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JUSTIFICACION SEDACION

paciente critico

Si postoperatorio
Si estado critico:

e Dolor, ansiedad y estrés fisico y psiquico
por enfermedad y procedimientos

e Respuesta neuroendocrina: taquicardia, Si ventilacion mecanica
1 consumo 02, hipercoagulabilidad, \ _
inmunosupresion, P catabolismo proteico, * Adaptacion al ventilador.
™ morbimortalidad J e Tolerancia al tubo endotraqueal y al
e Aliviar y disminuir el dolor y la ansiedad. S I encamamiento
Si tecnica invasiva: Si situacién especial:
-Intubacion - Hipotermia terapéutica
- Traqueostomia - SDRA/SIRS/TRALI

- Cardioversion - FMO
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COMPROMISO
UCKPACIENTES

e CURAR/ALIVIAR
+ CON EL MEJOR %
RESULTADO GLINICO
POSIBLE % j
+ ENELMENOR TIEMPO o SEDACION

POSIBLE

+ AL MENOR COSTE POSIBLEAZT™

* HUMANIZANDO LA
ASISTENCIA



PIRAMIDE L SEDACION

Herramientas
farmacologicas

Y
estrategias no

farmacologicas
Monitorizacion
Y
Obijetivo

clinico

Conciencia | Trabajo en

colectiva equipo
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e CAM-UCI
e |CDSC

Za

e EVA/EVN
e ESCID/CPOT/BPS

ANALGESIA

|

DOLOR

" SEDACION
AGITACION

e RASS / SAS
e BIS/ TOF
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Comfort and patient-centred care L
without excessive sedation: the eCASH concept

Jean-Louis Vincent'", Yahya Shehabi?, Timothy S. Walsh?, Pratik P. Pandharipande®, Jonathan A. Ball®,
Peter Spronk®, Dan Longrois’, Thomas Stram?, Giorgio Conti®, Georg-Christian Funk'?, Rafael Badenes',
Jean Mantz'?, Claudia Spies'® and Jukka Takala'*

© 2016 The Author(s). This article is published with open access at Springerlink.com

Early Comfortable
implementation Cooperative and . Opioids
Calm

*  Multimodal opioid
sparing adjuvants

Pain

Humane Anxiety
person/family- Agitation Analgesia first
centred Delirium
Immobility

Mobilisation
Sleep promotion Sedatives +  Avoid unjustified deep
E““:‘:“:‘E"ta' minimised and sedationd
S targeted + Sedative titration to pre-
Family engagement e

J




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

Preexisting mental impairment Withdrawal
from chronic

Medical comorbidity psychoactive

: medications
Severity of illness v j S (e.g., benzo-
\ eprivation 427 enines,
Advanced age —— Substance opioids)
Delidum e —— abuseor
\ withdrawal
\ Noise
Sedatives
Elements of
routine ICU care
(e.g., turning, physical
therapy) \
o Anxiety
Endotracheal ——— pain B Agitation; a———(appropriate

tube unpleasant or pathologic)

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

Vascular (e.g., thirst,

restraint
access hunger, dyspnea)

Affective component
(e.g., “this pain means

I'm more likely to die”) Inability to

. Ventilator
communicate

dyssynchrony

Figure 1. Causes and Interactions of Pain, Agitation, and Delirium.

Drugs and other treatments for pain, agitation, and delirium form an “ICU triad” cognitive management analogous
to the “triad of anesthesia,” which highlights interactions among hypnotics, analgesics, and muscle relaxants to en-

courage balanced anesthesia. The “ICU triad” concept highlights that changing one element is unlikely to be as ef-
fective as a coordinated approach_ Sedation and Delirium in the Intensive
Care Unit

T— W ENGL) MED 370;5 MNEJM.ORG

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

JANUARY 30, 2014
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Critical Care Medicine

