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Abbreviated Question (as it will appear on search results page)

Richmond Agitation-Sedation Scale
1. Does your organization use the RASS? If yes, please consider sharing any educational resources, eLearnings and/or policies. 
1. What type of training and education was involved in the implementation? (i.e; eLearning, policy review, roaming training, etc
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	Attachment(s)*
 

	
Carly Blair RN, MScN
Clinical Educator
MSICU, CCU, & CVICU
St. Mary’s General Hospital
911 Queen’s Blvd, Kitchener
519-749-6578 ext.1932
cblair@smgh.ca

	Please see attached the following:
-          Policy
-          Learning package
-          Easy reference ID badge cards template with RASS and progressive ambulation
[bookmark: _GoBack]
	


  

	Kevin Halabecki, BScN, RN
Clinical Nurse Specialist-Trauma: Critical Care & Neurosurgical Services
Thunder Bay Regional Health Sciences Centre
(807) 684-6252
(807) 631-1664
halabeck@tbh.net

	Hi Selina,

We use RASS to assess level of sedation in ICU. There is no e-learning modules, or training. The scale is given to new staff, and it is a part of documentation with explanations of each level. This is an image from our standard of care policy explaining RASS.
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	Melissa Pelletier, RN, BScN, CNeph(C)
Clinical Educator
Renal Program
Professional Practice
Royal Victoria Regional Health Centre
201 Georgian Drive
Barrie, Ontario
L4M 6M2
pelletierm@rvh.on.ca
Tel:  705-728-9090 ext 47712
Cell: 705-229-9846
www.rvh.on.ca 

	Hi Selina, 
Please find attached a poster we made for our rollout of the education. 
Regards,
Melissa 

	


	Sandra Parsons 
DOCUMENT MANAGEMENT SPECIALIST
PROFESSIONAL PRACTICE
596 Davis Drive, Newmarket, ON, L3Y 2P9
T: (905) 895-4521 ext. 2435
Email: sparsons@southlakeregional.org
 

	Hi Selina – please see attached, regards, Sandra
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Delirium policy.pdf


Policy & Procedure – St. Mary’s General Hospital


ST. MARY'S GENERAL HOSPITAL
KITCHENER, ONTARIO


 
==================================================================
Subject/Title: Assessment of Pain, Agitation and Delirium in the Critical Care Patient 
==================================================================
Policy Statement:
St. Mary’s General Hospital (SMGH) is committed to providing a safe care and a positive 
experience to patients, staff, volunteers and visitors. 


Delirium is often misdiagnosed or undetected leading to consequences. Delirium in the critical 
care patient is a predictor of complications including, but not limited to, increased length of stay, 
increased time on a ventilator, increased costs, long term cognitive impairment and  increased 
mortality rate both while in the hospital and six (6) months after discharge. Delirium is often 
reversible and may be caused by a number of physiological and/or psychological factors.  
Delirium is a medical emergency that must be dealt with in a timely manner. It is important to 
identify and treat the underlying cause of delirium. 


Purpose:  
To outline steps that the staff and physicians can take in regards to identifying, preventing and 
managing delirium in patients in critical care units. 


Scope:  
This policy is intended primarily for Registered Nurse working in critical care units. This policy 
can also be extended to include the clinical aids, Registered Respiratory Therapists, 
Physiotherapists, Occupational Therapists and the Hospital Elder Life Program (HELP), within 
their respective scopes of practice.


Definitions:  
Delirium: develops over a short period of time (hours to days) and consists of a fluctuation of 
inattention, disorientation, altered level of consciousness or perceptual disturbance.
 
Hypoactive delirium: characterized by withdrawal, flat affect, lethargy and decreased 
responsiveness; most common type in the critical care patient 


Hyperactive delirium: characterized by agitation, restlessness, and attempts at removing lines 
and tubes


Mixed delirium: when a patient alternates between hypoactive and hyperactive delirium 


Richmond Agitation-Sedation Scale (RASS): validated tool to help measure level of 
consciousness. In the critical care setting, this is done first to determine whether the CAM-ICU 
needs to be completed. (Appendix A)







Confusion Assessment Method –Intensive Care Unit (CAM-ICU): validated tool to help monitor 
the development and progress of delirium specifically in intensive care patients who are unable 
to communicate verbally (Appendix B)


Procedure/Process: 
The nurse will assess and monitor a patient’s risk factors for developing delirium every shift, and
as needed. The nurse will also help prevent and manage delirium by decreasing risk factors and 
taking steps to help stop the onset of delirium. 


