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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 (nCAM-ED),
the Delirium Observation Scale (DOSS), the Confusion
Scale developed by Champagne and Neelon (NEECHAM)
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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 [-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-1V, 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 [-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]:

e Criterion A: Disturbance in attention and awareness

e Criterion B: Acute change from baseline attention and
awareness with fluctuations over the day

e Criterion C: An additional disturbance in cognition

e Criterion D: The disturbance in Criteria A and C are not
better explained by a neurocognitive disorder or coma

e 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).

@ Springer
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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 ((la 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 (mMRASS)), 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 [-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 [-AGeD. The
RA conducted delirium assessments based on the DSM-5
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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; 03 =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; 03 =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

134 Nursing home residents

14 residents excluded due to:
| Aphasia = 5
CPS Score 6= 9

120 residents eligible for
inclusion

22 residents and 12 proxy refusal of
signing informed consent

86 residents with informed
consent

)

85 residents included

Death =1

Fig. 1 Flow of participants

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

@ Springer
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Table 1 Nursing home residents

A Characteristics Total sample Delirium No Delirium
characteristics (n=85)

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)

SD standard deviation; CPS Cognitive Performance Scale, Q/; Q3 first and third quartile

*Significant p <0.05

Table 2 Cross-table of I-AGeD results by DSM-5 delirium detection
rate (N=285)

1-AGeD DSM-5

Delirium No delirium
Delirium 3 5
No delirium 2 75

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

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

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

CI confidence interval

75 (94%) were correctly identified with the I-AGeD (95%
CI0.86, 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
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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 RN 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 [-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.

@ Springer

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 [-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).

CURAVIVA CURAVIVA . —
BASEL-STADT BASELLAND -

B |mmss X8 _\I_lUniversitétsspital
% A = /| |Basel

Assessment of Geriatric Delirium Scale (I-AGeD) Version 3.1

Anleitung

Die folgende Liste enthalt Verhaltensweisen, die jemand aufweist, wenn er plétzlich verwirrt wird. Wenn Sie
als Angehdrige oder jemand, der den Bewohner gut kennt, verandertes Verhalten am Bewohner feststellen
konnen, kann uns lhre Einschatzung wertvolle Informationen geben.

Kénnen Sie uns fir jede Verhaltensbeschreibung in der unteren Liste angeben, ob Sie dieses Verhalten
wahrend der letzten beiden Tage beobachtet haben?

Bitte umkreisen Sie die Antwort, die aus lhrer Sicht zutreffend ist.

Manchmal werden in einer Frage mehrere Verhaltensweisen beschrieben. Zum Beispiel: “...ist er oder sie
unruhig, nestelt...etc.” Wenn Sie eine oder mehrere Verhaltensweisen beobachtet haben, beantworten Sie
diese Frage mit “Ja”.

Vergleichen Sie dieses Verhalten mit dem vorangegangenen Zeitabschnitt. Wir interessieren uns vor allem
fur Verhaltensweisen, die erst kirzlich aufgetreten oder neu sind oder plétzlich viel ausgepréagter
vorkommen. Wenn eine bestimmte Verhaltensweise schon seit Monaten oder Jahren besteht, dann zéhlt sie
fur die Beurteilung mit dieser Liste nicht. Zum Beispiel: Wenn er oder sie in den letzten Jahren selten von
sich aus ein Gesprach begonnen hat, dann ist das keine neue Verhaltensweise der letzten Tage. Bitte
umkreisen Sie dann “Nein”.

Name des Bewohners:

Bewerten Sie, was lhnen in den letzten TAGEN / 2-3 WOCHEN bei dieser Bewohnerin oder diesem
+| Bewohner aufgefallen ist:

18 So kenne ich sie/ihn nicht. Sie/ er scheint jemand anders geworden zu sein. [Ja Nein
2 Sie/er ist wenig aufmerksam. Ich muss Fragen haufig wiederholen. Ja Nein
3. Sie/er ist tagstber nicht so klar, wirkt schlafrig. Ja Nein
4 Sie/er bewegt sich kaum spontan, hilt ihre/seine Arme bewegungslos ]
neben dem Korper oder tiber der Brust verschrankt. fa Nein
53 Sie/er ist in der Nacht oft wach und tagstiber schlifrig. Ja Nein
6. Sie/er ist plotzlich vergesslich(er) geworden. Ja Nein
73 Wenn niemand etwas sagt, fallen ihre/seine Augen zu. Ja Nein
8. Sie/er ist schwierig wach zu bekommen. Ja Nein
9. Sie/er versucht sich frei zu strampeln. Ja Nein
10. |[Sie/er sagt seltsame Dinge, die keinen richtigen Sinn ergeben. Ja Nein

| Auswertung:  Zdhlen Sie die Punkte wie folgt zusammen Ja=1, Nein=0

Mehr als 3 Punkte: Hohe Delirwahrscheinlichkeit !

