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1. Introduction to the BARSTOOL 
 
It is only in recent years that the challenge of transporting individuals living with mental illness 
has become part of the responsibility of air ambulance services. As recently as the 1970s and 
1980s, air ambulance did not transport psychiatric patients (Wheeler, Wong, & L'Heureux, 
2009).  In British Columbia, psychiatric patients and/or “medical patients who have an altered 
sensorium or abnormal behaviour” remain only a small proportion (5% to 6%) of the more than 
8,000 patients the BC Ambulance Service (BCAS) transports annually (Wheeler et al., 2009, p. 
346). In most circumstances, air transportation is indicated if the ground transport time for 
stable patients travelling from rural BC to tertiary medical care is expected to exceed five hours 
(Wheeler et al., 2009). Wheeler and colleagues (2009) concluded that “these patients all 
require special consideration in the flight environment because of the danger they pose to 
themselves and the crew” (p. 346). 
 
Despite concerns about the appropriate management of mentally ill individuals during 
ambulance transport, there is a dearth of research to inform the management and care of 
patients who are transported to psychiatric services via air ambulance. One particular topic of 
concern is the potential risk that psychiatric patients pose to air ambulance staff. The United 
Kingdom National Health Service estimates that ambulance crews are among the most likely 
public service workers to suffer injury through aggression and violence (United Kingdom House 
of Commons, 2003). In relation to ground ambulance crews, records indicate that in BC there is 
one incident per month of ambulance staff abandoning their vehicle because of patients’ 
behaviour(s) (S. Wheeler, personal communication, February, 2012). Experts have commented 
that serious injuries during the transportation of psychiatric patients via air ambulance are 
extremely rare. For instance, Wheeler and colleagues (2009) reported that the BC Air 
Ambulance Program “has never lost an aircraft” (p. 347) and that “no one has been seriously 
hurt” (p. 346) during the transportation of psychiatric patients. However, safety issues have 
arisen as a result of the in-flight behaviour of psychiatric patients, which in some cases, have 
escalated to the point where “a crash was a real possibility” (Wheeler et al., 2009, p. 347) 
 
Because of the potential risks associated with transporting psychiatric patients via air 
ambulance, the BC Ambulance Service implemented a mandatory sedation policy in 2008 which 
specified that all psychiatric patients were to be routinely sedated during transport. The intent 
of the mandatory sedation policy was to maximize the safety of air ambulance staff by 
minimizing the likelihood that psychiatric patients might engage in threatening or disruptive 
behaviour during a flight. However, this policy has been critiqued for sedating people without 
systematic assessment of their current mental/emotional state or the level of risk (e.g., 
aggression, suicide) they pose. The mandatory sedation policy has also been challenged 
because of the potential risk of significant medical complications, including toxicity, delirium, 
and akathisia, which could be quite counterproductive by making an agitated individual worse 
(Dagg, 2010). Moreover, psychiatric patients – who are often already on a variety of 
medications – may be at increased medical risk because of drug interactions or from over-
sedation (Dagg, 2010). As such, a need was identified to develop a risk stratification tool to 
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structure decisions regarding the level of sedation deemed necessary for patients with 
psychiatric disorders during transportation by air ambulance. It is within this context that the 
BC-Ambulance Risk Stratification Tool (BARSTOOL) was developed.  
 
The accurate assessment of risk in the context of ambulance transportation of persons with 
psychiatric disorders is essential to prevent harm coming to either patients or staff. Effective 
and efficient evaluations would allow for appropriate and safe management and preventative 
strategies to be implemented. As such, routine assessments would alleviate the risks associated 
with introducing unnecessary medication and employing sedation when indicators are not 
evident or there are strong contraindications. Within the confines of an ambulance transport 
decision-making protocol (i.e., limited file information, short time durations), it is often 
unfeasible to commit substantial amounts of time to a detailed evaluation of the risk of 
disruptive behaviour during flight.  

 
 In early 2012, researchers at the British Columbia Mental Health & Addiction Services, in 
collaboration with the BCAS, developed an evaluation measure (BARSTOOL) to assist in the 
assessment of risk and level of sedation required to facilitate the safe transport of psychiatric 
patients by air. The BARSTOOL is a brief assessment instrument that serves to inform risk 
assessment and management by ensuring that decision-making regarding the use of sedation is 
evidence-based for both adults and children with mental illness. It comprises three domains 
measured at three time points: Past (historical information), Present (past 24 hours), and 
Future (anticipated risk during transport). The total scores of the domains from each period are 
entered into an algorithmic formula to produce an overall anticipated level of risk during 
transport, which is then used to formulate a recommended level of sedation. Whilst validity 
and reliability of the measure have yet to be established, preliminary results in utilizing the 
instrument are promising (Brink, Livingston, Nicholls, Dagg, & Davidson, 2013).  
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2. The Scoring System 
 
The design of the BARSTOOL is informed by evidence-based practice in behavioural risk 
assessment (Monahan et al., 2001; Ogloff & Daffern, 1997; Otto & Douglas, 2010; Webster, 
Douglas, Eaves, & Hart, 1997; Webster, Martin, Brink, Nicholls, & Desmarais, 2009; Woods & 
Almvik, 2002). In accordance with established research findings, risk for untoward outcomes is 
assessed by considering historical information (ever violent to self and/or others), current 
clinical presentation, and clinical opinion regarding anticipated behaviour during flight that 
could jeopardise the safety of the patient and/or flight crew.  
 
