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Executive Summary

Rapid tranquilisation (RT) is the use of parenteral medication in the short-term prevention and management of violence and aggression.

RT is a highly restrictive and coercive intervention and constitutes the use of force (chemical restraint combined with physical restraint). It should only be used as a last resort, when all other non-pharmacological methods of defusion and de-escalation have been tried, and the offer of oral medication has been refused.

ELFT is committed to reducing and avoiding the use of rapid tranquilisation, and all use of force in healthcare. 

The safety of the service user and of others must always be the primary concern. Due to the risks involved, rapid tranquilisation is regarded as a high risk procedure that requires observation and monitoring pre and post administration. It should only be carried out in an environment where there is readily available emergency resuscitation equipment, with staff trained in how to use that equipment and carry out all procedures safely. 

Prone restraint should always be avoided, especially for any prolonged period of time (more than a few seconds). If given under restraint, parenteral medication should be administered by the lateral (side) position or the supine position (if appropriate).

A pregnant service user should never be restrained in the supine or the prone position. Rapid tranquilisation should be avoided in pregnancy, but as a last resort the lateral (side) position is the only position that should be used. Staff should use the Maternity Early Warning Score (MEWS) to record vital signs monitoring of a service user who is pregnant, not NEWS2, and use of MEWS should continue for 4 weeks post-partum.

Physical health monitoring and eyesight observation of the service user must take place following administration of IM sedation. All services should have systems in place to audit the carrying out of physical health monitoring and eyesight observation post administration. To record vital signs, staff should use NEWS2 for service users aged 16 years and older, MEWS for pregnant service users, and the age appropriate version of the Paediatric Early Warning Score (PEWS) for young people aged 15 years and younger.

In ELFT any sedative drug given by injection under restraint is considered ‘rapid tranquilisation’, whether given as ‘treatment’ or ‘PRN’ or as part of a ‘medication refusal plan’, and physical health monitoring and eyesight observation must take place following IM sedation under restraint, regardless of which terminology is used. 

Additional consideration and caution needs to be exercised for service users with a general medical condition, service users who are frail or elderly, service users with a learning disability and/or autism, service users who are pregnant, service users who may have used alcohol or other substances, and young people and children under the age of 18. Staff should use ‘reasonable adjustments’ when communicating with service users with a learning disability or who are neurodivergent. 

The psychological wellbeing of the service user and of others must always be considered. Any use of force must be carried out with protection for the respect and dignity and human rights of the service user. Any use of medication must be explained to the service user at the time. After any use of RT, a service user debrief should take place as soon as the service user is able to engage. A debrief should also take place with those staff involved in carrying out the restraint, and with any service users who may have witnessed the use of force.


Any use of RT should necessitate an MDT review of the service user’s care and treatment, promoting the involvement of the service user, with a view to identifying how any future use of RT or other use of force can be avoided. Where the service user lacks capacity, has an identified carer, or is under the age of 18, the service user’s carer and/or parent or guardian, must be involved in the review.

As the use of force, all administration of parenteral sedation under restraint must be recorded, including a summary of the rationale for its use. An incident reporting form must also be completed. Mental health services have a legal duty under Seni’s Law (Use of Force Act) to reduce and avoid the use of all restrictive interventions, including RT. 
Rapid Tranquilisation Flow Chart






































1.0
Introduction
1.1
Rapid tranquilisation (RT) is defined as the administration of sedative medication by injection (2015 NICE Guidelines NG10).
1.2
Rapid tranquilisation is not used to treat an underlying condition or disorder but rather is used in the short-term prevention and management of violence and aggression.
1.3
Rapid tranquilisation is a highly restrictive and coercive intervention and should only ever be used as a last resort, when all other less restrictive and non-pharmacological methods of defusion and de-escalation have been tried, and the offer of oral medication has been refused.
1.4
The use of rapid tranquilisation constitutes the ‘use of force’ as defined by Seni’s Law, or The Mental Health Units (Use of Force) Act 2018, as it involves the use of both physical and chemical restraint. All inpatient services have a legal requirement to have processes in place to monitor its use and to avoid and reduce its use as much as possible.
1.5
East London NHS Foundation is committed to reducing the use of force and restrictive interventions, including rapid tranquilisatioin, across its services. There are several projects ongoing, using Quality Improvement (QI) methodology, across all inpatient services with the aim of reducing the use of force and all forms of restrictive intervention.
1.6
It is also recognised that the administration of medication by intramuscular injection under restraint can be a traumatic experience for service users and staff. This policy endorses the adoption and development of trauma informed approaches across services. 
1.7
There is evidence that some ethnic groups may be more likely to experience restrictive interventions such as rapid tranquilisation when in contact with mental health services – young black men, for example, are more likely to be detained under the Mental Health Act and be given medication by injection (Bignall et al., 2019). All staff involved in the prescription and administration of rapid tranquilisation should receive training in the social and cultural issues associated with the use of rapid tranquilisation and other restrictive interventions in mental health care, as well as the physiological and pharmacological aspects of their use.  

1.8
Administering medication under restraint is associated with significant risks, especially when given in the context of a significant or prolonged struggle. The use of prone restraint in particular has been seen as an important contributory factor in several deaths in police custody and in the NHS over several decades. Due to the risks involved, rapid tranquilisation should be regarded as a high risk procedure that requires observation and monitoring pre and post administration. The decision to use rapid tranquilisation should never be taken lightly or without due consideration of the significant risks involved. It should only be used when the risks of giving RT are outweighed by the risks of not giving RT. 
1.9
All service users should be treated with respect and dignity at all times and be treated fairly, regardless of their diagnosis or presentation, age, sex, gender identity, sexual orientation, disability, culture, ethnicity or religious/spiritual beliefs. Staff are encouraged to challenge any use of force that is unsafe, or is not used as a last resort and could be perceived as punitive or discriminatory. ELFT encourages a ‘flattened hierarchy’ in teams, where all staff feel able and are encouraged to express an opinion and be part of the team discussion and decision-making process. Staff ‘safety huddles’ are an important means of achieving this objective and are encouraged across all services, as well as staff debrief and learning lessons forums. 
2.0
Scope

2.1
This policy is intended to provide guidelines for the safe and appropriate use of medication given by injection used in the short-term prevention and management of violence and aggression in service users of all ages and within all clinical settings in East London NHS Foundation Trust.

2.2
ELFT staff working in clinical settings that are not part of ELFT, e.g. Emergency Departments of an acute Trust, must follow the policy and procedure of the local Trust. 
2.3
This policy does not cover in detail what should happen before consideration of rapid tranquilisation, as that falls outside the scope of this policy. Positive and Proactive Care (DoH, 2014) sets out recommendations for services to avoid and reduce the use of restrictive interventions.
2.4
Techniques of de-escalation and defusion are taught to all inpatient nursing staff as part of Safety Intervention Training (formerly called MAPA Training), which is updated annually. ELFT has also developed a Safety Culture Bundle that uses four interventions to reduce violence and aggression on wards: daily safety huddles, use of the Brøset Violence Checklist, use of a Safety Cross, and facilitating a safety discussion with service users in the ward community meeting (Taylor-Watt et al., 2017). All clinical staff are also offered additional training on interventions such as Trauma-Informed Care and Relational Security. Staff in CAMHS are offered training in RAID (Reinforce Appropriate, Implode Disruptive). 
2.5
The Trust has also developed several projects using Quality Improvement (QI) methodology across inpatient services with the aim of reducing rapid tranquilisation and other restrictive interventions such as seclusion. It is the responsibility of all staff to work to avoid the use of force as far as is reasonably possible and at all times interact with service users in a manner that helps to de-escalate the situation rather than escalate it. The Trust is committed to reducing the use of force across all services. 
2.6
The guidelines in this policy should not be used for the management of alcohol withdrawal, delirium, or acute confusional states in the context of a brain injury or other as yet unknown cause, unless under specialist advice. If intoxication with novel psychoactive substances (NPS) is suspected, consider transfer to the local Emergency Department (ED). 
2.7
Clinical judgement should be exercised on the applicability of any guideline, influenced by service user characteristics. Clinicians should be mindful of the potential for harmful polypharmacy and increased susceptibility to adverse drug reactions in service users with multiple morbidities or frailty. If there are good reasons for not following a guideline, it is good practice to record these and communicate them to others involved in the care of the service user.
2.8
Every time a short-acting benzodiazepine drug, antipsychotic drug or sedating antihistamine drug is administered by injection under restraint, physical health monitoring and eyesight observation MUST take place in line with this policy regardless of whether the administration is formally classified as ‘rapid tranquilisation’ or not, e.g. in the case of a sedative injection given as ‘treatment’ or ‘PRN’ or as part of a ‘medication refusal plan’.
2.12
The National Institute for Health and Care Excellence (NICE) published its guideline, “Violence and aggression: short-term management in mental health, health and community settings [NG10]”, in May 2015. This guideline included recommendations on the use of medication for the prevention and management of violence and aggression, and was an update to the previous NICE guideline CG25; “Violence: The Short-term Management of Disturbed/ Violent Behaviour in Psychiatric In-patient Settings and Emergency Departments (February 2005)”. 
2.13
NICE also published guidance in 2015 with regard to challenging behavior and learning disabilities: Challenging Behaviour and Learning Disabilities: Prevention and Interventions for people with Learning Disability whose behaviour challenges (NG11). All staff should read this document and be familiar with the additional needs of service users with learning disabilities. 
2.14
Pharmacological interventions are one of a number of strategies used to prevent and manage violence and aggression. Only the pharmacological management of violence and aggression falls within the scope of this policy. For information about non-pharmacological strategies, consult the relevant Trust guidance and training.

2.15
Medication should only be administered to a service user provided there is a clear legal basis for treatment. Any ‘use of force’ by staff must comply with the law and respect the service user’s human rights.

2.16
This policy should be used in conjunction with all other relevant Trust policies and guidelines, including:

· Admission Policy

· Use of Force Policy

· Consent to Treatment Policy

· Mental Capacity Act Policy

· Policy on the Use of Physical Holding Skills

· Seclusion Policy

· Guidelines for prescribing and administration of PRN psychotropic medicines

· Policy for the use of high dose antipsychotic medication

· Medicines Policy

· Physical Health Policy

3.0 Terms used in this policy
3.1
Service User

This term is used in this policy as short-hand to refer to anyone in receipt of mental health care of any age: young people under the age of 18, adults of working age, and older adults. Staff should always, however, take into account the age of the service user and consider what adjustments need to be made in relation to their age, ability, capacity, and physical and mental health status etc. 
 3.2
‘Contact’ and ‘non-contact’ physical observations

This policy adopts the use of the terms ‘contact’ and ‘non-contact’ physical observations (vital signs monitoring) and encourages all staff to use this terminology and approach to the physical health monitoring of service users generally. The rationale for adopting these terms is to ensure that some form of physical health monitoring takes place at all times, regardless of whether the service user is refusing to co-operate. 
‘Non-contact’ physical observations do not rely on the consent or co-operation of the service user and describe the minimum physical health monitoring that must take place for all service users: respiration rate (breathing) per minute, level of consciousness using ACVPU (Alert / new Confusion / responsive to Voice / responsive to Pain / Unconscious), and hydration status.

A set of non-contact physical observations must be taken and recorded as a minimum every 15 minutes following the administration of rapid tranquilisation. It is never acceptable for no physical health monitoring of any kind to take place following administration of RT.

‘Contact’ physical observations generally rely on the consent and co-operation of the service user and necessitate a level of contact or proximity between staff and service user (although technology is producing methods of making physical observations and monitoring become non-contact via remote monitoring): blood pressure, temperature, pulse, and oxygen saturation are considered ‘contact’ physical observations. If needed, additional ‘contact’ observations may be required, e.g. measuring blood glucose, taking of bloods, or taking an ECG.

Ideally a set of basic contact physical observations should be taken and recorded every 15 minutes following the administration of rapid tranquilisation, but it is recognised that this may not always be possible. As a minimum, a set of non-contact physical observations must always take place following administration of RT. A set of ‘contact’ physical observations must take place if it is safe to do so. If it is not possible to carry out contact physical observations, the rationale for this must be documented, and regularly reviewed. 
3.3
SBARD

All clinical staff are also encouraged to use SBARD when reporting or escalating a physical health or other concern. SBARD is a communication tool and stands for Situation / Background / Assessment / Recommendation / Decision. The decision taken following discussion about a significant concern should always be documented in the service user’s notes. All physical health and risk training for clinical staff and students across the Trust should include the use of SBARD as a handover and decision-making tool. An example template of the SBARD communication tool is provided in Appendix 1. 
3.4
Trauma Informed Care (TIC)

Trauma informed care is an approach to health and social care that seeks to realise the widespread impact of trauma and understand paths for recovery, recognise the signs and symptoms of trauma in service users, families, and staff, integrate knowledge about trauma into policies, procedures, and practices, and actively avoid re-traumatisation. Inpatient services across ELFT have been adopting and developing a trauma informed approach, in particular with regard to the reduction of restrictive interventions and the use of force, including the use of rapid tranquilisation. This policy endorses the adoption of this approach and encourages services and service leaders to further develop this approach to the provision of care and treatment and reduction of restrictive practices and the use of force, and to staff training and development. 
3.5
British National Formulary (BNF):


The BNF is a joint publication of the British Medical Association and the Royal Pharmaceutical Society of Great Britain, and includes key information on the selection, prescribing, dispensing and administration of medicines. It is important to use the most recent BNF information. The print edition is updated in March and in September of each year. Monthly updates are available online (https://bnf.nice.org.uk). The BNF can be accessed by clicking the BNF icon on the desktop of any Trust computer.
3.6
Parenteral:

Parenteral drug administration means any non-oral means of administration, but is generally interpreted as relating to injecting directly into the body, bypassing the skin and mucous membranes. The common parenteral routes in healthcare are intramuscular (IM), subcutaneous (SC) and intravenous (IV). In relation to psychiatric drugs, the intramuscular (IM) route is the one most commonly used parenterally. The intravenous (IV) route is not routinely used in mental health settings due to the additional risks of administering sedative drugs via the IV route, especially under restraint. 
3.7
PRN or p.r.n. (pro re nata); ‘as or when required’:

This abbreviation goes back to the days when doctors wrote prescriptions in Latin. It is used to describe the administration of a medication as or when the service user requires that medication, usually in oral form, rather than giving the medication at a set time. PRN medication is usually given when needed to treat an increase or worsening of symptoms of a condition, or to prevent a deterioration or worsening of symptoms. 

3.8
Rapid Tranquilisation (RT):


The 2005 NICE guidance (CG25) defined rapid tranquilisation (RT) as: “The use of medication to calm/lightly sedate the service user, reduce the risk to self and/or others and achieve an optimal reduction in agitation and aggression thereby allowing a thorough psychiatric evaluation to take place and allowing comprehension and response to spoken messages throughout the intervention. Although not the overt intention, it is recognised that in attempting to calm/lightly sedate the service user, rapid tranquilisation may lead to deep sedation/anaesthesia”. This definition included both oral and parenteral medication.

3.8
The updated 2015 NICE guidelines (NG10) define RT as: “The use of medication by the parenteral route if oral medication is not possible or appropriate and urgent sedation with medication is needed”. This definition explicitly excludes oral medication from the NICE definition of RT.

3.9
Whilst recognising that the eventual outcome of RT may be the sedation of the service user, the Trust considers that sedation should not be viewed as the ultimate goal of the intervention. The Trust’s position is that the goal of RT should be viewed from the perspective of harm-minimisation and patient safety. Thus, RT should be viewed as means to reduce the risk of harm from violence and aggression, rather than a means to induce unconsciousness in the service user. This reflects a more patient-centred approach than that adopted in the current 2015 NICE guideline (NG10), as well as more accurately reflecting the way RT is used in practice.

3.10
For the purpose of this policy, the Trust has adopted the following definition of RT: “The use of parenteral medication in an attempt to calm the service user, in order to reduce the risk of imminent and serious violence to self or others, when appropriate psychological and behavioural approaches have not been sufficient to de-escalate the situation and the use of oral medication is not possible or appropriate.’’

4.0
Roles and responsibilities
All staff

4.1
Work to avoid the use of force and restrictive interventions as far as is reasonably possible. Treat service users with compassion and with dignity and respect. At all times interact with service users in a manner that helps to de-escalate the situation rather than escalate it.
4.2
Report and respond to any concerns about potential violence and aggression and contribute to prevention via daily Safety Huddles etc. and other violence and aggression prevention methods and projects. 
Prescribers

4.3
Ensure that where appropriate regular treatment and/or PRN medication are initiated as soon as possible after admission to treat acute mental illness, reduce symptoms, and reduce the need for any parenteral medication to be given, and that treatment is discussed with and explained to the service user and, with consent, their carer or carers. 
4.4
Ensure that the choice of medication for rapid tranquilisation is clinically appropriate and lawful, after full consideration of the service user’s physical health, including any history of allergies or NMS, mental health, and current legal status.
4.5
Ensure that prescriptions are clear, unambiguous and complete.

4.6
Check the suitability of using RT medication alongside ‘regular’ and ‘as needed’ or PRN medication already prescribed.

4.7
Check the total % antipsychotic medication prescribed prior to prescribing and administering RT medication. If the total % of all antipsychotics prescribed (regular, PRN and RT) exceed 100%, the High Dose Antipsychotic Policy must be followed.

4.8
Review prescriptions for rapid tranquilisation at least once a week, and document this review in the service user’s notes.

4.9
If medication for rapid tranquilisation is administered, review the prescription at the next multidisciplinary (MDT) review. The Duty Doctor or other appropriately qualified prescriber can also be requested to review the prescription at any time, and a senior review can also take place at any time via the oncall system. 
4.10
Ensure that service users are monitored for side effects and the therapeutic effect of medicines administered.

Registered Nurses

4.11
Be proactive when a service user is clearly distressed or agitated and not ignore such situations and allow them to escalate. Engagement, ‘talking down’ and offering help and emotional support should always be the first choice of interventions. 

4.12
Ensure that rapid tranquilisation is only used as a last resort, after other non-pharmacological methods of de-escalation and defusion have been tried, and the offer of oral medication has been made, and that parenteral medication is only administered when it is legally appropriate to do so and any use of force is reasonable and compliant with the law and the service user’s human rights.
4.13
Use ‘reasonable adjustments’ with regard to communication and de-escalation approaches with service users who have a disability, e.g. learning disability or Autistic Spectrum Disorder (ASD), so that such service users are not put at a disadvantage when receiving care. 
4.14
When making decisions about the administration of medication, ensure that full consideration is given to the likely effects of the medication in light of the service user’s current physical and mental health. Consideration should be given both to the intended therapeutic effects and the possible side effects of the medication.

4.15
Ensure that medication is drawn up and administered correctly in accordance with the prescription and that any administration is signed for and recorded. All medication drawn up for injection should be checked by another Registered Nurse or Registered Nursing Associate who is post-preceptorship. 
4.16
Ensure that the administration of any medication given under restraint is co-ordinated and managed and carried out safely, using staff who are appropriately trained in both Safety Interventions (PMVA/MAPA) and Basic or Immediate Life Support, with pre and post-debrief and oversight of the process. 

4.17
Ensure that any administration of medication by injection and use of holding skills follow all Infection Prevention and Control guidance.
4.18
Ensure that all post-RT physical health monitoring and eyesight observation of the service user is carried out as set out in this policy and using the age-appropriate early warning chart. Monitor  the  service  user  for  side  effects  and  desired  effects  following  the  administration  of medication.

4.19
Ensure that all episodes of rapid tranquilisation and post-administration monitoring and observations are documented appropriately. Ensure that an incident reporting form is completed. 
4.20
Ensure that any physical health concerns about the service user are escalated swiftly to medical or senior colleagues and handed over using SBARD.   

