Assessment every 20. min:
Shivering
Subjective assessment: 0 = no shivering, 1 = a little shivering, 2 = a lot of shivering. 

Objective assessment: BSAS:
	Score
	Definition

	0
	No shivering

	1
	Mild shivering neck/thorax

	2
	Moderate shivering, limited to upper body/extremities

	3
	Powerful shivering, torso and upper/lower extremities  



Sedation (RASS)	
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Cold discomfort
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Pain
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No pain									    Excrutiating pain

Nausea 	
Yes/ No, if yes: mild, moderate or severe 
image1.jpeg
RASS score
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Description
n Violent, immediate danger to staff
n Pulls at or removes tubes, aggressive
| +2 [ Agitated  [Frequent non-purposeful movements, fights ventiator

n Anxious, apprehensive but movements not aggressive or vigorous
| o [ Aetscam |
Drowsy Not fully alert, sustained awakening to voice (eye opening & contact >10 secs)
E Briefly awakens to voice (eye opening & contact < 10 secs)
Movement or eye-opening to voice (no eye contact)

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

No response to voice or physical stimulation





