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Abstract - Background Delirium is frequently encountered in hospital settings especially in the Intensive Care Unit (ICU), with an inci-
dence of 42% to 87%. The aetiology of delirium is still unknown but research has shown that prevention and treatment is possible. Early
detection is a necessary first step for successful treatment and prevention in the ICU. The Confusion Assessment Method for the ICU
(CAM-ICU) is a rapid and easily administered screening instrument to detect delirium in the ICU setting and is based on the Diagnostic
and Statistic Manual of Mental Disorders IV criteria (DSM-IV) The aim of this study was to validate the Dutch version of the CAM-ICU.
Methods The CAM-ICU was translated in accordance with standard translation guidelines. The validation study of the Dutch CAM-ICU
version was performed in a large Dutch community hospital with a mixed ICU. The patients were tested by a geriatrician or a psychiatrist
for clinical symptoms of delirium according to the DSM |V criteria (= reference standard), and the results were compared with indepen-
dently scored CAM-ICU outcomes. Results Thirty consecutive adult patients with Richmond Agitation and Sedation Scale (RASS) > -3
were assessed for delirium using the CAM-ICU and the DSM-IV criteria, resulting in 60 paired tests. Twenty-nine patients were included
in the analysis. Based on the DSM-IV criteria 11 of 29 patients had delirium and 9 of 29 scored positive on the CAM-ICU. Only three
patients were diagnosed differently by the geriatrician or psychiatrist and the CAM-ICU, two had a psychiatric disorder and one had
been sedated and was therefore excluded. Agreement was calculated using crosstabs analysis, overall agreement was 93.1%. In our
validation cohort the incidence of delirium was 37.9%. Conclusion The translation of the Dutch CAM-ICU showed good correlation
with the original English version and can therefore be used in a Dutch ICU. The results of the validation study showed very good agree-
ment between the clinical diagnoses made by the experts and the detection of delirium using the Dutch CAM-ICU. The Dutch CAM-ICU
reliably detects ICU delirium. It therefore provides the means for early detection, treatment and secondary prevention of ICU delirium.
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Background

Delirium is a common psychiatric syndrome in Intensive Care
Units (ICU). Incidence estimates for delirium vary from 5% for
non-ICU patients to 87% for ICU patients [1-3]. ICU delirium
is associated with increased morbidity and negatively affects
6-months survival and weaning from mechanical ventilation
and contributes to the increased length of stay [4-7]. Delirium is
often under-diagnosed by ICU professionals [8,9]. Establishing a
diagnosis of delirium can be difficult because of the fluctuating
course of delirium symptoms. Delirium receives little attention in
the ICUs, becauseiitis, 1. rarely a primary reason for admission, 2.
often believed to be iatrogenic due to medications, 3. frequently
rationalized as “ICU psychosis”, and 4. believed to have no
adverse consequences in terms of patient outcome [5]. Despite
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international and national guidelines [29,30], no more than 7% of
ICUs in the Netherlands have routinely evaluated the presence
of delirium with a validated instrument. Fewer than one-third of
Dutch ICUs use a protocol to treat ICU delirium [10]. ICU patients
and particularly mechanically-ventilated patients, are at risk of
delirium. The outcome of delirium is negative: more ventilation
days, longer hospitalization and higher morbidity and mortality,
therefore detecting and treating this syndrome is very important
[4-7].

The CAM-ICU was developed as a screening instrument
for the detection of delirium in nonverbal ICU patients. As a
screening instrument for delirium the CAM-ICU is the best
validated and studied instrument [9, 12-15]. Versions of the CAM-
ICU are available in various languages, thus making international
comparison of results possible. (www.icudelirium.org, also Dutch
version). Implementation of a screening instrument such as the
CAM-ICU leads to improved detection of delirium [6, 17-18].