Assessment Standards: 
RASS is to be completed Q4h and prn with each sedative dose or infusion change. The target 
score is -1 to +1. If the RASS score is greater than or equal to -3 (-3, -2, -1, 0, +1, +2, +3, +4), 
the nurse will complete a CAM-ICU assessment. The CAM-ICU will help guide the nurse in 
identifying delirium in the critical care patient. CAM-ICU is completed every shift and prn. 


It is important to note that finding the cause is the most effective way of treating delirium. Once 
the noxious insult is removed, the time to recovery will be shorter. Collaboration within the 
health care team is encouraged to manage delirium in the critical care patient. 


The nurse will notify the MRP the RASS and CAM-ICU scores during rounds and at the onset of
delirium detection. The nurse will also include this during the transfer of accountability (TOA) to
the oncoming staff. 


PREVENTION AND MANAGEMENT of Delirium: 
The team member is responsible for decreasing the risk factors for delirium. To help prevent and 
manage delirium, the team member can do the following: 


1) ORIENTATION: 
a) Re-orientate the patient as needed
b) Post daily routines, if appropriate
c) Have a wall clock and/or calendar visible to patient
d) Provide cognitively stimulating activities (e.g. crosswords, daily news), if 


appropriate
e) Communicate face-to-face, use simple language and maintain good eye contact
f) Unless it causes agitation, continue to re-orientate the patient as needed


2) ENVIRONMENT
a) Maintain clean and clutter-free environment 
b) Ensure patient uses glasses, hearing aids and other assistive devices
c) Have appropriate lighting for the time of day (lights on during the day, limiting 


light exposure at night)
d) Minimize room changes
e) Create a consistent routine as much as possible (e.g. bathroom checks, bed time 


routine)


3) MOBILITY







a) Refer to Least Restraint Policy
b) Progress to ambulation as soon as tolerated and ambulate daily to TID 
c) Activity based on RASS score (Appendix C)
d) Maintain safe environment for mobilizing patient
e) Assess for safety before and during ambulation; respond to patient and any 


changing capacity to tolerate
I. Watch for signs of fatigue, pain, diaphoresis and intolerance


II. Encourage circulation exercises  
III. Monitor signs for orthostatic hypotension, go slow and ask patient 


regarding any light headedness
f) Use proper body mechanics to maintain safety for the staff
g) Involve the patient in self-care activities as soon as patient is able to 
h) Reposition Q2h unless contraindicated, with skin assessment recorded Q4h. If 


repositioning is contraindicated, relieve pressure points Q2h 


4) SLEEP HYGEINE
a) Establish day-night routine as soon as possible
b) Promote daytime wakefulness:


I. Lights on and curtains open (as appropriate) 
c) Promote nighttime sleep:


I. Turning off and/or reducing lights, limiting noise, providing nighttime 
routine, toileting routines


d) Allow patient to nap during the day as needed, but try to allow the nap to end at 
1400 to keep sleep-wake cycle consistent


e) To help facilitate uninterrupted sleep, attempts will be made to minimize hands on
care from 2400 to 0400 if clinically able.  


5) FAMILY
a) Involve family with care; ask about patient’s likes and dislikes
b) Encourage family to bring in photos and other personal items to familiarize 


environment
c) Encourage family members to sit with patient to calm patient as needed; 


alternative to restraints
d) Teach family to recognize abnormal behaviour and to report it to the nurse. 


Family often knows the patient’s baseline and can spot changes sooner than the 
nurse. 


6) PAIN 
a) Monitor for pain, follow scheduled and prn pain medication orders as appropriate
b) Use appropriate pain scales to monitor pain (Critical Care Pain Observation Tool 


[CPOT], Numeric Rating Scale [NRS]). 
c) Pain scale Q4h and every 20 minutes when titrating analgesia, unless otherwise 


ordered
I. Goal less than or equal to 3 if patient able to use NRS







II. If patient unable to use NRS, CPOT goal is less than or equal to 2
d) Use the lowest dose possible to manage and monitor effectiveness 
e) Consider using non-pharmacological methods to reduce and/or eliminate pain 


(e.g. warm blanket, distraction)


7) SEDATION
a) Often used to treat anxiety and agitation and should be used on a as needed basis
b) Communicate in a way to reduce anxiety (e.g. give reassurance)
c) Treat the underlying cause for agitation  (e.g. pain)
d) RASS Q4h and prn with each sedative dose or infusion change (target -1 to +1)
e) Use sedation as prescribed by physician 
f) Supplementation to sedatives may help patient anxiety levels and include 


reorientation, clean environments, adequate pain control etc.


