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Overarching Response Flow Chart – Transport, Assessment and Care 
 
 

 

 

 

 
RECEIVED AT 

EMERGENCY DEPARTMENT 

ROAD TRANSFER TO 
MENTAL HEALTH 

INPATIENT FACILITY 

 

HEALTH 

ROLE 

ED 
• ED triage & screening / physical assessment and 

initial care. 

• Provide safe / private environment. 

• Provide person with Statement of Rights. 

• Contact MH Service to conduct MH assessment. 

• Mobilise health security to allow Police to leave ASAP. 

• Provide Police and Ambulance if waiting, with regular 
updates. 

• Advise Police if s22 not to be admitted. At Police 
request, can detain person for 1 hour. 

• If person under Mental Health Act absconds refer 
to Appendices F & G in the MOU. 

• Commence Transfer of Care planning. 

• Arrange transfer of care / transport in consultation 
with the MH Service and Ambulance if necessary. 

• Notify receiving ED and/or mental health inpatient 
facility of transfer. 

• Ensure care & treatment consistent with Chapter 4 
Part 1 of the Mental Health Act.. 

MHS 
• Assist ED with MH & D&A management & provide 

information. 

• Conduct MH assessment on-site / remotely. 

• Consultation re transfer of care arrangements. 

• Liaise with ED and Ambulance to arrange transfer, 
if necessary. 

• Assess transport options 
according to risk assessment and 
optimum clinical care (see 
Appendix D in the MOU). 

• Discuss transport safety needs with 
Ambulance, Police and Mental 
Health Service. 

• Mobilise health security if 
necessary, to allow Police to leave. 

• Provide information to Ambulance Ops 
Centre (see Box 1 on IHT Appendix E 
in the MOU). 

 

AMBULANCE 

ROLE 

• Complete Patient Heath Care Record. 

• Complete s20 and leave form with ED clinician. 

• Contact Ambulance Operations Centre if further 
transport likely. 

• Discuss transport safety needs with 
ED clinician, Police and Mental Health 
Service. 

• Provide transport (see Appendix D in 
the MOU). 

• Provide clinical care. 

• Notify receiving ED and mental health 
inpatient facility of ETA, risk, security 
needs. 

 

POLICE 

ROLE 

• Transfer from police vehicle promptly and as soon 
as practicable. 

• Remain at ED until serious risk dissipates / health 
security in place & situation is able to be safely 
managed within the resources available to the ED. 

• Complete s22 and leave form with ED clinician. 

• Attend where there is a public safety 
risk and assist in the detainment and 
application of restraint for the purposes 
of sedation / transport. 

• Discuss transport safety needs with 
ED clinician, Ambulance and 
Mental Health Service and provide 
escort where public safety risk. 
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CHAPTER 12 MANAGEMENT OF ACUTE SEVERE 

BEHAVIOURAL  DISTURBANCE 

REMEMBER SACCIT 

THIS CHAPTER IS TO BE READ IN CONJUNCTION WITH: 

• CHAPTER 5 AGGRESSIVE OR THREATENING VIOLENCE  PRESENTATIONS 

• PD2015_004 PRINCIPLES FOR SAFE MANAGEMENT OF DISTURBED 

AND /OR AGGRESSIVE BEHAVIOUR AND THE USE OF RESTRAINT 

Management of acute severe behavioural disturbance includes the following: 

• Assessment in a safe environment 

• De-escalation/distraction 

• Legal issues 

• Medication/sedation 

• Physical restraint (manual and/or mechanical) 
• Calling for Security or Police assistance 

Often a combination of these means will be necessary. 
 

(SEE CHAPTER 5 FOR INFORMATION ON CLINICAL ASSESSMENT) 

 

• Confirm with Police that they have searched the patient for weapons or    

other potentially dangerous objects prior to Police handing over the person. 

• If a patient has a weapon call Police/Security. Never attempt to disarm an 

armed person yourself. 

• If Police are required to assist in restraint, they may need to remove their 
weapons for safety. An approved gun safe will be required. The removal of 
weapons is at the discretion of the individual police officer. (See GL2013_002 

Management of NSW Police Force Officers’ Firearms in Public Health Facilities 
and Vehicles http://www0.health.nsw.gov.au/policies/gl/2013/pdf/ 
GL2013_002.pdf  ) 

• Ensure that adequate back up is available in case the situation escalates (i.e. 

that other staff know where you are, can observe you and the person and 

know that they may need to intervene). 