f © Informant Assessment of Geriatric Delirium (I-AGeD) Jos F.M. de Jonghe|en Jos P. van Campen 1
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Appendix B

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

Anhang III: Diagnostische Kriterien des Delirs nach DSM-5

A. Eine Stérung der Aufmerksamkeit (d. h. verminderte
Féhigkeit, die Aufmerksamkeit auf einzelne Stimuli zu
richten, zu fokussieren, aufr_echtzuerhalten und gezielt
zu wechseln) und des Bewusstseins (verminderte
Orientierung in der Umgebung) vorhanden ist.

B. Das Storungsbild sich innerhalb eines kurzen Zeitraums
(gewohnlich innerhalb weniger Stunden oder Tage)
entwickelt, und wenn es eine Veridnderung des
urspriinglichen Aufmerksamkeits- und
Bewusstseinszustands darstellt sowie im Schweregrad
und Tagesverlauf fluktuiert.

C. Eine zusitzliche Beeintrichtigung kognitiver
Funktionen (z. B. Beeintrichtigung des Gedichtnisses,
Desorientiertheit, Storungen des Sprachgebrauchs, der
visuell- rdumlichen Fihigkeiten oder der
Wahrnehmung) vorhanden ist.

D. Die Stérungsbilder aus den Kriterien A und C nicht
besser durch eine andere, vorbestehende, gesicherte
oder sich entwickelnde Neurokognitive Stérung (NCD)
erklart werden kénnen, und wenn sie nicht im Kontext
einer stark reduzierten bzw. fehlenden Wachheit, wie
dem Koma, auftreten.

E. Es Hinweise aus der Vorgeschichte, kérperlichen
Untersuchung oder Laboruntersuchungen gibt, dass das
Storungsbild die direkte korperliche Folge eines
medizinischen Krankheitsfaktors, einer
Substanzintoxikation oder eines Substanzentzugs ist (z.
B. durch Substanzen mit Missbrauchspotenzial oder
durch die Einnahme eines Medikaments) oder Folge der
Exposition gegeniiber einem Toxin oder durch multiple
Atiologien verursacht ist (S. 818).

Entnommen aus Maier, W. (2015, S. 818). Neurokognitive Storungen (NCD). In P.
Falkai & American Psychiatric Association (Eds.), Diagnostisches und statistisches
Manual psychischer Stérungen: DSM-5. Géttingen: Hogrefe.

@ Springer
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Appendix C

The modified Confusion Assessment Method for the Emer-
gency Department (nCAM-ED).

}l_l Universitatsspital
/1 |Basel

Erfassungsblatt Delir mCAM-ED
Delirscreening: durchzufiihren bei

klinischen Anzeichen fiir ein Delir.
Bei auffalligem Screening wird ein Delirassessment

durchgefiihrt.

Visum Datum : Zeit ) Blatt Nr. D
Anleitung:
1. Patient informieren: zum Beispiel ,/ch méchte Ihnen einige Fragen zum Gedéchtnis stellen.”

2. Screening (Aufmerksamkeitsstorung): Als Auslassung zahlt jeder nicht genannte Monat und jedes Monatspaar,
das nicht in der richtigen Reihenfolge genannt wurde. Bendtigt der Patient >30 Sekunden, wird ein Punkt
addiert. Bei unauffalliger Aufmerksamkeitsstorung (<3 Punkte) ist kein A t notig.