8) PRIMARY NURSING CARE
a) Assess for delirium risk factors:


I. Including but not limited to: medication review, environment, low oxygen 
levels, infection, retention, seizures, malnutrition, dehydration, lack of 
sleep, metabolic abnormalities (blood glucose, calcium, sodium etc.), 
acidosis, system failure or other diseases (e.g. COPD, PE, stoke, stress, 
CHF, MI), age, use of restraints


b) Consult with MRP to remove or substitute medications that may worsen delirium
I. Benzodiazepines, anticholinergic, steroids, discontinuation of bedtime 


sedation
c) Consider moving sedatives and analgesics to a prn basis rather than a continuous 


infusion
d) Use narcotics as a first effort then move to sedatives as needed
e) Monitor bowel movements; have regular toileting routines
f) Ensure proper hydration and nutrition 
g) Monitor mental status, changes in cognition; document any changes
h) Review need for lines, tubes, and treatments; consult with MRP
i) Identify and treat underlying cause of delirium; follow physician orders
j) Notify physician upon detection of delirium; also report RASS and CAM-ICU 


scores to physician during rounds
k) Include RASS and CAM-ICU scores in the TOA to the oncoming shift
l) Refer to SMGH Medication Administration Policy, when administering any 


medication around pain, agitation, or delirium 


9) MEDICATIONS
a) Consider non-pharmacological methods first for preventing, treating and 


managing delirium whenever possible (see above)
b) Consider pharmacological methods for managing delirium when patient is:


I. At risk for self-harm or harming others
II. When severe agitation risks necessary therapies (e.g. ventilation)


III. When experiencing distressing psychotic symptoms (e.g. hallucinations)







10) Ventilator Liberation
For intubated patients, the nurse will conduct a Sedation Awakening Trial Safety 
Assessment each morning as per physician orders (see Appendix D). 


Documentation/Record/Log:
 Document Medications as per Medication Administration Policy
 Document scores of RASS, CAM, CPOT on Frequent MAR 
 Document Using DAR patient notes


Educational Requirements & Maintenance of Competency:


This will be included in unit orientation education. Further training at the discretion of the 
clinical educator and unit manager. 


See Also: Appendix A- C, Least Restraint Policy, Medication Administration Policy, Pain 
Management Protocol, Skin Risk Assessment Protocol, Delirium Pamphlet (Patient Education 
Resources)
______________________________________________________________________________
Origin:  MSICU Operations
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Appendix A


Richmond Agitation Sedation Scale (RASS)


RASS Score Characteristics Next Steps
+4 Combative; violent, danger to staff


Give analgesic if in pain


Give adequate sedative as
ordered for safety, then


minimize. Use restraints prn
following Least Restraint


Policy


Complete CAM-ICU
 


+3 Very agitated; pulls to remove tubes/lines; 
aggressive


+2 Agitated: frequent non-purposeful movement; 
fights ventilator


Complete CAM-ICU
assessment for delirium


+1 Restless; anxious but movement not aggressive 
or vigorous


0 Alert and calm
-1 Drowsy; not fully alert, sustained wakening to 


voice >10 seconds
-2 Light sedation; briefly awakens with eye contact


to voice <10 seconds
-3 Moderate sedation; movement or eye opening to


voice, no eye contact
-4 Deep sedation; non response to voice; 


movement or eye opening to physical 
stimulation


STOP, patient unconscious


Recheck later
Do not need to do CAM-ICU


at this time
-5 Unarousable; no response to voice or physical 


stimulation


(Adapted from SMGH, 2014; Vanderbilt University, 2013)







Appendix B


CAM-ICU Worksheet 







Appendix C


Mobility Based on RASS Score


This is to be used as a guideline only. Clinical judgement and other factors need to be considered
before starting activity. Factors include, but not limited to, myocardial stability, oxygenation 
stability, neurological stability, vasopressor use etc.  Patient safety should be considered at all 
times. 







Appendix D


SAT Safety Criteria (screen every day in the morning before rounds)
If the patient does not fulfill all of these criteria, it is not safe to perform the SAT. Discuss 
reasons for SAT not being performed with the patient care team and MRP and reassess. 
Patient must fulfill all of the following criteria:
□ RASS of +1, 0, -1, -2, -3, or -4


□ Absence of myocardial ischemia in the past 24 hours


□ The patient is not receiving a sedative infusion for active seizures


□ The patient is not receiving a sedative infusion for alcohol withdrawal


□ The patient is not receiving medications in an attempt to control intracranial pressure


□ Absence of delirium


□ Absence of neuromuscular blockade


□ Fi02 of less than or equal to 0.50


□ PEEP less than or equal to 10 cm H2O


□ Hemodynamically stable (one vasopressor not requiring increased dose over past 4 hours)


If the patient passes the SAT safety screen, alert the RRT, stop sedation and consider decreasing 
narcotic infusion by 25-50%. Stop the narcotic completely if it is being used primarily for 
sedative effect. 