The aim of this study was to assess validity of the Dutch
translation of the CAM-ICU by comparing delirium as assessed
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by the Dutch CAM-ICU with a reference standard, i.e. the DSM-IV
diagnosis of delirium.

Methods

Patients

This study was undertaken in a 14-bed ICU at a large teaching
hospital in the Netherlands between October 2007 and January
2008. Consecutively-admitted, mechanically-ventilated patients
who had a RASS score of > -3 were included in the study. Patients
with a known addiction to alcohol or narcotics were excluded
(because of withdrawal delirium); patients with no possible means
of communication (e.g. prior neurological disease); and patients
for whom medical interventions changed during assessments
(for example after sedation with benzodiazepines), were also
excluded.

The research nurse checked daily whether newly-admitted
patients met the inclusion criteria and during the index ICU period
assessed the CAM-ICU independently from the psychiatrist
or geriatrician. All assessments were planned between 10.00
and 11.00. None of the raters had access to any of the other’s
evaluations or ratings. A psychiatrist or geriatrician made the
diagnosis of delirium using DSM-IV criteria, the research nurse
used the CAM-ICU algorithm. Both physician and nurse raters
had access to medical charts and were allowed to interview the
nurses involved in daily care of the patient.

Translation process

In general, when directions relating to an instrument are trans-
lated, the text should be understandable and meaningful and the
translation must be as close to the original text as possible. As a
consequence, results of measurements done with the translated
instrument should be the same as if the original instrument were
used.

After consent was obtained from the author, the CAM-ICU,
Attention Screening Examination (ASE) and Richmond Agitation
and Sedation Scale (RASS) were translated into Dutch by
members of our research group (RV, JJ, KK) a senior geriatrician,
a neuropsychologist and a Master of Science in Nursing.

Table 1. Patient Characteristics

| VALUE

VARIABLE

Characteristics

Age (years; mean + SD) 61.2 + 15.48
Male/female sex (n) 15/14

Days on ICU (days mean+ SD) 16.93+ 22.53
Days in Hospital (days mean+ SD) 46.86+ 44.28
Admitting diagnosis (n[%])

respiratory problems 6 [20.7]
malignancy 8[27.6]
heart/vascular system problems 6 [20.7]

other internal problems 6[20.7]
trauma 2 [6.9]

other 1 [84]
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The Richmond Agitation-Sedation Scale (RASS) [19]

The RASS measures sedation and agitation and is necessary to
establish if the patient can be tested. It is a brief 10-point rating
scale (-5 unarousable to +4 combative). The CAM-ICU can only
be assessed in patients with RASS > -4. (Appendix 3)

The Confusion Assessment Method for the ICU [2-3, 20]. The
CAM-ICU is a screening instrument specifically adapted from the
CAM for use in ICU patients. CAM-ICU items are non-verbal tasks
such as picture recognition, vigilance A task, simple yes/no logic
questions and simple commands. A positive CAM-ICU screen is
based on an algorithm including four key criteria for delirium. The
validity and reliability of the English version of the CAM-ICU was
established in two large studies (N= 750) with Kappa as high as
0.96 and sensitivity 100% and specificity > 93%.

Diagnostic and Statistical Manual of Mental Disorders IV (DSM-
V) [21,22]. The DSM-IV is a categorical classification system.
The categories are prototypes, and a patient with a close
approximation to the prototype is said to have that disorder.
(Appendix 4)

The translation
The translation was done according the principles of good
translation. The process of translation involved preparation,
forward translation, translation review, harmonization, cognitive
debriefing and validation of the translated CAM-ICU [23].
Consensus on the translation was reached on the instrument’s
contents and structure. Experienced nurses working in a large
Dutch hospital commented on the Dutch translation in respect
of ambiguous wording, concepts or other elements that they
were unable to understand. The Dutch version was judged to be
similar to the original English version of the CAM-ICU as checked