Each domain on the BARSTOOL is scored for three different time periods:  
 
Part A Past Any historical information up to 

24 hours prior to the current 
assessment 

Part B Present Any information collected or 
observed 24 hours prior to the 
current assessment 

Part C Future Anticipated risk during transport 
via air ambulance 

 
The scoring system addresses three relevant time periods (see Table 1). In part A, domains are 
scored dichotomously (i.e., 0 = no; 1 = yes). For part B, each domain is scored on a 3-point scale: 
0 = absent/minimally present; 1 = moderately present; and 2 = strongly present. The scoring 
system for part C is similar to B, except 0= low risk; 1= moderate risk; and 2= high risk. When 
deciding on the appropriate rating for parts B and C, assessors should be mindful not to base 
their judgment only on the number of symptoms present under each domain, but also on the 
level of severity they pose. More specifically, raters should assess the severity of the factors 
(e.g. agitation, anxiety) present and whether it results in any adverse consequences, such as the 
disruption of a person’s daily functioning or activities. The subtotal of each time period is then 
calculated and computed into a formula to produce an estimated overall risk level during 
transport.  
 
Table 1. Scoring system for BARSTOOL 
Time periods Scoring Subtotal scores 
Part A. Past – up to 24 hours prior 
to current assessment 

0 = No 
1 = Yes /3 

Part B. Present – past 24 hours 0 = Absent/ minimally present 
1 = Moderately present 
2 = Strongly present 

/6 

Part C. Future – anticipated during   
transport 

0 = Low risk 
1 = Moderate risk 
2 = High risk 

/6  
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The BARSTOOL presents four anticipated risk levels, each with their own algorithmic formula – 
see Table 2.  
 

• Low Risk  
o A + B ≤ 3, and  
o B ≤ 1, and 
o C = 0   

 

• Moderate Risk  
o A + B = 4 to 8, or  
o If in B, the score for Emotional, or Mental State or Behaviour is 2. Thus, where a 

person has demonstrated difficulties over the past 24 hours on any of the 
Emotional, Mental State or Behaviour domains in B to warrant a scored 2, that is 
sufficient for a rating of Moderate Risk. 
 

• High Risk   
o A + B + C =  9 to 11, or  
o A score of 1 is assigned to any of the Emotional, Mental State or Behaviour 

domains in Part C.  
o Note: It is important to remember that ANY score of 1 or greater in part C 

automatically renders the person a High Risk. Particular attention is therefore 
warranted when considering the domain scoring in Part C.  
 

• Ultra High Risk 
o The total score A+B+C >12, or  
o In Part C, the individualized score for Emotional state or Behaviour is 2. 
o The rationale for this scoring scale is to focus on those factors that are 

anticipated to present particular difficulties during flight e.g., someone who is 
acutely suicidal, agitated, hostile, reactive, impulsive, restless or uncooperative.  
The assessor will note that a score of 2 on Mental State in Part C does not 
automatically result in a rating of Ultra High Risk. This is because a person who 
has demonstrated persistent delusional thoughts and/or hallucinations, and is 
anticipated to continue to experience these symptoms, (and thus warrants a 
score of 2) does not necessarily pose an Ultra High Risk for transport by air. 

 
Table 2. Overall anticipated risk level during transport based on scored totals 
Overall anticipated risk level Total scores 

Low risk A (Historical) + B (Past 24 Hours) = ≤ 3 AND B ≤ 1 AND C 
(Anticipated Risk) = 0 

Moderate risk A + B = 4 to 8 OR If in part B, emotional state OR mental state 
OR behaviour = 2 

High risk A + B + C = 9 to 11 OR If in part C, emotional state OR mental 
state OR behaviour = 1 

Ultra high risk A + B + C = 12 or more OR If in part C, emotional state OR 
behaviour = 2 
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The BARSTOOL includes five recommended levels of sedation: none, low, moderate, high, and 
ultra high. Ideally, the recommended level of sedation should correspond with the anticipated 
risk levels; however, such notion has yet to be tested. It could be possible that each level of 
sedation presents the maximum amount of administered sedation possible for persons at each 
individual risk level. To mitigate unnecessary sedation of psychiatric patients, the tool provides 
an option of no sedation that is given at the discretion of the transport advisor. The BARSTOOL 
also provides an opportunity for additional factors to be taken into consideration when 
assessing a person, including a fear of flying, fear of restraint, claustrophobia (i.e., fear of 
enclosed spaces with no escape), young age, and whether the parent/caregiver believes they 
are at a risk for disruptive behaviour during transport.  
 

