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Pornim de la premisac-a € .

Sedareacorecta in TI'= unul dintre cele mal importante
aspecte ale managementului pacientului

Confortul pacientulur =un scop principal in Tl, include
controlul durerii, al anxiolizei si prevenirea/tratamentul
delirulur (PAD).

Obtinerea echilibrului intre sedare si analgezie = provocare

Este absolut necesar sa existe niveluri tinta rationale de
sedare agreate A personalul va avea obiective diferite pt
acelasipacient A g sansa complicatiilor iatrogene si
poate afecta recuperarea

CEEA, Tg Mures, 2016
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Scopurile sedarii si/sau analgezieiin Tl

Anxioliza si amnezie fata de evenimentele T personale si ale celorlalti-
Incidenta S de stres posttraumatic (PTSD)

Confortul si odihna pacientului

@ incidenta delirului

Analgezie adecvata

Faciliteazaventilatia mecanicasi alte tratamente stresante

@ consumul de O2 la pacientii critici

Faciliteazaprocesul de nursing/evita self-extubarea sau auto-ranirea
eficienta tratamentului (de ex ventilatia cu rap invers I/E)

@ raspunsul hemodinamic la manopere si stimuli (nursing Si manopere

chirurgicale, aspiratie)

@ stresul pacientului cu toate consecintele sale negative (anxioliza)

? Influenteaza/moduleaza raspunsul inflamator?

Mirski MA, Hemstreet MK. Journal of the Neurological Sciences 2007;261: 16 34.

Patient safety council.ICU sedation guidelines of care.2009.availale at

Whitehouse T, Snelson C, Grounds M. Intensive Care Society  Review of Best Practice for Analgesia and Sedation in the Critical Care.
On Behalf of the Sedation Committee of the Intensive Care Society United Kingdom, 2014


http://www.chpso.org/meds/sedation.pdf

Laughter Is not
the best medicine,

Propofol Is.
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EVALUAREA NIVELULUI'SEDARII

Clinica
Aspect pacient
Stabilitatea CV

Scale desedare: OAAS, Ramsay, RAS$-2 sau mai putin)
Bloomsbury, Addenbrookes

Obsl Subiective si nu fac diferenta clara intre diverse grade de sedare
Scale dedurere Inclusiv pt pacientil ventilati

Scale deevaluare a delirulur (CAMICU, delirium check-list)
":_‘-; ” B

Monitorizare

BIS

Patient state index PSI
Confortul pacientulul: actigrafie

CEEA, Tg Mures, 2016
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Gradele de profunzime ale sedarii in Tl

ScalaRamsay

1- pacient treaz, anxios, agitat si/sau nelinistit

2- pacient treaz, cooperant, care tolereaza ventilatia, orientat si
linistit

3- pacient treaz, care raspunde exclusiv la comenzi

4- pacient adormit, raspuns scurt si prompt la atingerea zonei
glabelare sau la stimuli' auditivi puternici

5- pacient adormit, raspuns lent la atingerea zonei glabelare sau la
stimuli auditivi puternici, dar raspuns prompt la stimuli durerosi

6- pacient adormit, fara raspuns la atingerea zonei glabelare sau la
stimuli auditivi puternici

CEEA, Tg Mures, 2016



RASS

Level of Consciousness Assessment

STEP

Scale Label Description

Anxious, apprehensive, movements not aggressive
ALERT & CALM Spontaneously pays attention to caregiver

DROWSY Not fully alert, but has sustained awakening to voice
(eye opening & contact >10 sec)

LIGHT SEDATION Briefly awakens to voice (eyes open & contact <10 sec)
MODERATE SEDATION Movement or eye opening to voice (no eye contact)

If RASS is 2 -3 proceed to CAM-ICU (is patient CAM-ICU positive or negative?)

DEEP SEDATION No response to voice, but movement or eye opening
to physical stimulation
UNAROUSABLE No response to voice or physical stimulation

If RASS is -4 or -5 = STOP (patient unconscious), RECHECK later

Sessler, et al., Am J Repir Crit Care Med 2002, 166: 1338-1244 Ely, et al, JAMA 2003; 286, Z0E3-2091

Sessler CN, Gosnell MS, Grap MJ, et al. The Richmond Agitatiofsedation Scale: validity and reliability in adult intensive care unit patients. Am J
Respir Crit Care Med. 2002;166(10):1338-44.