Tis Botinnadue Sais Prali

Societyof

ICU Liberation: ABCDEF Bundles

www.iculiberation.org

Symptoms

T - Monitoring Care
Fellibaslisztaloinh iclliliin Tools ABCDEF Bundle
Guidelines
Critical-Care Pain & ﬁnzs:assé l;'zﬁent e
Observation Tool (CPOT) g
Pain NRS Numeric Rating Scale
BPS Behavioral Pain Scale
B: Both Spontaneous
Awakening Trials (SAT)
and Spontaneous
Breathing Trials (SBT)
) i Richmond Agitation-
Agltatlon Sedation Scale (RASS) C: Choice of Analgesia

and Sedation

Sedation-Agitation Scale (SAS)

D: Delirium: Assess, Prevent

and Manage

Confusion Assessment

gleth%d 'ftor(;[:\i/ll T?SS'VE’ E: Early Mobility and Exercise

Delirium are Unit (CAM-ICU) |
) . F: Family Engagement and
Intensive Care Delirium Empowerment I
Screening Checklist (ICDSC)
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Opiaceo Hipnotico
REMIFENTANILO PROPOFOL
MORFINA + MIDAZOLAM
FENTANILO DEXMEDETOMIDINA
KETAMINA
ISOFLURANO

*PREVISION DE VM > 72 H
*PROFUNDIDAD SEDACION REQUERIDA
*FUNCION RENAL

*FUNCION HEPATICA

*ESTABILIDAD HEMODINAMICA
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Online Special Article

Clinical Practice Guidelines for the Prevention and
Management of Pain, Agitation/Sedation, Delirium,
Immobility, and Sleep Disruption in Adult Patients
in the ICU
John W. Devlin, PharmD, FCCM (Chair)' Yoanna Skrobik, MD, FRCP(c), MSc, FCCM (Vice-Chair)*
Céline Gélinas, RN, PhD? Dale M. Needham, MD, PhD?; Arjen J. C. Slooter, MD, PhD’;

Pratik P. Pandharipande, MD, MSCI, FCCM?; Paula L. Watson, MD?; Gerald L. Weinhouse, MD'?
Mark E. Nunnally, MD, ECCM''21% Bram Rochwerg, MD, MSc'';

Michele C. Balas, RN, PhD, FCCM, FAAN"'¥; Mark van den Boogaard, RN, PhD"; Karen J. Bosma, MD*!;

Nathaniel E. Brummel, MD, MSCI*?*%; Gerald Chanques, MD, PhD*%; Linda Denehy, PT, PhD%;
Xavier Drouot, MD, PhD**%; Gilles L. Fraser, PharmD, MCCM?; Jocelyn E. Harris, OT, PhD*;
Aaron M. Joffe, DO, FCCM?*'; Michelle E. Kho, PT, PhD*; John P. Kress, MD?*; Julie A. Lanphere, DO,

AGITATION

PADIS
Guidelines

SLEEP

PAIN DELIRIUM IMMOBILITY

SEDATION

DISRUPTION

Devlin JW.Crit Care Med 2018



PROTOCOLO DE MOVILIZACION DEL PACIENTE INGRESADO EN UCI — HUAV Lleida

Criterios de alarma/ interrupcion: taquicardia >140lpm, bradicardia <40lpm, taquipnea >35rpm, bradipnea <10rpm, TAS >200mmHg,

PAM <65mmHg y NA>0.2mcg/kg/min o DBT>8mcg/kg/min, desaturacion <88%, sangrado activo, crisis comicial, RASS = +2, fiebre >38°C.

FASE | DEFINICION

Pasiva en cama + cambios posturales
Movilizacion pasiva de extremidades.
Sedestacién en cama (posicion silla 70°) 2
veces por dia (excepto contraindicacion por
cirugia abdominal hasta autorizacién por
cirujano responsable, u otra restriccién).

INDICACION

Paciente inconsciente, con
sedacion moderada-profunda o
debilidad muscular que no le
permite la movilizacién activa.

PERSONAL

Enfermera + auxiliar +
celador # fisioterapeuta.
Familia (en casos
seleccionados, tras
educacion sanitaria y
previa autorizacion del
personal).

2 Activa-asistida y activa en cama Paciente consciente, con sedacion | Enfermera + fisioterapeuta
Ejercicios en cama, tumbado o semi- ligera o sin sedacién, que no + auxiliar + celador
incorporado. cumple criterios de sedestacion en | terapeuta ocupacional.
Ejercicios activos-asistidos y activos de silla por debilidad muscular o Familia.
extremidades. reserva cardiorespiratoria.

