
 

 

 

ACUTE BEHAVIOURAL EMERGENCIES - CHEMICAL RESTRAINT 

 

“Self - Portrait” oil on canvas, 1855, Edgar Degas, Musee d’Orsay. 



“I do not like carriages. One sees no one. That is why I love the omnibus. One can 

observe the people. We were created to observe one another....” 

 

Edgar Degas.  

 

From a long gone world this young man stares out at us from across the abyss of over 

one and a half centuries. His steady gaze remains disconcertingly fixed upon us. He says 

nothing, he simply observes with an unsettling and intelligent intensity, his image forever 

frozen in time. He was christened Hilaire-Germain Edgar De Gas, history remembers 

him more simply as Edgar Degas. 

 

His major works today hang in the greatest Galleries of the world, and sell for untold 

millions on the rare occasions that they come onto the open market, yet he remains a 

total enigma. Even in his own day Edgar Degas was an enigma to his contemporaries. 

Was he a Realist or was he an Impressionist, or was he both? Did he crave the 

acceptance of the Art establishment, or did he really loathe it? Did he seek out fame or 

did fame horrify him? Did he adore women, or was he a misogynist? Did he enjoy the 

company of others, or did he prefer the life of a hermit? The full oeuvre of his work did 

not even become known, until after his death, when hundreds of sculptures were 

discovered in his studio, where he had spent the final years of his life as a recluse. Degas 

could be immensely charming but he also had a sarcastic and cutting wit which could 

deeply wound. He came from a privileged background, indeed an immensely privileged 

background by the standards of many other Impressionist Artists. His family were 

bankers and from the outset he was able to study and pursue his Art free from the 

necessary material imperatives of life that many of his fellow Impressionists were 

encumbered with, though Renoir and Monet did eventually manage to achieve some 

nominal wealth towards the ends of their lives.  

 

History recalls Degas as an Impressionist - indeed he played a predominant part in most 

of the Impressionist exhibitions that occurred between 1874 and 1886 and much of his 

latter work is certainly Impressionist to a modern eye and yet Degas himself refused to be 

called an Impressionist, he always considered himself a Realist painter, a genre that 

flourished in the 1830s to the 1850s, as a reaction against Neoclassical, Academic and 

Romantic painting. 

 

He trained in the classical and traditional methods then promptly became a Realist 

painter - a genre he always associated himself with. Unlike the true Impressionists he 

refused to paint “en plein air”. Of nature so much beloved by Monet, Renoir and his ilk, 

he once wrote, “When we are in love with nature, we never know whether she loves us in 

return - boredom soon overcomes me when I am contemplating nature”. He painted in 

his studio insisting that one should “Reproduce only what has struck you that is the 

essential; in that way your memories and your imagination are liberated from the 

tyranny that nature holds over them”.  

 

So it was not from life but from inside his head that he painted, though he did record 

countless thousands of lightning sketches taken from life that he used later as model 

archetypes for his studio produced works. Though many of his works do indeed depict the 

fleeting moment their production was anything but fleeting - he reworked them 



obsessively over and over, sometimes taking months or even many years before he was 

satisfied! “No art is less spontaneous than mine”, he famously wrote, “What I do is a 

result of reflection and studies of the old masters. Of inspiration, spontaneity, 

temperament I know nothing…It is necessary to execute a motif ten times, a hundred 

times. Nothing in art must look accidental” A very un-Impressionist sentiment!  

 

But by far his most enigmatic trait was his seemingly ambivalent feelings towards 

women, and yet he was obsessed by them. Fully one third of his total oeuvre relates to 

ballerinas alone, and a goodly percentage more to women bathers, the most 

controversial of his work, that even today excites heated discussion amoung Art 

historians and high-end connoisseurs. Many found his depictions of women at their bath 

“animalistic” and degrading.  Previously women were idealized into perfect visions of 

classical beauty and grace - but Degas portrays them in the naturalness and 

awkwardness of intimately personal ablutions. In these works he carried the accusation 

of “keyhole” voyeurism. He unashamedly admitted “...I show them free of any 

coquettishness, like animals when they clean themselves”. “In another age I would have 

painted Suzanna”, he wrote. 

 

But the accusation of misogynist is too harsh. He lost his mother at the age of just 

thirteen years and so spent his teenage years without any real female influence, perhaps 

partly explaining his obsessive fascination with women later in life. Though he never 

married there is no evidence he was ever homosexually inclined, indeed quite the 

opposite. He wrote; “Why I never married? Well I was always afraid that my wife might 

look at one of my paintings and say: “Mmm, very nice dear”...There’s love and there’s 

painting. And we have only one heart”. He did however develop a very close relationship 

with the American Impressionist Mary Cassatt who became almost a mother figure to 

him. It is unknown if the relationship was ever consummated. 

