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Abstract Objective: The approach
to acute cognitive dysfunction varies
among physicians, including inten-
sivists. Physicians may differ in their
labeling of cognitive abnormalities
in critically ill patients. We aimed
to survey: (a) what Canadian in-
tensive care unit (ICU) physicians
identify as “delirium”; (b) choices
of non-pharmacological and pharma-
cological management; and (c) con-
sultation patterns among ICU patients
with cognitive abnormalities. De-
sign: A mail-in self-administered
survey was sent to Canadian inten-
sivists registered with the Canadian
Critical Care Society. The survey
contained three clinical scenarios
which described cognitively ab-
normal patients with: (a) hepatic
encephalopathy; (b) multiple drug
overdose; and (c) post-operative
aortic aneurysm repair. Symptoms,
which included fluctuating level of
consciousness, inattention, disorien-
tation, hallucinations, sleep/wake
cycle disturbance, and paranoia,
all fulfilled DSM-IV criteria for
delirium. We asked for diagnoses in
short-answer format for each scen-
ario, and offered multiple selections
of non-pharmacological and pharma-
cological therapies and consultation
options. Participants: All inten-
sivists registered with the Canadian
Critical Care Society. Measurements
and results: One-hundred thirty

surveys were returned, for a response
rate of 58.3%. When an etiological
cognitive dysfunction diagnosis was
obvious, 83–85% responded with
the medical diagnosis to explain
the cognitive abnormalities; only
43–55% used the term “delirium”.
In contrast, where an underlying
medical problem was lacking, 74%
of respondents diagnosed “delirium”
(p = 0.002). Non-pharmacological
and pharmacological management
varied considerably by physician
and scenario but independently
from whether the term “delirium”
was selected. Commonly selected
pharmacological agents were an-
tipsychotics and benzodiazepines,
followed by narcotics, non-narcotic
analgesics, and other sedatives.
Whether and when intensivists chose
to consult other services varied.
Conclusions: Canadian intensivists
diagnose delirium based upon the
presence or absence of an obvious
medical etiology. Wide variation
exists in approach to management, as
well as patterns of consultation.

Keywords Delirium · Intensive
Care · Critical care · Survey
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Introduction
Delirium is common in clinical practice and in the inten-
sive care unit (ICU). Prevalence ranges from 19 to 87%,
depending on the study [1–4]. The development of ICU
delirium is increasingly recognized as an independent pre-
dictor of morbidity and mortality [3, 5, 6]; however, as
published reports increase our understanding of the topic,
several gaps and inconsistencies become apparent. How do
intensivists diagnose delirium? Does diagnosis affect man-
agement? How is the disorder most appropriately managed
in the ICU setting?

In particular, we are unaware of any literature that
examines how delirium is diagnosed in the ICU. In gen-
eral, delirium is perceived to be under-diagnosed, and
only a minority of practitioners use validated screening
tools [7]. Identifying how ICU physicians diagnose cogni-
tive abnormalities in patients would be a critical first step
in clarifying which patients are identified as delirious,
which patients are treated, and help inform outcomes.

There is also a dearth of information in the literature
about how to treat ICU delirium. Even physicians with
expertise in caring for elderly patients vary considerably
in their approach to the clinical management of delirium
with respect to diagnostic testing and use of pharmacolog-
ical therapy [8]. Clinically, these differences are import-
ant to understand, as pharmacological interventions are not
benign. Frequently used anxiolytics and major tranquil-
izers can be harmful [9, 10] and excessive sedative use
in the ICU prolongs mechanical ventilation and hospital
stay [11].

We therefore designed this study to investigate what
Canadian ICU physicians call cognitive and perceptual
abnormalities in ICU patients, using a scenario-based,
self-administered questionnaire. We hypothesized that
there would be a large variation in the labeling and
management of this clinical syndrome among ICU phys-
icians. Additionally, we asked how intensivists would
manage these patients (both pharmacologically and non-
pharmacologically), and whether intensivists would seek
expert consultation (e. g., from psychiatrists, geriatricians,
neurologists, or others), as there are no published data
on consultation and referral patterns in the ICU for this
condition.

