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Sztuka sedacji w OIT

CEL: Komfort pacjenta i optymalizacja wentylacji

NIEWYSTARCZAJACA SEDACIA NADMIERNA SEDACIA

Dyssynchronia Przedtuzona wentylacja mechaniczna

V/Q mismatch
Wydtuzenie czasu hospitalizacji

Przypadkowa ekstubacja
Zwiekszone ryzyko powiktan Tolerancja, tachyfilaksja

Usuniecie cewnikow
Zespot odstawienny Majaczenie w OIT

Depresja uktadu krazenia, niedokrwienie
Depresja uktadu krazenia Immunosupresja

Pobudzenie, Swiadomos¢
Zaburzenia snu Zaburzenia funkcji pp

Post-traumatic stress disorder PTSD

Jacobi J, et al. CCM. 2002;30:119-141

Carrasco G. Crit Care. 2000;4:217-225

McGaffigan PA. CCN. 2002 ; Feb(suppl): 29-36




Strategie

Hutton B, Burry LD, Kaniji S, et al.
Comparison of sedation strategies for
critically ill patients: a protocol for a
systematic review incorporating
network meta-analyses. Systematic
Reviews. 2016;5:157.
doi:10.1186/s13643-016-0338-x.

Continuous dosing
(i.e. uninterrupted Protocolized sedation

v dosingA) (i.e. drug titration by
ICU nurses )

Daily sedation
interruption
(i.e. daily cessation
of sedation)

Usual care.

Analgesia-bzsed
sedation



Triada OIT

ICU TRIAD - PAD - Pain - Agitation - Delirium

Pobudzenie

Majaczenie




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

Preexisting mental impairment Withdrawal

Medical comorbidity
Severity of illness \\‘

Advanced age — . Substance opioids)
™ Deliium 55— abuseor

\ withdrawal
\ Noise
Sedatives
Elements of
routine ICU care
(e.g., turning, physical
therapy)
e

Endotracheal Pain Aglli:atlon;t
tube = unpleasan

from chronic
psychoactive
medications
(e.g., benzo-
diazepines,

Sleep
deprivation

Anxiety
«—(appropriate
or pathologic)

awareness
Tissue injury \Frustration
(e.g., surgery, trauma,
pressure areas)
Lack of
e Physical homeostasis

(e.g., thirst,
hunger, dyspnea)

access restraint

Affective component
(e.g., “this pain means ”
I’m more likely to die”) Inability to

. Ventilator
communicate

dyssynchrony




Sedacja?

Jaka?
Kiedy?

Dla kogo?
Brak sedacji...

Przytomny, wspotpracujacy pacjent nie
wymaga sedacji...




Oczekiwania autorow wytycznych...

PAD (2013)

DAS (2015)

eCASH (2016)

,Patients should be awake
and able to purposefully
follow commands in order
to paticipate in their care
unless a clinical indication
for deeper sedation exists.”

JThe critically ill patient
should be awake and alert,
without pain, anxiety, or
delirium. Ultimately, this
allows the patient to
actively participate in their
treatment and

recovery.”

,Priority of care: ideally,
patients should be
comfortable, calm and able
to cooperatively engage
with caregivers and family
at all times.”




PAD Guidelines




,These guidelines provide a roadmap for developing integrated,
evidence-based, and patient-centered protocols for preventing and
treating pain, agitation, and delirium in critically ill patients. ,

Special Article

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

Juliana Barr, MD, FCCM?Y; Gilles L. Fraser, PharmD, FCCM?; Kathleen Puntillo, RN, PhD, FAAN, FCCM?;
E. Wesley Ely, MD, MPH, FACP, FCCM* Céline Gélinas, RN, PhD"; Joseph F. Dasta, MSc, FCCM, FCCP%
Judy E. Davidson, DNP, RN’; John W. Devlin, PharmD, FCCM, FCCP? 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, FECCM"; Curtis N. Sessler, MD, FCCP, FCCM'%;
Brenda Pun, MSN, RN, ACNPY; Yoanna Skrobik, MD, FRCP?; Roman Jaeschke, MD*!

BarrJ Crit Care Med. 2013;41:263—-306.

DObjective: To revise the “Clinical Practice Guidelines for the Sus-
tained Use of Sedatives and Analgesics in the Critically Il Adult”
published in Critical Care Medicine in 2002.

Methods: The American College of Critical Care Medicine
assembled a 20-person, multidisciplinary, multi-institutional task
force with expertise in guideline development, pain, agitation and
sedation, delirium management, and associated outcomes in adult
critically ill patients. The task force, divided into four subcommittees,
collaborated over 6 yr in person, via teleconferences, and via
electronic communication. Subcommittees were responsible
for developing relevant clinical questions, using the Grading of
Recommendations Assessment, Development and Evaluation
method (http://www.gradeworkinggroup.org) to review, evaluate,
and summarize the literature, and to develop clinical statements
(descriptive) and recommendations (actionable). With the help
of a professional librarian and Refworks®™ database software,
they developed a Web-based electronic database of over
19,000 references extracted from eight clinical search engines,
related to pain and analgesia, agitation and sedation, delirium,
and related clinical outcomes in adult ICU patients. The group
also used psychometric analyses to evaluate and compare pain,
agitation/sedation, and delirium assessment tools. All task force
members were allowed to review the literature supporting each
statement and recommendation and provided feedback to the
subcommittees. Group consensus was achieved for all statements
and recommendations using the noeminal group technigue and the
modified Delphi method, with anonymous voting by all task force
members using E-Survey (http://www.esurvey.com). All voting

was completed in December 2010. Relevant studies published
after this date and prior to publication of these guidelines were
referenced in the text. The quality of evidence for each statement
and recommendation was ranked as high (A), moderate (B}, or
low/ivery low (C). The strength of recommendations was ranked
as strong (1) or weak (2), and either in favor of (+) or against ()
an intervention. A strong recommendation (either for or against)
indicated that the intervention’s desirable effects either clearly
outweighed its undesirable effects (risks, burdens, and costs)
or it did not. For all strong recommendations, the phrase “We
recommend ..." is used throughout. A weak recommendation,
either for or against an intervention, indicated that the trade-
off between desirable and undesirable effects was less clear.
For all weak recommendations, the phrase “We suggest ..." is
used throughout. In the absence of sufficient evidence, or when
group consensus could not be achieved, no recommendation (0)
was made. Consensus based on expert opinion was not used
as a substitute for a lack of evidence. A consistent method for
addressing potential conflict of interest was followed if task force
members were coauthors of related research. The development of
this guideline was independent of any industry funding.
Conclusion: These guidelines provide a roadmap for developing
integrated, evidence-based, and patient-centered protocols for
preventing and treating pain, agitation, and delirium in critically
ill patients. (Crit Care Med 2013; 41:263-306)

Key Words: agitation; analgesia; critical care medicine; delirium;
evidence-based medicine; GRADE; guidelines; intensive care;
outcomes; pain; protocols; sedation




2013 ICU PAD
Guidelines

Podsumowanie

PAIN

ASSESS assess pain =4 = /shift & pm

prefemred pain assessment tools:

* patient able to seli-report — NRS
(0—10)

* unable to self-repart — BPS (3-12)
or CPOT (0-8)

patient is in significant pain if NRS =4,
BPS =5, or CPOT =3

AGITATION

AS5e55 agitation, sedation =4 = /shift &
pm

preferred sedation assessment tools:

—RASS (-5t +4)or SAS (110 7)

—NMB — suggest using brain function
monitoring®

depth of agitation, sedation defined as:

—agitated If RASS = 1to 4, or SAS =
hio7

—awake and calm if RASS = 0, or SAS
=4

—lightly sedated if RASS = —11t0-2, ar
SAS =3

—deeply sedated it RASS = -3 t0 -5, or
SAS =112

DELIRIUM

assess delirium Q shift & pm
preferred delirium assessment tools:
* CAM-ICU {+ or-)

* |[CDSC (0 to 8)

delirium present it

* CAM-ICU is positive

* |[CDSC =4

TREAT treat pain within 30 min then reassess:

* nonpharmacological treatment —
relaxation therapy®

* pharmacological treatment:

—non-neuropathic pain — IV opioids =
nonopioid analgesics

—neurgpathic pain — gabapentin or
carbamazepin, + IV opioids

—5/p AAA repair, rib fractures —
thoracic epidural

targeted sedation or D51 (Goal” patient
purposely folfows commands without
agitation): RASS = —2to 0, SAS =
-4

* if under sedated (RASS =0, SAS =4)
assess/treat pain —» treat w/sedatives
pm (non-benzodiazepines: preferred,
unless ETOH or benzodiazepine
withdrawal is suspected)

* it over sedated (RASS «<—2, SAS <3)
hold sedatives until at target, then
restart at 50% of previous dose

* Teal pain as needed

* regrient patients; familiarize
surroundings; use patient’s
eyeglasses, hearing aids if needed

* phamacological treatment of delirium:

—avoid benzodiazepines unless ETOH or
benzodiazepine withdrawal is
suspected

—avoid rivastigmine

—avoid antipsychotics if T risk of
Torsades de pointes

PREVENT * administer preprocedural analgesia
and/or nonpharmacological

interventions (e.qg., relaxation therapy)

* treat pain first, then sedate

* consider daily SBT, earty mobility, and
exercise when patients are at goal
sedation level, unless contraindicated

* EEG monitoring it
—at risk for seizures

—burst suppression therapy is indicated
for T ICP

* identity delirium risk factors: dementia,
HTHN, ETOH abuse, high severity of
iliness, coma, benzodiazeping use in
those at T risk for delirium

* mobilize and exercise patients early

* promoie sleep (control light, noise;
cluster patient care activities;
decrease nocturnal stimuli)

* restart baseline psychiatric meds, it
indicated




Wyzwolenie z IT
ICU Liberation

‘I.IBERA'I'ION

PAIN

Assess pain =4'shift & pm
Preferred pain assessment tools:
# Patient able to self-report — MRS (0-10)
# |Jnable to self-report — BPS (3-12)

or CPOT (0-8)
Patient is in significant pain if NRS = 4,
BPS = 5,0r CPOT = 3

Treat pain within 30' then reassess:
* Non-pharmacologic treatment—
relaxation therapy
* Pharmacologic treatment:
— Mon-neuropathic pain — IV opicids
-+~ non-opioid analgesics
— Meuropathic pain — gabapentin or
carbamazepine, + IV opioids
— S/p AAA repair, rib fractures —
thoracic epidural

* Administer pre-procedural analgesia
and/or non-pharmacologic interventions
(e.g., relaxation therapy)

# Treat pain first, then sedate

ICU Pain, Agitation, and Delirium

AGITATION

Assess agitation, sedation =4x/shift & pm
Preferred sedation assessment tools:

* RASS (-5to +4)or SAS (1 to 7)

* NMB — suggest using brain function monitoring

Depth of agitation, sedation defined as:

* agitated if RASS = +1 to+4, or SAS = 5t0 7

* awake and calm ifRASS =0, or SAS =4

* [ghtly sedated if RASS = -1 10 -2, or SAS = 3

* geaply sedated if RASS =-31t0-5, or SAS =1t 2

Targeted sedation or DS (Goal: patient

purposely follows commands without agitation):

RASS =-2-0,5A5=3-4

 [f under sedafed (RASS =0, SAS =4)
assess/ftreat pain — treat w/sedatives pm
(non-benzodiazepines preferred, unless ETOH or
benzodiazepine withdrawal is suspected)

* |f over sedafed (RASS <-2, SAS =3) hold
sedatives until at target, then restart at
50% of previous dose

* Consider daily SBT, early mobility and exarcise
when patients are at goal sedation level, unless
contraindicated

* EEG monitoring if:

— at risk for seizures
— burst suppression therapy is indicated for ¢ ICP

Care Bundle

DELIRIUM

Aszzess delinum Q shift & prn
Preferred delirium assessment tools:
* CAM-ICU (+ or -)

* |COSC (010 8)

Delifum present if:
* CAM-ICU is positive
#|CDSC = 4

# Treat pain as needed
# Reorient patients; familiarize
surroundings: use patient's eyeglasses,
hearing aids if needed
* Pharmacologic treatment of delifum:
— Bwoid benzodiazepines unless ETOH or
benzodiazepine withdrawal is suspected
— Bwoid rivastigmine
— Avoid antipsychotics if 1 risk of
Torsades de pointes

# |dentify deliium risk factors: dementia,
HTN, ETOH abuse, high severity of illness,
coma, benzodiazepine administration

* Ayoid benzodiazepine use in those at ¢
risk for delirium

* Mobilize and exercise patients early

* Promote sleep (control light, noise; cluster
patient care activities; decrease nocturnal
stimuli)

* Restart baseline psychiatric meds, if
indicated



DAS Guidelines




Sedation

[ Diagnosis/Indication ]

[ target: alert patient ]
RASS 0/-1

N
Contraindication for alertness?

e.g.
intracranial hypertension

Defintion of
target-RASS Target-RASS 0/-1
(avoid deep
sedation) \_ y,
ﬁﬁ_
Actual RASS
Target-RASS
Actual RASS  Actual-RASS
> <
v Target-RASS  Target-RASS
| E—
o 4 ~
monitoring Differential diagnosis,
(EEG/EMG-based) coma, L _
neuromuscular
diseases
~ y
_ |
Symptom-based
therapy

Delirium

[ Diagnosis/Indication J

[ target: no delirium ]

[ Actual RASS ? ]

h 4

Requirements fulfilled?
RASS = -2

W . W
Interruption |
of sedation I Validated scale
.. CAM-ICU
Icosc

Pain

[ Diagnosis/Indication ]

——

target: score-

dependent ] \

W

Self-assessment possible?

NO (e.q. delirium-score positive

Self-assessment: e

Validated scale ::_:T
3
2
3
L=l o BRS/BPS-NI
Alrerrative: =2 croT
FPS-R "g’i
=
7

A

Subjective pain-associated criteria (e.g. physiclogical
parameter):
Can be used in addition

Assessment and documentation on demand at least once per shift (every 8 hours)

Ger Med Sci. 2015; 13: Doc19.



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4645746/

RASS

Richmond Agitation Sedation Scale

OCENA STANU SWIADOMOSCI - RASS

I .

+4  agresywny Walczacy z personelem, stanowi dla niego
zagrozenie.

+3  bardzo pobudzony Prébuje usuwac wkiucia lub cewniki,
agresywny.

Czeste niecelowe ruchy, brak wspétpracy
pacjenta z respiratorem.

b ;
Zaniepokojony lu Iekllwvbez

Jesli RASS wiekszy lub rowny ,~3" nalezy rozpocza¢ CAM-ICU
(wynik pozytywny lub negatywny?)