Sedestacion en cama (excepto contra-
indicacion).
Fisioterapia respiratoria.

3 Sedestacion Paciente estable, consciente y Enfermera z fisioterapeuta
Fisioterapia respiratoria. colaborador, con debilidad + auxiliar + celador
Ejercicios de control del tronco. muscular que no es capaz de terapeuta ocupacional.
Terapia ocupacional. Introduccion a ABVD. ponerse de pie. Familia.

3.a) Transferencia pasiva a butaca, sin
bipedestacion, utilizando o no gria, 2 veces al
dia.

3.b) Transferencia pasiva a butaca y sedestacion en
el borde de la cama 2 veces al dia, con ayuda
de personal.

3.c) Sedestacion en el borde de la cama sin ayuda,
con supervisién de personal

4 Bipedestacion — transferencia activa Paciente consciente, estable y Enfermera # fisioterapeuta
Fisioterapia respiratoria. colaborador. + auxiliar + celador +
Bipedestacion y transferencia activa a butaca 2 médico.
veces al dia. Terapeuta ocupacional.

4.a) Con ayuda de personal. Familia.

4.b) Con supervision de personal y ayuda de
caminador.

5 Deambulacion Paciente consciente, estable y Enfermera = fisioterapeuta
Fisioterapia respiratoria. Terapia ocupacional. colaborador, en fase de destete o + auxiliar + celador +
Deambulacién. sin ventilacion mecanica. médico.

5.a) Paciente con ventilacion mecanica. Terapeuta ocupacional.
Caminar con ayuda de 2 o + personas, Familia.
utilizando gruas y arneses y caminador.

5.b) Paciente sin ventilacién mecanica continua.

Caminar con ayuda de 2 o + personas,
utilizandoe grias y arneses y caminador.

5.c) Caminar con ayuda de 1 persona y caminador.

5.d) Caminar de manera auténoma con ayuda de
caminador.

5.e) Caminar de manera auténoma sin ayuda de
caminador (con supervisién de personal).

6 Salida al jardin Paciente de larga estancia, con Enfermera = fisioterapeuta
Silla de ruedas + caminador. estabilidad clinica, en casos + auxiliar + celador +

seleccionados. médico. Terapeuta
ocupacional. Familia.

R Pacientes con riesgo de inestabilidad por una afectacion regional (fractura de extremidad, lesién vertebral inestable

o lesién medular, intervencién quirdrgica, trombosis venosa...), se consideraran aptos para la movilizacién con la
restriccion adecuada, acordada entre los equipos médicos tratantes.




e PACIENTES SIN
SEDACION

e PACIENTES CON
SEDACION
LIGERA

PACIENTES CON PACIENTES CON

SEDACION SEDACION
PROFUNDA NO PROFUNDA
INDICADA INDICADA
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ARTICULO ESPECIAL

Sobresedacion Zero como herramienta de confort,
seguridad y gestion en la unidades de cuidados
intensivos

J. Caballero®™<* M. Garcia-Sanchez?, E. Palencia-Herrejon®, T. Munoz-Martinez’,
J.M. Gomez-Garcia®, |. Ceniceros-Rozalén"” e miembros del GTSAD/SEMICYUC®

2 Servicio de Medicina Intensiva, Hospital Universitari Arnau de Vilanova, Lleida, Espana
b Institut de Recerca Biomédica de Lleida-IRBLleida, Lleida, Espana



PAQUETE DE MEDIDAS
BUNDLE

PARA EVITAR SOBRESEDACION

Disponer de un protocolo de sedacion y analgesia MULTIDISCIPLINAR
consensuado con enfermeria

MONITORIZAR el dolor tanto en paciente colaborador (EVA/EVN) como
en sedado o no colaborador (mediante BPS/ESCID) vy la
sedacion/agitacion (RASS/SAS/BIS)

Mantener al paciente SIN DOLOR (EVN/ESCID < 4 o BPS < 6)

Especificar en el tratamiento el NIVEL DE SEDACION DESEADO para
mogular IOzla dosis de farmacos en funcidon del nivel de sedacidn observado
vs. deseado

