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-purposefu] movement, fights ventilator
+1 Restless Anxious but movements not aggressive vigorous

0 Alert and calm

-5

Drowsy Not fully alert, but has sustained awakening
(eye-opening/eye contact) to voice (>10 seconds) Verbal
Light sedation Briefly awakens with eye contact to voice (<10 seconds) Stimulation
Moderate sedation Movement or €ye opening to voice (but no eye contact)
Deep sedation No response to voice, but movement or €ye opening ]
. : : Physical
to physical stimulation Stimulation
Unarousable No response to voice or Physical stimulation

Procedure for RASS Assessment

E

2.

Observe patient

a. Patient is alert, restless, or agitated.
If not alert, state patient’s name and say to open eyes and look at speaker,

b. Patient awakens with sustained eye opening and €ye contact, (score —1)

c. Patient awakens with eye opening and eye contact, but not sustained. (score -2)

(score 0 to +4)

d. Patient has any movement in response to voice but no eye contact. (score -3)

When no response to verbal stimulation, physically stimulate patient by
shaking shoulder and/or rubbing sternum.
e. Patient has any movement to physical stimulation, (score —4)

f. Patient has no response to any stimulation. (score -5)

* Sessler CN, Gosnell M, Grap MJ, Brophy GT, O'Neal PV, Keane KA et al. The Richmond Agitation-
Sedation Scale: validity and reliability in adult intensive care patients. Am J Respir Crit Care Med 2002;

166:1338-1344,

* Ely EW, Truman B, Shintani A, Thomason TWW, Wheeler AP, Gordon S et al. Monitoring sedation status
over time in ICU patients: the reliability and validity of the Richmond Agitation Sedation Scale (RASS).

JAMA 2003; 289:2983-2991.
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Statement op delirium’s effect on PACU discharge

Presently PACy discharge is evaluated using a modified Aldrete score of at Jeast 8.

In addition to Aldrete the following criterig is assessed before a patient is discharged
from PACU

1. Vital signs are within baseline range
2. Neurologic function has returned to preoperative status
3. Oxygen saturation at pre-op level
4. If foley present, urine output normg]
5. Labs post Op are normal or appropriate
6. Temperature is within norma] or pre-op leve]

number 2). These patients should be Mmanaged in the same manner prior to use of the
CAM-ICU tool. ,

I

T



PACU case studvy#1:

slot from the OR with a nasa] trumpet in use, very s
monitor shows NSR, Sp02 100% on 40% Aerosol

face tent,

does not respond to voice, but with tactile stimulation his

awake, alert and appropriate in the ER pri

edated stil]. Vita] signs stable,

His eyes are closed and he
eyes flutter briefly. He was
or to going to the OR.

Start by assessing his RASS score using the RASS chart below:

RASS (Richmond Agitation-Sedation scale)

Combative, violent,
Pulls or removes tub

+4 Combative
+3 Very agitated
+3 Agitated
ventilator
+1 Restless
agg 2
0 Alert and calm
-1 Drowsy

Moderate sedation

Light sedation
<10 seconds

Deep sedation

immediate danger to staff

e(s), or catheter(s), aggressive
Frequent non-purposefi] movements, fights the

Anxious, apprehensive but
gressive or vigorous °

movements are not

Not fully alert, but has sustained awakening to voice
€ye opening & contact >10 seconds)

Briefly awakens to vo

ice (eye opening & contact

Movement or €Ye opening to voice, but no eye

contact
No response to voice,
n

but movement or €ye opening

No response to voice or physical stimulation

to physical stimulatio
E—

What RASS score did you place him at?

In order to assess him for delirium
be at least at a RASS of -3. Can yo

using the CAM-ICU method,

u assess this patient?

YES

Yyou know a patient must
NO




your patient for his ability to focus by having him Squeeze your hand when he hears you say the letter “A”.