Table 2. Performance of clinical diagnosis compared
with CAM-ICU

DSM_IV diagnosis
Delirium
No delirium | Delirium Total
Count 18 2 20
No % within 100.0% 18.2% 69.0%
delirium clinical
diagnose
Delirium delirium
CAM-
ICU Count 0 9 9
% within 0.0% 81.8% 31.0%
Delirium | iinical
diagnosis
delirium
Count 18 11 29
% within 100% 100.0% 100.0%
Total clinical
diagnosis
delirium




Netherlands Journal of Critical Care

Validation of the Dutch version of the Confusion Assessment Method (CAM-ICU) for delirium screening in the Intensive Care Unit

by a professional translator. The author of the original CAM-ICU
accepted the translation of the Dutch CAM-ICU and published it
on the website (www.icudelirium.org). Appendix 1, 2, 3.

Statistical method

Means or proportions were used to describe demographic and
clinical characteristics of the study sample. Absolute agreement
between the two tests (DSM-IV and CAM-ICU) was examined
using a two-by-two table. SPSS software version 14 (SPSS Inc.,
Chicago, Il) was used for analyses. For the validation of the Dutch
version we followed the method Ely et al used. In a pilot study
they found a test sensitivity of 95% averaging across raters, and
a test specificity of 88%. They stated that instrument sensitivity
was the critical feature and that the lower limit of 95% confidence
interval had to be 85% or higher, while an acceptable specificity
would be 75% or higher [3]. After consulting a statistician we
discussed the lower limit of the sensitivity and specificity and
reached a consensus that the lower limit for sensitivity should be
80%, and for specificity 70%. The sample size was calculated
to ensure the appropriate number of patients necessary to

Appendix 1. CAM-IC

CAM-ICU onderdelen en beschrijvingen.

1. Acuut in en fluctuerende beloop. Afwezi Aan
1A Zijn er aanwijzingen voor ean acute verandering in het psychischicognitief functioneren
vergelaken met hoa het was in het begin?
of

1B: Was er sprake van fluctuaties in het gedrag gedurende de afgelopen 24 uur, dus dw.z. was
het aanwezig en verdween het, nam het toe of af in ernst zoals bleek uit scores op een
meetschaal voor sedatie (bijv.RASS), GCS, of een vorige delirium beoordeling?

2. Verminderde aandacht. Afwezig Aanwezig
Aznwezig als in elk gaval 24 of 2B kleiner dan & is

Probeer de ASE |etters eerst, als de patient in staat is deze uitte voeren
neteer de witslag en ga nasr onderdeel 3. Als de patient niet in staat is tot
gz uitvoer van de test of de score is onduidelik doe dan de plaatsies. Als
beids testen gedaan worden noteer dan de score van de plasties als score
voor gt onderdeel.

2A. ASE letters: noleer score (noteer NG als er niet getest is) Score (uit 10):
Asnwijzing: Zeg tegen de patiént, “lk ga een reeks van 10 letiers opnoemen. Wanneer U de letier A hoort
knijpt U in mijn hand”. Lees de volgende reeks letters voor zonder nadrukkelik te articulersn (houdt met het
volume rekening met de geluiden ep de ICU) en met een sneheid van 1 letter per seconde.
SAVEAHAART
Score: Een respons iz fout als de patieint nist knljpt bij een letter A" of knijpt bij een andere letter dan “A"

2B: ASE Pictures: noteer score (noteer NG ais er niet getest is) Score (uit 10):

Voor aanwizingen zie plaatjes

3. Onmanlmr(_l denken

I Afwezig | Aanwezig
als de gecomibingsrde score dandis

3A: Ja ! Nee vragen
(Wissel set A en set B af op opeen volgende dagen)
Set A SetB
1. Blijft een steen drijven in water? 1. Blijt @en blad drijven in water?
2. Zijn er vissen in de zee? 2 Zijn er olifanten in de zee?
3. Weegt 1 pond meer dan 2 ponden? 3. Wegen 2 ponden meer dan 1 pond?
4. Kun je met een hamer aen spijker inglaan? 4. Kun je mat een hamer hout snijden?