Evitar sedacion profunda no indicada o disminucion de la sedacion en
pacientes sin criterio de sedacion profunda (HIC, Status epiléptico, SDRA,
BNM, hipotermia terapéutica)



No SDRA, no hipertensién
intracraneal

no estatus epiléptico,
no bloqueo neuromuscular,

no hipotermia terapéutica

SEDACION LIGERA (RASS 0/-1) o
MODERADA (RASS -2/-3)

\

<6h >6ho>3bolus/h

Bolus IV de Remifentanilo 0’05
Fentanil 1 mcg/kg/min mcg/kg/min

PRN + BOLUS PRN

\3

BOLUS PRN

si ESCID = 3: Fentanil 1
mcg/kg = 50-100 mcg

Si RASS > 0: + Propofol 30
mg o midazolam 2 mg

Si > 3 bolus PRN / h: |

1 Remifentanil a 0’10
mcg/kg/min

Si > 3 bolus
PRN/ h

si no quirurgico,
afnadir paracetamol

si quirudrgico, anadir
paracetamol + dexketoprofeno o

metamizol segun comorbilidades o
tipo de cirugia

1 Remifentanil a 0’15 mcg/kg/min vy §
afiadir perfusién de Propofol para
RASS -2/-3 hasta un maximo de 4
mg/kg/h o perfusion de
Dexmedetomidina para RASS 0/-1

\ hasta 1'4 mcg/kg/h



SEDACION PROFUNDA (RASS -4) o
MUY PROFUNDA (RASS -5, BIS 40-60)

SDRA,
Hipertension intracranial
estatus epiléptico,
bloqueo neuromuscular,

hipotermia terapéutica ||

Cuando no cumpla esto!
riterios clinicos, cambia
a sedacion ligera

|| (Sedacidn secuencial)
o}

Paciente no quirurgico
*Fentanilo 0’5-1 mcg/kg/h
+ Paracetamol

Paciente quirurgico
*Fentanil 1-2 mcg/kg/h +

aracetamol + Dexketoprofeno
metamizol seglin comorbilidades
o tipo de cirugia

Si ESCID 2 3
Fentanilo 1 mcg/kg =
50-100 mcg EV
Si RASS < 3:

+ Propofol 30 mg o

midazolam 2 mg

* analgesia regional

Si RASS — 4: mantener dosis
Si RASS — 5: colocar BIS
SI BIS 40-60: mantener dosis
SI BIS > 60: descartar EMG o artefactos
J

Si BIS > 60 sin EMG: bolus 2 mg midazolam

i BIS>60i > 2 bolus midazolam: aumenta
un 25% PVC de midazolam

Si BIS < 40: reducir PVC midazolam un 25%

Si dosis maximas de sedantes y RASS < -3

y sigue con criterios de sedacidn profunda:

Protocolo de sedacién dificil
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Practicas de analgosedacion y delirium en Unidades de
Cuidados Intensivos espafolas: Encuesta 2013-2014

M. Garcia-Sanchez®*, J. Caballero-Lépez®, |. Ceniceros-Rozalén®,

C. Giménez-Esparza Vich?, M.A. Romera-Ortega®, C. Pardo-Rey’, T. Muhoz-Martinez®,
D. Escudero”, H. Torrado’, C. Chamorro-Jambrina®, E. Palencia-Herrejon’

y miembros del GTSAD®

Remifentanilo

Fentanilo

15 Morfina
10
l ' '— Propofol

Midazolam
RASS HASS HASS BASS BASS BRASS
-5-4 -3 —1/-2 0 +1 > +2

} ; ; : e ¥
1] 10 20 30 40 50

Figura2 Niveles en la escala de sedacion RASS en los pacien-  Figyra 1

Farmacos de pacientes en ventilacion mecanica
tes en ventilacion mecanica invasiva.

invasiva.



