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 “… But what I see these days are paralyzed, sedated patients, 
lying without motion, appearing to be dead, except for the 
monitors that tell me otherwise.”    
    Thomas L. Petty, 2012  

 

 

 

 “... But what I saw several years ago when arriving in Sousse, 
were agitated patients, bathing in their sweats, with tachycardia, 
and attached by four plus a chest strap and fighting the 
ventilator! ”       
   Mohamed Boussarsar, 2004 

 



Ere 1: Modern intensive care therapy 

 



Ere 2: From anesthesia to ICU care 

L'Engström 150 (1954), (l’équipe du Dr.Carl Gunnar 
Engström) ventilateur à fréquence fixe, a été en Europe 
l'appareil qui contribua le plus au développement de la 
ventilation mécanique et à l'essor de la réanimation.  

 



Ere 3: Ligne rouge! 

Chest. 1998 Aug;114(2):541-8.  
 

The use of continuous i.v. sedation is 
associated with prolongation of 
mechanical ventilation.  
 
Kollef MH, Levy NT, Ahrens TS, Schaiff R, Prentice 
D, Sherman G.  
  
Department of Medicine, Washington University School of Medicine, 
St. Louis, MO 63110, USA. 

 



Ere 3: Ligne rouge! 

Crit Care Med. 1999 Dec;27(12):2609-15. 
 

Effect of a nursing-implemented 
sedation protocol on the duration of 
mechanical ventilation. 
 
Brook AD, Ahrens TS, Schaiff R, Prentice D, Sherman 
G, Shannon W, Kollef MH. 

 

Division of Pulmonary and Critical Care Medicine, Washington 
University School of Medicine, St. Louis, MO, USA 

 



Ere 4: Protocolisation!  

Lancet. 2008 Jan 12;371(9607):126-34.  

 

Efficacy and safety of a paired sedation and 
ventilator weaning protocol for mechanically 
ventilated patients in intensive care 
(Awakening and Breathing Controlled trial):  
a randomised controlled trial. 
 

Girard TD, Kress JP, Fuchs BD, Thomason JW, Schweickert WD, Pun BT, Taichman 
DB, Dunn JG, Pohlman AS, Kinniry PA, Jackson JC, Canonico AE, Light RW, Shintani 
AK, Thompson JL, Gordon SM, Hall JB, Dittus RS, Bernard GR, Ely EW. 

Department of Medicine, Division of Allergy, Pulmonary, and Critical Care Medicine, 
Vanderbilt University School of Medicine, Nashville, TN 37232-8300, USA. 
timothy.girard@vanderbilt.edu 



Ere 5: No sedation! 

Minerva Anestesiol. 2011 Jan;77(1):59-63. Epub 2010 
Nov 24. 
 

Time to wake up the patients in the ICU: 
a crazy idea or common sense? 
 
Strøm T, Toft P. 
 
Department of Anesthesia and Intensive Care Medicine, 
Odense University Hospital, University of Southern 
Denmark, Odense C, Denmark. t.s@dadlnet.dk 
 



 

 Analgo-sédation : késako? 

 

 Analgo-sédation : recommandations? 

 

 Analgo-sédation : écarts? 
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Analgo-sedation: objectifs 

 

 Diminution douleur, anxiété 

 Adaptation patient-machine 

 Diminution du travail respiratoire 

 Diminution de la réponse neuroendocrine au 
stress (↓VO2) 

 Prévenir les extubations accidentelles 

 Réduire l’apparition de délirium 

 Réduire l’incidence du PTSD 

 



Analgo-sedation: balance 

 



Analgo-sedation: Souvenirs! 

 66% des patients se souviennent de leur séjour 

 le séjour est très inconfortable : 

  ne pas pouvoir communiquer (65%)   

  avoir soif (62%) 

  se sentir tendu (46%) 

  perdre la maîtrise de soi (46%) 

  avoir des difficultés à déglutir (44%) 

 l’IT est très inconfortable : 

  ne pas pouvoir parler (68%) 

  douloureuse (56%),  avec VAS 4-8 mm 

  angoissante (59%) 

 l’IT est associée à : 

  troubles du sommeil (insomnie, réveil brusque, cauchemars) 

  périodes de terreur, panique 

  peur de la solitude 

 
Rotondi, Crit Care Med, 2002 



Analgo-sedation: Moyens  

Moyens non pharmacologiques: 

 

 La communication (information du patient, visites) et le 
maintien du rythme nycthéméral et de l'orientation temporo-
spatiale des patients (présence de fenêtres, horloges). 

 

 Les techniques d'approche psychologique (approche 
cognitive, hypnose, musique) ou la stimulation électrique ne 
sont au mieux que des adjuvants de la sédation.  

 

 Chez l'enfant, la participation des parents est mieux intégrée 
dans les soins que la présence de la famille chez l'adulte. 



