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Cadre nosologigue

Aaltération cognitive globale
Apotentiellement réversible ++
Adéfinition en 1990 (DSM III)
Asyndrome gériatrique
Aterrain de fragilité




Quelgues chiffres

AMédical e

U 10-20% desmot i f s doO eed@GHGs s i
U Bellier Médecine P. G. 2007 : 12,8 %

AChirurgical

U 36,8 % incidence moyenne en chirurgie

ASoins palliatifs

’
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U prévalence 61.8 % dans une USP au Quebec - a




Quelgues chiffres

Prevalence at
admission, %

Incidence
during
admission, %

Population (age in years
or medical category)

Francis?
Levfkoff?
Inouye*
Inouye®
Ljubisavjevic®
Gaudreau’
Minagawa®
Lawlor®

Caraceni*

Massie™

16-0
105
NA
NA
NA
NA
28-0
42-0
28-0

NA

NA=not available.

16-0
313
25.0
18-0
18-0
165
NA

45-0
NA

85-0

Medical oncology

Medical oncology

Hospice

Hospital palliative-care unit

Palliative-care programme
including homecare

Patients dying from cancer

Table 1: Prevalence of delirium at admission and incidence of delirium
during admission in hospital—comparison of the elderly medically ill
population with patients undergoing palliative care or with cancer

Caraceni. Lancet oncology 2008




Physiopathologie

Asystéme cholinergique
Asubstance réticulée

Adopamine, sérotonine, récepteurs GABA
Afonctionnement neuro-hormonal
Acytokines

AEEG : s. corticaux diffus (r a
alpha)




Concept.de fragilité

J.P. Bouchon, 1+2+3 ou comment tenter d'étre efficace en géniatrie. Rev Prat 1984, 34:885.

Fonction @ Vieillissement physiologique

d'organe X @ Maladie chronique
@ Maladie aigué

100%

défaillance ; f \ X

0 Age 100 ans




Terrain (fragilité)

facteur
précipitant
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4 champs de prise en charge

. Prise enc
. Prise enc

. Prise enc

. Diagnostic

narge non medicamenteuse
narge medicamenteuse

narge médico

-soclale



1. Diagnostic

2. Prise en charge non médicamenteuse
3. Prise en charge médicamenteuse

4. Prise en charge médico -sociale




3 étapes diagnostiques




1.Diagnostic confus

2 Recherche de facteurs preé«
3. Identifier le terrain



1.Dsagnaostie ieonfus

2 Recherche de facteurs preé«



Diagnostic syndromique
(1/3)

A Eléments du Diagnostic et Outils de diagnostic
A Outils de dépistage




DIAGNOSTIC

En pratique : syndrome purement clinique qui se consir
V CHRONOLOGIE ++++
o installation rapide des troubles, rupture
V SEMIOLOGIE ++
otroublesdel 0 at t gowre dedarvigilance (ier plan)

0 désorganisation de la pensee [propos incohérents,
troubles de compréhension, perséveération] AnxiGlé

o troubles de la perception il
Agitation

o fluctuation Agressivité
o0 désorientation temporo-spatiale % E\)ﬁZ{Eﬁiliﬁ?
o troubles psycho-comportementaux
o troubles mnésiques
o altération du rythme veille-sommeil (de regle)
V ETIOLOGIQUE
o terrain + facteur déclenchant (inconstant)

V DISCUSSION des DG DIFFERENTIELS
V OBSERVATION DE LA REVERSIBILITE ++ (DG rétro)




Criteres du DSM -1V -TR

Diagnostic and Statistical Manual of Mental Disorders
American Psychiatric Association (Masson, 2000)

A. Troubles de la conscience (i.e. diminution de clarté de la
conscience de I'environnement) avec réduction de la capacité
de focaliser, de maintenir ou de changer son attention.

B. Modifications de la cognition (telles que déficits de mémoire,
d’orientation, trouble du langage) ou développement de
troubles perceptifs qui ne sont pas mieux expliqués par une
démence préexistante, établie ou en développement.

