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All evidence-based international guidelines regarding sedation for 
mechanically ventilated patients in medical care are consistent in their 
recommendations. The US, South American and Iberian, German, 
and UK guidance all recommend minimal sedation. The goal may be a 
patient easily roused, comfortable with good pain control, unless deep 
sedation is clinically required.

Since 2016, sedation-related publications are focused on 
determining the security and efficacy of the sedative drugs in common 
use with a stress on dexmedetomidine, also because the effectiveness 
of protocols or bundles. This narrative review will outline a number 
of the findings over the last five years concerning common sedative 
drugs and sedation delivery protocols.

Sedation Practice
The 2018 Cochrane review update of “Protocol-directed sedation 

versus non-protocol-directed sedation in mechanically ventilated 
medical care adults and children” included four studies with a 
complete of 3323 participants (864 adults and 2459 paediatric). Three 
studies were single-centre, randomized control trials (RCTs) and one 
study was a multicentre cluster-RCT (see DESIST trial later). There 
was no clear evidence of benefit in duration of mechanical ventilation, 
mortality, or ICU length of stay using protocol-directed sedation. There 
was evidence of a discount in hospital length of stay mean difference 
-3.09 days, 95% CI -5.08 to -1.10; moderate-quality evidence. Last, 
future studies should account for differing contextual characteristics, 
with methodological strategies to scale back the danger of bias.

Use of the monitor increased optimal sedation-analgesia quality 
by 7%. Regular feedback of unit sedation quality delivered made no 
difference thanks to lack of intra-unit dissemination, it had been 
thought to lack relevance to daily bedside practice, and sometimes 
disbelieved. Predictive modeling concluded that a mixture of 
education and responsiveness monitoring would end in a 10-11% 
improvement in proportion of shifts with optimal sedation without a 
rise in sedation-related adverse events. The qualitative data suggested 
that effects are partly explained by differences in engagement with 
interventions between ICUs. The takeaway messages are that a prompt 
is beneficial to review deep sedation, education is sweet, and reports 
about how well or badly an ICU performs doesn’t cause change.

BIS
Bispectral index (BIS) monitors, supported the processing of 

electroencephalographic signals, have reported benefits within the 

operating room and should overcome the restraints of sedation scales 
during deep sedation or during paralysis. A Cochrane review by 
Shetty and colleagues in 2018 concluded that there was insufficient 
evidence of advantage of BIS for ICU sedation, due to limited number 
of studies with evidence low to very low certainty. More research is 
required to watch the brain in patients paralyzed and deeply sedated, 
to ideally avoid burst suppression.

No Sedation
Given that sedation may worsen outcomes, a multi-national RCT 

(NONSEDA) was undertaken to work out if an idea of no sedation in 
patients requiring mechanical ventilation would end in an improved 
survival outcome over light sedation with daily sedation interruption. 
This was a follow unproved to a 2010 single center study that showed 
benefit. Eight centers across Denmark (5), Norway (2), and Sweden 
(1) randomized 710 patients to either no sedative infusions with 
morphine boluses as needed or sedative infusions to take care of A 
level of RASS -2 to -3 Propofol was used infused for 48 h then replaced 
by midazolam with daily sedation interruptions.

In the sedation group, the mean RASS score was -2.3 on day 1 
increasing to -1.8 by day 7, and within the non-sedation group the 
mean RASS score was -1.3 on day 1 and -0.8 on day 7. within the no 
sedation group, 38% of patients received rescue sedation at a while 
during their stay. There was no difference in 90-day mortality between 
the 2 groups. There was 1 more day free from coma or delirium with 
no sedation versus light sedation and fewer thromboembolic events 
within the no sedation group at one patient 0.3% vs ten (2.8%). This 
study is impressive within the maintenance of sunshine sedation 
within the control (sedation) group. Compare this to SPICE 3 trial 
(discussed below) reporting RASS scores −3 to −5 in 45.6% of the 
control group throughout the primary 2 days. In NONSEDA, a follow-
up survey of relative’s satisfaction with 39 (73%) responses reported 
no differences between the groups with reference to relative’s personal 
reactions or satisfaction with care, treatment or communication.

Patient Experience
A meta-synthesis and meta-summary to know patients’ 

experiences reported in qualitative studies of adult ICU patients 
receiving mechanical ventilation included nine studies published 
between 2015 and 2019, predominantly from Scandinavian countries, 
and 175 patients reported their experiences. The studies were mostly 
supported phenomenological–hermeneutical approaches, and two 
were mixed-method studies. Critically ill patients overall experience a 
way of vulnerability describing (a) intense stress on body systems, (b) 
negative emotional situations, (c) feelings of being cared for in an ICU, 
and (d) support from family and loved ones. The conclusion was “At 
the unit and at the policy levels, strategies aimed toward promoting 
family access to patients, maximizing the time available for families 
to be with patient and inspiring interactions are recommended (e.g., 
holding the patient’s hand). Moreover an appropriate nurse-to-
patient-ratio capable of ensuring presence at the bedside is strongly 
suggested”.

COVID-19 and Sedation
The SARS-coronavirus or COVID-19 pandemic has presented new 



Citation: Temesgen N (2021) Role of Sedation in Medical Care Unit. Analg Resusc: Curr Res 10:4. e120.

• Page 2 of 2 •Volume 10 • Issue 4 • 1000e120

challenges to clinicians aiming for optimal sedation in mechanically 
ventilated patients. Hospitals are overwhelmed with critically ill 
patients generally resulting a lower skilled nurse to patient ratio. More 
patients require longer periods of ventilation, use of neuromuscular 
drugs, and pruning with deep sedation. There are reported shortages 
of commonly used sedative drugs.

A multinational, multi-center cohort study involving 69 ICUs 
in 14 countries collected data on 2088 patients. The median RASS 
score on ventilation was 4 (-5 to -3) and therefore the median number 

of days in coma was ten (IQR 6 to 16). This compares with days in 
coma of 1 day (IQR 1-2) within the 2018 delirium treatment MIND-
USA trial completed by an equivalent investigator group. Importantly 
during this cohort study, quite 50% of patients had agitation. Before the 
COVID-19 pandemic, in critically ill patients, the reported incidence 
of latest agitated delirium was up to 13%, with an overall prevalence of 
up to twenty. Similarly, Helms and colleagues reviewed 58 consecutive 
ICU patients with COVID-19, of whom 40 (69%) became agitated 
following cessation of muscle relaxation and sedation.
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