4.2.2
Sedation and Analgesia Guideline FAQ 
1) Which patients should be put on the protocol? 

Only mechanically ventilated patients – non-ventilated or extubated patients should not be receiving drugs according to the published guidelines. 

2) Should the nursing staff and I use the guideline for control of acute agitation? 

Yes, in ventilated patients, the addition of haloperidol (Haldol) is acceptable for delirium and agitation. Additional brief use of midazolam (Versed) can be good choices for control of acute agitation and can be ordered as a PRN medication.

3) Which drug should I select for sedation of ventilated patients? 

In the Society for Critical Care Medicine guidelines, intermittent lorazepam administration is considered the overall best choice for sustained sedation in the typical ICU patient.

For critically ill patients, continuous lorazepam infusion is the preferred starting agent; however, consider the following clinical characteristics when making your drug selection: 

Liver failure: Benzodiazepines may worsen hepatic encephalopathy and are best avoided in liver failure. The half-life of morphine is prolonged with cirrhosis, and fentanyl clearance is prolonged with poor hepatic blood flow (e.g. cirrhosis and liver congestion from cardiac failure). The metabolism of propofol is not significantly affected by liver insufficiency. 

Renal insufficiency: Morphine metabolites accumulate in renal failure patients with a creatinine clearance <50, while Fentanyl serum levels only accumulate to a clinically significant disease with end-stage renal disease. Neither propofol nor benzodiazepines are significantly affected by renal insufficiency. 

Need for frequent neurological assessments: Propofol is the best choice when repeated rapid awakening to a RASS of –1 or greater is required for neurological assessment.

Hemodynamic instability: Morphine is associated with hypotension and fentanyl may be a better choice in these circumstances. 

Alcohol Withdrawal: If scheduled benzodiazepines are desired for prophylaxis of delirium tremens, they should be ordered off protocol and preferably by an enteral route if the gastrointestinal tract is functioning. 

4) How does titration of the medications I choose work using the protocol? 

Titration is based on the targeted RASS score. Sedation and/or analgesics are adjusted up or down to meet this goal. 

For intermittent dosing, titration is as follows: 

·If undersedated, increase dose by 50% or shorten interval between doses 

·If oversedated, hold until at goal then decrease dose by 50% or lengthen interval between doses 

For continuous infusions 

·If undersedated, rebolus and/or increase drip rate by 50% 

·If oversedated, hold drip until at target then restart at 50% prior rate or consider intermittent dosing 

Note that nursing staff, while appropriately titrating the medication, may exceed the initial range of doses set by the protocol. 

5) What if the patient has been on Propofol for >2 days? 

In general, propofol should be transitioned to another sedative when used for > 24 – 48 hours, because of the risk of hypertriglyceridemia and nosocomial infection.

6) What is the maximum rate of administration of opiates or benzodiazepines 

Within the protocol, there is no set maximum. However, propylene glycol toxicity is associated with high-dose continuous infusion of lorazepam for greater than 48 hours. Guidelines have suggested doses ≥10 mg/hr are “high”.

7) What if the RASS target needs to be revised (up or down)? 

Please keep the RASS target current with the goals of patient care (e.g. once extubated, patients should not have a goal of RASS – 4 or –5, deep sedation) 



8) What happens when the patient is extubated? 

The guideline no longer applies once the patient is extubated.  It is only for intubated patients and should be discontinued by the physician following extubation.  Sedatives required after extubation are ordered in the standard fashion.

