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	This seems obvious but you’ll find that most emergency department staff have no training in the safe restraining of patients. 



	

	Use all the information available, this may be from relatives, paramedics/ambulance service. They may well have risked assess the patient already.
Even if you think a patient does not pose a risk it is good practice to at least inform others. If they are high risk be patient and ensure you have the right staff members remember the previous slide.















	

	The Royal College of Psychiatrists has some guidance on the standards of safety rooms and most departments will have an appropriate room but not always. 

Always have a plan in case the patient suddenly becomes aggressive and should be part of the preparation to see the patient. 



	
Containment – staff requirement


There are no clear guidance about the staffing needed to manage and safely contain acutely disturbed patients. Patients in the red who you can’t verbally deescalate and calm down will more often than not need rapid tranquilisation.  

With all this in mind what things can you do when you are actually seeing a disturbed patient?   










 

	


  

	It seems simple but telling a patient your name and that you are a doctor there to help them may in some cases deescalate the situations as these patient are often very scared
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See full algorithm below:
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Why consider verbal de-escalation?

If staff members utilise physical restraint it may reinforce to both patient and staff that force or violence is a necessary step to resolve agitation

Patients physically restrained are more likely to be admitted to a psychiatric ward and have, on average, longer periods of inpatient stay.

If verbal de-escalation is utilised then patients and staff are less likely to be harmed.

Richmond et al., (2012)
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When to consider rapid tranquilisation …

Any use of Intramuscular medication needs to take into account

Alternative methods of de-escalation

Co-existing physical issues 

Patient’s advance wishes and directives

Current use of medication or substances

Previous reaction to medication
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Rapid tranquilisation

• Patient extremely aroused and cannot be calmed down

• When both psychological and environmental 

management have been ineffective

• Administer orally if at all possible

• If the patient is already on neuroleptic medication aim to 

give an additional dose of this PRN orally if available and 

within BNF limits.

• Obtain medical history, ECG and electrolyte levels 

wherever possible

• If delivered parenterally then both patient and staff safety 

should be paramount

• Aim is for them to be calm and less distressed, not 

unconscious


Microsoft_PowerPoint_Slide8.sldx
Rapid tranquilisation

Patient extremely aroused and cannot be calmed down

When both psychological and environmental management have been ineffective

Administer orally if at all possible

If the patient is already on neuroleptic medication aim to give an additional dose of this PRN orally if available and within BNF limits.

Obtain medical history, ECG and electrolyte levels wherever possible

If delivered parenterally then both patient and staff safety should be paramount

Aim is for them to be calm and less distressed, not unconscious
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Rapid tranquilisation required

Any pre-existing factors 

influencing the choice of 

medication?*

No or insufficient information to guide choice

* Pre-existing factors influencing the choice of 

medications:

 The service user¶s preferences or advance 

statements and decisions

 Pre-existing physical health problems or pregnancy

 Possible intoxication

 Previous response to these medications, including 

adverse effects

 Potential for interactions with other medications

 The total daily dose of medications prescribed and 

administered

Use intramuscular 

lorazepam

Consider a further 

dose of 

intramuscular 

lorazepam

Response? Partial

No

Consider 

intramuscular 

haloperidol 

combined with 

intramuscular 

promethazine

Response?

Partial

Consider a further 

dose of 

intramuscular 

haloperidol 

combined with 

intramuscular 

promethazine

No

Already given 

intramuscular 

lorazepam for this 

episode?

Yes

Arrange an urgent 

team meeting to 

carry out a review 

and seek a second 

opinion if needed

No

Consider 

intramuscular 

lorazepam

Yes

Evidence of 

cardiovascular disease 

including prolonged QT 

interval?