 

It was not only ballerinas he painted, there were also milliners, laundresses, cafe singers 

and prostitutes aplenty, many of the latter works bordering on the pornographic;  and 

much of it destroyed by relatives soon after he died. With his ballerinas and cafe singers 

it was never about the main event, it was the hidden human interactions, the nervous 

anticipation and the tension before the curtains went up that was always of far more 

importance to him than the actual stage performance. He was intensely interested in 

spontaneous human interactions rather than the staged performance - a most 

impressionist trait! 

 

Trained in the classical manner, worshipper of Ingres and Delacroix he fought a battle 

within, never totally rejecting the great traditions of the Renaissance and history but all 

the while irresistibly drawn to the everyday scenes of modern city life. “Oh Giotto, don’t 

prevent me from seeing Paris, and you, Paris, don’t prevent me from seeing Giotto!”, he 

wrote. He emulated the elegant lines of Ingress but with his own vitality of movement and 

with the colour of his friend Manet, that anticipated the fauvists, Matisse, Derain and 

Gauguin, by decades. Like Turner he embraced the modern, “In art you love and you 

produce only what you are used to. Novelty captivates you and then bores you”  - “You 

must have an elevated idea not of what you do, but what you can one day do. Without this 

it is not worth the trouble looking”. He took to the new technological marvel of 



photography, and began to experiment with it as an Art form, before anyone else. In 

another age he would have painted Suzanna, he would also have photographed her. 

 

Edgar Degas today is immensely famous but this was a fortune he was deeply ambivalent 

about. He craved recognition from the sophisticated Art loving Parisians, indeed his 

initial association with the Impressionist salons was not so much about joining their 

cause as about gaining wider recognition for his own works, which he felt the Salon had 

underappreciated. Recognition of his works were one thing, but personal adulation he 

could live without; “I would like to be famous and unknown” he once exclaimed. Degas 

detested the personal spotlight, he much preferred to scrutinize others, he recorded for 

posterity the daily lives not of the great or the powerful but the of the ordinary people of 

a fabulous age - the age of La Belle Epoch. Degas once observed; “I do not like 

carriages. One sees no one. That is why I love the omnibus. One can observe the people. 

We were created to observe one another....” his own words seem a fitting epitaph to his 

work.   

 

Tradition until relatively recently once held that in Emergency Departments the violently 

and/or psychotically agitated would be locked into a “safe room”. Powerful sedating 

antipsychotic agents would frequently be concomitantly employed. There the patient 

remained until these drugs had resolved the psychosis, all the while the patient being 

virtually out of sight and not infrequently out of mind. With a totally inappropriate lack of 

properly trained security staff this was the only methodology that ensured staff safety. 

Unfortunately however the “safe room” did not ensure the safety of the patient 

themselves. Heavy sedation of patients frequently already under the influence of illicit 

drugs, together with a lack of visualization, access and monitoring would not 

uncommonly lead to unfortunate outcomes, usually in form of death from unrecognized 

hypoxia due to hypoventilation and/ or airway compromise. It was clear a more “realist” 

approach would be required than the traditional methods!  

 

Today appropriate security staff, with appropriate training and CODE systems allow for 

the rapid and safe physical restraint of the violently psychotic. Once safe restraint has 

been achieved then powerful chemical sedation can be administered. However once this 

is done we need recall the intensity of the powers of observation of the immortal Edgar 

Degas.    

 

We do not like safe rooms. One sees no one. That is why we love physiological 

monitoring . One can observe the patient. We are created to observe one another! 

 

 

 

 

 

 

 

 

 

 

 



ACUTE BEHAVIOURAL EMERGENCIES - CHEMICAL RESTRAINT 
 

Introduction 

 

Differences in the setting in which acute behavioural emergencies present must be 

taken into consideration.  

 

Broadly speaking these are medical emergency departments, versus psychiatric 

emergency or inpatient facilities. The objectives, risks and, consequently, treatment 

recommendations differ between the two settings. 

 

In acute medical settings the usual problem is violence in the context of acute delirium, 

often secondary to substance intoxication or withdrawal.  

 

The immediate objective is to achieve sedation and hence secure the safety of staff and 

other patients as well as the presenting patient.  