3. Assessment durchfilhren, wenn Aufmerksamkeitstest auffallig (2 3 Punkte).
4. Eine akute Veranderung des mentalen Status des Patienten ist gegeben, wenn einer der drei Punkte erflllt ist:
a) MSQ < 8 + veranderte Bewusstseinslage b) fremdanamnestisch Bestétigung (z.B. Angehdrige) der akuten
Veranderung oder c) durch deutliche Veranderungen einer kiirzlich durchgefiihrten mCAM-ED
< ing: Aufmerk Keltsstérun
2 Dez Nov Okt Sep Aug Jul Jun Mai Apr Mar Feb Jan Auswertung:
L] L] L] L] L] L] L] . L] L] L] .
Auslassungen Punkte
Zeit > 30 Sekunden Punkt
Bewertung: > 3 Punkte: Aufmerksamkeitsstorung total Punkte
1a I Akute Verdnderung im mentalen Status (MSQ) richtig falsch n.b.
1 Wie heisst dieses Spital? (Richtig = USB, KBS oder Biirgerspital) o1 o0 o
2 Wo liegt das Spital? (Ungefahre Adresse, z.B. Petersgraben, Spitalstrasse, etc.) o1 o0 o
3 Welches Datum ist heute? (Tag im Monat; korrekt = +1Tag) o1 o0 o
4  Welchen Monat haben wir jetzt? o1 o0 o
5  Welches Jahr haben wir? o1 o0 o
6  Wie alt sind Sie? o1 o0 o
7  Wann sind Sie geboren? (Monat) o1 o0 o
8  Wann sind Sie geboren? (Jahr) o1 o0 o
9  Wie heisst der Prasident von Amerika? o1 o0 o
10 Wie hiess ein voriger Prasident von Amerika? (Bush, Clinton, Reagan, etc.) o1 o0 o
Bewertung: < 7/10 Punkte: Veranderung im mentalen Status total
3 Formale Denkstérung richtig falsch
1 Schwimmt ein Stein auf dem Wasser? (nein) o1 o0
2 Gibt es Fische im Meer? (ja) o1 o0
3 Wiegt ein Kilo Apfel mehr als zwei Kilo? (nein) o1 o0
4 Kann man mit einem Hammer Néagel in die Wand schlagen?  (ja) o1 o0
Bewertung: < 2 Punkt oder war der Gedankenablauf des total
Patienten desorganisiert oder zusammenhanglos?
=> formale Denkstérung wahrscheinlich
Beobachtung ja nein
1b || Fluktuierender Verlauf (auch anamnestisch) o o
4 |_Veranderte Bewusstseinslage (komatds, soporos, somnolent, hyperalert) o o
Auswertung CAM ja__nein n.b.
1a Akute Veranderung im mentalen Status o o o | Bewertung:
1b  Fluktuierender Verlauf o o o | [1aund 1b] und 2 und [3 oder 4] o Delir sicher
2 Aufmerksamkeitsstorung o o o | [1a oder 1b] und 2 und [3 oder 4] o Delir wahr-
3  Formale Denkstorung o o o scheinlich
4  Veranderte Bewusstseinslage o o o | Alles andere o kein Delir

Abkirzungen: MSQ Mental Status Questionnaire, CAM Confusion Assessment Method, n.b. nicht beurteilbar
mCAM-ED modified Confusion Assessment Method for the Emergency Department
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1a) Akuter Beginn: Gibt es begriindete Anzeichen fiir eine akute Veranderung im Grundzustand des mentalen

Status des Patienten?

1b) Fluktuierender Verlauf: Fluktuierte das (veranderte) Verhalten wahrend des Tages, d.h. hatte es die Tendenz
aufzutreten und wieder zu verschwinden oder wurde es starker und schwacher

2) Aufmerksamkeitsstorung: Hatte der Patient Schwierigkeiten seine Aufmerksamkeit zu fokussieren, z.B. war

er leicht ablenkbar oder hatte er Schwierigkeiten, dem Gespréch zu folgen?
3) Formale Denkstorung: War der Gedankenablauf des Patienten desorganisiert oder zusammenhanglos, wie
Gefasel oder belanglose Konversation, unklar der unlogischer Gedankenfluss, oder unerwartete

Gedankenspriinge?

4) Veradnderte Bewusstseinslage: Wie wiirden Sie die Bewusstseinslage des Patienten allgemein beschreiben?

Wach - alert (normal) oder

Uberspannt, reagiert tibersensibel auf die Stimulationen der Umgebung, erschrickt sehr schnell

mmnglgn;.; Wirkt schlafrig, 6ffnet aber die Augen und antwortet auf Fragen. Braucht vielleicht eine laute
Stimme

Sopords: Reagiert auf Schiitteln, aber nicht auf Ansprache

Koma: nicht weckbar

CAM Algorithm adapted from: Inouye SK, et al. Ann Intern Med. 1990; 113: 941948 [16).
Confusion Assessment Method. Copyright 2003, Hospital Elder Life Program, LLC. Not to be reproduced without permission
Modifizierter mMCAM-ED Algorithmus: Grossmann F et al. Scand J Trauma Resusc Emerg Med. 2014

Overview of the variables of the mCAM-ED.