Methods
Survey design and administration

We designed a mail-in self-administered survey featuring
three hypothetical case vignettes. These vignettes were
written by an expert panel consisting of a geriatrician, an
intensivist, and a psychiatrist. They were then independ-
ently reviewed by a critical care surgeon, a critical care
anesthesiologist, and finally by the Executive Committee
of the Canadian Critical Care Trials Group (CCCTG).

Non-pharmacological strategies were selected by the
expert panel to reflect commonly recommended strategies
for older patients with delirium [12, 13]. Specific drug
choices were provided based on therapeutic practices
in three Canadian ICUs (in Kingston, Montreal, and
Vancouver). Face and content validity of these drug
choices was determined by discussions with attending
physicians in two of those ICUs. Revisions from the
CCCTG meeting were incorporated into the questionnaire.
The final survey was mailed to the physician membership
of the Canadian Critical Care Society. A second mailing
was sent several weeks later. Ethics approval was received
from the University Health Network.

Each patient in the case scenarios had cognitive ab-
normalities, including fluctuating levels of consciousness,
inattention, disorientation, hallucinations, sleep/wake
cycle disturbance and paranoia, thus fulfilling DSM-IV
criteria for delirium. Two of the three vignettes were
written so that there was a clear underlying etiological
precipitant to the cognitive impairment (hepatic enceph-
alopathy and multiple drug overdose). The third scenario
was written without an obvious underlying precipitant
(cognitive abnormalities after major vascular surgery; see
Appendix A).

To determine how physicians labeled cognitive and
perceptual changes in these patients, respondents were
asked to list the most likely diagnoses to explain the
patient’s symptoms, in an open-ended question. The
respondents were then asked to indicate, on a five-point
Likert scale (strongly agree, agree, neutral, disagree,
strongly disagree, do not know), whether they would use
specific non-pharmacological strategies for the patient
based on their own practice environment. Respondents
were then asked to indicate which pharmacological treat-
ments, if any, would be appropriate for the patient within
the next 24 h. Respondents were also given the option of
adding other medications. Finally, respondents were asked
if they would consult other medical or psychiatric services
to help manage the patient’s cognitive symptoms.

Statistical analysis

Responses to individual items on the questionnaire were
summarized as counts and percentages. To simplify the
statistical analysis, the Likert scale was later dichotomized
as any agreement vs. neutrality or disagreement. Logistic
regression was used to assess the relationships between
a respondent’s use of “delirium” as a diagnostic label, the
respondents’ demographic variables, and whether these
factors affected their management techniques. Ordinal
logistic regression was used to assess the relationship
between the threshold at which the respondent would
seek consultation (with current symptoms, with worsening
symptoms, never) and whether a respondent used “deliri-
um” as a diagnostic label. Comparisons between the three
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different scenarios on subjects’ responses (management
techniques and use of “delirium” as a diagnostic label)
had to take into account the potential correlation between
these responses; a generalized estimating equation (GEE)
approach with logistic regression was used for these
comparisons between scenarios. In the GEE models, the
outcome was the dichotomous variable for agreement
and the predictor was the categorical variable representing
scenario; respondent was the clustering variable and an
unstructured correlation matrix was used. Chi-square
tests were used to assess independence between vari-
ables not listed above. Statistical software used was
S-Plus Professional (version 6.2, Insightful Corporation,
Seattle, WA).

Results

Survey mailing and respondent characteristics

A total of 223 surveys were sent, and 130 completed sur-
veys were returned. The response rate was 58.3%. The
characteristics of the respondents are detailed in Table 1.

Diagnosis of cognitive abnormalities

Table 2 shows the number of respondents that responded
with an etiological diagnosis for each of the scenarios, the
number that responded with the term “delirium,” the num-
ber that listed both “delirium” and an etiological diagnosis,
and the number that listed neither. When an etiology was
obvious in the scenario, 83–85% of respondents responded
with the medical diagnosis to explain the cognitive ab-
normalities, and only 43–55% used the term “delirium”.
In contrast, where an underlying medical problem was
lacking, 74% diagnosed “delirium” (p = 0.002). Those res-
pondents that listed “ICU psychosis/syndrome” were cat-
egorized with those that listed “delirium,” as researchers
have successfully argued that in common use, the term
does not differ from delirium [14].