SAT Failure Criteria
Monitor patient for SAT failure criteria. If patient demonstrates any one of the following criteria, 
the SAT will be aborted. Sedation will be restarted at 50% of the previous dose and titrated as 
needed. 


SAT Criteria for Failure (the SAT will be aborted if the patient demonstrates any one of these 
criteria)
□ Anxiety or agitation (RASS of +2, +3, or +4) for more than 5 minutes


□ Respiratory rate greater than 35 breaths per minute for 5 minutes or longer


□ SpO2 less than 88% for 5 minutes or longer (consider with RRT increasing FiO2)


□ 2 or more symptoms of respiratory distress: tachycardia, bradycardia, accessory muscle 
use, abdominal paradoxical breathing, diaphoresis


□ New acute cardiac arrhythmia or ischemia 
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Level 1

RASS 
–5 to—3
- Turn Q2h
- Passive ROM TID
- HOB > 45 degrees 30-60 min BID
Level II

RASS
-2 to—1
- Turn Q2h, ROM TID
- Sitting Position 20 min TID
- Dangle at side of bed
- Chair with ceiling lift
Level III

RASS
- 1 to +1
- Turn Q2h
- Gradual withdrawal of assistance
- Sitting position 20 min TID
- Dangle at side of bed
- Active transfer to chair (or ceiling lift)(
Level IV

RASS
-1 to +1
- Turn Q2h 
- Active transfer to chair
- Ambulation (marching, walking in halls


How to Progress


RASS
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Combative; violent, danger to staff
+3
Very agitated; pulls or removes tubes/lines; aggressive
+2
Agitated; frequent non-purposeful movement; fights ventilator
+1
Restless; anxious but movement not aggressive or vigorous
0 
Alert and calm
-1
Drowsy; not fully alert, sustained wakening to voice > 10 sec
-2
Light sedation; briefly awakens with eye contact to voice < 10 sec
- 3
Moderate sedation; movement or eye opening to voice but no eye contact
- 4
Deep sedation; no response to voice but movement/ eye opening to physical stimulation
- 5
Unarousable; no response to voice or physical stimulation
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+4
Combative; violent, danger to staff
+3
Very agitated; pulls or removes tubes/lines; aggressive
+2
Agitated; frequent non-purposeful movement; fights ventilator
+1
Restless; anxious but movement not aggressive or vigorous
0 
Alert and calm
-1
Drowsy; not fully alert, sustained wakening to voice > 10 sec
-2
Light sedation; briefly awakens with eye contact to voice < 10 sec
- 3
Moderate sedation; movement or eye opening to voice but no eye contact
- 4
Deep sedation; no response to voice but movement/ eye opening to physical stimulation
- 5
Unarousable; no response to voice or physical stimulation
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This learning package will discuss: 


 Effects of Bed Rest on Critically Ill patients 


 Delirium in Intensive Care 


 Early Mobilization 


 How to perform the Richmond Agitation Sedation Scale (RASS) 


 Putting together the RASS and Mobility 


The bottom line:  


Critical care medicine is improving survival but not necessarily the morbidity that 


the patient has coming out of the hospital. Severe weakness, deficits in self-care 


and poor quality of life are reported instead (Herridge et al., 2008).  


Bed Rest by Body System 


Bed rest, even in healthy subjects has neuromuscular, neurocognitive, and 


mental health effects. This includes but is not limited to deconditioning, 


pressure sores, fatigue, depression, anxiety, constipation, urinary retention, 


atelectasis, altered ventilation/perfusion, postural hypotension, increased 


risk of DVT/PE, social isolation, disorientation, decreased stroke volume and 


cardiac output. Phew!  


Patients gone wild? Delirium in a Nutshell 


• Acute fluctuating change of mental status 


• Inattention 


• Altered level of consciousness 


 


• Onset is usually ICU day 2 


• Delirium impacts length of stay, mortality, and ability to perform basic 


activities later on 


• For each day that a patient in ICU has delirium, they increase their risk 


of mortality by 10% one year after their stay with us 


• 50% of survivors have cognitive deficits like trouble with memory, 


attention and processing 


• 20-25% suffer from depression, anxiety, impaired sleep and/or PTSD 


(Inouye et al., 1999; Pun and Ely, 2007).  


 


There is no magic pill to make delirium go away. Treatment is the 


same as prevention 
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So how do we prevent delirium? 


• Active delirium assessment 


• Actively search for a cause 


• Allow family at bedside 


• Re-orientation 


• Treat dehydration or electrolyte abnormalities 


• Treat pain 


• Correct malnutrition 


• Optimize sedation  


• Correct sleep disturbances 


• Early mobilization             (Barr et al., 2013) 


 


 


 


What is Early Mobilization?  


