Psychotropic management of aggression and violence

Introduction

Aggression in inpatient units is a continuing problem that affects staff, patient and visitor safety and wellbeing. Aggression is a principal cause of injury to patients and staff and it can have a long lasting physical and emotional impact. The use of chemical and physical restraint and seclusion remains controversial and these interventions are now coming under increasing scrutiny.  Debate remains about whether involuntary or ’ forced’ medication is ever appropriate. The aim for services is to identify risks early and to prevent aggression through patient-centred care, de-escalation, psychological strategies, staff training, and prediction of violence risk. It is widely acknowledged that there are high rates of aggression and violence in psychiatry. However, there is now a large body of literature identifying those at risk for violence, the causes and consequences of violence and effective and evidence based management of violence. Considering the high impact of aggression and violence in the mental health setting, prevention and management of aggression should have a high priority in day to day care.

Several treatment approaches exist to manage aggression and violence including pharmacological and behavioural approaches. A broad range of psychotropics have been used and investigated for their anti-aggressive properties, however efficacy of the pharmacological management of aggressive behaviour remains lacking. There are a variety of guidelines for the management of acute agitation and aggression, reflecting the lack of evidence in this area. 

Therefore, as aggression and violence remain a real concern for those in the mental health setting, suitable evidence based guidelines should be developed for use in clinical practice. All medication used for managing aggression and violence should be discussed as part of the ongoing management of the patient with the treating team. A number of sedative and antipsychotic medications can be used for managing acutely aggressive and violent behaviour.

Clinical Indications

· All attempts must have been made to manage the aggression and violence by non-pharmacological means

· All attempts must be made to clarify the history of presenting illness and any contraindicated medical conditions and/or allergies

· Responses to previous sedating agents must be investigated and known

· The presence of illicit drugs or alcohol must be investigated, including obtaining a blood alcohol level

· The patient poses an imminent risk to themselves or others.

Major and Sub Classes

Conventional Antipsychotics

Chlorpromazine

Haloperidol

Zuclopenthixol Acetate

Atypical Antipsychotics

Olanzapine 

Benzodiazepines
Clonazepam

Diazepam

Lorazepam

Midazolam

Administration Considerations

Drugs can be administered orally or via parenteral routes. The rate of onset for action is slowest with oral medication and fastest with intravenous administration. Medication can also be administered in syrup or injection formulations. Sedation should be carried out safely and the goal is to minimise the trauma for patients and staff involved. If a patient requires urgent sedation to manage aggression and violence, the treating team must review the treatment plan to ensure adequate and proactive management of psychiatric symptomatology. Staff should be knowledgeable about the pharmacokinetics of different formulations of sedative medications and the requirements for post sedation management. Regular vital signs should be taken post administration of sedative medications and patients must be monitored for any adverse effects. Adverse effects such as difficulty breathing, stridor due to laryngeal spasm or oculogyric crisis require urgent medical attention. Flumazenil, used to reverse respiratory depression caused by benzodiazepine administration, must be available. Staff must be trained in basic life support. 

Table 1: Comparative Data for Benzodiazepines


Key Points for Consideration
· Very short acting (half-life <6 hours)-midazolam, triazolam

· Short acting (half-life 6-12 hours)-alprazolam, oxazepam, temazepam

· Medium acting (half-life 12-24 hours)-lorazepam, bromazepam

· Long acting (half-life >24 hours)-clobazam, clonazepam, diazepam, flunitrazepam, nitrazepam

· Rapid onset (onset within 1 hour of oral administration)-alprazolam, diazepam, flunitrazepam, oxazepam, temazepam, triazolam

· Shorter acting agents (particularly those with rapid onset of action) are more likely to lead to acute withdrawal symptoms
· Diazepam’s rapid onset of action and long half-life mean it is associated with less withdrawal
· When using benzodiazepines as prophylaxis against withdrawal from alcohol or other benzodiazepines, long acting agents such as diazepam or clonazepam are preferred
(Reference: Australian medicines Handbook, (2003) The Australian medicines Handbook Pty Ltd)

Pregnancy

The safety of atypical antipsychotics in pregnancy has yet to be established. Conventional antipsychotics and benzodiazepines should be used with extreme caution due to the possibility of adverse effects to the developing foetus. The treating team must discuss the risks and benefits of using sedative medications for pregnant women presenting with aggression and violence.

Side Effects 

Antipsychotics – Extrapyramidal Side effects (EPSE) including akathisia, laryngeal spasm, oculogyric crisis, acute dystonic reactions, parkinsonism, Neuroleptic Malignant Syndrome (NMS), orthostatic hypotension, sedation, dry mouth, blurred vision, urinary retention, tachycardia, dizziness

Benzodiazepines – respiratory depression, memory loss, drowsiness, ataxia, slurred speech

Management:

Sedative medication to manage aggression and violence should only be used for the shortest possible time and the treatment of the patient must be reviewed on a regular basis.

Acute dystonic reactions: Benztropine oral or intramuscular or intravenous

Akathisia: Propranolol or Diazepam oral

Parkinsonism: Benztropine oral

Respiratory depression caused by benzodiazepines: Flumazenil intravenous

Respiration, blood pressure, pulse and temperature monitoring

Oxygen Saturation levels

Adequate food and fluid intake

Monitoring for adverse effects

Ongoing treatment planning to prevent aggression and violence

Patient and staff debriefing post sedation intervention as required

Conclusion

The use of sedative medications to manage aggression and violence should 

occur only after all non pharmacological methods have been tried. Sedation should be carried out safely ensuring respect, comfort and dignity for the patient. Staff should be knowledgeable about basic life support and post sedation management requirements. 
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