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Definition: Acute disturbance

AAnN acute mental state
AAssociated with an underlying mental and/or physical disorder

Aln the form of

A(i) agitation and distress

Awhich is excessive verbal or motor activity

Awhich may or may not lead to aggression/ violence, or
A(ii) actual aggression/ violence

Aentailing harm, hurt or injury to another person,

Aor damage to property

ARegardless of whether verbally or behaviourally expressed, physical
harm Is sustained or the intention is clear



Definitions: Deescalation and RT

ADe-escalation

AAN explicitly collaborative process involving a range of verbal and
non-verbal interventions that aim to defuse agitation and distress,
with the purpose of averting aggression or violence

A[can be considered as a process with discrete phases and identifiable
components]

ARapid tranquillisation

AGOAL To achieve a state of calmness without sedation, sleep or
unconsciousness, and thereby reducing the risk to self and/or other
whilst maintaining the ability of the patient to respond to
communication.

A[For ac.dist., sedation may be considered by some to be an appropriate
Interim strategy]

AParenteral route only, usually IM and exceptionally IV




PreRT and PRN
APreRT

AGOAL pre-emptively address ac.dist. and to avoid escalation and
need for physical restraint and parenteral medication

AAIl nonparenteral including noparenteral PRN

APRN

ACan play an important part of clinical mx of ac.dist to reduce risk of
Incidents

ACan lead to polypharmacy and high cumulative doses
A but no evidence of increased effectiveness over standard doses

AEnhanced burden of adverse effects and associated monitoring
requirements




Scope
INCLUDED
AAdults (+ pregnancy)
A3 key interventions:de-escalation, preRT, RT
AFocus on the evidence base
ASpecial settings consideredrugs and alcohol, liaison, forensic

NOT INCLUDED
ARestraint: Physical and mechanical or seclusion as an intervention

AReview of clinical rating scaletsee Garriga et al, 2016 for a recent
review)

AEnvironmental factorsclinical setting, staffing, and cultural influences
AJudicial:criminal justice/ police settings
APatient groups: <18yrs, >65yrs, learning disability, traumatic brain injury




Categories of evidencesss) Strength of recommendation

la: evidence from metanalysis of RCTs
Ib: evidence from at least one RCT

lla: evidence from at least one controlled
study without randomisation

lIb: evidence from at least one other type ¢
guastexperimental study

llI: evidence from norexperimental
descriptive studies, such as comparative
studies, correlation studies and casentrol
studies

IVV: evidence from expert committee reports

or opinions and/or clinical experience of
respected authorities

-Meeting in June 2017, identified consensus / uncertainti
-Literature review: sys rev, RCTs, observational studies
-First draft synthesised and graded evidence, circulated

Df

A Directly based on category | evidence from meta
analysis of RCTs, at least one large, good quality, RCT,
replicated, smaller, RCTs

B Directly based on category Il evidence from meta
analysis of RCTs, at least one large, good quality, RCT,
replicated, smaller, RCTs, or extrapolated a
recommendation from category | evidence

CDirectly based on category Ill evidence from ©ion
experimental descriptive studies, such as uncontrolled,
comparative, correlation and caseontrol studies, or
extrapolated recommendation from category | or |l
evidence

D Directly based on category IV evidence from expert
committee reports or opinions and/or clinical experienc

sOf respected authorities, or extrapolated recommendati

from category I, Il or Il evidence

-Meeting Jan 2018 to verify recommendations

SStandard of good practice




Methodological concerns 1

ADesignirials vary in design; most relatively small sample size

AChallenging to design trials to demonstrate whether fmptive use of oral
medication preRT leads to reduced need for parenteral RT

AOutcomes:Multiple, diverse primary outcomes, measured at different-pre
set time points, commonly include achieving sedation or sleep (cf calmn

APopulation:patients treated in clinical trials are very differemtfdrmed
consent problematic

AGeneralisability:trials from different health care settings/ countries



Methodological concerns 2

Alntervention:wSf I G A2YaAKALI 0SU6SSY W2y as
seldom defined

ADifferent formulations of the same drug anet all examined in literature,
pharmacokinetics varies (Tmax: oral> IM / buccal /-oadled > 1V)