  

Version 1.8                       7 | P a g e  
 



 

3. Item Descriptions for the BARSTOOL 
 
a. Emotional State 
 

Emotion is a state of arousal that is characterized by an altercation of feeling tone and 
physiologic behavioural changes (Miller & Keane, 1987). An individual’s emotional state 
influences many essential mental processes, such as the ability to reason, decision-
making, actions, memory, and attention (Webster et al., 2009). Several factors reflecting 
the diversity of emotion are included under this domain, such as if the patient has been: 
suicidal, depressed, anxious, agitated, irritable, hostile, reactive, and manic.  
 

i. Suicidal 
 
 Being in a suicidal emotional state often involves an individual having self-injurious 
thoughts characterized by a desire, at some intended level, to kill him or herself 
(O'Carroll et al., 1996). When scoring for this item, one should take into consideration 
attempted suicidal behaviour(s) within the timeframe being considered, the presence 
of suicidal ideation(s), if the ideation results in distress, the degree of impulsivity or 
planning, and the likelihood of lethality (e.g., lethal means, attempted completed in 
isolation vs. within likely rescue) associated with gestures or attempts (Nicholls et al., 
2007). Busy clinicians may consider using the SAD PERSONAS scale as a relatively 
quick checklist to assess suicide risk (Patterson, Dohn, Bird, & Petterson, 1983). See 
also http://medicine.missouri.edu/psychiatry/uploads/Psychiatric-Interview.pdf  
 
ii. Depressed 
 
A depressed mood refers to a state of being unhappy, hopeless, discouraged, or 
“down in the dumps” (American Psychiatric Association, 2013). It may also include a 
combination of characteristics wherein the individual feels persistently empty; has a 
pervasive sense of worthlessness, hopelessness, pessimism, discouragement, 
helplessness, or excessive or inappropriate guilt; and appearing tearful or irritable. 
Individuals with depression also often report an inability to experience enjoyment 
from pleasurable activities, a preoccupation with depressing topics, or low self-
esteem. Significant weight loss when not dieting or substantial weight gain can also 
be indicators of depressed mood, as can fatigue or a loss of energy, insomnia or 
hypersomnia. In addition to these characteristics, persons in a depressive state may 
also have morbid and recurrent thoughts of death, suicidal ideation(s) with or 
without specific plans for committing suicide, or may engage in a suicidal attempt 
(American Psychiatric Association, 2013; Overall & Gorham, 1962; Ventura et al., 
1993). The diagnosis of a major depressive disorder or any other affective disorders 
should not be the sole deciding factor of this item; there must be documented 
evidence that the individual demonstrated the noted characteristics before the item 
can be coded affirmatively. 
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iii. Anxious 
 
An anxious emotional state is defined as a subjective experience of excessive worry, 
fear, and the apprehensive anticipation for a present or future adverse event, be it 
internal or external. This apprehensiveness manifests itself as feelings of dysphoria or 
somatic symptoms of tension (American Psychiatric Association, 2013; Overall & 
Gorham, 1962). Some defining examples of anxiety may include a state of excessive 
uneasiness, fear, nervousness, over concern, apprehension; shakiness; jitteriness; an 
inability to relax; hyperactivity, sweating; heart pounding or racing; cold clammy 
hands; dry mouth; dizziness; light headedness; apprehensive expectation; 
rumination; vigilance and scanning; hyper-attentiveness resulting in distractibility; 
difficulty concentrating; and feeling on edge (American Psychiatric Association, 2013; 
Ventura et al., 1993).  
 
iv. Agitated 
 
The complex nature of agitation makes it difficult to present a holistic definition that 
captures the diversity of this term (Day, 1999). In the Diagnostic and Statistical 
Manual of Mental Disorder 4th edition (DSM-IV-TR), the American Psychiatric 
Association (1994) defines agitation as a state of excessive motor activity 
characterized by a feeling of inner tension. This inner tension manifests itself to non-
purposeful and repetitious movements. Consider evidence of restlessness, pacing, 
fidgeting, wringing of the hands, pulling of clothes, and the inability to sit still, nail-
biting, foot-tapping, being threatening or combative, and fiddling with hair, skin, 
clothes or other objects when coding this item. Raters should also take into 
consideration the presence of akathisia (a side-effect of anti-psychotic medications) 
as it may mimic agitation.  
 
