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Purpose: This study was undertaken to identify which delirium screening instrument would be more useful in clin-
ical practice. Methods: Data were collected from 118 nurses from six hospitals in five provinces in Korea. For the
delirium screening three instruments were compared: NEECHAM Confusion Scale (NEECHAM), Nursing
Delirium Screening Scale (Nu-DESC), Delirium Observation Scale (DOS). The MMSE-K was used for concurrent
validity. The nurse subjects were surveyed as to the practical clinical value of each instrument. Cronbach's a
coefficient and Kuder-Richardson 20 were used to confirm the reliability. Results: The range of three scales reli-
ability was .70~.82 and the range of correlation coefficient was .63~.82 with MMSE-K. For sensitivity of
NEECHAM, Nu-DESC and DOS was 1.00, 1.00 and 0.81 respectively and specificity NEECHAM, Nu-DESC and
DOS was 0.88, 0.89 and 0.89 respectively. Nurses rated the practical use of the DOS scale as significantly easier
to use than the NEECHAM and Nu-DESC. Conclusion: NEECHAM, Nu-DESC and DOS scales were acceptable
in terms of reliability, validity, sensitivity and specificity. However, nurses rated the DOS scale as easier scale
to use and had more relevance to their practice.
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Table 1. General Characteristics of Subjects (N=118)
Participants ~ Characteristics Categories n (%) or M£=SD
Nurse Age (year) 31.73+4.09

<30 52 (44.1)
31~35 31 (26.2)
>306 35(29.7)
Gender Female 118 (100.0)
Education level 3 year program 44 (37.3)
4 year program 60 (50.8)
> Master degree 14 (11.9)
Work place Intensive care unit 24 (20.4)
Orthopedics 85 (72.0)
General surgery 9(7.6)
Duration of clinical experience (year) 8.33+4 .42
>2~<3 12 (10.2)
>3~<5 19 (16.1)
>5~<10 47 (39.8)
>10 40 (33.9)
Patient Age (year) 74.07+£7.18
65~09 32(27.1)
70~74 35 (29.7)
75~79 24 (20.3)
80~84 16 (13.6)
>85 11 (9.3)
Gender Male 42 (35.0)
Female 76 (64.4)
Religion Buddhist 36 (30.5)
Protestant 21 (17.8)
Catholic 14 (11.9)
None 45 (38.1)
Others 2(.7)
Education level None 43 (36.5)
Elementary 29 (24.5)
Middle school 23 (19.5)
High school 17 (14.4)
> College 6(5.1)
Marital status Marriage 68 (57.6)
Divorce 8(6.8)
Bereavement 39 (33.1)
Unmarried 3(2.5)
Reason of operation Fracture 50 (42 .4)
Arthroplasty 40 (33.8)
Gastrointestinal problem 6.1
Back problem 6(5.1)
Cancer 12 (10.2)
Others 4(3.4)
Mini-mental state examination-Korean Normal cognitive function 68 (57.6)
Mild cognitive impairment 20 (17.0)
Cognitive impairment 30 (25.4)
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Table 2. Correlation among NEECHAM Confusion Scale,
Nursing Delirium Screening Scale, Delirium Observation

Scale and MMSE-K (N=118)
NEECHAM Nursing Delirium
confusion delirium observation

Type of scale scale screening scale scale
r(p) r (p) r (p)
MMSE-K 82(<.001) .71(<.001) .63 (<.001)

MMSE-K=Mini-mental state examination-Korean
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Table 3. The Difference of Easiness of Use in Clinical Practice among Each Scale for Delirium Assessment

(N=118)

NEECHAM Nu-DESC DOS
Items F (p)
M=SD M=£SD M=£SD
1. How much time did you need to rate this 7.48+3.42 285+156" 4.46+2.07° 4215 (< .001)
scale, a<b,c
2. The concepts of the scale were clear to me. 3.92%0.65 3.791+0.80 4.34+270 1.88 (.155)
3. The concepts were compatible with the 3.66+0.69" 3.70+0.75 4.01£0.63° 4.94 (.008)
language used in practice. a,b<c
4.1 have sufficient knowledge from my 3.65+0.76" 3.93+0.66" 4.06%0.59° 6.09 (.003)
training/experience to evaluate the a<c
observations on the scale.
5. The way in which the observations are 3.65+0.82 3.60*0.75 3.88+0.63 1.85 (.160)
described is free of values and judgement.
6. The observations can be interpreted in 3.39+0.80 3.34+0.74 3.15+0.94 1.38 (.255)
various ways.
7. There was a clear difference between the 3.56+0.85 3.48+0.78 3.75%£0.73 1.92 (.150)
possible answers.
8. I could quickly make a choice between the 3.28+0.80" 3.50+0.76" 3.81£0.71° 7.93 (<.001)
possible answers. a<c
9. The instructions on the form helped me in 3.90+0.75 3.98%+0.77 3.87%£0.83 0.33 (.717)
choosing the answers.
10. I requested help from others because it was 2.75%+1.02 2.68%1.05 2.70%+1.06 0.06 (.940)
not clear to me what was being asked.
11. I found it a handy instrument to spot 2.96+0.87" 3.42+0.77° 3.07%£0.94° 10.85 (<.001)
delirium symptoms. a<b,c
12. This instrument offered added value to my 3.23+0.85 3.20%+0.80 3.5410.94 3.08 (.048)
practice of nursing.
Total score 37.59+4.26" 38.69+3.89" 41.19+482° 10.13 (< .001)

a,b<c

NEECHAM=NEECHAM confusion scale; Nu-DSC=nursing delirium screening scale; DOS=delirium observation scale.
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