You say the following letters: S-A-V-E-A-H-A-A-R-T He makes 3 mistakes on the letters.
RASS (Richmond Agitation-Sedation scale)

+4 | Combative | Combative, violent, immediate danger to staff

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

+2 | Agitated | Frequent non-purposeful movements, fights the ventilator
+1 ng:ﬂiss [ Anxious, apprehensive but movements are not ageressive or vigorous
0 | Alert and calm | e l
Drowsy ! Not fully alert, but has sustaineg awakening to voice (eye opening & ]
contact >10 seconds)
| Light sedation | Briefly awakens to voice (eye opening & contact <10 seconds) o
mc%ate sedation | Movement or eye opening to voice, but no eye contact ]
Deep sedation l No response to voice, but movement or eye opening to physical 7
: stimulation
| Unarousable | No response to voice or physical” stimulation ]

Start by assessing your patient’s RASS score. Where did you place him at?

In order to assess him for delirium using the CAM-ICU method, you know a patient must be at
least at a RASS of -3. Can you assess this patient? YES NO

Feature 1 is a change in metal status/LOC in the past 24 hours: You understand that all patients
in the PACU have received some type of anesthesia and have had a change in their mental status due to the
anesthesia and therefore Feature 1 is present. .
Feature 2 Inattention:

Letters > 2 errors? YES NO
Is the patient positive for Inattention (feature 2)? YES NO

Do you continue your assessment for delirium? YES NO

Feature 3 Altered Level Of Con ciousness:

What was your patient’s RASS score at the exact moment of testing? Is it ANY RASS score
other than a RASS of 0 (awake and alert)

Is patient positive for altered Leve] of Consciousness (Feature 3)? YES NO

Do you need to continue your assessment for delirium? YES NoO

Feature 4 Disorpanized Thinking:
Combined number of errors>1? YES  NO
Is disorganized thinking positive (feature 4)? YES NO Did not assess

Overall CAM-ICU Score:
B Positive for delirium (features ] and 2 MUST be positive WITH cither feature 3 or 4)

P Negative for delirjium




PACU case study#3:
You have been caring for Mr. M in PACU, a 22 year-old Asian male; MVA status post Left Open Anterior

Acetabular Fx, W/ Interna] Fixation. He is now 45 minutes into his recovery period. He is resting with his
eyes closed, he awakens to voice and is very anxious, mumbling he has intense pain, wanting to be pulled
up in bed. His movements are not aggressive, He is not pulling at his IV line or EKG leads. Vital signs

You say the following letters: S-A-V-E~A-H—A-A-R-T He makes 4 mistakes on the letters
RASS (Richmond Agitation-Sedation scale)

+4 | Combative | Combative, violent, immediate danger to staff

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

+2 Agitated Frequent nop- fights the ventilator

‘Restless

| Alert and calm

Drowsy l Not fully alert, but has sustained awakening to voice (eye opening &

:7%]
]

| Light sedation | Briefly awakens to voice (eye opening & contact <] seconds)
Moderate sedation _ Movement or Eye opening to voice, but no eye contact ﬁ
Deep sedation No response to voice, but movement or €ye opening to physica]
stimulation .
| Unarousable | No Tesponse to voice or physical stimulation _—}

Start by assessing your patient’s RASS score. Where did you place him at?

In order to assess him for delirium using the C -ICU method, you know 2 patient must be at
least at a RASS of -3, Can you assess this patient? YES No

Feature 1 is a change in metal status/LOC in the past 24 hours; Yoy understand that all patients
in the PACU have received some type of anesthesia and have had a change in their mental status due to the
anesthesia and therefore F, eature | is present.

Feature 2 Inattention:
Letters > 2 errors? YES NO
Is the patient positive for inattention (feature 2)? YES NO

Do you continue your assessment for delirjum? YES NoO

Feature 3 Altered Level Of Consciousness:

Do you need to continue your assessment for delirium? YES No

Feature 4 Disor anized Thinking:
Combined number of errors>1? YES NO :
Is disorganized thinking positive (feature 4)? YES NO Did not assess

Overall CAM-ICU Score:

