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1.

Introduction
Sedation is on occasion required to manage patients with acute behavioural disturbance (ABD).
Such patients present to a range of hospitals whose facilities vary significantly. The availability of
equipment, staff and facilities may differ between major tertiary hospitals, small regional/remote
hospitals, and private institutions.
A range of health practitioners from different disciplines may be involved in the management
including psychiatry, emergency medicine, intensive care, anaesthesia, nursing and other related
health practitioners.
The level of sedation required in the management of ABD may range from orally administered
conscious sedation/anxiolysis to parenterally administered deeper sedation. The progression from
conscious sedation and deep sedation through to anaesthesia may be rapid and unpredictable.
Inadvertent deep sedation carries significant risks and requires the necessary skills to be able to
manage unconscious patients including monitoring of relevant physiological variables.
PS63 was developed to address the specific circumstances and needs of patients with ABD who
have been sedated or require to be sedated as part of their management, as well as for the
practitioners and organisations caring for them. While it is appreciated that implementing some of
the recommendations may prove challenging in some facilities it was agreed that they are
aspirational and consequently should be included.
The accompanying guideline is not intended to guide management of ABD as this will be
determined by individual colleges and local protocols.

2.

Background
Patients being sedated for ABD may require the services of a range of physicians depending on
their state of agitation, location of presentation, and the level of sedation required or inadvertently
achieved. While emergency departments are common locations for such patients to present, they
may arrive at psychiatric facilities in either major central hospitals or small regional centres. The
accompanying guideline acknowledges the individual needs and limitations of the range of facilities
and the practitioners involved yet strive to ensure patient safety irrespective of those differences.

3.

Discussion
The definition of ABD (see 4.1 of PS63) concludes with a statement that the behaviour is
considered often not to be under the voluntary or legally competent control of the individual.
However, this has been questioned as it is proposed that it cannot be globally said that the
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behaviour is never voluntary. It is possible for a patient to be incompetent but acting voluntarily. As
this matter was flagged it is included for information in this background document.
A number of issues were raised and considered during the development of the accompanying
guideline. The recommendations contained within them are emphasised below:
•

The reasons for ABD are often multi-factorial and where possible, a good behavioural,
psychological, and environment assessment (including family/whanau, caregiver, and
appropriate cultural input) should occur.

•

It is recommended that wherever possible, behavioural and environmental strategies are
attempted prior to sedation. In some settings such strategies are commonly employed with
resultant decreased need for pharmacotherapy. This is particularly relevant in vulnerable
patient groups who are more likely to experience adverse effects from sedation.

•

As a general principle it is recommended that the least harmful and least restrictive
approach to ABD should be attempted at all times. This includes communication,
environment, oral medications prior to restraint and parenteral routes of administration of
sedation, a stepped approach with oral medication as the usual first line approach,
intramuscular injection as the usual second line approach and intravenous injections
reserved for severe ABD where these safer modes have failed or are likely to fail to resolve
the behavioural disturbance. With rapid escalation of behavioural disturbance or inability to
reason with the patient, such as may arise in Emergency Departments, this stepped
approach may not be feasible.

•

Participating colleges may wish to develop additional guidelines or protocols specific to their
environments that elaborate or expand on the accompanying guideline. Fellows of those
colleges should be guided by their parent college guidelines in conjunction with the
accompanying guideline.

•

Patients with ABD, being managed in some psychiatric units, may be stable or showing
signs of early deterioration. It has been normal practice for nurses in those units to
administer prn sedation in accordance with medical practitioner prescriptions and under
their supervision. It is acknowledged that the prescribing/supervising medical practitioner
retains responsibility as the nursing staff are acting under the delegation of medical staff.
Nevertheless, there needs to be an ongoing process involving both medical and nursing
staff that facilitates documentation of observations, which if they fall outside the limits,
results in appropriate escalation to the immediate attention of the medical staff.

3.1

Aims and risks of sedation for ABD
The occasional need for restraint poses risks to the patient, especially in the prone position.
The adoption of this position may be associated with risks of serious sequelae including
depression of ventilation, asphyxia, musculoskeletal injuries, and occasionally cardiac
arrest of unknown aetiology that is unresponsive to resuscitation and resulting in death.
Safe patient positioning once adequate sedation has been achieved is important as is the
release of restraint as a matter of urgency.

3.2

Assessment and consent
Patients with ABD presenting to mental health facilities may be new to the facility or they
may have previously visited the facility. Access to patient histories and ability to obtain
relevant histories may be limited and dependent on the patient’s ability to provide
information and their level of co-operation.
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Given the need to proceed rapidly in some circumstances, assessments may be
necessarily limited, however, every effort should be made to complete as comprehensive
an assessment as is feasible. This may involve obtaining information from the patient,
relatives/whānau, caregivers, accompanying friends, or ambulance/police.
Likewise, obtaining consent may be limited or even impossible should the patient’s
behaviour state preclude them from giving consent. Furthermore, treating ABD is very
different from performing a surgical procedure and the demand for consent differs.
In patients that have not been adequately fasted and there is a need to proceed rapidly with
sedation the decision to progress involves assessing risks and benefits.
3.3

Spectrum of facilities
Small psychiatric facilities and small regional centres have limited resources. However,
patients presenting with ABD may need to be sedated in these facilities, which should
therefore meet the minimum standards for resuscitation equipment and trained staff. Such
facilities must have an escalation protocol that can access higher levels of care and can
institute rapid transport to a larger centre.
Emergency Departments tend to have acute care facilities and the ability to mobilise
medical practitioners. Hospitals with intensive care units can offer a higher level of critical
care that may be necessary in some instances.

