
いつものルーチンは本当に正しい？ 
ありがちな失敗アプローチをバッサリ斬る！？
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内容

• ルーチンとは？ 
• 重症患者の家族の面会は制限すべき？ 
• 酸素の管理は？SpO2 100％で安心？ 
• 重症患者には、理学療法だけで十分？作業療法は？

• 安心して仕事をこなすため 
• 同じ行動をすることで、仕事の精度を高める 
• はやく一人前になれる 
• 効率的に仕事をこなすことができる

ルーチンとは
• 日常の仕事などで、型通りの決まりきったもの。ルーチン
ワーク。

なぜルーチンワークを？

全部ルーチンでは？
• お決まり通り→思考停止になってしまい、新しい発想を
阻むことになる 

• 単純作業では良いのかもしれないが、医療では個別性を
持った患者と対応する必要があり、より適切な医療サー
ビスの提供のためには、臨機応変な対応が必要 

• 何よりも根拠があって、ルーチンにならないと様々な落と
し穴に気づかないことがある
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Introduction
The “sepsis bundle” has been central to the implemen-
tation of the Surviving Sepsis Campaign (SSC) from the 
first publication of its evidence-based guidelines in 2004 
through subsequent editions [1–6]. Developed separately 
from the  guidelines publication by the SSC, the bundles 
have been the cornerstone of sepsis quality improve-
ment since 2005 [7–11]. As noted when they were intro-
duced, the bundle elements were designed to be updated 
as indicated by new evidence and have evolved accord-
ingly. In response to the publication of “Surviving Sepsis 
Campaign: International Guidelines for Management of 
Sepsis and Septic Shock: 2016” [12, 13], a revised “hour-1 
bundle” has been developed and is presented below  
(Fig. 1).

The compelling nature of the evidence in the literature, 
which has demonstrated an association between com-
pliance with bundles and improved survival in patients 
with sepsis and septic shock, led to the adoption of the 
SSC measures by the National Quality Forum (NQF) and  
subsequently both by the New York State (NYS) Depart-
ment of Health [14] and the Centers for Medicare and 
Medicaid Services (CMS) [15] in the USA for mandated 
public reporting. The important relationship between the 
bundles and survival was confirmed in a publication from 
this NYS initiative [16].

Paramount in the management of patients with sep-
sis is the concept that sepsis is a medical emergency. As 
with polytrauma, acute myocardial infarction, and stroke, 
early identification and appropriate immediate manage-
ment in the initial hours after development of sepsis 

improves outcomes [7–11, 14, 16–21]. The guidelines 
state that these patients need urgent assessment and 
treatment, including initial fluid resuscitation while pur-
suing source control, obtaining further laboratory results, 
and attaining more precise measurements of hemody-
namic status. A guiding principle is that these complex 
patients need a detailed initial assessment and then ongo-
ing re-evaluation of their response to treatment. The ele-
ments of the 2018 bundle, intended to be initiated within 
the first hour, are listed in Table 1 and presented in the 
following. Consistent with previous iterations of the SSC 
sepsis bundles, “time zero” or “time of presentation” is 
defined as the time of triage in the emergency depart-
ment or, if referred from another care location, from the 
earliest chart annotation consistent with all elements 
of sepsis (formerly severe sepsis) or septic shock ascer-
tained through chart review. Because this new bundle is 
based on the 2016 Guidelines publication, the guidelines 
themselves should be referred to for further discussion 
and evidence related to each element and to sepsis man-
agement as a whole.

Hour-1 bundle
The most important change in the revision of the SSC 
bundles is that the 3-h and 6-h bundles have been com-
bined into a single “hour-1 bundle” with the explicit 
intention of beginning resuscitation and management 
immediately. We believe this reflects the clinical reality 
at the bedside of these seriously ill patients with sepsis 
and septic shock—that clinicians begin treatment imme-
diately, especially in patients with hypotension, rather 
than waiting or extending resuscitation measures over a 
longer period. More than 1 h may be required for resusci-
tation to be completed, but initiation of resuscitation and 
treatment, such as obtaining blood for measuring lactate 
and blood cultures, administration of fluids and antibiot-
ics, and in the case of life-threatening hypotension, ini-
tiation of vasopressor therapy, are all begun immediately. 
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Hour-1 bundle
乳酸値を測定する　初期の乳酸値が２mmol/Lを超えている場合は再
測定する
抗菌薬を投与する前に血液培養検体の測定
広域抗菌薬を使用開始
低血圧または乳酸値４mmol/L以上ならば、30ml/kgの晶質液を急
速輸液する
平均血圧65mmHg以上を維持するために、輸液中あるいは輸液後で
も、昇圧薬を使用する
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重症患者のopenな面会の問題点

