meagher DJ, Morandi A, Inouye SK, Ely W, Adamis D, 
Maclullich AJ et al (2014) Concordance between DSM-IV and 
DSM-5 criteria for delirium diagnosis in a pooled database of 
768 prospectively evaluated patients using the delirium rating 
scale-revised-98. BMC Med 12:164. https://​doi.​org/​10.​1186/​
s12916-​014-​0164-8

	30.	 Hasemann W, Grossmann FF, Stadler R, Bingisser R, Breil D, 
Hafner M et al (2018) Screening and detection of delirium in older 
ED patients: performance of the modified Confusion Assessment 
Method for the Emergency Department (mCAM-ED). A two-step 
tool. Intern Emerg Med 13(6):915–922. https://​doi.​org/​10.​1007/​
s11739-​017-​1781-y

	31.	 Inouye SK, van Dyck CH, Alessi CA, Balkin S, Siegal AP, Hor-
witz RI (1990) Clarifying confusion: the confusion assessment 
method. A new method for detection of delirium. Ann Intern Med 
113(12):941–948. https://​doi.​org/​10.​7326/​0003-​4819-​113-​12-​941

	32.	 Stillman M, Rybicki L (2000) The bedside confusion scale: devel-
opment of a portable bedside test for confusion and its application 
to the palliative medicine population. J Palliat Med 3:449–456

	33.	 Kahn R, Goldfarb A, Pollack M, Peck A (1960) Brief objective 
measures for the determination of mental status in the aged. Am 
J Psychiatry 117:326–328

	34.	 Hart R, Levenson J, Sessler C, Best A, Schwartz S, Rutherford L 
(1996) Validation of a cognitive test for delirium in medical ICU 
patients. Psychosomatics 37:533–546

	35.	 Chester J, Beth Harrington M, Rudolph J, Group VDW (2012) 
Serial administration of a modified Richmond Agitation and Seda-
tion Scale for delirium screening. J Hosp Med 7(5):450–453

	36.	 Braun V, Clarke V (2006) Using thematic analysis in psychology. 
Qual Res Psychol 3(2):77–101. https://​doi.​org/​10.​1191/​14780​
88706​qp063​oa

	37.	 Braun V, Clarke V, Hayfield N, Terry G (2019) Thematic analysis. 
handbook of research methods in health social sciences. Thematic 
analysis. Springer, Singapore

	38.	 Collett D (1999) Modelling binary data, 2nd edn. Chapman & 
Hall/CRC, Boca Raton

	39.	 Simel D, Samsa G, Matchar D (1991) Likelihood rations with 
confidence: sample size estimation for diagnostic test studies. J 
Clin Epidemiol 44(8):763–770

	40.	 Morandi A, Bellelli G (2020) Delirium superimposed on demen-
tia. Eur Geriatr Med 11(1):53–62. https://​doi.​org/​10.​1007/​
s41999-​019-​00261-6

	41.	 Teale EA, Munyombwe T, Schuurmans M, Siddiqi N, Young J 
(2018) A prospective observational study to investigate utility of 
the Delirium Observational Screening Scale (DOSS) to detect 
delirium in care home residents. Age Ageing 47(1):56–61. https://​
doi.​org/​10.​1093/​ageing/​afx155

	42.	 Zoerner-Hadeed C (2016). Screening for Delirium in Long Term 
Care Settings [D.N.P., University of Louisiana at Lafayette]. 
ProQuest Dissertations & Theses A&I. Ann Arbor. https://​www.​
proqu​est.​com/​disse​rtati​ons-​theses/​scree​ning-​delir​ium-​long-​term-​
care-​setti​ngs/​docvi​ew/​18449​96285/​se-2

	43.	 Inouye SK (1999) Predisposing and precipitating factors for delir-
ium in hospitalized older patients. Dement Geriatr Cogn Disord 
10(5):393–400. https://​doi.​org/​10.​1159/​00001​7177

	44.	 Inouye SK (2000) Prevention of delirium in hospitalized older 
patients: risk factors and targeted intervention strategies. Ann Med 
32(4):257–263. https://​doi.​org/​10.​3109/​07853​89000​90117​70

	45.	 Myrstad M, Watne LO, Johnsen NT, Bors-Lind E, Neerland BE 
(2019) Delirium screening in an acute geriatric ward by nurses 
using 4AT: results from a quality improvement project. Eur Geri-
atr Med 10:667–671