Score: (patiént krijgl 1 punt voor ieder correct antwoord van de 4 vragen)

3B: Opdrachten:

Zeg tegen de patient: "Kunt U zoveel vingers opsteken” {onderzoeker houdt 2 vingers omboog),
"Doa hetzellde met de andere hand” (onderzoeker laat nu niet de twee vingers zien).

* &z de patiént nist instasat is om beide armen te bewsgen waag dan of hij er 1 vinger bij kan doen.

Score: (patiént krijgl 1 punt voor het correct uitvoeren van de totale opdracht)

Combineer Score (3A + 3B):

(totaal van 5)
4. Vi d d niveau van ] Afwezig | Aanwezig
Aanwezig als de RASS score anders is dan “0" (n
In totaal CAM-ICU (onderdelen 1 en 2 en op zijn minst Ja Nee
onderdeel 3 of 4)

(Dutch version as applied; English version can be found at www.icudelirium.org.)

achieve the expected lower limit of the 95% confidence interval
for the CAM-ICU sensitivity and specificity in alert or lethargic
patients. Because there are no data on prevalence of delirium in
Dutch ICUs, we assumed an incidence of delirium of 50% which
would require 30 patients. Because the CAM-ICU has been well
validated in several studies we did not have to do a extended
study with a large population. In a two-by-two table we only
needed five patients per cell and for comparison we needed a
minimum of 20 patients. The performance test characteristics for
the CAM-ICU were estimated from simple two-by-two tables, a
cross tab analysis to compare the outcome (delirium yes/no) of
the CAM-ICU and DSM-IV.

Results

A total of 30 patients were included. One patient was excluded
because sedatives had been given between clinical and CAM-
ICU assessments. The average age of the patients was 61.2
years, (27-87), male/female ratio was 15/14, the average stay
on the ICU was 16.93 days and average stay in hospital was
46.86 days. Reasons for being admitted to ICU were pulmonary
disease 20.7%, malignancy 27.6.%, cardiovascular 20.7%,
internal medical conditions 20.7 %, trauma 6.9% and other 3.4%.
(Table 1)

Eleven of 29 patients had delirium (DSM-IV, 37.9%), and 9 of
29 patients screened positive on the CAM-ICU (31%). Absolute
agreement between clinical diagnosis and CAM-ICU was 93.1%.
CAM-ICU sensitivity was 81.8% and specificity 100%. (Table
2) Evaluation of discordant cases showed that two CAM-ICU
positive patients were diagnosed with a primary psychiatric
disorder (schizophrenia).

Discussion

Screening instruments can be useful for detecting delirium.
Besides the CAM-ICU, instruments available for the ICU include
the Cognitive Test for Delirium (CTD) by Hart (1996) with a
sensitivity of 100% and a specificity of 95.1%, and the Intensive
Care Delirium Screening Checklist (ICDSC) by Bergeron (2001)
with a sensitivity of 99% and a specificity of 64%. The CTD
and ICDSC scales are not well validated instruments and more
research needs to be done [11]. With the rise in clinician and
nursing workload and the ever-increasing numbers of protocols
being implemented into ICU practice, ICU staff may feel that
there is little time available to routinely evaluate their patients [28].
The CAM-ICU is easy to administer and takes two minutes to
complete, the CTD takes > 15 minutes to complete and the time
it takes to complete the ICDSC is not known.