Riley, B. H., et al. (2014). Am J Crit Care, 23(4), 316-324.

面会中に処置や手技を実施すること
で、不十分な手技で家族に不審な思
いを抱かせてしまうと考えたり、作
業負担が増えてしまう

家族と話しすぎて、患者ケアが疎か
になるのでは？

重症患者の面会は制限すべき？



Guidelines for Family-Centered Care in the 
Neonatal, Pediatric, and Adult ICU

• 重症患者の家族の面会は、制限なし（open）もし
くは柔軟性のあるもの（flexible）にすることで、家
族のニーズを満たすが、一方で、スタッフへのサポー
トと家族とのパートナーシップを育まれるように支
援することで、家族の満足度も上がる（２D：弱い
推奨、低いエビデンス）

Davidson, J. E.,et al. (2017). Crit Care Med, 45(1), 103-128.

酸素療法の目標値

•通常の低酸素症の目標酸素飽和度は、

•COPDの既往など高二酸化炭素血症
が危惧される場合は、
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EXECUTIVE SUMMARY OF THE GUIDELINE
Philosophy of the guideline
▸ Oxygen is a treatment for hypoxaemia, not

breathlessness. Oxygen has not been proven to
have any consistent effect on the sensation of
breathlessness in non-hypoxaemic patients.

▸ The essence of this guideline can be summarised
simply as a requirement for oxygen to be prescribed
according to a target saturation range and for those
who administer oxygen therapy to monitor the
patient and keep within the target saturation range.

▸ The guideline recommends aiming to achieve
normal or near-normal oxygen saturation for all
acutely ill patients apart from those at risk of
hypercapnic respiratory failure or those receiv-
ing terminal palliative care.

1 Assessing patients
▸ For critically ill patients, high-concentration

oxygen should be administered immediately
(table 1 and figure 1 (chart 1)) and this should
be recorded afterwards in the patient’s health
record.

▸ Clinicians must bear in mind that supplemental
oxygen is given to improve oxygenation but it
does not treat the underlying causes of hypox-
aemia which must be diagnosed and treated as a
matter of urgency.

▸ The oxygen saturation should be checked by
pulse oximetry in all breathless and acutely ill
patients, ‘the fifth vital sign’ (supplemented by
blood gases when necessary) and the inspired
oxygen concentration should be recorded on the
observation chart with the oximetry result. (The
other vital signs are pulse rate, blood pressure,
temperature and respiratory rate).

▸ Pulse oximetry must be available in all locations
where emergency oxygen is used. Clinical assess-
ment is recommended if the saturation falls by
≥3% or below the target range for the patient.

▸ All critically ill patients outside of a critical care
area (eg, intensive care unit (ICU), high depend-
ency unit (HDU), respiratory HDU) should be
assessed and monitored using a recognised
physiological track and trigger system such as
the National Early Warning Score (NEWS).

2 Target oxygen prescription
▸ Oxygen should be prescribed to achieve a target

saturation of 94 –98% for most acutely ill
patients or 88–92% or patient-specific target
range for those at risk of hypercapnic respira-
tory failure (tables 1–4 ).

▸ Best practice is to prescribe a target range for all
hospital patients at the time of admission so that

appropriate oxygen therapy can be started in the
event of unexpected clinical deterioration with
hypoxaemia and also to ensure that the oxim-
etry section of the early warning score (EWS)
can be scored appropriately.

▸ The target saturation should be written (or
ringed) on the drug chart or entered in an elec-
tronic prescribing system (guidance on figure 1
(chart 1)).

