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1 Background 

This document sets out the Northern Devon Healthcare NHS Trust (NDHT)’s system 
for rapid tranquilisation. It provides a robust framework to ensure a consistent 
approach across the whole organisation. 

The management of disturbed, potentially dangerous behaviour with due regard for 
the safety and dignity of service users is an important part of daily work of NDHT. 
The use of injectable medication to manage disturbed/violent behaviour is only one 
therapeutic approach to care and should not be used first line. In addition to this 
procedure, staff must be familiar with related Trust policies including the: 

 Consent Policy   

 Medicines Policy  

 Mental Capacity Act Policy  

 Restraint Policy  

 Resuscitation Policy  

If an intramuscular (IM) antipsychotic or benzodiazepine is prescribed as an 
alternative route of administration, where an individual is refusing the oral drug, but 
they are otherwise not acutely disturbed, then this is NOT rapid tranquillisation. The 
drug in this case should be prescribed on the PRN section of the main drug chart and 
clearly marked that it is not to be used as part of rapid tranquillisation (RT) – there is 
no need for it to be prescribed on the RT chart or for an incident report to be 
completed.  It should be noted that for many drugs, this would be an unlicensed 
indication. If there is any doubt whether the prescription falls within the criteria of 
rapid tranquillisation, then it must be treated as rapid tranquillisation and this protocol 
followed fully. 

 

http://ndht.ndevon.swest.nhs.uk/policies/?p=171
http://ndht.ndevon.swest.nhs.uk/policies/?p=2144
http://ndht.ndevon.swest.nhs.uk/policies/?p=7230
http://ndht.ndevon.swest.nhs.uk/policies/?p=5389
http://ndht.ndevon.swest.nhs.uk/resuscitation/resuscitation-policy/
http://ndht.ndevon.swest.nhs.uk/resuscitation/resuscitation-policy/
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2 Purpose 

2.1 To provide recognised practice standards to which staff should adhere. This 
guidance applies to all staff who are involved in the prescription or 
administration of medication for the control of disturbed behaviour.  

 
2.2 The aim of the intervention is an emergency measure to quickly calm a person 

down, and reduce the risk of further violence and harm to themselves or others, 
rather than treat any underlying mental illness. The objective is not to induce 
sleep or unconsciousness, but to promote a calmer state where the individual is 
still able to participate in further assessment and/or treatment, and retain their 
dignity and safety if challenging behaviours are placing this at risk.  

 

2.3 Rapid tranquilisation should only be given by or under the direct supervision of 
appropriately trained and experienced senior medical staff, with access to 
appropriate monitoring, rescue drugs, equipment for managing airway and 
circulatory emergencies, and with sufficiently trained and experienced nursing 
staff available in order to safely observe the patient. 

 
2.4 Rapid tranquillisation with injectable medication should be considered in the 

following circumstances, where oral therapy has not been effective and/or a 
person with disturbed mental functioning: 

 

 Is exhibiting behaviour that is destructive, dangerous or aggressive 
either to themselves or others  

 Is at risk of exhaustion 

 Needs rapid calming to alleviate immediate and severe distress 

This procedure applies to all medical and nursing staff who are involved in the 
prescription or administration of medication for the control of disturbed behaviour.  

3 Definitions  

3.1 Rapid Tranquillisation (RT) for the purpose of in this procedure refers to the 

appropriate use of injectable medication to manage violent behaviour safely 
and effectively, or to manage behaviour in individuals which if it does not stop 
it is thought will result in harm to the individual or others. The aim of the 
intervention is an emergency measure to quickly calm an individual down and 
reduce the risk of further violence and harm to themselves or others rather 
than treat any underlying mental illness.   

This procedure only covers the use of injectable medication for RT. Other 
interventions including verbal de-escalation and oral medication are beyond 
the scope of this procedure but must be considered prior to proceeding with 
injectable medication.  

3.2  Physically frail adults are defined as older adults, those with a co-morbid 

medical condition, or those who are underweight. 

