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We acknowledge that today

we are coming together from B B

a number of locations from

across BC. Collectively we g B =
acknowledge these B E =
homelands and recognize and = B il

respect the indigenous
peoples presence, reminding
us of the importance of
establishing healthy and
reciprocal relationships that

are key to reconciliation. it
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Housekeeping

A Attendees are automatically muted and cameras are turned off
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function and vote for the questions you want answered
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A The webinar will be recorded and made available at compassbc

A Specialist learners may apply for MOC Section -Reseifing

credits and family physician learners can appl{viamnprot self
learning at their respective colleges.
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Join usiuly 19 12-1pm for
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Objectives

A Provide an overview of the Least Restraint Guideline

A Review a Least Restraint approach to using chemical
restraint

A Associated risks of using chemical restraint
A Share available tools and resources
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the most employee distress/injuries and
contributes hugely to burnout in our ED.
We really need better support for
managing pediatric patients who pose high
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Background

childhealthbc.ca/initiatives/mental-health-and-substance-use

A Request from the Health .
Authorities to expand the scope ey

of the existing provincial
guideline (2018) to include
Inpatient settings

A Guided consensus meetings
with a provincial working group
that I nCl Uded representatlves | MENTAL HEALTH AND SUBSTANCE USE
from all Health Authorities,
Including First Nations Health
Authority and youth & family
with lived experience

A Guideline endorsed provincially Posted on the Child Health BC site www.childhealthbc.ca
April 2022
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http://www.childhealthbc.ca/

Key Updates

The Provincial Least Restraint Guideline was updated in 2022. Updates include:

AExpanded scope to include all settings (ED and inpatient) where children and
youth with mental health concerns are cared for

AExpanded the guidance regarding chemical restraint to include:

V pharmacological management

V overview of medications including dosing recommendations, adverse
effects and contraindications

A Significant input from youth and families with lived experience and a stronger
focus on diversity, inclusion and the indigenous lens
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A survey was conducted across BC Health Authorities in Summer 2021 with 142
responses (staff & providers working in Emergency Departments and Inpatient Units

85% of respondents indicated that emergency restraint was utilized in their setting fc
children and youth experiencing mental health concerns.

w84% indicated that chemical restraint was utilized
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A Least Restraint Approach to
Chemical Restraint
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and restrain them physically so that you
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for the patient, staff and other patients
the unit and requires lots of time

afterwards to check in and settle other ]
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Moving Down the Hierarchy of Safet

AEngagement and descalation should always be Safety is the Priority

The RIGHT approach at the RIGHT time

attempted prior to initiating restraint, including offering
prevention strategies appropriate for your setting.

A A collaborative plan with child/youth/family input is
Important to develop as soon as possible, before a cr
occurs.

A ldentify options to support the child/youth to manage
your setting, e.g. distraction tools and reduced stimul

A Oral medications may also be offered as the next ster
appropriate Must have a physician order & should NOT
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Overview of Chemical Restraint
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Child Health BC Provincial Least Restraint Guideline
Appendix C-1: Guideline for Pharmacologic Management of
Acute Agitationin PediatricPatients
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| Apply non-pharmacologic strategies first

I

v

Start at Step |

Moderately agitated behavionr: ‘

L4

Start ot Step 2

Severely agitated behaviorn: ]

I
DIAGNOSIS | | STEP 3
5 I
- Review:.:sequeni pog_cs for potensal contraindicafions, precaufions, and |  Step 2 was ot effectve.
e # no response offer 30-60 min (PO) or 15-30 min {IM), move fo The next step. R N s
bM:H:.a:dwsm.wdwwm«mmbbnmmhg | 1o higher level of care
T I
- | I
Substance lorazepam PO/SL/IM®
intoxication lorazepam PO/SL 1 lorozepon.\ 1 -
o ' PO/SL/IM
or withdrawal | I loxapine PO/IM
| I
Delirium rispef'oq!one o l repeat previous '
loxapine PO i or loxapine IM I
or haloperido!
I IMAIV |
, | I .
ADHD, ODD, haloperidol IM/IV +
conduct disorder, | | | diphenhydrcrmine /v
-
disorder, or autism risperidone, I anfipsychotic | |+/-lorczepam PO/SLAM®
chiorpromazine, m [repeat previous I
queticpine, or loxapine IM)
‘ or loxapine PO | | * |
Unknown eticlogy lerazepam
< 12 years old i I PO/SL/IMT I
| I
| l “lorczepom can oo be
Anxiety, rauma, given IV in crifical care
PTSD, or eafing | I
i |
lcrazepom I if any signs of EPS or
- lorazepam — P -4 dystoria cccur after an
PO/SL ] O/SL/M | | entipsychotic medication
loxapine PO/IM give berztropine or
Unknown d ) | diphennydromine
5 years old (see medication tabie
212 | I for detais)