3 Oxygen administration
▸ Oxygen should be administered by staff who are

trained in oxygen administration.
▸ These staff should use appropriate devices and

flow rates in order to achieve the target saturation
range (figure 2 (chart 2)).

▸ Staff should be trained in the use of a range of
different oxygen delivery devices to ensure
oxygen is delivered safely.

4 Monitoring and maintenance of target
saturation
▸ Oxygen saturation and delivery system (includ-

ing flow rate) should be recorded on the
patient’s monitoring chart.

▸ Oxygen delivery devices and flow rates should
be adjusted to keep the oxygen saturation in the
target range. Prompt clinical assessment is
required if oxygen therapy needs to be initiated
or increased due to a falling saturation level.

▸ Oxygen should be prescribed and a signature
should be entered on the drug chart on each
drug round.

5 Weaning and discontinuation of oxygen
therapy
▸ Oxygen should be reduced in stable patients

with satisfactory oxygen saturation.
▸ Oxygen should be discontinued once the patient

can maintain saturation within or above the
target range breathing air but the prescription
for a target range should be left in place in case
of future deterioration and to guide EWS/
NEWS.

3 SUMMARY OF GUIDELINE
RECOMMENDATIONS AND GOOD PRACTICE
POINTS
A Achieving desirable oxygen saturation ranges
in acute illness (see sections 6 and 8 and
figures 1–2)
A1: This guideline recommends aiming to achieve a
normal or near-normal oxygen saturation for all
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94-98%

88-92%

SpO2 100％は安心か？

SpO2 100%の問題点

• ICUの人工呼吸患者で、SpO2＞98%管理と比較して、SpO2が90－92％管
理の方が、肺以外の臓器障害の発生率、48時間後の乳酸値が有意に減少した　
（Suzuki, S., et al. (2014). Crit Care Med, 42(6), 1414-1422） 

• 酸素療法を受けるICU患者に対して、SpO2：97-100%でコントロールされた
群と比較して、SpO2：94－98％でコントロールされた群では、ICU死亡率、
院内死亡率、ショック、肝不全の発生が有意に低かった                                                        
（Girardis, M.,et al. (2016). Jama, 316(15), 1583-1589. ）

Needham, D. M., et.al. (2012). Crit Care Med, 40(2), 502-509.

PICS 
Post Intensive Care Syndrome

家族（Family） 
（PICS-F）

メンタルヘルス 
不安/急性ストレス障害 

PTSD 
うつ症状 
複雑性悲嘆

生存患者 
（PICS）

メンタルヘルス 
不安/急性ストレス障害 

PTSD 
うつ症状

認知機能障害 
実行機能 
記憶 
注意 

視空間認知 
認知処理速度

身体機能障害 
呼吸器系 
神経筋系 
運動機能

重症患者には、理学療法だけで十分？作業療法は？

Schweickert, W. D., et.al. (2009).Lancet, 373(9678), 1874-1882. 

対象：ICU人工呼吸患者　104名 
　　　72時間以内24時間以上人工呼吸管理 
　　　入院2週間前までのBarthel Index≧70 
介入群：早期OT／PTの介入　49名 
　１．1日1回毎朝鎮静の中断、四肢のROM運動 
　２．コミュニケーションが取れば自動運動 
　３．座位　４．立位　５．ベッドから椅子への移動　６．歩行 
元のADLになるまで、もしくは退院まで続ける 
　中止基準：MAP ＞110mmHg or ＜65mmHg sBP＞200mmHg 
　　　　　　HR＞130/min or ＜40/min　RR ＞40/min or ＜5/min 
　　　　　　SpO2＜88％　 など 
対照群：通常ケア　55名 
　・1日1回鎮静中断 
　・PT/OTの介入は、担当チームの指示で行う
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Early physical and occupational therapy in mechanically 
ventilated, critically ill patients: a randomised controlled trial
William D Schweickert, Mark C Pohlman, Anne S Pohlman, Celerina Nigos, Amy J Pawlik, Cheryl L Esbrook, Linda Spears, Megan Miller, 
Mietka Franczyk, Deanna Deprizio, Gregory A Schmidt, Amy Bowman, Rhonda Barr, Kathryn E McCallister, Jesse B Hall, John P Kress

Summary
Background Long-term complications of critical illness include intensive care unit (ICU)-acquired weakness and 
neuropsychiatric disease. Immobilisation secondary to sedation might potentiate these problems. We assessed the 
effi  cacy of combining daily interruption of sedation with physical and occupational therapy on functional outcomes in 
patients receiving mechanical ventilation in intensive care.