3.3 An episode is defined as the time from which RT is administered until the 

situation has resolved and the individual requires no further intervention at 
this time. 
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4 Responsibilities  

4.1 This procedure applies to all people using services who require rapid 
tranquillisation with injectable drugs. 

4.2 The Drugs and Therapeutics Committee are responsible for ensuring that 
resources and mechanisms are in place for the implementation, monitoring and 
review of this procedure. 

4.3 Clinical Directors and Divisional General Managers are responsible for the 
implementation of the procedure in their own areas and should ensure that 
there are robust systems in place to monitor training and incident recording and 
post incident support.  

4.4 Ward/Team Managers are responsible for ensuring that; 

 

 They have a planned programme of training for staff in restraint and 
conflict resolution, to include holding the patient for the injection of rapid 
tranquilisation, as outlined in this procedure. Working to the principles of 
least intervention for least amount of time to achieve the required 
outcome. 

 They have the appropriate medical equipment available on the ward to 
allow the correct monitoring of the individual where rapid tranquillisation is 
administered (i.e. pulse oximeter) 

 The appropriate medication for rapid tranquillisation and for the 
emergency management of side effects of rapid tranquillisation is 
available on the ward.  

 A valid prescription for the administration of RT 

 An incident report form is completed every time an individual is given 
rapid tranquillisation 

 Best interests assessments are completed in the documentation which 
describe the decision making and care planning in regard to the 
implementation of this procedure 

4.5 All staff administering or prescribing rapid tranquillisation have a responsibility 
to ensure that: 

 They complete rapid tranquillisation training and updates  

 They follow NDHT rapid tranquillisation procedure and protocol (Appendix 
A and B) 

 An incident report is completed each time rapid tranquillisation is 
administered 

 Family visitors and significant others understand the effects of rapid 
tranquilisation and why the decision was made to commence this 
treatment option  

 The situation should be regarded as a psychiatric emergency and the 
patient should be referred to mental health services urgently for a 
psychiatric assessment as soon as the patient is medically fit for 
assessment. 
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4.6  All staff working within the hospital have a responsibility to ensure that: 

 If a patient with a mental health problem becomes aggressive or violent 
they are not excluded from the emergency department or inpatient ward.  

4.6 Rapid tranquilisation can only be authorised and prescribed by a doctor. If 
following the administration of rapid tranquillisation an individual becomes 
medically unwell then the on call medical team must be contacted for advice and 
to assess the person. 

5 Principle considerations for Rapid Tranquilisation 

5.1 Once all verbal de-escalation and other interventions have been attempted to 
address the behaviours defined, the decision to proceed with RT should be 
made if these strategies do not bring about the desired outcomes.  

5.2 RT must only be employed when it has been established that the risk of not 
doing so is greater than the risk of acute pharmacological treatment. Caution 
must always be exercised as there are serious adverse reactions associated 
with RT, which may result in fatality, especially where the individual is unknown 
to the services and their reaction to medication is not predictable. 

5.3 Where RT is appropriate, non-pharmacological strategies should be deployed 
alongside RT. The combined use of multiple strategies is likely to augment the 
effect and desired outcome.  

5.4 All medication used in rapid tranquillisation must be given time to work before 
further medication is administered. A minimum of 30 minutes is recommended.  

5.5 Patients may have an advance decision which may be documented in the 
patient’s care plan and healthcare records. The patient’s preferences should be 
adhered to if clinically appropriate. 

5.6 Where an advance decision is not available, the individual must be (wherever 
possible) given the opportunity to make an informed choice about the treatment 
they receive. If the individual is unable to make his/ her preference known, or is 
not considered to have capacity to do so, then this should be recorded in the 
notes and medication prescribed and administered in accordance with the 
NDHT RT prescribing protocol. 

5.7 The administration of RT to an individual is likely to be distressing for other 
individuals, visitors and relatives to witness. Every reasonable effort should be 
made to ensure that it is delivered in a private area of the ward where 
maximum attention can be paid to the dignity of the individual. It is accepted 
however, that there will be circumstances which will necessitate the restraint of 
an individual in areas which are not particularly private. Such circumstances 
include: 

 Where during the course of negotiation, an individual becomes 
aggressive and immediately attempts to attack others. 