Jesli RASS na poziomie =4 lub =5 -> WSTRZYMA)
MONITOROWANIE (pacjent nieprzytomny),
SPRAWDZ PONOWNIE pézniej




Non-pharmacological interventions:

- Adjust respirator and treat dyspnea

- Surrounding factors (sound, light, privacy, reorientation-assists)
- Physiotherapy, occupational therapy

- Cognitive stimulation, psychological/psychiatric assist

- Measures to promote sleep (reduction of light and noise, p.r.n. provide earplugs
and sleep mask, if required by patient)
- Early enteral feeding, short fasting times

RASSO/-1 & L cytoff & RASS>00d. -2

-
Disturbance of < I )
Consciousness neg. ~ o
PAIN
> Cuto
persistant: RASS <-1
Sedation interruption | RASS 2 -2 Delirium- < P Adjust
Ensure analgesia screening 23 analgesia
N\
.0
o pos. Observational SO
v > PAIN
g A
o)
[ actual-RASS 5
o
assessment S
| \ 4
(_targetRASSO/-1 | Target analgesia v/ Target analgesia v/ Target Analgesia v/
Delirium negativ Delirium positiv Delirium negativ (
e RASS = 0/-1 (RASS 2 -2) RASS # 0/-1 J
AR Indication for o ALUATIO ol
sedation? WV
"
4 _/ /Quallfy symptoms: \ /Pharmacologlml therapy \
\/ . Psychiotic symptoms/hallucinations: score (Delirium Detection Sore; . Neuroleptics (Haloperidol,
Chose treatment Delirium Rating Scale-98R), clinical examination Risperidon, Quetiapin, Olanzapin)
e Circardian rhythm: polysomnography +  Melatonin
N7 anxiety: score (Faces Anxiety Scale) +  Benzodiazepines

1. Choice: Propofol + analgesia & stress: vegetative reaktions, clinical examination / K Alpha 2-Agonists (Clonidine,
option: volatile+ analgesia Dexmedetomidine;
option: midazolam+ analgesia (

Evaluate cause/Differential diagnosis
+ apparative monitoring (avoid burst-

suppression) «  Consider individual medical history, differential diagnosis:
+ documentation of indication » CNS disturbance, infection, withdrawal, hypoxia, anemia, intoxication, medication, etc.
+ stop as soon as possible . Check other first-line symptoms (nausea, urinary retention, respirator asynchrony, position)

+ Consider daily sedation interruption

E Ger Med Sci. 2015; 13: Doc19.



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4645746/

eCASH




Wczesne zapewnienie
komfortu poprzez
analgezje, minimalng
sedacje i maksymalnie
carly Comfort using humanitarng opieke

Analgesia minimal Sedatives
and maximal Humane Care




P ri O rytety I(‘ | N | czne Intensive Care Med. 2016; 42: 962-971.

= Wczesny komfort z minimalng sedacja = Early comfort with minimal sedation

= Wczesna resuscytacja = Early resuscitation

= Wczesne leczenie sepsy = Early sepsis management

= Wczesna wentylacja oszczedzajgca ptuca = Early lung-protective ventilation strategy.

= eCASH — gtdwne znaczenie ma:
= komfort
" analgezja
" minimalna sedacja
= opieka skoncentrowana na pacjencie



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4846689/

Early Comfortable
implementation Cooperative and » Opioids
Calm » Multimodal opioid

sparing adjuvants

Pain

Humane Anxiety
person/family- Agitation
centred Delirium
Immobility

* Mobilisation
* Sleep promotion
* Environmental
modulation
* Family engagement
\_ .

Fig. 1 The eCASH concept: early implementation to manage and prevent pain, anxiety, agitation, delirium and immobility and facilitate patient-
centred care. (#Moderate or deep sedation remains relevant for some situations, including the management of severe respiratory failure with ven-
tilator—patient dyssynchrony, prevention of awareness in patients receiving neuromuscular blocking agents, status epilepticus, surgical conditions
necessitating strict immobilization and some cases of severe brain injury with intracranial hypertension)

Sedatives
minimised and
targeted

Avoid unjustified deep
edation#
» Sedative titration to pre-
specified goal

Intensive Care

Med. 2016; 42:
962-971.



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4846689/

Potencjalne problemy zwigzane z gteboka sedacjg

Utrata kontaktu z cztowiekiem

Depresja oddechowa

Dysfunkcja przepony zwigzana z unieruchomieniem

Dziatanie kardiodepresyjne, niestabilnos¢ hemodynamiczna

Zaburzenia mikrokrazenia

. Zaburzenia czynnosci jelit — niedroznos¢ porazenna
Gfe b O ka Se d a CJ a Mikroaspiracja do drég oddechowych

Zwiekszone ryzyko zapalenia ptuc

Zwiekszone ryzyko zylnej choroby zakrzepowo-zatorowej

Zwiekszone ryzyko odlezyn

Majaczenie

Ryzyko ostabienie nabyte w OIT (ICU-acquired weakness)

Zaniki miesniowe

Immunosupresja

Przedtuzona wentylacja mechaniczna/opdznione odzwyczajanie od respiratora

Wydtuzenie hospitalizacji w OIT i dtugosci pobytu szpitalnego

Przetrwate ubytki neurologiczne/zaburzenia poznawcze

. 2016; 42: 962-971.

Przewlekte zaburzenia psychologiczne/PTSD

Koszty



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4846689/

= Leczenie ciezkiej niewydolnosci oddechowej

z dyssynchronig

Dla kogo gteboka
sedacja?

= Zapobieganie przytomnosci podczas podazy lekow

zwiotczajgcych
= Status epilepticus

= Leczenie chirurgiczne wymagajgce bezwzglednego

unieruchomienia

= Niektore przypadki ciezkiego uszkodzenia mdzgowia
. 2016; 42: 962-971. ] ] .
z nadcisnieniem srodczaszkowym



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4846689/

eCASH: Analgezja zamiast sedacji w OIT

Kategoria bélu

Bol przewlekty przed OIT

Przyktady

B4l neuropatyczny

Podejscie terapeutyczne

Dotychczasowe leczenie
(gabapentyna, amitryptylina)

Gabapentyna, amitryptylina

Uzaleznienie od opioidow Opioidy dtugodziatajgce Metadon
Leki oszczedzajgce opioidy Paracetamol
Ostry bdl zwigzany z aktualng Uraz miesniowo-kostny Staty/przerywany wlew FNT/RFNT/MEF?
chorobg opioidow, PCA
Operacja Leki oszczedzajgce opioidy Paracetamol
Adiuwanty Ketamina

B4l trzewny/zmiany zapalne

Dexmedetomidyna

Staty bdl zwigzany z
procedurami w OIT/dyskomfort

Nietolerancja ETT
Wentylacja mechaniczna

Sztywnosc¢ stawow

Staty/przerywany wlew
opioidow
Leki oszczedzajgce opioidy

FNT/RFNT/MF?

Ketamina
Dexmedetomidyna

Przerywany bdl zwigzany z
procedurami w OIT

Drenaz j. optucnej
Tracheostomia

Bolusy opioidéw
Analgezja miejscowa

FNT
Blokada



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4846689/

Prowadzenie chorych bez sedacji
Strom T et al., Lancet 2010; 375:475-480.