Early mobilization is getting our patients moving earlier and more 


systematically. It is evidence based with research supporting safety 


(Bailey et al, 2007) and efficacy in reducing delirium days, ventilator 


days and length of stay in ICU (Morris, 2008; Schweickert et al, 


2009).  


 


Early mobilization has also been shown to improve functional 


outcomes at discharge. We may not see immediate functional 


improvements in the ICU but we are setting the patients up for 


success later on (Adler and Malone, 2012).  


 


The Society for Critical Care Medicine Guidelines (Barr et al., 2013) 


regarding Pain, Agitation, and Sedation in the Intensive Care 


recommend: “…performing early mobilization of adult ICU patients 


whenever feasible to reduce the incidence and duration of delirium.”  
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What is the RASS? 


The RASS is the Richmond Agitation Sedation Scale. It is a reliable and valid 


assessment scale in our critical care patients, ventilated and non-ventilated 


(Sessler et al., 2002). It is recommended in the Society for Critical Care 


Medicine Guidelines (2013) regarding Pain, Agitation, and Sedation in the 


Intensive Care Unit.  


The patient is assigned a score based on observations by the clinician. 


+ 4 
Combative; violent, danger to staff 


+ 3 
Very agitated; pulls or removes tubes/lines; aggressive 


+ 2 
Agitated; frequent non-purposeful movement; fights ventilator 


+ 1 
Restless; anxious but movement not aggressive or vigorous 


0 
Alert and calm 


-1 
Drowsy; not fully alert, sustained wakening to voice >10 seconds 


-2 
Light sedation; briefly awakens with eye contact to voice <10 seconds 


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


-4 Deep sedation; No response to voice but movement/eye opening to 


physical stimulation 


-5 
Unarousable; No response to voice or physical stimulation 


 


Instructions for Performing the RASS 


Performing the RASS is easy. Once you have response from the patient, you 


can assign them a score. No adding or calculating is necessary. Do the RASS 


every 4 hours with your head to toe assessment. It will help with clinical 


decision making around mobility and sedation.  


1) Observe patient. If the patient is alert, restless, or agitated their score is 


0 to +4.  


2) If the patient is not alert, state patient’s name and tell them to open their 


eyes and look at you.  


a. If the patient awakens with sustained eye opening and eye contact 


their score is -1. 


b. If the patient awakens with eye opening and eye contact, but it is 


not sustained, their score is -2. 
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c. If the patient has any movement in response to voice but no eye 


contact, the score is –3. 


3) When there is no response to verbal stimulation, physically stimulate 


patient by squeezing their trapezium muscle.  


a. If the patient has any movement to physical stimulation, score is –


4. 


b. If the patient has no response to physical stimulation, score is -5.  


 


Using the RASS in the Context of Mobility 


We will start to utilize the RASS in the context of mobility. Your patient’s RASS 


will give you guidance as to how the patient could be mobilizing. The word 


“guidance” is important here. There are lots of other factors that affect your 


patients’ ability to mobility such as myocardial stability, oxygenation stability, 


vasopressor use, the RASS, and neurological stability among others (See pp 5).  


 


Take a few moments to review page 6 and 7 of this learning 


package. See how the RASS connects to mobility levels 1, 2, 3, and 


4. Then do the case scenarios. Answers are on page 10. 
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Step 1    Prepare 
Have a discussion about: 


• obstacles/challenges related patient 


and environment  
• benefits and risks. 
• pre-medication  
• baseline vital signs  
• Have objective end-points such as 


limits of BP, HR, and oxygen 


saturation 


Step 2    Safety first 
• Use proper body mechanics during 


transfer & allow gradual change from 
lying to upright position. Encourage 
circulation exercises (foot, ankle, & 
knee extension/flexion) before 
commencing more demanding 


mobilization procedures.  
• If postural hypotension is suspected, 


monitor BP and ask patient about 
light headedness at each phase of 
the mobilization 


Step 3    Quit while you are still ahead 
• Monitor closely. Watch for signs of 


fatigue, pain, diaphoresis and 
intolerance during activity. 


Frequently ask patient how he/she 
feels. 


• Evaluate patient’s status at each 


progression to determine whether to 


continue or stop. 


  
Step 4    Monitor and progress 


• Determine the limiting factor of the 


mobilization and any undesirable 
response. 


• Use objective outcome measures to 


monitor progress e.g., ease of 
transfer, sitting duration, walking 
distance, HR, RR, oxygen saturation, 
and pain scales. 


• After mobilization, monitor patient 


until vital signs have returned to pre-
activity level. 
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MYOCARDIAL STABILITY 


MAP: 65 – 110  BP: Stable BP 
HR: 40 – 130 bpm 


• No new MI, no dysrhythmia requiring new 
medications, no active cardiac ischemia in 
past 12-24 hrs, no IABP. 