C. Les troubles s’installent sur une courte période de temps
(habituellement quelques heures ou jours) et tendent a fluctuer
dans la journée.

D. Mise en évidence par I'anamnése, I'examen physique ou les
tests de laboratoire d’une affection médicale ou d'une prise de
substance qui peuvent étre reliées étiologiquement aux troubles.
En I"absence de cette évidence, un facteur organique peut étre
présume si les troubles ne peuvent étre expliqués par une
affection mentale non organique, i.e. un épisode maniaque
responsable de I"agitation et du trouble du sommeil.




Criteres de la CAM

Inouye SK et al. 1990-1995

Dérivés du DSM IlI-R, 9 domaines

ADébut soudain

Alnattention

ADésorganisation de la pensée
AAl t ®r ation de | 6®t at
ADésorientation

ATroubles mnésiques

AAnomalies de perception

AAgitation ou ralentissement psychomoteur
APerturbation du cycle veille-sommeil




Delirium rating scale DRS-R-98
Diagnostic et séverité
destinée aux meédecins
13 items évaluant la séverité, 3 items diagnostics £
pas de traduction francaise validée 7K #
Memorial Delirium Assessment Sce !
MDAS %7
Dérivée du DSM IV
Diagnostic, sévérité et surveillance
10 items, plus rapide
Validée pour la cotation de la seveérité du SC
traduction francaise non validée

(Reich MG. Bull cancer 1996:83;115-28)
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DRS -R-98

Delirium Rating Scale
DRSR-98
Trzepacz 2001

DELIRIUM RATING SCALE-R-98 (DRS-R-98)

This is a revision of the Delirium Rating Scale (Trzepacz et al. 1988). It is used for initial assessment and repeated measurements of delinum
symptom severity. The sum of the 13 item scores provides a severity score. All available sources of information are used to rate the items
(nurses, family, chart) in addition to examination of the patient. For serial repeated ratings of deliium severity, reasonable time frames
should be chosen between ratings to decument meaningful changes because delifium symptom severity can fluctuate without interven-
tions.

DRS-R-98 SEVERITY SCALE

1. Sleep-wake cycle disturbance
Rate sleep-wake pattern using all sources of information, including from family, caregivers, nurses’ reports, and patient. Try to distinguish
sleep from resting with eyes closed.

0. Not present

1. Mild sleep continuity disturbance at night or occasional drowsiness during the day

2. Moderate disorganization of sleep-wake cycle (e.g., falling asleep during conversations, napping during the day or several brief
awakenings during the night with confusion/behavioral changes or very little nighttime sleep)

3. Severe disruption of sleep-wake cycle (e.g., day-night reversal of sleep-wake cycle or severe circadian fragmentation with multiple
periods of sleep and wakefulness or severe sleeplessness.)

2. Perceptual disturbances and hallucinations

Nlusions and hallucinabons can be of any sensory modality. Misperceptions are “simple” if they are uncomplicated, such as a sound,
noise, color, spot, or flashes and “complex™ if they are multidimensional, such as voices, music, people, animals, or scenes. Rate if reported
by patient or caregiver, or inferred by observaton.

0. Not present

1. Mild perceptual disturbances (e.g., feelings of derealization or depersonalization; or patient may not be able to discriminate dreams
from reality)

2. Illusions present

3. Hallucinations present

3. Delusions

Delusions can be of any type, but are most often persecutory. Rate if reported by patient, family or caregiver. Rate as delusional if ideas
are unlikely to be true yet are believed by the patient who cannot be dissuaded by logic. Delusional ideas cannot be explained otherwise
by the patient’s usual cultural or religious background.

0. Not present
1. Mildly suspicious, hypervigilant, or preoccupied
2. Unusual or overvalued ideation that does not reach delusional proportions or could be plausible

3. Delusional

4. Lability of affect
Rate the patient’s affect as the outward presentation of emotions and not as a description of what the patient feels.