• Never approach an aggressive patient on your own. 

• If possible, have a duress alarm at hand. 

• Always maintain a safe distance when talking to an aggressive patient; this 

should be a minimum of two metres. Keeping at a safe distance may protect 

you from a sudden attack. 

• The best environment is an open area with at least two exits that can also be 

observed by other staff. 

• Ensure there are no potentially dangerous items in the vicinity such as IV 

Poles, needles or scissors. 

• Alert Security (or Police or other staff depending on local arrangements) and, 

if possible, have them located nearby. 

• Remove any items that could be used to grasp you, especially those that 

could be used to choke, such as ties, necklaces, stethoscopes or lanyards. 

Remove hoop-style earrings as they could injure you if grabbed by the person. 

ASSESSMENT IN 

A SAFE 

ENVIRONMENT 

Physical threat of immediate injury to the person or others should be treated 

as an emergency requiring immediate intervention. People who have carried 

out an act of violence prior to hospital arrival should be considered very high 

risk even if they appear calm on initial presentation to the hospital. 

http://www0.health.nsw.gov.au/policies/gl/2013/pdf/GL2013_002.pdf
http://www0.health.nsw.gov.au/policies/gl/2013/pdf/GL2013_002.pdf
http://www0.health.nsw.gov.au/policies/gl/2013/pdf/GL2013_002.pdf
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Interviewing 

strategies 

• Remove any items that could be used as weapons such as pens or mobile 

phones. 

• Remain near an exit, but avoid placing yourself between the patient and the 

exit (often, angry people will wish to leave rather than attack). 
• Never turn your back on a potentially violent patient until well clear. 

• The possibility of hidden weapons should always be considered. 
• Approach in a calm, confident manner and avoid sudden or violent gestures. 

• Have a non-aggressive stance with arms by your side and palms facing outward. 

• Allow the patient ample personal space. 

The initial approach to a patient with disruptive behaviours should be de- 

escalation, de-stressing, distraction and other strategies that focus on 

engagement of the patient. 

• Only one staff member should talk to the patient. 
• Approach in an empathic, confident manner and avoid sudden or violent 

gestures. 

• Present yourself as being calm and in control; this is a powerful de-escalation 

skill. Consider self-calming techniques – such as slowing your breathing and 

counting to three. 
• Have a non-aggressive stance with arms relaxed. 

• Avoid prolonged eye contact, do not confront, and do not corner or stand 

over the patient. 

• Emphasise your desire to help. 

• Offer the patient time to state their concerns; react in a non-judgemental 
way explaining your desire to help sort out their current difficulties. Focus on 

the here and now, and do not delve into long-term grievances or issues. 
• Attempt to ascertain the cause of the violent behaviour. Try to calm the 

patient by responding calmly and evenly. Do not become aggressive or 

threatening in response. 

• Some people will often settle if time is spent calmly discussing their concerns 

and offering suitable support. 
• Try to identify the problem and seek a solution. 

• Encourage the patient to think rather than act on the situation. 

• Courtesies, such as offering a cup of tea (lukewarm), sandwich, access to a 

phone, attending to physical needs, providing an opportunity to rest, can be 

very helpful as is regular orientation to place/person/situation. 

• Getting relatives or trusted staff to talk with the patient may help, although 

they must be protected from attack. Be cautious, though, that the presence 

of relatives may exacerbate the patient’s behaviour. 

• Do not touch the patient without their permission to do so. 

• Encourage the patient to choose help such as agreeing to talk to a mental 
health clinician or accepting medication voluntarily (e.g. ‘It seems to me 
things are a bit out of control. Will you let us help you? This medication will  
help  you.’). 

• If further intervention (such as medication) is required, having a number of 

staff backing up the nominated clinician speaking to the patient (sometimes 

known as a show of force) may facilitate the patient’s co-operation. One 

person should lead the staff and negotiate with the patient. 

• If aggression escalates and violence seems imminent, withdraw from the 

person and mobilise help. If trapped, a submissive posture with eyes averted, 

hands down and palms toward patient may help. If all else fails, lift arms 

to protect head and neck, shout ‘NO!’ very loudly and try to escape. 

DE-ESCALATION/ 

DISTRACTION 
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  LEGAL ISSUES  
Also see Chapter 10 for legal information. 