 Where the level of resistance and aggression from an individual has 
reached a threshold that meant relocation to a private area would involve 
unnecessary risk. 

5.8 Risks 

  The risks with any rapid tranquilisation procedure are: 

 Over sedation causing loss of consciousness and alertness. 
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 Loss of airway. 

 Cardiovascular or respiratory collapse.  

 Interaction with other prescribed medication. 

 Damage to the therapeutic relation. 

 Underlying co-incidental physical conditions. 

 Seizures 

 Akasthesia, dystonias and dyskinesias 

 Neuroleptic malignant syndrome 

 

5.9 Physically frail people or those with dementia 

  The use of rapid tranquillisation in people who are physically frail should be 
rare, but it is recognised that there are specific circumstances where its use will 
be considered appropriate. The decision to use RT in physically frail individuals 
must always be made jointly by the MDT, and wherever possible seek peer 
support staff working in adult services with more experience in the use of this 
intervention.  

 Physically frail individuals are more likely to have concurrent medical conditions 
(such as cardiovascular, respiratory and/ or neurological disorders), and are 
therefore potentially at a greater risk of experiencing adverse effects of 
medication used for RT (i.e. antipsychotics are known to increase risk of CVE 
in individuals with a diagnosis of dementia).  

 Rapid tranquilisation is NOT appropriate for the management of behavioural 
and psychological symptoms of dementia (BPSD), unless presentation is acute 
physically violent/ aggressive behaviour with imminent risk of harm.  

 

 5.9.1 General considerations for those who are physically frail: 

 ‘Start low & go slow’ with respect to doses of medication prescribed 

 Absorption and onset of action may be delayed- this must be taken into 
consideration before administering further doses if initial response to 
treatment poor 

 Older people may have a larger volume of distribution, leading to longer 
duration of action and possible accumulation of medication, therefore 
increasing risk and duration of adverse effects experienced. 
 

 5.9.2 General considerations for those with dementia: 

The use of antipsychotics in people with a diagnosis of dementia is associated 
with an increased risk of cerebrovascular adverse events and an increased risk of 
all-cause mortality. the use of antipsychotics should generally be avoided in these 
patients, and should only be considered where treatment with benzodiazepines 
alone have been ineffective and where risks associated with RT are considered 

less than no treatment. 
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5.10 Learning disabilities: 

 Individuals with learning disabilities may carry an increased risk of certain 
health complications such as cardiac and respiratory disorders, which 
contribute to the potential hazards associated with restraint and the 
administration of medication for rapid tranquillisation. There is also a higher 
rate of under detected visual and hearing problems, and people with learning 
disabilities may also have an altered threshold to pain.  

5.11 Pregnant Women: 

 Special provision should be made for women who are suspected or known to 
be pregnant in situations where interventions for the management of disturbed/ 
violent behaviour are needed. Non-pharmacological approaches must be used 
in preference to medication, but in circumstances where RT is indicated the 
Pharmacist or Hospital Pharmacy Department must be contacted for the latest 
advice and information about the use of medication during pregnancy. 

 When choosing an agent for rapid tranquillisation in a pregnant woman, an 
antipsychotic or a benzodiazepine with a short half-life should be considered; if 
an antipsychotic is used, it should be at the minimum effective dose because of 
neonatal extrapyramidal symptoms; if a benzodiazepine is used, the risks of 
floppy baby syndrome should be taken into account 

5.12 Alcohol Withdrawal 

 This is dealt with under the alcohol withdrawal management guideline, which is 
available on BOB. 

5.13 Adolescents 

 Where the individual is under 18 and is not considered to have the capacity to 
consent the parents/ guardians should be informed of the situation and consent 
sought for such treatment to be administered wherever possible. The drugs 
used may not be licensed for use in people under 18 years old and this should 
be considered prior to administration of drugs to adolescents. 

