MANAGEMENT OF THE AGITATED PATIENT
(Developed by St. Michael’s Hospital)
1. Treatment sessions should be flexible. 

2. Treatment environment should minimize extraneous stimulation. 

3. Be aware of built up tension, stopping the external stimulation before agitation becomes combative. 

4. Redirect the patient’s attention to less stimulating or frustrating activities until agitation is reduced and a more demanding task can be resumed. 

5. Do not attempt to discuss agitation logically or elicit guilt for the behaviour. 

6. Provide encouragement and emotional support to decrease their feelings of insecurity and discomfort and to enhance cooperation. 

7. Do not leave the patient unsupervised during agitation. 

8. Maintain consistency in personnel who interact with patient to promote familiarity. 

9. Permit moving about or verbalization during periods of increased agitation. 

10. Maintain you own calm and controlled behaviour. 

11. Your voice should be soft in volume and low in tone. 

12. Limit the number of visitors to 1 – 2 at a time. 

13. Shut off the television/radio to reduce stimuli. 

14. Draw the curtains in the room. 

15. Dim the lights.

16. Move the patient to a private or semi-private room.

17. Observe which interventions calm the patient and incorporate these interventions into the plan of care. i.e.  If music calms the patient, utilize this when the patient is agitated. 

18. Redirect the patient’s attention away from the source of agitation. 

19. Avoid sudden changes and surprises.

20. If attempts to change the behaviour fail, leave the room for a cooling off period provided the patient is adequately protected from injury. 

21. Increase the patient’s physical activity with activities such as pacing the hall. This diverts energy. 

22. If the patient was agitated, at a time when the patient is calm, talk to him about the inappropriate behaviour and remind him behaviour can be controlled.  The patient can be taught to recognize the loss of control and how to intervene with measures such as walking, turning on quiet music or going to a quiet area. 

23. Praise all efforts at self-control. 

24. If possible, remove IV’s, NG’s, foleys… 

25. Protectors or binders should be considered when clinically feasible.  

26. 50% of TBI patients described difficulty sleeping.  Careful monitoring of sleep cycles and quality of sleep is necessary.  Chart number of hours slept.  If the sleep cycle is disrupted and environmental interventions (such as reducing caffeine intake and minimizing naps during the day) are ineffective, Trazodone should be considered.  Also monitor drugs and drug interactions for side-effects involving sleep disturbance. 
MANAGEMENT OF THE AGGRESSIVE PATIENT

1. Demonstrate calm and controlled behaviour. 

2. Your voice should be soft in volume and low in tone. 

3. Never attempt to deal with a physically aggressive person alone. Extra members who assist should respond in a quick and calm manner with one person taking charge. 

4. When approaching a patient, do not confront him face to face; approach from the side.  Respect personal space.  Keep your arms and hands open and below the waist.  Avoid cornering the patient (and avoid being cornered). 

5. Talk with the patient about any topic; however, vary content of the talk in order to hold their attention.  Do not ask them why they are upset as this may agitate them further. 

6. Do not make promises that cannot reasonable be kept. 

7. Assist/help deal with fears. 

8. Reinforce positive aspects of self (previous coping). 

9. Explain what is being done and offer reassurance honestly. 

10. Encourage venting of feelings rather than acting them out. 

11. Consistently limit setting for inappropriate behaviour – provide external controls – quiet room, remove from environment. 

12. If verbal aggression, let the patient vent anger and expend energy through physical outlets with staff support. 

13. Be consistent. 

14. Avoid power struggles. 

15. After acting out, re-establish communication for therapeutic rapport. 

16. Acknowledge the patient’s distress and establish your role and intent to be an ally.  Never minimize the seriousness of the situation by joking or making light of the events. 

17. Preface communication with the person’s name; hearing one’s name is an attention getter. Point out specific events in the environment to focus the patient’s attention. 

18. Give directions for behaviour.  Don’t expect an emotionally charged person to make complex decisions and adaptive responses.  Use specific statements to tell them what to do. 

19. Avoid arguing or defending.  These increase emotional levels and escalate the situation. 

20. Use a softer than normal tone of voice to de-escalate the situation. 

21. Avoid threatening body language. 

22. Encourage thought.  Ask ‘how’ or ‘when’ to get the details of his anger. 

MANAGEMENT OF THE CONFUSED PATIENT

Confusion results from the inability of patients to recall minute-to-minute, hour-to-hour, or day-to-day events in their life.  As a result, they are unable to understand their current situation in light of what has or will occur.  Associated problems in diminished attention, new learning and orientation are prevalent. The primary approach is to increase the external structure for the individual, particularly in regards to place, time, and activities. 

1. Every patient should have a calendar in their room, a schedule of daily activities posted in the room and on their person (e.g. on arm of wheelchair), as well as a list of ADL steps posted in their room. 

2. At the beginning of each treatment session, review the therapist’s name, day, date, room and hospital.  Utilize calendars, clocks, name tags and building signage to re-enforce this information. 

3. Maximize consistency within the treatment sessions and between sessions.  Establish routines and minimize clutter. 

4. Before each activity, explain what is expected, at the patient’s level of understanding, to increase awareness. 

5. At the end of each session use the patient’s schedule to elicit from him or her the next activity in which he/she will engage. 

MANAGEMENT OF THE IMPULSIVE PATIENT

Impulsivity is generally a tendency to act without thinking. 

1. Review the steps before allowing the patient to start. 

2. The patient verbally rehearses out loud the steps needed to complete a task.