4.21
Ensure that a debrief takes place with the service user as soon as it is safe to do so, and that this is documented. 
Registered Nursing Associates

4.22
Are not permitted to draw up or administer rapid tranquilisation.

4.23
Are permitted to undertake the second check of IM medicines alongside the Registered Nurse. Both members of staff must be post-preceptorship. 
Pharmacists

4.24
Check medicines are prescribed at the right dose and route, and are appropriate considering the service user’s current physical and mental state, and other pharmacological treatments, including possible drug interactions. 
Nurse Managers

4.25
Clinical Nurse Managers and Matrons must ensure that there are systems in place on every ward to check and monitor the provision of emergency resuscitation equipment (‘grab bag’) and oxygen, and that staff are up to date for Safety Interventions Training (MAPA) and either Basic Life Support or Immediate Life Support.
4.26
Matrons and Lead Nurses are responsible for ensuring that there is a culture of learning around the use of rapid tranquilisation and restrictive interventions to ensure that steps are taken to reduce their use. This should include an induction for new staff that includes policy and procedure around the use of force and restrictive interventions such as RT. 
4.27
Clinical Nurse Managers and Matrons should regularly audit and check that post-RT physical health monitoring and eyesight observation of the service user has been carried out as required.

4.28
Lead Nurses are responsible for ensuring that the above audit and assurance process is maintained and compliance is reported to the Directorate Management Team and Director of Nursing. 

Directors

4.29
Both the respective Directorate Management Team and the Director of Nursing should provide overall oversight of the audit and monitoring process and take appropriate action if compliance is not being met. 
4.30
The respective Directorate Management Team should have overall responsibility for monitoring the effectiveness of the inpatient unit’s violence reduction work and reduction of use of force projects and any associated change ideas being tested to reduce the use of restrictive interventions, with regular reporting and review of progress. 
Executive

4.31
In compliance with the Use of Force Act, the Trust has appointed a ‘responsible person’, whose role is to monitor and report on progress to reduce the use of force across all services. For ELFT this role will be carried out by the Chief Medical Officer, reporting directly to the Trust Board. 
5.0
Risks associated with rapid tranquilisation

5.1
The risks associated with the use of physical restraint (holding skills) in order to facilitate rapid tranquilisation must always be considered. Any use of restraint involves increased risk to the service user and no period of time spent in restraint (especially prone restraint) is inherently safe. The risk increases when used together with sedative medication and in particular in the context of a significant or prolonged struggle.

5.2
A Memorandum of Understanding on The Police Use of Restraint in Mental Health & Learning Disability Settings (College of Policing, 2017) advises that the police should generally refuse to assist with carrying out any restrictive intervention in healthcare settings, unless in exceptional circumstances. The decision to hand over the management of any situation to the police should only be taken by a senior member of staff (e.g. Duty Senior Nurse) in consultation with other senior colleagues, e.g. Senior Manager Oncall or other Senior Manager.
5.3
In addition to the risks of physical restraint and a physical struggle, factors to consider prior to the use of rapid tranquilisation include:

Delirium


Delirium or ‘acute confusional state’ must be excluded. Refer to appropriate guidelines for the treatment of delirium.


Acute Behavioural Disturbance


This term has been included so that staff are aware of the terminology, but use of this term is controversial. Acute Behavioral Disturbance (ABD), also sometimes referred to as ‘excited delirium’, is not a diagnosis, but rather an umbrella term used to describe a state of extreme agitation and physical and mental excitation of multiple cause, and is considered a medical emergency. The terms are commonly used both by the Police and by Paramedic Services. The Royal College of Psychiatrists has published updated guidance with regard to use of the terms ABD and excited delirium.

https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-policy/position-statements/ps02_22.pdf

Intoxication with alcohol or substances


Rapid tranquilisation is generally contra-indicated when the service user is intoxicated, especially in circumstances where the nature or quantity of intoxicating substance is unknown or uncertain. If an unknown substance or liquid is found in a service user’s possession, it should be assumed that the service user may have ingested some of the substance or liquid. This should be reported to the Duty Doctor immediately and any sedating medication should not be given. If intoxication with novel psychoactive substances (NPS) is suspected, transfer to the nearest Emergency Department (ED) may be required. Novel psychoactive substances (previously called “legal highs”) are compounds designed to mimic existing established recreational drugs. The most commonly clinically encountered NPS are stimulants (such as mephedrone) and cannabinoids (such as “spice”). GHB or GBL is a clear, colourless, and odourless liquid and ingestion can produce extreme respiratory depression. Finding any unknown liquid or substance in the possession of a service user should be escalated immediately to the Duty Doctor or senior manager for advice. 

Acute alcohol withdrawal


Disturbed behaviour due to acute alcohol withdrawal including delirium tremens is a medical emergency and therefore senior psychiatric and general medical advice should be sought immediately. Other conditions such as head injury, physical illness such as infection or dehydration should be identified and treated urgently, electrolyte abnormalities are common. All patients should be examined as thoroughly as possible and particular attention paid to the signs of delirium tremens - confusion, autonomic instability and visual hallucinations and/or Wernicke`s encephalopathy (opthalmoplegia, nystagmus, ataxia and confusion) which is a life threatening emergency. Consider immediate transfer to a medical ward in particular in the case of complicated alcohol withdrawal states e.g. delirium tremens. Uncomplicated alcohol withdrawal states should be managed with chlordiazepoxide and the dose progressively reduced as the service user settles. Antipsychotics should be avoided as they lower the seizure threshold.


Service users with communication difficulties or cognitive impairment


Exclude non-psychiatric causes of distress or presentation e.g. pain or seizure activity. Fear and anxiety can also play a role in violence and aggression.

Service users with learning disabilities and/or autism


NICE guidance NG11 covers challenging behavior and learning disabilities in detail. Staff should consider the additional impact that personal and environmental factors can have on service users with a diagnosis of learning disability and/or autism (e.g. sensory overload) and what reasonable adjustments may need to be made, in particular with regard to communication and de-escalation and exploring additional non-pharmacological methods of managing distress and challenging behaviour. Staff may need to adapt the way they communicate with a service user with autism, for example, to cater for their sensory needs (‘reasonable adjustments’). The Core Capabilities Framework for Supporting Autistic People (DoH, 2019) provides guidance on how to implement reasonable adjustments. Inpatient staff are also encouraged to attend Autism Training via the National Autism Training Programme:


https://www.annafreud.org/training/health-and-social-care/national-autism-trainer-programme/
The Trust is committed to the principles of STOMP – stopping over medication of people with a learning disability, autism, or both:
https://www.england.nhs.uk/learning-disabilities/improving-health/stomp/

Physically frail adults
Lower doses of medication should be used in older adults, those with co-morbid conditions, and those who are ‘frail’. Please refer to Appendix 16 for further guidance on the use of RT in older adults.


Young people under 18 years of age

Lower doses of medication should be used for young people under 18 years of age (unless it has been established that standard doses are necessary and it is in accordance with the young person’s individualised treatment plan). Lower doses may also be needed for young people with lower body weight, e.g. in anorexia. Please refer to Appendix 17 for further guidance on the use of RT in young people and children. NEWS2 can be used for vital signs monitoring for service users 16 years and above. For service users under the age of 16, staff should use the age-appropriate version of PEWS (Appendix 5). 

Pregnancy / lactation


If the service user is pregnant or is breastfeeding, seek specialist advice and liaise with the Perinatal Team regarding the treatment given. Please refer to Appendix 18 of this policy for further guidance on the use of RT in pregnancy. Although NEWS2 can be used up to week 18 of pregnancy, staff should always use the national Maternity Early Warning Score (MEWS) for all pregnant service users to avoid any confusion. MEWS (Appendix 4) can be used to record vital signs monitoring from day 1 of pregnancy, and should be used to record vital signs monitoring for an additional 4 weeks post-partum, due to the impact of pregnancy and childbirth on the parameters of adult early warning signs.

Brain injuries


The use of psychotropic medication to manage behavioural disturbance after a brain injury can worsen agitation and cognition and impair recovery from Post Traumatic Amnesia. Always seek specialist advice when managing individuals with an acute brain injury.


Physical examination


A baseline physical examination should be carried out prior to prescribing IM medication for rapid tranquilisation, including U&Es, pulse, blood pressure, temperature, respiratory rate and ECG where possible (the SPC for haloperidol recommends a baseline ECG prior to treatment). 

The physical examination should include documentation of medical history, with particular reference to:
· Parkinson’s Disease, Lewy Body Dementia

· General condition and weight

· Falls risk

· State of hydration including hypokalaemia and hypoglycaemia (stress/ extreme physical exertion may increase risk of electrolyte disturbance)
· Infection
· Evidence of pre-existing cardiac or pulmonary conditions

· Brain injuries and seizures

· Possible intoxication with alcohol, benzodiazepines or illicit drugs including NPS


A physical examination should include a medication history incorporating:
· Use of alcohol, NPS or illicit drugs

· Potential for drug interactions with IM medication, especially in the case of haloperidol where the use in combination with drugs known to cause QTc prolongation is a contraindication

· The potential for inadvertent high dose antipsychotic therapy when prescribing IM antipsychotics should be considered and staff should refer to the Trust’s Policy for the use of high dose antipsychotic medication.

· The patient’s previous response to IM medication, including adverse effects experienced


If a physical examination or any aspect of a physical examination is not possible, the reasons for this should be documented in the service user’s notes.


Previous response to treatment / service user preference / advance statement


Any preference/advance statement that addresses medication use should be taken into consideration prior to prescribing IM medication for rapid tranquilisation where practical and appropriate. Any decision to go against an advance statement must be clearly documented stating the rationale.

Legislation


The service user’s legal status must be reviewed when IM medication is considered, please refer to Appendix 8 of this policy for more details. Any use of force must also comply with the Use of Force Act and the Trust’s Use of Force Policy. 

Safety and remedial measures post IM medication


The availability of on-site medical cover, especially out of hours, may need to be considered, with the potential for decreased medical access in some inpatient settings.
5.4
Staff should always refer to the current Summary of Product Characteristics (SPC) or BNF for the most up to date advice on cautions / contraindications / drug interactions. Specific risks associated with IM medication used for rapid tranquilisation are:
	Drug class
	Risks of treatment

	Benzodiazepines 
e.g. 
lorazepam, 
midazolam 

	Loss of consciousness, respiratory depression or arrest,

paradoxical increase in aggression, cardiovascular collapse (in patients receiving clozapine and benzodiazepines)

	
	Cautions in use

	
	COPD and asthma

Obstructive sleep apnoea

IV flumazenil must be available in case of benzodiazepine-induced respiratory depression (Appendix 6)

	Antipsychotics 
e.g. 
haloperidol. 
olanzapine, aripiprazole
	Risks of treatment

	
	Altered consciousness, cardiovascular and respiratory complication and collapse (risk of sudden death), QTc prolongation, reduction in seizure threshold, akathisia, dystonia, dyskinesia, excessive sedation, Neuroleptic Malignant Syndrome (NMS)

	
	Cautions in use

	
	Haloperidol use contraindicated in combination with other medicines known to prolong QTc interval (baseline ECG required)
IM procyclidine should be available to treat acute dystonia related to haloperidol 

Olanzapine IM should not be administered within an hour of IM benzodiazepine 

Previous NMS

	Antihistamines 
e.g. promethazine
pro 
	Risks of treatment

	
	Excessive sedation, painful injection, anticholinergic effects, hypotension, arrhythmias 

	
	Cautions in use

	
	Respiratory conditions, coronary artery disease, epilepsy, hepatic and renal insufficiency 

Contraindicated in CNS depression and those who have taken monoamine oxidase inhibitors within past 14 days 


5.5
Neuroleptic Malignant Syndrome (NMS) is a rare but life-threatening reaction to neuroleptic (antipsychotic) medication. It should be treated as a medical emergency. It can happen at any time and at any dose, but is more likely to happen after several weeks of antipsychotic therapy. Risk factors include dehydration, agitation, and catatonia. A rapid increase in dose of antipsychotic medication can also be a risk factor, so this should be avoided. Service users presenting with:

· increased temperature

· sweating

· restlessness

· altered consciousness

· marked muscular rigidity

· tachycardia or changes in blood pressure

should alert staff to the possibility of NMS. Such signs require cessation of all antipsychotic drugs, cooling of the service user and urgent medical assessment.

5.6
Potential problems arising following the administration of rapid tranquilisation should be managed as follows:
	Contact duty doctor as a matter of urgency using SBARD


	Problem
	Remedial action

	Acute dystonias 
(including oculogyric crises) 
	Give procyclidine 5-10mg IM, repeat after 20 minutes if necessary

 

	Reduced respiratory rate 
(<11 / minute 

or oxygen saturation <90%) 
	Give oxygen, ensure patient is not lying face down 

Give flumazenil if benzodiazepine-induced respiratory depression (Appendix 8) 

Monitor respiration until rate returns to baseline level 

If induced by other agent patient may require mechanical ventilation – arrange transfer to ED immediately


	Reduced respiration rate 
(<8 / minute) 
	Medical Emergency – institute emergency response, use a bag-mask and oxygen to improve oxygenation and ventilation, whilst calling for expert help and arrange immediate transfer to ED


	Tachycardia 
(>110 / min) 
	Contact duty doctor immediately 



	Irregular pulse or bradycardia 
(<50 / min) 
	Contact duty doctor immediately 



	Orthostatic hypotension 

	Lie patient flat, raise legs if possible, monitor closely including regular BP measurement 



	Fall in blood pressure 
(where systolic BP < 90mmHg 

or diastolic BP < 50mmHg) 
	Urgent medical assessment 

Lie patient flat, raise legs if possible, monitor closely including regular BP measurement 



	Increased temperature 
(>37.9 C) 
	Urgent medical assessment 

Withhold antipsychotics due to potential risk of NMS and arrhythmias 




5.7
Risk of Venous Thromboembolism (VTE). Service users should be assessed on admission (as per Trust policy), and re-assessed 24 hours after admission and then assessed again if they have received rapid tranquilisation or are in seclusion. Risk factors are use of antipsychotics, catatonia, immobility, restraint, and seclusion - see use of the risk assessment in Ellis et al., 2019 and Trust policy. The policy provides guidance on when to give prophylaxis. The decision-making around this may be complicated by ongoing restraint, aggression, risk of falls and potentially any refusal of prophylaxis. 

5.8
Consideration must be given to monitoring fluid intake and assessing hydration status following administration of rapid tranquilisation. This is considered a ‘non-contact’ physical observation. If the service user is sedated then their oral intake may reduce. The fluid intake of any service user in seclusion must be formally monitored using a fluid chart, regardless of whether or not they have been given RT. 
5.9
As well as the physical health risks outlined above, consideration should also be given to the risks posed in terms of damage to the therapeutic relationship with the service user, and the psychological distress that can be associated with being physically restrained and injected under restraint. The gender of staff carrying out any act of restraint should always be considered. 

5.10
Inpatient services across ELFT have been adopting and developing a trauma informed approach, in particular with regard to the reduction of restrictive interventions, including the use of rapid tranquilisation. This policy endorses the adoption of this approach and encourages services and service leaders to further develop this approach to the provision of care and treatment, measures to reduce the use of restrictive interventions, and to staff training. Service user debrief following the use of rapid tranquilisation is important in this regard, please refer to Section 16 of this policy for more details. Staff also should be given the opportunity to debrief following any use of RT, as set out in Section 17 of this policy. 
6.0
General principles when using rapid tranquilisation

6.1
RT using parenteral medication should only be used after all other options for the prevention and management of violence and aggression have been exhausted. Prior to its use, a risk assessment must be conducted to establish that the risks posed by administering rapid tranquilisation are outweighed by the risks of not administering rapid tranquilisation. Additional consideration must always be given to other factors that might impact on the safety of RT, such as the use of restraint, age, frailty, physical health, learning disabilities and / or autism, and substance use etc. 
6.2
As the use of force, any administration of rapid tranquilisation or parenteral sedation under restraint must be documented in the clinical notes and recorded on the Trust’s incident reporting system. Staff should use RiO code RCODE RAPID01 and the Post-RT documentation template in Appendix 2. 
6.3
Rapid tranquilisation should only be administered in an environment where there is readily available emergency resuscitation equipment (‘grab bag’), including an automatic external defibrillator, bag valve mask, oxygen, cannulas, fluids, pulse oximeter, suction and first-line resuscitation medications, and staff trained in how to use that equipment and monitor service user response. A system must be in place to ensure that the provision of such equipment is monitored and maintained and that staff are up to date for either Basic Life Support or Immediate Life Support and Safety Interventions Training (MAPA). 

6.4
As far as reasonably possible, RT should be administered in the presence of the Duty Senior Nurse or other nurse manager (Clinical Practice Lead, Clinical Nurse Manager, or Matron) whose role is to confirm that other less restrictive interventions have been exhausted, and to co-ordinate the administration of RT, ensuring it is carried out safely, that post-administration monitoring and eyesight observation are carried out, and that a service user and staff debrief take place. If no nurse manager is able to attend, the Nurse in Charge, or the most senior nurse on duty on the ward, should carry out this oversight and co-ordinating role.  
6.5
Staff involved in the use of restraint or holding skills must adhere to the Trust’s Policy on the Use of Physical Holding Skills and guidance around the use of force. One member of the team should remain in an oversight role to ensure that the team is co-ordinated, that no restriction is placed on the service user’s airway, and that any medication is administered safely. Clear communication should be maintained with the service user throughout to explain what is happening and provide reassurance and support to the service user. Ideally only one member of the team should take the talking role to ensure that communication is clear and easy to understand.
6.6
If  parenteral  medication  is being considered,  the  service  user  must  be  given  the opportunity to take oral medication, if that is considered safe. The administration of parenteral medication should never be used as a punishment.
6.7
When deciding which medication to use, take into account:

•
the service user’s legal status and consent to treatment


•
the service user’s age

•
the service user’s provisional or established diagnosis


•
the service user's preferences or advance statements and decisions


•
pre-existing physical health problems


•
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: BNF-recommended maximum doses should only be exceeded in extreme circumstances and with the approval of a consultant psychiatrist


•
the  evidence  base  supporting  the  use  of  particular  medicines  for  RT  and  for  that diagnosis

6.8
The 2015 NICE guideline recommends that the choice of IM medication for RT should be limited to either:

· IM lorazepam, or
· IM haloperidol combined with promethazine.
This is in contrast to the 2005 NICE guidance which stipulated that if IM medication is required, a benzodiazepine should be given along with an antipsychotic drug.
6.9
The Trust recognises that there will be cases where the options set out in the 2015 NICE guidelines may be deemed inappropriate or do not work. In these cases, the following options can be considered after discussion with a senior doctor:

· A  combination  of  IM  drugs  from  different  pharmacological  classes;  for  example, an antipsychotic plus a benzodiazepine (lorazepam) - but remembering that olanzapine cannot be given within 1 hour of a benzodiazepine and vice versa

· IM olanzapine

· IM aripiprazole

· IM promethazine used alone

The justification for using one of these treatment options must be documented in the service user’s notes.

6.10
If there is insufficient information to guide the choice of medication for rapid tranquilisation, for example, if the diagnosis of psychosis remains uncertain, or the service user has not taken antipsychotic medication before, use a benzodiazepine or promethazine in preference to an antipsychotic. If the service user has not previously received an antipsychotic, lower doses are likely to be indicated.

6.11
If there is a partial response to a particular drug, consider a further dose of the same drug, rather than combining with a different drug or choosing a different drug from a different class. 
6.12
If there is no response to a particular drug, consider switching to a drug from a different pharmacological class (benzodiazepine, antipsychotic or promethazine).

