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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 an acute 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. The disturbances in Criteria A and C are not better explained by a pre-

existing, established or evolving neurocognitive disorder and do not occur in the 

context of a severely reduced level of arousal such as coma. 

E. There is evidence from the history, physical examination or laboratory 

findings that the disturbance is a directphysiological 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. 
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Appendix 2: CAM – LONG FORM 
-Acute onset  

Is there evidence of an acute change in mental 

status from the patient‘s baseline? 

Yes                     no                  uncertain  

 

-Inattention -difficulty in focus attention :   yes    no   

uncertain 

-fluctuate :  yes            no              uncertain  

-describe this behaviour if present  : 

-Disorganized thinking  

Was the patient‘s thinking disorganized or 

incoherent, such as rambling or irrelevant 

conversation, unclear or illogical flow of 

ideas, or unpredictable, switching from 

subject to subject?   

Yes                no                       uncertain  

-Altered level of consciousness  Alert           vigilant           lethargic                            

stupor                  coma             uncertain 

-Disorientation  

Was the patient disoriented at any time during 

the interview, such as thinking that he or she 

was somewhere other than the hospital, using 

the wrong bed, or misjudging the time of day? 

Yes                 no                      uncertain 

-Memory impairment 

Did the patient demonstrate any memory 

problems during the interview, such as 

inability to remember events in the hospital or 

difficulty remembering instructions? 

Yes                 no                      uncertain 

-Perceptual disturbances                                                                                  

Did the patient have any evidence of 

perceptual disturbances, such as 

hallucinations, illusions, or misinterpretations 

(for example, thinking something was moving 

when it was not)? 

Yes                 no                      uncertain 

-Psychomotor agitation: 

 At any time during the interview, did the 

patient have an unusually increased level of 

motor activity, such as restlessness, picking at 

bedclothes, tapping fingers, or making 

frequent, sudden changes in position 

 

-psychomotor retardation: 

At any time during the interview, did the 

patient have an unusually decreased level of 

motor activity, such as sluggishness, staring 

into space, staying in one position for a long 

time, or moving very slowly 

Yes                 no                      uncertain 

 

 

 

 

 

 

 

Yes                 no                      uncertain  

-Altered sleep-wake cycle  

Did the patient has evidence of disturbance of 

the sleep-wake cycle, such as excessive 

daytime sleepiness with insomnia at night? 

Yes                no                        uncertain 
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 Appendix 3: The English version of the 4AT test 
[1] ALERTNESS   

   

This includes patients who may be markedly 

drowsy (e.g. difficult to rouse and/or obviously 

sleepy  

during assessment) or agitated/ hyperactive. 

Observe the patient. If asleep, attempt to wake 

with  

speech or gentle touch on shoulder. Ask the 

patient to state their name and address to assist 

rating 

-Normal (fully alert, but notagitated, 

throughout assessment)  0  

-Mild sleepiness for <10 seconds after 

waking, then normal  0 

-Clearly abnormal  4 

 

[2] AMT4 

Age, date of birth, place (name of the hospital 

or building), current year. 

-no mistakes              0  

     

-1 mistake 1  

     

-2 or moremistakes/untestable          2

    

  

 

 

 

[3] ATTENTION 

Ask the patient: ―Please tell me the months of 

the year in backwards order, starting at 

December.‖  

To assist initial understanding one prompt of 

―what is the month before December?‖ is 

permitted. 

 

Months of the year backwards         - 

Achieves 7 months or more correctly

  0                                                              

-Starts but scores <7 months / refuses to 

start 1                            

- Untestable (cannot start because 

unwell, drowsy, inattentive) 2 

 

 

 

 

4] ACUTE CHANGE OR FLUCTUATING 

 

Evidence of significant change or fluctuation 

in: alertness, cognition, other mental function  

(e.g. paranoia, hallucinations)  

Yes            4  

No              0 
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Appendix 4: The nursing delirium screening scale  

NUDESC items 0 1 2 

Disorientation: Verbal or 

behavioural manifestations of not 

being oriented to time or place or 

misperceiving persons in the 

environment 

   

Inappropriate behaviour 

:Behaviour inappropriate to place, 

for the person, or both; e.g. pulling 

at tubes or dressings, attempting to 

get out of bed when that is 

contraindicated, and the like 

   

Inappropriate communication: 
Communication inappropriate to 

place, for the person, or both; e.g. 

incoherence, non-

communicativeness, nonsensical 

or unintelligible speech 

   

Illusions / hallucinations: Seeing 

or hearing things that are not there; 

distortions of visual objects 

   

Psychomotor retardation: 
Delayed responsiveness, few or no 

spontaneous actions/words; e.g. 