0. Not present

1. AffenI:Jt somewhat altered or incongruent to situation; changes over the course of hours; emotions are mostly under self-contrel

2. Affect is often inappropriate to the situation and intermittently changes over the course of minutes; emotions are not consistently
under self-control, though they respond to redirection by others

3. Severe and consistent disinhibition of emotions; affect changes rapidly, is inappropriate to context, and does not respond to redi-
rection by others

5. Language

Rate abnormalities of spoken, written or sign language that cannot be otherwise attributed to dialect or stuttering, Assess fluency, grammar,
comprehension, semantic content and naming. Test comprehension and naming nonverbally if necessary by having patient follow com-
mands or point.

0. Normal language

1. Mild impairment including word-finding difficulty or problems with naming or fluency

2. Moderate impairment including comprehension difficulties or deficits in meaningful communication (semantic content)
3. Severe impairment including nonsensical semantic content, word salad, muteness, or severely reduced comprehension




Name of patient:

DRS-R-98 SCORESHEET

Name of Rater:

SEVERITY SCORE.:

TOTAL SCORE:

Severity Item Item Score Optional Information
Sleep-wake cycle 0 1 2 3 Naps Nocturnal disturbance only
Day-night reversal
Perceptual disturbances 0 1 2 3 | Sensorv type of illusion or hallucination:
auditory visual olfactory tactile
Format of illusion or hallucination:
simple complex
Delusions 0 1 2 3 | Tvpe of delusion:
persecutory
Nature: poorly formed systematized
Lability of affect 0 1 2 3 Type: angry anxious dysphoric
elated irnitable
Language 0 1 2 3 Check here if intubated, mute, etc.
Thought process 0 1 2 3 Check here 1f intubated. mute, etc.
Motor agitation 0 1 2 3 Check here 1if restrained
TIype of restraints:
Motor retardation 0 1 2 3 Check here if restrained
Iype of restraints:
Orientation 0 1 2 3 | Date:
Place:
Person:
Attention 0 1 2 3
Short-term memory 0 1 2 3 | Record # of trials for registration of items:
Check here if category cueing helped
Long-term memory 0 1 2 3 Check here if category cueing helped
Visuospatial ability 0 1 2 3 Check here if unable to use hands
Diagnostic Item Item Score Optional Information
Temporal onset of symptoms 0 1 2 3 Check here if symptoms appeared on a background of other
psychopathology
Fluctuation of symptom 0 1 2 Check here if symptoms only appear during the might
severity




MDAS

William Breitbart 1997

Diagnostic et séverité (surveillance ?)
10 1 tems, rapide 1060
30 points

Validée pour la cotation de la seveérité du SC

traduction francaise non validée
(Reich MG. Bull cancer 1996:83;115-28)




MDAS

William Breitbart
1997

Appendix 1
Mecemorial Delirium Assessment Scale (MDAS)©19%¢

INSTRUCTIONS: Rate the severity of the following symptoms of delirium based on current interaction with subject
or assessment of his/her behavior or experience over past several hours (as indicated in each time.)

ITEM 1-REDUCED LEVEL OF CONSCIOUSNESS (AWARENESS): Rate the patient’s current awareness of and
interaction with the environment (interviewer, other people/objects in the room; for example, ask patients to
describe their surroundings).

[] 0: none {patient spontaneously fully aware of environment and interacts appropriately)

[ 1: mild (patient is unaware of some elements in the environment, or not spontaneously interacting
appropriately with the interviewer; becomes fully aware and appropriately interactive when
prodded strongly; interview is prolonged but not seriously disrupted)

[ 2: moderate (patient is unaware of some or all elements in the environment, or not spontaneously interacting
with the interviewer; becomes incompletely aware and inappropriately interactive when prodded
strongly; interview is prolonged but not seriously disrupted)

[ 8: severe (patient is unaware of all clements in the environment with no spontancous interaction or
awareness of the interviewer, so that the interview is difficult-to-impossible, even with maximal
prodding

ITEM 2-DISORIENTATION: Rate current state by asking the following 10 orientation items: date, month, day, year,
season, floor, name of hospital, city state, and country.