Evaluareadelirului
ICU Delirium screening checklist

Altered LOC (levelconsciuousnesy 1
Inattention 1
Disorientation 0
Hallucination, delusions, psychosis 0
Agitation or psychomotor retardation 1
Inappropriate speech or mood 0
Sleep/wake cycle disturbances 0
Symptom fluctuation 1

Total score 0-8
Normal=0, subsyndromal delirium=1-3 ;- ' del I r I un

Bergeron. Intensive Care Med 2001;27;859 CEEA, Tg Mures, 2016



Confusion Assessment Method for the ICU (CAM-ICU) Flowsheet

1. Acute Change or Fluctuating Course of Mental Status: )
CAM-ICU negative

+ |s there an acute change from mental status baseline? OR
= Has the patient’s mental status fluctuated during the past 24 hours? NO DELIRIUM

2. Inattention:
* “8gueeze my hand when | say the letier ‘A"." CAM-ICU negative

Read the following sequence of letters:
SAVEAHAART or CASABLANCA or ABADBADAAY NO DELIRIUM

EBRBORS: No squeeze with *‘A' & Squeeze on letter other than “A*

= [f unable to complete Letters = Pictures

RASS other
Current RASS level than zero

RASS = zero

4. Disorganized Thinking:

1. Will a stone float on water?

2. Are there fish in the sea?

3. Does one pound weigh more than two?
4, Can you use a hammer to pound a nail ? 0-1

Command: “Hold up this many fingers” (Hold up 2 fingers) Error .
“Now do the same thing with the other hand” (Do not demonstrate) \ CAM-ICU negative
OR “Add one more finger” (If patient unable to move both arms) NO DELIRIUM

=1 Error

Copyright & 2002, E Wesley Ely, MO, MPH and Vanderbilt University, all rights reserved

CEEA, Tg Mures, 2016

http://www.icudelirium.org/pain.htmi



Keep Calm
and

Stay Sedated
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Riscurile unel sedarl/analgezii inadecvate

Sedare exagerat - de profunda
Alterarea activitatii centrului resp
Incapacitatea de a mentine si proteja calea aeriana
Instabilitate hemodinamica
Prelungirea inutila a duratei ventilatiel mecanice
Incidentel pneumoniei de ventilator
Risc de aparitie a depresiel
Incidenta delirului (de ex in cazul BZD)
Amintiri false si deziluzii despre internarea in Tl
Dependenta de opioide/ propofol/BZD
Imunosupresie

CEEA, Tg Mures, 2016



Efectele/implicatiile sedarii profunde

risc de decesla externare cu 13%/ punct scor RASS
durata pana la extubare cu 8,5 h/punct scor RASS
mortalitatea la 180 zile

durata spitalizarii in Tl

durata VM

Time to Extubation

Kaplan-Meier survival estimates

0 50 100
analysis time

10
analysis time .
Number at risk
Deeply sedated 209 121 115 113
Mot deeply sedated 45 36 35

Number at risk
Deeply sedated 209 44 23
Mot deeply sedated 45 15 7

5 3
Deeply sedated Not deeply sedated

Shehabi, Y., Chan, L., Kadiman, S. et al. Intensive Care Med (2013) 39: 910.

Deeply sedated Not deeply sedated

Shehabi Y, Bellomo R, Reade M et al (2012) for Sedation Practice in Intensive Care Evaluation (SPICE) Study Group and the ANZS CTG: early intensive care
sedation predicts long-term mortality in mechanically ventilated critically ill patients. Am J Respir Crit Care Med. doi:10.1164 /rccm.201203-05220C



“Riscurile unei sedari/analgezii inadecvate

UNDER'SEDATION

Sedare Inadecvata - superficiala
Agitatie

Riscde detubare !
Risc de barotrauma STIHAS HGREATISMILES
Instabilitate hemodinamica HTA, aritmii, angina, Ischemie, etc
Risc de autoleziune

n_uptao - ventilatorul

Ventilatie inadecvata (de ex pres mari, asincronie, etc)
Hipercoagulabilitate??

Imunosupresie

Rowe K, Fletcher S. Sedation in ICU. Continuing Education in Anaesthesia. Critical care & Pain 2008;8(2):5655.
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Ce spun studiile pe grupuri largi populationale?

40-50% din pacientii ventilati mecanic sunt excesiv de profund
sedati

Scopurile de sedare pe termen scurt pot fi In contradictie cu evolutia
pe termen lung a pacientilor (de ex distrofia musculara,

angiogeneza etc)
rl 10\('7

Durerea este in continuare insuficient tratata
when they re sedated.