when the patient is prodded, 

reaction is deferred, the patient is 

unarousable, or both 
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CAM – LONG FORM  (Arabic version ) 
 ( غ١ش ِزأوذ                                              3( لا         2( ٔمُ     1

 
 بدايت حاده   

مم١ٍخ ٌٍّش٠ط لٓ ً٘ ٕ٘بن د١ًٌ لٍٝ رغ١ش دبد فٝ اٌذبٌخ اٌ -أ

 ٚظمٗ الأعبعٝ؟

ٌٛ وبٔذ الإجبثخ )ٔمُ( ِٓ فعٍه اٚصف اٌزغ١١ش ِٚصذس  ة(

                                                                      اٌّمٍِٛخ
 غ١ش ِٛجٛد ؼٛاي اٌّمبثٍخ( 1 

 ِٛجٛد ثصٛسح ؼف١فخ فٝ ثمط الأد١بْ أثٕبء اٌّمبثٍخ( 2
 3)  خ فٝ ثمط الأد١بْ أثٕبء اٌّمبثٍخِٛجٛد ثصٛسح ٚاظذ

 4 )غ١ش ِزأوذ          

  نقص الانتباه                    

ً٘ ٚجذ اٌّش٠ط صمٛثخ فٝ رشو١ض الأزجبٖ ِثً عٌٙٛخ  (أ

 اِبِٗ ؟ يارشز١ذ أزجب٘ٗ أٚ ٠جذ صمٛثخ فٟ ِزبثمخ ِب ٠مب
 

( غ١ش لبثً 4( غ١ش ِزأوذ    3( لا         2( ٔمُ     1

 ؽج١ك                                           ٌٍز
ً٘  –ثّمٕٝ  -ً٘ دذس رمٍت فٟ ٘زا اٌغٍٛن أثٕبءاٌّمبثٍخ ة(  

فٟ اٌشذٖ                                                                   وبْ ٠ز٘ت ٠ٚأرٝ أٚ ٠ض٠ذ ٠ٚمً

       )ٌٛ ٚجذ( ِٓ فعٍه صف ٘زا اٌغٍٛن:ج( 
 ٛجٛد ؼٛاي اٌّمبثٍخ(غ١ش 1ِ

( ِٛجٛد ثصٛسح ؼف١فخ فٝ ثمط الأد١بْ أثٕبء اٌّمبثً                        2

 (ِٛجٛد ثصٛسح ٚاظذخ فٝ ثمط الأد١بْ أثٕبء اٌّمبثٍٗ  3

 (غ١ش ِزبوذ         4

( غ١ش لبثً 4(غ١ش ِزبوذ        3(لا         2( ٔمُ           1ة(       

                                                                                ٌٍزؽج١ك 

                                                  التفكيز غيز الونظن:

ً٘ وبْ رفى١ش اٌّش٠ط غ١ش ِٕفُ أٚ غ١ش ِزشاثػ الأفىبس ِثً  -أ

 اٌّّٙٙخ أٚ اٌشدٚد غ١ش اٌّشرجؽخ ثبٌّٛظٛق أٚ رذفك الأفىبس

ظخ أٚ غ١ش ِٕؽمٟ أٚ الأزمبي ِٓ ِٛظٛق إٌٟ ِٛظٛق غ١ش ٚا

 آخش ثشىً غ١ش ِزٛلك؟

ثّمٕٝ ً٘ وبْ  –دذس رمٍت فٟ ٘زا اٌغٍٛن أثٕبءاٌّمبثٍخ  ً٘-ة

 ٠ز٘ت ٠ٚأرٝ أٚ ٠ض٠ذ ٠ٚمً فٟ اٌشذح؟

 )ٌٛ ٚجذ( ِٓ فعٍه صف ٘زا اٌغٍٛن -جـ 

 ِٕزجٗ )ؼج١مٟ(( 1 

د اٌج١ئ١خ, ِٓ اٌغًٙ جذا ٠مؿ )شذ٠ذ الأزجبٖ، شذ٠ذ اٌذغبع١خ ٌٍّث١شا(2

 إصلبجٗ(

 خبًِ )ٔبلظ، عًٙ الاعزثبسح(( 3

 فٝ عجبد )صمت الاعزثبسح(( 4

 فٟ دبٌخ غ١جٛثخ )غ١ش لبثً الاعزثبسح(( 5

 (غ١ش ِز١مٓ 6

1        ُ م زِبوذ      3( لا        2(ٔ  ش  زٍؽج١ك 4( غ١ٜ  ٌ                                                                    (غ١ش لبثً

 عي :تغيز هستوى الو

 ثشىً إجّبٌٟ و١ف ٠ّىٕه رمذ٠ش ِغزٜٛ ٚلٟ اٌّش٠ط -أ

 