Methods Sedated adults (≥18 years of age) in the ICU who had been on mechanical ventilation for less than 72 h, were 
expected to continue for at least 24 h, and who met criteria for baseline functional independence were eligible for 
enrolment in this randomised controlled trial at two university hospitals. We randomly assigned 104 patients by 
computer-generated, permuted block randomisation to early exercise and mobilisation (physical and occupational 
therapy) during periods of daily interruption of sedation (intervention; n=49) or to daily interruption of sedation with 
therapy as ordered by the primary care team (control; n=55). The primary endpoint—the number of patients returning 
to independent functional status at hospital discharge—was defi ned as the ability to perform six activities of daily 
living and the ability to walk independently. Therapists who undertook patient assessments were blinded to treatment 
assignment. Secondary endpoints included duration of delirium and ventilator-free days during the fi rst 28 days of 
hospital stay. Analysis was by intention to treat. This trial is registered with ClinicalTrials.gov, number NCT00322010.

Findings All 104 patients were included in the analysis. Return to independent functional status at hospital discharge 
occurred in 29 (59%) patients in the intervention group compared with 19 (35%) patients in the control group (p=0·02; 
odds ratio 2·7 [95% CI 1·2–6·1]). Patients in the intervention group had shorter duration of delirium (median 
2·0 days, IQR 0·0–6·0 vs 4·0 days, 2·0–8·0; p=0·02), and more ventilator-free days (23·5 days, 7·4–25·6 vs 21·1 days, 
0·0–23·8; p=0·05) during the 28-day follow-up period than did controls. There was one serious adverse event in 
498 therapy sessions (desaturation less than 80%). Discontinuation of therapy as a result of patient instability occurred 
in 19 (4%) of all sessions, most commonly for perceived patient-ventilator asynchrony.

Interpretation A strategy for whole-body rehabilitation—consisting of interruption of sedation and physical and 
occupational therapy in the earliest days of critical illness—was safe and well tolerated, and resulted in better 
functional outcomes at hospital discharge, a shorter duration of delirium, and more ventilator-free days compared 
with standard care.

Funding None.

Introduction
Advances in the management of mechanically ventilated 
patients have improved outcomes and survival rates for 
this patient population.1–3 As patients survive acute 
illness, long-term complications are more apparent. 
Weakness is a frequent complication and is associated 
with major disability and protracted rehabilitation.4–6 In 
addition to physical debility, neuropsychiatric dysfunc-
tion is often profound. Delirium during intensive care 
unit (ICU) stay (ICU-associated delirium) is common in 
patients undergoing mechanical ventilation, and is 
associated with increased mortality,7 longer length of 
stay in intensive care and in hospital,8 and increased 
duration of ventilation.7

Clinicians working in the ICU often focus on treating 
circulatory, respiratory, and renal function to ensure 
patient survival. Accordingly, most patients on mech-
anical ventilation receive sedative and analgesic drugs 

to reduce distress and oxygen consumption;9 how ever, 
this approach can result in long periods of un con-
sciousness and immobility.10 Protocols geared to 
keeping sedation to a minimum, such as daily inter-
ruption of sedation,11 and mobilisation of mechanically 
ventilated patients via physical therapy12,13 in the earliest 
days of critical care, can result in improved patient 
outcomes. Specifi cally, observational studies of patients 
on mechanical ventilation for at least 4 days who were 
subsequently transferred to a dedicated respiratory ICU 
(post-acute care) have shown that physical therapy is 
feasible, safe, and promotes more rapid return to 
ambulation.12,13 More recently, in a prospective, non-
randomised cohort study, Morris and colleagues14 
showed that an early mobilisation team increased 
physical therapy services for medical ICU patients with 
respiratory failure; this intervention also shortened 
length of stay in the ICU and in hospital.
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退院時のADL能力の獲得割合
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