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[ CA M = I c U ] Confusion Assessment Method for the ICU
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[ R A S s :] Richmond Agitation-Sedation Scale
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2 Curtis N, et al. : The Richmond Agitation-Sedation Scale. Am J Respir
Crit Care Med, 2002, 166, p1338-44
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[ s A S ] Sedation-Agitation Scale
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*1: Riker RR, et al.:Prospective evaluation of the Sedation-Agitation
Scale for adult critically ill patients. Crit Care Med, 1999, 27, p1325-9
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[ B P S ] Behavioral Pain Scale
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*2: Payen JF, et al.:Assessing pain in critically ill sedated patients by
using a behavioral pain scale. Crit Care Med, 2001, 29, p2258-63.
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[ c P 0 T ] Critical-Care Pain Observation Tool
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*3:Gélinas C, et al.:Pain assessment in the critically ill ventilated adult:

validation of the Critical-Care Pain Observation Tool and physiologic

indicators. Clin J Pain, 2007, 23, p497-505
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[ N R s :I Numerical Rating Scale
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[ VA s ] Visual Analogue Scale
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( (&%) GCS Glasgow Coma Scale )
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Teasdale G, et al. : Assessment of coma and impaired consciousness.
A practical scale. Lancet, 1974, 2, p81-4
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