6.13
Do not repeat a dose of rapid tranquilisation until the effect of the initial dose has been reviewed.
6.14
Any use of RT should necessitate an MDT review of the service user’s care and treatment, promoting the involvement of the service user, with a view to identifying how any future use of RT or other use of force can be avoided. Where the service user lacks capacity, has an identified carer, or is under the age of 18, the service user’s carer and/or parent or guardian, must be involved in the review.
7.0
Injection Site
7.1
Parenteral medication used for rapid tranquilisation is normally administered by intramuscular (IM) injection. Medications should never be combined in the same syringe. The intravenous (IV) route is not routinely used in mental health settings. 
7.2
Drugs administered by the IM route are deposited into vascular muscle tissue, which allows for rapid absorption into the circulation. The nature of rapid tranquilisation means that one or more IM injections may need to be administered under restraint to a service user who is resisting and struggling – extreme care must always be taken in such circumstances, as there is a greater risk of hitting a vein and the drug being given intravenously.
7.3
The following are considered safe sites for IM injection:


• Dorsogluteal Muscle (buttocks)


• Deltoid Muscle (upper arm muscle)


• Vastus Lateralis Muscle (thigh)


• Ventrogluteal Muscle (hip)

The deltoid muscle can safely be used for IM administration in situations where the service user is not struggling, as it requires the arm to be stationary to enable correct injecting technique. The deltoid is a relatively small muscle and precision is needed. There are currently no holding skills recommended or taught to enable safe administration of IM injection via the deltoid muscle in situations where the service user is struggling and resisting.

7.4
The recommended maximum volumes of fluid for each muscle group are as follows:


• Dorsogluteal

4ml


• Deltoid 

2ml


• Vastus Lateralis 
5ml


• Ventrogluteal 
4ml

7.5
Holding skills have advanced to enable an IM injection to be given in the supine position, and the lateral (side) position, thereby avoiding the need to use prone restraint.

7.6
The Trust’s Holding Skills Policy recommends the use of either supine or lateral restraint for the purposes of RT administration under restraint. Prone restraint should always be avoided. If exceptionally a service user is restrained unintentionally in a prone or face down position, staff should reposition into a safer alternative as soon as possible.
7.7
A pregnant service user should never be restrained in the supine or the prone position. RT should be avoided in pregnancy. If given as a last resort, the side position is the only position that should be used for administering RT under restraint to a service user who is pregnant.
8.0
Physical health monitoring following RT
8.1
This policy adopts the terms ‘contact’ and ‘non-contact’ physical observations (vital signs monitoring) and encourages all staff to use this terminology and approach to the physical health monitoring of service users generally.
8.2
‘Contact’ physical observations rely on the consent and co-operation of the service user and necessitate a level of contact or proximity between staff and service user (although technology is producing methods of making physical observations become non-contact) via the use of various items of equipment for the purposes of measurement: blood pressure, temperature, pulse, and oxygen saturation. An additional important physical observation in some circumstances can be blood sugar level, although this additional physical observation would not normally need to be repeated every 15 minutes, unless the first result was low and there was a need to confirm if the level was returning to normal following administration of oral dextrose, for example. 
8.3
‘Non-contact’ physical observations do not rely on the consent or co-operation of the service user, and can be safely carried out by eyesight from a distance greater than arm’s length, and describe the minimum physical health monitoring that must take place for all service users following the administration of RT: respiration rate (breathing) per minute, level of consciousness using ACVPU (Alert / new Confusion / responsive to Voice / responsive to Pain / Unconscious), and hydration status (observing the service user drink fluid). 
8.4
Ideally physical health monitoring includes carrying out and recording a set of both contact and non-contact physical observations. It is recognised, however, that carrying out contact physical observations may not always be possible, either because the service user does not consent, or because it is not felt safe to get close enough to the service user to carry them out. As a minimum, non-contact physical observations must always be carried out. 

8.5
After the administration of rapid tranquilisation (RT), a set of contact and non-contact physical observations should be taken and recorded every 15 minutes.  These observations should be recorded on the NEWS2 chart for service users aged 16 and over (Appendix 3), on the MEWS chart for service users who are pregnant (Appendix 4), and on the age-appropriate PEWS chart for young people under the age of 16 (Appendix 5). There is a separate PEWS chart for young people aged 13 – 15, and for children aged 5 – 12 years. Staff should ensure that they use the correct age-appropriate chart. 
8.6
Although not specifically designed for post-RT monitoring, charts such as NEWS2 and PEWS have received formal endorsement from NHS England and NHS Improvement as an early warning system for identifying acute illness and physical deterioration. They have therefore been adopted by this policy as the recommended format for recording post-RT physical health monitoring. These charts, however, do not have a section for the recording of hydration status and additional observations such as checking the service user for side effects from the medication and their response to the medication. These important additional observations should be recorded in the service user’s electronic care record. 
8.7
NEWS2 as an early warning system is not designed for use with service users who are pregnant, because the physiological response to acute illness can be modified in pregnancy and post-partum. NHS England have now introduced the national Maternity Early Warning Score (MEWS) tool (Appendix 4) which can be used from day 1 of pregnancy and its use should continue for up to 4 weeks after giving birth. Although NEWS2 can be used up to about week 18 of pregnancy, staff should use MEWS for all pregnant service users to avoid any confusion around which chart to use. Staff should seek additional advice from the Perinatal Service, the ward medical team, or the Duty Doctor about physical health monitoring post-RT. Additional guidance on RT and pregnancy is provided in Appendix 18. The Royal College of Physicians has also produced an Acute Care Toolkit on ‘Managing acute medical problems in pregnancy’ which staff may find helpful when providing care for service users who are pregnant: https://www.rcplondon.ac.uk/guidelines-policy/acute-care-toolkit-15-managing-acute-medical-problems-pregnancy 
8.8
NEWS2 is used for service users aged 16 and above. MEWS is used for service users who are pregnant from day 1 of pregnancy and up to 6 weeks after giving birth. There are different age-appropriate versions of PEWS, one for young people aged 13 – 15, and one for children aged 5 -12. All these early warning charts should be used as an aid to clinical assessment – they are not a substitute for competent clinical judgement and escalation for additional advice and support as needed. Any concern about a service user’s clinical condition should prompt an urgent clinical review, irrespective of the early warning score. 
8.9
If the service user does not consent to one or more of the contact physical observations being carried out, or it is not felt to be safe to carry these out, then a set of non-contact physical observations must be carried out every 15 minutes as a minimum (respiration rate, level of consciousness, and hydration status). Respiration rate and level of consciousness should be recorded on the monitoring chart. Hydration status and any additional observations such as checking the service user for side effects and their response to the medication, should be recorded in the service user’s electronic record. The non-contact physical observations every 15 minutes should also include re-checking whether carrying out contact physical observations is now possible. The rationale for not carrying out one or more contact physical observations must always be recorded. Simply recording ‘patient refused’ or ‘service user refused’ should never be used as a rationale for not carrying any vital signs monitoring of any kind. A set of non-contact physical observations should always be carried out as a minimum. 
8.10

If one or more of the service user’s physical observations is ‘AMBER’, the Duty Doctor and the Nurse in Charge should be informed and the service user should continue to be monitored. Clinical staff are encouraged to use SBARD when handing over a concern about the physical health of a service user. 

8.11
If one or more of the service user’s observations is ‘RED’, this should prompt an immediate, urgent referral to the local emergency response team (i.e. Duty Senior Nurse, Duty Doctor, and “crash team”).

8.12
Monitoring must be carried out at least every 15 minutes for the first hour after administration of RT, but should continue beyond this point if the service user’s physical health is not stable or if their physical observations are outside the acceptable range (i.e. in the ‘amber’ or ‘red’ range). Monitoring should only be stopped when there are no further concerns about the service user’s physical health status.

8.13
Any abnormal result should be discussed with the Nurse in Charge who should then contact the Duty Doctor and/or Duty Senior Nurse or other manager for advice. If the observations are considered to be at a dangerous level then this warrants immediate initiation of the local emergency response procedure (i.e. Rapid Response Team, Emergency Nursing Team, or 'crash team') and the emergency services.

8.14
Physical health monitoring must be recorded on the appropriate early warning chart. This can be done by accessing the NEWS2 chart directly on RiO (and selecting ‘post-RT monitoring’ in the drop-down list) or printing off and using a hard copy of the form. The MEWS chart and the different age-appropriate PEWS charts are not directly available on RiO. When a hard copy is used, the completed chart should be scanned and uploaded onto the service user’s electronic record on RiO and the physical copy should be filed in the service user’s notes. 

8.15
If RT is being used, a consultant psychiatrist should be involved in the review of all medication at the next MDT review. If needed, the on-call consultant should be contacted out of hours to provide additional support and advice. 
8.16
It is never acceptable for no physical health monitoring of any kind to take place. Even if the service user refuses to engage in being checked and remains hostile, a set of non-contact physical observations every 15 minutes (respiration rate, level of consciousness using ACVPU, and hydration status) must take place as a minimum and be recorded. 

8.17
The physical health monitoring outlined above should be carried out every time a benzodiazepine drug, antipsychotic drug or sedating antihistamine drug is administered by the intramuscular route; this is regardless of whether the administration is regarded as rapid tranquilisation or not.

8.18
The use of RT is considered a psychiatric emergency. It is good practice for the service user to be reviewed by a doctor or advanced practitioner following the use of RT, however, a face to face review may not always be possible or necessary. The nurse carrying out the physical health monitoring, and the Nurse in Charge, should consider whether a face to face medical review is indicated. A verbal discussion with a doctor or the Duty Doctor may be helpful if there is disagreement as to whether a face to face review is indicated.
9.0
Eyesight observations following RT
9.1
After the administration of rapid tranquilisation, a Registered Nurse must carry out continuous ‘within eyesight’ observations of the service user for one hour, as well as carrying out the physical health monitoring described above. These specific post-RT eyesight observations should be considered as ‘stand alone’ observations and can be stood down at the end of the hour following discussion between the observing nurse and the Nurse in Charge, if it is deemed safe to do so based on the presentation of the service and their physical health monitoring. 
9.2
If the service user has refused contact physical health monitoring, a set of non-contact physical health observations (respiration rate, level of consciousness using ACVPU, and hydration status) must be carried out every 15 minutes, and consideration should be given to continuing the eyesight observations for an additional hour, especially where the service user is sedated or there are concerns about the service user’s physical health. Review by or, as a minimum, discussion with the Duty Doctor or other physician is indicated in such circumstances. 
9.3
At the end of the hour the observing nurse must make an entry in the record of care summarising the presentation of the service user over the hour’s post-RT observation and monitoring, including any changes or abnormalities in physical health monitoring, a summary of those observations not included on the NEWS2, MEWS, or PEWS Chart, in particular hydration status, and the presentation and behavior of the service user and their response to RT. This entry should use RiO code RCODE RAPID01 and the RiO Template set out in Appendix 2. 
9.4
If at any point following RT it is felt that ongoing enhanced observations are required additional to the post-RT observations described above, either intermittent or eyesight observations, staff should then follow the Trust’s Observation Policy and complete the appropriate initiation of enhanced observations form and observation record form. Once enhanced observations have been commenced, as per policy they can then only be stood down following an MDT review of the service user. 
10.0
Rapid tranquilisation and seclusion
10.1
If rapid tranquilisation is given before or after a service user has been formally secluded, undertake with caution following the recommendations above and:

· Be aware of and prepared to address any complications associated with RT

· Be aware of the increased risk of VTE
· Be aware of the increased risk of dehydration
· Ensure the service user is observed within eyesight by a trained staff member

· Undertake a risk assessment and consider ending the seclusion when RT has taken effect

10.2
As the use of force (involuntary isolation), seclusion must be terminated as soon as it safe to do so. The use of the Modified Brøset Violence Checklist should be used as an aid to decision-making in this regard. Any team disagreement as to whether or not to terminate seclusion should be escalated immediately to a Senior Manager. 
10.3
During use of seclusion following RT, consideration will have to be given as to whether contact physical observations can safely be carried out every 15 minutes as per policy. If it is not felt safe for the team to enter seclusion and carry out contact physical observations, or contact physical observations are started but then aborted due to increased hostility from the service user, a set of non-contact physical observations must always be carried out and recorded (respiration rate, level of consciousness using ACVPU, and hydration status). Whether or not it is safe to enter seclusion should be re-assessed by the observing nurse every 15 minutes, and communicated to the Nurse in Charge or Duty Senior Nurse, so that any decision to enter the seclusion room as a team can be agreed. 
10.4
Seclusion rooms in the Trust have technology to measure some contact vital signs remotely, and this technology should be used if it is not felt safe to enter the seclusion room. These should be recorded on the appropriate early warning chart in the normal way and action taken accordingly if one or more of the results are ‘AMBER’ or ‘RED’. Carrying out physical health monitoring remotely should never replace the need for continuous eyesight observation of the service user in seclusion to be carried out and recorded according to the Trust’s Seclusion Policy. 

10.5
Any concerns as to the safety of a service user in seclusion should be escalated to the Duty Senior Nurse or Duty Doctor or other senior manager immediately using SBARD. The quickest way to summon assistance in an emergency is by the observing nurse pulling their alarm. The PTT radio should also be used after pulling the alarm to state, ‘Emergency in seclusion. This is not a drill. Emergency in seclusion’. In an emergency or suspected emergency it is vitally important to summon assistance as quickly as possible so that a team can be assembled to enter the seclusion room swiftly to assess the service user. The observing nurse should not spend any time considering whether the service user is ‘pretending’ to be in distress or unconscious – that is impossible to determine by observation alone. The observing nurse should not use the phone in an emergency or suspected emergency due to the risk of unnecessary delay, other than as a ‘follow up’ to first pulling the alarm.
10.6
There should always be a minimum of 3 staff before entering the seclusion room, with another member of staff on the door. 
11.0 Service user debrief following rapid tranquilisation
11.1
After the use of rapid tranquilisation, the service user's risk assessment and care plan should be reviewed and updated to enable better management and avoidance of future similar situations. This process should ideally be conducted in partnership with the service and. Where appropriate, their carers. The MDT should review all medication where rapid tranquilisation has been used. The service user should be helped to reintegrate into the ward environment at the earliest opportunity as soon as it is safe to do so. A debrief can help this process. 

11.2
Following administration of RT, a debrief must take place with the service user as soon as it is safe to do so and the service user is best able to engage in this. As a minimum the debrief should be carried out by a Registered Nurse, ideally a Clinical Practice Lead, but it can be helpful for other members of the MDT to be present, for example, the ward psychologist or other member of the MDT if available. Inducting and ‘showing’ Staff Nurses and Student Nurses on the ward how to effectively carry out a service user debrief should form an important part of their supervision and development. 
11.3
Where the service user is under the age of 18, the young person’s parent, guardian or carer should be informed and invited to take part in the debrief process. Where this is not possible, as a minimum their views should be sought to inform the care plan review. This should also happen when an adult service user lacks capacity or has a recognized carer involved in their care.
11.4
The service user should be encouraged to talk about their experience of what happened:


•
how do they feel about what happened?


•
what led up to the incident?


•
could they have acted differently? could staff have acted differently?


•
how could something similar be avoided or prevented?


The facilitator of the debrief should:


•
give an explanation of why the decision to use RT was taken


•
explain and give information about the medication(s) used and effects and side effects


•
review what led up the incident, what could be done differently, and how a similar situation could be avoided


The facilitator should avoid becoming defensive or seeking to ‘justify’ what happened. The service user may be upset by the incident but it is important that this is heard and that they are given an opportunity to express their feelings. The focus of the debrief should be on both staff and service user reflecting on and learning from what happened and discussing how the need for RT can be avoided or minimised in the future. Feedback from the service user is essential to aid the process of learning and working in partnership.

11.5
The physical and mental health of the service user can also be reviewed at the debrief, including whether they have sustained any injury that was not identified at the time. The service user debrief should be used to inform a review of their care plan and risk assessment. If the service user needs additional support following the use of force, this should be provided and a plan documented. 
11.6
The service user debrief must be documented in the record of care, as evidence of debrief is audited. If the service user refuses the offer to debrief, this should be recorded, and any refusal should be re-assessed regularly. The staff debrief can also be used to inform a review of the service user’s care plan and risk assessment as this may provide helpful data with regard to precipitating factors and relapse indicators etc. 
11.7
Where the service user would like the involvement of an independent body, the Nurse in Charge must ensure that independent advocacy services (or another appropriate person) are contacted. If the service user has any complaint about how they were treated, the process for making a formal complaint should be explained to them if local resolution is not possible. If the complaint involves an allegation of abuse, this should be escalated immediately to a Senior Manager, and safeguarding procedures followed. 
11.8
If other service users witnessed events around the use of RT, it is good practice to offer them an opportunity to debrief also. The Community Meeting on the ward may be a good forum for this to take place.
12.0
Staff debrief following rapid tranquilisation
12.1
Following administration of rapid tranquilisation, a debrief must take place with the staff involved in the administration of the RT, ideally also including those staff involved in the lead up to the incident. 

12.2
Ideally the staff debrief should be facilitated by a nurse manager or the Duty Senior Nurse. The names and role of staff involved in restraining the service user and administering RT must always be recorded. The debrief should be facilitated sensitively with the focus on learning and improving practice. It is important that no individual feels blamed in any way.

12.3
The staff debrief should be used to:

•
identify if staff have sustained any injury


•
identify if the service user is suspected to have sustained any injury


•
confirm that staff are psychologically ok after the incident and are able to work


•
review what led up to the incident, including identifying any antecedents or precipitating factors, relapse indicators etc. 


•
review how the incident was managed and if anything could be done differently

•
agree a plan to ensure that the risk of a similar situation can be avoided or minimised.
12.4
If the team and/or service user fall to the floor during the restraint, or bump against furniture or walls, or there is a significant struggle of any kind, the service user must have a medical review and examination as soon as possible. Staff should always be aware that mental illness and / or a learning disability, for example, may significantly limit the ability or readiness of a service user to report pain or bruising or other symptoms of injury. 
12.5
The Duty Senior Nurse or Nurse Manager co-coordinating the RT must ensure that the names of those staff carrying out the restraint are recorded on the Restraint Monitoring Form.
12.6
If it is clear that a member of staff has been significantly affected by what happened, the Duty Senior Nurse or Nurse Manager will have to consider what action to take and seek advice if needed. 
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SBARD Communication Tool


SBARD Communication Tool

	S
	Situation

• My name and designation is:

• I am calling from:

• I am calling about (patient or situation):

• I am calling because:

	B
	Background

• Patient has been admitted to ward or open to service (X) on (date):

• Patient has been known to services since (date):

• Relevant clinical history: physical health, mental health, risk

• Previous concerns relevant to current presentation of patient

	A
	Assessment

• Current presentation / circumstances / medication

• Physical health observations (vital signs) - contact and non-contact: 

• Current risk: harm (self or others), aggression, vulnerability, absent or missing from care

• Capacity / consent issues

	R
	Recommendation

• Provide necessary information

• Additional advice needed

• Attend to review patient – urgent / routine

• Additional escalation needed

	D
	Decision

• Additional information received / not received

• Additional advice received / not received

• Patient review will take place at (time): 

• Further escalation will be carried out by:

• Further actions will be carried out by:


Appendix 2

[image: image2]
Post-RT Documentation Template for RiO
Documentation of RT on RiO
All information relating to any episode of IM sedation must be recorded in the service user’s RiO progress notes, in conjunction with completion of an incident reporting form and the appropriate physical health early warning chart. The names of staff carrying out physical restraint must also be recorded on the Restraint Monitoring Form. 

RiO Progress Notes: RCODE RAPID01
In order to capture all required information on RiO, staff should use the code: RCODE RAPID01. This is to ensure that post-RT documentation can be audited. 

The format below should be followed. To assist clinicians this can be cut and pasted directly into the RiO progress notes as a template to be completed, ideally by the Registered Nurse carrying out the post-RT physical health monitoring and eyesight observations. All documentation of IM sedation will be audited regularly. 
RCODE RAPID01: Record of use of Rapid Tranquilisation

Incident ID:

Name of Registered Nurse who co-ordinated the use of RT:

Patient asked if they want Next Of Kin informed or to see the IMHA (please detail):

Has the patient’s risk been updated on Rio?