Use of non-pharmacological interventions

Figure 1 shows the percentage of respondents that agreed
or strongly agreed with the various therapies. A similar
pattern emerges in the use of three particular interventions
– the use of eyeglasses, Posey jacket restraint, and wrist re-
straints. The GEE models show that respondents tended to
choose the use of these interventions in the elderly cirrhotic
and the elderly post-operative confused patient, more than
for the young drug-overdose patient (p = 0.026, p = 0.001,
and p < 0.001 for use of eyeglasses, Posey restraints, and
wrist restraints, respectively). Chi-squared tests on con-
tingency tables found that the use of physical restraints

(Posey jacket and/or wrist restraints) had no significant re-
lationship with the respondent’s age, number of years in
practice, patient population served by the ICU, or number
of beds in the ICU. The use of physical restraints was not
dependent on whether the respondents labeled the patient
as having “delirium” (data not shown).

Pharmacological therapies

Figure 2 summarizes the most frequently used pharma-
cological interventions by scenario. The percentage of

Table 1 Characteristics of respondents

Characteristic Number Percentage

Gender
Female 30
Male 99 23.3

Age (years) 76.7
21–30 6 4.8
31–40 46 36.5
41–50 50 39.7
51–60 21 16.7

> 60 3 2.4
Primary training

Anesthesia 24 18.6
Emergency medicine 3 2.3
General surgery 17 13.2
Internal medicine 83 64.3
Other 2 1.5

Years in practice
< 5 40 31.0

5–9 24 18.6
10–14 26 20.2
15–19 19 14.7
20–24 14 10.9
25+ 6 4.7

Days attending per month (%)
< 25 21 18.8

25–49 70 62.5
50–74 15 13.4

> 74 6 5.4
Primary practice environment

Academic 104 81.2
Community 24 18.8

Patient population served
20.000–100.000 7 5.4
100.000–500.000 38 29.5

> 500.000 80 62.0
Unsure 4 3.1

No. of beds in ICU
6–10 17 13.1
11–15 33 25.4
16–20 23 17.7

> 21 57 43.8
Patients over 65 years of age (%)

< 20 1 0.8
20–40 18 13.8
41–60 56 43.1
61–80 39 30.0

> 80 1 0.8
Unsure 15 11.5



440

Delirium Etiological Both delirium and Neither delirium nor
only diagnosis only an etiological diagnosis an etiological diagnosis

Scenario A (70-year-old patient with cirrhosis)
8 (6%) 46 (35%) 64 (49%) 12 (9%)

Scenario B (19-year-old patient with drug withdrawal)
13 (10%) 65 (50%) 43 (33%) 9 (7%)

Scenario C (70-year-old patient with post-operative repair of ruptured aneurysm)
33 (25%) 32 (25%) 63 (48%) 2 (1%)

Table 2 What do physicians call
“cognitive abnormalities”?
(n = 130)

Fig. 1 Non-pharmacological
management.
Star indicates statistically
significant difference between
scenarios B and C (p < 0.05);
cross indicates statistically
significant difference between
scenarios A and B (p < 0.05);
triangle indicates statistically
significant difference between
scenarios A and C (p < 0.05)

Fig. 2 Most commonly selected
drug therapies by scenario
(n = 130).
Drug Class: AAP, atypical
antipsychotic; ANG, analgesic;
ANS, anesthetic; BZP, benzo-
diazepine; NBH, non-
benzodiazepine hypnotic;
OTH, other; TAP, typical
antipsychotic

physicians choosing to use various classes of drugs is
shown. Physicians were free to select more than one type
of medication for each scenario. The most frequently used
medications were typical antipsychotics (most commonly
haloperidol), lorazepam, and atypical antipsychotics (in-
cluding risperidone, olanzapine, and quetiapine). While
over 97% of physicians chose to use some type of phar-

macological intervention in the elderly cirrhotic and the
elderly post-operative confused patient, only 54% of
physicians chose to treat the young drug-overdose patient
with antipsychotics or sedatives. (In the GEE model,
p < 0.001 for comparisons of both A and C to B). Whether
the patient was labeled as having “delirium” did not affect
the use of drug therapy (data not shown).
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Patterns of consultation

Physicians were then asked whether they would consult
other medical or psychiatric services to help manage
the patient’s symptoms. The options offered included
consulting to help manage the patient’s current symp-
tomatology, consultation only if the patient’s symptoms
deteriorated, and refusal to seek consultation. Over 50%
of physicians asked for consultation to help manage the
current symptoms in all three scenarios. Less than 20%
of physicians would wait until the symptoms worsened in
all three scenarios, and the others would not consult other
medical or psychiatric services regardless. Separate ordi-
nal logistic regression analyses in each scenario showed
that the threshold for consultation did not depend on
whether the physician diagnosed the patient with delirium;
furthermore, chi-squared analyses found that consultation
threshold was not related to the age of the physician, the
number of years of practice, patient population serviced by
the ICU, number of beds in the ICU, or primary practice
environment for any of the scenarios (data not shown).