This study evaluated CAM-ICU (Dutch version) validity
compared with a diagnosis of delirium (based on the DSM-IV) in
ICU patients. Absolute agreement between research nurse-based
CAM-ICU assessments and clinical diagnosis of delirium based
on the DSM-IV was 93.1%. A sensitivity of 81.8% and a specificity
of 100% demonstrate that the CAM-ICU Dutch version is a valid
measure of delirium in ICU patients. Our sensitivity of 81.8% was
under the lower limit of 85% stated by Ely et al [3]. We discussed
this in our group and found the sensitivity acceptable. If patients
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with a history of psychosis were excluded (as in the study of Ely
[3]), sensitivity would be even higher - up to 100% - which is far
above the lower limit, and also the absolute agreement would
be 100%. Our results confirm those of others using the CAM-
ICU. Studies using the English, Swedish and Chinese versions of
CAM-ICU showed sensitivity values ranging from 73% to 100%
and specificity values ranging from 89% to 100% [2-3, 24-25].
Because the results were the same we do not think it is necessary
to perform another validation study for the CAM-ICU.

A high level of agreement between CAM-ICU ratings and
diagnosis of delirium is clinically important. Eleven of 29 patients
had delirium (DSM-IV); all but two screened positive on the
CAM-ICU, and none of the patients without delirium did. So,
nurse-based assessments of delirium can be an efficient way
of detecting delirium in the ICU. These are positive findings and
need to be further implemented in daily practice in ICUs in the
Netherlands.

In most studies different assessments are planned on
the same day. Because of the fluctuating nature of delirium
symptoms, with night-time restlessness, often no symptoms
during the day and worsening of symptoms starting at sundown,
different raters may see different behaviours and classify patients
accordingly. In other studies, the time interval between CAM-ICU
assessments and clinical judgments varied from 10 minutes to 4
hours or was based on a chart review [2-3, 6, 13, 20]. It could in
part explain some of the lower CAM-ICU sensitivity values found,

although Ely et al. found no differences in the diagnosis, where
they were up to four hours apart [2]. To our knowledge this is
the first study carefully doing CAM-ICU ratings and making the
clinical diagnosis of delirium at the same time, so as to avoid
measuring unwanted inter-assessment score variances due to
symptom fluctuations. In our study we planned assessments not
more than one hour apart from each other, but never together and
with blinding of the results. Strict adherence to the assessment
protocol was achieved throughout the study. In fact, this may be
the reason why nurse-based CAM-ICU ratings predicted delirium
diagnosis so well.

The first problem was making the clinical diagnosis. In a
previous study delirium recognition was very poor [8]. The clinical
diagnosis made by an ICU physician could therefore not be
automatically used as a reference standard against the CAM-ICU.
In this study the CAM-ICU ratings were compared with a clinical
diagnosis made by a psychiatrist or geriatrician who were well
trained in all aspects of delirium. In other studies the validation
procedure was done differently. In one study agreement between
the two measures was based on a chart-based method and
research nurse CAM-ICU ratings comparison [20]. And in some
studies it is not clear if CAM-ICU ratings had been related to
clinical judgement by experts [6, 24-25].

A potential limitation is that our research nurse selected
the patients to be included and also made the CAM-ICU
assessments. This may have biased the results thus challenging

Appendix 2. Flowchart CAM-ICU

Confusion Assessment Method in the ICU

Delirium Assessment (CAM-ICU): 1 EN 2 EN ( 3 EN/OF 4)

“ RASS

1. Acuut begin en fluctuerende beloop. Stop
Een acute dering ten opzichte van de baseline? Geen Delier
Ga naar de volgende stap Of fluctueert de geestelijke functioneren van de patiént in de afgelopen
24 wur?
2. Verminderde aandacht.
Lees de volgende 10 letter :SAVEAHAART Stop
Scoring: Fout: als de patiént niet knijpt bij de letter A Geen Delier
Fout: als de patiént knijpt bij elke andere letter dan “A™
Fouten
= ™ STOP
. 3. Veranderend niveau van bewustzijn {(“actuele” RASS) S
Te y Patié s
T Als de RASS is nul, ga naar de volgende stap. Als de RASS anders is dan 0 Patient is
tijdstip delirant

4, Ongeorganiseerd denken

1. Blift 2an steen drijven in water?

2. Ziin er vissen In de zee?

3. Weegt 1 pond meer dan 2 ponden?

=2 Fouten STOP

Patiént is
delirant

of Blijft ean blad drijven In water?
of Zl|n er clifanten in de zea?
of Wepen 2 ponden meer dan 1 pond?