v. Irritable 
 
Irritability or irritable mood is a diagnostic criterion for many psychiatric disorders. It 
is an emotional state whereby the individual has a low threshold for aggressive 
reactivity in response to a negative stimulus, resulting in the person being easily 
annoyed, frustrated, and provoked to anger (American Psychiatric Association, 2013; 
Leibenluft, Blair, Charney, & Pine, 2006). In children, irritability may include being 
cranky, engaging in a temper tantrum,  screaming, crying, and being destructive in 
what they perceive as negative situations (Leibenluft et al., 2006).  
 
vi. Hostile 
 
Hostility refers to an underlying attitude characterized by dislike and negativity in 
their evaluation of others, such as appraising others as unattractive and mean 
(Berkowitz, 1993; Buss, 1961). Common features of hostility include animosity, 
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belligerence, contempt, being argumentative, and hateful towards other people 
(Overall & Gorham, 1962).   
 
vii. Reactive 
 
Emotional reactivity refers to a state of emotional volatility whereby a small stimulus 
can provoke considerable adverse reaction over a long duration (Nelson, Shankman, 
Olino, & Klein, 2011). A characterizing feature of reactivity is the changing nature of 
the stimulus-induced emotional state from the pre-stimulus baseline state. 
As such, examples of this may include being highly sensitive and reacting adversely to 
any stimuli by leaving the room, counterattacking with angry insults, crying, or 
throwing objects (Nelson et al., 2011; Strelau & Zawadzki, 2010).  
 
viii. Manic 
 
A person in a state of mania presents abnormally and persistently elevated, 
expansive (euphoric), and irritable in their emotional mood state that is out of 
proportion to context and circumstances (American Psychiatric Association, 2013). 
Examples include having an inflated self-esteem or grandiosity; decreased need for 
sleep; being more talkative than usual or pressure to keep talking; increase in goal-
directed activity; flight of ideas or subjective experience that thoughts are racing; 
distractibility; or unusually euphoric, good, cheerful, high, or lability of mood (e.g., 
altercation between euphoria and irritability).  
 

Table 3. Scoring anchors for ‘Emotional State’ 
A B C 
Historical Past 24 hours Anticipated during transport 
0 = No 
1 = Yes 

0 = absent/minimally present 
1 = intermittent, less severe 
symptoms of problematic 
emotional states 
2 = chronic, severe symptoms 
of, for example, depressive, 
irritable, manic, hostile 
emotional states 

0 = low risk of problematic 
emotional states 
1 = moderate risk of 
problematic emotional states 
2 = high risk of problematic 
emotional states 
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b. Mental State 
 
Mental state relates to symptoms and signs of mental illness that include delirium, 
dementia and psychosis (Webster et al., 2009).  
 

i. Confused 
 
Typically seen in delirium regardless of aetiology. Key features include disorientation, 
abnormal perception, disordered reasoning, and impaired memory functions. A 
reduced level of clarity (i.e., impaired awareness, alertness, and attention), poor 
digit-span or recent memory, difficulty performing tasks requiring logic, basic 
arithmetic, or spatial organization, or misperceiving its surroundings and people 
around him may also be indicators of confusion (Isselbacher et al., 1994). 
 
ii. Disoriented 
 
Also a typical feature of delirium, disorientation refers to being confused about time, 
place, and person (American Psychiatric Association, 2013).   
  
iii. Cognitively impaired 
 
Cognitive impairment is often associated with dementia and delirium. Both 
conditions accompany changes in cognition, which may include memory impairment, 
disorientation, language disturbance, or perceptual disturbance  Dementia refers to 
an acquired impairment with compromised function in multiple spheres of mental 
and cognitive functioning, such as memory, language, visuospatial skills, emotional 
regulation or personality (American Psychiatric Association, 2013). 
 
iv. Hallucinated 
 
Hallucinations refer to a specific feature of psychiatric disturbance characterised by 
“sensory perception that has a compelling sense of reality of a true perception, but 
occurs without an identifiable external stimulation of the relevant sensory organ” 
(American Psychiatric Association, 2013, p. 767). This altered state of consciousness 
involves the perception of sound (auditory), sight (visual), taste (gustatory), touch 
(tactile), or smell (olfactory), and physical experiences. These experiences are not 
pathological whilst falling asleep, in the midst of dreaming, or upon awakening.  
 
Common illustrations of this includes hearing voices that are not there; seeing 
objects or persons no one else sees; being touched or feeling like something is under 
one’s skin when there is not; smelling foul odours others do not smell; and feeling 
that he or she is being electrocuted when there is no evidence of that being true 
(American Psychiatric Association, 2013; Ventura et al., 1993). Raters should be 
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cautious in misperceiving hallucinations for illusions, which is the misinterpretation of 
an actual external stimulus (American Psychiatric Association, 2013).  A diagnosis of 
schizophrenia or other psychotic disorders should not be the sole factor in assessing 
whether a person is, was, or will be, hallucinating. The items should also be scored 
irrespective of the etiology.  
 
v. Deluded 
 
Delusional thought is a feature of several psychotic disorders. It refers to a state 
whereby a person endorses false beliefs based on incorrect inference(s) about 
external reality that is firmly sustained despite incontrovertible and obvious proof of 
evidence to the contrary (American Psychiatric Association, 2013). The distinguishing 
feature between deluded and an overvalued idea is the firmness of the held belief. In 
distinguishing the two, one should determine if the endorsed false belief or 
overvalued idea is so extreme and firmly held so as to defy credibility (American 
Psychiatric Association, 2013; Ventura et al., 1993). 
 