(Is the patient pregnant? If yes, has review by Perinatal Team and midwife been requested?)

Has Restraint Debrief Form been completed?

Did the patient sustain any injury? (If yes, please describe)

Post-RT monitoring & observations
Name of Registered Nurse carrying out physical health monitoring:

Name of Registered Nurse carrying out eyesight observations (if different):

Summary of contact & non-contact physical observations (every 15 minutes for 1 hour):

(If contact physical observations have not been carried out, please state reason)

Any side effects of medication observed?

(If yes, please describe & state what action has been taken)

Summary of nursing review at end of 1 hour (include patient response to RT):

Can monitoring & eyesight observations be safely stood down? Please state rationale for decision. 

Plan

Are any of the following required? Face to face review by doctor, verbal review by doctor, medication review, MHA review. 

(If yes, please state plan)

Has a patient debrief taken place? (time and name of Registered Nurse who carried out debrief)

If not, time patient debrief will be facilitated and by whom:

What actions have been / will be taken to minimise/prevent re-occurrence of incident
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National Early Warning Score

(NEWS2) chart

NEWS2 should be used for service users aged 16 and above.
NEWS2 should not be used in pregnancy: please use MEWS. 
The NEWS2 chart can be accessed & completed directly on RiO.

The hard copy is attached here as a pdf:


[image: image4.emf]NEWS2 Chart  3_NEWS observation chart_0.pdf


The hard copy chart should be uploaded to RiO once completed. 
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Maternity Early Warning Score

(MEWS) chart

MEWS should be used for service users who are pregnant, from day 1 of pregnancy, and for 6 weeks post-delivery. NEWS2 should not be used in pregnancy.
The hard copy is attached here as a pdf:


[image: image6.emf]National-MEWS-Final -version.pdf


The hard copy chart should be uploaded to RiO once completed. 
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Paediatric Early Warning Score

(PEWS) chart

There are different age-appropriate versions of PEWS:

PEWS age 13 – 15


[image: image8.emf]pews-observation-an d-escalation-chart-13-years-updated.pdf


PEWS age 5 – 12


[image: image9.emf]pews-observation-an d-escalation-chart-5-12-years-updated.pdf


The hard copy of each chart is attached above.

Please ensure you use the age-appropriate chart.

The hard copy chart should be uploaded to RiO once completed.
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Audit criteria for Rapid Tranquilisation

	Criterion statement
	Standard
	Exceptions

	De-escalation and oral medication have been offered/tried without success


	100%
	None

	There is evidence of an individualised treatment plan incorporating the use of meaningful engagement and relationship-building, 
de-escalation techniques and

as required oral medication, completed within 72 hours after admission


	100%
	None

	If haloperidol is prescribed in combination with other drugs known to prolong QTc the rationale is fully documented


	100%
	None

	Intramuscular medication(s) are prescribed within the doses specified


	100%
	May be clinically appropriate to use lower/higher doses 



	Doses or total daily dose outside those advised in the guideline prescribed by consultant only and rationale is recorded in the patient’s notes 


	100%
	None

	All post IM physical health monitoring and eyesight observation are completed and documented using RiO code RCODE RAPID01

	100%
	If patient refuses contact physical observations there must be non-contact physical observations as a minimum

	MEWS, and not NEWS2, is used to record vital signs of any pregnant service user receiving RT
	100%
	None

	The age appropriate version of PEWS is used for children under the age of 16
	100%
	None

	The patient’s experience of the use of RT is recorded


	100%
	If patient refuses offer of debrief must be recorded
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General principles when using medication

General principles when using medication

· Involving and working in partnership with service users and, with their permission, involving and giving information to their carers and family or loved ones, is a fundamental principle when prescribing care and treatment – ‘no decision about me, without me’. In an emergency, of course, this may not always be possible, but it should always remain the guiding principle of all care and treatment. 

· The administration of psychotropic medication should be viewed as one of a range of interventions that can be used in the prevention and management of violence and aggression; medication should not be used on its own in the absence of other therapeutic strategies, and the administration of sedative medication by injection should only be used as a last resort – never as a first line strategy or response. Any use of parenteral medication for the purposes of sedation is considered ‘chemical restraint’ and its use in this way must always be reasonable and justified. 

· Medication should only be used if it is both clinically and legally appropriate to do so. This implies that a provisional or differential diagnosis will usually have been made prior to its use.

· All medicines have the potential to cause unwanted effects and side-effects, therefore whenever medication is used, it should be used at the lowest effective dose for the shortest possible duration. BNF maximum recommended doses should only be exceeded with the permission of a consultant psychiatrist. The unwanted effects of medication are often exacerbated in the context of a physical struggle, especially where this is prolonged.

· Medication should form part of an individualised treatment plan developed after taking into consideration service user-specific factors.

· Account must be taken of the service user’s physical health, including any long-term health conditions as well as their current presentation. Wherever possible, a physical examination should be carried out, including baseline vital signs, and an ECG performed before medication is administered, or as soon as possible afterwards. A note should be made of the reason if this cannot be done.

· A multidisciplinary team that includes a psychiatrist, a registered mental health nurse and a specialist pharmacist should develop and document an individualised pharmacological strategy for using regular and PRN medication to  calm and effectively treat  service  users  who  are  at  risk  of  violence  or aggression as soon as possible after admission.

· The multidisciplinary team should review the pharmacological strategy and the use of medication at least once a week and more frequently if events are escalating and restrictive interventions are being planned or used. The review should include the following:


•
Clarification of target symptoms


•
Therapeutic response


•
The likely timescale for response to medication


•
The  total  daily  dose of medication,  prescribed and  administered,  including 


PRN medication




•
The number of and reason for any missed doses


•
The emergence of unwanted effects

· The review of the pharmacological strategy should be documented in the service user’s notes, along with the future treatment plan.

· When the risks of harm have been contained following an episode of violence, there should be a post-incident debrief to identify and address physical harm to service users or staff, ongoing risks and the emotional impact on service users and staff, including witnesses.

· Encourage service users to recognise their own triggers and early warning signs of violence and aggression, and to discuss and negotiate their wishes should they become agitated. Include this information in care plans and advance statements and give a copy to the service user.
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Rapid Tranquilisation and the Law

Rapid tranquilisation and the law
· Both prescribers and those administering rapid tranquilisation are responsible for ensuring that it is given lawfully and that any use of force is reasonably justified. The use of RT involves both physical and chemical restraint and must be reasonable and lawful and have regard for the service user’s human rights. All use of force must be documented and an incident reporting form completed.

· The Use of Force Act was enacted in 2018 following the death of Olaseni Lewis, who was restrained by 11 police officers in a mental health unit in 2010. The Act outlines various staff responsibilities with regard to the use of force and sets out specific reporting and training requirements. Staff must comply with the Act when applying physical holding interventions and administering rapid tranquilisation as these are defined as the use of force. Further reviews of this policy must take into account and reference the Use of Force Act 2018.

· Although not used to treat an underlying condition or disorder, rapid tranquilisation is considered as ‘treatment’ for the purposes of the Mental Health Act and as such is governed by the ‘consent to treatment provisions’ of the Mental Health Act 1983. 

· All service users have the right to refuse treatment unless they are detained under a Section of the Mental Health Act that allows for compulsory treatment. As ‘treatment’, rapid tranquilisation is also subject to the ‘3 month rule’ and needs to be included in the Form T2 or T3 for those service users detained under treatment Sections of the Mental Health Act. Where the Form T2 or T3 does not allow for rapid tranquilisation, a Section 62 must be completed if RT is required as ‘urgent treatment’ for such service users. 

· If a service user is not detained under a Section of the Mental Health Act that allows for compulsory treatment, or is detained under Deprivation of Liberty Safeguards (DoLS), or is informal, RT may be given as ‘emergency treatment’ under the Mental Capacity Act if the service user is assessed as lacking capacity and the use of force (physical and chemical restraint) is deemed as being justified in order to prevent immediate and significant harm. Following the use of RT in such circumstances, the service user may need to be assessed as soon as possible for detention under a Section of the Mental Health Act that does allow for compulsory treatment, especially where it is clear that ongoing use of psychotropic medication will be required. Staff should, however, give consideration to the possibility that the administration of RT may delay assessment under the Mental Health Act, if the service user becomes drowsy or is sedated. 

· An informal service user who has already been admitted to hospital should be assessed for detention under Section 5/4 and/or Section 5/2 before any rapid tranquilisation is given in an emergency. The service user should be verbally informed of their detention before administration of RT. The use of these ‘holding power’ sections do not allow for compulsory treatment, however, their use would recognise that the service user’s capacity to consent to admission and associated care and treatment needs to be formally reviewed, given the need to administer medication against their will. 

· In all circumstances where RT is used, an entry must be made in the record of care summarising the rationale for the use of RT, what measures were taken to avoid its use, and the legal basis on which it was given. An incident report must also be completed in all cases. 
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Using PRN medication to avoid violence & aggression

Using PRN medication to prevent violence and aggression
· The use of parenteral medication should always be viewed as a last-line option. As well as a range of non-pharmacological interventions and strategies, one of the strategies that can be employed to de-escalate or prevent situations that may lead to violence and aggression is the effective and proactive use of PRN or ‘as required’ medication. Non-pharmacological methods should always, however, be tried first. 

· The use of PRN medication is governed by the Trust’s “Guidelines for prescribing and administration of PRN psychotropic medicines”, which should be read in conjunction with this policy.

· PRN medication is normally given by the oral route, with the consent of the service user. PRN medication can only be administered without the consent of the service user if the service user is detained under a Section of the Mental Health Act that allows for compulsory treatment. In all other situations, the use of PRN medication without consent is not lawful. A service user who is informal or is not detained under a Section of the Mental Health Act that allows for compulsory treatment cannot be forced to accept PRN medication.

· Parenteral PRN medication should only be used if there is a legal basis to do so and the oral route has been ruled out, for example, because the service user has refused to accept oral medication. There should be a clear and justifiable rationale for using parenteral medication in this way, and this rationale should be documented.

· If parenteral PRN medication is administered, the same post-administration monitoring as for rapid tranquilisation must be performed, as set out in this policy. The decision to administer PRN medication by injection should never be taken with the intention of seeking to avoid the need for post-administration monitoring and observation. Post-administration monitoring and observation must take place whether the injection is given as PRN or as RT.

· Tailor PRN medication to individual needs and wishes and involve the service user as much as possible in discussions about treatment options and, with consent, also involve their carer or carers. 

· Ensure there is clarity about the rationale and circumstances in which PRN medication may be used and that these are included in the service user’s care plan.

· Ensure the maximum daily dose is specified and only exceed the BNF maximum daily dose (including PRN dose, the standard dose and dose for rapid tranquilisation) if this is planned to achieve an agreed therapeutic goal, documented and carried out under the direction of a consultant psychiatrist. If the BNF maximum daily dose for antipsychotic medication is exceeded, the guidance in the Trust’s, “Policy for the use of high dose antipsychotic medication” should be followed.

· Ensure that the interval between PRN doses is specified.

· The multidisciplinary team should review PRN medication at least once a week and, if PRN medication is to be continued, the rationale for its continuation should be included in the review. If PRN medication has not been used since the last review, consider stopping it.

· If PRN medication is given, the service user should be monitored for the desired effect and for any unwanted effects from the medication.
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Specific drug considerations

· Before prescribing, dispensing or administering parenteral medication for rapid tranquilisation, or any medication, staff should familiarise themselves with the clinical particulars for each drug set out in the most recent copy of the British National Formulary (BNF). These clinical particulars include: cautions, contraindications, side-effects, method of administration, dose and interactions.

· Appendix 12 contains further information about the individual drugs used in rapid tranquilisation, including: recommended doses for RT for adults and for older adults, time to peak plasma level, and elimination half-life. Appendix 16 contains additional information and guidance around RT and older adults. Appendix 17 contains additional information and guidance around RT and young people under the age of 18. Appendix 18 contains additional information and guidance around RT and pregnant service users.
· Some specific considerations that must be taken into account when using particular drugs for intramuscular (IM) rapid tranquilisation are set out below.


Benzodiazepine drugs

· The main risks associated with benzodiazepine drugs are the effects associated with excess dosing which can include loss of consciousness, and respiratory depression and/or arrest.

· Benzodiazepines should be avoided in service users displaying evidence of significant respiratory impairment.

· Benzodiazepines are usually a safer choice for RT in service users who have not previously taken an antipsychotic drug.

· If there is limited information about a service user’s past drug or medical history, benzodiazepine drugs are usually a safer choice than antipsychotic drugs.

· Any regular benzodiazepine drugs that the service user is already taking should be taken into consideration before using a benzodiazepine for rapid tranquilisation. Be aware that the long elimination half-life of some benzodiazepines (for example, diazepam and clonazepam) may mean they only reach their peak effect after several days of repeated dosing.

· Service users who have not previously been exposed to benzodiazepines may be more sensitive to the effects of the drugs.

· A parenteral benzodiazepine drug must not be given until at least one hour has passed after the administration of IM olanzapine. This is to reduce the risk of over-sedation.

· When IM benzodiazepines are administered, flumazenil injection must be available for use on the ward.


Lorazepam (IM)

· If an IM benzodiazepine is required, lorazepam should be the first-line choice.


Midazolam (IM)

· Midazolam should only be considered as an alternative to IM lorazepam if lorazepam injection is unavailable due to supply problems. It should be used with caution due to its potent sedating effects.

· Midazolam has a fast onset of action and a short half-life (1.5-2.5 hours), and is difficult to dose in a therapeutic window avoiding over-sedation with respiratory depression. When midazolam is administered, the service user must be monitored continuously and flumazenil should be readily accessible.


Antipsychotic drugs

· Before prescribing or administering antipsychotic medication for RT, it is vital that any regular antipsychotics the service user is already taking are taken into consideration. The maximum BNF recommended total daily antipsychotic dose should only be exceeded on the advice of a consultant psychiatrist.

· A drawback of using antipsychotic drugs is the risk of acute extrapyramidal side effects (EPSEs). This risk is higher if there has been no previous exposure to antipsychotics. If it is decided to use an antipsychotic drug for a service user with no previous exposure, a lower dose is required.


Haloperidol (IM)

· The risk of developing EPSEs is higher with haloperidol than with second generation antipsychotics such as olanzapine or aripiprazole. An anticholinergic drug should always be available when IM haloperidol is used.

· Promethazine is a sedating antihistamine and has an anticholinergic effect. It has been shown to reduce the incidence of EPSEs if given with haloperidol.

· IM haloperidol has the potential to cause an increase in the QTc interval on the ECG, especially at high doses, thus predisposing to cardiac dysrhythmias. If there is evidence of cardiovascular disease, including a prolonged QT interval, or no electrocardiogram (ECG) has been carried out, haloperidol should be avoided. If the service user previously had an ECG, clinical judgement should be used when deciding whether this provides sufficient evidence about the service user’s current cardiac status, or whether the ECG should be repeated before giving haloperidol.

· In the event that clinical circumstances make the use of haloperidol unavoidable and other options have been considered:


• Ensure the rationale for treatment is clearly documented and reflected in the service user’s individualised treatment plan.


• Ensure modifiable risk factors for QTc prolongation are minimised e.g. electrolyte abnormalities (hypokalaemia, hypomagnesaemia, hypocalcaemia), discontinue other drugs known to prolong QTc if possible, extreme physical exertion.


• Consider populations that are at higher risk of QTc prolongation e.g. women, children, elderly, those with known cardiac disease, known substance misusers, extremes of weight.


• Consider increased monitoring e.g. U&Es, LFTs, ECG monitoring.


Olanzapine (IM)

· IM olanzapine should not be administered within one hour of a parenteral benzodiazepine drug, and a parenteral benzodiazepine drug must not be given until at least an hour has passed after the administration of IM olanzapine. This is to reduce the risk of over-sedation. 

· IM olanzapine should not be used for more than 3 days consecutively. 

· IM administration of olanzapine leads to higher plasma levels than oral administration, therefore the oral and IM doses of olanzapine are not equivalent.

· When one or more factors are present that might result in slower metabolism (e.g. female gender, elderly, non-smoker) consider using a lower dose of IM olanzapine.

· IM olanzapine is not available as a licensed product in the UK. The stock used in ELFT has to be imported from outside the UK. As a result, the directions on the product packaging and information leaflet may be in a language other than English. If there is lack of clarity about how the drug should be used a pharmacist should be contacted before it is administered.


Aripiprazole (IM)

· The manufacturer of IM aripiprazole advises that dose adjustment is needed in the presence of medicines known to induce or inhibit hepatic enzymes. For full information about dose adjustments required due to concurrent use of interacting drugs, consult the summary of product characteristics. 

Antihistamine drugs


Promethazine (IM)

· Promethazine is a sedating and anticholinergic antihistamine. It has a relatively slow onset of action (1-2 hours), but can assist sedation.

· Promethazine reduces the risk of EPSEs with antipsychotics such as haloperidol, but it can prolong the QT interval and lower the seizure threshold.

· Promethazine may be a useful option in a benzodiazepine-intolerant service user.

· Caution should be used when promethazine is given with other sedating medication, as it can cause additional CNS-depression.


Combining drugs

· Drugs must never be combined in the same syringe.

· Prescribing combinations of drugs should be used with caution because of the increased potential for side effects. However, a combination allows different mechanisms of action to contribute to the effect (synergistic effect). 

· The combination of two different intramuscular drugs in the same pharmacological class (for example two benzodiazepine drugs, or two antipsychotic drugs) should be avoided.

· It is recommended that haloperidol should not be given without an anticholinergic drug. NICE guidance (NG10 2015) recommends that if IM haloperidol is used, IM promethazine should be given at the same time - to reduce the risk of extrapyramidal side effects (EPSEs).

· The combination of an antipsychotic with a benzodiazepine (for example, haloperidol plus lorazepam) is a widely-used option and was recommended in NICE CG15 (2005). Olanzapine should not be administered within one hour of a parenteral benzodiazepine drug, and a parenteral benzodiazepine drug must not be given until at least an hour has passed after the administration of IM olanzapine. This is to reduce the risk of over-sedation.

· Concomitant use of two or more antipsychotics (oral or IM) should be avoided on the basis of risk associated with QTc prolongation (common to most antipsychotics). This is a particularly important consideration in RT where the service user’s physical state predisposes to cardiac arrhythmia.
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Intravenous Medication

Intravenous medication

· Intravenous (IV) medication should only be considered for rapid tranquilisation in exceptional circumstances, when all other options have been exhausted. 
· IV sedation must not be used for service users who are pregnant. 
· If it is required, IV medication must only be given by someone trained and competent in administering drugs by this route.

· The decision to administer IV medication for rapid tranquilisation must only be taken by a consultant psychiatrist.

· If IV medication is required, diazepam should normally be considered the first line choice. If IV diazepam is to be given, flumazenil must be available to administer in the event of respiratory depression – see Appendix 15 of this policy. 

· For guidance on dosing, the most recent copy of the BNF and summary of product characteristics should be consulted, along with the pharmacy team. 
· Haloperidol is considered less appropriate for IV administration because of the increased risk of QTc prolongation and/or ventricular arrhythmias, in addition to sudden death, when the drug is given by this route. It is a requirement of the manufacturer’s summary of product characteristics that if IV haloperidol is given, continuous ECG monitoring must be performed. Staff should consider this requirement before using IV haloperidol, bearing in mind that facilities for continuous ECG monitoring may only be available at in an acute hospital.

· The service user should never be left unattended until at least one hour has passed after IV administration of RT and physical health observations are stable and within normal range.

Appendix 12
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NICE-recommended IM treatment options for RT
Table 1: NICE-recommended intramuscular (IM) treatment options for rapid tranquillisation (RT)
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This table has been updated to reflect current guidance. Always consult the most recent version of the BNF for full information and details about each of the drugs.
	