 

 

 

 

)إْ وبٔذ الإجبثخ غ١ش "ِزٕجٗ"( ً٘ دذس رمٍت فٟ  -ة

ً٘ وبْ ٠ز٘ت ٠ٚأرٝ  –ثّمٕٝ  -٘زا اٌغٍٛن أثٕبءاٌّمبثٍخ 

 أٚ ٠ض٠ذ ٠ٚمً فٟ اٌشذح؟

 )إْ ٚجذ( ِٓ فعٍه صف ٘زا اٌغٍٛن: -جـ 
                                                                                         ش ِٛجٛد ؼٛاي اٌّمبثٍخغ١( 1

 ِٛجٛد ثصٛسح ؼف١فخ فٝ ثمط الأد١بْ أثٕبء اٌّمبثٍخ( 2

 ِٛجٛد ثصٛسح ٚاظذخ فٝ ثمط الأد١بْ أثٕبء اٌّمبثٍخ( 3

 غ١ش ِزأوذ( 4

 

 ( غ١ش لبثً  ٌٍزؽج١ك 4ِزبوذ           ( غ١ش 3( لا       2( ٔمُ     1

 

 

 

 

 غ١ش ِٛجٛد ؼٛاي اٌّمبثٍخ1)

 ِٛجٛد ثصٛسح ؼف١فخ فٝ ثمط الأد١بْ أثٕبء اٌّمبثٍخ2)

 التوجيو/ التوىاى: فقداى

ً٘ وبْ اٌّش٠ط ٠مبٟٔ ِٓ دبٌخ رٛ٘بْ فٟ أٞ ٚلذ أثٕبء اٌّمبثٍخ ِثً  -أ

أْ ٠مزمذ أٔٗ وبْ فٟ ِىبْ ِب غ١ش اٌّغزشفٟ أٚ ٠ٕبَ فٟ اٌغش٠ش اٌخؽأ أٚ 

 ٠غٟء رمذ٠ش اٌضِٓ؟

 

)إْ ٚجذ( ً٘ دذس رمٍت فٟ ٘زا اٌغٍٛن أثٕبءاٌّمبثٍخ  -ة

 ض٠ذ ٠ٚمً فٟ اٌشذح؟ً٘ وبْ ٠ز٘ت ٠ٚأرٝ أٚ ٠ –ثّمٕٝ  -

 )إْ ٚجذ( ِٓ فعٍه صف ٘زا اٌغٍٛن: -جـ 

                                                                     :خلل الذاكزة

ً٘ ـٙشد لٍٟ اٌّش٠ط أ٠خ ِشىلاد خبصخ ثبٌزاوشح  -أ 
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  ِٛجٛد ثصٛسح ٚاظذخ فٝ ثمط الأد١بْ أثٕبء اٌّمبثٍخ3)

 غ١ش ِزأوذ4)

 

 ( غ١ش لبثً  ٌٍزؽج١ك 4( غ١ش ِزبوذ           3( لا       2( ٔمُ     1

 

أثٕبء اٌّمبثٍخ ِثً لذَ اٌمذسح لٍٟ رزوش أدذاس ٚلمذ فٟ 

 رزوش اٌزم١ٍّبد؟اٌّغزشفٟ أٚ صمٛثخ 

 

)إْ ٚجذ( ً٘ دذس رمٍت فٟ ٘زا اٌغٍٛن أثٕبءاٌّمبثٍخ  -ة

 ً٘ وبْ ٠ز٘ت ٠ٚأرٝ أٚ ٠ض٠ذ ٠ٚمً فٟ اٌشذح؟ -ثّمٕٝ  -

 )إْ ٚجذ( ِٓ فعٍه صف ٘زا اٌغٍٛن: -جـ 

 غ١ش ِٛجٛد ؼٛاي اٌّمبثٍخ(1 

 ِٛجٛد ثصٛسح ؼف١فخ فٝ ثمط الأد١بْ أثٕبء اٌّمبثٍخ2)

  ٝ ثمط الأد١بْ أثٕبء اٌّمبثٍخِٛجٛد ثصٛسح ٚاظذخ ف3)

 غ١ش ِزأوذ4)

 