*  Grupy: Brak sedacji vs Propofol/Midazolam

*  Bolus MF w obu grupach (open label)

* Brak sedacji jest mozliwy, jedynie 18% chorych nie tooc!eruje
*  Wyniki:
11 ilosci dni wentylacji (4 dni, p=0.019)
{ dtugosci pobytu w OIT (9 dni)/szpitalu
0 Smiertelnosci (22% vs 38%, p=0.06)
Bez wptywu na PTSD (follow-up study)
{l czestosci wystepowania ARF

No sedation

care unit (%)

754

Reduced ICU LOS by 9.7 days (=0.02)

Patients remaining in intensive
e
v

| | 1
0 10 20 28
Time (days)

Number at risk
Nosedation 55 26 13 12
Sedation 58 38 20 15




NO BENZO World vs MINIMAL BENZO World

= Wycofanie benzodiazepin z repertuaru sedacji jest przedwczesne...

= Znaczgco zmalato znaczenie benzodiazepin jako lekdw pierwszego rzutu w sedacji

= Jesli uzywamy benzodiazepin — bolusy zamiast wlewu iv — wlew iv jest czynnikiem ryzyka majaczenia.

= Benzodiazepiny powinny by¢ zarezerwowane dla specjalnych wskazan:
" niepamiec podczas procedur inwazyjnych
" napad drgawek
= zespoty odstawienia alkoholu/majaczenie alkoholowe
" pobudzenie nie do opanowania (intractable agitation)
= opieka paliatywna

= ciezkie patologie mdzgowia .
Intensive Care Med. 2016; 42: 962-971.



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4846689/

Crit Care Med. 2013 Sep;41(9 Suppl 1):S30-8. doi: 10.1097/CCM.0b013e3182a16898.
Benzodiazepine versus nonbenzodiazepine-based sedation for mechanically ventilated, critically ill adults:

a systematic review and meta-analysis of randomized trials.
Fraser GL!, Devlin JW, Worby CP, Alhazzani W, Barr J, Dasta JF, Kress JP, Davidson JE, Spencer FA.

Metodyka: analiza baz CINAHL, MEDLINE, Cochrane i literatury z bazy danych American College of Critical
Care Medicine's Pain, Agitation, Delirium Management Guidelines od 1996 do 2013.

Wyniki: 1,235 pacjentow, 6 badan (midazolam vs dexmedetomidyna (n = 3), lorazepam vs
dexmedetomidyna (n = 1), midazolam vs propofol (n = 1) i lorazepam vs propofol (n = 1).
= Strategia sedacji bez benzodiazepin (NON-BENZO vs BENZO) byta zwigzana z:

= grgéc)%z%m pobytem w OIT (n = 6 badan; réznica = 1.62 d; 95% Cl, 0.68-2.55; 1 = 0%; p =

= Krotszym czasem wentylacji mechanicznej (n = 4 badan; réznica = 1.9 d; 95% Cl, 1.70-
2.09; 12 = 0%, p < 0.00001)

: goldgc;bna czestoscig majaczenia (n =2; RR=0.83;95% Cl, 0.61-1.11; 12 = 84%; p =

= Podobng Smiertelnoscig krotkoterminowa (n =4; RR =0.98; 95% Cl, 0.76-1.27; 12 =
30%; p = 0.88).

WNIOSKI: Sedacja oparta o dexmedetomidyne lub propofol moze skrocic czas leczenia w OIT i czas
wentylacji mechanicznej.



https://www.ncbi.nlm.nih.gov/pubmed/23989093
https://www.ncbi.nlm.nih.gov/pubmed/?term=Fraser GL%5BAuthor%5D&cauthor=true&cauthor_uid=23989093
https://www.ncbi.nlm.nih.gov/pubmed/?term=Devlin JW%5BAuthor%5D&cauthor=true&cauthor_uid=23989093
https://www.ncbi.nlm.nih.gov/pubmed/?term=Worby CP%5BAuthor%5D&cauthor=true&cauthor_uid=23989093
https://www.ncbi.nlm.nih.gov/pubmed/?term=Alhazzani W%5BAuthor%5D&cauthor=true&cauthor_uid=23989093
https://www.ncbi.nlm.nih.gov/pubmed/?term=Barr J%5BAuthor%5D&cauthor=true&cauthor_uid=23989093
https://www.ncbi.nlm.nih.gov/pubmed/?term=Dasta JF%5BAuthor%5D&cauthor=true&cauthor_uid=23989093
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kress JP%5BAuthor%5D&cauthor=true&cauthor_uid=23989093
https://www.ncbi.nlm.nih.gov/pubmed/?term=Davidson JE%5BAuthor%5D&cauthor=true&cauthor_uid=23989093
https://www.ncbi.nlm.nih.gov/pubmed/?term=Spencer FA%5BAuthor%5D&cauthor=true&cauthor_uid=23989093

Authors (Year) Design (Number) Time to randomly Main inchision Patients/intervention versus control Time on treatment i ; outc Main results
assign
Mehta of al. [37] Multicenter RCT open-label  1to 4 days Ventilated =48 hours Medical 80%+, DSI + PS versus PS. All patients received  Until extubated median 7 days ighe to extubation No difference in outcomes
(2012) (423) MDZ and received SBT.
Takob ef al. [27] Multicenter two RCTs 48 hours of sedation  Ventilated =48 hours Medical Surgical and Trauma Median 42 (23-72) hours for at target sedation No difference in primary outcome.
(2012} Double-blind Dex versus MDZ and Dex S-3tol Shorter time to
(998, 2 studies) Dex versus Propofol. All patients DSI, SBT extubation
Strem et al. [14] single-center Unblinded RCT 24 hours after Ventilated =24 hours General ICU patients Morphine versus propofol (first 48 Not given. Study staff Ventilator-free days at 28 More ventilator-free days, shorter
{2010y {140 but 113 analyzed) infubation hours) then MDZ. DSI conducted in all patients intervened 2-5 days days after intubation ICU and hospital stays
Treggiari ef al. [33] Single-center Open-label RCT Upto 3 days Ventilated =12 hours Mainly post-surgical (80%+) Light sedation versus deep  Mean days Light 2.9 versus Post-traumatic stress at 28 Trend to lower post-traumatic stress
(2009} (129) sedation using Ramsay scale deep 3.3 days
Skrobic ef al. [31] Single-center Pre and post 24 hours after ICU Admitted =24 hours Protocolized analgesia and sedation with Through ICT stay Sedative and analgesic Shorter ICU and hospital stays, less
(2010} (372 and 561) admission non-pharmacologic mtervention (music) needs sub-syndromal delirum
Riker ot al [26] Multicenter RCT double-blind Up to 96 hours Ventilated =24 hours Medical 85%+ Dex versus MDZ, rescue MDZ Sedation  Median days Dex 3.5 (2-3.2) Time in target RASS —2 to | No difference in RASS range.
(2000} (375at2:1) titration to RASS versus MDZ 4.1 (2.8-6.1) +1 Shorter ventilation time and less
Fentany] opioid of choice delirium
Girard ef al. [30] Multicenter RCT Unblinded 2.2 to 4 davs Ventilated =12 hours General ICU SAT and SBT verszus usual sedation care and Time to pass SBT 3.8 (1-14), BP Ventilator-free days More ventilater-free days and lower
{2008) (335) SBT Research personnel involved (1-11) 12-month risk of death
De Wit ef al. [353] Single-center RCT unblinded  Not reported Ventilated in medical ICU  Medical respiratory ICU DSI versus sedation protocol 6.7 (4-10) days Ventilation time Terminated early; higher mortality
(2008) {74 longer vent time
Bucknall ef al. [32] Single-center RCT unblinded  Not reported Ventilated in ICU Medical/surgical/trauma Ventilation hours 79 protocol 54 Ventilation time Mo difference in outcomes
{2008) (312) PS versus usual sedation practice control
Pandharipande ef al.  2-center RCT double-blind 48 hours after Ventilated =24 hours Medical 70%+/surgical Dex versus lorazepam Rescue 5 (2-6) Dex versus 4 (2-6) Delirium-free days, Higher coma-free days but no effect
[40] (2007 {106} mechanical propofol and fentanyl lorazepam coma-free days on delirium
ventilation
Carson ef al. [25] 2-center RCT Open-label 1.5 days onaverage  Ventilated =48 hours + Medical ICU patients Lorazepam boluses versus propofol Not reported. Ventilation times Shorter ventilation time and ICTU
(2006} (132) over 56 months after ventilation lorazepam >10mghour  infirsion with DSI 5.8 versus 8.4 days lorazepam stay, more ventilation-free days
Eress af al [34] Single-center RCT unblinded  Ventilated patients Ventilated =48 hours and ~ Medical ICT DSI started 48 hours after enrollment versus  Not reported. Ventilation times Reduced ventilation time and ICTT
{2000} (128) sedated usual care. Research personnel mvolved 4.0 versus 7.3 days stay
Brook ef al. [30] Single-center RCT unblinded  Ventilated and in ICU  Ventilated >24 hours Medical ICT patients sedated with lorazepam. Nurse- 3.5 (4) days in protocol versus Shorter ventilation time and ICTU
(1990} (321) =24 hours implemented PS versus usual care 5.6 (6.4) days controls stay