4. Kun je mat een hamer een spljker inslaan? of Kun je met ean hamer hout snijden?
5. Opdracht: <2 Fouten
Zag tegen de patiéint: “Kuwnt U zovee! vingers opsteken” (onderzoeker houdt 2 vingers omhoog),
“Doe hetzelfde met de andere hand" (onderzoeker laat nu niet de twee vingers zlen}.

*pis de patiént niet instast is om beida armen te bewagen waag dan of hij er 1 wager bij kan dosn.

Geen Delier

(Dutch version as applied; English version can be found at www.icudelirium.org.)
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validity. However, subjects both with and without delirium were
selected. Patient selection was in part based on RASS sedation
evaluation and not based on the presence or absence of delirium
as measured with the CAM-ICU. Therefore, we believe that the
validity of our results is not challenged. Another limitation is that
assessment, although done at the time of clinical diagnosis, took
place in the morning for practical reasons and often the first signs
of delirium start to appear at sun downing [26]. The small number
of patients was also a limitation of this study, although this does
not influence its validity it can affect the precision of its estimates.

During this study all the CAM-ICU measurements were
performed by one trained research nurse. This was not a limitation
because all CAM-ICU assessments were done in the same
way, so a possible bias due to different raters was anticipated.
Further study on if CAM-ICU administered by nurses in daily
practice has the same results on sensitivity and specificity is
indicated. However, before implementation of the CAM-ICU into
daily practice, nurses should be educated on delirium. Pun et al.
established that it only takes minimal training to record excellent
compliance by bedside nurses in using delirium instruments.
Education should be considered the core component of the

Appendix 3. RASS

Verbinding tussen sedatie en deliermonitoring.
Een tweetraps benadering van onderzoek naar bewustzijn.

Stap 1: Vaststelling van de mate van sedatie.
De Richmond Agitatie en Sedatie schaal: de RASS*

Score Begrip Beschrijving

+4 strijdlustig openlijk strijdlustig, gewelddadig, direct gevaar voor personeel

+3 erg trekt aan of ) of tube(s);
+2 geagiteerd regelmatig niet doelgerichte bewegingen, afwerende reacties
+1 onrustig angstig maar bewegelijkheid is niet agressief krachtig
0 alert en kalm
-1 slaperig niet volledig alert maar is in staat wakker te blijven (ogen
bij id (> 10 verbale

2 lichte sedatie  kort wakker met bij (<10 nde)
-3 matige sedatie beweging of ogen open bij stemgeluid (geen oogcontact)
4 diepe sedatie geen reactie op stemgeluid, maar wel beweging en ogen open bij

lichamelijke prikkeling lichamelijke
-5 niet wekbaar  geen reactie op id of lic stimulatie

Als RASS score —4 0f -5 is dan stoppen en patiént op een later tijdstip hertesten.
Als RASS boven de —4 (-3 tot +4) ligt dan stap 2 toepassen.

(Dutch version as applied; English version can be found
at www.icudelirium.org.)

implementation, as it has been shown to improve delirium
assessment reliability [27].

The validation of a delirium instrument for the ICU opens
new frontiers for investigation [3]. Aspects such as the impact of
delirium on relation to outcome, determination of risk factors for
delirium in the ICU, prevention, but also incidence of delirium in
Dutch ICUs need to be further studied.
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Appendix 4. DSM-IV criteria

THE DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL DISORDERS

(DSM-IV) CRITERIA FOR DELIRIUM

a. Disturbance of consciousness:That is, reduced clarity of awareness of
the environment, with reduced ability to focus, sustain,or shift attention.

b. A change in cognition: such as memory deficit, disorientation,
language disturbance or the development of a perceptual disturbance
that is not better accounted for by a pre-existing established or evolving
dementia.

c. The disturbance develops over a short period of time (usually hours
to days) and tends to fluctuate during the course of the day.