OXYGENATION STABILITY 


SpO2: >88% no cyanosis RR: 5 - 40 
FiO2: <60%   
Ventilators: Co-ordinate with RRT.  


• Airway  secure 
• Pt does not have uncontrolled asthma 


VASOPRESSOR USE 


• No new pressors, or increase in pressor 
use over past 2 hrs, no uncontrolled 
systemic hypertension, no active bleeding 


ENGAGES TO VOICE 


• Responds to verbal stimulation 
• RASS <+3 


NERUO STABILITY 


• Determine RASS score 
• No severe agitation, non-combative, not in 


distress, able to understand instructions to 
participate in exercises to improve 
mobility 


• ICP: no increased of >20 mm Hg. ICP to 
be considered in conjunction with cerebral 


compliance.  
• Stable spinal cord and/or head if cleared 


by MRP 
OTHER:  


• stable fracture, co-ordinate mobility 
around tests/hemodialysis  


• Pulmonary embolus - Discussion with 
MRP 


• Deep venous thrombosis - Discuss with 


MRP. Monitor patient for changes in pain, 
swelling, colour and sudden shortness of 
breath 
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S Step 1    Prepare 
Have a discussion about: 


• obstacles/challenges related patient 


and environment  
• benefits and risks. 
• pre-medication  
• baseline vital signs  
• Have objective end-points such as 


limits of BP, HR, and oxygen 
saturation 


Step 2    Safety first 
• Use proper body mechanics during 


transfer & allow gradual change from 
lying to upright position. Encourage 
circulation exercises (foot, ankle, & 


knee extension/flexion) before 
commencing more demanding 
mobilization procedures.  


• If postural hypotension is suspected, 
monitor BP and ask patient about 
light headedness at each phase of 
the mobilization 


Step 3    Quit while you are still ahead 
• Monitor closely. Watch for signs of 


fatigue, pain, diaphoresis and 
intolerance during activity. 


Frequently ask patient how he/she 


feels. 
• Evaluate patient’s status at each 


progression to determine whether to 
continue or stop. 


  
Step 4    Monitor and progress 


• Determine the limiting factor of the 


mobilization and any undesirable 
response. 


• Use objective outcome measures to 


monitor progress e.g., ease of 
transfer, sitting duration, walking 


distance, HR, RR, oxygen saturation, 
and pain scales. 


• After mobilization, monitor patient 


until vital signs have returned to pre-
activity level. Adapted from AACN (2013) & SAFEMOB (2012) 
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Adapted from AACN (2013) & SAFEMOB (2012) 
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Scenarios 


Apply what you have learned to the following case scenarios. Answers are on 


page 10.  


1. Ms. P. is being ventilated for respiratory failure. She does not open her 
eyes to voice but does move her hands when you squeeze her 


trapezius muscle. What is her RASS and what suggestions could you 
make regarding a mobility plan? 


a) RASS is -4, do ROM TID, turn q4h, HOB >45 at all times 
b) RASS and -5, turn and position q2h  


c) RASS is -4, ROM TID, turn q2h and HOB >45 for 30-60 min BID 


d) RASS is -3, ROM, turn q2h  
 


2. Mr. P. was admitted with urosepsis two days ago. Yesterday, the team 
turned and positioned every four hours and range of motion. He 


rouses to voice and maintains eye contact for 5 seconds before drifting 
back to sleep. He is on levophed with no titrating up in the last 3 


hours. What is Mr. P.’s RASS and how will you mobilize him? 


a) RASS: -3, continue with turn and position q 2 only 
b) RASS: -1, walk 


c) RASS: -2, transfer to chair once x 3 hours 
d) RASS: -2, continue with level I and attempt sitting or dangle (level II) 


 
3. Mr. L. has been ventilated for 2 days for COPD and a PE. He was 


paralyzed in the first 24 hours for difficulty ventilating but the paralytic 
was weaned off in the first 24 hour period. Yesterday, he was level I 


on mobility. His RASS this morning is -2. Could we advance to level II? 
What other considerations do we have to discuss? 


 
 


 
You are looking after Mr. L. again on your next shift. He dangled 


successfully yesterday on level II. What could the discussion be today? 