Podsumowanie - sedacja

= Leczenie bolu ma pierwszenstwo przed sedacja.

= Maksymalizacja strategii sedacji bez benzodiazepin: MINIMAL BENZO Strategy

= Otymalizacja stosowania dozylnych opioidéw w leczeniu bdlu.
= Przy ptytkiej sedacji rozwaz dexmedetomidyne.

= Przy gtebokiej sedacji rozwaz propofol.

=Nie kazdy pacjent wentylowany mechanicznie musi mie¢ dozylny wlew opioiddow i/lub lekéw sedatywnych po intubaciji.

= Stosowanie boluséw powinno wyprzedzaé rozpoczecie wlewu dozylnego lub zwiekszenie przeptywu wlewu opioidéw lub
lekow sedatywnych.




Delirium OIT




Spot delirium in the spot...

Majaczenie (ang. delirium), czyli zespot
majaczeniowy to zaburzenie Swiadomosci
cechujace sie nagtym poczatkiem

i zmiennym przebiegiem zaburzen uwagi,
ktoremu towarzyszy albo zmiana postrzegania
albo staty niepokad;.

Uposledzona jest zdolnos¢ pacjenta do:
> odbierania
° przetwarzania

° przechowywania

° przywotywania informacji




Skala problemu

Czestosc!:

o 50% do 80% pacjentow wentylowanych mechanicznie
0 20% do 50% pacjentow bez wentylacji mechanicznej

Smiertelno$é?:
o Kazdy dzien majaczenia zwieksza ryzyko zgonu po roku o 10%
Problemy 34:
o Zaburzenia poznawcze — majaczenie w OIT to niezalezny czynnik ryzyka
o 34% pacjentow jak po urazie gtowy (TBI)

0 24% pacjentow ma wyniki zblizone do tagodnej choroby Alzheimera




Czy majaczenie ma znaczenie?

No of events/total
H H H H Study or Subgroup Patients with Patients Mantel-Haenszel Weight Mantel-Haenszel
Wystgpienie majaczenia w OIT oznacza... random risk (9 randomrisk
ratio (95% Cl) ratio (95% Cl)
Almeida 2014 110/161 3/9 P 3 2.05 (0.81t0 5.19)
. . Va . 7 . . H
™ ( ) Dubois 2001 6/38 24/160 —t—= 3 1.05(0.46t02.39)
ZWIekszenle SmlerteInOSCI trzykrOtnle Ely 2004; Milbrandt 2004 27/183 1/41 -——f——*—— 1 6.05 (0.85 to 43.25)
Kishi 1995 9/38 49/200 —n— 4  0.97 (0.521t0 1.80)
. . , . . . Klein 2014 94/558 40/554 —- 6  2.33(1.64103.31)
=zwiekszenie dtugosci leczenia w OIT (8 vs. 5 dni) Lat 2009 15/84 6/50 e 3 149062103.59)
Lin 2004 14/22 26/80 —ql— 5 1.96 (1.25 to 3.06)
Lin 2008 21/31 38/120 -0— 6 2.14 (1.50to 3.06)
. . y ) . . .o . Marquis 2007; Ouimet 2007a 96/189 98/348 I 6 1.80 (1.45t0 2.24)
=zwiekszenie dtugosci hospitalizacji (21 vs. 11 dni) Mabixa6tA i S 5 e ¢ d0mbIG
Micek 2005 14/44 8/49 4 1.95 (0.90 to 4.20)
Ouimet 2007b 76/243 128/521 =N 6  1.27 (1.00t0 1.62)
n 5 H H H H ( H ) Page 2009 8/22 5/49 — 3 3.56 (1.31109.67)
wydtuzenie okresu wentylacji mechanicznej (9 vs. 4 dni g on i o= | EpEao
Ranhoff 2006 26/117 14/284 :—— 4 4.51 (2.44 10 8.32)
. . Roberts 2005 19/84 20/101 —--—:: 4 1.14 (0.65 t0 1.99)
=zwiekszone koszty (koszty OIT zwiekszone 1.6 x) salluh 2010 1875 13/157 o 4 25015010560
Serafim 2012 7143 177422 - 3 4.04 (1.78to0 9.20)
Sharma 2012 36/75 0/65 —- 1 63.39(3.97101012.88)
. . .o e e Shehabi 2010 69/228 15/126 — 5 2.54 (1.52to 4.25)
=ostabienie funkcji poznawczych przy wypisie (10 x) ShBREI0S frm s = 3 1200430330
Thomason 2005 24/125 8/136 —1-0— 4 3.26 (1.52 to 7.00)
Tomasi 2011 10/43 13/119 e 4 2.13(1.01to 4.49)
n H H H ( ) Tsuruta 2010 2/21 0/82 = > 1 18.86(0.94 to 378.80)
dtugotrwate ostabienie funkcji poznawczych (1 na 3 chorych el s e B i
Van den Boogaard 2010 54/332 80/1408 —_— 6 2.86 (2.07 to 3.96)
. . . , . . . . Van den Boogaard 2011 73/411 40/1202 e 5  5.34(3.36107.72)
"przeniesienie do osrodka opieki dfugoterminowej Van Rompaey 2009 31155 136 2 178(0.40t07.89
Total (95% Cl) 910/3703 701/6953 E 2 100 2.19 (1.78t0 2.70)
Test for heterogeneity: t°=0.18, °=96.96, df=27, P<0.001, I’=72%
Test for overall effect: z=7.34, P<0.001 0.02 0.1 0 10 50
Without With
delirium delirium




Dlaczego pacjent ma delirium?