Under the common law principal of ‘Duty of Care’, involuntary sedation of a 

patient with acute severe behavioural disturbance can be given in an emergency 

situation to save the person’s life or to prevent serious danger to the health of 

others. This includes children and those with alternative consent providers. 

Consent for emergency sedation should be sought from children and 

adolescents (even though it is unlikely to be given) and their parents whenever 

possible. The consent of a parent or guardian is required for treatment for 

children under the age of 14 years. After this age, children may seek treatment 

and give consent on their own behalf, provided they fully comprehend what is 

proposed. The decision to give consent can be made jointly with parents. 

Usually, unless the child objects, a parent or legal guardian is asked for consent 

where a child is 14 or 15 years old. In most cases a person aged 16 and over is 

capable of providing informed consent. 

  SEDATION  
(Note that state-wide guidelines for the sedation of patients with acute severe 
behavioural disturbance in Emergency Departments are in development and the 
medication guidelines below, may be subject to amendment). 

If it appears the aggression is related to a medical or psychiatric condition 
(e.g. delirium or psychosis) AND there are sufficient staff to safely deal with the 

patient AND it is an emergency, restraint and sedation may be appropriate. 

These guidelines are based on the best currently available evidence and clinical 
advice and will regularly be reviewed and modified. 

These guidelines have six parts: 

1. Indications 

2. General principles 

3. Medication for sedation of acute severe behavioural disturbance 

4. Sedation for transport 

5. Post-sedation management 

6. Documentation and reporting. 

1. Indications Sedation may be required for patients whose behaviour puts them or others at 

immediate risk of serious harm, and which is unable to be contained by other 

means. Sedation should only be used when other methods of settling the 

person have failed. 

The most common indication for sedation is acute severe behavioural 

disturbance manifested as threatening or aggressive behaviour, extreme 

distress, self- harming behaviour or imminent suicide. 

2. General principles • This is a guide, not a prescription. 

• There should only be two sedation events in 24 hours. 

• If the patient has a documented individual management plan, this should be 

followed. 

• For children and adolescents, consult with their treating psychiatrist or the 

child and adolescent psychiatrist on call, if such a service is available. 

• Speed of onset and reliability of delivery are the two most important 

factors to consider in choosing a route of administration of sedation in the 

behaviourally  disturbed patient. 

The clinical endpoint 

of oral sedation is 

relief of distress and 

agitation 

Oral sedation is indicated when the patient: 

• can be safely and quickly talked down 

• is not at imminent risk of harm to themselves or others 

• can be safely managed in the ED environment 

• AND they agree to take oral medications. 
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The clinial endpoint of 

parenteral sedation is 

rousable sleep 

Patients considered for parenteral sedation should be discussed with a mental 
health  clinician  first,  where practicable. 

 
Parenteral sedation: 

• Is indicated to control dangerous behaviour and to facilitate assessment 

and management 

• The advantages of intravenous sedation are that the effect is immediate 

and the dose can be titrated. 

• The intramuscular route is preferred by some clinicians as it is may be quicker 
to administer, or, particularly, where venous access is limited or difficult. 

• Should generally be titrated to the point of rousable sleep, not 

unconsciousness 
• Benzodiazepines are generally the medications of first choice as they are 

more sedating and have fewer side effects than antipsychotics 

• For more disturbed patients, a combination of benzodiazepine and 

antipsychotic, at the outset, is recommended 
• Aim to achieve an appropriate level of sedation quickly by using  sufficient 

medication. This requires clinical judgement. Repeated sub-therapeutic doses 
may lead to inadequate control of behaviour and greater total doses of 
medication 

• If doses outside the guidelines are required, consult the on-call consultant 

psychiatrist, emergency physician or other appropriate consultant such as an 

anaesthetist  or toxicologist 

• The use of droperidol has been questioned since 2002 because of a Black 

Box warning in the USA which related to its use as an oral antipsychotic. 

There is no evidence in the literature that the use of parenteral droperidol in 
emergency situations is associated with an increased clinically significant risk    

of torsades de pointes or other dysrhythmias 

• If droperidol is unavailable, haloperidol can be used in similar doses. 