The pharmacology of oversedation in mechanically

ventilated adults
John W. Devlin

Northeastern University School of Pharmacy, Boston,
Massachusetts, USA

Correspondence to John W. Devlin, PharmD,
FCCM, FCCP, Northeastern University School of

Pharmacy, 360 Huntington Ave, Mugar Building #2086,

Boston, MA 02115, USA
Tel: +1 617 373 8171; fax: +1 617 373 76565;
e-mail: jdevliin@neu.edu

Current Opinion in Critical Care 2008, 14:403-
407

Purpose of review
To review pharmacological-related factors that affect the incidence of oversedation in
mechanically ventilated adults.

Recent findings

Recent epidemiologic studies have identified a high frequency of oversedation in the
ICU that is attributable, in part, to a number of pharmacokinetic, pharmacogenetic,
and pharmacodynamic factors. New evidence suggests that the administration of

benzodiazepines, even when dosed intermittently, will lead to more oversedation jthan

either propofol or dexmedetomidine and is associated with greater healthcare costs.
Based on this data, clinicians should limit the use of benzodiazepines to those patients
with anxiety, seizures, alcohol withdrawal, or in whom a deeper level of sedation or
therapeutic paralysis is required.

Summary

Recognition of these new advances will help liberate patients from mechanical
ventilation sooner, without compromising patient comfort.



Propofol Is Associated with Favorable Outcomes Compared with
Benzodiazepines in Ventilated Intensive Care Unit Patients

Nick W. Lonard01, Mary C. Mone‘?, Raminder Nirula‘?, Edward J. Kimball‘?, Kyle Ludwig1, Xi Zhous, Brian C. Sauers,
Kevin Nechodom?, Chiachen Teng®, and Richard G. Barton?

"Pharmacy Department, “Department of Surgery, and Department of Internal Medicine, University of Utah, Salt Lake City, Utah
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Figure 4. Cumulative incidence of intensive care unit (ICU) discharge over 28 days in the presence of competing risk event (mortality) for matched
midazolam- and lorazepam-treated patients compared with propofol-treated patients.

Londardo NW, et al. AJRCCM 2014



Review Article
Propofol Infusion Syndrome in Adults: A Clinical Update

Aibek E. Mirrakhimov, Prakruthi Voore, Oleksandr Halytskyy,
Maliha Khan, and Alaa M. Ali

Department of Internal Medicine, Saint Joseph Hospital, 2900 N. Lake Shore, Chicago, IL 60657, USA
Correspondence should be addressed to Aibek E. Mirrakhimov; amirrakhimovl@gmail.com
Received 24 November 2014; Revised 21 March 2015; Accepted 28 March 2015

Academic Editor: Robert Boots

Copyright © 2015 Aibek E. Mirrakhimov et al. This is an open access article distributed under the Creative Commons Attribution
License, which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly
cited.

Propofol infusion syndrome is a rare but extremely dangerous complication of propofol administration. Certain risk factors
for the development of propofol infusion syndrome are described, such as appropriate propofol doses and durations of
administration, carbohydrate depletion, severe illness, and concomitant administration of catecholamines and glucocorticosteroids.
The pathophysiology of this condition includes impairment of mitochondrial beta-oxidation of fatty acids, disruption of the
electron transport chain, and blockage of beta-adrenoreceptors and cardiac calcium channels. The disease commonly presents
as an otherwise unexplained high anion gap metabolic acidosis, rhabdomyolysis, hyperkalemia, acute kidney injury, elevated
liver enzymes, and cardiac dysfunction. Management of overt propofol infusion syndrome requires immediate discontinuation
of propofol infusion and supportive management, including hemodialysis, hemodynamic support, and extracorporeal membrane
oxygenation in refractory cases. However, we must emphasize that given the high mortality of propofol infusion syndrome, the best
management is prevention. Clinicians should consider alternative sedative regimes to prolonged propofol infusions and remain
within recommended maximal dose limits.

