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in Assessment on Day 2 of the ICU Stay

Pain Assessment

Unadjusted Odds

No (n = 631) Yes (n = 513) Ratio (95% CI)*t

136 (22) 95 (19) - 0.91 (0.58-1.43)
days 18 (10-30) 13 (7-25) 1.70 (1.29-2.25) <
B 1 (6-30) 8 (4-17) 1.87 (1.41-2.48) <
/) 117 (24) 66 (16) 0.61 (0.43-0.85) <

3 (3) 10 (2) 0.91 (0.39-2.09)

8 (2) 4 (1) 0.59 (0.18-1.97)

n, N (%) 28 (6) 19 (5) 0.79 (0.44-1.44)
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Durée de séjour en réanimation

on-Benzodiazepine Eenzodiazepine Mean Difference Mea
Mean SD  Total Mean SD Total Weight IV, Random, 95% CI v, Ra

3.3 7.4 68 104 &2 64 123% -2.10[-4.77,0.57)
a8 221 249 10,1 145 25) 8.1% -1.30]-4.58, 1.93)
T 10.4 52 9 &7 5] 7.7%  -150][-4.87, 1.87)
59 5.2 294 76 54 122 6510% -1.70[-2.86, -054) h
6.6 4.6 41 69 69 16 6.5% -0.30[-3.96, 3.36) o
2] 22.3 il 3l 42 36 0.3% -10.00 [-25.81, 5.81) ¢

685 540 100.0%  -1.64 [-2.57,-0.70] .
0- Chit = 1.76, df = 5 (P = 0.88): I = 0% o %
5.44 (P = 0.0006) Non-Benzodiazes

Durée de ventilation mécanique ,
jon - Benzodiazepine Benzodiazepine Mean Difference Mead

Mean  SD  Total Mean  SD Total Weight IV, Random, 95% C IV, Rs
§.8 § 68 84 75 64 &M% -2.60[-4.79,-0.41) —_—
s1 B3 251 68 B89 249 184% -1.70[-3.21,-0.19) -
$.5 7.8 52 6.5 4.2 51 7.1%  -1.10[-3.53, 1.33) =

3.7 3.6 244 5.6 3.7 122 65.8% -1.90|[-2.70, ~1.10] -



, Prévalence du délirium ,
on-Benzodiazepine  Benzodsazepine Risk Ratio K

Events Total Events Total Weight M-H, Random, 55% CI M-H, R
4] 52 42 51 48.2% 0.96 [0.79, 1.16]
132 244 93 122 518% 0.71 [0.61, 0.83)]
296 173 1000% (082 (061, 1.11]
173 135

4, Chi' » 6. 10, df = 1 (P = 0.001); 17 = B4%

3
: 1.304P = 0.19) 001 041

Non-Benzodiaze)

, Mortalité ,
on-Benzodiazepine  Benzodiazepine Risk Ratio s
Events Total Events Total Weight M-H, Random, 95% CI M-M, R
25 68 24 64 237X 0.98 [0.63, 1.53]
68 249 53 251  36.8% 1.29 10,95, 1.77]
4 52 14 51 10.4% 0.63 [0.30, 1.33) .
55 244 i1 122 250N 0.89 [0.60, 1.30]
613 488 100.0% | 1.01(0.78, 1.30)

157 122
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Figure 1 Evolution of the pag, to /i, ratioover120 hin 56 acute
respiratory distress syndrome (ARDS) patients randomized to
receive or not a 48-h cisatracurium perfusion

Results are expressed as mean+SEM. “P<0.001 vs. baseline by
Tukey test. fig,, Inspired oxygen fraction; NMBA, neuromuscular block-
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TABLE 2 | Monitoring Tecl

Occupancy

Monitoring Technique

TOF 4/4 twitches

| T TOF 0/4 twitches
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