Optimizing sedation in critically ill patients: by technology or
change of culture?
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Standard care of critically ill patients undergoing
mechanical ventilation includes sedation (1). In the last
decades several trials have reported a beneficial effect
of reducing sedatives. Brook and colleagues reported a
beneficial effect of implementing a nurse driven sedation
protocol (2). Kress and colleagues reported a beneficial
effect of a daily interruption of sedation (3). The daily
interruption of sedatives was also reported beneficial later
in a multicenter trial by Girard and colleagues (4). All these
interventions are rather simple yet very effective in terms
of reducing length of stay and in the Girard trial even
reducing one year mortality. To have this effect the team
needs to embrace and implement the change and see it as
a beneficial intervention. Otherwise it would be difficult to
show the effect of any given intervention. An example of
this might be the SLEAP trial by Mehta and colleagues (5).
In this trial two “light sedation” strategies were compared:
either light sedation or light sedation combined with a
daily wake up trial. The authors reported no beneficial
effect of performing a daily interruption of sedation. On
the contrary one of their findings was that the nursing staff
found it troublesome to do the daily wake up trial and this
group of patients received a higher total amount of sedatives
compared with the control group.

Another interesting way of changing or optimizing the
sedative use is presented in a recent paper in The Lancet
Respiratory Medicine by Walsh and colleagues (6). The
trial had a rather complex design. A cluster randomized
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before and after design assigning patients in four groups
at intensive care unit (ICU) level. In the first group the
staff received education. In the second group staff received
education plus sedation-analgesia feedback. In the third
group staff received education plus Responsiveness
Monitoring Intervention (RI). The last group received all
three interventions. The sedation-analgesia feedback was
based on reports to the ICU. The RI was a continuous
monitoring device reporting the sedation state as red, amber
and green. A total of 881 patients were included in the
trial. Patients in these intervention groups were compared
to patients admitted earlier in a baseline period. In other
words, a historic control group was used. The primary
endpoint was the proportion of periods with optimal
sedation. The authors reported a beneficial effect of the RI
in terms of longer periods with optimal sedation. But no
effect from the other interventions.

As mentioned in other comments the trial setup
was rather complex with a cluster “before-and after”
design not randomizing the individual patient but whole
departments (7). Also the analysis of the obtained results
was rather complex. What is the overall “take-home”
message from this large trial involving more than 800
patients and 8 ICUs? The authors reported some effect of a
continuous monitoring device, warning the personnel with
a red color if the patients were too deeply sedated, although
the device was not in use for longer periods of time in
more than half of the patients. No effect was proven from
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Figure 1 Less or no sedation might reduce the need for sedation

monitoring in the future (shown with permission from the patient).

education alone or monthly feedback on levels of sedation.

The lack of effect from the other interventions in this
trial is very interesting. Like the Mehta trial staff reported
interventions to lower sedation troublesome and difficult to
understand. The staft was reluctant to see a beneficial effect
with these interventions despite education and training.
Another very interesting aspect is the 1:1 nurse:patient ratio
in the participating ICUs. Lack of staff is often used as the
reason for deeper levels of sedation because each nurse has
to take care of more than one patient which was not the
case in the present trial (8).

When it comes to proving a beneficial effect of
monitoring devices in critically ill patients, other modalities
have been reported to have no effect. For instance
it has been difficult to prove a beneficial effect of an
arteria pulmonalis catheter (9). The message here is that
monitoring cannot solve any problems on its own. It is the
actions made from the observations that are important. In
the present trial staff did not necessarily reduce sedation
despite a red light on the RI monitoring device.

With respect to sedation many positive interventions
have been reported. As mentioned earlier sedation
protocols, daily interruption of sedation, mobilization
and physical training all have the potential to reduce
length of stay (10). Also the use of no-sedation and a 1:1
nurse:patient ratio has been reported to be beneficial and
would for most patients eliminate the need of sedation
depth monitors (11) (Figure I). Also newer sedatives such
as the alpha 2 agonist dexmedetomidine could be another
step to lighten the levels of sedation (12,13). Although
dexmedetomidine still needs to be further tested especially
in comparison to less or no sedation to identify the patients
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who might profit from this drug (14).

Walsh and colleagues have done a huge effort by
conducting the present trial and the Responsiveness
Monitoring device is very interesting. But as the authors
themselves mention, the device needs further testing to
identify its optimal use. For now the evidence points in the
direction of less sedation as a common goal for the sake of
the patients. This should be achieved by a cultural change
in the perception of the correct treatment for an intubated
mechanically ventilated patient: these patients can in most
cases be safely handled with less or no sedation.
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