» Nie $pi od wielu dni

» Ma zaburzony cykl dobowy

» Dostaje wiele lekéw dziatajacych na OUN ( w tym antybiotyki)
» Boli go wszystko (+hiperalgezja)

» Stale czuje niewygode

» Wszystko wokot jest gtosne

» Dni s3 monotonne

» Nie ma rodziny

» Nie ma nikogo bliskiego

» Ludzie wokdt sg anonimowi




Risk factors for ICU-delirium LoE GoR
1.1
<mghout the ICU stay, we recommend the regular evaluation of the fﬂlldwiﬂ@ [8] 1a A
factors 18—
» Baseline factors (comorbidities, preexisting cognitive decline (84-86), chronic [84-86]
pain, severity of illness, preexisting immobility) 2b, 1b,
« Treatment associated factors (surgical intervention, use of anticholinergic drugs 1b
or benzodiazepines (34, 87-88), depth and duration of sedation, mechanical
ventilation) [34, 87-
« Psychological, social, environmental, and iatrogenic factors SE] :E
DAS - Wytycz n e Prevention and risk reduction LoE GoR
2.1
We do not suggest the routine administration of a pharmacological prophylaxis for delirium | [89-98] B
(89-98). 2b, 2b,
2b, 2b,
2b, 1b,
H Va 1b, 1b,
Czynniki ryzyka gt
. . 22
M on |to rowanie In patients at high risk for delirium, a low-dose haloperidol prophylaxis may be considered | [99] 2b 0
(99).
Unikanie nadmiern € ((Excessive sedation of patients shall be avoided (23). [23]1b | A
seqda CJ | e recommend the routine use of non-pharmacological preventive str@r all ICU- | [100]1a | A
pa = [21] 1b
. e  During the day we recommend a stimulating environment with early [95] 1b A
Interwencje mobilization(85) and reorientation (101) (with visual aids, hearing aids, [101] 1b
. . communication, and daylight)
ni efa rma kO I ogliczne « At night we recommend a sleep-promoting environment with (102) light and | [102]2b | A
noise reduction, available earplugs and sleep masks.
Upgrading: clinical relevance, feasibility

Ger Med Sci. 2015; 13: Doc19.



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4645746/

Crit Care Med. 2015 Jan;43(1):40-7.

A systematic review of risk factors for delirium in the ICU.
Zaal lJ, Devlin JW, Peelen LM, Slooter AJ.

doi: 10.1097/CCM.0000000000000625.

Zrédto: CINAHL, EMBASE, MEDLINE, Cochrane Czynniki ryzyka
Central Register for Controlled Trials, Cochrane Wiek

Database of Systematic Reviews Otepienie
Nadcisnienie

Wybor badan: Badania opublikowane od roku
2000 do lutego 2013, pacjenci w OIT,

Uraz lub pilna operacja przed OIT
Punktacja APACHE Il

z wytgczeniem kardiochirurgii Wentylacja mechaniczna

Kwasica metaboliczna

Wyniki: 33 badania, 70% wysokiej jakosci - R

Czynniki ryzyka: 10 silnych czynnikéw ryzyka Spigczka

Dysfunkcja wielonarzagdowa



https://www.ncbi.nlm.nih.gov/pubmed/25251759/
https://www.ncbi.nlm.nih.gov/pubmed/?term=Zaal IJ%5bAuthor%5d&cauthor=true&cauthor_uid=25251759
https://www.ncbi.nlm.nih.gov/pubmed/?term=Devlin JW%5bAuthor%5d&cauthor=true&cauthor_uid=25251759
https://www.ncbi.nlm.nih.gov/pubmed/?term=Peelen LM%5bAuthor%5d&cauthor=true&cauthor_uid=25251759
https://www.ncbi.nlm.nih.gov/pubmed/?term=Slooter AJ%5bAuthor%5d&cauthor=true&cauthor_uid=25251759

Acute Kidney Injury as a Risk Factor for Delirium and Coma
during Critical lliness; Siew et al.; Am J Respir Crit Care Med.
2016 Nov 17/.

Cel: Ocena zwigzku pomiedzy AKI a majaczeniem i $pigczkg u ciezko chorych dorostych w OIT.
Prospektywne badanie kohortowe — pacjenci OIT z niewydolnoscig oddechows i/lub wstrzgsem.

AKI réznica pomiedzy codziennym poziomem kreatyniny a poziomem wyjsciowym (baseline and peak serum
creatinine) — staging wg KDIGO.

Stan umystowy (norma vs. delirium vs. $pigczka) — codziennie ocena wg CAM-ICU i RASS.

Wyniki: 466 pacjentow

Stage 2 AKI — czynnik ryzyka majaczenia (OR: 1.55, 95% Cl: 1.07, 2.26) i $pigczki (OR: 2.04, 95% Cl: 1.25, 3.34)
Stage 3 AKI — czynnik ryzyka majaczenia (OR: 2.55, 95% Cl: 1.57, 4.16) i Spigczki (OR: 3.34, 95% Cl: 1.85, 6.03).

Codzienny szczyt stezenia kreatyniny (wzgledem poziomu wyjscioewgo) — czynnik ryzyka majaczenia (OR: 1.35, 95%
Cl: 1.18, 1.55) i $pigczki (OR: 1.44, 95% CI: 1.20, 1.74).

Whioski: Ostre uszkodzenie nerek jest czynnikiem ryzyka majaczenia i Spigczki podczas ciezkiej choroby.



https://www.ncbi.nlm.nih.gov/pubmed/27854517

Monitorowanie

PAD GUIDELINES Barr J et al., Clinical practice guidelines for

the management of pain, agitation
and delirium in adult patients in the intensive
care unit.

3b. Wykrycie i monitorowanie delirium
i. Zaleca sie rutynowe monitorowanie delirium u dorostych pacjentow w OIT (+1B).

ii. Metoda Confusion Assessment Method for the ICU (CAM-ICU) i Intensive Care Delirium Screening Checklist (ICDSC) to najlepiej zwalidowane
i wiarygodne narzedzia do monitorowania u dorostych pacjentéw w OIT (A).

iii. Rutynowe monitorowanie delirium w OIT jest wykonalne w praktyce klinicznej (B).

DAS GUIDELINES

Monitoring of delirium LoE GoR
4.11
We recommend the regular, targeted screening for delirium with a valid and reliable [4] 1b A
delirium scale (4, 118-120) (e.g., the Confusion Assessment Method for the Intensive [118] 2b
Care Unit [CAM-ICU], or the Intensive Care Delirium Screening Checklist [ICDSC]). [119] 2b
[120] 2b
412
We recommend the documentation of the delirium screening results at least once per shift [82] 1a A G dSci. 2015: 13 9
(generally every 8 hours) (82, 121). [121] 1b er Med Sci. 2015; 13: Docl?.



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4645746/

1. Nagly poczatek lub niestabilny przebieg stanu

swiadomosci. . - CAM-ICU ujemne
Czy wystapita nagla zmiana stanu swiadomosci w stosunku do stanu

wyjsciowego? LUB Czy stan swiadomosci zmieniat si¢ w przeciagu

ostanich 24 godzin?

Brak DELIRIUM

2.Niemoznos$¢ skupieniauwagi:

“Prosze scisnij moja dfon kiedy ustyszysz literg A.”

e e S GhICEIIomg
" Brak DELIRIUM

Btedy: brak sciskania dioni na litere_‘A’ & scisnigcie na litere inng niz ‘A’.
Jesli pacjent nie jest w stanie wykonac testu ze stowami - Pokaz obrazki

CAM-ICU

3. Zmieniony stan §wiadomoéci. RASS wiecej AM-ICU dodatnie€
Aktualna punktacja wskaliRASS " niz zero DELIRIUM obecne
‘ RASS = zero
4.Zdezorganizowany tok myslenia: /

Czy kamien ptywa po wodzie? > 1 biad
Czy ryby sq w morzu?

