Adult Sedation and Pain Management Algorithm

FOR INTUBATED AND MECHANICALLY VENTILATED PATIENTS ONLY


▪ Optimize Environment

▪ Correct reversible causes

▪ Set sedation goal using RASS 

▪ Anticipate sedation duration


Reassess RASS goal daily

       Titrate and taper therapy to maintain goal

Conduct mandatory daily wake-up

(After wake-up, restart sedation infusion at 50% of previous rate) 


                       

SEDATION



                   PAIN MANAGEMENT (use pain assessment below)









                            
      Head Trauma,
    NO

  **Propofol and Benzodiazepines                         Hemodynamically stable?

                            
      Craniotomy or
          
      
       exhibit NO analgesic effects!!

                            
      Neurosurgery?






NO

YES



       

      YES

Acute Agitation
                          



   
Midazolam 2-5mg


Fentanyl 

Morphine





   
IVP Q 5-15 minutes


25-100mcg IVP
2-5mg IVP 

                         




until event controlled


Q 15 minutes
Q 15 minutes



May  use Propofol  infusion




Initiated at 5mcg/kg/min




              Repeat until pain controlled, then use 

                          
Titrate Q 5 minutes until  




              scheduled doses + PRN
doses

                          
Sedation goal reached









> 24-48hr of propofol 
     Ongoing sedation



If IVP doses more often than Q 2 hours, 



convert to lorazepam

     Lorazepam 1-4 mg IVP Q 10-20
               
start continuous infusion



 (discontinue propofol
 
     minutes until goal met; then Q2-6 
                   
Start lorazepam 1mg/hour



once monitoring ICP)

     hours scheduled + PRN

 
 
Start fentanyl 50 mcg/hour






     




 
Start morphine 1mg/hour 




     


  
                  

Titrate infusion rate to achieve RASS score 

          DELIRIUM
Delirium





Haloperidol 2-10mg IVP Q 30 minutes,

then 25% of loading dose Q 6 hours     






   EPS=extrapyramidal side effects

Richmond Agitation-Sedation Scale (RASS)

	Score
	Description
	Definition

	+4

+3

+2

+1

0

-1

-2

-3

-4

-5
	Combative

Very agitated

Agitated

Restless

Alert and calm

Drowsy

Lightly sedated

Moderately sedated

Deeply sedated

Unarousable
	Overtly combative or violent; immediate danger to staff

Pulls on or removes tube(s) or catheter(s) or exhibits aggressive behavior toward staff

Frequent nonpurposeful movement or patient-ventilator dyssynchrony
Anxious or apprehensive but movements not aggressive or vigorous

Not fully alert, but has sustained (more then 10 seconds) awakening, with eye contact, to voice

Briefly (less than 10 seconds) awakens with eye contact to voice

Any movement (but no eye contact) to voice

No response to voice, but any movement to physical stimulation

No response to voice to physical stimulation

	Assessment

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)?

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, excluding 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 simulation (score –4)

    Patient has no response to voice or physical stimulation (score –5)
	Action

1. Determine RASS goal (usually -1 to –2)

2.  Assess RASS Q 15 minutes while titrating sedation to goal

3. Reassess RASS Q 1-4 hours during sedation

4. If RASS goal is met, no changes in sedation or analgesia are needed

5. If RASS score below –3, ↓ sedation by 25-50%

6. If RASS score +1 to +2, ↑sedation by 25-50%

7. If RASS score +3 to +4, give midazolam 2-5 mg Q5-15 min and fentanyl 25-100mcg q15 min until RASS score is 0.  Then ↑sedation by 50-100%.

8. Pain should be assessed simultaneously to sedation assessment and below actions followed accordingly.




Pain Assessment

	Awake and Alert Patient
	Sedated Patient
	Action

	Numeric Rating Scale

Ask patient on a scale of 0-10 what they rate their pain

0 = no pain

10 = worst pain imaginable
	Behavioral-Physiological Indicators of Pain

Grimacing, frowning, tearing/crying, sweating

Tense, rigid, posturing, guarding

↑ Heart rate, blood pressure, respiratory rate

Restlessness, vocalizing 
	1. Assess pain and response to analgesia every 1-2 hours

2. If patient verbalizes or exhibits signs of mild pain (1-3/10), give bolus dose of analgesic.

3. If patient verbalizes or exhibits signs of moderate pain (4-6/10), give bolus dose and ↑ analgesic infusion rate or dose by 25-50%

4. If patient verbalizes or exhibits signs of severe pain (7-10/10), give bolus and ↑ analgesic infusion rate or dose by 50-100%

5. Assess response to dose changes 30 and 60 min after change made


Optional EPS prophylaxis


Diphenhydramine 25mg IVP Q 6 hours with haloperidol