[J 0: none (patient knows 9-10 items)

] 1: mild (patient knows 7-8 items)

[J 2: moderate  (patient knows 5-6 items)

[1 3: severe {patient knows no more than 4 items)

ITEM 3-SHORT-TERM MEMORY IMPAIRMENT: Rate current state by using repetition and delayed recall of 3
words [patient must immediately repeat and recall words 5 min later after an intervening task. Use alternate sets of
3 words for successive evaluations (for example, app]e, table, tomorrow; sky, cigar, justice)].

[ 0: none (all 3 words repeated and recalled)

[ 1: mild (all 3 repeated, patient fails to recall 1)
] 2: moderate  (all 3 repeated, patient fails to recall 23)
1 3: severe (patient fails to repeat 1 or more words)

ITEM 4-IMPAIRED DIGIT SPAN: Rate current performance by asking subjects to repeat first 8, 4, then 5 digits
forward and then 3, then 4 backwards; continue to the next step only if patient succeeds at the previous one.

[1 0: none (patient can do at least 5 numbers forward and 4 backward)
J 1: mild (patient can do at least 5 numbers forward, 3 backward)

[] 2: moderate  (patient can do 4-5 numbers forward, cannot do 3 backward)
[ 38: severe (patient can do no more than 3 numbers forward)

ITEM 5-REDUCED ABILITY TO MAINTAIN AND SHIFT ATTENTION: As indicated during the interview by
questions needing to be rephrased and/or repeated because patient’s attention wanders, patient loses track,
patient is distracted by outside stimuli or over-absorbed in a task.

[] 0: none (none of the above; patient maintains and shifts attention normally)

[ 1: mild (above attentional problems occur once or twice without prolonging the interview)

[] 2: moderate  (above attentional problems occur often, prolonging the interview without seriously disrupting it)
[ 3: severe (above attentional problems occur constantly, disrupting and making the interview

difficult-to-impossible}

ITEM 6-DISORGANIZED THINKING: As indicated during the interview by rambling, irrelevant, or incoherent
speech, or by tangential, circumstantial, or faulty reasoning. Ask patient a somewhat complex question (for
example, ‘‘Describe your current medical condition.’”).

[] 0: none (patient’s speech is coherent and goal-directed)

[ 1: mild (patient’s speech is slightly difficult to follow; responses to questions are slightly off target but not

so much as to prolong the interview)

[ 2: moderate  (disorganized thoughts or speech are clearly present, such that interview is prolonged but not

disrupted)

[ 3: severe (examirlljation is very difficult or impossible due to disorganized thinking or speech)




MDAS

William Breitbart
1997

ITEM 7-PERCEPTUAL DISTURBANCE: Misperceptions, illusions, hallucinations inferred from inappropriate
behavior during the interview or admitted by subject, as well as those elicited from nurse/family/chart accounts of
the past several hours or of the time since last examination:

[] 0: none (no misperceptions, illusions, or hallucinations)

] 1: mild (misperceptions or illusions related to sleep, fleeting hallucinations on 1-2 occasions without

inappropriate behavior)

[J 2: moderate  {(hallucinations or frequent illusions on several occasions with minimal inappropriate behavior

that does not disrupt the interview)

[] %: severe (frequent or intense illusions or hallucinations with persistent inappropriate behavior that

: disrupts the interview or interferes with medical care)

ITEM 8-DELUSIONS: Rate delusions inferred from inappropriate behavior during the interview or admitted by the
patient, as well as delusions elicited from nurse/family/chart accounts of the past several hours or of the time
since the previous examination.

