Behavioural Management of Agitation following TBI
(Developed by Sunnybrook Health Sciences Centre)
*Step 1 – rule out potential medical causes/delirium 
· Behavioural management of the agitated patient with brain injury requires a highly individualized approach
· The behaviour can be difficult to manage and frustrating for staff, but patients with brain injury become agitated as part of the recovery process and cannot control their behaviour; they are not being deliberately manipulative, mean or rude

· The Rancho Scale describes the stages of recovery from brain injury – see OT for a copy.  Stages 4 and 5 include restlessness, confusion/agitation and sometimes aggression.
	
	I  RESTLESS


	II  CONFUSED
	III AGGRESSIVE

	Behaviour
	· Heightened activity

· Unable to process information

· Non-purposeful body movements (continuous rubbing, scratching, rocking)
	· Periodic confusion

· Inappropriate but goal-directed behaviour
· Attempting to remove necessary lines/tubes

· Trying to get out of bed

· Wandering
	· Aggression – verbal or physical – with potential for harm to self or others

	Intervention
	· Monitor frequently
· Assess and document Agitated Behaviour Scale Q8H

· Low bed or mattress on floor for safety 

· Special padding or positioning

· Move closer to nursing station if possible

See reverse for more specific interventions
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· Assess and document Agitated Behaviour Scale Q8H

· Low bed or mattress on floor for safety

· Intermittent physical restraints with appropriate documentation + close monitoring.  NOTE:  If patient has observer should not have restraints (except in extreme circumstances).  
· Move closer to nursing station if possible

· Patient exit system

· One-to-one (trained observer) if restraints not enough

See reverse for more specific interventions
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· Assess and document Agitated Behaviour Scale Q8H
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See reverse for more specific interventions



	Goal = Safety
	Provide a protective environment with freedom of movement.
	Ensure patient safety and continuity of necessary medical treatment.
	Provide a safe environment without provoking further aggression; and ensure continuity of necessary medical treatment.

	Cautions
	At stage movements are non-purposeful and restraints should not be needed.
	Physical restraints or presence of observer may cause or increase agitation or aggressive behaviours.  
Potential injury from improperly used devices.
	Presence of observer may increase agitation or aggression behaviour.


	Medications
	Medication administration should be individualized in consultation with pharmacy to ensure consistency


	Preventing Removal of Tubes

Assess medical necessity of lines/tubes and advocates for removal (in conjunction with patient/family wishes).

Provide education regarding treatment benefits and restraint risks – may need to repeat many times.


	Alternatives for Wandering/Agitation

Assess pattern of behaviours, the precipitating factors, timing, duration, frequency etc.

Assess physical needs (pain, hunger, thirst, fatigue etc.) as well as emotional, social and exercise needs.

	Alternatives for Positioning 

Assess nature of problem (e.g. sliding/leaning/falling forward, knees swept to one side); as well as length of time before positioning problems occurs.  Consider fatigue, pain, time of day or other precipitating factors.


	Fall Prevention Alternatives

Assess for risk factors of falls (e.g. altered mental status, impaired mobility/balance/gait, weakness, meds, sensory imbalance, bowel or bladder urgency).

	Alternatives for Aggression

Assess often for early signs of escalating behaviour (e.g. verbal abuse, conflict with others, pacing, agitation, anger, distress).
Assess underlying causes (e.g. physical illness, pain, meds, fear, control issues, needs being ignored, information needs etc.).

	Interventions

· Cover and disguise tubes with sleeves, kling, pants etc.

· Convert IV’s to saline locks if possible

· Use elbow splints (to keep arms straight)

· Try toileting schedule

· Provide simple explanations and guided exploration of the tubes

· Convert NG to Kaofeed


	Interventions

· Blue wandering shirt

· Meet physical, exercise, emotional and social needs

· Respond to the patient’s feelings e.g. “you must be lonely” instead of “you can’t go home”

· Post photos, signs, name or familiar objects on door

· Post picture of toilet on washroom door

· Provide familiar objects at beside e.g. bedspread

· Adjust level of stimulation to patient needs

· Place patient’s chair at nursing station

· Distract patient with activity

· Arrange family/volunteer visits at peak times

· Redirect in a positive manner e.g. “come with me” instead of “don’t go out”
	Intervention

· Check with OT/PT regarding the best chair or mobility aid available (a rental may be needed)

· Position hips, knees, and ankles as close to 90º as possible (keep in mind injuries/surgeries that may prevent this)

· Ensure buttocks and thighs are fully supported on the seat and weight is not on one small area alone

· Ensure feet are flat on the footrests or floor to prevent sliding, shifting or leaning

· Consider using tilt position for rest periods

· Use seatbelt

· Monitor skin issues
· Link with PT/OT regarding options for bed positioning and use of pillows
	Interventions

· Individualize care based on patient risk factors

· Monitor mental status

· Refer to OT/PT regarding gait aids and positioning

· Keep commode at bedside

· Toileting schedule

· Raised toilet seat

· Consider most appropriate side rails (one, two, partial)

· Put mattress on the floor or use a mat beside the bed

· Bed exit alarm

· Room close to nursing station

· Consider observer/family supervision

· Patient/family education

· Request pharmacy review of medications
· Least restraint if other methods ineffective 
	Interventions

· Modify routine as needed 

· Don’t take it personally

· Don’t argue with the patient

· Don’t threaten

· Provide opportunity for patient to work out feelings in a non-threatening manner

· Office choices to help patient regain control

· Consider quiet time in a room, 1:1 talk with staff, reduce stimuli, play soft music, or game, offer food/ beverage/ meds as appropriate and remain with patient till they settle

· Kindly but firmly explain expected behaviour

· Identify your intent to help and explain your actions

· Reduce environmental stimuli, close the door, may need to walk away




