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Introduction

Delirium is a common and dangerous form of acute brain dysfunction among older
emergency department (ED) patients.? Delirium is associated with higher mortality,
accelerated cognitive and functional decline, and increased hospital length of stay.23
Unfortunately, ED providers miss delirium in the majority of cases because they do not
routinely screen for this diagnosis.# Using a delirium assessment can improve recognition;
several brief and easy-to-use delirium assessments are feasible to use for the ED. Once
delirium is detected, the emergency physician’s primary goal is to find and treat the
underlying etiology. A significant proportion of older ED patients without delirium will
develop delirium during hospitalization.> Because preventing delirium is by far the most
effective way in maximizing older patient outcomes, EDs should consider implementing
non-pharmacologic, multi-component, delirium prevention protocols, especially for those at
moderate to high-risk for developing delirium.

The ED plays a critical role in the evaluation and management of older patients with
delirium. The ED is often the initial point of entry for geriatric hospital utilizations ® and
serves the role of rapidly identifying those who are critically ill while efficiently identifying
the underlying etiology and promptly initiating life-saving therapies. In the United States
alone, the ED sees approximately 18 million patients who are 65 years and older each year.
7 Due to the projected exponential growth of the US aging population over the next several
decades, the number of elder ED patient visits will also grow at a similar pace.8 Thus, the
emergency physician must be adept in evaluating and managing delirium in the ED. This
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review will discuss the epidemiology, assessment, treatment, and prevention of delirium in
the ED setting.

Delirium definition and epidemiology in the ED

According to the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, Text
Revision (DSM-5-TR), delirium is defined as a disturbance in attention and awareness that
is accompanied by an acute (hours to days) loss in cognition that cannot be better accounted
for by a preexisting or evolving neurocognitive disorder such as dementia.® Delirium occurs
in 6% to 36% of patients of older emergency department (ED) patients 2-410-18 and is
associated with increased in-hospital and long-term death,2:15:18.19 accelerated functional
and cognitive decline,29 longer hospital length of stays,19-2! unanticipated intensive care
unit (ICU) admissions,® discharge to a skilled nursing facility,° and increased 30-day
rehospitalizations.19

Delirium’s Heterogeneity

Delirium is a heterogeneous syndrome that can vary by psychomotor activity and may
have prognostic implications.22:23 Subtyping delirium by psychomotor activity is generally
the most widely studied nomenclature. 24 Psychomotor subtyping is based on the patient’s
motor activity, speech, and level of arousal. 2> The four psychomotor subtypes of delirium
are hypoactive, hyperactive, mixed 26 and no subtype, 27-30 and it is hypothesized that each
psychomotor subtype has its own distinct underlying pathophysiology and etiologies. 26:31.32
Hypoactive delirium is described as ‘quiet’ delirium; patients with this subtype appear
drowsy, somnolent, or lethargic. Because its clinical presentation can be subtle, hypoactive
delirium is frequently missed by healthcare providers 33 and may be misinterpreted as
depression or fatigue. 34:35 On the other hand, patients with hyperactive delirium have
increased psychomotor activity; these patients may seem restless, anxious, agitated, or
combative. Hyperactive delirium is more easily recognized by healthcare providers, yet
this is the least common subtype of delirium in older ED patients. 3 Mixed-type delirium
exhibits fluctuating levels of psychomotor activity; the patient can exhibit hypoactive
symptomatology at one moment and hyperactive symptomatology several hours or even
seconds later. Hypoactive delirium tends to portend the worst prognosis and is associated
with higher mortality rates, 30.36-38

Delirium and dementia

Delirium is often confused with dementia, but they are two distinct syndromes with
different characteristics and prognosis Table 1 shows the key differences between these
two conditions.

Classically, delirium is considered reversible and precipitated by an underlying medical

or surgical illness. There is a proportion of patients, however, who develop long-term
cognitive impairment after delirium.3940 Dementia is traditionally characterized as chronic,
irreversible, and not secondary to an underlying medical illness. Delirium usually has
neurocognitive (inattention, disorganized thinking, and perceptual disturbances) and non-
neurocognitive (impaired arousal and sleep-wake disturbance) impairments that are not
typically observed in dementia.
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Distinguishing delirium from advanced dementia can be challenging because the clinical
features can overlap. Patients with advanced dementia can be inattentive and have impaired
arousal, disorganized thinking, sleep-wake cycle disturbances, and perceptual disturbances
in the absence of delirium. 41 When patients with advanced dementia develop delirium,

an acute change in mental status is still observed, and any pre-existing cognitive and non-
cognitive abnormalities can worsen.