Weinert CR, Calvin AD. Qit Care Med. 2007;35:393-401.
Payen JF, Chanques G, Mantz J, et al Anesthesiology. 2007;106(4).687-695.
Rowe K, Fletcher S. Sedation in ICU. Continuing Education in Anaesthesia. Critical care&Pain 2008;8(2):5655.
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Key points In alegerea sedarii

Eliminati/ corectati/ verificati factorii/conditiile favorizanti
pt agitatie

Considerati pain-agitation-delirium (PAD)

Ghiduri PAD

Consideratiasincronia pacient-ventilator
Selectati agentul sedativ principal
Selectatl adjuvantele sedarii You can't fix stupid.

Protocolul de sedare dificila But you can
sedate it

CEEA, Tg Mures, 2016
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Abordarea PAD

CRITICAL CARE MEDICINE

Sedation and Delirium 1n the Intensive
Care Unit  Jiseoros s

Michael C. Reade, M.B., B.S., D.Phil., and Simon Finfer, M.D.

Clinical Practice Guidelines for the Management

of Pain, Agitation, and Delirium in Adult Patients
in the Intensive Care Unit

Juliana Barr, MD, FCCM'; Gilles L. Fraser, PharmD, FCCM?; Kathleen Puntillo, RN, PhD, FAAN, FCCM?;
E. Wesley Ely, MD, MPH, FACP, FCCM?*; Céline Gélinas, RN, PhD?; Joseph E. Dasta, MSc, FCCM, FCCP¥;
Judy E. Davidson, DNP, RN7; John W. Devlin, PharmD, FCCM, ECCP? John P. Kress, MD?;

Aaron M. Joffe, DO'; Douglas B. Coursin, MD'!; Daniel L. Herr, MD, MS, FCCM"';

Avery Tung, MD"; Bryce R. H. Robinson, MD, FACS"; Dorrie K. Fontaine, PhD, RN, FAAN';
Michael A. Ramsay, MD'%; Richard R. Riker, MD, FCCM'"’; Curtis N. Sessler, MD, FCCP, FCCM"%;
Brenda Pun, MSN, RN, ACNP'; Yoanna Skrobik, MD, FRCP?’; Roman Jaeschke, MD*!

wwnw.ccmjournal.org January 2013 = Volume 41 = Number 1




Durerea

Principalele cauze ale durerii in Tl

Incizia chirurgicala

Cateterele si monitoarele (invazive)

Leztisulare det de malignitati, infectii, inflamatie
Ischemia

Discomfortul/durerea det de statul in pat in aceeasi
pozitie h sau zile

CEEA, Tg Mures, 2016



sessment Tools
Pain
®  Behavioral Pain Scale (BPS)
®  (ritical-Care Pain Observation Tool (CPOT)
Agitation/Sedation
®»  Richmond Agitation-Sedation Scale (RASS)
®  Sedation-Agitation Scale (SAS)
Delirium
= (Confusion Assessment Method for the ICU (CAM-ICU)
®  |ntensive Care Delirium Screening Checklist (1CDSC)

“Wake Up and Breathe” Protocol
Clinical Practice Guidelines for the Management of Pain, Agitation,

and Delirium in Adult Patients in the Intensive Care Unit
Progressive Mobility Protocol

Juliana Barr, Gilles L. Fraser, Kathleen Puntillo, E. Wesley Ely, Céline Gélinas, Joseph F. Dasta, Judy E. Davidson,
John W. Devlin, John P. Kress, Aaron M. Joffe, Douglas B. Coursin, Daniel L. Herr, Avery Tung, Bryce R. H. Robinsen,
Dorrie K. Fontaine, Michael A. Ramsay, Richard R. Riker, Curtis N. Sessler, Brenda Pun, Yoanna Skrobik, Roman Jaeschke

Exerci SEJ.IFMD bil I'['l,ur 5-;_:]f(—:‘-t‘g,lr Screen and Thera [0 Crit Care Med. 2013;41:263-306. (Complete Guidelines)

Am J Health-Syst Pharm. 2013;70:53-58. (Executive Summary)

Points to Consider When Implementing the ABCDE Bundle

CEEA, Tg Mures, 2016



San Diego Frfiend W? Covmecil

Tool Kit

ICU Sedation
Guidelines of Care

December 2009

Figure 7: The Critical-Care Pain Observation Tool {CPOT)