 

Once safety is accomplished, the next priorities are medical assessment and investigation 

where warranted to reach a diagnosis and institute appropriate medical management.  

 

In acute medical settings cardiorespiratory resuscitation resources are immediately 

available and staff are highly trained and experienced in their use. Therefore, adverse 

cardiorespiratory consequences of drugs can be readily managed and sedation, to the 

point of paralysis with supported ventilation when necessary, can be safely implemented. 
1 

Acute behavioural emergencies can arise from: 

 

● Drug related affects: 

 

♥ Including and in particular, alcohol, sympathomimetic and 

hallucinogenic agents. 

 

♥ Withdrawal syndromes. 

 

● Psychiatrically disturbed patients.   

 

● Extreme anti-social/ personality disordered patients. 

 

● Medical conditions that can lead to an acute delirium. 

 

Note that first three causes often occur in combination, and at first assessment it is 

usually impossible to distinguish the relative contributions of each.  

 

It is the first 3 conditions, rather than a medical condition which more commonly lead to 

extreme agitation. Nonetheless medical conditions always need to be considered in the 

differential diagnosis of these presentations. 

 



When a patient’s behaviour is such that there is a significant threat to staff and/ or 

themselves, then emergency chemical sedation (or chemical restraint) may be 

required.  

 

When a decision is made that chemical sedation is necessary, the first priority will 

be to gather appropriate security and police staff to physically restrain the patient. 

If these resources are not immediately available, then the appropriate 

Violent/Aggressive person Code should be activated according to hospital 

guidelines. 

  

See also separate document on: 

 

● Acute Behavioural Emergencies - Physical Restraint (in Psychiatry folder). 

 

Legal considerations 

 

By restraining someone physically or chemically, you are removing the patient from his 

or her legal rights.   

 

All caution should therefore be taken to consider available treatment options before 

considering chemical sedation.   

 

Factors relating to duty of care, and the need for psychiatric assessment and treatment 

need to be taken into consideration. 

 

Clinical Assessment  

 

Assessing these patients is usually done in conjunction with specialized mental 

health workers. 

 

It is essential that appropriate security staff and/ or police are near at hand at all 

times during this assessment, to ensure staff safety.  

 

Factors that need to be considered before ordering chemical sedation include: 

 

1. The patient has become a serious threat to staff and/ or to themselves, (in 

particular staff feel directly threatened). 

 

2. The patient does not appear to be able to make a rational decision. 

 

3. Other less restrictive options have been considered, such as recruiting family 

members or trusted friends to assist in the patient’s management.  

 

4. The patient needs urgent medical assessment, intervention or treatment. 

 

 

 

 



Preparation 

 

Note that in emergency situations, it is not necessary for patients to be 

recommended by Psychiatry, for chemical sedation to be initiated.  

 

If recommendation is necessary, the “paper work” for this may be completed at a 

later time, when the situation has been stabilized. 

 

When a decision is made that chemical sedation is necessary, the first priority will 

be to gather sufficient and appropriate security staff and/ or police members to 

physically retrain the patient, as necessary.  

 

If these resources are not immediately available, then the appropriate 

Violent/Aggressive person Code should be activated according to hospital 

guidelines. 

 

Physical restraint will need to occur in one of the resuscitation cubes, as ongoing 

physiological monitoring will be necessary once the patient has been sedated. 

 

Note that any patient who has had parenteral sedation must thereafter be observed 

in a monitored cubical.  

 

To adequately restrain and administer sedative drugs in this situation a team of at least 5 

staff / security members will be required (one to immobilize each limb plus one staff 

member to direct/order/administer medication).   

 

Staff and security members should wear gloves. Protective facemasks may also be 

required. 

 

Have all drugs drawn up and equipment (swabs, tourniquets, blood tubes) ready 

and on hand. 

 

Investigations 

 

Once the situation has been stabilized, ie the patient is either (or all of): 

 

● Adequately sedated, (see management section below) 

 

● Co-operative 

 

● Appropriately restrained 

 

Investigation can take place, if indicated and according to clinical suspicion for any given 

condition. 

 

Commonly however, other than glucose, alcohol levels, or paracetamol levels, 

extensive investigation will not be necessary. 

 



In general terms the following may be considered: 

 

1. Blood tests: 

 

 ● FBE 

 

 ● CRP 

 

 ● U&Es 

 

 ● Glucose 

 

 ● Blood alcohol 

 

 ● Serum paracetamol 

 

 ● LFTs 

 

Others such as blood cultures for “septic work-up” are done as clinically 

indicated. 