	Lorazepam (IM)
	
	Haloperidol (IM)
	
	Promethazine (IM)*

	Type of drug
	Benzodiazepine
	
	First generation antipsychotic
	
	Sedating antihistamine

	Adult dose
	1-2mg (max 4mg /day)  

	
	5-10mg (max. 20mg/day)
	
	25-50mg
(max. 100mg/day)

	Elderly dose
	0.5-1MG (max 2mg/day)
	
	2.5mg-5mg (max. 5mg/day)
	
	25mg
(max. 50mg/day)

	Time to peak plasma level
	60-90 minutes
	
	10-20 minutes
	
	2-3 hours

	Elimination half-life
	12-16 hours
	
	20 hours
	
	5-14 hours

	Notes
	Usually a safer choice in people whose medical history is unknown, and in those who have not previously taken an antipsychotic drug.
Ensure flumazenil injection to hand in case of respiratory depression.
	
	Avoid in people who have not taken an antipsychotic before (increased risk of acute dystonia).
Ensure IM procyclidine to hand for treatment of acute dystonia.
Risk of acute dystonia is reduced if IM promethazine is given at the same time as IM haloperidol.
If there is evidence of cardiovascular disease, including a prolonged QTc interval, or no electrocardiogram (ECG) has been carried out, haloperidol should be avoided.
Take into account any regular antipsychotic medication that the service user is taking. Do not exceed BNF max. daily antipsychotic dose and avoid combining antipsychotics.
	
	Promethazine requires deep IM injection.
Reduces the risk of acute dystonia if given with IM haloperidol.


*NICE NG10 (2015) only recommends promethazine as an additional treatment to be given at the same time as haloperidol to reduce the risk of extrapyramidal side effects. NICE does not specifically recommend the use of promethazine on its own.
Table 2: Other intramuscular (IM) treatment options for rapid tranquillisation (RT)
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The following intramuscular medications should only be considered for use in rapid tranquillisation if the NICE- recommended treatment options are clinically inappropriate, unavailable or have been ineffective. Consult the most recent version of the BNF for full information about each of the drugs.
	
	Midazolam (IM)
	
	Olanzapine (IM)
	
	Aripiprazole (IM)

	Type of drug
	Benzodiazepine
	
	Second generation antipsychotic
	
	Second generation antipsychotic

	Adult dose
	70-100 microgram/kg* (max. 15mg/day)
	
	5-10mg
(max. 20mg/day for 3 days)
	
	5.25-9.75mg
(max. 30mg/day)

	Elderly dose
	25-50 micrograms/kg* (max. 11.25mg/day)
	
	2.5-5mg
(max. 20mg/day for 3 days)
	
	Not specified: consider using lower dose

	Time to peak plasma level
	30 minutes
	
	15-45 minutes
	
	1-3 hours

	Elimination half-life
	1.5-2.5 hours (longer in elderly)
	
	30-38 hours
	
	3-6 days

	Notes
	Caution: Midazolam can quickly lead to a deep sedation with risk of respiratory depression. Before administration, ensure that flumazenil injection is available.
Midazolam should only be considered as an alternative to IM lorazepam if lorazepam is unavailable due to supply issues.
*Note: Midazolam is not licensed for the control of agitation or aggression. The main literature evidence for the use of midazolam in RT comes from the TREC study#
in which single doses of 7.5-15mg of midazolam were used.
However, anecdotal evidence from the use of midazolam in ELFT has found that lower doses than this are generally effective. The dose ranges stated above are based on those normally used for surgical premedication. There may be wide inter-patient variability in the level of sedation achieved; close and continuous monitoring of the service user after administration of midazolam is essential.
	
	Caution: leave at least one hour between administration of olanzapine intramuscular injection and administration of a parenteral benzodiazepine
When one or more factors are present that might result in slower metabolism (e.g. female gender, elderly, non-smoker) consider using lower dose.
IM administration leads to higher plasma levels of olanzapine than oral administration, therefore oral and IM doses are not equivalent.
	
	Manufacturer advises to double the dose with concurrent use of potent inducers of CYP3A4 , and to reduce dose by half with
concurrent use of potent inhibitors of CYP3A4 or CYP2D6.
For dose adjustments due to concurrent use of interacting drugs—consult product literature.


#Rapid tranquillisation for agitated patients in emergency psychiatric rooms: a randomised trial of midazolam versus haloperidol plus promethazine BMJ 2003; 327:708. doi: https://doi.org/10.1136/bmj.327.7417.708
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Source list for pharmacokinetic and drug dosing information


	Table 1: Guide to abbreviations/references sources used to obtain the information set out in table 2

	Abbreviation
/reference source
	Description

	AHFS
	“AHFS (American Hospital Formulary Service) Drug Information® monographs”: drug information published by the American Society of Health System Pharmacists. Available online to subscribers via:  www.medicinescomplete.com

	BNF
	“British National Formulary”: joint publication of the British Medical Association and the Royal Pharmaceutical Society, and includes key information on the selection, prescribing, dispensing and administration of medicines. It is important to use the most recent BNF information for making clinical decisions. The print edition of the BNF is updated in March and September each year. Monthly updates are provided online (https://bnf.nice.org.uk).

	Martindale
	“Martindale: The Complete Drug Reference”: drug information resource published through the Royal Pharmaceutical Society’s Pharmaceutical Press. Available online to subscribers via:  www.medicinescomplete.com

	SPC
	“Summary of product characteristics”: the detailed healthcare professional information sheet produced by the drug manufacturer for products that are licensed in the UK. Freely accessible via:  www.medicines.org.uk


	Table 2: List of the sources that were used to obtain the drug dosing and pharmacokinetic information on which the guidance in the “Rapid Tranquillisation of Adults and Older People Policy” was based. Drugs are listed in the order in which they appear in the main body policy document.

	Drug
	Source
	Last accessed
	Link used to access
	Source last updated
	Information

	Lorazepam
	BNF
monograph
	23/8/17
	https://bnf.  nice.org.uk
/drug/loraz  epam.html
	2/8/17
	Indication: “acute panic attacks”
“Adult dose: By intramuscular injection, or by slow intravenous injection; 25– 30 micrograms/kg every 6 hours if required; usual dose 1.5–2.5 mg every 6 hours if required, intravenous injection to be administered into a large vein, only use intramuscular route when oral and intravenous routes not possible”.
Elderly dose: no separate elderly dose stated.

	Lorazepam
	SPC:
Ativan® injection
	23/8/17
	https://ww  w.medicine  s.org.uk/e  mc/medicin  e/2196
	10/6/14
	Indication: acute anxiety
Dose: “Adults: 0.025-0.03mg/kg (1.75-2.1mg for an average 70kg man). Repeat 6 hourly.”
No separate elderly dose stated.
Further info: recommends 1:1 dilution with water for injection before IM administration.
Pharmacokinetic information: “Ativan Injection is readily absorbed when given intramuscularly. Peak plasma concentrations occur approximately 60-90 minutes following intramuscular administration. Ativan is metabolised by a simple one-step process to a pharmacologically inactive glucuronide. There is minimal risk of accumulation after repeated doses, giving a wide margin of safety. There are no major active metabolites. The elimination half-life is about 12-16 hours when given intramuscularly or intravenously”.

	Lorazepam
	Martindale monograph
	23/8/17
	https://ww  w.medicine  scomplete.  com/mc/m  artindale/c  urrent/706  0-y.htm
	11/10/13
	“Lorazepam is readily absorbed from the gastrointestinal tract after oral doses, with a bioavailability of about 90%; peak plasma concentrations occur about 2 hours after an oral dose. The absorption profile after intramuscular injection is similar to that after oral dosage. Lorazepam is about 85% bound to plasma proteins. It crosses the blood- brain barrier and the placenta; it is also distributed into breast milk. Lorazepam is metabolised in the liver to the inactive glucuronide, and excreted in the urine. The elimination half-life has been reported to range from about 10 to 20 hours.”

	Haloperidol
	BNF
monograph
	24/8/17
	https://bnf.  nice.org.uk
/drug/halo  peridol.htm l
	2/8/17
	Indication: “Rapid control of severe acute psychomotor agitation associated with psychotic disorder or manic episodes of bipolar 1 disorder (when oral therapy is not appropriate)”
Route: “By intramuscular injection”
“For Adult: 5mg, dose may be repeated hourly if required- up to 15mg daily is usually sufficient; continued use should be evaluated early in treatment; maximum 20mg per day”.
“For Elderly: 2.5mg, dose may be repeated hourly if required up to maximum 5mg daily, doses above 5mg daily should only be considered in patients who have tolerated higher doses and after reassessment of the individual benefit- risk; continues use should be evaluated early in treatment”.




	Haloperidol
	SPC:
Haloperidol Injection BP 5mg/ml
	24/8/17
	https://ww  w.medicine  s.org.uk/e  mc/medicin  e/23005
	16/1/17
	“Absorption: Haloperidol is well absorbed from the intramuscular sites. Distribution: Variable bioavailability is likely due to the extent of first-pass hepatic metabolism. Metabolism is by oxidative dealkylation. Haloperidol is extensively
bound to plasma proteins, is widely distributed throughout the body and crosses the blood-brain barrier.
Elimination: Metabolites of haloperidol appear to be inactive and excretion occurs via urine and faeces. The elimination half-life is approximately 20hours.”

	Haloperidol
	Martindale monograph
	24/8/17
	https://ww  w.medicine  scomplete.  com/mc/m  artindale/c  urrent/ms-  18332-
f.htm
	11/11/13
	“It is metabolised in the liver and is excreted in the urine and, via the bile, in the faeces; there is evidence of enterohepatic recycling. Owing to first-pass metabolism in the liver, plasma concentrations after oral doses are lower than those after intramuscular injection. Moreover, there is wide intersubject variation in plasma concentrations of haloperidol. In practice, however, no strong correlation has been found between plasma concentrations of haloperidol and its therapeutic effect.
Routes of metabolism of haloperidol include oxidative N-dealkylation, particularly via the cytochrome P450 isoenzymes CYP3A4 and CYP2D6, glucuronidation, and reduction of the ketone group to form an alcohol known as reduced haloperidol.
Metabolites are ultimately conjugated with glycine. Haloperidol has been reported to have a plasma elimination half-life ranging from about 12 to 38 hours after oral  doses. Haloperidol is about 92% bound to plasma proteins. It is widely distributed in the body and crosses the blood-brain barrier. Haloperidol is distributed into breast milk.”

	Haloperidol
	AHFS
monograph
	24/8/17
	https://ww  w.medicine  scomplete.  com/mc/ah  fs/2010/a3  82180.htm
	8/8/17
	Absorption: “Following IM administration of haloperidol lactate, peak plasma haloperidol concentrations occur within 10–20 minutes and peak pharmacologic action occurs within 30–45 minutes; in acutely agitated patients, control of psychotic manifestations may become apparent within 30–60 minutes, with substantial improvement often occurring within 2–3 hours. Haloperidol concentrations are detectable in plasma for several weeks following administration of a single dose of the drug”.

	Promethazine
	BNF
monograph
	24/8/17
	https://bnf.  nice.org.uk
/drug/prom  ethazine-  hydrochlori  de.html
	2/8/17
	Indication: “Sedation (short-term use)” Route: “By deep intramuscular injection” Dose: “For Adult: 25–50 mg.”
Elderly dose: no separate elderly dose stated.

	Promethazine
	SPC:
Phenergan
® injection
	24/8/17
	https://ww  w.medicine  s.org.uk/e  mc/medicin  e/1669
	26/9/16
	“Route of administration: Intramuscular or intravenous (after dilution)
The usual dose is 25 - 50 mg by deep intramuscular injection, or, in emergency, by slow intravenous injection after dilution of the 2.5% solution to 10 times its volume with water for injections immediately before use.
Maximum parenteral dose 100 mg.
Elderly: No specific dosage recommendations”.
“Pharmacokinetic properties: Promethazine is slowly excreted via urine and bile. It is distributed widely in the body. It enters the brain and crosses the placenta.
Phenothiazines pass into the milk at low concentrations.”

	Promethazine
	Martindale monograph
	24/8/17
	https://ww  w.medicine  scomplete.  com/mc/m  artindale/c  urrent/ms-  6101-
r.htm#m61  01-r
	5/12/13
	“The usual parenteral dose for all indications apart from nausea and vomiting is 25 to 50 mg; a dose of 100 mg should not be exceeded.”
“Promethazine is well absorbed after oral or intramuscular doses and peak plasma concentrations occur 2 to 3 hours after a dose by these routes, although there is low systemic bioavailability after oral doses, due to high first-pass metabolism in the liver. Promethazine crosses the blood-brain barrier and the placenta, and is distributed into breast milk. Values ranging from 76 to 93% have been reported for plasma-protein binding. Promethazine undergoes extensive metabolism, mainly to promethazine sulfoxide, and also to N-desmethylpromethazine. It is excreted slowly via the urine and bile, chiefly as metabolites. Elimination half-lives of 5 to 14 hours have been reported.”

	Midazolam
	BNF
monograph
	24/8/17
	https://bnf.  nice.org.uk
/drug/mida  zolam.html
	2/8/17
	Unlicensed for treatment and aggression. Only intramuscular dosing information is for the indication of “premedication” i.e. for preparation of a patient for surgery.
“Indication: premedication. By deep intramuscular injection: For Adult: 70–100 micrograms/kg, to be administered 20–60 minutes before induction, for debilitated patients, use elderly dose. For Elderly: 25–50 micrograms/kg, to be administered 20–60 minutes before induction.”

	Midazolam
	SPC:
Hypnovel 10mg/2ml solution for injection
	24/8/17
	https://ww  w.medicine  s.org.uk/e  mc/medicin  e/1692
	11/2/15
	Unlicensed for treatment and aggression. Only intramuscular dosing information is for the indication of “premedication” i.e. for preparation of a patient for surgery.
“Premedication with midazolam given shortly before a procedure produces sedation (induction of sleepiness or drowsiness and relief of apprehension) and preoperative impairment of memory. Midazolam can also be administered in combination with anticholinergics. For this indication midazolam should be administered i.v. or i.m., deep into a large muscle mass 20 to 60 minutes before induction of anaesthesia, or preferably via the rectal route in children (see below). Close and continuous monitoring of the patients after administration of premedication is mandatory as interindividual sensitivity varies and symptoms of overdose may occur.”





	
	
	
	
	
	“Adults: For preoperative sedation and to impair memory of preoperative events, the recommended dose for adults of ASA Physical Status I & II and below 60 years is 1-2 mg i.v. repeated as needed, or 0.07 to 0.1 mg/kg administered i.m. The dose must be reduced and individualised when midazolam is administered to adults over 60 years of age, debilitated or chronically ill patients. The recommended initial i.v. dose is 0.5 mg and should be slowly uptitrated as needed. A dose of 0.025 to 0.05 mg/kg administered i.m. is recommended. In case of concomitant administration of  narcotics the midazolam dose should be reduced. The usual dose is 2 to 3 mg.”
“Absorption after i.m. injection: Absorption of midazolam from the muscle tissue is rapid and complete. Maximum plasma concentrations are reached within 30 minutes. The absolute bioavailability after i.m. injection is over 90%.”

“Elimination: In healthy volunteers, the elimination half-life of midazolam is between
1.5 - 2.5 hours. Plasma clearance is in the range of 300 - 500ml/min. Midazolam is excreted mainly by renal route (60 - 80% of the injected dose) and recovered as glucuroconjugated alpha-hydroxymidazolam. Less than 1% of the dose is recovered in urine as unchanged drug. The elimination half-life of alpha-hydroxy-midazolam is shorter than 1 hour. When midazolam is given by i.v. infusion, its elimination kinetics do not differ from those following bolus injection. Elderly: In adults over 60 years of age, the elimination half-life may be prolonged up to four times.”

	Midazolam
	Martindale monograph
	24/8/17
	https://ww  w.medicine  scomplete.  com/mc/m  artindale/c  urrent/ms-  13499-
v.htm#m13  499-v
	n/a
	“Absorption of midazolam is rapid, peak plasma concentrations occurring within 20 to 60 minutes of a dose, depending on the route”.
“Midazolam usually has a short elimination half-life of about 1.5 to 2.5 hours”

	Midazolam
	AHFS
monograph
	24/8/17
	https://ww  w.medicine  scomplete.  com/mc/ah  fs/current/  a387008.ht  m
	
	No information on using midazolam for violence and aggression.
“For preoperative sedation, anxiolysis and anterograde amnesia in good-risk (e.g., ASA Physical Status I and II) adults younger than 60 years of age, the usual IM dose of midazolam is 70–80 mcg/kg (about 5 mg) administered approximately 30–60 minutes prior to surgery. The dosage must be individualized and reduced when IM midazolam is administered to patients with chronic obstructive pulmonary disease, other higher- risk surgical patients, patients 60 years of age or older, and patients who have received opiate agonists or other CNS depressants concomitantly. In a study in patients 60 years of age or older who did not receive concomitant opiate agonist therapy, IM doses of 2–3 mg (20–50 mcg/kg) reportedly produced adequate sedation during the preoperative period; the manufacturer states that an IM midazolam dose of 1 mg may be sufficient in some geriatric patients if the anticipated intensity and duration of sedation is less critical.

	Olanzapine
	BNF
monograph
	24/8/17
	https://bnf.  nice.org.uk
/drug/olanz  apine.html
	2/8/17
	Indication: “Control of agitation and disturbed behaviour in schizophrenia or mania”. “By intramuscular injection: For Adult: Initially 5–10 mg for 1 dose; usual dose 10 mg for 1 dose, followed by 5–10 mg after 2 hours if required, maximum 3 injections daily for 3 days; maximum daily combined oral and parenteral dose 20 mg, when one or more factors present that might result in slower metabolism (e.g. female gender, elderly, non-smoker) consider lower initial dose and more gradual dose increase. For Elderly: Initially 2.5–5 mg, followed by 2.5–5 mg after 2 hours if required, maximum 3 injections daily for 3 days; maximum daily combined oral and parenteral dose 20 mg, when one or more factors present that might result in slower metabolism (e.g. female gender, elderly, non-smoker) consider lower initial dose and more gradual dose increase”.

	Olanzapine
	SPC
	N/A
	N/A
	N/A
	No licensed product available in UK, therefore no summary of product characteristics available.

	Olanzapine
	Martindale monograph
	24/8/17
	https://ww  w.medicine  scomplete.  com/mc/m  artindale/c  urrent/ms-  16785-
l.htm#m16  785-l
	18/8/10
	“For the rapid control of agitation and disturbed behaviour in patients with schizophrenia or mania, olanzapine may be given intramuscularly in an initial dose of 5 to 10 mg followed by 5 to 10 mg as required after 2 hours. Not more than 3 injections should be given in any 24-hour period and the maximum daily dose, including olanzapine given orally, should not exceed 20 mg. Injections may be given for a maximum of 3 days but transfer to oral therapy should be started as soon as possible. The metabolism of olanzapine might be slower in female, elderly, or non- smoking patients; if more than one of these factors is present, a lower initial dose (e.g. 5 mg daily if given orally) and a more gradual dose escalation should be considered. The intramuscular dose should be reduced by half in the elderly.”
“Peak plasma concentrations occur about 5 to 8 hours after oral doses and about 15  to 45 minutes after an intramuscular dose. Olanzapine is about 93% bound to plasma proteins. It is extensively metabolised in the liver, mainly by direct glucuronidation  and by oxidation mediated through the cytochrome P450 isoenzymes CYP1A2, and, to a lesser extent, CYP2D6. The 2 major metabolites, 10-N-glucuronide and 4′-N- desmethyl olanzapine, appear to be inactive. About 57% of a dose is excreted in the urine, mainly as metabolites, and about 30% appears in the faeces. The mean plasma elimination half-life has been variously reported to be about 30 to 38 hours; half-lives tend to be longer in female than in male patients. Olanzapine is distributed into


	
	
	
	
	
	breast milk.”