Delusions most often involve a belief that the person’s culture will regard as 
completely implausible. Individuals experiencing psychosis may believe that one’s 
partner is being unfaithful; they have inflated worth, power, knowledge, identity or 
special relationship to a deity or famous person; their thoughts, impulses, or actions 
are being under the control of some external force; or that events, objects, or other 
person in one’s immediate environment have particular and unusual significance. 
More commonly, such persons display paranoia that he or she is being followed, 
attacked, harassed, persecuted, or conspired against; that one’s thoughts are being 
broadcasted out loud so they can be perceived by others; or that one’s thought are 
not one’s worth, but rather inserted into the person’s mind (American Psychiatric 
Association, 2013). For instance, a deluded person may believe that he or she is being 
tracked and plotted against by the Central Intelligence Agency through a micro-chip 
inserted into his or her arm. A diagnosis of schizophrenia or other psychotic disorders 
should not be the sole factor in assessing whether a person is, was, or will be, 
deluded. The items should also be scored irrespective of the etiology. 

 
vi. Thought disordered 
 
Thought disorder refers to a state of disorganised thought processes, such as rapid 
shifts from one topic to another; tangential, illogical or unconnected thoughts, 
paucity or blocking of thought, and over-inclusive or circumstantial thinking.  
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Table 4. Scoring anchors for ‘Mental State’ 
A B C 
Historical Past 24 hours Anticipated during transport 
0= No 
1= Yes 

0 = absent/minimally present 
1= intermittent, less severe 
symptoms of mental state 
2= chronic, severe symptoms 
of, for example, 
hallucination, delusions, & 
thought disorder 

0 = low risk of problematic 
mental state 
1= moderate risk of 
problematic mental state 
2= high risk of problematic 
mental state 
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c. Behaviour 
  

The last domain of the BARSTOOL refers to the presence of problematic behaviours. This 
domain includes threatening violence to self, others, or objects, impulsive, restless, or 
uncooperative behaviour.   
 

i. Threatening or violent to self 
 
The nature of engaging in threats or violent acts to self is complex and diverse. Whilst 
a suicidal emotional state has been defined previously, this item is different in that it 
involves the engagement of actual threats or behaviours that result in the intentional 
injuring of one’s own body with a potentially fatal outcome for which there is 
evidence that the individual intended at some level (non-zero) to kill himself or 
herself (O'Carroll et al., 1996). It involves more than the mere thought of wanting to 
die, but explicit statements of the suicidal intention or behaviours of a similar nature. 
When scoring this item, raters want to review the person’s clinical record to see if he 
or she has a past attempt, be it historically or at the referral facility, and see whether 
the person has any suicidal thoughts, ideations, or plans currently that could 
translate to suicidal behaviour during transport via air ambulance. Common instances 
include expressing suicidal ideations (e.g., “I want or am going to kill myself”), 
overdosing on substances, or slitting one’s wrist. This item includes acts regardless of 
the severity of the threat or injury, in addition to acts of a self-harming nature.  

 
ii. Threatening or violent to others 
 
Violence to others is defined as behaviours that result in any actual, attempted, or 
threatened harm to others (Webster et al., 1997). Violence or aggression to others 
can encompass throwing objects dangerously, striking, pushing, scratching, pulling 
hair, kicking, punching, biting, using weapons to attack others, or stabbing someone 
(Kay, Wolkenfeld, & Murrill, 1988). It also includes acts of a sexual nature that are 
non-consensual, e.g., sexual touching, coercive or sexual assaults(Nicholls et al., 
2007) (Nicholls et al., 2007).  
 
iii. Threatening or violent to objects 
 
Threatening or being violent to objects is a type of aggression characterized by 
“wanton and reckless destruction of ward paraphernalia or others’ possessions and 
property” (Kay et al., 1988, p. 546).  
 
iv. Impulsive 
 
Impulsivity is the tendency for verbal or behavioural reactivity without much 
forethought (Dickman, 1993). The person is often unable to control or resist an 
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impulse, drive, or temptation to perform an act that may result in harm to the person 
or to others (American Psychiatric Association, 2013). It may involve engaging in risk-
taking behaviours, acting on the spur of the moment, and engaging in acts without 
taking into consideration the resulting consequences. More elaborate examples may 
be to purchase unneeded items despite limited funds, poor frustration tolerance, 
being erratic, out-of-control, overwrought,  engaging in sensation-seeking activities 
that are highly dangerous,  attempting suicide or engaging in self-harming behaviour, 
and eloping from a correctional facility, mental health facility, or any other facility in 
which they were under an order to reside in (Webster et al., 2009). 