Indicator

Score

Description

Facial expression Relaxsd, neutral 0 Mo muscle tension observed
__ﬁ*-p x:'i"‘:‘%'\ =, 9 _ ] L .
. _‘-ﬁ o e A Tense 1 Presence of frowning, brow lowering, orit tightening and
g r “d_: el levator contraction or any other change (2.9, opening eyes
\, W S “x;j_;-f‘-’ R or tearing during nociceptive procedures)
PR g B — —
’ Grimacing 2 Al previous facial movements plus eyelid tightly closed (the
DMENM, THUTS —— Grimasa patient may present with mouth open or biting the
| 3 endotracheal tule)
Caroline Arbour, RN, B.Sc., M.Sc.A(C)
Schoal of Nursing, MoGill University
Body movements Abzence of 0 Does not move at all (doesn't necessarily mean abzsence of
movenents or pain) or nomnal position (movements not aimed toward the
[Puntilke et al., 1937 ; Deviin et al., normial position pain site or not made for the purpose of protection)
15599)
Protection 1 Slow, cautious movements, touching or rubbing the pain
site, secking attention through movements
Festleszness 2 Pulling tube, attemipting o it up, moving limbsfhrashing,
not following commands, striking at staff, trying to climily out
of bed
Compliance with the ventilator | 10/2rating ventilator 0 Alarms not activated, easy ventilation
(intubated patients) or movement
(Harrig &t al. 1901. Payen et ad., 2000} | Coughing but 1 Coughing, alarms may be acfivated but stop spontanecusly
tolerating
OR - _ : . .
Fighting ventilator 2 Asynchrony: blocking ventilation, alams frequently activated
Vocalization Talking in normal 0 Talking in normal tone or no sound
{extubated patients) tone or no sound
Crying out, sobbing 2 Crying out, sobbing
Muscle tension Relaxed 0 Mo resistance to passive movemeants
Evaluation by passive flexion and Tense, rigid 1 Ressistance to passive maovements
extensgion of upper limbs when . : : -
patient is at rest (Ambuel et al., 1202) | Very tense or rigid 2 Strong resistance to passive movements, incapacity to

or when patient iz being turned

complets them




Behavioral Pain Scale (BPS)

Item Description

Facial Relaxed
expression  Partially tightened
(e.g.. brow lowering)

Fully tightened (e.g..
eyelid closing)
Grimacing
Upper imb No movement
movements Partially bent

Fully bent with finger flexion

Permanently retracted

Compliance  Tolerating movement
with Coughing but tolerating
mechanical  ventilation for the most of time
ventilation  Fighting ventilator
Unable to control ventilation

BPS score ranges from 3 (no pain) to 12 (maxumum pain).

http://www.icudelirium.org/pain.htmi




Agitatie vs delirium

Agitatia fara delir este mai des intalnita; poate apare daca pacientul are
durere, disconfort sau anxietate.

Agitatia nu necesitatrat special (de obicel)  dispare cu rezolvarea cauzei
(spre deosebire de delir care poate frecvent persista)

Trebuie evaluate cauzele posibile de agitatie si indepartate inainte de a
seda pacientul

Cu importanta la fel d-e: - ma:r tratamentul adagitatiei: discutati cu
pacientul si explicatli-i tot ce se intamplal!l

|ldeal, one-to-one nursing pt pacientul ¢ r 1 t coofera asistentel
posibilitatea de a comunica cu pacientul si de a rezolva agitatia fara
necesarde imobilizare fizica sau farmacologica

Whitehouse T, SnelsonC, Grounds M. Intensive Care Society  Review of Best Practice for Analgesia and Sedation in the Critical Care. On Behalf of
the Sedation Committee of the Intensive Care Society United Kingdom, 2014



Neurologic diagnosis (e.g., head injury) Observable and occult metabolic abnormalities

Preexisting mental impairment Withdrawal
from chronig

Medical comorbidity sychoactive
| mescations
Severity of illness 4 eep (e.g., N\enzo-
eprivation diazepl es,
Advanced age — Substance opioids
= Delirium abuse or
withdrawal
Moise
Sedatives
Elements of
routine ICU care
(e.g., turning, physical
therapy) \
. Anxiety
Endotracheal m——— pain, Agitation; (appropriate
tube — unpleasant or pathologic)
/ awareness
T s
1ssue injury Frustration
(e.g., surgery, trauma,
pressure areas)
Lack of
. homeostasis
Wascular Physical .
. restraint (e thirst,
access Affective component hunger, d‘}rspnea
(e.g., “this pain means |
I'm more likely to die™) Inability to Ventilator
communicate
dyssynchranv

CRITICAL CARE MEDICINE

Sedation and Delirium in the Intensive
Figure 1. Causes and Interactions of Pain, Agitation, and Delirium. Care Unit

Michael C. Reade, M.B., B.S., D.Phil., and Simon Finfer, M.D




Ghiduri generale pt abordarea sedari/analgeziel
(PAD, 2013)

Durerea = se va monitoriza de rutina la toti pacientii adulti in T1'(+1B)
utilizand NRS G10 self-report.