 
 


 
4. Mr. M was admitted with CHF exacerbation. He has a grade 4 ventricle 


and has an IABP in his left groin. His RASS is +3. You are looking after 
him on his 2nd ICU day. The mobility plan should be that the patient: 


a) Remain on their back with HOB <30 
b) Be turned and repositioned every four hours 


c) Be turned and repositioned every 2 hours 
d) Be transferred to the chair as their RASS is +3 
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5. Mrs. L. is being allowed to die naturally. Her ventilator and ETT is 
removed and vasopressors stopped. What happens to her mobility 


plan? 
a) The levels no longer apply 


b) Level I  
c) Level II 


d) Level III 


 
6. Mrs. B. had a hemorrhagic stroke 1 day ago and suffered a fall. She is 


not ventilated. She is restless but not aggressive. What could the 
mobility plan be? 


a) Level I 
b) Level II 


c) Start at Level III and continue to assess 
d) Start at level IV immediately as she was admitted yesterday. 


 
What needs to be discussed beforehand? 
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Scenario Answers 


1. C. 


2. D. 


3. Mr. L could potentially be advanced to level II mobility, after a 


discussion with the interdisciplinary team regarding his PE as well as 


his oxygenation/ventilation requirements. On your next shift, you 


could consider advancing to level 3, depending on his RASS and other 


patient factors. 


4. C. Before even starting a mobilization plan, Mr. M. might need some 


sedation to bring his RASS between -1 and +1. Then, a mobilization 


plan of turning q 2 h would be appropriate. The patient could do ankle 


pumps in both legs. In the unaffected leg, in this case the right leg, 


the patient could still do ROM.  


5. A. The levels no longer apply. The turning and positioning that we do 


would be oriented to a goal of comfort and would likely not ‘progress.’ 


6. C. Mrs. B has a RASS of +1. She would be appropriate for a level 3 


mobility, but depending on a team discussion especially around her 


neurological stability (c-spine, stroke progression, and deficits from 


her stroke). 


References 


Adler & Malone (2012). Early mobilization in the intensive care unit: a systematic review. 


Cardiopulmonary Physical Therapy Journal, 23(1), 5-13. 


Bailey et al. (2007). Early activity is feasible and safe in respiratory failure patients. Critical 


Care Medicine, 35, 139-145. 


Barr et al. (2013). Clinical practice guidelines for the management of pain, agitation, and 


delirium in adult patients in the intensive care unit. Critical Care Medicine, 41(1), 263-306.  


Inouye, S. et al (1999). A multi-component intervention to prevent delirium in hospitalized 


older patients. The New England Journal of Medicine, 340(9), 669-676. 


Morris et al, (2008). Early intensive care unit mobility therapy in the treatment of acute 


respiratory failure. Critical Care Medicine, 36(8), 2238-2243. 


Pun and Ely (2007). The importance of diagnosing and managing ICU delirium. Chest, 


132(2), 624-636. 


Schweickert et al. (2009). Early physical and occupational therapy in mechanically 


ventilated, critically ill patients: a randomised controlled trial. Lancet, 373(9678), 1874-


1882. 


Sessler CN, Gosnell MS, Grap MJ, et al. (2002). The Richmond Agitation-Sedation Scale: 


validity and reliability in adult intensive care unit patients. American Journal of Respiratory 


Critical Care Medicine, 166:1338–1344. 



http://www.ncbi.nlm.nih.gov/pubmed/19446324

http://www.ncbi.nlm.nih.gov/pubmed/19446324




image4.png
COMBATIVE Combative, violent, immediate danger to staff

VERY AGITATED Pulls on or removes tube(s) or catheter(s), aggressive
AGITATED Frequent non-purposeful movement, fights ventilator
RESTLESS Anxious, apprehensive movements not aggressive
ALERT & CALM Spontaneously pays attention to caregiver

DROWSY Not fully alert, but has sustained awakening to voice

(eyes opening and contact > 10 sec.)
LIGHT SEDATION Briefly awakens to voice (eyes open and contact < 10 sec.)
MODERATE SEDATION  Any movement (but no eye contact) to voice
If RASS is = -3 proceed to CAM-ICU (is patient CAM-ICU positive or negative?)
DEEP SEDATION No response to voice, but movement or eye opening to physical
stimulation
UNROUSEABLE No response to voice or physical stimulation
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Is your patient in the Zzzzone ?
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Respiratory depression and agitation are risky complications of sedation. Through the use of RASS, staff can make informed decisions that maximize patient safety during opioid administration!
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You are in the Zone!