	Aripiprazole
	BNF
monograph
	24/8/17
	https://bnf.  nice.org.uk
/drug/aripi  prazole.ht  ml
	2/8/17
	Indication: “Control of agitation and disturbed behaviour in schizophrenia”
“By intramuscular injection: For Adult: Initially 5.25–15 mg for 1 dose, alternatively usual dose 9.75 mg for 1 dose, followed by 5.25–15 mg after 2 hours if required, maximum 3 injections daily; maximum daily combined oral and parenteral dose 30 mg.”
Elderly dose: no separate elderly dose stated.
“With intramuscular use: For dose adjustments due to concurrent use of interacting drugs—consult product literature”.

	Aripiprazole
	SPC: Abilify
7.5 mg/ml solution for injection (intramusc ular)
	24/8/17
	http://ww  w.medicine  s.org.uk/e  mc/medicin  e/20802
	21/11/16
	“Adults: The recommended initial dose for ABILIFY solution for injection is 9.75 mg (1.3 ml), administered as a single intramuscular injection. The effective dose range of ABILIFY solution for injection is 5.25-15 mg as a single injection. A lower dose of 5.25 mg (0.7 ml) may be given, on the basis of individual clinical status, which should also include consideration of medicinal products already administered either for maintenance or acute treatment (see section 4.5).

A second injection may be administered 2 hours after the first injection, on the basis of individual clinical status and no more than three injections should be given in any 24-hour period. The maximum daily dose of aripiprazole is 30 mg (including all formulations of ABILIFY).”
“Elderly: The effectiveness of ABILIFY solution for injection in patients aged 65 years and older has not been established. Owing to the greater sensitivity of this population, a lower starting dose should be considered when clinical factors warrant.”
“Absorption: ABILIFY solution for injection administered intramuscularly as a single- dose to healthy subjects is well absorbed and has an absolute bioavailability of 100 %. The aripiprazole AUC in the first 2 hours after an intramuscular injection was 90 % greater than the AUC after the same dose as a tablet; systemic exposure was  generally similar between the 2 formulations. In 2 studies in healthy subjects the median times to the peak plasma concentrations were 1 and 3 hours after dosing.”
“Elimination: The mean elimination half-lives for aripiprazole are approximately 75 hours in extensive metabolisers of CYP2D6 and approximately 146 hours in poor metabolisers of CYP2D6.”

	Aripiprazole

	Martindale monograph
	24/8/17
	https://ww  w.medicine  scomplete.  com/mc/m  artindale/c  urrent/ms-  5433-
w.htm
	11/1/17
	“After intramuscular injection, peak plasma concentrations occur between 1 to 3 hours. Bioavailability is reported to be 87% with oral tablets and 100% with the intramuscular injection; it is widely distributed. Aripiprazole is metabolised mainly in the liver and pathways involved include dehydrogenation and hydroxylation, via the cytochrome P450 isoenzymes CYP3A4 and CYP2D6, and N-dealkylation, via CYP3A4. The major metabolite, dehydro-aripiprazole, is also active and represents about 40% of the plasma levels of aripiprazole. The mean elimination half-lives of aripiprazole and dehydro-aripiprazole are about 75 and 95 hours, respectively; in a minority of poor metabolisers the half-life of aripiprazole may be extended to about 146 hours. Protein binding of aripiprazole and its major metabolite is about 99%, mainly to albumin. Elimination is mostly in the faeces (about 55%), with about 25% of a dose appearing in the urine, mainly in the form of metabolites”.
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Zuclopenthixol acetate (Clopixol Acuphase®)

Zuclopenthixol acetate (Clopixol Acuphase®)
· Zuclopenthixol acetate (Clopixol Acuphase®) should only be prescribed under the direction of the patient’s Responsible Clinician and after a full MDT review. The decision to use zuclopenthixol acetate must be documented in the patient’s record, including a clear rationale for its use, and an associated care plan. 
· Zuclopenthixol acetate is not considered an appropriate first-line drug for use in rapid tranquilisation due to its relatively slow release. Onset of action does not occur until at least 2 hours after injection, peaking between 8-36 hours, and is mainly complete by 48-72 hours after injection. 

· Zuclopenthixol acetate may occasionally be used as part of a medium-term strategy to manage extreme agitation in psychosis if a service user responds to other IM antipsychotic medication and it is anticipated that they will require further repeated IM injections. It should not be used in the short-term management of violence and aggression, given its duration of action.

· Zuclopenthixol acetate should only be given after other injectable forms of atypical and typical anti-psychotics have been tried, so that response and side-effects can be assessed. Significant side-effects from other typical anti-psychotics contra-indicate the use of zuclopenthixol acetate, given its relatively long duration of action. 

· Zuclopenthixol acetate should never be used in service users who are:

•
Neuroleptic-naïve (that is, who have not taken an antipsychotic drug before)


•
Sensitive to extrapyramidal side effects


•
Unconscious


•
Pregnant


•
Suffering from hepatic or renal impairment, or cardiac disease.

· Zuclopenthixol acetate should never be administered:


•
In an attempt to hasten the antipsychotic effect of other antipsychotic


therapy


•
At the same time as other short-acting parenteral antipsychotics or benzodiazepines (may lead to over-sedation which is difficult to reverse).

· As  with  all  oil-based  injections  it  is  important  to  ensure,  by  aspiration  before  injection,  that inadvertent intravascular entry does not occur. Administration is by deep intramuscular injection into the upper outer buttock or lateral thigh.

· For dosing and administration guidance, see the most recent copy of the BNF and the summary of product characteristics.


Monitoring 

· Ensure that the physical and mental health of the service user is assessed before each administration of zuclopenthixol acetate. A set of non-contact physical observations should always be carried out as a minimum. The service user should be re-assessed regularly to see if a set of contact physical observations can be carried out. 

· The prescribing RC should also prescribe how often physical health monitoring should take place following administration. A set of non-contact physical observations should always be carried out as a minimum. These observations should be recorded on the NEWS2 chart (Appendix 3), which replaces any previous acuphase monitoring form. 

· If the service user has declined contact physical observations, is asleep or is unsafe to approach (including in seclusion), then non-contact physical observations (respiratory rate, level of consciousness using ACVPU, and hydration status) must be recorded as a minimum. If the service users is in seclusion, the Oxehealth system can be used to measure contact physical observations. 

· The NEWS2 chart can be completed straight onto RiO or a hard copy can be used. Once completed, the hard copy form should be uploaded onto Rio. Zuclopenthixol acetate should not be used for service users who are pregnant. Any use of Zuclopenthixol acetate in young people under the age of 18 should be carefully considered and the age-appropriate early warning chart used. 

· It is particularly important to monitor the service user’s fluid intake after they have been given zuclopenthixol acetate. If the service user is sedated for a long time, fluid intake may decrease, increasing the risk of dehydration.
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Guidance on the use of flumazenil

Guidance on the use of flumazenil

· Flumazenil is a benzodiazepine antagonist which can be used to reverse the sedative and respiratory-depressing effect of benzodiazepine drugs.

· Wards on which intramuscular (IM) benzodiazepines are used for rapid tranquillisation must be able to access flumazenil quickly in the event of it being needed. Flumazenil is kept in the “non-cardiac arrest” packs of emergency medication on all ELFT responder wards and Immediate Life Support Training should include guidance on its use, with additional guidance on how to administer provided locally.
· The table below sets out the indication, contraindications, cautions and treatment pathway for the use of flumazenil.

· Rapid reversal of the effects of benzodiazepines can be dangerous. For example, if a service user is taking benzodiazepines to control seizures, or has been taking a benzodiazepine for a long time, rapid reversal of the drug’s activity has the potential to induce seizures. It is therefore important that before flumazenil is administered, the risks of giving the drug have been decided to be less that the risks of not giving it.

· Flumazenil must be given by the intravenous route, and so should only be administered by people who have been trained and are competent to administer medication by this route.

· Flumazenil is short-acting, meaning that its effects may wear-off before the effects of the causative benzodiazepine have worn off. This may mean that repeated doses of flumazenil will be necessary. Service users who are given flumazenil should continue to be monitored even after their respiratory rate has returned to normal.

· Flumazenil will not reverse respiratory depression that is caused by anything other than a benzodiazepine drug. For example, it has no effect on opioid-induced respiratory depression.

· Flumazenil should not be used in the presence of a mixed overdose of benzodiazepines and tricyclic or tetracyclic antidepressants. In these cases, the benzodiazepine may be exerting a protective effect, lowering the risk of convulsions caused by the tricyclic/tetracyclic overdose.

	Guidance on the use of flumazenil to treat benzodiazepine-induced respiratory depression

	Indication 
	Respiratory rate less than 10 breaths per minute following administration of a benzodiazepine 

	Contraindications 
	· Service users receiving benzodiazepines for the treatment of a potentially lifethreatening condition (e.g. increased of intracranial pressure, or epilepsy). 

· In mixed intoxications with benzodiazepines and tricyclic and/or tetracyclic antidepressants, the toxicity of the antidepressants can be masked by protective benzodiazepine effects. In the presence of symptoms of severe intoxication with tricyclics/tetracyclics, flumazenil should not be used to reverse benzodiazepine effect. 

 

	Cautions 
	· Doses should be carefully titrated in hepatic impairment.   

· The antagonistic effect of flumazenil is specific to benzodiazepines; it will have no effect if the respiratory depression is caused by other substances. 

· As the action of flumazenil is usually shorter than that of benzodiazepines, and sedation may possibly recur, the service user should remain closely monitored until the effect of flumazenil has worn off. 

· In service users treated for long periods with high doses of benzodiazepines, the advantages of the use of flumazenil should be weighed against the risk of withdrawal symptoms, which may include seizures.   

 

	Treatment pathway 
	If the service user has a respiratory rate of less than 10 breaths per minutes following the administration of a benzodiazepine, and it has been decided that administering flumazenil will pose less risk than not administering flumazenil:  

1) Contact 999 and request ambulance, and contact the Rapid Response Team and duty doctor and ask to attend ward immediately 

2) Initially administer 200 micrograms flumazenil intravenously over 15 seconds 

3) If required level of consciousness not achieved after 60 seconds, then give a subsequent dose of 100 micrograms over 10 seconds.  

4) Repeated doses of 100 microgram can be given every 60 seconds if necessary 

5) The maximum dose of flumazenil is 1 milligram in 24 hours (i.e. one initial dose followed by eight subsequent doses) 

6) Continue to monitor respiratory rate until it returns to baseline level. 

7) Flumazenil has a short half-life and respiratory function may recover then deteriorate again.  

8) If respiratory rate does not return to normal or service user is not alert after initial doses given, assume that sedation is due to some other cause. 

 


 References:  
· The Maudsley Prescribing Guidelines in Psychiatry, 12th Edition, Taylor et al, 2015; “Guidelines for the use of flumazenil”.  

· Flumazenil 0.1mg/ml solution for injection, Summary of Product Characteristics, Consilient Health Ltd. Last updated: 6th July 

2017. Available from: www.medicines.org.uk  
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Use of RT in older adults
Use of rapid tranquilisation in older adults

· Some older adults and adults of any age considered as ‘frail’ may be more sensitive to the pharmacological effects, both the desired effects and side effects, of the medication used for rapid tranquilisation. This may require the use of lower doses of medication for some older adults and those considered as frail. The dosing guidance in the BNF and in the product literature should always be followed.

· Frail and older adults may have poor muscle perfusion which may produce erratic absorption of IM medicines into the blood stream and possibly longer duration of action. Renal and hepatic function may be reduced. Particular care should be given to co-existing medical conditions and prescribed medication, the risk of accumulation of sedatives and the possibility of delirium. There are additional risks to the increased likelihood of underlying cardiac disease associated with advanced age.
· Some studies have reported that up to 15% of psychiatric inpatients may have delirium (Ritchie et al, 1996). The rates are likely to be higher for patients with a history of delirium, dementia, and complex medical issues or recent admission to the acute hospital. It is vital that delirium is recognised as it is a potentially life threatening emergency and the treatment is to find the medical cause and treat it. Rapid tranquilisation may play a role in managing severely agitated behavior but should be used primarily to facilitate treatment or investigation. A sudden change in consciousness, cognition, or perception which fluctuates should prompt further assessment for delirium. Note that benzodiazepines should not be used first line in delirium except for patients with Parkinson’s disease or Dementia with Lewy Bodies (DLB). Promethazine should be avoided where possible due to anticholinergic effects likely worsening delirium.
· Those least tolerant are service users who are clearly chronically frail or with concurrent medical illness including dementia and especially DLB. Therefore, frail elderly should be given only the lowest dose of the tranquilliser dose range.
· Both antipsychotics and benzodiazepines may affect mobility and increase the risk of falls. Service users should be monitored for signs of impaired mobility and unsteadiness.
· If RT is needed, Lorazepam, perhaps at a lower dose, is probably the best option for acute agitation.  
· Antipsychotics can be considered for service users who have a confirmed history of previous antipsychotic exposure. However, their use requires particular caution in those with cardiac or circulatory disease and they should be avoided in service users with dementia, particularly those with Lewy body dementia. First generation antipsychotics (for example, haloperidol) should be avoided due to the high incidence of extrapyramidal side effects.
· For service users with no confirmed history of antipsychotic use, or who have a diagnosis of dementia, antipsychotics should only be used when other pharmacological treatments have either been unsuccessful or are inappropriate.
· Antipsychotics for rapid tranquilisation should only be prescribed to patients with dementia or a history of cerebrovascular events after careful consideration, where lorazepam alone is insufficient or inappropriate. The decision to prescribe antipsychotics for rapid tranquillisation should be documented in the notes, with the rationale for making the decision clearly recorded.

· Patients with existing or likely diagnoses of dementia: For managing agitation in dementia please refer to the NICE guidance available online:

https://www.nice.org.uk/guidance/ng97/chapter/recommendations#managing-non-cognitive-symptoms
· Agitation in dementia can occur in the context of psychosis, delirium, or disinhibition but can also represent unmet needs which cannot be communicated. In particular pain is often unrecognized and untreated (Achterberg et al, 2020). The use of antipsychotics in dementia requires consideration of risk and benefit, and the starting doses used should be far lower than for an older adult without dementia. Environmental and other methods of reducing agitation and anxiety should always be used before pharmacological methods. 

· Of the different symptoms that constitute behavioural and psychological symptoms in dementia, only physical aggression has been shown to respond to medication. NICE states that once certain conditions have been met, “People with Alzheimer’s disease, vascular dementia, mixed dementias or DLB with severe non-cognitive symptoms (psychosis and/or agitated behaviour causing significant distress) may be offered treatment with an antipsychotic medicine.”
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Use of RT in young people under the age of 18
Use of Rapid Tranquilisation in younger people under the age of 18

Child and adolescent mental health services (CAMHS) should ensure that staff are trained in the management of violence and aggression using a training programme designed specifically for staff working with children and young people. Training programmes should include the use of psychosocial methods to avoid or minimise restrictive interventions whenever possible. 
Staff working in CAMHS should receive training in use of the correct age-appropriate early warning score: NEWS2 can be used for service users aged 16 and above. For service users under the age of 16, staff should use the correct age-appropriate version of PEWS. 
Staff working in CAMHS should be familiar with the Children Act 1989 and 2004, the Mental Health Act 1983, the Mental Capacity Act 2005, and the Human Rights Act 1998. They should also be aware of the United Nations Convention on the Rights of the Child.

Staff managing violence and aggression in children and young people should follow the recommendations in this policy, taking into account:

· the child or young person's level of physical, intellectual, emotional and psychological maturity

· the recommendations for children and young people in this section of the policy 

· the Mental Capacity Act 2005 applies to young people aged 16 and over

Staff working in CAMHS must collaborate with those who have parental responsibility when managing violence and aggression in children and young people. Staff should be aware of the following guidelines published by NICE:

· Recognition and management of antisocial behaviour and conduct disorders in children and young people (CG158)

· Attention deficit hyperactivity disorder: diagnosis and management (NG87)

· Recognition and management of psychosis and schizophrenia in children and young people (CG155)

· Recognition, referral and diagnosis of Autism spectrum disorder in under 19s (CG128) 

Staff working in CAMHS should offer support and age-appropriate interventions (including parent training programmes) in line with the NICE guideline on antisocial behaviour and conduct disorders in children and young people to parents of children and young people whose behaviour is violent or aggressive. When restrictive interventions are used, staff should monitor the child or young person's wellbeing closely and continuously, and ensure their physical and emotional comfort. 
Principles:

· Ideally all decisions to prescribe and/use RT should be taken by the MDT, including advice and input from a specialist pharmacist. 

· NICE guidelines (NG10) only recommends the use of intramuscular (IM) lorazepam for rapid tranquillisation in a child or young person and adjust the dose according to their age and weight. If there is only a partial response to intramuscular lorazepam, the advice is to check the dose again according to the child or young person's age and weight and consider a further dose.

· Given the current NICE guidance there is no treatment algorithm included with this guidance. In all cases the minimum effective dose of medication should be used. BNFc maximum doses should only be exceeded in extreme circumstances and under the advice and direction of the CAMHs Consultant Psychiatrist.

Drugs used in Rapid Tranquilisation 

The tables below provide an overview of the medication available for use as rapid tranquillisation, to assist in the decision making process. The information below is condensed from the Summary of Product Characteristics (SPC) and the BNFc. Always consult the most recent version of the BNFc and SPC for full information and details about each of the drugs.

Antihistamine and benzodiazepine

	
	Promethazine
	Lorazepam

	Paediatric dose
	IM not licensed for use in children/ adolescents

PO 25- 50mg

(max. 100mg/day)
	Oral and IM not licensed for use in children/ adolescents

Premedication

PO 1- 4mg to be given at least 1 hour before procedure

IV 50-100mcg/kg for 1 dose (max. per dose 4mg), to be administered 30-45 minutes before procedure

Status epilepticus/ febrile convulsions/ convulsions caused by poisoning

IV 4mg for 1 dose then 4mg for 1 dose to be given 5-10minutes after first dose if required

	Adult dose
	IM 25-50mg

(max. 100mg/ day)
	IM 1-2mg

(max. 4mg/day)

	Time to peak plasma level
	PO 2 – 3 hours
IM 2-3 hours
	PO 2 hours

IV 60 – 90 minutes

	Elimination half life
	5-14 hours
	12 – 16 hours

	Notes
	An alternative sedative agent for patients who are antipsychotic naïve, or who are benzodiazepine tolerant.

Promethazine requires deep IM injection.


	Usually a safer choice in people whose medical history is unknown, and in those who have not previously taken an antipsychotic drug. 

Ensure flumazenil injection to hand in case of respiratory depression.

Caution: leave at least one hour between administration of parenteral lorazepam and administration of olanzapine intramuscular injection.


Antipsychotics

	
	Olanzapine
	Aripiprazole
	Haloperidol

	Paediatric dose
	IM not licensed for use in children/ adolescents

PO 5-10mg

(max. 20mg/day for 3 days)
	IM not licensed for use in children/ adolescents

PO Initially 2mg daily

(max. 30mg/day)
	IM not licensed for use in children/ adolescents

PO 0.25-2.5mg BD

(max 5mg/day)

	Adult dose
	IM 5- 10mg

(max. 20mg/day for 3 days)
	IM 5.25mg – 9.75mg

(max. 30mg/day)
	IM 5-10mg

(max. 20mg/day)

	Time to peak plasma level
	PO 5- 8 hours

IM 15- 45 minutes
	PO 3-5 hours

IM 1-3 hours
	PO 2 – 6 hours
IM 20 – 40 minutes

	Elimination half life
	30-38 hours
	3- 6 days
	21 hours

	Notes
	Caution: leave at least one hour between administration of olanzapine intramuscular injection and administration of a parenteral benzodiazepine 

When one or more factors are present that might result in slower metabolism (e.g. female gender, non-smoker) consider using lower dose. 