[1 0: none (no evidence of misinterpretations or delusions)

] 1: mild (misinterpretations or suspiciousness without clear delusional ideas or inappropriate hehavior)

[J 2: moderate  (delusions admitted by the patient or evidenced by his/her behavior that do not or only

marginally disrupt the interview or interfere with medical care)

[ 3: severe (persistent and/or intense delusions resulting in inappropriate behavior, disrupting the interview

or seriously interfering with medical care)

ITEM 9-DECREASED OR INCREASED PSYCHOMOTOR ACTIVITY: Rate activity over past several hours, as well as
activity during interview, by circling (a) hypoactive, (b) hyperactive, or (¢} elements of both present.
[] 0: none (normal psychomotor activity)
[Jabc l:mild (Hypoactvity is barely noticeable, expressed as slightly slowing of movement. Hyperactivity is
barely noticeable or appears as simple restlessness.)
[Jabec (Hypoactivity is undeniable, with marked reduction in the number of movements or marked
2: moderate slowness of movement; subject rarely spontaneously moves or speaks, Hyperactivity is
undeniable, subject moves almost constantly; in both cases, exam is prolonged as a
Cconsequence.)
[J a b ¢ 8: severe (Hypoactivity is severe; patient does not move or speak without prodding or is catatonic.
Hyperactiivity is severe; patient is constanily moving, overreacis to stimuli, requires surveillance
and/or restraint; getting through the exam is difficult or impossible.)

ITEM 10-SLEEP-WAKE CYCLE DISTURBANCE (DISORDER OF ARQUSAL): Rate patient’s ability to either sleep
or stay awake at the appropriate times. Utilize direct observation during the interview, as well as reports from
nurses, family, patient, or charts describing sleep-wake cycle disturbance over the past several hours or since last
examination. Use observations of the previous night for morning evaluations only,

(7] 0: none {at night, sleeps well; during the day, has no trouble staying awake)

1 1: mild (mild deviation from appropriate sleepfulness and wakefulness states: at night, difficulty falling
asleep or transient night awakenings, needs medication to sleep well; during the day, reporis
periods of drowsiness or, during the interview, is drowsy but can easily fully awaken him/
herself)

[ 2: moderate  (moderate deviations from appropriate sleepfulness and wakefulness states: at night, repeated and
prolonged night awakening; during the day, reports of frequent and prolonged napping or,
during the interview, can only be roused to complete wakefulness by strong stimuli)

1 3: severe {severe deviations from appropriate sleepfulness and wakefulness states: at night, sleeplessness;
during the day, patient spends most of the time sleeping or, during the interview, cannot be
roused to full wakefulness by any stimuli)




MDAS

Breitbart W, J Pain and Symptom Management 1997 %=

AStudy 1 : 25 patients (cancer, 56 ans)
17 sc
8 pathol psy non cognitive
Cut-off 2 13 : ss 70.6, sp 93.65
AStudy 2 : 52 patients (cancer, sida, 58 ans)
avec un Dg de Delirium
Double expertise MDAS puis MMSE, DRS

A Corrélation MDAS avec DRS et MMSE
A indicateur de séveérite



OUTILS simplifiés
de DEPISTAGE

Asimple ++
Aaccessible aux soignants
Asystématique ?

A | dentr ®e et en ¢




Criteres de la CAM - aigorithme Wt
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(Confusion Assessment method) W, .
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A - Début soudain et fluctuation des symptome#
B-Troubles de | 6attent L5
C - Désorganistation de la pensée
D-AIl't ®r ati on de | 0O®t at

- Sensibilitt O 90 %
"[A + B] + [C ou D]
- Specificite 090 %

- Se veut étre utile en diagnostic et dépistage
- Utilisable surtout en dépistage et par un médecin

Inouye SK et al. Ann Intern Med. 1990 & Arch Intern Med. 1995
Laplante J, Cole M et al. Perspect Infirm 2005



Algorythme diagnostique CAM : criteres 1,2et 3ou 1,2 et 4 3
1.Début soudain et fluctuation des symptomes: s g ’