Risk factors for delirium

When considering the if an older ED patient is delirious or is at risk for developing
delirium, the emergency physician must consider vulnerability and precipitating factors of
delirium (Table 2). Dementia is the most consistently reported and powerful vulnerability
factor for delirium across multiple clinical settings.3:19:42-49 |nfection is the most common
precipitating factor for delirium,43:46:47.50-53 hyt js important to note that the majority of
patients with delirium will have more than one etiology.>1:>4 The development of delirium
involves complex interplay between patient vulnerability and precipitating factors. For
example, patients with high vulnerability to developing delirium, such as a 90-year-old
with Alzheimer’s dementia who requires complete assistance to perform activities of daily
living, require a relatively lower intensity insult like an uncomplicated urinary tract infection
to develop delirium. Patients with little vulnerability to developing delirium, such as a

fully functional 70-year-old who still works as an engineer, will require a more noxious
insult, such as severe sepsis, to trigger delirium. In patients with little or no vulnerability to
developing delirium, emergency physicians should look for an precipitating life-threatening
illness.

Medication risk factors for delirium

It is important to note that delirium can be precipitated by medication side effects or
withdrawals. Thus, it is imperative to obtain medication history, including non-prescription
medications, recent changes or altered compliance with medications, and missed
medications. Medication lists obtained from the electronic medical record (EMR) may not
be accurate and should be clarified. High-risk medications include sedatives, corticosteroids,
antihistamines, anticholinergics, tricyclic antidepressants, and muscle relaxants are notorious
for precipitating delirium. 54 Opioids have the potential to precipitate delirium, though
clinicians need to consider treating pain first.5556

Under recognition of delirium in the ED

Despite the high morbidity and mortality associated with delirium, emergency healthcare
providers fail to detect delirium in 57% to 83% of cases,3410.16.35.57.58 hecayse it is not
actively screened for using a validated delirium assessment. %9 The evidence suggests that
delirium remains underrecognized in the ED. 410.12.13.16 \When delirium is unrecognized

in the ED, the inpatient providers will also miss delirium in 95% of cases. 3 Missing
delirium has several negative implications for clinical care. °/ Because delirium is frequently
misdiagnosed as dementia or psychiatric illnesses, such as depression 3° some may be
inappropriately admitted to a psychiatric ward or discharged, thus delaying the diagnosis of
delirium and their underlying medical condition. 58 Studies suggest that 25% of delirious
older ED patients are actually discharged and sent home 1921 and may not be able to
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fully comprehend their ED diagnosis or discharge instructions 60 leading to noncompliance,
return ED visits, and other adverse outcomes. 61

Assessment of delirium in the ED

Using a validated delirium assessment is vital to improving recognition (Table 2). There

are three types of delirium assessments: patient-based, proxy-based, and observational.
Patient-based delirium assessments require the rater to interact with the patient and usually
incorporates bedside cognitive testing to assess the features of delirium. The advantage

of this approach is that it has a potentially high ceiling for diagnostic accuracy (>95%
sensitive and >95% specific). The disadvantages to this approach, however, is that to
achieve high diagnostic accuracy, it may require significant training and a lengthier delirium
assessment.%2 It also requires raters to conduct additional cognitive testing on the patient,
which may be difficult in a setting with significant time constraints such as the ED.

The most widely used patient-based delirium assessment is the Confusion Assessment
Method (CAM) algorithm and their derivatives. The short-form CAM algorithm consists of
four features: (1) altered mental status or fluctuating course, (2) inattention, (3) disorganized
thinking, and (4) altered level of consciousness. 83 A patient is considered to meet the
criteria for delirium if both features 1 and 2 and either 3 or 4 are present. The CAM’s
features are evaluated by subjective impression after performing a brief global cognitive
assessment. For this reason, the CAM may require substantial training, and its diagnostic
accuracy may be dependent on an operator’s level of training and experience. To reduce
operator dependence, increase ease-of-use, and reduce training-burden, several delirium
assessments have incorporated brief, objective assessments into the CAM algorithm.
Examples of these CAM-based assessments are the Brief Confusion Assessment Method
(bCAM), Confusion Assessment Method for the Intensive Care Unit (CAM-ICU), and
3D-CAM. The bCAM, the one of the most commonly used delirium screening tools besides
CAM, was specifically tailored for the ED and takes less than 2 minutes to perform with
high inter-rater reliability. 62.64

The 4AT is another widely used patient-based delirium assessment and has four
components: (1) alertness, (2) orientation, (3) attention, and (4) acute change or fluctuating
course. The 4AT also takes 2- minutes to perform with excellent diagnostic accuracy.

