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Service Users Perspective 
What do consumers say they want and need during a 

Psychiatric Emergency ? 
 Allen et al. J Psych Prac 2003 

•  Service users want to be listened to, spoken to, treated with respect 
and given oral medication of their choice. 

•  Rated distraction highly, such as art or music and access to staff 
they knew and spiritual counsellors. 

•  Preferred space to be able to walk about and access to food and 
drink. 

•  Although over 50% wanted medication they complained of forced 
administration and unwanted side effects 

•  Benzodiazepines were preferred option, haloperidol the least 
preferred option. 

•  The increased use of advance directives was supported 



Rapid Tranquillisation 



 NICE Guideline on Violence 2005 
•  De-escalation 
•  Seclusion 
•  Rapid Tranquillisation 
•  Restraint 

•  “Containment 
Strategies” (Bowers) 

•  All medication given in 
the short-term 
management of 
disturbed / violent 
behaviour should be 
considered as part of 
rapid tranquillisation 
(including PRN medication)  

Clinical Guideline 
25 
February 2005 

Violence 

The short-term 
management of 
disturbed/violent 
behaviour in in-patient 
psychiatric settings 
and emergency 
departments 



 NICE Guideline on Violence 2005 
•  In the UK deep sedation/

sleep is not considered a 
desirable endpoint 

•  Medication is used when 
other less coercive 
techniques of calming, 
such as de-escalation or 
intensive nursing 
techniques, have failed 

Clinical Guideline 
25 
February 2005 
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Maudsley Prescribing Guidelines 
•  “essentially a treatment of 

last resort” 

•  “when other approaches 
have failed to de-escalate 
acutely disturbed 
behaviour” 

•  Protocols, offer oral prior 
to im, mention specific 
drugs 

•  Clopixol acuphase 
contentious 



Proportion of patients in different PICUs receiving 
RT and Zuclopenthixol Acetate by IM injection 

. 



Other Guidance 
•  Royal College of Psychiatrists CR138 

•  Parker and Khwaja 









•  Rapid Tranquillisation is used when control of agitation, 
 aggression or excitement is required in order for 
psychosocial techniques to be used. 

•  There is no consensus in the UK over first line drugs. 

•  Good summary of the published data on use of 
medication 

•  There is no good evidence base for RT and no gold 
standard, further UK specific research is urgently 
needed 



•  Suitable drugs for rapid tranquillisation need to have a 
rapid onset of action. 

•  Frequent small doses may be safer and more effective 
than single large doses, taking account of half lives 

•  Antipsychotics traditionally used for RT, probably 
because violence is commonly associated with 
psychosis, but…. 

•  Benzodiazepines are also used commonly and have 
important advantages over antipsychotics in terms of 
side effects and toxicity. 

•  Oral medication should always be offered 

•  Combination of benzodiazepine and antipsychotic may 
reduce amount of antipsychotic required 



•  Avoid antipsychotics in those who have compromised 
cardiovascular function. 

•  Avoid benzodiazepines in patients with compromised 
respiratory function 

•  If antipsychotics are considered necessary, consider 
atypicals in those who are antipsychotic naive or who 
have a history of extrapyamidal side effects. 

•  Always consider the previous and current medication 

•  Exceptionally it may be necessary to exceed the BNF 
dose – rationale for this must be recorded in the care 
plan, and all recommended physical monitoring 
carried out. 







Summary of Risks 
•  Risks both drug and non drug related 

•  Blofeld: Bennett inquiry improved physical safety 
mechanisms 

•  Posn asphyxia…excited delirium, struggling, exhaustion 

•  Drug related as above 

•  RT also includes monitoring 

•  Ltd evidence of drugs, even less regarding post RT 
monitor 



If too behaviourally disturbed: “observe for signs / symptoms of pyrexia,  
hypotension, over seda;on, general physical well being” 



  Blood pressure 
  Pulse 
  Temperature 
  Respiratory rate 
  Hydration status 

•  Pulse oximeter available 
•  Attention to resp effort, 

consciousness in high 
risk situations 

•  No frequency 
Clinical Guideline 
25 
February 2005 
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•  NHS Trust RT documents 
–  When monitoring takes place 
–  What is monitored, at what frequency and for what 

duration 
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Method 

•  58 NHS Mental Health Trusts 

•  Request a copy of any audit undertaken 
relating to implementation of adult RT 
document 

•  1st week March 2011   

•  Replies received by 1st May examined 



Results 
                        Type of Reply      Number of 

Trusts 
                  (%) 

     No response                    11 
(19%) 

     Confirmed no audit undertaken                    25 
(43%) 

     Audit undertaken  
     but physical monitoring not 
studied 

                   2 (3%) 

     Relevant audit undertaken                    18 
(31%) 

     Trust refused to participate                    2 (3%) 



     Physical 
Observation 

     Number 
(%)  
     of 
audits 

     Mean % that 
observation 
     performed 
(range) 

     Pulse 7 (38.9) 55 (25 – 75) 

     Blood Pressure 7 (38.9) 55 (20 – 75) 

     Respiratory Rate 8 (44.4) 33 (8 – 75) 

     Oxygen Sats 4 (22.2) 43 (2 – 85) 

     Temperature 7 (38.9) 40 (20 – 50) 

     Hydration / fluid 
intake 

3 (16.7) 19 (15 – 25) 





     Physical Observation 
Number 
(%)  
     of 
audits 

     Mean % that 
observation 
     performed 
(range) 

     Consciousness / 
Alertness 

     4 
(22.2) 

62 (50 – 82) 

     Dystonia / movt side 
effects 

0 (0) N/A 

     ECG 1 (0.06) 0 

     ANY blood tests 1 (0.06) 0 

     Haematology 1 (0.06) 0 

     Biochemistry 0 (0) N/A 





•  Mean time since audit completed: 16 months (range 1 – 
59) 

•  Mean no. of RT incidents / audit: 45 (range 4 – 274) 

•  10 / 18 specified frequency / duration for which 
observation should be measured 

•  4 / 18 of the audits looked at any reasons for not 
completing monitoring 



Discussion 
•  Less than 1/3 produced ANY evidence that ANY physical 

monitoring post RT took place 

•  Standards vague 

•  Variation guidelines         variation standards          
variation practice          variation auditing 

•  Local documents….”policy” / “protocol” / “guideline” / 
“SOP” / “algorithm” 

•  Occasions that observations took place also concerning 



Conclusion 
•  Focus upon measurement of physical obs post RT 

•  Not look at exact clinical practice but only whether 
specific items being audited 

•  Worrying level of demonstration of safe practice 

•  ?lack of specific NICE guidelines relating to required 
monitoring 



Summary 

•  “Containment” 
strategies 

•  Guidelines 

•  Monitoring 

•  Research 