 ( غ١ش لبثً  ٌٍزؽج١ك 4( غ١ش ِزبوذ           3( لا       2( ٔمُ     1

 دراك :ث الا اضطزابا

ً٘ ـٙش لٍٝ اٌّش٠ط أٞ د١ًٌ ٌٛجٛد اظؽشاثبد فٟ  -أ

اٌٙلاٚط ٚالأٚ٘بَ ٚإعبءح اٌزفغ١ش )ِثً الإلزمبد  -ِثً –الادسان 

 ٚ٘ٛ فٟ اٌذم١مخ لا ٠زذشن(؟ ثأْ ش١ئب ِب ٠زذشن

 -)إْ ٚجذ( ً٘ دذس رمٍت فٟ ٘زا اٌغٍٛن أثٕبءاٌّمبثٍخ  -ة

 ً٘ وبْ ٠ز٘ت ٠ٚأرٝ أٚ ٠ض٠ذ ٠ٚمً فٟ اٌشذح؟ -ثّمٕٝ 

 :)إْ ٚجذ( ِٓ فعٍه صف ٘زا اٌزغ١شاد فٝ الإدسان -جـ 

 غ١ش ِٛجٛد ؼٛاي اٌّمبثٍخ(1 -

 ٍخِٛجٛد ثصٛسح ؼف١فخ فٝ ثمط الأد١بْ أثٕبء اٌّمبث2)

  ِٛجٛد ثصٛسح ٚاظذخ فٝ ثمط الأد١بْ أثٕبء اٌّمبثٍخ3)

 غ١ش ِزأوذ4)

 

 ( غ١ش لبثً  ٌٍزؽج١ك 4( غ١ش ِزبوذ           3( لا       2( ٔمُ     1

 

 

 الاثارة النفسحزكيت

)اٌجضء الأٚي( فٝ أثٕبء اٌّمبثٍخ: ً٘ لادفذ ً٘ فٟ أٜ ٚلذ  -أ

 -١ش ِمزبدحوْٛ إٌشبغ اٌذشوٟ ٌذٜ اٌّش٠ط صائذ ثؽش٠مخ غ

ِثً اٌزًٍّّ؛ ٚشذ أغؽ١خ اٌغش٠ش، ٚإٌمش ثبلأصبثك أٚ رغ١١ش 

 ٚظك اٌجغُ ثشىً ِفبجئ ِٚزىشس.

 

 -)إْ ٚجذ( ً٘ دذس رمٍت فٟ ٘زا اٌغٍٛن أثٕبءاٌّمبثٍخ  -ة

 ً٘ وبْ ٠ز٘ت ٠ٚأرٝ أٚ ٠ض٠ذ ٠ٚمً فٟ اٌشذح؟ -ثّمٕٝ 

 

 )إْ ٚجذ( ِٓ فعٍه صف ٘زا اٌغٍٛن: -جـ 

 اٌّمبثٍخغ١ش ِٛجٛد ؼٛاي (1

 ِٛجٛد ثصٛسح ؼف١فخ فٝ ثمط الأد١بْ أثٕبء اٌّمبثٍخ2)

  ِٛجٛد ثصٛسح ٚاظذخ فٝ ثمط الأد١بْ أثٕبء اٌّمبثٍخ3)

 غ١ش ِزأوذ4)

 

 ( غ١ش لبثً  ٌٍزؽج١ك 4( غ١ش ِزبوذ           3( لا       2( ٔمُ     1

 
 
 

 
 ( غ١ش ِزأوذ3( لا       2( ٔمُ     1

                                               التأخز النفسحزكي

)اٌجضء اٌثبٔٝ( فٝ أثٕبء اٌّمبثٍخ: ً٘ لادفذ ً٘ فٟ أٜ ٚلذ  -أ

 –وْٛ إٌشبغ اٌذشوٟ ٌذٜ اٌّش٠ط ٔبلص ثؽش٠مخ غ١ش ِمزبدح 

ِثً اٌزجٍذ ٚاٌزذذ٠ك فٝ اٌفشان ٚاٌجمبء فٝ ٔفظ اٌٛظم١خ ٌّذح 

 ؼ٠ٍٛخ أٚ اٌزذشن ثجػء شذ٠ذ؟

 -مٍت فٟ ٘زا اٌغٍٛن أثٕبءاٌّمبثٍخ )إْ ٚجذ( ً٘ دذس ر -ة

 ً٘  وبْ ٠ز٘ت ٠ٚأرٝ أٚ ٠ض٠ذ ٠ٚمً فٟ اٌشذح؟ -ثّمٕٝ 

 )إْ ٚجذ( ِٓ فعٍه صف ٘زا اٌغٍٛن: -جـ 

 

 تغيز في دورة النوم /الإستيقاظ

ً٘ ـٙش لٍٝ اٌّش٠ط أٞ د١ًٌ لٍٝ دذٚس اظؽشاة فٟ  -أ 

 سق ١ٌلاالافشاغ فٝ إٌَٛ ٔٙبسا ٚالأ -ِثً -دٚسح إٌَٛ /الاعز١مبؾ

  )ٌٛ ٔمُ( ِٓ فعٍه صف ٘زا الاظؽشاة: -ة

 