5.12 Concurrent physical illness 

 When prescribing RT for patients with renal or hepatic impairment, an organic 
disorder/delirium, or alcohol or drug intoxication, consult the current edition of 
the BNF and the Summary of Product Characteristics for the product to obtain 
further information. 

  Extreme care is needed in the following circumstances: 

 Congenital prolonged QTc syndromes present 

 Concurrent prescription or use of other medication that lengthens QTc 
interval. Many psychotropic drugs affect the QTc interval, including 
antipsychotics, tricyclic antidepressants and lithium. This risk may be 
increased by the co-administration of other drugs also known to affect the 
QTc interval e.g. anti-arrhythmics, anti-histamines 

 the presence of disorders affecting metabolism e.g. hypo and hyperthermia, 
stress and extreme emotions and extreme physical exertion 



Rapid Tranquilisation Policy v2.0 May 2019   
FINAL 16.5.19   

Pharmacy   
Rapid tranquilisation policy v2.0 May 2019  Page 9 of 14 

6 The Use of Medication: General Principles 

6.1 RT should never be used as first line management for aggressive/ violent 
behaviour. 

6.2 Medication will be prescribed on the medication chart. Observations must be 
recorded following injection, every 15 minutes, due to the risk of developing 
arrhythmias, and other adverse effects associated with prescribing medication 
indicated for rapid tranquilisation. Monitor side effects and the patient’s pulse, 
blood pressure, respiratory rate, temperature, hydration, O2 saturation and 
consciousness at least every hour until there are no further concerns about 
their physical health status. Consider an ECG following the administration of an 
antipsychotic as rapid tranquilisation. A sedated or unconscious person must 
have a nurse with them at all times until they are alert and responsive 

 
6.3 The reason for prescribing any medication for an acutely disturbed individual 

must be documented, and the response to medication recorded. 
 

6.4 A second dose of RT should be avoided due to the risk of over sedation, 
cardiotoxicity, respiratory depression and extra-pyramidal side effects.  

6.5 A Trust incident report form must be completed for each situation where RT is 
required. The outcome of the intervention must be recorded. 

 

7 Choice of Medication 
 

The individuals’ previous response to medication should always be considered 
when deciding on the choice of drug and dose to use during rapid 
tranquillisation. Repeated or prolonged restraint carries significant risks, 
therefore ensuring adequate treatment is essential. 

 
 Other medication that the patient has received in the previous 24 hours should 

be considered. If the patient has received benzodiazepines or antipsychotics 
via any route, the administration of RT exceeds the BNF maximum dose. 

 
 Consider and appropriately treat other medical conditions i.e. acute infection, 

intoxication, delirium, discomfort, pain, side effects from other medication. 
 
7.1   Lorazepam IM 

 Benzodiazepines are an appropriate first line choice for the majority of 
people. 

 It may take up to 60 minutes to see the full effect 

 In healthy adult, a 2mg dose may be given an repeated after 60 minutes 
if needed (caution respiratory depression if more than 2 doses given) 

 In physically frail adults or those with dementia, a 1mg dose may be 
given and repeated after 60 minutes if needed (caution respiratory 
depression if more than 2 doses given). 

 Guideline maximum dose (including oral): 0.12mg/kg/24 hours 

(equates to 8mg in 70kg person) in healthy adults, and 0.06mg/kg/24 
hours in physically frail adults or those with dementia. 
 

 7.2  Olanzapine IM 

 Do not give within one hour of a benzodiazepine. 
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 Used for sedative rather than antipsychotic properties. Caution if 
already on antipsychotics due to risks of high dose antipsychotics. 

 It may take up to 45 minutes to see the full effect 

 Avoid in physically frail adults or those with dementia. 
 A 10mg dose may be given initially, and a 5-10mg dose may be 

repeated after 2 hours if needed. 

 Guideline maximum dose (including oral): 20mg/24 hours 
 
 7.3  Midazolam IM 

 Second line choice, should only be chosen when lorazepam is 
unavailable. 

 Midazolam is associated with a higher rate of respiratory depression 
than lorazepam. 

 It may take up to 30 minutes to see the full effect. 

