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Principles
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If a reason for pain exists, treat pain first.

Once pain has been addressed, then establish a reason for the use of sedatives. Reasons may include:
amnesia, patient safety/ agitation management, substance withdrawal, sleep, anxiolysis, ventilator
synchrony, or control of ICP. Remember that the combination of analgesics and sedatives are synergistic.

If delirium (confused and/or disordered thinking) is suspected, consider the use of antipsychotics.
Consider non-pharmacologic interventions to reduce symptoms of discomfort/distress.

Choose a sedation target in collaboration with the health care team using the Richmond Agitation-Sedation
Scale (RASS).

PRN/bolus dosing by IV or enteral route is the preferred method for managing sedation. Sedative infusions
may be used for patients meeting exclusion criteria for daily wean (see 1. below), or when PRN/bolus
dosing is ineffective.

Chemically paralyzed patients should have the paralytic turned off before weaning any sedative or
analgesic.

Guidelines

1.

w

Turn off sedative infusions every morning at a time directed by the medical team, unless exclusion criteria
are present. The decision to interrupt the analgesic drip is separate and discussed on rounds. Reasons
for not attempting a daily sedation interruption or weaning may include:

= Hemodynamic instability

= Patient ventilator dyssynchrony with signs of intolerance

=  Open chest

= Chemically paralyzed

= Increasing ICP

= Other medical issues/plans

All sedating infusions should be weaned to minimum adequate level on a daily basis.

RASS desired target level is determined daily by the health care team and documented on Critical Care
Flow Sheet (CCFS) in Patient Plan Of Care Goals Update under the heading “Other individualized goals”.
The patient’s assessed RASS score is also documented on the CCFS on front using a blank column labeled
“RASS”. Variances from the desired target level should be addressed by the health care team, and rationale
noted on the flow sheet. Document as Assessed/Target (i.e.: -3 / -2) at least Q12 Hours, and also with
change of RN staff, as patient condition warrants or with changes in sedation infusions. When actively
titrating infusions document sedation level Q1 Hour until desired RASS level achieved then Q12 Hours or
with change of RN staff until next titration.

PRN and/or scheduled doses of sedatives may be ordered to maintain sedation. To prevent symptoms of
withdrawal from sedative agents consider an enteral dosing taper when patients are on prolonged periods of
sedative infusions.

If Inadequate Sedation

PRN/bolus dose 1 - 2 times before starting or increasing the infusion.
TITRATE infusion and/or PRN/bolus dose according to the sedation scale target.

If Too Sedated

STOP the infusion (or hold PRN doses) until target level is reached.
If patient then becomes agitated use PRN/bolus dosing first, and if necessary restart infusion at 50% of
preceding level.
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If RASS Score Achieved
e CONTINUE current plan, and attempt to wean the infusion by 25% every 6-12 hours (or longer time
period with prolonged duration of IV sedation), or as per medical team plan.

Richmond Agitation-Sedation Scale (RASS)

Score Term Description

+4 Combative Overtly combative or violent; immediate danger to staff

+3 Very agitated Pulls or removes tube(s) or catheter(s) or has aggressive behavior
towards staff

+2 Agitated Frequent non-purposeful movement or patient—ventilator dyssynchrony

+1 Restless Anxious or apprehensive but movements not aggressive or vigorous

0 Alert and Calm

-1 Drowsy Not fully alert, but has sustained (more than 10 seconds) awakening,

with eye contact, to voice

-2 Light Sedation Briefly (less than 10 seconds) awakens with eye contact to voice
-3 Moderate Sedation Any movement (but no eye contact) to voice

-4 Deep Sedation No response to voice, but any movement to physical stimulation
-5 Unarousable No response to voice or physical stimulation

Procedure

1. Observe patient. Is patient alert and calm (score 0)?
» Does patient have behavior that is consistent with restlessness or agitation (score +1 to +4 using the
criteria listed above, under Description)?

2. If patient is not alert, in a loud speaking voice state patient's name and direct patient to open eyes and look at
speaker. Repeat once if necessary. Can prompt patient to continue looking at speaker.
» Patient has eye opening and eye contact, which is sustained for more than 10 seconds (score -1).
» Patient has eye opening and eye contact, but this is not sustained for 10 seconds (score -2).
» Patient has any movement in response to voice, but no eye contact (score -3).

3. If patient does not respond to voice, physically stimulate patient by shaking shoulder and then rubbing
sternum if there is no response to shaking shoulder.
» Patient has any movement to physical stimulation (score -4).
» Patient has no response to voice or physical stimulation (score -5).

Bedside nurse responsibilities
Document the sedation scale, infusion changes, and boluses on the CCFS, along with rationales.