AAdding second antipsychotic as PRN is untested in clinical trials

ALimited evidence base for further intervention when facing RT-nesponse



[ FUNDAMENTAL PRINCIPLES ]

[ [ PRE-RT: DE-ESCALATION ] J

[ C PRE-RT: ORAL/ORAL-INHALED/BUCCAL j J
[ [ RT: INTRAMUSCULAR MONOTHERAPY ] J

[ C RT: INTRAMUSCULAR COMBINATIONS ) ]

[ C RT: INTRAVENOUS (resuscitation settings only)¢ ) j

/

C NON-RESPONSE TO PRE-RT AND RT INTERVENTIONS ) J
\
A Our algorithm: Linear model, stepwise flow, 7 steps

A Asincreased likelihood of requiring a later stage interventional category, if earlier and generally less
restrictive interventions have been tried and not had the desired outcome, the clinical state is worsel
the risks are increasing, or patient engagement is challenging




Multidisciplinary approach
Effective interventions
Proportionality of intervention
Treatment individualisation/choice
Treatment optimisation of underlying disorder

FUNDAMENTAL PRINCIPLES

Continuous monitoring/review of:
Mental/physical health
Risks to self/others
Treatment effectiveness/harm
Patient engagement level

Consideration of modifiers:
Pregnancy
Drugs and alcohol
Medical frailty/physically compromised
Psychotropic naivety
Regularly prescribed psychotropics
Learning disability
(Extremes of) age

PRE-RT: DE-ESCALATION

Continual risk assessment (lIl,C)
Self-control techniques (1V,D)
Avoidance of provocation (I1V,D)
Respect patient space (IV,D)
Management of environment (lll,C)

Passive intervention and watchful waiting (11l,C)
Empathy (IV,D)
Reassurance (lII,C)
Respect and avoidance of shame (lII,C)
Appropriate use of humour (Il,C)

Identification of patient needs (llI,C)
Distraction (lII,C)
Negotiation (IV,D)

Re-framing events for patient (llI,C)

Non-confrontational limit setting (lI1,C)

PRE-RT: ORAL/ORAL-INHALED/BUCCAL

Oral-Inhaled Loxapine (Ib,A)" . . .
Buccal Midazolam (I1I,C) Oral Lorazepan: (IV.0) Oral Promethazine (S) .

Oral Aripiprazole (Ib,A)
Oral Haloperidol (lll, C)*
Oral Olanzapine (Ib,A)
Oral Quetiapine (lII,C)
Oral Risperidone (Ib,A)

RT: INTRAMUSCULAR MONOTHERAPY

IM Aripiprazole (la,A)
IM Droperidol (Ib,A)*
IM Olanzapine (la,A)"

(ke

L

( ) evidence and recommendation
bronchodilator available

ECG

flumazenil immediately available
avoid with IM benzodiazepines

respiratory depression caution

O >H ¥ =+

IM Lorazepam (lb,A)* ] [ IM Promethazine (la,D) ] [

RT: INTRAMUSCULAR COMBINATIONS

( IM Promethazine PLUS IM Haloperidol (la,A)* ) (

IM Lorazepam PLUS IM Haloperidol (la,A)* # )

IV Lorazepam (Ib,A)*
IV Midazolam (Ib, A)*

RT: INTRAVENOUS (resuscitation settings only)?

)C IV Droperidol (Ib,A)* )C IV Olanzapine (111,C) )

NON-RESPONSE TO PRE-RT AND RT INTERVENTIONS

Senior advice (S)
Comprehensive case review (S)
Review appropriateness of clinical setting (S)
Consider Zuclopenthixol Acetate (lll,C)*
Consider ECT (IV,D)

Plusrecommendations
on physical and
nursing observations




SEVEN FUNDAMENTAL OVERARCHING PRINCIPLES

AMultidisciplinary approach:
Aaetiology of acute disturbance is complex and heterogeneous
AMx: psychopharmacological, psychological, environmental and social interventions

AEffective interventions:

Aevidence base confirming that they increase positive outcomes and/or reduce negat
outcomes (harm) of acute disturbance, in the immediate to stemn (minutes to hours)

AProportionality of intervention:
ALY AYUISNISYlIA2yQa |aa20AF0SR NBAUINKNOUG.
excessive) to the acute severity of the clinical risk posed by the acute disturbance
Aleast restrictive options available should always be considered first