 In healthy adults, a 5mg dose may be given and repeated after 60 
minutes if needed. A maximum of 15mg/24 hours may be given. 

 In physically frail adults and those with dementia, 2.5mg may be given 
and repeated after 60 minutes if needed. A maximum of 7.5mg/24 hours 
may be given. 

 Emergency resuscitation equipment must be available, including 
flumazenil in case of severe respiratory depression. Midazolam acts for 
a longer period than flumazenil.  

8 Mental Health Act Status 
 If rapid tranquillisation is required, an individual may be able and willing to consent to 

RT, however generally it will need to be administered under either Part IV of the 
Mental Health Act or under common law, or under the Mental Capacity Act.  

  
 8.1  If rapid tranquillisation is required for an individual not detained under the 

Mental Health Act, a capacity assessment should be done. 

 If the individual is assessed as lacking capacity, then RT would be 
administered, using the principles of the Mental Capacity Act 2005 following 

best interest guidelines. 

 If the individual is assessed as having capacity, then in rare situations RT can 

be administered, using the common law doctrine of necessity.  

 It is essential where the clinical situation reaches the point where urgent RT is 
required for an informal patient with a mental disorder, and where they are 
liable to be detained in hospital (which would be the usual situation), that a 
Mental Health Act assessment is completed as a matter of urgency. The 
individual should be placed on a section 5(2) or 5(4) pending a formal Mental 

Health Act assessment. 

9 Post Incident Review 
9.1  A post incident review should take place as appropriate. 
 
9.2 Following any intervention for the acute management of disturbed behaviour, 

the individual involved must be given the opportunity to talk to a member of 
staff about the incident. Every effort must be made to establish whether the 
patient understands why this happened. This must be documented in the 
patient’s notes.  
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9.3 After treatment of an acute disturbance, the MDT must discuss the future 

management and treatment for the individual involved. This should involve the 
individual (and parents/guardians/carers) where possible. The discussion 
should be documented in the medical notes. 

10 Monitoring Compliance with and the Effectiveness 

of the Guideline 

10.1 Standards/ Key Performance Indicators 

10.1.1. Key performance indicators comprise: 

 Reduction in the number of inappropriate uses of the procedure 

10.2 Process for Implementation and Monitoring Compliance 
and Effectiveness 

19.2.1. Line managers are responsible for ensuring this procedure is implemented 
across their area of work 

19.2.2. Monitoring compliance with this procedure will be the responsibility of the 
STAG. This will be undertaken by review of incidents related to use. 

19.2.3. Where non-compliance is identified, support and advice will be provided to 
improve practice.  

10.3 References  

Department of Health: Mental Health Act 1983 & 2007 

NICE (2005) Clinical Guidelines for the Short Term Management of Disturbed/ violent 
behaviour in psychiatric in-patient settings and accident and emergency 
settings.CG25 

NICE (2015) Violence and aggression: short-term management in mental health, 
health and community settings NG10 

Taylor D, Paton C, Kapur S (2018) The Maudsley Prescribing Guidelines 13th 
Edition: Acutely disturbed or violent behaviour pg 54-65 

10.4 Acknowledgements 

Policies from other trusts: Devon Partnership Trust (2018) 
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 Restraint Policy  

 Resuscitation Policy  

 

 

 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

 
 

 
 
 

http://ndht.ndevon.swest.nhs.uk/policies/?p=5389
http://ndht.ndevon.swest.nhs.uk/policies/?p=53
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Appendix A: Rapid Tranquilisation Protocol for 

patients over 16 years 

• Must be read in conjunction with procedure 
• Aim to calm the person and reduce the risk of harm to the person and others  

• Facilities for resuscitation and emergency medication must be available  
• Continue to use non-drug approaches throughout rapid tranquilisation 

 

 
 

 

Lorazepam 2 mg IM (maximum 0.12mg/kg/24 hours) 
Dilute 1:1 w ater for injection OR normal saline  

OR 

Olanzapine 10mg (maximum 20mg/24 hours) 
OR 

Midazolam 5mg IM (maximum 15mg/24 hours) 

Consider alternative 
intervention(s) first 
before proceeding  

NO 

YES 

Monitor for response and adverse effects. Nursing and Medical Team to review. 