3.4

Monitoring
Monitoring and observation of sedated patients is essential. While application of monitors in
the cooperative patient can be achieved prior to administration of sedation it may be
impossible to achieve in the severely disturbed patient. Moreover, monitoring equipment
may be used as a weapon, or damaged by such patients. Consequently, monitoring should
commence as soon as it is clinically feasible.
It is recognised that some small private facilities may not have oximeters or capnographs,
or even ECGs. However, these must be available for all patients, where clinically indicated,
and will be determined by the state of the patient and the level of sedation required.
The use of sedation scales is encouraged, and examples are provided in Appendix 3 of the
accompanying guideline.

3.5

Staffing levels and experience
Given that the presentation of ABD can range from mild and cooperative, to severe and
presenting a threat to themselves and others, the number of staff required will to some
extent be determined by the severity of the behavioural disturbance. Where restraint is
required it is common for five staff to be in attendance. However, it was agreed that to
safely manage patients to be sedated there must be a minimum of three people.
Reference to ANZCA professional documents PS08 Statement on the Assistant for the
Anaesthetist, and PS09 Guideline on Sedation and/or Analgesia for Diagnostic and
Interventional Medical, Dental or Surgical Procedures was made to determine the training
and experience required of staff involved in the safe care of patients sedated for ABD. This
was in the context that these patients are not requiring surgical or interventional procedures
and often present as emergencies.
Management of patients requiring sedation for ABD may require a multidisciplinary team
approach involving a range of medical specialists. In the Emergency Department team
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setting this would normally involve ED medical and nursing staff, security or equivalent staff,
and often also psychiatric liaison services.
Medical specialists involved in caring for patients with ABD should refer also to any
guidance developed by their medical college that is specific to their clinical context. Given
the range of specialists and facilities involved in managing ABD, specific protocols may be
developed and may vary. The accompanying guideline is not intended to fulfil this purpose,
but rather to provide recommendations that enhance the safety of patients sedated for ABD,
as well as those caring for them.

4.

Summary
Pursuant to the development and publication of PS09 it was recognised that the guideline did not
address patients sedated for ABD as they were not undergoing sedation for the purpose of
interventional or surgical procedures. Psychiatrists were concerned that the care for patients
sedated to manage their ABD was substandard.
It was agreed that the accompanying guideline would not become a protocol for sedating patients
with ABD, as there were many clinical protocols, and that the guideline should not be a prescriptive
clinical guideline. Instead, the intent was to ensure that patients that had to be sedated were
subsequently safely managed and cared for.
In developing the accompanying guideline, it was recognised that the specialties involved in caring
for patients with ABD include psychiatry, emergency medicine, intensive care medicine, and
anaesthesia. All four colleges were invited to collaborate on creating a co-badged document with
the aim of developing recommendations applicable to caring for all patients sedated for ABD.

Document development
In accordance with a Memorandum of Understanding between the colleges, a joint colleges document
development group was established consisting of the following representatives from the Australasian
College for Emergency Medicine (ACEM), ANZCA (including the Chair), the College of Intensive Care
Medicine (CICM) and the Royal Australian and New Zealand College of Psychiatrists (RANZCP):
Associate Professor Jonathan Knott, ACEM.
Professor Andis Graudins, ACEM.
Dr Peter Roessler, ANZCA, Director of Professional Affairs (Professional Documents) – Chair.
Dr Joanna Sutherland, ANZCA.
Dr Martin Minehan, ANZCA.
Associate Professor John Botha, CICM.
Dr Himangsu Gangopadhyay, CICM (to August 2015).
Dr Jason McClure, CICM (from August 2015).
Dr John Corish, RANZCP.
Dr Nick O’Connor, RANZCP.
Dr Michael Paton, RANZCP.
Professor John Tiller, RANZCP.
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Professional documents of the Australian and New Zealand College of Anaesthetists
(ANZCA) are intended to apply wherever anaesthesia is administered and perioperative
medicine practised within Australia and New Zealand. It is the responsibility of each
practitioner to have express regard to the particular circumstances of each case, and the
application of these ANZCA documents in each case. It is recognised that there may be
exceptional situations (for example, some emergencies) in which the interests of patients
override the requirement for compliance with some or all of these ANZCA documents. Each
document is prepared in the context of the entire body of the college's professional
documents, and should be interpreted in this way.
ANZCA professional documents are reviewed from time to time, and it is the responsibility of
each practitioner to ensure that he or she has obtained the current version which is available
from the college website (www.anzca.edu.au). The professional documents have been
prepared having regard to the information available at the time of their preparation, and
practitioners should therefore take into account any information that may have been
published or has become available subsequently.
Whilst ANZCA endeavours to ensure that its professional documents are as current as
possible at the time of their preparation, it takes no responsibility for matters arising from
changed circumstances or information or material which may have become available
subsequently.
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