Haloperidol causes less sedation but has increased extrapyramidal side-effects 

when compared to droperidol. It also has a similar, if not greater, risk of 

dysrhythmia 

• Parenteral lorazepam is now available in Australia and may be available in 

some Local Health Districts (contact your Hospital Pharmacy). It is an effective 

parenteral sedative, with fewer side effects and a duration of action between 

that of midazolam and diazepam 
• Use lower doses, and caution, in patients who are frail or medically 

compromised 

• Wherever possible, parenteral sedation should be carried out at a location 

that will be safe (resuscitation equipment available) and provides protection 
of  patient’s  dignity  and  confidentiality 

• Appropriate levels of competence as well as monitoring and resuscitation 

equipment are required wherever parenteral sedation for acute severe 

behavioural disturbance occurs 

• During the intervention it is important to maintain communication with the 

patient, explaining what is happening in a sensitive and professional manner. 

Only one staff member to talk to the patient to avoid negotiation 

breakdown, ‘splitting’ and confusion amongst staff. Explain that the 

medication is to help calm the situation. 
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Post Sedation: 

• The sedated patient is to be monitored in an appropriate clinical area with 

resuscitation facilities available until: 
– They are able to maintain oxygen saturation greater than 95% on room air 

– They have intact airway reflexes 

– Their systolic blood pressure is greater than 100 mmHg (see Post 

Sedation Management below) 

• Always check for pregnancy, allergies, previous adverse drug reaction and 

intoxication  with substances 

• All staff to remove potentially hazardous articles/possessions and be 

equipped with protective gloves and eyewear 

• It may be useful for the ED to maintain an emergency sedation kit containing 

the necessary equipment and medication 

• Be aware of the risks associated with parenteral sedation for behavioural 

emergencies: 
– Respiratory depression, hypotension and dystonia 

– Excess pressure on neck/chest/abdomen 
–   Biting, spitting, scratching and flailing limbs 

– Needle-stick injury. 

 

 

3. Medication for 

sedation of acute 

severe behavioural 

disturbance 

READ THE GENERAL PRINCIPLES ON SEDATION ABOVE BEFORE USING 

THIS  MEDICATION GUIDELINE 

Note that state-wide guidelines for the sedation of patients with acute severe 

behavioural disturbance in Emergency Departments are in development and 

the medication guidelines below may be subject to amendment. 

When parenteral sedation is indicated, IV titration is preferred if IV access 

can be safely established/secured without additional risk to staff and patient. 

IM sedation may be necessary to safely achieve IV access. The clinical end-point 

for parenteral sedation is rousable sleep. 

Where distress and agitation is less, it may be possible to intervene early and 

offer oral sedation to prevent the need for later parenteral sedation. 

Parenteral medication is rarely indicated in the elderly and only after 

specialist consultation. 

Repeated sedation over a short period (hours to several days) may 

cause delirium and other complications, and should be avoided if 

possible. 

If repeated sedation cannot be avoided, a comprehensive clinical 

review by a senior clinician should be performed to guide an 

appropriate plan of management. 
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ADULTS 

ADULTS 

ROUTE 

MEDICATIONS INITIAL 

DOSE 

NOTES CAUTION 

 

 

 

ORAL 

 

 

BENZODIAZEPINE 
(preferred) 

 

Or 

 

Diazepam 
 

5–20 mg 
 

Diazepam (up to 60 mg total per event) 
Diazepam: 

Respiratory 

depression & it 

may take 20–40 

minutes until 

desired effect 

Or 

Lorazepam 
 

2–4 mg 
 

Lorazepam (up to 20 mg total per event) 

ANTIPSYCHOTIC4
 

Olanzapine 
wafer 

5–10 mg Max dose 20 mg total per event 
 

 

 

 

 

IM7
 

 

BENZODIAZEPINE 
(preferred)7

 

Midazolam6
 5–10 mg 

Repeat q 20 min 

(up to 20 mg total per event) 
 

Respiratory 

depression 
Or 

Lorazepam 2–4 mg 
For Lorazepam 2 mg bolus, up to 8 mg 

per event 
Or 

 

BENZODIAZEPINE 
&           

ANTIPSYCHOTIC4
 

Midazolam6
 5–10 mg 

Repeat q 20 min 

(up to 20 mg total per event) 

Respiratory 

depression 

 

Dropiderol 
 

5–10 mg 
Repeat q 20 min 

(up to 15 mg total per event) 

Hypotension 

Dystonic 

reactions 

 

 

 

 

IV1
 

 

BENZODIAZEPINE 
(preferred) 