67 Ultra-brief delirium patient-based assessments exist, such as the Month of the Year
backwards task, but diagnostic accuracy is often sacrificed for brevity. Alternatively, a
two-step approach to delirium assessment have been proposed for the ED to increase
screening efficiency. A highly sensitive delirium assessment such as the Delirium Triage
Screen (DTS) or 2-l1tem Ultra-Brief (UB-2) delirium assessment can be performed to rapidly
rule out delirium. Because DTS or UB-2 have moderate specificity, a positive test requires a
confirmatory delirium assessment with a higher specificity such as the bCAM, 3D-CAM, or
4AT. 62

Proxy-based delirium assessments asks a family-member about the presence of delirium
features. An example of a proxy-based delirium assessment is Single Question in Delirium
(SQiD) 7374 where the clinical asks proxy if the patient has been more confused lately.
While this approach has moderately good diagnostic accuracy, a proxy is often unavailable
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in the ED in approximately 25-75% of patients.’® Observation-based delirium assessment
simply observes the patient for delirium features during routine clinical interaction.
Because this requires subjective assessment, extensive training may be needed to maximize
diagnostic accuracy. The Richmond Agitation Sedation Scale (RASS) assesses the patients
level of arousal and is 82% sensitivity and 85% specific for delirium.”2 Observing a change
in RASS increases the specificity for delirium to 92%.76

The Diagnostic Evaluation Once Delirium is Detected in the ED

When delirium is detected, the first and most important priority is to find and treat

the underlying etiology. Because older adults with delirium cannot provide an accurate
history,60 emergency physicians should contact family or their caregivers to obtain collateral
information. If from a skilled nursing facility, the facility’s staff should be contacted. In
addition to obtaining a history of why the patient is in the ED, the emergency physician
should elicit patients’ baseline mentation and level of functioning from the collateral
historian and how quickly the mental status change occurred. 73 An abrupt (within seconds)
change in mental status may indicate a stroke as the cause for the patient’s delirium.

Because adverse drug reactions and withdrawal from medications are common delirium
etiologies, obtaining an an accurate medication history, including over-the-counter

(OTC) medications, is vital. Emergency physicians should ask about recent changes

in or non-compliance with medications. High-risk medications that may contribute to
delirium include: sedative-hypnotic, steroids, antihistamines, anticholinergics, tricyclic
antidepressants, muscle relaxants. 77 The use of opioids for pain was considered the risk
factor for delirium, yet recent studies did not show a significant association.>>>¢ Rather,
we emphasize that painful conditions are treated aggressively to minimize the risk of
delirium and avoid certain opioids, such as meperidine. Lastly, ask the patient or collateral
historian about substance use disorder (alcohol, opioid, sedative-hypnotics, and illicit drug
use) should also be inquired.

After history-taking, emergency physicians should conduct a comprehensive physical exam,
including vital signs. Point-of-care tests for glucose may identify hypo- or hyperglycemia.
A full examination of the patient is necessary to inspect the back, sacrum, genitalia, and
feet for possible infections or drug patches which may have contributed to delirium. The
detailed neurological exam should be performed. Focal neurological findings may suggest a
stroke or intracranial hemorrhage as the cause of delirium. This examination can provide an
opportunity to evaluate for trauma: accidental, self-inflicted, or non-accidental.

ED patients with delirium typically require a broad laboratory evaluation including serum
electrolytes, glucose, blood urea nitrogen, creatinine, and transaminases, and a urinalysis.
Measuring serum drug concentrations of psychoactive medications such as lithium,
anticonvulsants, theophylline, digoxin, and aspirin should be considered if the delirious
patient is on these medications. Because acute myocardial infarction can precipitate delirium
and chest pain may be absent from the history,”8.79 a 12-lead electrocardiogram should also
be considered. Urinalysis is a routine diagnostic test for older adults due to urinary tract
infection (UTI). Older adults tend to have a higher proportion of abnormal urinalysis without
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active UTI, which leads to a risk of diagnostic anchoring on abnormal urinalysis and missing
another potentially more serious cause of delirium.