The Behavioral Pain Scale (BPSSI Critical-Care Pain Observation Tool
(CPOT)sunt cele mai valide si fidele instrumente de evaluareaa
comportamentului la durere

Nu recomandam ca semnele vitale (sau scalele observationale pt durere
care utilizeaza semnele vitale) safie utilizate ca singur instrument pt
evaluarea durerii la pac adulti in T1 (-2C), ci doar ca orientare pt
Instrumentele propriu-zise (+1C).

PAD Guidelines 2013 CEEA, Tg Mures, 2016



¢. Treatment of pain

We recommend that preemptive analgesia and/or
nonpharmacologic interventions (e.g., relaxation)
be administered to alleviate pain in adult ICU
patients prior to chest tube removal (+1C).

1. We suggest that for other types of invasive and

potentially painful procedures in adult ICU patients,
preemptive analgesic therapy and/or nonpharmaco-
logic interventions may also be administered to alle-
viate pain (+2C).

iii. We recommend that intravenous (IV) opioids be

considered as the first-line drug class of choice to
treat non-neuropathic pain in critically ill patients

. All available IV opioids, when titrated to similar pain
intensity endpoints, are equally effective (C).
. We suggest that nonopioid analgesics be considered
to decrease the amount of opioids administered (or
to eliminate the need for IV opioids altogether) and
to decrease opioid-related side effects (+2C).

gabapentin or carbamazepine, in addition to IV

0 I'lEl]I'DpEI 1C

We recommend that thoracic epidural anesthesia/
analgesia be considered for postoperative analgesia
in patients undergoing abdominal aortic aneurysm
surgery (+1B).

Ve provide no recommendation for using a lumbar
epidural over parenteral opioids for postoperative anal-
pesia in patients undergoing abdominal aortic aneu-

'sm surgery, due to a lack of benefit of epidural over

101 opulation (0,A).
We provide no recommendation for the use o
thoracic epidural analgesia in patients undergoing
either intrathoracic or nonvascular abdominal sur-
gical procedures, due to insufficient and conflicting
evidence for this mode of analgesic delivery in these

atients (0,B).

e suggest that thoracic epidural analgesia be con-
sidered for patients with traumatic rib fractures
(+2B).

Ne provide no recommendation for neuraxial/

regional analgesia over systemic analgesia in medi-
al ICU patients, due to lack of evidence in this
ratient population (0, No Evidence).

Clinical Practice Guidelines for the Management
of Pain, Agitation, and Delirium in Adult Patients

e Intensive Care Unit




4. Strategies for Managing Pain, Agitation, and Delirium to
Improve ICU Outcomes

d.

We recommend either daily sedation interruption
or a light target level of sedation be routinely used in
mechanically ventilated adult ICU patients (+1B).

. We suggest that analgesia-first sedation be used in

mechanically ventilated adult ICU patients (+2B).

. We recommend promoting sleep in adult ICU

patients by optimizing patients’ environments,
using strategies to control light and noise, cluster-
ing patient care activities, and decreasing stimuli at
night to protect patients’ sleep cycles (+1C).

. We provide no recommendation for using specific

modes of mechanical ventilation to promote sleep

in mechanically ventilated adult ICU patients, as
insufficient evidence exists for the efficacy of these
interventions (0, No Evidence).

We recommend using an interdisciplinary ICU team
approach that includes provider education, pre-
printed and/or computerized protocols and order
forms, and quality ICU rounds checklists to facili-

Clincal Praice Guidelnes fr ne Hanagement tate the use of pain, agitation, and delirium manage-

of Pain, Agitation, and Delirium in Adult Patients
i ntensi i

ment guidelines or protocols in adult ICUs (+1B).



Ghiduri generale pt abordarea sedari/analgeziel
(PAD, 2013)

RASSsI SASsunt cele mai fidele scale de evaluare a profunzii si calitatii
sedarii la pac din TI'(B).