Diazepam3
 5–10 mg 

Titrate 5 mg boluses every 3-5 min 

(up to max 60 mg total per event) 
 

Respiratory 

depression 
Or 

Lorazepam 2–4 mg 
For Lorazepam 2 mg bolus, max 8 mg 

per event 5 

And/or 

 

BENZODIAZEPINE 
&           

ANTIPSYCHOTIC2
 

Diazepam3
 

 

5–10 mg 
Titrate 5 mg boluses every 3-5 min, 

(max 60 mg total per event) 

Respiratory 

depression 

 

Droperidol4
 

 

5–10 mg 

 

Repeat after 20 min 

(max of 15 mg total per event) 

Hypotension 

Dystonic 

reactions 

 

Precautions: 

1   IV droperidol should be diluted (1 mg/1 ml of normal saline [NS]). 
2   Benztropine 2 mg IV or IM should be used to manage acute dystonia caused by antipsychotics. 

Note: Use with caution in the elderly as benztropine may cause an anticholinergic delirium. 
3   Diazepam should not be diluted for IV administration. Flush with 10–20 ml NS between titrations. 
4   Haloperidol (up to 15 mg per event) can be substituted if droperidol is not available. 
5   If maximum doses have been given as above without achieving control, consult with appropriate specialist. 
6     IV Midazolam is associated with a significant risk of respiratory depression and is not recommended. 

7   Diazepam IS NOT to be used IM due to unreliable absorption when given by this route. 
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OLDER PERSONS 

OLDER 

PERSONS 

ROUTE 

MEDICATIONS INITIAL DOSE MAXIMUM DOSE IN 24 HOURS CAUTION 

 

 

 

ORAL 

BENZODIAZEPINE 
(preferred) 

 

Lorazepam 
 

0.5–1.25 mg 
 

Max dose 7.5 mg (total per event) 

 

Respiratory depression, 

confusion, ataxia 

And/or 

 

ANTIPSYCHOTIC1
 

Olanzapine 

wafer OR 
2.5–5 mg 

 

Max dose 10 mg (total per event) 
Confusion, hypotension, 

bradycardia, ataxia 

Risperidone 0.5–1 mg Max dose 4 mg (total per event) 
Hypotension, sedation, 

ataxia 

 

IM3
 

 

Antipsychotic 
 

Olanzapine2
 

 

2.5 mg 
2.5 mg increments to max dose of 

7.5 mg (total per event). DO NOT 

use if delirious; seek specialist advice 

Confusion, hypotension, 

bradycardia, ataxia 

 

Precautions: 

1 Benztropine 2 mg IV or IM should be used to manage acute dystonia caused by antipsychotics. Note: Use with caution in the elderly 
as benztropine may cause an anticholinergic delirium. 

2   Do not use Olanzapine IM within two hours of parenteral benzodiazepines due to the risk of respiratory depression. 
3   Diazepam IS NOT to be used IM due to unreliable absorption when given by this route. 

 
 
 
 

CHILDREN AND ADOLESCENTS* 

*ROUTE MEDICATIONS INITIAL DOSE MAXIMUM DOSE CAUTION 

 
 
 
 
 

 
ORAL 

 
BENZODIAZEPINE 

(preferred) 

 

Diazepam 

 

0.2  mg  / kg 

 
 

Max dose 10 mg 

Respiratory 

depression, & it may 

take 20-40 minutes 

until desired effect 
And/or 

 
ANTIPSYCHOTIC1

 

(Usage of already 
prescribed 

antipsychotic 
medication 
preferred) 

 

 
Olanzapine 

wafer 

2.5–5 mg for 
children 20–

40 kg 

5–10 mg for 
children 
> 40 kg 

 
 

 
Max dose 10 mg 

 
 

Hypotension 

Dystonic reactions 

Risperidone 
0.02–0.04 

mg/kg 
Max dose 2 mg 

Hypotension 

Dystonic reactions 

 
 
 

IV 1
 

BENZODIAZEPINE 
(preferred) 

 
Diazepam2

 

 
0.1–0.2 mg/kg 

 

Administer boluses slowly over 2–3 

min, max 10 mg total per dose 

 

Respiratory 

depression 

Or 

BENZODIAZEPINE & 
ANTIPSYCHOTIC1

 

Diazepam2
 0.1–0.2 mg/kg 

Administer boluses slowly over 

2–3 min, max 10 mg total per dose 

Respiratory 

depression 

Droperidol3
 0.1–0.3 mg/kg Max dose 10 mg 

Hypotension 

Dystonic reactions 

 
Precautions: 

1 Benztropine should be used to manage acute dystonia caused by antipsychotics. Acute dystonia in children: Benztropine 0.02 mg/kg IV 
or IM in younger children, 1–2 mg IV in older children or adolescents (max 2 mg/dose). 