IM administration leads to higher plasma levels of olanzapine than oral administration, therefore oral and IM doses are not equivalent.
	Manufacturer advises to double the dose with concurrent use of potent inducers of CYP3A4, and to reduce dose by half with concurrent use of potent inhibitors of CYP3A4 or CYP2D6. For dose adjustments due to concurrent use of interacting drugs—consult product literature.
	Risk of acute dystonia in antipsychotic naïve patients and those with a propensity for EPSE. Ensure that an appropriate anti-muscarinic is prescribed.

· If PO haloperidol used, consider PO procyclidine 1.25mg (<11 years) to 2.5mg (>12 years)

· If IM haloperidol used, consider IM procyclidine 5mg - 10mg 

If there is evidence of cardiovascular disease, including a prolonged QTc interval, or no electrocardiogram (ECG) has been carried out, haloperidol should be avoided.
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Use of rapid tranquilisation in pregnancy

Use of rapid tranquilisation in pregnancy

· In addition to the guidance outlined in this policy, the following applies when using rapid tranquilisation (RT) in pregnancy. The pregnancy status of any female service user must always be checked prior to consideration of rapid tranquilisation.
· If it has not been possible to confirm the pregnancy status of a female service user prior to consideration of RT then both the prescriber and the administering team will have to proceed on the assumption that the service user may be pregnant and this will have to be taken into consideration both in terms of choice of medication and dose and in terms of the physical holding skills used. 
· If the service user is confirmed as pregnant, support and advice should be sought from the local Perinatal Team as soon as possible, who can assist with the development of an appropriate care and treatment plan. 
Purpose of RT in pregnancy

· Pregnancy is associated with a risk of rapid changes in mental state and associated behavioural disturbances; this is particularly true for those with a diagnosis of bipolar disorder who are at risk of sudden relapse, those presenting with a first episode of psychosis after delivery, and those who are at increased risk of relapse due to stopping their regular psychiatric medication during pregnancy. 
· Acutely disturbed behaviour during pregnancy can be associated with risks to the pregnant service user and the foetus. If rapid tranquilisation is required, the aim is to avoid prolonged physical interventions, prevent or reduce physical and psychological harm to the pregnant service user, and to prevent harm to others including the foetus.
Collaborative pre-birth planning

· If a pregnant service user is known to have a risk of relapse with associated behavioural disturbance, there should be a personalised birth plan with a clear plan for intrapartum management of acute behavioural disturbance including medication. The plan should be developed in partnership with the local Perinatal Team.
· Where possible the birth plan should be written in collaboration with the service user, taking into account individual preferences, allergies, and previous responses to medication. 
· The birth plan should be documented in the service user’s records and shared with them and the professionals involved in their care including midwifery, obstetrics, and neonatology.  
Choice of RT medication

· There is limited evidence available about the safety of psychotropic medication during pregnancy, and virtually no published data about rapid tranquilisation in pregnancy. Any RT administered during pregnancy will be an off-licence prescription. 

· Decisions around choice of medication should be made on an individual basis, taking into account service user preference, allergies, and previous response to medication. 

· The risks to the service user and the foetus should be taken into consideration when choosing medication. The short-term use of short acting benzodiazepines or sedating antihistamines is unlikely to be harmful. An antipsychotic can also be considered. Please refer to Appendix 5 for guidance around specific medication choices. 

· Dose adjustments may be required due to changing pharmacokinetics throughout pregnancy. The lowest effective dose should be used; however it should be noted that subtherapeutic doses may expose the foetus to risks and may not treat the mental health problem effectively. 

· It is recommended that a single RT medication is used to minimise foetal exposure to multiple agents. 

Administration of rapid tranquilisation in pregnancy

· Restraint procedures should be adapted to avoid possible harm to the service user and the foetus. The service user must not be laid supine due to the risk of obstructing major blood vessels, and they must not be laid prone as this increases the risk of harm to the foetus. 

· Any unit to which a pregnant service user has been admitted should have access to large beanbags for the purposes of restraint and RT. The service user should be lowered onto the beanbag in a supported semi-seated position. 

· IM injections may be administered into the gluteal muscle, lateral thigh, or deltoid muscle. 

· If a service user becomes acutely disturbed during labour, this should be managed in close collaboration between midwifery, obstetrics, anaesthetics, neonatology, and psychiatry. If sedating medication is administered during labour, it is strongly recommended that a neonatologist is present for the delivery in case neonatal resuscitation is required. All treatment decisions and interventions should be documented in the service user’s notes and communicated verbally to all professionals involved in the delivery. 

· After any restrictive intervention, the service user should be offered the opportunity to discuss the incident in a supportive environment with a member of staff, or an advocate or carer. This should take place as soon as possible after the service user has recovered their composure. 

Physical health monitoring after rapid tranquilisation

· Post-RT physical health monitoring and eyesight observations must be carried out and documented as set out in sections 13 and 14. NEWS2 should not be used for pregnant women, because the physiological response to acute illness can be modified in pregnancy and post-partum. Staff should use MEWS (Maternity Early Warning Score) to record vital signs monitoring from day 1 of pregnancy, which should continue for up to 4 weeks post-partum (Appendix 4).

· The Registered Nurse and ward team monitoring a pregnant service user post-RT should be aware of the fact that the physical health parameters may be altered in pregnancy and seek additional advice from the Perinatal Service, the ward medical team, or the Duty Doctor about physical health monitoring post-RT. The Royal College of Physicians has produced an Acute Care Toolkit on ‘Managing acute medical problems in pregnancy’ which staff may find helpful when caring for service users who are pregnant or post-partum: https://www.rcplondon.ac.uk/guidelines-policy/acute-care-toolkit-15-managing-acute-medical-problems-pregnancy
· After any use of RT, the pregnant service user must be reviewed by a midwife to ensure that the foetus has not been harmed by the procedure, and to check whether the service user is in labour: a rapid deterioration in mental state towards the end of pregnancy may indicate that the service user is going into labour.

· Following the use of RT, a pregnant service user should not be secluded and should never be left alone or unobserved. Use of seclusion for a pregnant service user immediately following the use of RT should only be considered under exceptional circumstances and would need to be discussed with the Senior Manager Oncall and Oncall Consultant. 

· If RT is administered during the third trimester or intrapartum, the neonate should be monitored for poor neonatal adaption syndrome. Additionally:

· If a benzodiazepine is administered this should include monitoring for floppy infant syndrome and neonatal withdrawal;

· If an antipsychotic is administered this should include monitoring for extrapyramidal symptoms. 

· Additional guidance on RT and pregnancy is provided below. 

Specific RT Medications in Pregnancy

	
	IM Lorazepam
	IM Promethazine

	Class


	Benzodiazepine
	Antihistamine

	Dose
	1-2 mg

Maximum 4mg in 24 hours (combined oral/IM).


	25-50mg

Maximum 100mg in 24 hours (combined oral/IM).

	Considerations in pregnancy
	Lorazepam is the preferred benzodiazepine due to its short half-life (6) and relatively low transfer across the placenta (7). 

First trimester exposure to benzodiazepines may increase the risk of neonatal malformations (4). 

Third trimester or intrapartum use of lorazepam increases the risk of floppy infant syndrome (8). The neonate should be monitored for reduced respiratory rate, apnoea, feeding difficulties, hypothermia, and hypotonia.

Regular use of benzodiazepines prior to delivery may increase the risk of poor neonatal adaption syndrome. The neonate should be monitored for irritability, poor feeding, sleep disturbances, and tremors. 

Adverse effects are reversible with flumazenil. If lorazepam is administered during delivery, ensure that flumazenil is available for both mother and neonate. Note that flumazenil may precipitate withdrawal symptoms in people who are benzodiazepine dependent. 


	Widely used for the treatment of hyperemesis gravidarum with no evidence of teratogenicity or adverse pregnancy outcomes (4).

If there is antenatal exposure to promethazine close to delivery, the neonate should be monitored for side effects including irritability, paradoxical excitability, and tremors (9).   




	
	IM Haloperidol
	IM Olanzapine
	IM Aripiprazole

	Class


	FGA
	SGA
	SGA

	Dose
	2-5mg

Maximum 20mg in 24 hours (combined oral/IM).


	5-10mg

Maximum 20mg in 24 hours (combined oral/IM). Maximum 3 injections in 24 hours for 3 consecutive days.


	9.75mg

Maximum 30mg in 24 hours (combined oral/IM).

	Considerations in pregnancy
	A pre-treatment ECG is recommended. 

There is no evidence that antipsychotics (as a class) are teratogenic. Findings relating to miscarriage and stillbirth are conflicting, but studies reporting an association were small and not adequately controlled (10).

Specific analysis of haloperidol exposure has not found any evidence of teratogenicity or adverse outcomes, although the data are limited 
 ADDIN EN.CITE 

(1, 11)
. 

Use of antipsychotics in pregnancy has been associated with poor neonatal adaption syndrome caused by a combination of toxicity, withdrawal symptoms, and EPSEs (12). Neonatal monitoring is recommended (2).

There is some evidence that haloperidol serum levels decrease during pregnancy due to increased hepatic metabolism, although sample sizes were too small to confirm this finding (13). Higher doses may be required to achieve a therapeutic effect. 
	There is no evidence that antipsychotics (as a class) are teratogenic. Findings relating to miscarriage and stillbirth are conflicting, but studies reporting an association were small and not adequately controlled (10).

Specific studies on olanzapine have not found any evidence of teratogenicity or increased risk of adverse pregnancy outcomes (10). 

There are concerns that the use of olanzapine during pregnancy may confer an increased risk of gestational diabetes and therefore fetal macrosomia, although the evidence is equivocal 
 ADDIN EN.CITE 

(14)
.

Use of antipsychotics in pregnancy has been associated with poor neonatal adaption syndrome caused by a combination of toxicity, withdrawal symptoms, and EPSEs (12). Neonatal monitoring is recommended (2).

Olanzapine serum levels are relatively unchanged during pregnancy (13).
	There is no evidence that antipsychotics (as a class) are teratogenic. Findings relating to miscarriage and stillbirth are conflicting, but studies reporting an association were small and not adequately controlled (10). 

Specific analysis of aripiprazole exposure has not found any evidence of teratogenicity. Small studies have not found any evidence of an increased risk of miscarriage. There is insufficient data to analyse other pregnancy outcomes following aripiprazole exposure (15, 16).

Use of antipsychotics in pregnancy has been associated with poor neonatal adaption syndrome caused by a combination of toxicity, withdrawal symptoms, and EPSEs (12). Neonatal monitoring is recommended (2).

Serum levels of aripiprazole can decrease by more than 50% during pregnancy due to increased hepatic metabolism, therefore higher doses may be required to achieve a therapeutic effect (13).
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Assess possible need for RT on admission





Carry out physical health assessment








No RT needed 





No RT needed





Use de-escalation & de-fusion








Offer oral medication





Plan use of RT – agree choice of prescribed medication to be given





Ensure Duty Senior Nurse or Nurse in Charge is present





Assemble Team & allocate roles 





No RT needed





Offer oral medication





Administer RT safely if oral medication is refused





Communicate with service user throughout & explain what is happening





Staff debrief to take place





Registered Nurse to carry out continuous eyesight observations for 1 hour 





Registered Nurse to carry out physical observations every 15 minutes for 1 hour





Observing Nurse & Nurse in Charge to confirm monitoring & observations can be stood down 





Complete RiO documentation & Inphase





Contact Duty Doctor if needed





Service user debrief to take place 





Update Risk Assessment and Care Plan of service user 





MDT Review of service user’s medication & treatment plan
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>13 Years >13 Years

Have you set your alarm Does your patient have any additional risk factors? [] NOT APPLICABLE

National Paediatric Early 0] | haves
Warning System Observation 5 [ B R e e | Yoo |
4

Neurological condition (ie meningitis, seizures) | Remember to check pupillary response if anything other than Alert on AVPU

Date of Birth:

. even if this is normal Patient’
and Escalation Chart frshepetenteS” | o v | |
Sp02 cardiac patient) normal value: )
-
_______________________________________________________ racheostomy/Airway Ris| 0 you need additional help in an airway emergency?
. N Trach /A Risk D d additional help i i ? g
’ . c
Patient Name: HR I:’ Invasive/Non-Invasive Ventilation/High Flow | Check oxygen requirement on additional respiratory support. Remember g
' High Flow/BiPaP and CPAP score maximum of 4 on oxygen delivery ©
@
HOSpI‘ta| No. BP I:l Neutropenic/Immunocompromised Sepsis recognition and escalation has a lower threshold g
c
NHS No. D <40 weeks corrected gestation Sepsis recognition and escalation has a lower threshold (beware hypothermia) ©
Other 0 2
<
A
[ 5
©
<
v
[] 2
<
=]

This chart is solely intended for recording an inpa-
tient paediatric patient’s PEWS. The components of

1 3 Type of monitor Neurodiversity or Learning Disability Be aware of the range of responses to pain and physiological changes
> nsultant:
- yea rs Consultant Outlier Do you need support from home ward/team?
AY ’
Carer question: Ask your parent/carer: Date Date
How is your child different since | last saw Ti N
them? You decide if their response means: ime Time
W - Worse A - Parent/Carer Asleep Frequency Frequency
S - Same U - Unavailable
B - Better W/S/B/A/U W/S/B/A/U
Respiratory distress Value
>55 >55 >55
Mild 55 55 55
o Accessory muscle use o 50 50 50
-
=
& C 45 45 45 2
= 40 40 40 T
Moderate 5 E 3
e Tracheal tug ®E 35 =2 35 g
¢ Intercostal recession ’i . 30 30 30 3
* Inspiratory or expiratory a 25 25 25 =
noises [ :
20 20 20 3
Severe 15 15 15
* Tripoding . <10 <10 <10
=) e Supraclavicular recession
= e Grunting E"' Severe Severe ?
f o
£ * Exhaustion ) 59 Moderate Moderate "8,
s ¢ Impending respiratory -] ) %3
(7] arrest a.2 Mild Mild o9
S g0 %o
m [ None None <
2 o 295% 295%
w
[ Qe 92% - 94% 92%-94% Y
= 9 91% 91% N
E SpO, probe change (/) iﬁgﬁgper?%
= . RSD CODE RSD CODE
< Resplratory support (maximum score is 4) (maximum score is 4)
device (RSD) ——  100%
HF = High Flow } Scores the s 90% F
BiP = BiPAP maximum =y 9
. b 15 c
CP=CPAP of 4 55[ k| & 519
ax | g 70% 10 [
§35|=2 399
IS8 eo% 8 e 75
2351821 g 6 32%u
5 85 o\o.E ” 520
g eS| 4% : B
. £2|27 30% 5 288
Other delivery methods =1 I B } SN
NP = nasal prongs g & <
FM = face mask Score > = 24% 0.1
HB = head box as per <21% <0.01
NRB = Non- oxygen Document ‘Air’ or Value
b h Delivery method
rebreather /RSD flow rate
Value Value
>150 >150 >150
150 150 150
140 140 140
130 130 130
120 120 120
110 110 110
g c z
© = o
x £ 100 100 100 @
tz 2
5 90 20 20 =
o [
T 7
80 80 80
70 70 70
60 60 60
50 50 50
40 40 40
<40 <40 <40
" BP Value or
Record position of BP taken by BE’\VaIue or Code Code
inserting relavant initials above o >170 >170 >170
systolic arrow 3 170 170 170
E 160 160 160
LA - Left Arm 2 150 150 150
@ RA - Right Arm o = < 140 140 140 @
LL - Le_ft Leg 5 g ] 130 130 130 -]
RL - Right Leg . E 120 120 120 o
) ] o 25 110 110 110 8
Derogation Code if required: - % g 100 100 100 v
Not attempted (No concern) 8 [ 20 20 90 g
- NCO (this scores 0) @S 80 80 80 c
ez 70 70 70 F
Unsuccessful Attempt (No = 60 60 60
Concern) - UO (this scores 0) 2 50 50 50
©
Unsuccessful attempt 5 ‘3‘8 :g :g
; v
(Concern) - U4 (this scores 4) <30 <30 <30
CRT >3 secs >3 >3 secs
Record in f
seconds <2 secs <2 <2 secs
PEWS
If V or less do GCS AVPU
A = Alert
V = Responsive to voice Blood glucose Blood glucose
P = Responsive to pain
) U = Unresponsive Pain score Pain score
- . (as per local policy) (as per local policy)
5 If asleep with no reason for
8 altered conscious state (e.g. Value Value
sepsis) write ‘asleep’.
o - i >39 >39 >39
X 39 39 39
1T}
k-] 38.5 38.5 38.5
< Y 38 38 38
] 9 v 7
> 505 ¢ 37.5 37.5 37.5 3
el =2 Qg T
d [~ EQ 37 37 37 [}
— ) g
e a <Y 36.5 36.5 36.5 o
[} £ <
4 ] 36 36 36 )
[a) " 3
355 355 355 o
35 35 35
34.5 34.5 345
<34.5 <34.5 <34.5
picion of sep picion of sep
or sep 0 or septic sho
O O O
0 eling
patie o g gge eria aqe eria
aesp e O P O
Sr co alation leve alation leve
Escalated (Y/Plan) F\??gllaasd
gge eria X K Time NIC
uce e Tt Time NIC informed Time NIC
pe once Time clinician informed ;I;:%e";lgyaan
Q arer Questio X L . Time clinician
o Time clinician arrived arrive
D_ P PICU/transport
] PICU/transport team called team calleg
one
Signature Signature
ALATIO LOW (L) MEDIUM (M) HIGH (H) EMERGENCY (E) THINK! Could this be sepsis?
R R pe once New suspicion of sepsis AVPU: Change to AVPU -V ' AVPU: Change to AVPU - P or U 'Res- . O , .
RITERIA eurology, sepsis, 0 Responsive only to Voice’ or ponsive only to Pain’ or ‘Unresponsive’ Think sepsis if any of the following are present:
pre-e g acto New suspicion of septic shock OR Abnormal pupillary response . Neutropenia or immunocompromised (call medical
i .'_° b 0 Nurse/clinician concern that patient Nurse/clinician concern that patient Nurse/clinician concern that patient Nurse/clinician concern that patient professional for |mmgd|ate_ review)
hiohe needs increased monitoring despite needs a medical review irrespective of needs a ‘Rapid Review’ irrespective of needs emergency review for * Known or suspec‘ged |nfect°|on
k) low PEWS PEWS PEWS life-threatening situation ¢ Temperature 238°C or <36°C
- . ¢ Increasing oxygen requirement
based o arer Questio Carer uses words that suggests the Carer uses words that suggests the child | Carer uses words that suggests the child T EVEERNITe R { ETR{V e[ [ &R 1) o Ul Iaiged ¥gch nqoea/ cedeate
. child needs increased monitoring or needs a clinical review irrespective of needs a ‘Rapid Review’ irrespective of child has collapsed or significantly o Al pd | yp | hy Jl
a O intervention despite the low PEWS PEWS PEWS deteriorated tered mental state (e.g. lethargy/floppy)
of these = * Prolonged CRT, mottled or ashen appearance
eria prpslrbad) 1-4 5-8 9-12 =13
N g If suspicion of sepsis, inform nurse in charge.
Communication & response (use Inform Nurse-in-charge Review by Nurse-in-charge for potential | Immediate review by Nurse-in-charge Immediate 2222 call: “Paediatric Medical Escalate to patient’s own or on-call team.
ISBAR Framework) escalation (and/or Outreach nurse or for potential escalation Emergency” and review by Nurse-in-charge
equivalent) ) )
Medical plan for stabilisation Consultant informed urgently to confirm
Structured medical plan to be Consider Medical Review by ST3+ or Request Medical Review by ST3+ or Call for ‘Rapid Review’: Medical incl. stabilisation plan I Hello, I am staff nurse (xx) from Ward (xx), | am
documented including: equivalent equivalent airway S'L('”S ST3+'-for e_c?ui)\ialent &l Senior nurse to support and feedback to calling about (xx).
1. specific actions to be taken outntealc r,:)urse (if available or parents i .
2. expected outcome Stabilisation plan to be considered EOsivach i : id revi S 1 am calling because (e.g. PEWS increased to
3. outcome deadline Stabilisation plan to be discussed with [l R 2 'Stzeznz‘g'snme’;ts L LT xx, carer is concerned because xx). The last
4. escalation if outcome not met ) . consultant can replace ut only with prior observations were (xx).
by deadline. Bedside nurse to feed back plan to Bedside nurse to feed back plan to agreement between consultant and nurse-
parents parents Senior nurse to feed back plan to parents JEGEGECE) B They are (age), admitted on (date) for (reason).
Medical review timings As agreed with medical team Within 30 minutes Within 15 minutes Immediate B e
— N — " — " " - . . I think they are (e.g. hypovolaemic). | don’t
Minimal observations Must reassess within 60 minutes (and Must reassess within 30 minutes (and Every 30 minutes and continuous Every 15 minutes and continuous A ey wha)1l: 5 w(rog vﬁih them bu)t I earer
Repeated escalation if remaining in one then document ongoing plan) then document ongoing plan) monitoring of Respiratory Rate / monitoring of Respiratory Rate / o d 9
P ’ ining Continuous Oxygen Saturation Oxygen Saturation / ECG Oxygen Saturation / ECG ISAVEhyACONEInEt:
level not required but ongoing plan monitoring needed GCS recording if change in AVPU GCS recording if change in AVPU or H iew i i
must be clearly documented in notes. 9 g g 95 ) R 1 would like you to (e.g. review in xx minutes
abnormal pupillary response please)
FOR EMERGENCY OR LIFE-THREATENING SITUATIONS: CALL 2222 AND STATE “PAEDIATRIC MEDICAL EMERGENCY"