Czy jeden kilogram wazy wiecej niz dwa?

Czy do wbijania gwozdzia uzywa sie miotka?

Polecenie: “Prosze pokaza¢ mi tyle palcow ile ja pokazuje” (Podnies 2 palce)
“Teraz zrob to samo z drugq reka” (Nie demonstruj)
LUB “Pokaz jeszcze jeden palec” (Jesli pacjent nie jest w stanie rusza¢ obydwoma ramionami)

CAM-ICU ujemne

Brak DELIRIUM

WESER N €] P
Www.proicu.pl J v



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4645746/

/dominowac i zwigzac...




Zaangazuj
rodzine

Wczesne
uruchomienie

Interwencje
W

majaczeniu

Ogranicz ilos¢
bodzcow




STOP - T.H.LN.K. - LASTLY MEDICATE

STOP — odstaw wszystkie leki dziatajgce prodelirycznie/uwzglednij zespoty odstawienne
Benzodiazepiny - Leki antycholinergiczne (metoklopramid, H2-blokery, prometazyna, diphenhydramina), Sterydy

Toksyny: zastoinowa niewydolnos¢ kragzenia, wstrzgs, odwodnienie, leki wywotujgce delirium, nowa niewydolnosé
(watroby, nerek)

Hipoksemia

Infekcje/sepsa, Zapalenle, Unieruchomlenie, czy jest nowa Infekcja szpitalna?

Niefarmakologiczne interwencje: wczesne uruchomienie/wczesne ¢wiczenia, aparat stuchowy, okulary, orientacja w
przestrzeni i czasie, higiena snu, muzyka, kontrola hatasu

K+ oraz inne zaburzenia elektrolitowe i metaboliczne

LASTLY MEDICATE
Klasyczne leki przeciwpsychotyczne - Atypowe leki przeciwpsychotyczne - Alfa-2 agonisci




Interwencje
W leczeniu
delirium

American Geriatric Society 2014
Guidelines. ] Am Geriat Soc.
2016;63(1):142-150.

Inouye SK N Engl J Med.
1999;340(9):669-676.

McNamara L. Am J Crit Care.
2008;17:576

Wczesne uruchomienie i rehabilitacja

Poprawa jakosci snu (niefarmakologiczna/higiena snu)

Redukcja lekdw niepotrzebnych i deliriogennych

Reorientacja w miejscu/czasie/przestrzeni/chorobie

Adekwatna oksygenacja

Strategia leczenia bélu

Leczenie zaburzen przewodu pokarmowego (biegunki/zaparcia)

Adekwatne zywienie i wyréwnanie jonowe

Przywracanie zmystéw (wzrok/stuch)

Stymulacja poznawcza/rehabilitacja umystowa



Leczenie majaczenia - farmakologiczne

Klasyczne leki przeciwpsychotyczne:
Haloperidol 2.5-5.0 iv do momentu opanowania pobudzenia

Haloperidol 2-5 mg do sondy/po co 6 godzin

Atypowe leki przeciwpsychotyczne
Kwetiapina (Ketrel) 2 x 50 mg do sondy/po

Alfa-2 agonisci
Dexmedetomidyna
Dawka nasycajgca 0.7 ucg/kg/h

Dawka podtrzymujgca 0.2-1.4 ucg/kg/h Leczenie bolu !
Klonidyna FNT, Remifentanyl, MF
0,1mgco8h Adiuvanty




PROTOKOL POSTEPOWANIA W MAJACZENIU

| RASS / CAM-CU /ICD 10
l RASS 0 | l . I RASS
Bez cech delirium ‘ wlum obecne Alub-5 )

Wyeliminuj leki ‘

Czy pacjent wymaga

prodeliryczne gtebokiej sedacji?

Ocenaco12h W

-

Postepowanie
niefarmakologiczn

l tak |  nie
+2dn+4 ﬁ l -1dn-3 |
@ o oy | |
r nie |
J :

| sadal::jf;
sada::jf;

Midanium i n.r g
| * Proba Ocena co Dcena oo
~ CPAP 12 h
! §
ni Regularnie
MFE FMT, RFNT Propofol 20-50 mg iv Dernalclljetn [r;ldlmauz - 1.1ucgfhkg.|'h iv -y
: Haloperdel 2.5 do 5 mgiv Halopendol 2-5 mg oo 6 —& h ps - .
Adiuwanty ,. pe me KwetispinaS0mg co 12h ps Fizjoterapia J

-'-Il b




Rokowanie a odmiany majaczenia

Shruti B. Patel et al. Rapidly Reversible, Sedation-related Delirium versus Persistent Delirium in the Intensive Care
Unit, American Journal of Respiratory and Critical Care Medicine, Vol. 189, No. 6 (2014), pp. 658-665.

Gwattownie odwracalne delirium zwigzane z sedacjg Przetrwate delirium

Rapidly reversible sedation-related (RRSRD) Persistent delirium (PD)

Ustepuje wkrotce po przerwie w sedacji Przetrwate pomimo krétkich przerw w sedacji
WyniKki:

100

o mniej dni wentylacji (P < 0.001)

o mniej dni pobytu w OIT (P =0.001)

o mniej dni pobytu w szpitalu (P < 0.001)

w Home

Percent Subjects

u Other Institution

o wieksze prawdopodobienstwo wypisania do domu (P < 0.001) - Died/Hospice

o zmniejszona Smiertelnos¢ po roku obserwacji (P< 0.001) NoDeliem. _Rapidly  MiteedDelfchum; Beratatant

Reversible Delirium
Sedative
Related
Delirium




Delirium
polekowe

Strategie redukcji ryzyka delirium polekowego

Unikanie polipragmazji — wtasciwe dawki lekéw

Rozwazenie zespotu odstawiennego jako przyczyny delirium

Unikanie lekdw antycholinergicznych

Unikanie benzodiazepin

Minimalizacja nie-benzodiazepinowych lekow nasennych

Stosowanie najnizszych mozliwych dawek kortykosteroidéw

Stosowanie najnizszych mozliwych dawek lekdow opioidowych

Rozwazenie analgezji nieopioidowej/multimodalne;j

Unikanie metoklopramidu

Monitorowanie leczenia diuretykami (odwodnienie, jony)

Krytyczna ocena wskazan do antybiotykoterapii

Zmiana leku p/padaczkowego, jesli delirium u pacjenta na levetiracetamie

Witaczenie IPP, jesli delirium wystgpito u pacjenta na ranitydynie

Kontrola stezenie lekdw we krwi, jesli ulegajg kumulacji



I. Clemmer, 2011

This awareness has led to a
particularly interesting exploration of
the interrelationship among over-
sedation, unrecognized delirium,
immobility, and lack of sleep.

| Makes It Worse

| Makes It Better




Jaiswal SJ, Malhotra A, Owens RL. Sleep and critical illness: bridging the
two pillars at the ATS 2016. Journal of Thoracic Disease. 2016;8(Suppl
7):S536-S538. doi:10.21037/jtd.2016.07.41.