Physicians were then asked which medical service they
were likely to consult within their practice environment, if
they chose to consult at all. The most commonly selected
service was psychiatry (50.5% in scenario A, 76.2% in
scenario B, 56.9% in scenario C), followed by neuro-
logy (20.8% in scenario A, 21.6% in scenario B, and
20.0% in scenario C). Approximately 7% of physicians
consulted geriatric medicine for the 70-year-old patients
in scenarios A and C. Again, the decision to consult
was independent of whether the specific diagnosis of
“delirium” was made by the physician respondent (data
not shown).

Discussion

This study is the first study to explore the semantic
diagnostic classification and the therapeutic approach of
Canadian intensivists to ICU delirium. The results of our
self-administered mail-in questionnaire survey study show
that although all three hypothetical scenarios met criteria
for a diagnosis of delirium, there was wide variation in
whether the label of “delirium” was identified to describe
the patient’s symptomatology. This finding suggests
that the term “delirium,” at least among the intensivist
population, lacks precision of use.

In our survey, we did not enquire specifically about
whether respondents that labeled the patient as having
“delirium” used standardized criteria to make this diag-
nosis; however, recent data suggest that only 16% of ICU
health care staff use a specific tool for delirium assess-
ment [7]. The use of a standardized tool for assessment
of such cognitive changes in ICU patients (for example,
using the CAM-ICU [1] or the Intensive Care Delirium
Screening Checklist [15]) does not appear to decrease the

variability in diagnosis of this condition [16]. Consensus
as to the syndrome being diagnosed and treated is lacking.
This important gap hinders meaningful application of
clinical studies into patient care, such as therapeutic
interventions.

Our data suggest that where there is a distinct path
from etiology to symptomatology (e. g., perturbations
in neurotransmitters directly attributable to drug use or
withdrawal), the term is more likely to be used to describe
symptomatology; however, if the link between etiology
and symptomatology is not manifest, the term “delirium”
is more likely to become a stand-alone diagnosis in itself.
This has implications on the design of prevention and
treatment studies. These different diagnostic groups within
the common symptom presentation of delirium may have
different responses to specific interventions which will
need to be explicitly defined.

In addition to the described variability in how ICU
practitioners diagnose acute cognitive and perceptual
abnormalities in patients, there is also significant variation
in how ICU practitioners treat these symptoms. Most
intensivists would use non-invasive treatments frequently.
Interestingly, almost half of respondents agreed with the
use of wrist restraints for the elderly agitated patients in
scenarios A and C, and more than 20% selected Posey
jacket restraints. Data from the non-critical-care setting
demonstrate that physical restraints had the highest rela-
tive risk among five independent precipitating factors for
delirium [17], may increase delirium severity [18], and
may lead to asphyxiation [19]. In the ICU, however, it
is unclear that the same risk-benefit ratio is true. The
increased nurse-to-patient ratio, and the potentially life-
threatening consequences of extubation and central-line
removal, may affect the risk-benefit ratio calculation.
Finally, the effects of physical restraints on the course of
cognitive and perceptual deficits in ICU patients remain
unknown. Much research still needs to be done to elucidate
the key factors in making this important decision.

With respect to drug therapy, our data indicated that
typical and atypical antipsychotics and benzodiazepines
were most likely to be the drugs of choice. The data did
not ascertain whether they were likely to be used alone, in
combination, or sequentially. Generally, the findings are
consistent with guidelines on treatment of the agitated,
delirious patient [13], although the guidelines themselves
are vague as to the benefits and risks of benzodiazepines
and the evidence base supporting pharmacotherapy in this
setting is limited. Interestingly, a significant proportion
of respondents would treat the cognitive and perceptual
disturbances with anesthetic agents (mostly propofol) and
opioid analgesics (morphine, fentanyl). This is of potential
concern, given the findings of a recently published report
suggesting that patients diagnosed with delirium in the
ICU (based on the CAM-ICU) were more likely than
those without delirium to receive continuous infusions of
fentanyl, an opioid analgesic [20]. Indeed, a recent study
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found that sedatives and analgesics are deliriogenic when
used to induce coma [21].