DATE & TIME COMMENTS DATE & TIME COMMENTS

>13 Years >13 Years
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NEWS key FULL NAME
01 23 DATE OF BIRTH DATE OF ADMISSION
DATE DATE
TIME TIME
>25 3 225
21-24 2 21-24
Respirations 18-20 18-20
Breaths/min 1517 1517
1214 1214
9-11 1 9-11
<8 3 <8
296 =06
94-95 1 94-95
SpO, Scale 1 92-93 2 92-93
Oxygen saturation (%) <91 3 <91
SpOz Scale 2t 29700 O, 3 2970n O,
Oxygen saturation (%) | 95—960n O, 2 95-960n O,
Use Scale 2 if target
; asneg . ?:;8_;,2?/:?‘3 93-940n 0O, 1 93-940n 0O,
el ezl 293 on air 293 on air
respiratory failure
88-92 88-92
86-87 1 86-87
tONLY use Scale 2
under_ltl;:di?g;ipn of 84-85 2 84-85
a qualified clinician <83% 3 <83%
Air or oxygen? A=AIr A=AIr
0, L/min 2 0O, L/min
Device Device
2220 3 2220
201-219 201-219
Blood 181-200 181-200
pressure 161-180 161-180
IR, 141-160 141-160
Score uses
systolic BP only 121-140 121-140
111-120 111-120
101-110 1 101-110
91-100 2 91-100
81-90 81-90
71-80 71-80
61-70 3 61-70
51-60 51-60
<50 <50
>131 3 2131
121-130 2 121-130
Pulse 111-120 111-120
Beats/min 101-110 1 101-110
91-100 91-100
81-90 81-90
71-80 71-80
61-70 61-70
51-60 51-60
41-50 1 41-50
31-40 31-40
<30 3 <30
Alert Alert
Confusion Confusion
Consciousness v 3 v
Score for NEW P P
onset of confusion
(no score if chronic) U U]
>39.1° 2 >39.1°
38.1-39.0° 1 38.1-39.0°
Temperature 37.1-38.0° 371-38.0°
°C 36.1-37.0° 36.1-37.0°
35.1-36.0° 1 35.1-36.0°
<35.0° 3 <35.0°
NEWS TOTAL - TOTAL
Monitoring frequency Monitoring
Escalation of care Y/N Escalation
Initials Initials

National Early Warning Score 2 (NEWS2) © Royal College of Physicians 2017
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5-12 Years

L] L -
Natlonal Paed IatI'IC Ea rly 0 Have you set your alarm Does your patient have any additional risk factors? [ ] NOT APPLICABLE 5
e &
. . 1 limits? Risk Factor THINK! g £
= o
Warnina Svstem Observation RR [] Baseline vital signs outside Always score the | Vital c g
2 of normal reference ranges relevant PEWS value | sign: o2
. even if this is normal Patient" cE
and Escalation Chart 4 frshepetenteS” | o v | | g8
Sp02 cardiac patient) normal value: So |
[ el
I:’ Tracheostomy/Airway Risk Do you need additional help in an airway emergency? g : S
c
Patient Name: HR I:’ Invasive/Non-Invasive Ventilation/High Flow | Check oxygen requirement on additional respiratory support. Remember ; E g
= 4 ' High Flow/BiPaP and CPAP score maximum of 4 on oxygen delivery § w ®
= O
Hospital No. BP I:l Neutropenic/Immunocompromised Sepsis recognition and escalation has a lower threshold ‘E ,§ 'g
£5%
NHS No D <40 weeks corrected gestation Sepsis recognition and escalation has a lower threshold (beware hypothermia) f 8 °
' Other =]
Date of Birth: I:’ Neurological condition (ie meningitis, seizures) | Remember to check pupillary response if anything other than Alert on AVPU 2 k) g
: £
5 1 2 Type of monitor D Neurodiversity or Learning Disability Be aware of the range of responses to pain and physiological changes o 85
- nsultant: or9
yea I'S Consultant D Outlier Do you need support from home ward/team? é .E, 2
==}
Carer question: Ask your parent/carer: Date Date
How is your child different since | last saw Ti N
them? You decide if their response means: ime Time
W - Worse A - Parent/Carer Asleep Frequency Frequency
S - Same U - Unavailable
B - Better W/S/B/A/U W/S/B/A/U
Respiratory distress Value
>50 >50 >50
Mild 50 50 50
o Accessory muscle use
ry % 45 45 45 -
-4 40 40 40 [
= o
Moderate 5 E 35 35 35 3
e Tracheal tug ®E 30 30 30 3
e Intercostal recession E_ . o 2 3
« Inspiratory or expiratory 2 25 s
noises [ 20 20 20 o
15 15 15 ®
Sev_ere _ 10 10 10
* Tripoding ; <10 <10 <10
(=)} e Supraclavicular recession
£ e Grunting g‘m Severe Severe F
f o
TF.. * Exhaustion ) 59 Moderate Moderate g8,
s ¢ Impending respiratory EE ) %3
(7] arrest a.2 Mild Mild o9
S g0 wo
) [ None None <
T 295% >95%
[ N w
[ Qe 92% - 94% 92%-94% Y
= 9 91% 91% N
E SpO, probe change (/) f_ﬁgﬁg"e"z}}?
= . RSD CODE RSD CODE
< Resplratory suppor‘t (maximum score is 4) (maximum score is 4)
device (RSD) 100%
HF = High Flow }Scor(_es the s 90% 4
BiP = BiPAP maximum & S
a 15 c
CP=CPAP of 4 55| x| 0% g
oxR|® e 70% 10 2 I<
cvg|m 2 - e
SI2|EE|  60% 8 2378
235182 g 6 32%u
X ox|e.E o ES
08| ¢ S22
g% 40% 4 ZoF
o5 |8 =2 0
, S2|28| 3% 2 535<
Other delivery methods =1 B ] SN
NP = nasal prongs g % =
Q.
FM = face mask Score > 24% o1
HB = head box as per <21% <0.01
NRB = Non- oxygen Document inr’ or Value
breath Delivery method
rebreather /RSD flow rate
Value Value
>190 >190 >190
190 190 190
180 180 180
170 170 170
160 160 160
150 150 150
140 140 140
9 T
& < 130 130 130 o
€ £ 9
v 120 120 120 -
8 i
g ° 110 110 110 g
100 100 100
90 90 90
80 80 80
c 70 70 70
o
— 60 60 60
it
) 50 50 50
=] <50 <50 <50
(%)
S " BP Value or
O Record position of BP taken by BE’\VaIue or Code Code
inserting relavant initials above v >150 >150 >150
systolic arrow ) 150 150 150
2
%
LA - Left Arm * 1:2 ::z 1‘3‘2
RA - Right Arm oS¢ @
LL - Left Leg = - @© 120 120 120
X 3 o9 w
RL - Right Leg a0 E 110 110 110 °
_ o F P 100 100 100 g
Derogation Code if required: - % g 90 90 % v
Not attempted (No concern) 8 o3 80 80 80 a
- NCO (this scores 0) o g 2 70 70 70 £
= m
Unsuccessful Attempt (No =2 60 60 60
Concern) - UO (this scores 0) g 50 50 50
.0 40 40 40
Unsuccessful attempt © 30 - 30
; v
(Concern) - U4 (this scores 4) <30 <30 <30
CRT =3 secs >3 >3 secs
Record in }
seconds <2 secs <2 <2 secs
PEWS
If V or less do GCS AVPU
A = Alert
V = Responsive to voice Blood glucose Blood glucose
P = Responsive to pain
) U = Unresponsive Pain score Pain score
- . (as per local policy) (as per local policy)
5 If asleep with no reason for
8 altered conscious state (e.g. Value Value
sepsis) write ‘asleep’.
Q. i i >39 >39 >39
X 39 39 39
1]
-g o 38.5 38.5 38.5
38 38 38
© P 7
5 c©c 375 37.5 375 3
2 2585 3
d c Z EQ 37 37 37 [}
] ) g
2 AT 365 365 365 S
] € 5
1 g 36 36 36 o
[
o 355 355 355 o
35 35 35
34.5 34.5 34.5
<34.5 <34.5 <34.5
O O O
0 eling
D e » q gge eria gge eria
aesp e O P O
Sr co ation leve alation leve
Escalated
Escalated (Y/Plan) (Y/Plan)
gge < . . Time NIC
= e ) Time NIC informed informed
He once Time clinician informed }I;:?‘éerr;lleryaan
Q arer Questio | Fici ; Time clinician
o Time clinician arrived arrive
P =P PICU/transport team called PICU/transport
0 team called
ST
Signature Signature
ALATIO LOW (L) MEDIUM (M) HIGH (H) EMERGENCY (E) THINK! Could this be sepsis?
P 0 New suspicion of sepsis AVPU: Change to AVPU -V ' AVPU: Change to AVPU - P or U ‘Res- . L. . ]
R A eurology, sepsis, 0 Responsive only to Voice’ or ponsive only to Pain’ or ‘Unresponsive’ Think sepsis if any of the following are present:
pre-e g acto New suspicion of septic shock OR Abnormal pupillary response . Neutropenia or immunocompromised (call medical
c ."' b 0 Nurse/clinician concern that patient Nurse/clinician concern that patient Nurse/clinician concern that patient Nurse/clinician concern that patient professional for 'mm?d'a“‘-_ review)
hiohe needs increased monitoring despite needs a medical review irrespective of needs a ‘Rapid Review’ irrespective of needs emergency review for * Known or suspec‘ged |nfect°|on
- low PEWS PEWS PEWS life-threatening situation ¢ Temperature >38°C or <36°C
- : ¢ Increasing oxygen requirement
based o er Q 0 Carer uses words that suggests the Carer uses words that suggests the child | Carer uses words that suggests the child eI EVEERMI T R ETR{V e[ [ &R 1) o Ul Iai?\ed ¥§ch nqoea/ cedeate
. child needs increased monitoring or needs a clinical review irrespective of needs a ‘Rapid Review’ irrespective of child has collapsed or significantly o Al pd | yp | hy Jl
a O intervention despite the low PEWS PEWS PEWS deteriorated tered mental state (e.g. lethargy/floppy)
of these * Prolonged CRT, mottled or ashen appearance
eria S 1-4 5-8 9-12 =13
. If suspicion of sepsis, inform nurse in charge.

Communication & response (use
ISBAR Framework)

Medical plan for stabilisation

Structured medical plan to be

documented including:

1. specific actions to be taken

2. expected outcome

3. outcome deadline

4. escalation if outcome not met
by deadline.

Inform Nurse-in-charge

Consider Medical Review by ST3+ or
equivalent

Bedside nurse to feed back plan to
parents

Review by Nurse-in-charge for potential
escalation (and/or Outreach nurse or
equivalent)

Request Medical Review by ST3+ or
equivalent

Stabilisation plan to be considered

Bedside nurse to feed back plan to
parents

Immediate review by Nurse-in-charge

for potential escalation

Call for ‘Rapid Review’: Medical incl.
airway skills ST3+ or equivalent and

outreach nurse (if available or
equivalent)

Stabilisation plan to be discussed with

consultant

Senior nurse to feed back plan to parents

Medical review timings

As agreed with medical team

Within 30 minutes

Within 15 minutes

Minimal observations

Repeated escalation if remaining in one
level not required but ongoing plan
must be clearly documented in notes.

Must reassess within 60 minutes (and
then document ongoing plan)

Must reassess within 30 minutes (and
then document ongoing plan)
Continuous Oxygen Saturation
monitoring needed

Every 30 minutes and continuous
monitoring of Respiratory Rate /
Oxygen Saturation / ECG

GCS recording if change in AVPU

FOR EMERGENCY OR LIFE-THREATENING SITUATIONS: CALL 2222 AND STATE “PAEDIATRIC MEDICAL EMERGENCY”

Immediate 2222 call: “Paediatric Medical
Emergency” and review by Nurse-in-charge

Consultant informed urgently to confirm
stabilisation plan

Senior nurse to support and feedback to
parents

[In specialist environments rapid review
can replace 2222 but only with prior
agreement between consultant and nurse-
in-charge]

Immediate

Every 15 minutes and continuous
monitoring of Respiratory Rate /
Oxygen Saturation / ECG

GCS recording if change in AVPU or
abnormal pupillary response

DATE & TIME COMMENTS DATE & TIME COMMENTS

Escalate to patient’s own or on-call team.

| Hello, | am staff nurse (xx) from Ward (xx), | am
calling about (xx).

S 1 am calling because (e.g. PEWS increased to
XX, carer is concerned because xx). The last
observations were (xx).

B They are (age), admitted on (date) for (reason).
They recently had surgery (xx); treatment (xx).

A 1 think they are (e.g. hypovolaemic). | don’t
know what is wrong with them but I am/carer
is very concerned.

R 1 would like you to (e.g. review in xx minutes
please).

5-12 Years

‘ ‘ CS56015 NHSE 5-12 years PEWS Sept 2023 v2.indd 1

Based on the original design from Birmingham Women'’s and Children’s NHSFT with contributions from
other English charts and amendments from National SPOT Programme
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Maternity Early T
Warning Score | "
(MEWS)

MEWSscore [ 0 |[ 1 [ 2 | A score for each vital sign is required at each entry
DATE DATE
TIME TIME
Respirations >=25 2 >=25
. 22-24 1 22-24
Breaths/min 1821 — 1821
13-17 0 13-17
9-12 9-12
7-8 1] 7-8
<=6 2 <=6
>=95 0 >=95
5pO, e 93-94 1| 93-94
Oxygen saturation (%) —o2 2 ——o2
Temperature >=37.5 | 2 | >=37.5
a3 37.3-374 [ 1| 37.3-37.4
C 36.8-37.2 0 36.8-37.2
36.2-36.7 | ] 36.2-36.7
35.7-36.1 1 35.7-36.1
<=35.6 H <=35.6
>=131 2 >=131
Pulse . 122-130 2] 122-130
Beats/min 113-121 1] 113-121
99-112 99-112
86-98 0 86-98
71-85 [ | 7185
63-70 [ 1 | 63-70
<=62 | 2 | <=62
Pulse - from 48 hours >=108 2 | >=108
= 99-107 1 99-107
Beats/min 71-84 0 71-84
Date & time to commence monitoring: 58-70 - 58-70
51-57 1 51-57
<=50 [2] <=50
g >=175 2 >=175
Systolic blood pressure e 17a = oA
mmHg 145159 2] 145-159
136-144 1] 136-144
121-135 121-135
111-120 0 111-120
101-110 [ | 101-110
94-100 1 94-100
7793 [2 ] 7793
61-76 2] 61-76
<=60 [ 2 | <=60
Diastolic blood pressure >=110 2 | >=110
97-109 2 97-109
mmHg 89-96 [ 1] 89-96
80-88 80-88
70-79 0 70-79
62-69 | ] 62-69
57-61 1 57-61
<=56 [2] <=56
MEWS
MEWS TOTAL
Additional concerns - Please see overleaf for additional concern table. If one or more additional concern is present, consider escalation and review.
Healthcare professional concerned
Woman/family concerned
Significant additional therapies (e.g. Oxygen)
Increased pain (analgesic requirement)
Significant vaginal bleeding
Reduced urine output
Altered level of consciousness/responsiveness
Monitoring frequency Monitoring
Escalation of care YES/NO Escalation
Initials Initials

Refer to back page for thresholds and triggers





Maternity Early

Warning Score (MEWS)

Taking the total MEWS score generated, escalate
according to the threshold and trigger table.

Score
2 1 0 1 2
RB‘jse':'tf:/';’l‘: <=6 7.8 9-21 22-24 >=25
Sp0
Oxygen saturation (%i <=92 93-94 >=95 - ;
£ Temperat”fg <=356 35.7-36.1 36.2-37.2 37.337.4 >=37.5
@ Pulse
1‘_5 sl <=62 63-70 71-112 113-121 >=122
£
Pulse (from 48 hours postbirth) | __g, 51-57 58-98 99-107 >=108
Systolic blood pressure —03 94-100 101-13 136-144
mmHg <= = -135 P >=145
Diastolic blood pressure
i <=56 57-61 62-88 89-96 >=97
+

Additional concerns

If one or more of these additional

concerns are present, consider:

1. Increasing the frequency of observations
to a minimum of every 30 minutes

2. Escalate in line with a low-medium level
of concern even if MEWS less than 2

3. Where MEWS is greater than 2 raising
the level of concern to the next category.

Healthcare professional concerned
Woman/family concerned

Significant additional therapies (e.g. Oxygen)
Increased pain (+/-or analgesic requirement)
Significant vaginal bleeding

Reduced urine output

Decreased level of consciousness/responsiveness

v

Thresholds and triggers

* The grade of medical team member indicated as the primary contact for each level of clinical concern is a guide and may need to be
adapted depending on the local skill mix within that care setting or organisation

Level of concern Low Low-medium Medium High

MEWS 0-1 2-4 5-7 8 or more
Review by midwife Urgent review by Immediate review by
in charge midwife in charge midwife in charge

Primary escalation &

review/ongoing plan

document ongoing plan

document ongoing plan

response (Use SBAR Request REYEhy by Urgent review by ST3+ | Immediate r(?view by
framework) ST1/2 or equivalent or equivalent and ST3+ or equivalent,
consultant made aware | consultant and
of plan anaesthetic team
Consider anaesthetic Consider review by
review outreach team
Medical review timing Within 30 minutes Within 15 minutes Immediate
Minimal vital signs Continue with current Reassess observations Reassess observations Continuous
recording until medical observation frequency within 30 minutes & within 15 minutes & observations

Secondary contact

ST3+ or equivalent

Consultant or

equivalent

Clinical outreach
team or equivalent

primary escalation

e When the primary team member(s) contacted is unable to attend or fails to attend within the expected time for the level of clinical
concern, escalation to the secondary contact is required
e The secondary contact would be expected to attend within the initial medical review timing, calculated from the documented time of

e The section pulse (from 48 hours after birth) cut-offs should be used for all women from 48 hours after birth. The time and date
from which these values should be used should be entered on the front of the chart.
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