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CONTEXT
Evacuations from the Kimberley are the 

most distant in all of Australia (possibly the 

world!)

Broome to Perth 2,000k+

Kununurra to Perth 3,000k+



Throw into the mix:

RFDS delays in evacuation: upto 7 days at 

times, but 2-4 days not uncommon

Frequent changes of medical and nursing 

staff, unfamiliar with sedation and monitoring 

for prolonged periods of time

Lack of after hours or in-hours support from 

psychiatrists given the vastness of region



System of care
Highly variable

Non standardized

Under-resourced environments in rural and 

remote hospitals



RECIPE FOR 
DISASTER



And the outcomes 
we get…

•Aspiration pneumonia

•Cardiorespiratory depression & arrest – sentinel 

events

•Staff fearful and overwhelmed

•Patients traumatized, mechanically restrained

•RFDS flights turned around/diverted due to 

inadequate sedation

•Uncertainty about intubation

•ICU admissions in Perth – consumption of scarce 

resources and increasing $$$ of care



Small numbers

5-10 

events
Per year



VARIABLE PRACTICES PRIOR 

TO CURRENT PROTOCOL

I. Multiple sedating medications being 
prescribed (BDZ), often short acting

II. Nurse special not always present or 
specialled from a distance

III. Patient being woken up, fed and 
sedated again

IV. Erratic practices around recording of 
vital stats, particularly when 
mechanically restrained



PROBLEM

1. HIGH RISK patients

2. Variably sedated and monitored

3. Delayed evacuation

4. Lack of access to specialist advice



Create an 
environment 
of change!











Cycle of Change

1.Plan : DESIGN PROTOCOL

2.Do: IMPLEMENT PROTOCOL

3.Study: AUDIT IMPLEMENTATION

4.Act: REVISE PROTOCOL



AIM of sedation protocol

• To provide guidance in the safe use of 

chemical sedation 

• To reduce the risks of harm to the patient 

that could result from drug treatment



KEY PRINCIPLES

• Psychological and behavioural 
approaches should be used to de-escalate 
disturbed behaviour before the use of 
rapid tranquilisation.

• A full assessment, including consideration 
of the medical and psychiatric differential 
diagnoses, should occur at the earliest 
opportunity following admission.



PRINCIPLES

“MAKE THE SAFE OPTION

THE DEFAULT OPTION…

do the same thing over

and over again”



PRINCIPLES

•Safe environment

• Intensive monitoring

•Nurse special

•Resuscitation ready

•Regular reviews and

escalation if evacuation

delayed



ASSESS RISK
caution in those with pre-existing cardio-respiratory/neurological risk 

factors

• Upper airway abnormalities which may cause obstruction (including 
patients with: stridor, obstructive sleep apnoea syndrome, 
facial/neck abnormalities, syndromes with craniofacial abnormalities 
eg micrognathia, Apert’s syndrome, Pierre Robin) 

• Abnormalities of the respiratory centre  

• Significant cardiac disease  

• Patients with reduced sensitivity to C02 retention  

• Significant renal or hepatic dysfunction   

• Raised intracranial pressure 

• Severe obesity 

• Patients with neurological disorders placing them at high risk of 
aspiration of gastric contents (e.g. Severe Cerebral Palsy with 
pseudobulbar palsy, or history of recurrent aspiration, some 
neuromuscular disorders) 



EQUIPMENT

– Standard hospital resuscitation trolley with 

all age-appropriate equipment 

– Functioning suction apparatus with Yankeur 

sucker attached 

– Oxygen and appropriate masks

– Pulse oximeter 

– ECG monitor 

– Blood pressure monitoring equipment 

– Naloxone and Flumazenil

– Access to a Medical Emergency Response 

team



INITIAL 
MONITORING 

•Every 5-10 mins as 

patient condition requires 

for first hour, then half 

hourly until patient is 

ambulatory. 

•If patient is asleep or 

unconscious, pulse 

oximetry must be used 

continuously to monitor 

oxygen saturation.



NURSE 
SPECIAL 

In addition to pulse 

oximetry, monitor:

•Pulse 

•Respiratory rate 

•Blood pressure 

•Level of 

alertness/sedation 

•Temperature every 4 

hours

•Urine output via IDC or 

fluid balance chart



NURSE 
SPECIAL 

(by the bedside 
at all times 
including 
handover)

Nurse special to notify medical

officer if:

Airway: Threatened airway

ie gurgling, stridor or upper

airway noises

Breathing: Respiratory rate

less than 5/min or >30/min

Circulation: Blood pressure

less than 90 systolic, Pulse

rate >140

Oxygen Saturation less

than 90% despite oxygen via

mask

•Urine output falling below 

100mls over 3 hours



ORAL SEDATION OPTIONS

•Olanzapine (wafers if possible) 5-10mg 
repeat dose if required in 2-4 hrs. Max dose 
30mg/24hrs.

•Clonazepam 1-2mg repeat dose if required 
in 60min. Max dose 6-8mg/24hrs.

or
•Diazepam 5-20mg repeat dose if required 
in 60min. Max dose 120mg/24hrs. May take 
30-40 mins for desired effect.



IM SEDATION OPTIONS

•Clonazepam 1-2mg 30 mins repeat dose if 
required in 30 mins. Max dose 8mg/24hr.

•*Cardio-respiratory depression/arrest 
potential*

•Haloperidol 5-10mg repeat dose if required 
in 30 min. Max dose 20mg/24hrs

•Midazolam 5-10mg repeat dose if required 
in 30 mins. Max dose 15mg/event.



IV SEDATION OPTIONS
•Clonazepam 1-2mg repeat dose if required 
in 30 min. Max 8mg/24hrs
•*Cardio-respiratory depression/ arrest 
potential*

•Haloperidol 5-10mg repeat dose only if 
benzodiazepine titration ineffective. Max 
20mg/24hrs.

•Midazolam 2.5mg-5mg dose repeat if 
required in 10mins. Max 15mg/event.



TO REDUCE 
RISK OF 

ASPIRATION 
PNEUMONIA

•Nil by Mouth with IV fluids at 

maintenance rates must be 

applied when sedation is being 

considered or commences. 

•Check K+ level daily if on IV fluids 

regularly. 

•Keep NBM until RFDS 

evacuation where possible, unless 

otherwise given approval to re-

commence diet once alert and 

able to be managed on the ward.

•Give Metoclopramide 10 mg IVI 

and repeat dose every 6 hours

•Give Ranitidine 50 mg IVI and 

repeat dose every 6 hrs

•Nurse in Recovery Position with 

bed flat to allow oral secretions to 

drain 



OTHER 
TREATMENTS

•To reduce the risk of agitation 

from nicotine withdrawal, consider 

the application of a nicotine patch 

14 milligrams topically every 24 

hrs.

•To reduce the risk of alcohol 

withdrawal, consider adding 

Thiamine 300mg IV/oral.

•To reduce the risk of agitation 

from an IDC, consider leaving this 

out until definitive transfer.

•To reduce the risk of DVT/PE 

from prolonged immobilisation, 

consider the use of TEDS and s/c 

Heparin.
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