 
v. Restless 
 
The nature of restlessness most often corresponds to and is associated with that of 
agitation (Corrigan & Bogner, 1994). It involves the inability to remain still, which 
results in pacing and excessive movements. The key feature of restless behaviour 
then can be seen as the irresistible compulsion to move as the increasing compulsion, 
if ignored, becomes increasingly unpleasant and distressing (Benes, Walters, Allen, 
Hening, & Kohnen, 2007). 
 
vi. Uncooperative 
 
Uncooperative behaviour is defined here as not complying with rules, regulations, 
requirements, direction, conditions, and agreements. The key features are the 
evidence of resistance, unfriendliness, resentment, and a lack of readiness to 
cooperate with others (Overall & Gorham, 1962). Common instances of this involve 
disobeying the rules or instructions given by staff at a managing facility, not 
complying with agreed psychiatric medication regimen, not complying with the rules 
of a facility (e.g., using substance abuse when prohibited), refusing to co-operate 
with urine, blood and other routine tests, substitutes samples, or resists help from 
the staff (Webster et al., 2009). 

 
Table 5. Scoring anchors for “Behaviour” 
A B C 
Historical Past 24 hours Anticipated during transport 
0 = No 
1= Yes 

0= absent/minimally present 
problematic behaviour 
1= moderate, less 
problematic behaviour 
2= strong, definite 
problematic behaviour 

0= low risk of problematic 
behaviours 
1= moderate risk of 
problematic behaviours 
2= high risk of problematic 
behaviours 
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4. Summary of Items 
 

1. Emotional State (EM) Examples 
i. Suicidal Suicidal ideation, plans, and thoughts. Past suicidal 

attempts. Feeling life is not worth living. Feeling tired 
of living and that he or she is better off dead. Feels like 
ending it to escape pain.  

ii. Depressed Individual feels persistently empty. Has a pervasive 
sense of worthlessness, hopelessness, pessimism, 
discouragement, helplessness, or excessive or 
inappropriate guilt. Recurrent thoughts of death. 
Appear tearful or irritable. Inability to experience 
pleasure from pleasurable activities. Preoccupation 
with depressing topics.  Low self-esteem. Significant 
weight loss when not dieting, or weight gain. Appears 
fatigue or has loss of energy. Insomnia or 
hypersomnia. Has recurrent thoughts of death, suicidal 
ideation without specific plan, engaged in a suicidal 
attempt, or has a specific plan for committing suicide. 

iii. Anxious Excessive uneasiness, fear, nervousness, over concern, 
apprehension. Shakiness. Jitteriness. An inability to 
relax. Hyperactivity, sweating, heart pounding or 
racing. Cold clammy hands. Dry mouth. Dizziness. Light 
headedness. Apprehensive expectation. Excessive 
worry or fear. Rumination. Vigilance and scanning. 
Hyper-attentiveness resulting in distractibility. 
Difficulty concentrating. Feeling on edge. 

iv. Agitated Restlessness. Pacing. Fidgeting. Wringing of the hand.  
Pulling of clothes. The inability to sit still. Nail-biting. 
Foot-tapping. Being threatening or combative. Fiddling 
with hair, skin, clothes or other objects. 

v. Irritable Quickly losing their temper and snapping at others. 
Feeling tense or ‘wound up’. Feel that he or she may 
lose control and hurt someone. Slamming doors or 
banging around because they are upset. Getting 
annoyed with self. Being cranky. Engaging in a temper 
tantrum. Screaming. Crying. Being destructive in what 
they perceive negative situations. 

vi. Hostile Animosity. Belligerence. Contempt. Being 
argumentative. Generalizing that others will be hurtful 
and intentionally provoking. Condemn others as the 
source of wrongdoing. An aggressive relational view of 
being in opposition towards other. Make personal 
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insults. Desire to inflict harm or see others being 
harmed. Spreading malicious gossip. Having negative 
attitudes towards medication, authority figures, need 
for transportation or relocation. 

vii. Reactive Highly sensitive and responding adversely to 
frustration or perceived slights or disappointments.  

viii. Manic Abnormal elevation in mood, often with inflated self-
esteem or grandiosity. Decreased need for sleep. Being 
more talkative than usual or pressure of speech. 
Increase in goal-directed activity. Flight of ideas or 
subjective experience that thoughts are racing. 
Distractibility. Unusually euphoric, good, cheerful, or 
high. Lability of mood, irritability. 