Repeat Lorazepam up to 2mg (maximum 0.12mg/kg/24 hours) 

Dilute 1:1 w ith w ater for injection OR normal saline 

Repeat olanzapine 10mg (maximum 20mg/24 hours) 

DO NOT USE OLANZAPINE IF IM LORAZEPA M OR MIDAZOLAM HAVE BEEN GIVEN 

SEEK URGENT ADVICE FROM THE RESPONSIBLE CONSULTANT & CONSIDER SPECIALIST 
TREATMENT OPTIONS 

 
 Repeat Lorazepam IM & consider use of ‘adult’ doses (caution with accumulation) 

 Consider promethazine IM if lorazepam contra-indicated or for benzodiazepine tolerant person 
 

Contact NDHT Pharmacist to discuss treatment options where required  

Plan for the 24 hours after successful rapid tranquilisation 
Review physical health status and continue physical monitoring as medically required  
Contact DPT Liason psychiatry 
Review the need for regular anti-psychotics or sedatives 
Review medication as required 

Complete an incident form  

YES 

YES 

NO 

NO 

After a period of at least 30 minutes, is response to treatment positive? 

After a period of at least 30 minutes, is response to treatment positive? 

Doctor to consider: 
Is oral medication unsuccessful? 

OR 
Is the patient refusing oral medication? 

OR 
Is there a serious risk to person from restraint? 

Check medication administered in previous 24 hours to ensure BNF limits for antipsychotics are not exceeded 
without advice from senior doctor. Consider and appropriately treat other medical conditions i.e. acute infection, 

intoxication, delirium, discomfort, pain, side effects from other medication.  
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Appendix B: Rapid Tranquilisation Protocol for physically 

frail adults over 18 years or those with dementia 

 

 Must be read in conjunction with the restraint policy and the procedure attached 

 Aim to calm the person and reduce the risk of harm to the person and others  

 Facilities for resuscitation and emergency medication must be available  

 Continue to use non-drug approaches throughout rapid tranquilisation 
 

 
 
 

 

 

Lorazepam 0.5mg-1mg IM 
(maximum 0.06mg/kg /24 hours) 

Dilute 1:1 water for injection OR normal saline 
OR 

Midazolam 2.5mg IM 

Consider alternative 
intervention(s) first before 

proceeding 

NO 

YES 

Monitor for response and adverse effects. Nursing and Medical Team to review.  

Repeat Lorazepam 0.5mg-1mg IM 
(Maximum 0.06mg/kg/24 hours) 

Dilute 1:1 with water for injection OR normal saline 

SEEK URGENT ADVICE FROM THE RESPONSIBLE CONSULTANT & CONSIDER SPECIALIST 
TREATMENT OPTIONS 

 Repeat Lorazepam IM & consider use of ‘adult’ doses (caution with accumulation) 
 Consider Olanzapine 2.5-5mg IM – should be avoided when IM benzodiazepines have been used 

 Consider promethazine IM if lorazepam contra-indicated or for benzodiazepine tolerant person 
 

Contact NDHT Pharmacist to discuss treatment options where required  

Plan for the 24 hours after successful rapid tranquilisation 
Review physical health status and continue physical monitoring as medically required 
Review the need for regular anti-psychotics or sedatives 
Review medication as required 

Complete an incident form  

YES 

YES 

NO 

NO 

After a period of at least 30 minutes, is response to treatment positive? 

After a period of at least 30 minutes, is response to treatment positive? 

Doctor to consider: 
Is oral medication unsuccessful? 

OR 
Is medication refused? 

OR 
Is there a serious risk to person from restraint? 

 

Check medication administered in previous 24 hours to ensure BNF limits for antipsychotics are not exceeded 

without advice from senior doctor. Consider and appropriately treat other medical conditions i.e. acute infection, 
intoxication, delirium, discomfort, pain, side effects from other medication.  


