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Objectives

• Discuss management of hypo and hyperthermia and its 
components.

• Define hyponatremia, heat exhaustion & heat stroke.
• Discuss bites and envenomation
• Discuss what can occur at altitude
• Awareness of other environmental hazards



US Bureau of Labor and Stats: DATA



The spectrum of the 
problem 

And some pathophysiology of why its bad



Categories (that can change)

Agitated but 
cooperative

Disruptive 
without 
danger

Delirium with 
severe 

agitation



Reasons 
people are 
agitated 



Agitated but 
cooperative
• What types of patients are like 

this? 
• Granny with dementia
• 17 yo that drank just a little too 

much
• Moderate head injury 

perseverating 



Disruptive 
without danger
• Patient types

• 33 yo who drank way 
too much 

• On something + 
altercation 

• Psychiatric disease + 
substance

• Prehospital challenges



Characteristics of severe agitation

Chemical imbalances result in tachycardia,  
tachypnea, and hyperthermia

Hyperthermia becomes a harbinger of death 
in  this syndrome

Patients at high risk of sudden fatal 
arrhythmia  and respiratory arrest

Patients lack the capacity to understand the 
consequences of their behavior



Why this is life threatening

• Profound acidosis (sprinting a marathon)
• Dependent on ventilation 
• They cannot understand instruction 
• Our options are limited 

• Usually start with what? 



The 
challenge 
this presents

• Patients that are combative 
and dangerous 

• Intersection of law 
enforcement (public safety) 
and medical care (medical 
emergency)

• Safety for providers and 
patient 

• Somebody must identify 
this person as a patient 



Philosophy 

Somebody must identify the agitated person as a patient- that is You



Tension 

Autonomy: we 
shouldn’t sedate 
people against 

their will

Beneficence: we 
should help our 

patients 



Agitated 
patients…
• Frequently state 

they don’t want to 
go to the hospital

• Are variable 
degrees of 
combative about it

• Lack Capacity: 



For patients experiencing a 
behavioral emergency, 
sedating them is our 
medical treatment



Coordinated approach when 
possible



Medications ready to go



What options do 
you have?



Non-meds

• Seatbelts 
• Restraints
• Verbal redirection/de-escalation  



Benzodiazepine or Sedatives  



Antipsychotics



Agitated but cooperative
• Low dose medications: 
–Benzodiazepines

*What’s your underlying  pathophysiology*



Verbal De-escalation

• Support – “Let’s work together…”

• Acknowledge – “I see this has been hard for 
you.”

• Validate – “I’d probably be reacting the 
same way if I was in your shoes.”

• Emotion naming – “You seem upset.”



Communication
• ~ 90% of all emotional information and >50% of the total information in spoken 

English is communicated not what we say, but by body language and tonation 
(how we say what we say).

• One person delegated (particularly with good rapport)
• Attempt to Ensure a quiet environment
• Monitor your own emotional and physiologic response (remain calm)
• Maintain at least 2 arm’s lengths of distance between you and the patient with an 

exit door close by and in the opposite direction of the patient
• Hands should be visible and not clenched



Agitated & Disruptive
• IV/IM medications
–Benzodiazepines

• Midazolam
• Diazepam 

–Antipsychotics
• Droperidol
• Haldol 

*What’s your underlying  pathophysiology*



Ways not to Restrain a Patient



Physiologic risk to be aware in 
Physical and Chemical Restraint



ETOH and sedatives
• Risk of O2 desaturation (not intubation) with + 

ETOH:
–Wilson et al 2012, Cole 2017: Olanzapine > 

haloperidol > Ketamine
–Isbister et al 2010: Midazolam > combo > droperidol

*Consider using Droperidol or Haloperidol if + 
ETOH and agitated. 
** Olanzapine + benzo’s increase airway ADE’s



Delirium with severe agitation 

• Midazolam
• Droperidol 
• Ketamine
– Dissociative 



Key management steps

Identify the patient is  a patient and is at risk

Talk about a coordinated effort with law enforcement 

Have a plan for restraint and sedation 

NEVER prone a patient 

Minimize the amount of time a patient is held down with force 

Manage the patient like a patient with critical illness 



Onset
<5 mins

• Midazolam 4-6 mg IV

5-
10mins

• Haloperidol 10 mg IV/IM + benzo IV/IM
• Droperidol 5 mg IV/IM
• Midazolam 5-10 mg IM

10+ mins
• Olanzapine/ziprasidone IM (10-20mg)
• Haloperidol 10 mg IM



Duration
<90min

•Midazolam

90-
180min

•Droperidol
•Lorazepam

>180min
s

•Haloperidol +/- benzo
•Ziprasidone
•Olanzapine

*Wash-out of other substances significantly affect duration of sedation



Summary

Identify the spectrum of agitation 
• Agitated but cooperative
• Agitated and disruptive
• Delirium with severe agitation 

Identify

Treat agitation  Treat

Know your options and the potential 
complications of the medsKnow



Summary

• Be mindful of your surroundings
• New environments present 

different challenges
• Make sure you are safe



What questions do you have?