 
2. Mental State (MENT) Examples 

i. Confusion Does not comprehend questions being asked or follow 
conversation. Seems muddled. Has difficulty providing 
and remember general information regarding self or 
others. Reduced level of clarity. Poor short term 
memory. Difficulty performing logical, mathematic, or 
spatial organization tasks. Misperceives surrounding 
and people around him/her. 

ii. Disoriented Confused about time, place, and person. 
iii. Cognitively impaired Impaired attentional and/or memory functions as 

result of developmental delay, dementia or traumatic 
brain injury.   

iv. Hallucinated Hearing or seeing imaginary objects or persons, 
Tasting, smelling or feeling the touch of imaginary 
objects. 

v. Deluded Fixedly held, false belief based on incorrect inference 
from external reality and not sanctioned by the 
person’s culture or subculture. May be persecutory 
(fears of safety, being attacked, harassed, spied upon, 
conspired against); grandiose (inflated worth, power, 
wealth, knowledge, intelligence, influence, talents, 
skills); erotomanic (that someone, usually of higher 
social status, is in love with them); bizarre (e.g., 
controlled by aliens or machines); somatic (regarding 
appearance or functioning of the person’s body); 
reference (unusual significance to the person of 
external events, persons).  of that are not incongruent 
with   

vi. Thought disordered Disorganized, incoherent thinking, jumping from one 
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topic to another without apparent logic. Conversation 
conveys little information and is vague, overly abstract, 
or concrete, repetitive and stereotyped. Answers to 
questions obliquely related or completely unrelated. 
Formation of new words or phrases the derivation of 
which cannot be understood. Using old words in a new 
and unconventional way. Failure to follow chain of 
thought through natural conclusion. Inappropriate and 
persistent repetition of words, ideas, or subjects. 
Interruption of train of speech before thought or idea 
completed. 

 
3. Behaviour (BEH) Examples 

i. Threatening or violent to self Past suicidal attempts. Explicit statements of threat to 
kill self. Picks or scratches skin. Pulls out hair. Hits self. 
Bangs head. Hits fist into objects. Throws self onto 
floor or into objects. Mutilates self. Genital mutilation. 
Eye enucleation. Non-compliant with medication 
necessary for good health. Makes cuts on wrist or 
other parts of body. 

ii. Threatening or violent to 
others 

Swings at people. Grabs at clothing. Throws objects 
dangerously. Strikes, pushes, scratch others. Pulls out 
hair. Kicks, punches, bite others. Uses weapons to 
attack others. Stabs someone. Shakes a fist. Punches a 
wall near someone. Sexually touches others. Commits 
coercive or violent sexual assaults 

iii. Threatening or violent to 
objects 

Slams doors angrily. Rips clothing. Throws objects. 
Kicks furniture. Breaks objects. Smashes windows. Sets 
objects on fire.  

iv. Impulsive Risk-taking behaviours. Acting on spur of the moment. 
Acts without due consideration of consequences. 
Purchase of unneeded items despite limited funds. 
Poor frustration tolerance. Erratic. Out-of-control. 
Overwrought. Sensation-seeking. Suicide, self-harming 
or aggressive behaviour.  

v. Restless Paces. Fidgets. Unsettled behaviour 
vi. Uncooperative Resistant. Unfriendly. Resentful. Resists direction. 

Disobeys rules. Does not complying with instructions. 
Medication non-adherence. Refuses urine, blood, and 
other routine tests. 

 
 

Version 1.8                       18 | P a g e  
 



 

References 
 
American Psychiatric Association. (2013). Diagnostic and Statistical Manual of Mental Disorders 

(5th ed.) (DSM-5). Washington, DC: American Psychiatric Association. 
Benes, H., Walters, A. S., Allen, R. P., Hening, W. A., & Kohnen, R. (2007). Definition of restless 

legs syndrome: How to diagnose it, and how to differentiate it from RLS mimics. 
Movement Disorders, 22(Suppl. 18), S401-S408.  

Berkowitz, L. (1993). Aggression: Its causes, consequences, and control. New York: McGraw-Hill. 
Brink, J., Livingston, J. D., Nicholls, T. L., Dagg, P., & Davidson, J. (2013). Air ambulance 

transportation of individuals needing inpatient psychiatric care in British Columbia: A 
descriptive file review study. Manuscript in preparation.  

Buss, A. H. (1961). The psychology of aggression. New York: Wiley. 
Corrigan, J. D., & Bogner, J. A. (1994). Factor structure of the agitated behavior scale. Journal of 

Clinical and Experimental Neuropsychology, 16(3), 386-392.  
Dagg, P. (2010). Guidelines for sedating psychiatric patients flawed. BC Medical Journal, 52(1), 

20-22.  
Day, R. K. (1999). Psychomotor agitation: Poorly defined and badly measured. Journal of 

Affective Disorder, 55, 89-98.  
Dickman, S. J. (1993). Impulsivity and information processing. In W. G. McCown, J. L. Johnson & 

M. B. Shure (Eds.), The impulsive client: Theory, research, and treatment (pp. 151-184). 
Washington, DC: American Psychological Association. 