Created by Sarah Leung, BSc#ham, ACPR2{Pead)
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Medication Compariso

CHILD r TIERS Child Health BC Provincial Least Restraint Guideline
ot ’ T Appendix C-2: Comparison of Medications for
s Management of Acute Agitation
Anfipsychotics (2nd ge ) Anspsychotics (131 generation) “Non-anfipsye gents.
quetiopi faperic op P perdol elhatimes hlorpromarin [ o lonidine | diphernydramine
P
Pl P oo | @ F s ©® | Al © A EN K &
Hypotensive/ A O
I ? et | & ES -3k @ KX e A K i
E 5] Ansc
) | © | @ ©® | Al @ @ © @ | A @
Al [ wweoneaer | B | A A | © © F Y N @ | A @
C ntal = a
I1IReSTh @ | O | © 9| © @ @ A O | A
R| B el 4| A A |A| A A £ e | @ ¥ N
PO PO PO PO PO/SL PO
D Routes/Dosage Foems PO PO 3 (ABLEr 0oy | (TABLEM) (TABLET) masien PO an{m PO ) (TABLEY, LQUD)
(TARLET (TASLET ASUED (TABLET.
R UGERD) 1M ® IM IM/IV IM/IV M uGeD} IM
u
G EPS risk + -+ -+ ++ s + + LEPS n/a LEPS
s Sedation properties -+ -+~ - . - - e e -+ +-+ ++
F
Y Usetul os o PRN o
e wamzms| @ | @ ©® | @ @ @ @ © @
T PO/ODT) {IM}
O | 1ime to onset of action | -30-50 min | ~60-75 min -'::‘w) =20min :;-m(:‘v)) Vi ~30-45 min =20-30win | ~30-40 Bty
R oo‘n (ot som) | 2 70 OO ki “‘,'g; e (ol forms) mmin ™ (1M)
S ~2 b (104)
Dwuration of action -4.8r ~12-24 s ~12-24 b= (PO) ~-12 ~8-12 hr ~2-4 4.8 e -&-8 s ~3-4 M -~4.6 hr
@ opfimal choice a Peak serum level 3 imes higher with IM form compared to PO Abbrevialions: EPS extrapyramidd symotoms: W infromuscadon:;
A PR b M form CONTRAINDICATED within 1 hr of parentercs benzodiazepine I intravenous, ODT oardal dissclving rabldet: SL subingual: PO orcl
e Peak serum level 2 limes highes wilh /v lorm compared 1o PO Table vpdoted January 2022
. 5 E S LT Dr. Dean Bbe, PhamD, 8CPP. Dr. Andrea Choprman, MD,
Q less oplimal chaice  d Note: 1 sk of paradoxico! agitotion FRCPC. Dr. Kelly Saran, MD, FRCPC, Joanna McKoy, RN
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Benztropine

EPS: 0.5-1 mg/dose PO/IM

(

Max: 0.1 mg/kg/24h or 6 mg/24h
Acute dystonia: 1-2 mg/dose
IM/IV

Anticholinergic

Sedation, dry mouth, blurred

vision, tachycardia, constipation,
urinary retention.

Avoid: Age < 3 years

(use diphenhydramine),
anticholinergic delirum
Caution: lleus, narrow angle glaucoma

0.5-1 mg/kg/dose PO (round fo
nearest 12.5 mg)

FGA.
low potency

Postural hypotension, fachycardia,
QTc prolongation, lowered

Avoid: Seizure disorders, anticholinergic
delirium

Chlorpromazine Max: 50 mg/dose seizure threshold. Less risk of Caution: Cardiac conditions, other Qlc
EPS vs. haloperidol, but more prolonging medications
anticholinergic effects.
1 mcg/kg/dose PO Alpha-2 agonist | Dizziness, hypotension, Avoid: Hypotension, bradycardia
Clonidine Max: 50 mcg/dose bradycardia. Cauytion: Anticholinergic delirium

1 mg/kg/dose PO/IM/IV (round
to nearest 5 mg). Max: 50 mg/
dose. Given with haloperidol to

Anticholinergic,
used to treat
agitation or

Sedation, dry mouth, blurred
vision, fachycardia,
constipation, urinary retention.