Yes

Avoid intramuscular 

haloperidol 

combined with 

intramuscular 

promethazine and 

use intramuscular 

lorazepam instead

No

ECG carried out? No

Yes

Base drug choices 

on other pre-

existing factors*

When prescribing medication for use in rapid tranquilisation, write the initial prescription as a single dose, and do not repeat it until the effect of the 

initial dose has been reviewed

After rapid tranquilisation, monitor side effects and the service user¶s pulse, blood pressure, respiratory rate, temperature, level of hydration and level 

of consciousness at least every hour until there are no further concerns about their physical health status.  Monitor every 15 minutes if the BNF 

maximum dose has been exceeded or the service user:

 Appears to be asleep or sedated

 Has taken illicit drugs or alcohol

 Has a pre-existing physical health problem

 Has experienced any harm as a result of any restrictive intervention
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Rapid tranquilisation required
Any pre-existing factors influencing the choice of medication?*
No or insufficient information to guide choice
* Pre-existing factors influencing the choice of medications:
The service user’s preferences or advance statements and decisions
Pre-existing physical health problems or pregnancy
Possible intoxication
Previous response to these medications, including adverse effects
Potential for interactions with other medications
The total daily dose of medications prescribed and administered
Use intramuscular lorazepam
Consider a further dose of intramuscular lorazepam
Response?
Partial
No
Consider intramuscular haloperidol combined with intramuscular promethazine
Response?
Partial
Consider a further dose of intramuscular haloperidol combined with intramuscular promethazine
No
Already given intramuscular lorazepam for this episode?
Yes
Arrange an urgent team meeting to carry out a review and seek a second opinion if needed
No
Consider intramuscular lorazepam
Yes
Evidence of cardiovascular disease including prolonged QT interval?
Yes
Avoid intramuscular haloperidol combined with intramuscular promethazine and use intramuscular lorazepam instead
No
ECG carried out?
No
Yes
Base drug choices on other pre-existing factors*
When prescribing medication for use in rapid tranquilisation, write the initial prescription as a single dose, and do not repeat it until the effect of the initial dose has been reviewed

After rapid tranquilisation, monitor side effects and the service user’s pulse, blood pressure, respiratory rate, temperature, level of hydration and level of consciousness at least every hour until there are no further concerns about their physical health status.  Monitor every 15 minutes if the BNF maximum dose has been exceeded or the service user:

Appears to be asleep or sedated
Has taken illicit drugs or alcohol
Has a pre-existing physical health problem
Has experienced any harm as a result of any restrictive intervention
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Key points - approach

• Medical and psychiatry history

• Chronic cognitive impairment

• Medications, alcohol, substance misuse

• Forensic history

• Timeline and evolution

• ABCD / AEIO U
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Key points - approach

Medical and psychiatry history

Chronic cognitive impairment

Medications, alcohol, substance misuse

Forensic history



Timeline and evolution

ABCD / AEIO U
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Key points - features

• Sub-acute departure from baseline

• Fluctuations

• Disturbance of conscious level

• Disoriented, distractible

• Psychomotor fluctuations

• Disturbed sleep-wake cycle

• Mood disturbance

• Paranoia and hallucinations
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Key points - features

Sub-acute departure from baseline

Fluctuations

Disturbance of conscious level

Disoriented, distractible

Psychomotor fluctuations

Disturbed sleep-wake cycle

Mood disturbance

Paranoia and hallucinations
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Key points - features
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Key points – COMA CHAMP

• Conscious level, 

memory, 

attention, 

cognitive screen

(4AT/CAM/MoCA)

, 

hallucinations, 

affective 

disturbance,

motor features

, 

paranoia
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Key points – COMA CHAMP

Conscious level, memory, attention, cognitive screen (4AT/CAM/MoCA), hallucinations, affective disturbance, motor features, paranoia
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Key points - COMA CHAMP

+ Conscious level, memor

atention, cognitive screen
ATICAMINGCA),

hallucinations, affective
disturbance, motor features,

paranoia
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Alternatives?

• Psychosis

• Mania

• Depressive pseudodementia

• Acute exacerbation of chronic cognitive 

impairment

• Learning disabilities

• Dementia 
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Alternatives?

Psychosis

Mania

Depressive pseudodementia

Acute exacerbation of chronic cognitive impairment

Learning disabilities

Dementia 
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