NETH J CRIT CARE - VOLUME 13 - NO 2 - APRIL 2009 7



Netherlands Journal of Critical Care

R Vreeswijk, A Toornvliet, MLH Honing, K Bakker, T de Man, G Daas, PE Spronk, JFM de Jonghe, KJ Kalisvaart

Reference

1. Lindesay J, Rockwood K, MacDonald A. Delirium in old age. 2002 Oxford Press
New York

2. Ely EW, Margolin R, Francis J, May L, Truman B, Dittus R, Speroff T, Gautam S,
Bernard GR, Inouye SK. Evaluation of delirium in critically ill patients: validation of the
Confusion Assessment Method for the Intensive Care Unit (CAM-ICU). Crit Care Med.
2001 Jul;29(7):1370-9.

3. Ely EW, Inouye SK, Bernard GR, Gordon S, Francis J, May L, Truman B, Speroff T,
Gautam S, Margolin R, Hart RP, Dittus R. Delirium in mechanically ventilated patients:
validity and reliability of the confusion assessment method for the intensive care unit
(CAM-ICU). JAMA. 2001 Dec 5;286(21):2703-10

4. Ely EW, Gautam S, Margolin R, Francis J, May L, Speroff T, Truman B, Dittus R,
Bernard R, Inouye SK. The impact of delirium in the intensive care unit on hospital length
of stay. Intensive Care Med. 2001 Dec;27(12):1892-900.

5. Ely EW, Shintani A, Truman B, Speroff T, Gordon SM, Harrell FE Jr, Inouye SK, Ber-
nard GR, Dittus RS. Delirium as a predictor of mortality in mechanically ventilated patients
in the intensive care unit. JAMA. 2004 Apr 14;291(14):1753-62

6. Lin SM, Liu CY, Wang CH, Lin HC, Huang CD, Huang PY, Fang YF, Shieh MH, Kuo
HP. The impact of delirium on the survival of mechanically ventilated patients. Crit Care
Med. 2004 Nov;32(11):2254-9.

7. Thomason JW, Shintani A, Peterson JF, Pun BT, Jackson JC, Ely EW.Intensive care
unit delirium is an independent predictor of longer hospital stay: a prospective analysis of
261 non-ventilated patients. Crit Care. 2005 Aug;9(4):R375-81.

8. Ely EW, Stephens RK, Jackson JC, Thomason JW, Truman B, Gordon S, Dittus RS,
Bernard GR. Current opinions regarding the importance, diagnosis, and management

of delirium in the intensive care unit: a survey of 912 healthcare professionals. Crit Care
Med. 2004 Jan;32(1):106-12.

9. Ely EW, Siegel MD, Inouye SK. Delirium in the intensive care unit: an under-recog-
nized syndrome of organ dysfunction. Semin Respir Crit Care Med. 2001;22(2):115-26.
10. Van Eijk MM, Kesecioglu J, Slooter AJ. Intensive care delirium monitoring and stan-
dardised treatment: a complete survey of Dutch Intensive Care Units. Intensive Crit Care
Nurs. 2008 Aug;24(4):218-21. Epub 2008 Jun 3.

11. R.Vreeswilk, J.F. Timmers, J.F.M. de Jonghe, K.J.Kalisvaart. Assessment scales for
delirium: a review. Health and Aging (2008/2009) Submitted for publication

12. Bergeron N, Skrobik Y, Dubois MJ. Delirium in critically ill patients. Crit Care 2002,
6:181-182

13. Truman B, Ely EW. Monitoring delirium in critically ill patients. Using the confusion
assessment method for the intensive care unit. Crit Care Nurse. 2003 Apr;23(2):25-36;
14. McNicoll L, Pisani MA, Ely EW, Gifford D, Inouye SK. Detection of delirium in the in-
tensive care unit: comparison of confusion assessment method for the intensive care unit

with confusion assessment method ratings. J Am Geriatr Soc. 2005 Mar;53(3):495-500.