 

2. ECG: 

 

● A baseline ECG is useful, if it can be safely obtained, but is not an 

immediate priority. 

 

3. CT scan brain: 

 

● This is not “routinely” indicated, and is impossible in an uncooperative 

and violent patient. 

 

● If it is considered that there may be a significant associated organic brain 

pathology, then intubation and anaesthesia may be required to do this 

investigation safely. 

 

 The risks verses the benefits of doing this will need to be taken into 

careful consideration. 

 

4. Urine drug screens: 

 

● These do not assist immediate management and so are not immediately 

 necessary. 

 

● They are however useful in the retrospective sense of documenting the 

nature of a patient’s presentation for future reference, (i.e was it a drug 

related event?). Patients will rarely co-operate if requested to provide a 

urine sample.  

 



 If the heavily sedated patient requires urinary catheterization for another 

medical reason, then a urinary drug screen may be considered.  

 

Management 

 

Route of drug administration 

 

Once the patient has been adequately restrained, chemical sedation can proceed. 

 

Parenteral drug administration to a highly agitated patient poses a significant 

needle stick injury risk to staff. 

 

For this reason initial sedation may best be achieved by the intra-muscular route.  

 

It is essential that adequate restraint (in addition to the physical restraints if these have 

been applied) is applied by security staff, when the injection is given, in order to further 

minimise the risk of needle stick injury to staff. 

 

Once the patient is somewhat sedated and/ or more cooperative IV access may be 

attempted, in order to take any required blood tests.  

 

Any ongoing sedation can then be titrated intra-venously.  

 

The intra-venous route gives:  

 

● A quicker 

 

● More predictable 

 

● More reliable  

 

● More finely titratable, 

 

response than does the intra-muscular route.   

 

Drug options 

 

The aim of emergency chemical sedation is too quickly and safely sedate the patient to a 

level whereby their symptoms are controlled, they can be adequately managed and no 

longer pose a threat to themselves or to staff. 

 

The best agents to use for these purposes are benzodiazepines and anti-psychotic 

agents. 

 

Benzodiazepines provide effective sedation.  

 



Anti-psychotic agents are somewhat less sedating but help control any associated 

psychotic symptoms and are useful in cases where benzodiazepines prove 

insufficient.  

 

Benzodiazepines: 

 

Benzodiazepines are the best agent to use for rapid and safe emergency sedation. 

 

Midazolam and diazepam may be used. 

 

Midazolam is usually preferred, as it can be given IM as well as IV, (diazepam is not as 

effective IM), and is shorter acting allowing for more titratable control. 

 

Initial midazolam IM dose:  5-10 mg 

 

IV midazolam titratable dose: 2.5-5.0 mg 

 

Half these doses should be used in the frail elderly patient. 

 

All doses should be titrated slowly to clinical effect. 

 

For titrating midazolam: 

 

● Midazolam 2.5 to 5 mg IV, repeated every 3 to 4 minutes, titrated to clinical 

 response, up to a maximum of 30 mg. 1 

 

● If elderly or debilitated, use smaller doses; 1-1.5 mg IV initially. 1 

 

The total dose required for an adequate effect can range up to 30 mg in the younger 

extremely agitated patient. Higher doses will also be required in patients who are chronic 

abusers of alcohol or benzodiazepines. 1 

  

If adequate control is not achieved after 30 mg has been given, the patient may be unable 

to be sedated with benzodiazepines, (either because of extreme agitation or prior 

habituation from chronic abuse). 1 Alternative agents may then be required. 

 

Anti-psychotic agents: 

 

The addition of an anti-psychotic agent may be required when large doses of 

benzodiazepine have been reached without an adequate effect. 

 

The addition of these agents is helpful for controlling psychotic symptoms, such as 

delusions, paranoia or hallucinations.   

 

The most commonly used agents are: 

 

● Droperidol 

 



● Haloperidol  
 

● Olanzapine 

 

Droperidol is more sedating than haloperidol. 

 

There is some concern regarding both these agents and their effects on cardiac QT 

intervals and the subsequent risk of the development of arrhythmias. These effects 

however are rare. 

 

Droperidol has been said to be more of a risk in this regard, however this is disputed by 

some authorities who believe that the risk with this agent has been overstated.  

 

Droperidol is preferred by some authorities over haloperidol for behavioral emergencies 

because it is more sedating, has a quicker onset of action, a shorter half-life and is less 

cardiotoxic than haloperidol 

 

Either way the important point is that patients who receive these agents, in larger doses 

for the purpose of chemical restraint, should be closely monitored in a resuscitation 

cubicle.   