Whether or not a patient’s cognitive and perceptual ab-
normalities were labeled as delirium did not affect subse-
quent management of the patient’s symptoms. Since the
term “delirium” itself is imprecisely used, medical labeling
may not guide symptom-based drug or non-drug therapies.

Inter-ICU physician inconsistency in managing deliri-
ous patients can also be seen in the consultation patterns.
Over half of respondents asked for expert consultation to
help manage the patient’s symptoms on presentation, most
commonly the psychiatry service. Only 7% of respondents
asked for help from geriatric medicine for the 70-year-old
delirious patients. This may be indicative of local practice
patterns, variability in available consultants, or other fac-
tors.

There are a number of limitations to the current
study. The survey results represent only an approxima-
tion of ICU physician practice, as the 58.3% response
rate was slightly below the previously reported av-
erage physician survey response rates of 61% [22].
Given that we did not have access to characteristics
of non-respondents, self-selection bias may also affect
the representativeness of the survey responses. In ad-
dition, how closely the responses reflect actual clinical
practice is unknown. We did not directly sample ac-
tual practice; however, studies comparing methods for
measuring quality of care (vignettes vs. chart abstrac-

tion, and standardized patients) found that vignettes were
superior to chart abstraction when compared with use of
standardized patients as the reference standard, and dif-
fered from the latter by only 5%, regardless of whether
cases were simple or complex [23].

By virtue of its design, our survey did not allow for
exploring the underlying reasoning behind the labeling of
cognitive symptoms in the vignettes. Some respondents
may have decided to choose a unifying diagnosis to
explain the symptoms (e. g., hepatic encephalopathy),
without specifically identifying the cognitive syndrome of
delirium. Using a different design with direct questioning,
it is possible that these respondents may indeed have iden-
tified the patients as suffering from delirium secondary to
hepatic encephalopathy. This information, however, would
be difficult to elicit in a written survey without introducing
bias in the questions.

Conclusion

There is wide variability in the use of the term “delirium”
to describe cognitive and perceptual changes in ICU pa-
tients. Canadian intensivists diagnose delirium based upon
the presence or absence of an obvious medical etiology.
Wide variation exists in approach to management, as well
as patterns of consultation.
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Appendix

Please identify by marking with an X:
Gender: Age: Patient population serviced
� Male � 21-30 by your critical care unit:
� Female � 31-40 � < 5000

� 41-50 � 5001–20.000
� 51-60 � 20.001–100.000
� >61 � 100.001–500.000

Primary training: � > 500.001
� Internal Medicine � Unsure
� General Surgery
� Anesthesia Number of beds in your critical care unit:
� Emergency Medicine � < 5
� Other (please specify) � 6–10

� 11–15
Years of practice Percentage of days � 16–20
in Critical Care Medicine: attending in the critical � > 21
� < 5 care unit per month:
� 5–9 � < 25 What percentage of the patients treated
� 10–14 � 25–49 in your critical care unit are above the age of 65 years?
� 15–19 � 50–74 � < 20
� 20–24 � > 75 � 21–40
� > 25 � 41–60

� 61–80
Primary practice environment: � > 81
� Academic Critical Care � Unsure
� Community Critical Care

Scenario A: A 70-year-old intubated patient with a history of cryptogenic Child’s B cirrhosis and recent upper gastrointestinal bleeding
progressively deteriorates over the 48 h following admission. He develops severe agitation, attempts on multiple occasions to pull out his
lines and Foley catheter, and has a fluctuating level of consciousness. During times of wakefulness, it is difficult to sustain his attention
for more than 5 s. His cognitive symptoms are labile and fluctuate repeatedly over the course of 24 h.

The patient is afebrile, there is no clinical suspicion of new infection, and laboratory values are unremarkable except for a further
drop in hemoglobin.

1. List what diagnosis or diagnoses are most likely to be responsible for this patient’s neurological symptoms.
List as many as you think are appropriate.