Analgo-sedation: Moyens  



Analgo-sedation: Outils 



Analgo-sedation: évaluations 



Analgo-sedation: charte 
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Analgo-sedation: protocoles 
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Analgo-sedation: protocoles 

 

 Analgo-sédation Propofol midazolam / 
Sufentanil remifentanil 

 

 Echelles EVA / BPS 

 Evaluations régulières Ramsay / ATICE 

 

 Protocoles Arrêt quotidien / titration 
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Crit Care Med 2002 





 

Utilisation des échelles de sédation dans les réanimations européennes 

Soliman HM et al. British Journal of Anaesthesia, 2001, 87:186-192 



 Perceived versus Actual Sedation Practices in Adult 
Intensive Care Unit Patients Receiving Mechanical 
Ventilation 

 Kimberly Varney Gill PharmD BCPS, Stacy A Voils PharmD BCPS, Gregory A 
Chenault PharmD, Gretchen M Brophy PharmD BCPS FCCP FCCM 

 The Annals of Pharmacotherapy. 2012;46(10):1331-1339. 

 

 Conclusions: These data suggest differences in 
perceived and actual sedation practice in the US, as well 
as underutilization of evidence-based interventions.  

 Most notable was the limited use of sedation treatment 
algorithms, daily interruption of sedation, and 
monitoring for delirium. Individual sedation and 
delirium protocols should be evaluated and updated 
based on evidence-based recommendations  



Ann Pharmacother. 2012 Apr;46(4):530-40 

Analgosedation: a paradigm shift in intensive care 
unit sedation practice. 
Devabhakthuni S, Armahizer MJ, Dasta JF, Kane-Gill SL. 

 

 
 Conclusion : Analgosedation is an efficacious and well-

tolerated approach to management of ICU sedation with 
improved patient outcomes compared to sedative-
hypnotic approaches. Additional well-designed trials 
are warranted to clarify the role of analgosedation in the 
management ofICU sedation, including trials with 
nonopioid analgesics.  



 What constitutes the ideal level of sedation in the ICU is still 
controversial. In the past, the practice of ICU sedation has focused 
on the extensive use of sedatives to achieve deep sedation or 
‘‘detachment’’ from the environment.  

 Recent evidence suggests that patient outcomes are significantly 
influenced by the choice of agent, the presence of over- or 
undersedation, poor pain control, and delirium.   

 Thus, there is a trend toward lighter sedation guided by sedation 
assessment tools. 





 
No sedation : Is it possible? 
 
Crit Care Med. 2007 Feb;35(2):635-7. 

Comfort without coma: changing sedation 
practices. 
Fraser GL, Riker RR. 

  

 

Crit Care Med. 2009 Sep;37(9):2654-5.  

Living on the lighter side of sedation in the 
intensive care unit: is there a psychological cost? 
Girard TD. 



Lancet 2010;375:475-80. 

 

A protocol of no sedation for critically ill 
patients receiving mechanical ventilation: 
a randomised trial.  

 

Strom T, Martinussen T, Toft P.  

 



Design overview 

In the main study the primary end point was to prove the effect of a no sedation strategy 
compared to a standard strategy with sedation and daily interruption of sedative 
infusions.  

The primary endpoints were the length of mechanical ventilation, length of ICU stay 
and total hospital length of stay.  

Secondary endpoints were the number of ventilator associated pneumonias (VAP),  

number of CT or MR scans of the cerebrum and number of accidental extubations.  

In the renal posthoc study we defined the renal effects in terms of urine output and 
RIFLE classification as the primary endpoints.  

Secondary endpoints were the mean arterial blood pressure, fluid balance and the use of 
vasoactive drugs between the two groups.  

For the psychological follow up study the primary endpoint was the rate of PTSD 
between the groups. Other measures such as general health, rate of depression and 
recalls from the ICU were secondary outcomes. 



Strom T, Johansen RR, Prahl JO et al.  

Sedation and renal impairment in critically ill patients: a 
post hoc analysis of a randomized trial.  

Crit Care 2011;15:R119. 

 

 

Strom T, Stylsvig M, Toft P.  

Long-term psychological effects of a no-sedation 
protocol in critically ill patients. 

Crit Care 2011;15:R293. 



 



 



 



 



No sedation price? 

 

 Autoextubation : idem 

 Delirium : 20 vs 14% 

 Haloperidol : 35 vs 14% 

 Extraperson : 20 vs 5% 

 Violation/déviation : 18% 



Back-home message  

 

 Are both sedative and analgesic drugs needed upfront?  

 

 Does the patient have one or several pathological disorders that 
result in drug accumulation?  

 

 Could a different ventilator setting help adaption and reduce or 
eliminate the need for drug treatment?  

 

 If treatment with both sedative and analgesic drugs is needed on 
initial examination, does the patient continue to need both drugs at 
the same doses? 

 