Avoid:: Anticholinergic deliium
Caution: lleus, narrow angle glaucoma

IM/IV
Max: 5 mg/dose

high potency

dystonic reactions in children
and adolescents. IM route may
have higher risk of dystonia,

prevent dystonic reaction. EPS/dystonia QTc prolongation in high doses.
Diphenhydramine | Use IM/IV route for treating Paradoxical excitation can
acute dystonia. occur; more common in
younger children and those with
neurodevelopmental disorders.
0.025-0.075 mg/kg/dese PO/ FGA, High incidence of EPS and Avoid: Cardiac conditions {particularly

arrhythmias or prolonged QTc). other
QTc prolonging medications
Cavution: Seizure disorders

dose IM/IV
(round to nearest 2.5 mg)

effects.

Haloperidol and IV route may have higher
risk of QTe prolongation.
Hypotension, lowered seizure
threshold. Minimal anficholinergic
effects.
0.025-0.1 mg/kg/dose PO/SL/IM | Benzodiazepine | Confusion, mid cardiovascular Avoid: Respiratory depression
(round to necrest 0.25 mg) suppression. Higher risk of Caution: Patients taking opioids
Max: 2 mg/dose (higher doses respiratory depression when
may be required for stimulant combined with opioids.
Lorazepam overdose or substance with- Paradoxical excitation can
drawal; max single dose 4 mg) occur; more common in
younger children and
neurodevelopmental disorders.
0.1-0.2 mg/kg/dose PO/IM FGA, Moderate incidence of EPS Caution: Cardiac condifions, seizure
(round to necrest 2.5 mg) moderale and dystonic reactions, disorders, other QT prolonging
L 5 Max: 25 mg/dose potency moderate anticholinergic medications, anticholinergic delirium
oxapine effects.
Child: 0.125 mg/kg/dose PO FGA, Sedation, anticholinergic Avoid: Hypotension, anticholinergic
Adolescent: 2.5-10 mg/ low potency effects, postural hypotension. delirium
dose PO Less risk of EPS vs. haloperidol, Caution: Seizure disorders, cardiac
Methofrimeprazine Child & Adolescent: 0.06 mg/kg/ but more anticholinergic conditions, other QTc prolonging

medications

2.5-10 mg/dose IM SGA Postural hypotension (monitor Do NOT combine IM route within 1
Max: 3 doses or 20 mg/24h, before each IM dose), hour of parenteral benzodiazepine:
given 2-4 h apart (onset of PO anticholinergic effects, reported cases of respiratory
Olanzapine route too slow for PRN use in lowered seizure threshold, depression and death.
acute agitation) akathisia. Minimal risk of QTc Avoid: Hypotension, anticholinergic
prolongation. delirium
Caution: Seizure disorders
Child: 12.5-50 mg/dose PO SGA Sedation, dizziness. postural Avoid: QTc prolongation, hypotension,
Adolescent: 25-100 mg/dose PO hypotension, tachycardia, QTc | anticholinergic deliium
prolongation. anticholinergic Caution: Cardiac conditions, other
Quetiapine effects, lowered seizure threshold. | QTc prolonging medications, seizure
Lower risk of EPS than other disorders
agents.
Child: 0.125-0.5 mg/dose PO SGA Postural hypotension, EPS Caution: Seizure disorders, cardiac
Adolescent: 0.25-1 mg/dose (in higher doses), lowered conditions, CYP2Dé inhibitors
Risperidone PO seizure threshold, ckathisia. (e.g. fluoxetine) — consider dose
Minimal risk of anticholinergic reduction with repeat/regular dosing
effects. of risperidone
EPS — Exi FGA - First generation antipsychotic: SGA - Second generation antipsychotic