Metodele obiective de monitorizare a functiel cerebrale (AEP, BIS,
Narcotrend, PSI, or state entropy) nu vor fi uitilizate ca monitorizare
primara a profunzimii sedarii la pac non-comatosi, hecurarizati. Aceste
metode sunt substituenti neadecvati a sistemelor de scor (-1B).

Aceste metode de monitorizare vor fi utilizate la pacientii curarizati in Tl
(+2B).

PAD Guidelines 2013
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Ghiduri generale pt abordarea sedari/analgeziel
(PAD, 2013)

Sedareacu non-BZD (propofol or dex) vs BZD (midaz/lorazepam)
amelioreazaevolutia clinica la pac ventilati mecanicin Tl (+2B)

Delirul este asocc u mortalitatii (-A ) ,° 'Sl HLOE(4),sI cu aparitia
alterarilor cognitive post-ICU la pacientii adulti (B)

Monitorizarea de rutina a delirului cu CAMICU sau Intensive Care Delirium
Screening Checklist (ICDSCJi cele mai validate si fidele instrumente de
monitorizare la pacientii adulti din TI'(A).

Coma = factor independent pt: delir la pacientii din TI.
BZD= factor de risc pt dezv delirului in TI'(B).

Nu exista suficiente date pt relatia propofol-delir in TI'(C), Iar relatia dex-
delir nu este unanim acceptata desi cele mai multe studii sustin acest lucru

(OF

Chen K, Lu Z, Xin Y, Cai Y, Chen Y, Pan S. Alph& agonists for long-term sedation during mechanical ventilation in critically i Il patients.
Cochrane Database of Systematic Reviews 2015, Issue 1. Art. No.: CD010269. DOI: 10.1002/14651858.CD010269.pub2



Patient
Comfortable?

Non-Pharmacological
Intervention

Pain

Sedation

Delirium

Intensive Care Society Review of Best
Practice for Analgesia and Sedation
in the Critical Care

CEEA, Tg Mures, 2016



Analgesia/Sedation Protocol for Mechanically Ventilated Patients

o Analgesia

In pain?

No

Reassess often

RASS farget
¥

oSedatinn

Over-sedated J° RasS at target?

Hold sedative/f
analgesics

to achieve RASS
target. Restart at
50% if clinically
indicated

Negative
Reassess q 6-12 hrs

(default is -1 to 0)

T Yes

L

(1 and 2)

SAT+SBT daily

tDelirium diagnosed using the CAM-ICU or ICDSC
* Midazolam 1-3 mg/hr gt rarely if > 3 midaz boluses/hr, propofol intolerance or >96 hrs propofol

http://www.icudelirium.org/pain.html

Yes

No

¥
~—— €) Delirium* ——

Analgﬂi;a maybe

adequats to reach

—  + Reassessoften =—— L.
2.

3.

Fentanyl 50-100 mcg prn or
Morphine 2-5 mg prn or
Dilaudid 0.2-1 mg prn

Controlled with < 2-3
bolus doses/hr

luo

Fentanyl 50- 200 mecg/hr git
Fentanyl 25-50 mcg prn pain

Under-sedated

Propofol 5-30 mcg/kg/min

Dexmed 0.2-1.5 mcg/kg/hr
(if delirious/weaning)

Midazolam 1-3 mg prn ¥
(only in alcohol withdrawal
or propofol intolerance).

Positive

-Non pharmacological management
- Pharmacological management

& www icudelirium_org
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Pain? / Discomfort?

Constipation? / Hunger?
Assess Delirium? - CAM-ICU / ICDSC or alternative

Attempting to Communicate?

Analgesia? / Aperients? / Feed?
Treat Drug Withdrawal?

Change or stop sedative regimen

Prevent:
Alternative Analgesia
Prevent Sleep
Quiet, calm environment

Diligent and Targeted Sedation
Communication

Intensive Care Society Review of Best
Practice for Analgesia and Sedation
in the Critical Care

CEEA, Tg Mures, 2016



Care sunt cele mai folosite substante pentru
sedare/analgezie?

Benzodiazepine midazolam, lorazepam

Propofol
h'-2 agonisti dexmedetomidina, clonidina

Opioide: mofina, fentanyl, remifentanil, sufentanil
Barbiturice
Inhalatorii: sevo, isofluran (Anaconda)

OBS! Aceste substante se pot folosi ca unice substante
sau in combinatii!
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