	46.	 Shulman RW, Kalra S, Jiang JZ (2016) Validation of the Sour 
Seven Questionnaire for screening delirium in hospitalized seniors 
by informal caregivers and untrained nurses. BMC Geriatr 16:44. 
https://​doi.​org/​10.​1186/​s12877-​016-​0217-2

	47.	 Fick DM, Inouye SK, McDermott C, Zhou W, Ngo L, Gallagher 
J et al (2018) Pilot Study of a two-step delirium detection proto-
col administered by certified nursing assistants, physicians, and 
registered nurses. J Gerontol Nurs 44(5):18–24. https://​doi.​org/​
10.​3928/​00989​134-​20180​302-​01

	48.	 Hasemann W, Duncan N, Clarke C, Nouzova E, Sussenbach LM, 
Keerie C et al (2021) Comparing performance on the months of 
the year backwards test in hospitalised patients with delirium, 
dementia, and no cognitive impairment: an exploratory study. Eur 
Geriatr Med. https://​doi.​org/​10.​1007/​s41999-​021-​00521-4

	49.	 Schweizerische Alzheimervereinigung (2014) Menschen mit 
Demenz in Schweizer Pflegeheimen: Vielfältige Herausforder-
ungen. ALZ, Yverdon-les-Bain

	50.	 Meagher J, Leonard M, Donoghue L, O'Regan N, Timmons S, 
Exton C, Cullen W, Dunne C, Adamis D, Maclullich AJ, Meagher 
D (2015) Months backward test: A review of its use in clinical 
studies. World J Psychiatry 5(3):305–314. https://​doi.​org/​10.​5498/​
wjp.​v5.​i3.​305

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.3928/00989134-20181018-02
https://doi.org/10.1093/geronj/49.4.m174
https://www.stadt-zuerich.ch/content/dam/stzh/gud/Deutsch/ASZ/Allgemein/Dokumente/infoblatt%20BESA.pdf
https://www.stadt-zuerich.ch/content/dam/stzh/gud/Deutsch/ASZ/Allgemein/Dokumente/infoblatt%20BESA.pdf
https://extranet.curaviva-bl.ch/Fachentwicklung/Pflege/Delirmanagement/
https://extranet.curaviva-bl.ch/Fachentwicklung/Pflege/Delirmanagement/
https://doi.org/10.1186/s12916-014-0164-8
https://doi.org/10.1186/s12916-014-0164-8
https://doi.org/10.1007/s11739-017-1781-y
https://doi.org/10.1007/s11739-017-1781-y
https://doi.org/10.7326/0003-4819-113-12-941
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1007/s41999-019-00261-6
https://doi.org/10.1007/s41999-019-00261-6
https://doi.org/10.1093/ageing/afx155
https://doi.org/10.1093/ageing/afx155
https://www.proquest.com/dissertations-theses/screening-delirium-long-term-care-settings/docview/1844996285/se-2
https://www.proquest.com/dissertations-theses/screening-delirium-long-term-care-settings/docview/1844996285/se-2
https://www.proquest.com/dissertations-theses/screening-delirium-long-term-care-settings/docview/1844996285/se-2
https://doi.org/10.1159/000017177
https://doi.org/10.3109/07853890009011770
https://doi.org/10.1186/s12877-016-0217-2
https://doi.org/10.3928/00989134-20180302-01
https://doi.org/10.3928/00989134-20180302-01
https://doi.org/10.1007/s41999-021-00521-4
https://doi.org/10.5498/wjp.v5.i3.305
https://doi.org/10.5498/wjp.v5.i3.305

	Detecting delirium in nursing home residents using the Informant Assessment of Geriatric Delirium (I-AGeD): a validation pilot study
	Key summary points
	Aim 
	Findings 
	Message 

	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Design
	Setting and participants
	Variables and measurements
	Measurements
	I-AGeD
	DSM-5
	mCAM-ED
	Evaluation of mCAM-ED
	Feasibility test

	Data collection
	Training of RNs and RA

	Ethical considerations
	Data analyses

	Results
	Descriptive characteristics
	Feasibility test
	Performance

	Discussion
	Limitations
	Conclusion
	Acknowledgements 
	References