PY sy
version 1.4 Jan 2022 Created by

Sarah Leung, BScPharm, ACPR2(Ped)
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Case Scenarios and Questions
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Tools and Resources
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Tools and Resources

CHILD/YQUTH IS EXHIBITING UNSAFE BEHAVIOUR (Imminent Risk fo Self or Others)

When use of restraints cannot be prevented, the hierarchy of safety must be maintained

1. Engagement 2. Environmental Supports 3. Oral Medications 4. Sechusion [ Injectable Medications / Physical/Mechanical Resiraints

WHEN CHILD/YOUTH FIRST PRESENTS ENGAGEMENT (ONGOING)

= Support emaotional, social and cultural satety by building rapport = Check in freguerntly

* Ask the child and family what coping sfrotegies work best * Use simple, direct longuage and soft voice

for thern and possibie interventions il things become unsale s+ Be clear thal your rol (s 1o suppor therm and 1o keep everyona sofe
. * Problem solve together the types of supports and activities * Ask for their input and provide choice when possible

C h | | d H ed H'h B C you ean offer for distraction and salf-soothing * If sarmething cannet change because it is a salety ssue,

= Decraase envirpnmental stimulation (noise, lights, crowds of let them know why
Provinciol Leo ST ReSTrOinT GU|del|ne pecple) and remaove chuther * Be consistent, predictable and calm

ALWAYS: If not effective, utilize ENVIRONMENTAL SUPPORTS such as a quiet area/room, distraction took, or monifored room
ASSESS
Initial Management of Least Restraint DOCUMENT
. MONITOR Consicer ORAL MEDICATIONS that promote anxiety relied, relaxafion or sedation
in Emergent/Urgent Care
d nd Inpohen‘f Seﬂ'”’]gs Apply non-phamacologic strategies ficst
[
¥ L
Meoderately agitated behavior: Severely agitated behavior:
Start at Step 1 Start at Step 2

Practical Summary and Tools
|

|
. [

* |
« Review subsequent pages for polenticl contraindications, precautions, and
altemative medications.
» |f no response ofter 30-60 min (PO} or 15-30 min [IM], move to the next step.
Nete: If parfial response. consider repeat dose or dose escalaficn before moving

DIAGNOSIS

If Step 2 wos not effective,
consider intemal or
extermnal consulf or fransfer
to higher level of care

to next step.
T |
L, I |
CHILD -~
™ = Substance lorazepam PO/SL/IM®
HEALTH&c infoxication jorazepampoysL o lorozepam | JIIOESRAN,
LEAD BENE ] or withdrawal | loxapine PO/IM

JANUARY 2022 save@foods
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Regional & Provincial Contacts

CHBC Reqgional Coordinators Provincial Contacts

During Office Hours, or for complicated

Shannon Fjeldstad Erica Koopmans
poly-pharmacy cases:
Island Health Northern Health Compass, 1-855-702-7272
Shannon.Fjeldstad@phsa.ca Erica.Koopmans@phsa.ca
Shannon.Fjeldstad@islandhealth.ca After Hours:
BCCH 604 875 2345 and ask for the
psychiatrist on call 24 hours a day
Nicole Cave Trisha Thomson
Fraser Health Interior Health
Nicole.Cave@fraserhealth.ca Trisha. Thomson@interiorhealth.ca

Catherine Marshall
Vancouver Coastal
YL,
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Thank youl! .
Join us next on July 19t 12-1pm for‘
Session 3: Guidelines for Management &

Resources to support CY with
VSAZNRP RSOSE 2 LIYSYy Ul f 8 L Ofimf

Guidelines available at childhealthbc.ca

(https://lwww.childhealthbc.ca/news/chbcs-provincial-least-restraint-
guideline-update)
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Apply non-pharmacologic strategies first

v

Moderately agitated behavior:

Start at Step 1

DIAGNOSIS

v

Severely agitated behavior:
Start at Step 2

® Review subsequent pages for potential contraindications, precautions, and
alternative medications.

e |f no response after 30-60 min (PO) or 15-30 min (IM), move to the next step.
Note: If partial response, consider repeat dose or dose escalation before moving

o next step.