Radiographic testing should be guided by the history and physical examination. Because
delirious ED patient are older, have decreased visceral and peritoneal pain responses, and
have difficulty with communication, a lower threshold to perform radiographic imaging
may be needed to fully evaluate patients with relatively mild somatic complaints. A chest
x-ray should be considered patients who are tachypneic, have abnormal lung auscultation, or
have respiratory complaints. With regard to head CT, there is little evidence-based guidance
on when to perform one. In systematic review that included 909 older ED patients with
altered mental status or confusion, 15.6% will have abnormal head CT.80 However, many
of these studies did not use a delirium assessment and the patients included likely had

more severe impairments. Inpatient studies have reported that head CTs have low diagnostic
yield in older adults with delirium, but these studies have limited generalizability to the
ED.81.82 A head CT should be strongly considered in delirious patients with impaired level
consciousness (e.g. decreased level of arousal or somnolence), likely to only be relevant
when there is a recent history of a fall or head trauma, if the patient is on anticoagulation, or
a focal neurological deficit is found on clinical examination.8%-82 Brain magnetic resonance
imaging (MRI) should be considered in delirious patients with an abrupt onset of mental
status changes or focal neurologic symptoms to rule out a cerebrovascular accident in the
setting of a non-diagnostic head CT scan.

Non-pharmacological Management of Delirium

Aside from finding the underlying etiology delirium, there is no universally accepted
intervention for delirium after it has occurred, especially for the ED setting.83 A recent
systematic review on the delirium prevention and treatment in the ED showed limited
evidence on three non-RCTs employed a multi-factorial delirium prevention program; three
non-RCTs evaluated regional anesthesia for hip fractures; and one study evaluated the use of
Foley catheter, medication exposure, and risk of delirium.84 One obervational cohort study
on the use of ED Foley catheters in the ED increased the duration of delirium (proportional
OR 3.1, 95% Cl 1.3 t0 7.4).85

If a patient is found to meet the criteria for delirium in the ED, the goal is to reduce the

risk of agitation if the patient has hypoactive delirium or mitigate the worsening agitation if
the patient has mixed-type or hyperactive delirium. Delirious patients often have perceptual
disturbances (i.e., hallucinations and delusions) and can easily become more agitated in the
noisy and over-stimulating ED environment. Because of the acute loss in cognition, they
have difficulty understanding what is going on or have difficulty communicating. To achieve
this goal, Flaherty et al. recommend the “TADA” approach which stands for “Tolerate,
Anticipate, Don’t Agitate”. 86 This includes, tolerate, anticipate, and do not agitate, as
below:

. Tolerate — The first step is to tolerate seemingly dangerous behaviors. Tolerating
behaviors allows patients to respond naturally to their circumstances and may
provide them a sense of control while in their delirious state. Because delirious
patients are often unable to adequately communicate, these behaviors may
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also indicate that something is bothering them such as needing to urinate or
unaddressed pain.

. Anticipate — This step requires the health care provider to anticipate what
the patient might do and proactively avoids inciting agents that may cause
or exacerbate agitation. This includes avoiding unnatural tethers that are not
absolutely needed for clinical care, including oxygen, intravenous lines, urinary
catheters, and other monitoring devices. Getting out of bed is also anticipated
and encouraged by this approach as long as patient’s safety can be ensured.

. Don’t Agitate— This is the final step and considered the golden rule of this
approach. Some agitators are obvious. Reorientation can be unpredictable as it
can occasionally worsen agitation and should only be attempted if the patient is
amenable to it.

Pharmacological management for delirium in the ED

Drug therapy for delirium has been extensively evaluated. Since there are no rigorous
mortality or long-term benefits, the goal of pharmacological therapy is to control agitation
while avoiding oversedation. 87 The oral route is usually preferred over injections to
minimize the discomfort of the injection, subsequent agitation due to injection, and
arrhythmia. 88 It is imperative to note that many of these agents were tested for agitated
patients, and not all were specific to older adults with delirium.

Disposition of Patients with Delirium

Currently, there is a limited evidence-based guidelines to whether an ED patient with
delirium requires a hospitalization or can be discharged home. In general, a significant
proportion of those with delirium will require hospitalization due to the severity or acuity of
the underlying medical illness that precipitated the delirium. Delirious ED patients with
severe neurocognitive symptoms, limited home social support, or have poor access to
outpatient care will also likely require an admission even for simple clinical conditions

that require some form of patient monitoring to continue treatment.