2. Please indicate whether you agree or disagree with ordering each of the following investigations at this point.

Strongly Moderately Agree Neutral Disagree Moderately Strongly Do not
agree agree disagree disagree know

CT head

MRI head

EEG

Lumbar puncture

Please specify any other investigations you would order at this point:

� None of the above

Demographic Data
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3. In your practice environment, the following non-pharmacological interventions would be appropriate to implement in this patient:

Strongly Moderately Agree Neutral Disagree Moderately Strongly Do not
agree agree disagree disagree know

Ensure the patient has access
to eyeglasses and hearing aids

Allow family members to
visit as much as possible

Observation using
a bedsitter

Move the patient to
a bed beside a window

Attempt to coordinate
interventions and procedures
to create a period of
uninterrupted sleep at night
Earplugs at night

Bilateral wrist restraints

Posey Jacket

Other (please specify):

� None of the above

4. Would you initiate pharmacological therapy for these symptoms in this patient at this point? Please rank up to five of the following
medication(s) that you feel are appropriate (with 1 being the most likely to be used) and indicate dosing, preferred route
of administration, and frequency for the first 24 h:

Drug Rank (up to 5) Route Dose Frequency

Chlorpromazine PO � IM � PR �
Diazepam PO � IV � IM �
Demerol PO � IV � IM � SC �
Droperidol IV � IM �
Fentanyl IV � IM �
Haloperidol PO � IV � IM �
Lorazepam PO � IV � IM �
Loxapine PO � IM �
Methotrimeprazine PO � IV � IM �
Midazolam IV � IM �
Morphine PO � IV � IM � SC � PR �
Olanzapine PO � SL �
Propofol IV �
Quetiapine PO �
Risperidone PO �
Trazodone PO �
Other: PO � IV � IM � SC � SL �
No pharmacological intervention indicated �
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5. Given the above scenario, at which point would you consult other medical or psychiatric services for concurrent management of
this patient’s symptoms? (Select all that apply)

� Current symptomatology
� Current symptomatology, unchanged despite treatment or observation for 24 h
� Current symptomatology, unchanged despite treatment or observation for 48 h
� Current symptomatology, unchanged despite treatment or observation for 72 h
� Worsening of symptoms such that patient is at imminent danger of harming himself or others
� I would not consider consultation of other medical or psychiatric services regardless of the patient’s cognitive symptoms.

→ Go to Question 7

6. Which of the following services would you consult?
� General Internal Medicine
� Geriatric Medicine
� Neurology
� Palliative Care
� Psychiatry
� None of the above
� Other (please specify)

7. Cognitive symptomatology, such as those this patient is experiencing, may potentially be linked with adverse short-term or long-term
outcomes. Several outcomes are identified below. Please indicate how clinically significant you consider each of these outcomes to be.

Highly Moderately Significant Neutral Not Do
clinically clinically clinically not
significant significant significant know

Increased rate
of self-extubation
Increased rate
of catheter removal
Longer length
of stay in ICU
Longer length
of stay in hospital
Increased 6-month
mortality
Increased risk of
long-term cognitive
impairment
Increased risk of
institutionalization
Other (please specify):

Thank you

Scenario B: A 19-year-old man is admitted to your ICU with decreased level of consciousness and inability to protect his airway. He was
at a rave party at which a variety of street drugs were consumed, including ecstasy, marijuana (which may have contained PCP), and
cocaine. He arouses 1.5 days after admission and is able to be extubated.

At the present time, he is unable to attend to instructions. He thinks he is at Buckingham Palace, but is oriented to his own name. He has
no evidence of psychotic symptoms, agitation or abnormal mood. His sleep/wake cycle is disturbed and he is restless. He has no
other medical history, and evidence of infection and basic chemistries are non-contributory (including electrolytes, renal function,
calcium profile, and liver function).

Scenario C: An otherwise healthy 70-year-old man is admitted for a ruptured aortic aneurysm. Two days post-operatively he rouses in
your ICU and becomes terribly agitated because he sees a Bengal tiger at his bedside. He pulls at his catheters to escape. He thinks the
nurses are trying to poison him with IV injections and does not recognize his family members. He alternates between periods
of shouting at the tiger and quiet reflection.

The patient is reported by his attentive family as being previously cognitively intact. There is no history of drug use and the patient never
consumed alcohol. His vital signs are stable and basic blood tests are unremarkable.
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