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Najdeme delirium na PICU?

A 4-69,4% ??? (Risk factors for delirium in an Australian
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A R. Paterson)
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Delirium PICU

A Hyperaktivni, hypoaktivni, nebo kombinace
A Rovnakésympt omy jako u dospRlTch, ale tnNgg?
Al u dnt2z ° 1 rok vDku

A Asociovan® se § morbiditou a mortalitou
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Table 4 Sedation: summary of recommended assessment tools for critically ill children

Age range 0-16 years 0-16 years 6 weeks—6 years

Variables assessed Distress Distress Respiratory drive
Heart rate Alertness Coughing
Mean arterial pressure Calmness/agitation Best response to stimuli
Alertnes - :ntiveness to care provider
Calmne:Recommenda"on rrance to care

Respirat  Use standardized sedation assessment tools with isolability

Movem: and clinical utility; the /ementaiter consoled
Muscle 1 ) .
Facial e grade of recommenda-
Score range 8-40 A . . . ' dint scale; state behaviour on a scale of
(cut-off point) <17ove « Together with the vital signs, the level of sedation 3to0+2
17-260 must be assessed and documenteq every 4-8 h pras awakeand calm
>26 unc T _ . AN L TR
indicated by the sedation score or the child’s clinical
Reliability data + e . :
o condition (grade of recommendation = D).
Forms of validity Face, co 3, construct
established concurrent responsiveness
Clinical utility Feasibility and utility established at bedside Feasibility and utility established at bedside
Grade A A B

See supplementary material for detailed data regarding psychometric properties




Richmond Agitation Sedation Scale (RASS) *

Score Term Description

+4 Combative Overtly combative, violent, immediate danger to staff

+3 Very agitated Pulls or removes tube(s) or catheter(s); aggressive

+2 Agitated Frequent non-purposeful movement, fights ventilator

+1 Restless Anxious but movements not aggressive vigorous

0 Alert and calm

-1 Drowsy Not fully alert, but has sustained awakening )
(eye-opening/eye contact) to voice (>10 seconds) | Verbal

-2 Light sedation Briefly awakens with eye contact to voice (<10 seconds) Stimulation

-3 Moderate sedation Movement or eye opening to voice (but no eye contact)

-4 Deep sedation No response to voice, but movement or eye opening h _
to physical stimulation . SE&YJ?&I;E%FI

-5 Unarousable No response to voice or physical stimulation




Daoud et al. Critical Care 2014, 18:489
http//ccforum.com/content/18/5/489
@ CRITICAL CARE

RESEARCH Open Access

Diagnostic accuracy of delirium diagnosis in
pediatric intensive care: a systematic review

Alia Daoud', Jonathan P Duff'?, Ari R Joffe'?", for the Alberta Sepsis Network