78 NETH J CRIT CARE - VOLUME 13 - NO 2 - APRIL 2009

15. Micek ST, Anand NJ, Laible BR, Shannon WD, Kollef MH. Delirium as detected by
the CAM-ICU predicts restraint use among mechanically ventilated medical patients. Crit
Care Med. 2005 Jun;33(6):1260-5.

16. Laurila JV, Pitkala KH, Strandberg TE, Tilvis RS. Confusion assessment method in
the diagnostics of delirium among aged hospital patients: would it serve better in screen-
ing than as a diagnostic instrument? Int J Geriatr Psychiatry. 2002 Dec;17(12):1112-9.
17. Flaatten H. Prognostic scoring systems in the ICU. Acta Anaesthesiol Scand 2006
50:1175-6

18. McNicoll L, Pisani MA, Zhang Y, Ely EW, Siegel MD, Inouye SK. Delirium in the inten-
sive care unit: occurrence and clinical course in older patients.J Am Geriatr Soc. 2003
May;51(5):591-8.

19. Ely W, Truman B, Shintani A., et al. Monitoring sedations over time in ICU patients;
reliability and validity of the Richmond Agitation-Sedation Scale (RASS) JAMA June 11,
2003 Vol.289, No.22, 2983-2991

20. Pisani MA, Araujo KL, Van Ness PH, Zhang Y, Ely EW, Inouye SK.A research
algorithm to improve detection of delirium in the intensive care unit. Crit Care.
2006;10(4):R121.

21. American Psychiatric Association: Diagnostic and Statistical Manual of Mental Disor-
ders, 4th ed (DSM-IV). Washington DC, APA, 1994.

22. American Psychiatric Association: Practice Guideline for the treatment of Patients
With Delirium. Washington DC, APA, 1999.

23. Wild D, Grove A, Martin M et al. Principles of good practice for the translation and
cultural adaptation process for patient reported outcomes (PRO) measures: report of the
ISPOR taskforce for translation and cultural adaptation. Value Health 2005; 8: 94-104.
24. Larsson C, Axell AG, Ersson A. Confusion assessment method for the intensive care
unit (CAM-ICU): translation, retranslation and validation into Swedish intensive care set-
tings. Acta Anaesthesiol Scand. 2007 Aug;51(7):888-92.

25. Chuang WL, Lin CH, Hsu WC, Ting YJ, Lin KC, Ma SC. Evaluation of the reliability
and validity of the Chinese version of the confusion assessment method for the intensive
care unit. Hu Li Za Zhi. 2007 Aug;54(4):45-52. Chinese.

26. Jos F. M. de Jonghe, Kees J. Kalisvaart, Marty Dijkstra, Huib van Dis, Ralph Vreeswi-
jk, et al.. Early Symptoms in the Prodromal Phase of Delirium: A Prospective Cohort
Study in Elderly Patients Undergoing Hip Surgery. Am J Geriatr Psychiatry, Feb 2007; 15:
112 -121.

27. Pun BT, Gordon SM, Peterson JF et al. Large scale implementation of sedation and
delirium monitoring in the intensive care unit: a report from two medical centres. Crit Care
Med. 2006;6: 1199-205.

28. Bolton DL Delirium the costs of inattention. Crit Care Med. 2004;32: 1080-1081.

29. http://www.psychiatryonline.com/pracGuide/pracGuideTopic_2.aspx

30. http://www.cbo.nl/product/richtlijnen/folder20021023121843/delirium_rl_2005.pdf