If Step 2 was not effective,
consider internal or
external consult or transfer
to higher level of care

Substance
intfoxication
or withdrawal

Delirium

ADHD, ODD,
conduct disorder,
neurodevelopmental
disorder, or autism

Unknown etiology
< 12 years old

Anxiety, frauma,
PTSD, or eating
disorder

Unknown etioclogy
> 12 years old

lorazepam PO/SL

lorazepam
PO/SL/IM*

lorazepam PO/SL/IM*

+
loxapine PO/IM

risperidone or
loxapine PO

risperidone,
chlorpromazine,

qquetiapine,

repeat previous
or loxapine IM
or haloperidol
IM/1IV

antipsychotic
(repeat previous
or loxapine IM)

haloperidol IM/IV +
diphenhydramine IN/IV

or loxapine PO +
lorazepam
PO/SL/IM*™
lorazepam lorazepam
PO/SL PO/SL/IM* +

loxapine PO/INM

+/- lorazepam PO/SL/INM*

Florazepam can also be
given |V in critical care

If any signs of EPS or
dystonia occur after an
antipsychotic medication,
give benziropine or
diphenhydramine
(see medication table

for details)

Created by Sarah Leung. BScPharm, ACPR2(Ped)
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Antipsychotics (2nd generation) Antipsychotics (1st generation) Non-antipsychotic agents
quetiapine | risperidone olanzapine loxapine | haloperidol | methotrimeprazine chlorpromazine lorazepam | clonidine | diphenhydramine
&P aner| @ | A | @ | A| © " @ @ 4
QTc interval? i B o B A0
Al @ A YL\ A YL iN A
T Hypotensive/ 4 ! A © i 3 i !
I 1 falls risk? e (PO (M) Lo le
@ @ | @ | © (Al @ | © © |©® |4
A delirium? AR
T Seizures/ . . 4 N Y a A
1 seizure risk? _!M _!._d ,_!..d .-';!_5, ..,,!,;3.
F = = 2
A omngoisoraerr | [ A A | ©| © A A & | A )
C Developmental d
I enwnt @ | @ | @ | @ @ @ @| A
O Opioid use/
R le% respirato iR o 1 i e
piratory | 8, a a A a n a A
S depression? Liery LIe B 3N s L0 Lo e Lo
quetiapine | risperidone olanzapine loxapine | haloperidol | methotrimeprazine chlorpromazine lorazepam | clonidine | diphenhydramine
PO PO PO PO PO PO - PO/SL | PO PO
D Routes/Dosage Forms (TABLET) (TABLET, (TABLET, ODT) (TABLET) (TABLET) (TABLET) el (TABLET) (TABLET, (TABLET, LIQUID)
R LIQUID) IMe b IM IM/IV IM/IV (TABLED) IM LIQUID) IM
U
G EPS risk + ++ + ++ R + + LEPS n/a 1LEPS
S
Sedation properties +++ ++ ++ + + +++ +++ ++d ++ ++d
F
A Useful as a PRN to @ @
C treat acute agitation
T (PO/ODT) (IM)
~15 min(IM) - . ~15 min (IM) ~30 min (IM) c - - . ~30-45 min (PO)
O | 1ime to onset of action | ~30-60 min | ~60-75 min ~6 hr (PO/ 30min |_3 50min V)|  ~15 min (V) © ~30-45 min 2030 mli 30-60 ~15-30 min (IM)
R obT1) (all forms) ~2 hr (PO) ~1 hr (PO) (all forms) min
S Duration of action ~4-6 hr ~12-24 hr =i BinAINA) ~12 hr ~4-12 hr ~2-4 hr ~4-6 hr ~6-8 hr ~3-4 hr ~4-6 hr
~12-24 hr (PO)
@ optimal choice a Peak serum level 5 times higher with IM form compared to PO Abbreviations: EPS extrapyramidal symptoms; IM intframuscular;
! caution b IM form CONTRAINDICATED within 1 hr of parenteral benzodiazepine IV intravenous, ODT oral dissolving tablet: SL sublingual; PO oral
c Peak serum level 2 times higher with IM/IV form compared to PO Table updated January 2022

@ . ; ) . o Dr. Dean Elbe, PharmD, BCPP, Dr. Andrea Chapman, MD,
less opfimal cholce  d Note: 1 risk of paradoxical agitation FRCPC, Dr. Kelly Saran, MD, FRCPC, Joanna McKay, RN
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