Variable

Description

Measurement

MOTYB

MSQ

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

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

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?”

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]

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

@ Springer

Variable

Description

Measurement

The Comprehension Test

Onset of cognitive altera-
tion and fluctuation
course

mRASS

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?”

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

Observational instrument
to assess levels of
consciousness [39]

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

Dichotomous questions
answerable with “correct”
or “incorrect”

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

Dichotomous question with
“ves” or “no”

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).
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Anhang VI: mRass

Modifizierte Richmond Agitation and Sedation Scale (mRASS) (Chester 2012)

Den Patienten laut und deutlich mit dem Namen ansprechen und anweisen, die Augen zu 6ffnen und
den Sprechenden anzusehen. Fragen Sie den Patienten: ,Wie geht es Ihnen heute”

Wenn er eine kurze Antwort gibt (kiirzer als 10 Sekunden), dann eine weitere offene Fragen stellen

Kommt keine verbale Antwort, dann den Patienten kérperlich Stimulieren bei Riitteln an der Schulter

Score Bezeichnung

Beobachtetes Patientenverhalten

+4 Handgreiflich/aggressiv

Keine Aufmerksamkeit, offen aggressiv oder gewalttatig, unmittelbare
Gefahr fir das Personal

+3 Sehr agitiert

Sehr ablenkbar, wiederholte Ansprache oder Berihung notwendig um
Blickkontakt oder Aufmerksamkeit aufrecht zu erhalten. Kann nicht
fokussieren. Zieht an Schlduchen und Kathetern oder entfernt diese,
oder zeigt aggressives Verhalten gegenliber der Umgebung, nicht
jedoch gegentber dem Personen

+2 Agitiert

Leicht ablenkbar, verliert schnell die Aufmerksamkeit. Wehrt sich gegen
die Betreuung oder ist unkooperativ. Haufige ungezielte Bewegungen

+1 Ruhelos

heftig

Kaum ablenkbar, ist die meiste Zeit aufmerksam, Angstlich oder
besorgt, aber kooperativ. Bewegungen jedoch nicht aggressiv oder

0 Wach und ruhig

Ist aufmerksam, halt Blickkontakt, ist sich der Umgebung bewusst,
reagiert prompt und addquat auf Ansprache oder Beriihung

-1 wacht mihelos auf

Etwas schlafrig, Blickkontakt langer als 10 Sekunden, nicht ganz wach,
aber anhaltendes Erwachen, Augend&ffnen und Blickkontakt langer als
zehn Sekunden

=2 wacht Tangsam auf

Sehr schlafrig, ist zeitweise aufmerksam, Wacht auf Ansprache kurz mit
Blickkontakt auf (kiirzer als zehn Sekunden)

-3 schwer erweckbar

Wiederholte Ansprache oder Berhung erforderlich um Blickkontakt
oder Aufmersamkeit zu erzielen, benétigt wiederholte Stimuli
(Ansprache oder Beriihung) fiir Aufmerksamekeit Bewegung,
Augendffnung (kein Blickkontakt)

-4 Bleibt nicht wach

Erweckbar ohne Aufmerksamkeit, keine Reaktion auf Ansprache, aber
Augenoffnen auf korperliche Stimulation

-5 Nicht weckbar

Keinerlei Reaktion, weder auf Ansprache, noch auf auf korperlicher
Stimulation

Chester, J. G., Beth Harrington, M., Rudolph, J. L., & Group, V. A. D. W. (2012). Serial administration of a modified Richmond Agitation and
Sedation Scale for delirium screening. Journal of Hospital Medicine, 7(5), 450-453. doi: 10.1002/jhm.1003

Modifizierte Ubersetzung durch Wolfgang Hasemann August 2018 von: Barandun Schafer, U., Massarotto, P., Lehmann, A., Wehrmuller, C.,
Spirig, R., & Marsch, S. (2009). Ubersetzungsverfahren eines klinischen Assessmentinstrumentes am Beispiel der Richmond
Agitation-Sedation Scale (RASS). Pflege, 22(1), 7-17. doi: 10.1024/1012-5302.22.1.7
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