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Sedation, Analgesia, and Neuromuscular Blockade
of the Ciitically lll Adult: Revised Clinical Practice
Guidelines for 2002

The critically ill and injured patient is invariably anxious,
confused, uncomfortable, and in pain from immobility,
wounds, and indwelling tubes and is generally distressed by
the adverse environs of the intensive care unit. The restless-
ness associated with critical illness must nearly always, by
necessity, be quelled with sedation and analgesia. Clinicians
must sometimes use neuromuscular blockade as a last resort.
The knowledge and practice of using sedatives, analgesics,
and neuromuscular receptor blocking agents originated in
and migrated out of the operating theater and postanesthesia
recovery units. However, critical care clinicians have discov-
ered that the sustained use of these agents in intentive care
units has consequences that are different from those seen in
the immediate perioperative period.

The Society of Critical Care Medicine (SCCM) and the
American College of Critical Care Medicine (ACCM) system-
atically reviewed, developed, and, in 1995, published clinical
practice guidelines (CPGs) for sedation, analgesia, and neuro-
muscular blockade in the critically ill patient."* These CPGs
are the most popular and requested of the SCCM and ACCM
documents because of the complexities involved in achieving
appropriate levels of sedation and analgesia without inducing
complications. Recommendations stemming from the 1995
CPGs, although evidence based, were limited because of the
lack of prospective randomized trials comparing agents. Since
that time, new evidence has emerged and ACCM believes that
the CPGs require updating. ACCM and SCCM have joined
forces with the American Society of Health-System Pharmacists
(ASHP) to develop new CPGs on the sustained use of sedatives,
analgesics, and neuromuscular blocking agents in the Critically
ill adult.** The quality of care can be improved by implement-
ing the best known and tested standards, measuring the
consequences of what we do, and reduc-
ing variability found in practice through ~ lable 1.
the use of protocols. CPGs, in tandem

cally more comprehensive and far-reaching in scope than re-
view articles and serve as virtual guiding lights by providing
a useful construct of available evidence and expert decision-
making against which individual decisions by clinicians and
programs can be evaluated.'?

A comprehensive literature search was performed to
develop the CPGs. Published studies identified through a
MEDLINE search (Sedation and Analgesia 1994-2001;
Neuromuscular blocking agents 1994-2001) were reviewed,
as were the reference lists of the retrieved documents and
abstracts from meetings of professional associations. The lit-
erature was critically evaluated for research design, patient
selection, medication dose, administration route, combina-
tion treatment, test measures, statistics, and results.

The medical literature ranged in quality from prospective
randomized trials and retrospective observations to expert opin-
ions (Table 1). Pertinent references were assigned a score to ac-
count for variance in quality. The recommendations of SCCM,
ACCM, and ASHP (Joint Task Force) were graded according
to the strength and quality of the scientific evidence (Table 2).
A substantial effort was made by the Joint Task Force to adhere
to the methodology for developing scientifically sound CPGs as
prescribed by the American Medical Association, the Institute
of Medicine, and the Canadian Medical Association."*™"” The
2002 clinical practice guidelines state the rationale, benefits,
and harms of the recommendations, describe the expected
health outcomes, and cite and rank the evidence. These CPGs
will be reviewed and updated in three to five years.

There are major additions, besides the updating of the sci-
ence, to the 2001 CPGs being issued by the Joint Task Force,**
compared with the 1995 guidelines. These guidelines are the
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Clinicians need to differentiate CPGs from
a summary or review article.”'! CPGs are
vitally different from review articles and Table 2.
greatly valued for several reasons. Ideally,
CPGs are created by a multidisciplinary

@After the authors have identified and classified their respective studies, they grade the
articles on the basis of the results of the review.
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most comprehensive documents in the fields of sedation,
analgesia, and neuromuscular blockade of the critically ill
patient. Graded recommendations are provided and sum-
marized in list form for efficient review at the end of each
document. Clear one-page algorithms are also included in
each document for sedation, analgesia, and neuromuscu-
lar blockade. There is a special focus on appropriate goals
for treatment and an absolute insistence on monitoring the
level of sedation, pain relief, and the degree of neuromus-
cular blockade or weakness to better titrate pharmacologic
therapy. Moreover, tapering high-dose opioids or sedatives
after prolonged treatment (more than a week) is now for-
mally recommended to avoid withdrawal symptoms. Sleep
deprivation, its contribution to states of agitation and de-
lirium, and therapeutic approaches to relieve insomnia in
critically ill patients are given new and special attention. Use
of neuromuscular blockade remains a last resort and should
always be preceded by adequate sedation. It should always
be discontinued as soon as possible to avoid complications.
Both documents address cost-effectiveness for their respec-
tive modalities.”*

The CPGs issued for 2002 are comprehensive and
based on available evidence. This field is still constrained by
a dearth of high-quality, randomized, prospective trials com-
paring agents, monitoring techniques, and scoring scales.
Critical care clinicians have a clarion mandate to understand
these CPGs, to integrate this information in a manner that is
appropriate for their practice setting, and to establish proto-
cols to reduce practice variability and the complications that
usually accompany variation. Once this information is ap-
plied at the bedside, there is a final obligation to measure the
effects of its implementation and the ensuing consequences.
The recommendations in these documents may not be ap-
propriate for use in all clinical situations. Decisions to fol-
low these recommendations must be based on professional
judgment, level of care, individual patient circumstances,
and available resources.
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