Yat-il ®vidence doun changement soudpgd
du patient de son état habituel? )
Est-ce que ce comportement inhabituel a fluctué durant lajournée a/n P
de | dintensit® et de sa pr®sence? LN
€ demander aux membres de | 0O®qui pe, |

2.Inattention:

Est-ce que le patient avait de la difficulté a focaliser son attention,v.g.:
facile a distraire, ou avoir de la difficulté a retenir ce qui a éte dit ?
Eventuellement : soustraire 7 de 100, épeler« mondee =~ | & en

3.Désorganisation de la pensée:

Est-ce que la pensée du patient était désorganisée ou incohérente,
illustrée par une conversation décousue ou non pertinente, ou une suite
vague et il l ogiqgue des I d®es, ouU p adé

h.:-
i

-
4A]l t ®r at 1l on de | O ®stnsaidilanced S oM/
Si vous étes incapable de répondre par le mot « Alerte » ,. : 1
Vigilent -hyperalerte i A A
Léthargique -somnolent-se réveille facilement LT B

Stuporeux -difficile a réveiller € e
Comateux-impossible a reveiller Déapr s Lapl an ,:-‘*?5 :
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CAM

Clarifying Confusion :

The Confusion Assessment Method.

A new Method for Detection of Delirium
Annals of Internal Medecine 1990;113:941-48
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Aétude prospective de développement et de validation J !
ACAM a 9 domaines (consensus, dérivée du DSM |1 R}7PZEHES
Aalgorythme a 4 items déduit puis testé fa

.

A56 patients sur 2 sites
ACAM vs ®valuation doun p
et de nombreuses sources/#% -;.“-
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CAM

Table L. Characteristics of Study Groups

-
Patient Features and Diagnoses Concurrent Vahidation
Patients at Site | Patients at Site 2
(n o= 30) (n = 26)

Baseline features

Mean age + SD (range), v 80.3 + 7.9 (67-97) 77.1 = R.7 (65-98)
Gender, % women 14 4
Race. % whire 29% 4*
Mean number of years of education = SD 8.Y x 3.6 8.6 © 3.9 '
Active medical problems = SD, # 4.6 =20 4.9 *+ |.6
Chronic diseases 13+ 14 27 1.4 ] i_f
Acute problems [3 & ].4% 2.2+ L A
Medications, nt 318 =24 46 £ 24 AT
Study diagnoses, #
Delirium f0* 16*
Alone 9 . 8
With dementa ¥ g
Dementia 9 3
Alone 6 3
With depression 3 0
Depression alone 6* 0*
Other psychiatric diagnosis 2 0
No psychiatric diagnosis 3 7

* P < 0.05 for comparison of sites 1 and 2,
t Excluding bowel, eye, and topical medicutions,




CAM

algorythme

- tres utile en dépistage

- pédagogique

- plus medicale que soignante

- non validée dans les sub-deliriums
- peu testée en situation complexe




Leslie A. Wei, BA,” Michael A. Fearing, PhD, "t Eliezer 7. Sfe’rnberg,ﬁs and

CAM

The Confusion Assessment Method: A Systematic Review of
Current Usage

Sharon K. Inouye, MD, MPHT?

JAGS 56:8231 830, 2008
£
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Table 1. Validation Studies of the Confusion Assessment Method (CAM)