However, there is a potential risk that the symptoms of delirium may worsen during
hospitalization because the patient will be in an unfamiliar environment or be exposed to
deliriogenic iatrogenesis. As a result, ED discharge should be considered if the delirium
symptoms are mild or have resolved, the etiology is unequivocally obvious and can be
managed as an outpatient, the patient can be closely monitored at home by a family member
or caregiver, and close outpatient follow-up with transportation can be arranged. For patients
who reside in a long term care facility, depending on cause of delirium and degree of
agitation or somnolence, some individuals with delirium may return to their long term

care facility for treatment. If feasible, disposition to skilled nursing facility may also be an
option.

Non-pharmacological management (prevention) in the ED

Up to 30% of older ED patients who are non-delirious on hospital admission will develop
delirium during a hospital stay leading to significant mortality and morbidity. 8% Because
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there is no intervention that has been shown to effectively reduce negative sequelae
associated with delirium after it occurs,83 a greater emphasis has been on placed delirium
prevention to improve older patient outcomes.

Non-pharmacologic, multi-component delirium prevention protocols have been shown to be
effective in preventing delirium and its resultant outcomes.®? Some components of these
protocols can be considered in ED, especially as boarding is an persistent issue. The

most widely-used and evidence-based delirium prevention program is the Hospital Elder
Life Program (HELP). 91-94 HELP is a multi-component, non-pharmacologic intervention
to reduce delirium risk factors. The HELP program includes reorientation, cognitive
stimulation activities, reestablishment of sleep-wake cycles, minimized use of psychoactive
medications, maximized mobility, optimal hydration and nutrition, and visual and hearing
aids for those with sensory impairment. While many of the HELP components may be
difficult to implement in the ED, certain components can be adapted and tailored to the

ED to decrease the development of delirium in high-risk patients: 9> Observational Studies
showed that ED length of stays greater than 10 to 12 hours might increase the risk of
developing delirium 96:97 especially in patients with pre-existing cognitive impairment. %6
The clinicians should mobilize the resource to prevent any unnecessary ED stays for those
who have an increased risk of delirium. For example, In times of high boarding in the ED,
institutions should consider adopting processes that prioritize inpatient bed assignment for
persons at high risk of delirium. A recent study showed that higher physical therapy and
occupational therapy intensity may be a useful intervention to shorten delirium duration. 98

ADEPT tool for delirium care

A working group of content experts convened to develop a point-of-care tool to assist
emergency physicians in the care of older adults in the ED, and it was designed to

present and explain the Assess, Diagnose, Evaluate, Prevent, and Treat (ADEPT). Five core
principles were identified by the group that ensure adequate and thorough care for older
adults with delirium. The ADEPT tool % developed by ACEP gives collective knowledge
from an expert panel on delirium evaluation and management.

Future directions

It has been nearly 15 years since recommendations from the American Geriatrics Society
and Society for Academic Emergency Medicine to prioritize delirium care, yet emergency
medicine still has consensus-based recommendations and tools to formulate delirium
treatment protocols.84 Since 2012, a total of seven Cochrane reviews have synthesized
delirium interventions across a variety of patient populations and clinical settings, but none
included studies from the ED. The Geriatric Emergency Care Applied Research (GEAR)
Network reviewed a similar question and still did not identify any ED-based research upon
which to base interventions. % We encourage EDs to start implementing processes to
minimize delirium risk associated with emergency care.100.101
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Delirium has been an elusive condition that did not have an effective screening process in
the ED until recently. When identified, emergency clinicians must identify the underlying
cause, as this is the primary goal of treatment. Further research is needed into processes to
improve identification of individuals at risk of delirium and ED processes to prevent and
mitigate the adverse effects of delirium.
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This review covers the epidemiology of delirium and the overlapping condition of altered
mental status and encephalopathy that is relevant to those who practice in the emergency

department.

Synopsis
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Key points

1. Delirium is a common and serious brain dysfunction that every emergency
medicine clinician should be aware of.

2. Accurate delirium assessment and outcome measurement facilitates the
further evaluation of the underlying etiology.

3. The prevention and treatment of delirium are still based on expert opinions
except for the application of evidence-proven prevention from the hospital
and intensive care unit.
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Table 1.