Mirrakhimov AE. Crit Care Research and Practice 2015



The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Early Sedation with Dexmedetomidine
in Critically Ill Patients

Y. Shehabi, B.D. Howe, R. Bellomo, Y.M. Arabi, M. Bailey, F.E. Bass,
S. Bin Kadiman, C.J. McArthur, L. Murray, M.C. Reade, |.M. Seppelt, J. Takala,
M.P. Wise, and S.A. Webb, for the ANZICS Clinical Trials Group
and the SPICE Il Investigators™

B Patients with a Clinical Indication for Deep Sedation
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B Dexmedetomidine [l Usual care

Percentage

10 11 12 13 14

MNeo. at Risk
Dexmedetomidine 1952 1915 1775 1551 1351 1151 991 849 747 645 583 515 453 407
Usual care 1963 1928 1798 1610 1384 1201 1045 921 798 698 613 550 496 463
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Guias de practica clinica basadas en la evidencia para
el manejo de la sedoanalgesia y delirium en el
paciente adulto criticamente enfermo

E. Celis-Rodriguez®*, J.C. Diaz Cortés®, Y.R. Cardenas Bolivar®,

J.A. Carrizosa Gonzalez®, D-I. Pinilla¢, L.E. Ferrer Zaccaro', C. Birchenall®,

J. Caballero Lépez", B.M. Argiiello’, G. Castillo Abrego’, G. Castorena Arellano*,
C. Duenas Castell', J.M. Jauregui Solérzano™, R. Leal", J.M. Pardo Oviedo?,

M. ArroyoP, F. Raffan-Sanabria“, N. Raimondi", R. Reina®, D.R. Rodriguez Lima*,
J.l. Silesky Jiménez", S. Ugarte Ubiergo", L.G. Gomez Escobar", D.P. Diaz Aya",
C. Fowler* y J.L. Nates”

;Cual es la estrategia
farmacolégica recomendada
para mantener RASS 40 -5

en pacientes que requieren
sedacion por mas de 72 horas?

D1. Se recomuenda la asociacion de un hipnotico a un
analgésico (preferentemente un opiaceo) para alcanzar una
sedacion profunda, siempre que ésta esté climcamente
justificada.

Fuerte

moderado

D2. Se sugiere evitar el uso de mudazolam en sedacidn
profunda prolongada y/o asociarlo a un opiaceo, propofol y/o
dexmedetormdina

Condicional

Moderado

D3. Se sugiere considerar el uso de la sedacion inhalada
como alternafiva a la sedacion mnfravenosa profunda en casos
de estatus asmatico, estatus epiléptico o dificultad respiratoria

Condicional

Bajo

Celis E, et al. Med Intensiva 2019




ESTRATEGIAS MENOS DELETEREAS DE
SEDACION PROFUNDA

1. Replantear si precisa sedacion profunda
Revisar medicacion psicotropa ambulatoria

Monitorizacion del dolor, la sedacion y el
delirium

Uso de farmacos coadyuvantes
Combinacion de hipnoticos
Sedacion inhalatoria

Blogueo neuromuscular
Traqueostomia precoz
Conciencia colectiva

10 Trabajo en equipo

W N

© 0N U A



SEDACION PROFUNDA (RASS -4) 0
MUY PROFUNDA (RASS -5, BIS 40-60)

SDRA,
Hipertension intracranial,
estatus epileptico,
blogueo neuromuscular,

hipotermiz termpeutica

CUBNGO N CUMpiE Estos
riterios ciinicos, cambiar
sedacion ligera

|Sedeckon scuencial)

Paciente no quinirgico
*Fentanilo 0°5-1 mcg,kg/h

+ Paracetamol

Paciente guirdngico
*Fentanil 1-2 mcgfke/h+

Paracetamol + Dexketoprofeno o
metamizol segin comorbilidades o
tipo de cirugia

SiESCID=3
Fentanilo
50 mcg IV PRN
Si RASS = 3:
* Propofol 30 mg o

midazelam 2 mg IV

+ analgesia regional

Si RASS -4 o -5: colocar BIS
51 BIS 50: mantener dosis
SIBIS > 60: descartar EMG o artefactos

5i BIS > 80 sin EMG: bolus analgesia y
sedacion

SiBIS > 60> 2 bolus analgesia y sedacion,
aumentar un 25% asedadon

. . . 5i dosis maximas de sedantesy RASS £ -3
5i BIS < 40: reducir 50% sedacicn . _ o
¥ sigue con criverios de sedacion profunda:

Protocolode sedadion dificil




CRITICAL CA

Volatile Anesthetics
Is a New Player Emerging in Critical Care Sedation?