Long-Term Mechanical Ventilation - Outcomes manager
Assure that the sedation goals are being addressed daily per health care team plan.

Guidelines are general and cannot take into account all of the circumstances of a particular patient. Judgement regarding
the propriety of using any specific procedure or guideline with a particular patient remains with that patient’s physician,
nurse, or other health care professional, taking into account the individual circumstances presented by the patient.

Created — 8/05, Rev. 1/07
© 2005 by the Rector and Board of Visitors of the University of Virginia

Created by Adult Critical Care Sedation Workgroup: 12/20/04; Revised: 8/22/05; Approved by CSEC Patient Care Committee: 8/2005
Updated: 1/8/07 — CF



University of Virginia Health System
Clinical Practice Guideline
Adult Critical Care Sedation Guideline

Bibliography

1.

9.

10.

Brook, AD, Ahrens, TS, Schaiff, R, Prentice, D, Sherman, G, Shannon, W, Kollef, MH. Effect of a nursing-
implemented sedation protocol on the duration of mechanical ventilation. Crit Care Med, 27 (12): 2609-2615;
1999.

Ely, EW, Truman, B, Shintani, A, Thomason, JWW, Wheeler, AP, Gordon, S, Francis, J, Speroff, T, Gautam, S,
Margolin, R, Sessler, CN, Dittus, RS, Bernard, GR. Monitoring sedation status over time in ICU patients. JAMA,
289 (22): 2983-2991; 2003.

Jacobi, J, Fraser, GL, Coursin, DB, Riker, RR, Fontaine, D, Wittbrodt, ET, Chalfin, DB, Masica, MF, Bjerke, HS,
Coplin, WM, Crippen, DW, Fuchs, BD, Kelleher, RM, Marik, PE, Nasraway, SA, Murray, MJ, Peruzzi, WT,
Lumb, PD. Clinical practice guidelines for the sustained use of sedative and analgesics in the critically ill adult.
Crit Care Med, 30(1): 119-141; 2002.

Kress, JP, Gehlbach, B, Lacy, M, Pliskin, N, Pohlman, AS, Hall, JB. The long-term psychological effects of daily
sedative interruption on critically ill patients. Am J Respir Crit Care Med, 168: 1457-1461, 2003.

Kress, JP, Pohlman, AS, Hall, JB. Sedation and analgesia in the intensive care unit. Am J Respir Crit Care Med,
166: 1024-1028, 2002.

Kress, JP, Pohlman, AS, O’Connor, MF, Hall JB. Daily interruption of sedative infusions in critically ill patients
undergoing mechanical ventilation. N Engl J Med, 342: 1471-1477, 2000.

Higgins, TL, Yared, J, Estafanous, FG, Coyle, JP, Ko, HK, Goodale, DB. Propofol versus midazolam for
intensive care unit sedation after coronary artery bypass grafting. Crit Care Med, 22 (9): 1415-1422, 1994.
Maclntyre, NR, Cook, DJ, Ely, Jr, EW, Epstein, SK, Fink, JB, Heffner, JE, Hess, DR, Hubmayr, RD, Scheinhorn,
DJ, Burns, SM, Chao, D, Esteban, A, Gracey, DR, Hall, JB, Haponik, EF, Kollef, MH, Mancebo, J, Manthous,
CA, Slutsky, AS, Stearn-Hassenpflug, MA, Stoller, JK. Evidence-based guidelines for weaning and discontinuing
ventilatory support: A collective task force facilitated by the American College of Chest Physicians, the American
Association for Respiratory Care, and the American College of Critical Care Medicine. Respiratory Care, 47 (1):
69-90, 2002.

Osterman, ME, Keenan, SP, Seiferling, RA, Sibbald, WJ. Sedation in the intensive care unit: a systemic review.
JAMA, 283 (11): 1451-1459, 2000.

Pohlman, AS, Simpson, KP, Hall, JB. Continuous intravenous infusions of lorazepam versus midazolam for
sedation during mechanical ventilatory support: a prospective, randomized study. Crit Care Med, 22 (8): 1241-
1247, 1994.

Sessler, CN, Gosnell, MS, Grap, MJ, Brophy, GM, O’Neal, PV, Keane, KA, Tesoro, EP, Elswick, RK. The Richmond
Agitation-Sedation Scale: validity and reliability in adult intensive care unit patients. Am J Respir Crit Care Med, 166:
1338-1344, 2002.

© 2005 by the Rector and Board of Visitors of the University of Virginia
Created by Adult Critical Care Sedation Workgroup: 12/20/04; Revised: 8/22/05; Approved by CSEC Patient Care Committee: 8/2005
Updated: 1/8/07 — CF