Key Differences between delirium and dementia.

Characteristic

Delirium

Dementia

Onset Acute onset over a period of hours or days | Gradual onset over months or years
Course Fluctuating Stable
Inattention Present Absent

Impairment of arousal

Usually present

Typically absent

Disorganized thinking May be present Typically absent
Disturbed sleep-wake cycle Present Typically absent
Perceptual disturbances and hallucinations May be present Typically absent

Is cognitive decline reversible?

Usually reversible

Often not reversible

Precipitated by a medical or surgical illness?

Usually

Rarely

Life threatening?

Potentially

Rarely
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Table 2.

Vulnerability factors

Precipitating factors

Demographics
Advanced age, educational level, male

Systemic IlIness
Infection, inadequate pain control, trauma, surgery

Medications and Drugs
Polypharmacy, psychoactive medications, alcohol and
substance use disorder

Medications and Drugs
Medication changes, alcohol and recreation drug use or withdrawal

Comorbidities
Dementia, comorbidity burden, chronic kidney disease,
chronic liver disease, terminal illness, frailty

Metabolic
Vitamin (i.e., thiamine) deficiencies, electrolyte disturbances, hypo- or
hyperglycemia, thyroid dysfunction

Sensory | mpairment
Hearing impairment, visual impairment

Organ dysfunction
Acute kidney injury, acute liver failure, acute heart failure, acute respiratory failure,
shock

Decreased oral intake
Malnutrition (chronic)

Decreased oral intake
Dehydration, malnutrition (acute)

Functional status
Functional impairment, Immobility

Central Nervous System
Cerebrovascular accident, intraparenchymal hemorrhage, subdural/epidural
hematoma, seizures, meningitis, encephalitis

Psychiatric
Depression

latrogenic
Physical restraints, indwelling catheter use, prolonged emergency department
length of stay
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Selected examples of delirium screening tools
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Instrument Synopsis Sensitivity Specificity Time
Confusion Assessment A bedside cognitive test is used to determine 86% 93% 5-10 min
Method (CAM)85 1) altered mental status or fluctuating course,
2) inattention, 3) disorganized thinking, and
4) altered level of consciousness using clinical
impression
Confusion Assessment CAM maodified to include cognitive 95 to 100% 89 to 93% 2-3min
Method- ICU (CAM- assessments and test of attention that can be
ICU)56 used for ventilated patients in ICU.
Brief Confusion Uses the CAM algorithm but uses the months 84% (95%CI 72— 96% (95%CI <2min
Assessment Method of the year backwards task from December 92) 93%-97%)
(bCAM)52 to July to evaluate inattention and 4 Yes/No
questions and simple command to evaluate
disorganized thinking.
ANATE? Evaluates alertness, orientation, attention, and 89.7% 64.9% <2 min
fluctuation
Delirium Triage Screen Evaluates inattention using object testing and 98% (95%CI 90— 55% (95%CI 50— | <30 Sec
(DTS)82 level of consciousness using (DTS) followed 100%) 60%)
by more specific test to confirm
Ultra-Brief 2-item Two questions, “Tell me the day of the week” 93% (95% CI 81— 64% (95%CI 56— | <1min

Screener58 (UB-2)

and “please tell me the months of the year
backwards”

99%)

70%)

Nursing Delirium
Screening Scale (Nu-
DESC)®

5 items- disorientation, inappropriate behavior

86% (95%CI 65—
9506)

87% (95%CI 73—
949%)

1-2min based on
8 hours of
observation

Delirium Observation Seven areas (consciousness, attention, thought | 90% 91% 5 min based on 8
Screening Scale (DOSS) process, orientation, psychomotor, mood, hours of
70 perception) observation
Month of the year Asks the patient to recite the months of the 80.0% (95% ClI 57.1% (95% Cl, <1 min
backwards — 12 months year backwards from December to July. 60.9%-91.1%) 50.4%- 63.7%)
(MOTYB-12)"t
Richmond Agitation A structured evaluation of level of 84.0% (95% 87.6% (95% <10 sec
Sedation Scale”? consciousness based on your observation of Cl 73.8% to 94.2%) Cl 84.2% to

the patient during routine clinical evaluation 91.1%)
Single Question in One question ‘Do you think [name of patient] 80% (95%CI 28.3—- 71%(95%Cl <10 sec

Delirium (SQiD)7374

has been more confused lately?’

99.5%)

41.9-91.6%)
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