
  

 

Appendix 3 (as supplied by the authors): Features of the measures used during the FIDDS pilot study 

Demographics and patient-related variables. Age (in years), gender (man/woman/other/prefer not to 

say), biological sex (male/female/other), race (open ended), level of education (some high school/high 

school graduate/some university/college education/no degree/bachelor’s degree/master’s 

degree/doctoral degree/professional degree/other), tobacco use history (daily/less than daily/not at 

all/don’t know), alcohol consumption (daily/less than daily/not at all/don’t know) and illicit drug history 

(yes/no/don’t know) were recorded. Family caregivers were asked their relation to the patient (e.g., 

parent, sibling, spouse/common-law, friend, or other). 

Richmond Agitation-Sedation Scale (RASS). The RASS is a 10-point scale to measure the level of sedation 

or agitation of a patient (1, 2). If a patient is alert or agitated prior to stimulation, they are scored 0 to 

+4. If a patient is not spontaneously alert prior to stimulation, they are scored -1 to -3. If a patient is 

unarousable, they are scored -4 or -5. The RASS has excellent interrater reliability (k=0.91, 95% 

confidence interval [CI] = 0.86-0.95) and high validity as measured by correlation with Glasgow Coma 

Scale (correlation coefficient=0.91)(2).  The RASS can be used together with the CAM-ICU-7 to define 

motor suptypes of delirium (3). Patients with hyperactive delirium have a positive daily RASS associated 

with a positive CAM-ICU-7 assessment. Patients with hypoactive delirium have a daily RASS score of 

neutral or negative values (0 to -3) associated with a positive CAM-ICU-7 assessment. Patients with 

mixed delirium have both positive and negative RASS scores associated with a positive CAM-ICU-7 

assessment. 

Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) Criteria for Delirium (4). The 

DSM-5 provides a conceptual definition of delirium as: a) a disturbance in attention (i.e., reduced ability 

to direct, focus, sustain, and shift attention) and awareness (reduced orientation to the environment); b) 

the disturbance develops over a short period of time (usually hours to a few days), represents a change 



  

 

from baseline attention and awareness, and tends to fluctuate in severity during the course of a day; c) 

an additional disturbance in cognition (e.g., memory deficit, disorientation, language, visuospatial 

ability, or perception); d) that disturbances in Criterion a) and c) are not better explained by another 

pre-existing, established, or evolving neurocognitive disorder and do not occur in the context of a 

severely reduced level of arousal, such as coma; and e) there is evidence from the history, physical 

examination, or laboratory findings that the disturbance is a direct physiological consequence of another 

medical condition, substance intoxication or withdrawal (i.e., due to a drug of abuse or to a medication), 

or exposure to a toxin, or is due to multiple etiologies (4). 

CAM-ICU-7. The CAM-ICU-7 is a seven-point rating scale derived from the CAM-ICU and RASS tools (5, 6). 

It scores each feature of delirium: 1) acute onset or fluctuating course (absent (0), present (1)); 2) 

inattention (absent (correct: ≥8)/inattention (correct: 4-7)/severe inattention (correct: 0-3); 3) altered 

level of consciousness (absent (RASS: 0)/altered (RASS: 1, -1)/severe altered level (RASS: >1, <-1); and 

disorganized thinking (absent (correct >4)/disorganized (correct: 2,3)/severe disorganized (correct: 0,1)). 

The CAM-ICU-7 has a high internal consistency (Cronbach’s alpha=0.85) and good construct validity, 

measure by correlation with Delirium Rating Scale-Revised scores (correlation coefficient=0.64) (5). The 

CAM-ICU-7 allows continuous measurement of delirium severity (0-7) (5). Scores were also categorized 

as no delirium (0-2), mild to moderate delirium (3-5), and severe delirium (6-7) (5). 

FAM-CAM. The FAM-CAM is an eleven-item delirium assessment tool designed to be administered by 

family caregivers (7). The FAM-CAM is considered positive for delirium if the following features are 

present: sudden changes in the patient OR fluctuating course, inattention AND either altered level of 

consciousness or disorganized thinking. The FAM-CAM has been demonstrated to have a high sensitivity 

(88%), specificity (98%), and reliability (k=0.85) in general hospital settings (7). The FAM-CAM manual 



  

 

and questionnaire can be found at http://www.hospitalelderlifeprogram.org/uploads/disclaimers/FAM-

CAM_Manual_9-9-14.pdf.  

Sour Seven. The Sour Seven is a seven-item delirium assessment tool designed to be administered by 

informal or untrained caregivers (8). Sudden disturbances in level of awareness, level of attentiveness, 

fluctuations in awareness and attentiveness and disordered thinking may indicate delirium (4). Scores of 

≥9 out of 18 are indicative of delirium and have 100% positive predictive value (negative predictive 

value: 74%) (8), sensitivity of 63.2% and specificity of 100%. Scores of >4 are indicative of possible 

delirium and have 89% positive predictive value (negative predictive value: 90%), sensitivity of 89.5% 

and specificity of 90%. The Sour Seven is freely available and can be found at the following link: 

https://bmcgeriatr.biomedcentral.com/articles/10.1186/s12877-016-0217-2 
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