(+2 to -2)







Sedated
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Assessing Agitation:

Follow steps 1 and 2

Assessing for Sedation:

Follow steps 3 and 4

     

Assessment of Sedation and Agitation with PCA and PCEA

Initiation

Every 15 minutes X4, then

Every 1 hours X 12, then

Every 2 hours until removal of epidural catheter

Dose change 

Every 15 minutes X 2, then

Resume monitoring until removal of epidural catheter
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Score Term Description
+4 Combative Overtly combative or violent, immediate danger to
staff
+3 Very Agitated Pulls on or removes tubes or catheters, aggressive
behavior toward staff
+2 Agitated Frequent non purposeful movement or patient-
ventilator dyssynchrony
+1 Restless Anxious or apprehensive but movements not
aggressive or vigorous
0 Alert and Calm
-1 Drowsy Not fully alert, sustained (>10 seconds) awakening,
eye contact to voice
2 Light Sedation Briefly (<10 seconds) awakens with eye contact to
voice
-3 Moderate Sedation | Any movement (but no eye contact) to voice.
-4 Deep Sedation No response to voice, any movement to physical
stimulation
-5 Unarousable No response to voice or physical stimulation
Procedure
1. Observe patient. Is patient alert and calm (score 0)?
2. Does patient have behavior that is consistent with restlessness or
| agitation?
Assign score +1 to +4 using the criteria listed above.
3. If the patient is not alert, in a loud speaking voice state patient’s name and
direct patient to open eyes and look at speaker. Repeat once if necessary.
Can prompt patient to continue looking at speaker.
Patient has eye opening and eye contact, which is sustained for more than
10 seconds (score -1).
Patient has eye opening and eye contact, but this is not sustained for 10
seconds (score -2).
Patient has any movement in response to voice, excluding eye contact
(score -3).
4. If patient does not respond to voice, physically stimulate patient by shaking

shoulder and then rubbing sternum if there is no response.

Patient has any movement to physical stimulation (score -4).

Patient has no response to voice or physical stimulation (score -5).

(Sessler C, Gosnell M, Grap MJ, et al. 2002
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Home  >  Policies & Procedures  >  Clinical Documents  >  Interdisciplinary Clinical Manual  >  Sedation and Agitation Levels - Assessment 
of Adult using Richmond Agitation and Sedation Scale (RASS)


Disclaimer: the information contained in this document is for educational purposes only. Any PRINTED version of 
this document is only accurate up to the date of printing. Always refer to the Policies and Procedures Intranet site for 
the most current versions of documents in effect.


STANDARD OF 
CARE


Manual:
Clinical Section: Interdisciplinary Clinical Code No.: I S010 Old Code No.: 


Title: Sedation and Agitation Levels - Assessment of Adult using
Richmond Agitation and Sedation Scale (RASS)


Original Effective Date: Apr 30, 2014


Review/Revised Effective Date: Apr
09, 2020


Next Review Date: Apr 01, 2023


Cross Index: Authoring Committee/Program/Dept: ICU,
Acute Pain Service Approved By: SLT


Expected Outcome(s):


A validated sedation scale that ensures consistent interpretation of levels of sedation/agitation is used. 
Sedative agents will be administered to ensure patients achieve an optimal level of comfort with relief of 
anxiety and/or agitation based on assessment. 
Over and under use of sedative agents is avoided.


Responsibility:


Nurses 
Nurse Practitioners
Physicians 
Physiotherapists
Respiratory Therapists 
Anesthesia Assistants 
Midwives


Action:


Use the following sedation scale when a patient's level of sedation is assessed: 
Richmond Agitation Sedation Scale (RASS - see Table 1)


Documentation will include:
Assessment outcomes 
Interventions
Administration of opioid analgesic/sedative or antipsychotic agents 
Response to interventions 
Physician notification, if applicable 


Collaboration with physician and team to identify appropriate sedation outcomes as indicated by the patient. 
An appropriate target level of sedation is a calm patient that can be easily aroused with maintenance of the 
normal sleep wake cycle (RASS of 0). 
Some patients may require deep levels of sedation. In these cases a specific target level of sedation is to be 
identified by the physician, e.g. target RASS of -4 to -3 when patient is chemically paralyzed. 


Procedural sedation 
End of Life care
Chemically paralyzed 
Chronic substance abuse 


Physician is notified when patient deviates from expected response.


Refer also to relevant policies, procedures, standards of care, Standard Order Sets that require use of a sedation
scale


Deep sedation policy and standard of care
Conscious Sedation policy and standard of care
Acute Pain Service learning packages and policies, procedures and standards of care 
Alcohol Withdrawal Syndrome management Order Set
Delirium Management
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MSICU Routine Nursing Standard of Care
CVICU standard of care 
Pain Assessment standard of care


Special Considerations:


Note that management of agitation and anxiety is achieved in concert with management of pain and delirium.  


Note: Post anesthetic care areas are exempt from documenting using the RASS scale when the Post 
Anesthesia Score is used. Paediatric and Neonatal Intensive Care Units are exempt from documenting 
the RASS when using Paediatric Glasgow Coma Scale. 


APPENDIX


Table 1: Richmond Agitation Sedation Scale
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