Study CAM Reference Standard Used
Study Population (N)* Rated by (Who, What) Sensitivity Specificity
Gonzalez et al.” Inpts aged >65, GH (153) MD Psychiafrist, DSM-IV 0.90 1.0
Laurila et al.® Pts aged =70, GH (81) MD Geriatrician, DSM-III, -llI-R, and -IV 0.81-0.86 0.63-0.84
and International Classification of Diseases,
Tenth Revision
Fabbri et al.? Pts aged >60, ED (100) MD Psychiatrist, DSM-IV 0.94 0.96
Monette et al.' Pts aged >66, ED (110) RN Geriatrician, DSM-IIIR and DSM-IV 0.86 1.0
Ely et al." Ventilated and non ventilated RN, MD Delirium experts (MD, PhD), DSM-IV 0.95-1.0 0.89-0.93
ICU, UH (38)
Ely et al." Ventilated ICU pts, UH (111) RN Delirium experts (MD, PhD), DSM-IV 0.93-1.0 0.98-1.0
Rolfson et al." Elderly coronary artery bypass ~ MD, RN MD, DSM-IIIR Overall 0.70"  Overall 1.00*
graft pts, UH (71)
Zou etal." Pts aged =65, GH (87) RN Consensus diagnosis 0.89 1.00
Pompei et al.'® Pts aged =65, UH. (432) RN MD/PhD., DSM-IIIR 0.46 0.92
Rockwood etal.'®  Pts aged >65, UH (434) RN MD, DSM-IIIR 0.68 0.97
Inouye et al.® Pts aged =65, UH (56) MD Psychiatrist, DSM-IIIR 0.94-1.0 0.90-0.95




Confusion Rating Scale

(1991 - MA WILLIAMS)

Date :

Matin Apres-midi Nuit

désonentation

Comportements inappropries,

Communication inappropriée

Hlusions ou hallucinations

Nom de I'infirmiére

Résultats : noterO7 17 2 A rapide, observationnelle, IDE




NU-DESC

Nursing Delirium Screening Scale
(Dérivée de la CRS de MA Williams 1991)
Gaudreau JD et al J Pain Symptom Manage 2005;29(4):368-75

Features and descriptions Symptoms Rating (0-2)
- , Midnight - 8 AM - 4 PM -
Time Period
Symptom 8 AM 4 PM Midnight
I. Disorientation

Verbal or behavioural manifestation of not being oriented to time or
place or misperceiving persons in the environment

II. Inappropriate behaviour

Behaviour inappropriate to place and/or for the person; e.g., pulling at tubes
or dressings, attempting to get out of bed when that is contraindicated, and the like.

[ll. Inappropriate communication

Communication inappropriate to place and/or for the person; e.q., incoherence,
noncommunicativeness, nonsensical or unintelligible speech.

V. lllusions/Hallucinations
Seeing or hearing things that are not there; distortions of visual objects.

V. Psychomotor retardation

Delayed responsiveness, few or no spontaneous actions/words; e.g., when the
patient is prodded, reaction is deferred and/or the patient is unarousable.

Total score

Fig. 1. The Nursing Delirium Screening Scale (Nu-DESC). Symptoms are rated from 0 to 2 based on the presence
and intensity of each symptom and individual ratings are added to obtain a total score per shift. The first four items
of the Nu-DESC are included in the CRS. This table may be reproduced without permission. For clinical use only.
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Traduction Nu-DESC

Non-publiée
2006

g

NTRE HOSPITALIER

Ve E:H UNIVERSITAIRE DE QUEBEC
‘ CHUL O
HDQ D
HSFA O

ECHELLE DE DEPISTAGE
DU DELIRIUM (EDD)

Date (mois, jour)

Désorientation

Comportement inapproprié

Communication inappropriée

lllusions/Hallucinations

Ralentissement phys./mental

Pointage par période

coma; d=autres

Si N.E., écrire: a=sommeil naturel;
b=sédation induite; c=stupeur ou

Date {mois, jour)

Désorientation

Comportement inapproprié

Communication inappropriée

Hlusions/Hallucinations

Ralentissement phys./mental

Pointage par période

coma; d=autres

Si N.E., écrire: a=sommeil naturel;
b=sédation induite; c=stupeur ou

EDD (Nu-DESC) : Gaudreau, J.D. Gagnon, P. et al., J. Pain Symptom Manage 2005

TELECOM effectué le

par

Résultat :

09-000-000 (05-03) L'HDQ

ECHELLE DE DEPISTAGE DU DELIRIUM (EDD)

R-0000



EDD

ACotation par chaque équipe
ASignalement quand 2
Aplus soignante que médicale