 

In all cases, undertake close post-medication monitoring. 

 

Droperidol: 

 

Give: 

 

● Droperidol IM dose: 2.5-10 mg. 1 

 

This can be repeated after at least 20 minutes, titrated to clinical response, 

up to a maximum of 20 mg in 24 hours. 

 

OR 

 

● Droperidol IV: 1 

 

2.5 to 5 mg IV, repeated every 3 to 4 minutes, titrated to clinical response, up 

to a maximum of 20 mg. 

 

Olanzapine: 

 

● Olanzapine 5 to 10 mg IM, repeated every 2 to 4 hours, titrated to clinical 

 response, up to a maximum of 30 mg in 24 hours 1 

 

OR 

 

 



● Olanzapine 5 mg IV, repeated every 5 minutes, titrated to clinical response, 

 up to a maximum of 20 mg. 1 

 

Olanzapine is not currently approved for intravenous use in Australia, but research 

supports its use by this route. 4 

 

The intramuscular formulation of olanzapine can be used for intravenous 

administration.  

 

Intravenous olanzapine has the same onset of action as droperidol, but it is longer 

acting so there may be less need for re-sedation. 1 

 

Haloperidol: 

 

Give: 

 

Haloperidol IM dose: 5 to 10 mg IM, up to 20mg in 24 hours. 1 

 

IM dosing is preferred to IV dosing to lessen possible cardiotoxic effects. 

 

Half these doses should be used in the frail elderly patient a general rule. 

 

See also latest Therapeutic Guidelines for full prescribing details.  

 

Long acting atypical anti-psychotics: 

 

In cases of less extreme behavioural disturbances, the IM administration of a longer 

acting anti-psychotic preparation may be desirable. 

 

Current examples of these agents include: 

 

● Clopixol-Acuphase (zuclopenthixol acetate). 

 

See latest edition of Therapeutic Guidelines for full prescribing details. 

 

Ketamine: 

 

A small number of acutely severely disturbed patients may not be adequately sedated 

with benzodiazepines/ antipsychotic medications. 

 

Studies have shown that the “third line” agent ketamine is effective for acutely severely 

disturbed patients who fail to be adequately sedated with benzodiazepines and/ or 

antipsychotic agents in the out of hospital settings of ambulance road transport and 

aeromedical retrieval, (see Ketamine document). 

 

The is also recent evidence that ketamine is a useful third line agent in the in-hospital 

setting of the Emergency Department. 

 



The combination of benzodiazepines and antipsychotic agents results in increased airway 

complications compared to antipsychotic agents alone.  

 

In fact the additional use of ketamine after droperidol for difficult-to-sedate patients with 

severe acute behavioural disturbance appears to provide a safer option in this patient 

group compared with the combination of droperidol and benzodiazepines. 3    

 

Optimal dosing is: 3 

 

● Ketamine 4-5 mg/kg IM 

 

Or 

 

● Ketamine 1 mg/kg IV 
 

Monitoring and observation 

 

Aggressive and uncooperative patients are usually not able to be monitored with 

equipment leads, (NIBP, pulse oximeter, ECG) and so close and continual visual 

observation is very important.  

 

Once a patient has been adequately sedated, then close ongoing physiological 

monitoring is important. 

 

The degree of monitoring that is undertaken will be tempered by the degree to which the 

patient has been sedated. 

 

Monitoring includes: 

 

● Pulse and respiratory rate 

 

● An initial temperature should be recorded  

 

● Pulse oximetry 

 

● ECG 

 

● Blood pressure 

 

● Close monitoring of conscious state and airway adequacy. 

 

Benzodiazepine effects can be reversed if necessary with flumazenil.  

 

● When anti-psychotic agents have been given, observing for extrapyramidal 

adverse effects (tremor, akathisia, dystonia and especially laryngeal spasm, 

although this is very rare).  

 

Extrapyramidal adverse effects can be reversed with IV benztropine.  



 

● Note that “prophylactic” benztropine should not be given routinely (for these 

uncommon side effects) particularly in older patients who are more sensitive to 

anticholinergic effects. 1 

 

Documentation: 

 

In addition to the usual medical record and nursing observation charts, specific hospital 

sedation charts will also need to be filled in.  

 

Disposition: 

 

Following emergency sedation, a period of close observation will be necessary until the 

patient becomes fully alert.  

 

Full psychiatric assessment can then proceed at this point and a disposition plan can be 

established which may involve certification of the patient for further inpatient 

assessment, monitoring and treatment. 
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