Angela Jerath, Matteo Parotto?, Marcin Wasowicz', and Niall D. Ferguson?®

"Department of Anesthesia and Pain Medicine, Toronto General Hospital, Toronto, Ontario, Canada; and “Interdepartmental Division of
Critical Care Medicine, University of Toronto, University Health Network, Toronto, Ontario, Canada

Gas Monitor

Eit‘”‘ AnaConDa End-tidal gas
ECO monitoring line
i 2
| Expiratory port| Epipipe. MAG

2

v Syringe Driver
Gas Ventilator

scavenging

AnaConDa
or MIRUS
exchanger

1||‘

e

Endotracheal tube |

American Journal of Respiratory and Critical Care Medicine Volume 193 Number 11 | June 1 2016






PARADIGMAS - SEDACION
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. . Figura 1. Sedacion dinamica. Modificada de Chamorro et al’.
Duration on Mechanical Ventilation (days) p4ss: Richmond Agitation Sedation Scale.
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PERFUSION DINAMICA + BOLUS ADAPTATIVOS
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Pain Assessment Is Associated with Decreased Duration of
Mechanical Ventilation in the Intensive Care Unit

A Post Hoc Analysis of the DOLOREA Study
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Table 3. Sedation Management, Neuromuscular Blocking
Agent Use, and Pain Assessment on Day 2 of the ICU Stay

Pain Assessment on Day 2

Nol=63)  Yesl=513) Vi Conclusions: Pain assessment in mechanically ventilated pa-
Sedatives,” n (%) 544 (86) 38475 <00 tients is independently associated with a reduction in the dura-
Midazolam, n (%) 411 (65) 295 (57) < 0.01 . . . , .
Median (QR), mg -  1.5(08-26)  1.1(0.6-2.0) <0.01 tion of ventilator support and of duration of ICU stay. This
Propofol, n (%) 133 (21) 86 (17) 0.06 might be related to higher concomitant rates of sedation assess-
Medi 1QR), . 21 (11-50 24 (840 0.43 . . - .
i (11-0 e ments and a restricted use of hypnotic drugs when pain is
OtheI: ‘(.;;:;atives,T 37 () 23 (4) 0.30 HSS'E'SS'E(L
Sedation 162/544 (30) 348/384 (91) <0.01
assessment,
n/N (%)
Ramsay 113 153
SAS 31 45
RASS 0 68
Otherst 18 82
Deep sedative 76/162 (47) 170/348 (49) 0.68

otats

Table 4. Patient Outcomes and Pain Assessment on Day 2 of the ICU Stay

Pain Assessment

Unadjusted Odds P Adjusted Odds P
Outcome Measure MNo (n = 631) Yes (n = 513) Ratio (95% CI)*t Value Ratio (95% Clft Value
_ICU mortality. n (%) 136 (22) 95 (19) 091 (0.58-1.43) 0.69 1.06 (0.76-1.49) 071
ICU duration of stay, median (IQR), days 18 (10-30) 13 (7-25) 1.70 (1.29-2.25) <0.01 1.43 (1.02-2.00) 0.04
Duration of MV, median (IQR), days 11 (6-30) 8 (4-17) 1.87 (1.41-2.48) <0.01 1.40 (1.00-1.98) 0.05
—Yentitator-acqured prearTTorTa, 1T 76] 72 00 (10) o (0 =23=080) =00t oTSoAe=T T 02T
Thromboembolic events, n (%) 13 (3) 10 (2) 0.91 (0.39-2.09) 0.82 0.68 (0.21-2.24) 0.53
Gastroduodenal hemorrhage, n (%) 8 (2) 4(1) 0.59 (0.18-1.97) 0.39 — —
Central venous catheter colonization, n (%) 28 (6) 19 (5) 0.79 (0.44-1.44) 0.45 0.77 (0.34-1.76) 0.54




ECESIDAD DE LA EXISTENCIA DE
PROGRAMAS DE FORMACION

PRACTICA
CLINICA REAL
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“Solo hay algo mas caro que ;
formar a laspersonas y que se marchen,
No formarlas y que se queden”. Henry Ford
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