§ Negative for delirium
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PACU case study#4:
You have been caring for Mrs, J. in PACU, a 72 year-old Caucasian female, who is status post right
nephrectomy. She is now 60 minutes into her recovery period. She is resting with her eyes closed, she

her squeeze your hand with the Jetter “A”. You say the following letters:
She makes 3 mistakes on the letters, She answers 3 out of the 4 questions correc

of the command correctly,

RASS (Richmond Agitation-Sedation scale)
+4 | Combative | Combative, violent, immediate danger to staff
+3 | Very agitated | Pulls or removes tube(s), or catheter(s), aggressive
i Frequent non-purposeful movements, fights the ventilator

Agitated

Anxious, apprehensive but movements are not aggressive or vigorous

0 | Alert and calm il

contact >10 seconds)

Not fully alert, but has sustained awakening to voice (eye opening &

Briefly awakens to voice (eye 0 & contact <10 seconds)

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

No response to voice, but movement or eye opening to physical

-4 ! Deep sedation
stimulation

—J%—J—JH-___J_JJ__JJ ]

-5 | Unarousable | No Iesponse to voice or physical stimulation

Start by assessing your patient’s RASS score. Where did you place her at?

In order to assess her for delirium using the CAM-ICU method, you know a patient must be at
least at a RASS of -3. Can you assess this patient? YES NO

Feature 1 is a change in metal status/LOC in the past 24 hours: You understand that al] patients
in the PACU have received some type of anesthesia and have had a change in their mental status due to the

anesthesia and therefore Feature 1 js present.

Feature 2 Inattention:
Letters > 2 errors? YES NO
Is the patient positive for inattention (feature 2)? YES NO

Do you continue your assessment for deliium? YES NO

Feature 3 Altered Level Of Consciousness:
What was your patient’s RASS score at the exact moment of testing? Is it ANY RASS score

other than a RASS of 0 (awake and alert)?
Is patient positive for altered Level of Consciousness (Feature 3)? YES NO

Do you need to continue your assessment for deliium? YES NO

Feature 4 Disorganized hinking:
Combined number of errors>] ?YES NO
Is disorganized thinking positive (feature 4)? YES NO  Didnot assess

Overall CAM-ICU Score:
B Positive for delirium (features 1 and 2 MUST be positive WITH either feature 3 or 4)

B Negative for delirium
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PACU case stud S:
You have been caring for Mrs. T. in PACU, a 52 year-old Hispanic femaje status post laparoscopic
appendectomy. She is now 15 minutes into her recovery period. She is resting with her eyes closed, she

Squeeze your hand when she hears youy say the letter “A”
You say the following Jetters: S-A-V—E-A-H—A-A-R-T She makes 1 mistake on the letters,

RASS (Richmond Agitation-Sedation scale)
+4 | Combative Combative, violent, immediate danger to staff

agitated Pulls or removes tube(s), or catbete:(él)_,_awive

S
f Not fully alert, but has su,
contact >10 seconds)

Light sedation | Briefly awakens to voice (eye o ening & contact <10 seconds)

Moderate sedation | Movement or eye opening to voice, but ng €ye contact

stimulation

/ Deep sedation No response to voice, but movement Or eye opening to physical
Unarousable [ No response to voice or physical stimulation

Start by assessing your patient’s RASS score. Where did you place him at?

—

In order to assess him for delirium using the CAM-ICU method, you know a patient must be at
least at a RASS of -3. Can you assess this patient? - YES NoO

Feature 1 is a change in metal status/LOC in the past 24 hours: You understand that all patients
in the PACU have received some type of anesthesia and have had g change in their menta] status due to the
anesthesia and therefore Feature | is present.

Feature 2 Inattention:
Letters > 2 errors? YES NO
Is the patient positive for inattention (feature 2)? YES NO

i ———

Do you continue your assessment for delirjum? YES No

Feature 3 Altered Level Of Consciousness:

What was your patient’s RASS score at the exact moment of testing? Is jt ANY RASS score
other than a RASS of 0 (awake and alert)?

Is patient positive for altered Level of Consciousness (Feature 3)? YES No

e e T

Do you need to continue your assessment for delirium? YES NoO

Feature 4 Disor anized Thinking:
Combined number of errors>1? YES NO
Is disorganized thinking positive (feature 4)? YES NO  Did ot assess

TN s v

P Negative for delirium 2011 Card. RN, CPAN. CCRP

e e o L -