2   Diazepam should not be diluted for IV administration. Flush with 10–20 ml NS between titrations. 
3   Haloperidol can be substituted if droperidol is not available. 

* The sedation medication guideline for children and adolescents has been endorsed by the Children’s Hospital Westmead Drug 
Committee and Clinical Executive and is included with their permission. 
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4. Sedation for 

transport 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

 
5. Post-sedation 

management 

Consideration also needs to be given to: 

• The type of transport available 

• Duration of the trip 

• Possible delays 

• Provisions made for repeat sedation and pressure area care if necessary. 

DELEGATION OF EXTRA OR RELIEF STAFF ALSO NEEDS TO BE CONSIDERED 

• Once sedated (rousable sleep), a patient may need transport to a mental 

health unit or other facility 
• Transport should only occur when the patient is stable 

• The patient must be able to respond to voice 
• If the patient’s pulse, blood pressure or respiration is outside normal 

limits, transport should be re-considered 

• Transport should only occur when there is an agreed plan with the 

receiving facility for the period of transportation 

• The sedated patient MUST be transported by ambulance, where 

resuscitation equipment is available 

• The patient should be escorted by a clinician with appropriate airway- 

management skills 

• The patient will be constantly observed and vital signs will be regularly 

monitored en route 

• The decision to transport is at the treating doctor’s discretion 

• Documentation of all medication given prior to transportation and en 

route MUST accompany the sedated patient. 

• Vigilant monitoring, particularly for signs of airway obstruction, 

respiratory depression and hypotension during the post-sedation period 

is mandatory 
• It is acknowledged that some flexibility in observations is accepted, so 

as not to unnecessarily wake/irritate the patient further and to 

permit sufficient patient rest 

• The quality and intensity of aftercare provided to sedated behaviourally 

disturbed patients should be the same as that provided to any other 

sedated person 

• Prophylactic benztropine should not be given routinely, particularly in the 

elderly (greater sensitivity to anticholinergic effects). 
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Video surveillance cannot be used as a substitute 

for face-to-face observation. 
 

 

6. Documentation 

and reporting 

Accurate and timely recording of information related to the management 

of acute severe behavioural disturbance is essential. 

Every time sedation is used, documentation in the patient’s medical record 

should contain: 
 

 
 

Post-parenteral sedation care for patients in ‘rousable sleep’ state: 

• Place in head-down Trendelenburg position if possible 

• If not possible, ensure airway is not obstructed 

• Support airway and give supplemental oxygen of 6 l/min if necessary. 

Beware this may obscure the hypoxia of hypoventilation 

• Vital signs and continuous pulse oximetry on room air 

• Person to be constantly observed until they are able to respond 

to verbal stimuli 
• Suggested frequency of vital sign measurement: 

– every 15 min for 60 min, then every 30 min for 4 hours or until awake 

• Watch for early signs of extrapyramidal side-effects (EPSEs) if the patient 

has been given antipsychotic medication. EPSEs can occur up to 48 hours 

after administration 

• Allocate staff to provide reassurance to other patients and their families 

in the vicinity of the procedure 
• Offer staff the opportunity to review and discuss the procedure. 

• Description of the events that contributed to the need for sedation 

• Results of the physical examination of the patient 

• The indication for the sedation 

• A record of the medications administered and the response/ 

effectiveness 

• A record of vital signs made following the use of parenteral sedation 

using the facility’s usual observation charts 

• A record that an explanation of the incident has been given to the 

patient and his/her carers if appropriate. 

Patients commonly find the process distressing. After the patient 

is sufficiently alert and well post-sedation, they should be given: 

• An opportunity to express any concerns they may have about 

the procedure 

• An explanation of the circumstances surrounding and reasons 

for the use of, sedation. 

Any patient who has required IM/IV sedation on more than one 

presentation should have a comprehensive management plan to deal 

with future behavioural disturbance documented in their file. 