Sedation and sleep in the ICU

It is important to recognize that sIeeP and sedation are not equivalent, and that sedation type will affect patients’
sleefp. denzodiazepines are frecil ently used for sedation purposes in the ICU, but, in addition potentially to
erri

u
cogc\ I nlg increased morality (4) and likely causing delirium (5), GABAergic medications do not necessarily promote
natural sleep.

Wakefulness is in part driven by output from the locus coeruleus LLC%: the activity of which is downregulated in the
sleep state. Benzodiazepines do not produce the same effect on the LC as does sleep, since LC’s activity remains

high when under sedation with benzodiazepines %6). Additionally, GABAergic drugs decrease NREM sleep and
i:lcel(J:rease sleep latency. There has been considera

ole interest in using dexmedetomidine as a sedation tool in the

Metanaliza Cochrane 2015 nie wykazata wptywu dexmedetomidyny na smiertelnos¢ czy czestos¢ wystepowania
majaczenia.

Whioski: Nalezy oddzieli¢ sedacje i promocje snu w OIT. W receptariuszu OIT brak lekdw, ktore poprawiajg czy
przywracajg normalng architekture snu. Dexmedetomidyna wydaje sie by¢ obiecujgca w promowaniu naturalnego

snu, jednak wptyw propofolu i opioidéw wymaga dalszych badan. Nalezy unika¢ benzodiazepin.



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4990683/#r4
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4990683/#r5
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4990683/#r6
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/modyfikowane ABCDEF S

A — Assess, prevent and manage pain A — Ocena, zapobieganie i leczenie bélu

B — Both SAT and SBT B - Testy przebudzenia i oddychania

C — Choice of analgesia and sedation C — Wybor analgezji i sedacji

D — Delirium: assess, prevent and manage D — Delirium — ocena, prewencja i leczenie

E — Early mobility and exercise E — Wczesne uruchomienie i ¢wiczenia
F — Family engagement and empowerment F — Zaangazowanie rodziny

i wzmocnhienie jej wptywu

ICU Delirium www.icudelirium.org

www.iculiberation.org

and CoGNITIVE IMPAIRMENT STUuDY GROUP



http://www.icudelirium.org/

ABCDEF

Dear Dr Kotfis

Well, the best news ever, Richard has
been dishcarged home after 4 months
in ICU...




ABCDEF

W domu z rodzing
6-cio miesieczna coreczka

Poradnia psychologiczna




Podsumowanie - majaczenie

= Majaczenie jest czeste i ma powazne negatywne konsekwencje (zgon/wentylacja/otepienie/koszty)

= Majaczenie moze by¢ pomijane bez oceny
= Wprowadzenie sformalizowanej skali oceny delirium: CAM-ICU
" Leczenie majaczenia jest multidisciplinarne:
o Modyfikacja czynnikow ryzyka
° Interwencje niefarmakologiczne
° Interwencje farmakologiczne

= Optymalizacja sedacji i analgezji ukierunkowanej na cele (goal-directed sedation and analgesia)
=Regularne szkolenia personelu

= Integracja zespotow: <lekarze-pielegniarki-rehabilitanci> we wczesnym wykrywaniu majaczenia
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436 OIT w Polsce
165 odpowiedzi (37.8%
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750-1000-1.2%
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SEDACIJA w Polsce
Skale stosowane w monitorowaniu sedacji

8

Brak —53.9 %
Ramsay —22.42 %
RASS —18.78 %
BIS-1.8%

Inne — 3.03%
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Monitorowanie
sedacji - UK

94% oddziatow stosuje
skale sedacji w
monitorowaniu
gtebokosci sedacji

Rchards-Belle er gl Critcal Cae (2016) 20355

DO 1001 1864/51 30540161532 Critical Ca rE

RESEARCH Open Access

National survey and point prevalence study L
of sedation practice in UK critical care

Abvin Richards-Belle!, Ruth R. Canter', G, Sarah Power’, Emily J. Robinson', Henrik Reschreiter?,
Harnah Wunsch® and Sheila E Harvey'

Abstract

Background: The present study was designed to (1) establish cument sedation pr}]clicc in LIK critical care to infomm
evidence synthesis and potential future primary research and (2) to compare practice reported via a survey with
actual practice assessed ina point prevalence study (PPSL

Methods: UK adult general critical care units were invited to paricipate in a survey of cument sedation practice,
and a representative sample of units was invited to participate in a PPS of sedation practice at the patient level.
Survey responses were compared with PPS data where both were avallable.

Results: Survey responses were received from 214 (51 %) of 235 eligible critical care units. OF these nes pondenits,
57 % reported having a written sedation protocol, 54 % having a policy of daily sedation holds and 94 % using a
sedation scale to assess depth of sedation. In the PPS, across units reporting a policy of daily sedation holds, a
median of 50 % (KR 33=75 %) of sedated patients were considered for a sedation hold. A median of 88 %
(IO 63-100 %) of patients were assessed using the same sedation scale as reported in the sunvey. Both the
survey and the PPS indicated propofal a5 the preferred sedative and alfentanil, fentanyl and marphine as the
prefemed analgesics. In most of the PPS units, all patients had received the unit's reported first-cholce sedative (median
across units 100 %, KR 62=100 %), and a median of 80 % (IOR 67=100 %) of patients had recehved the unit's reported
first-cholce analgesic. Mast units (83 %) reported in the sunsey that sedatives are usually administered in com bination
with analgesics. Across units that paricipated in the PPS, 6% % of patients had received a combination of
agents - most frequently propofol combined with either alfentanil or fentanyl.

Conclusions: Clinkcal practice reported in the national survey did not accurately reflect actual clinkcal practice
at the patient level observed in the PF5S. Employing a mixed methods approach provided a more complete
picture of sedation practice in termns of breadth and depth of information.

Keywords: Sedation, Analgesia, Survey, Point prevalence, Critical care




MAJACZENIE w Polsce

PAD (2013)

Wytyczne

eCASH (2016)

Polskie dane (2016)

Zalecenia Zaleca sie rutynowe monitorowanie delirium | ,This commentary assumes prior | Brak wytycznych
u dorostych pacjentéow w OIT (+1B) knowledge of (...) pain and
delirium assessment scales and
does not examine these matters
in detail.”
Narzedzia CAM-ICU i ICDSC nalezg do najbardziej

rzetelnych i najtrafniejszych narzedzi
monitorowania stanu delirium

Zaleca sie - 100% monitorowania majaczenia
CAM-ICU lub ICDSC

0-brak — 89.1%
1-CAM-ICU - 3.03%
2-ICDSC — 0%
3-DSM-IV — 2.42%
4-1CD10 - 5.45%



MAJACZENIE w Polsce
Skale stosowane w monitorowaniu majaczenia
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WYN | Kl Polskie badanie ankietowe

FARMAKOLOGICZNE LECZENIE MAJACZENIA NIEFARMAKOLOGICZNE LECZENIE MAJACZENIA

Haloperidol 77.6% NIE — 55.15%
Dexmedetomidyna 43.6%

Diazepam 32.7% TAK — 44.85%
Kwetiapina 19.4%

o

Rehabilitacja — 43.03%
Wczesne uruchomienie — 30.3%

o

Brak leczenia 3.03%

Inne: promazyna (3.64%), hydroksyzyna (2.4%), Terapia zajeciowa — 4.84%

lewomepromazyna (3.03?%, chlorpromazyna 22.42%), o : : _i - _ )
olanzapina 1.8%, midazolarn (1.2%). Orientacja auto-i allopsychiczna — 18.8%

o
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