Isselbacher, K. J., Braunwald, E., Wilson, J. D., Martin, J. B., Fauci, A. S., & Kasper, D. L. (1994). 
Harrison's principle's of internal medicine (13th ed.). New York: McGraw-Hill, Inc. (Health 
Professions Division). 

Kay, S. R., Wolkenfeld, F., & Murrill, L. M. (1988). Profiles of aggression among psychiatric 
patients 1: Nature and prevalence. Journal of Nervous & Mental Disease, 176, 539-546.  

Leibenluft, E., Blair, R. J. R., Charney, D. S., & Pine, D. S. (2006). Irritability in pediatric mania and 
other childhood psychopathology. Annals of the New York Academy of Sciences, 
1008(1), 201-218.  

Miller, B. F., & Keane, C. B. (1987). Encyclopedia and dictionary of medicine, nursing, and allied 
health (4th ed.). Philadelphia: Saunders. 

Monahan, J., Steadman, H. J., Silver, E., Appelbaum, P. S., Robbins, P. C., Mulvey, E. P., . . . 
Banks, S. M. (2001). Rethinking risk assessment: The MacArthur study of mental disorder 
and violence. New York: Oxford University Press. 

Nelson, B. D., Shankman, S. A., Olino, T. M., & Klein, D. N. (2011). Defining reactivity: How 
several methodological decisions can affect conclusions about emotional reactivity in 
psychopathology. Cognition and Emotion, 25(8), 1439-1459.  

Nicholls, T. L., Gagnon, N., Crocker, A. G., Brink, J., Desmarais, S., & Webster, C. (2007). START 
Outcomes Scale (SOS). Vancouver: BC Mental Health & Addiction Services. 

O'Carroll, P. W., Berman, A. L., Maris, R. W., Moscicki, K., Tanney, B. L., & Silverman, M. M. 
(1996). Beyond the tower of babel: A nomenclature for suicidology. Suicide and Life-
Threatening, 26, 237-252.  

Version 1.8                       19 | P a g e  
 



 

Ogloff, J., & Daffern, M. (1997). Dynamic Appraisal of Situational Aggression: Inpatient version. 
Victoria, Australia: Centre for Forensic Behavioural Science, Monash University. 

Otto, R. K., & Douglas, K. S. (2010). Handbook of violence risk assessment. New York: Taylor & 
Francis Group. 

Overall, J. E., & Gorham, D. R. (1962). The Brief Psychiatric Rating Scale. Psychological Reports, 
10, 799-812.  

Patterson, W. M., Dohn, H. H., Bird, J., & Petterson, G. A. (1983). Evaluation of suicidal patients: 
The SAD PERSONS scale. Psychosomatics, 24, 343-349.  

Strelau, J., & Zawadzki, B. (2010). Fearfulness and anxiety in research on temperament: 
Temperamental traits are related to anxiety disorders. Personality and Individual 
Differences, 50, 907-915.  

United Kingdom House of Commons. (2003). A safer place to work: Protecting NHS hospital and 
ambulance staff from violence and aggression, from 
http://www.publications.parliament.uk/pa/cm200203/cmselect/cmpubacc/641/641.pdf 

Ventura, J., Lukoff, D., Nuechterlein, K. H., Liberman, R. P., Green, M. F., & Shaner, A. (1993). 
Manual for the expanded Brief Psychiatric Rating Scale. International Journal of Methods 
in Psychiatric Research, 3, 221-224.  

Webster, C. D., Douglas, K. S., Eaves, D., & Hart, S. D. (1997). HCR-20: Assessing risk for violence 
(2nd ed.). Burnaby, BC: Mental Health, Law, and Policy Institute, Simon Fraser 
University. 

Webster, C. D., Martin, M.-L., Brink, J., Nicholls, T. L., & Desmarais, S. (2009). Short-Term 
Assessment of Risk and Treatability (START). Port Coquitlam, BC: BC Mental Health & 
Addiction Services. 

Wheeler, S., Wong, B., & L'Heureux, R. (2009). Criteria for sedation of psychiatric patients for air 
transport in British Columbia. BC Medical Journal, 51(8), 346-349.  

Woods, P., & Almvik, R. (2002). The Brøset violence checklist (BVC). Acta Psychiatrica 
Scandinavica, 106(412), 103-105.  

 
 
  

Version 1.8                       20 | P a g e  
 

http://www.publications.parliament.uk/pa/cm200203/cmselect/cmpubacc/641/641.pdf


 

Appendix A: The BARSTOOL Summary Sheet 
 

  
 

 

Version 1.8                       21 | P a g e  
 


	1. Introduction to the BARSTOOL
	2. The Scoring System
	3. Item Descriptions for the BARSTOOL
	a. Emotional State
	i. Suicidal
	ii. Depressed
	iii. Anxious
	iv. Agitated
	v. Irritable
	vi. Hostile
	vii. Reactive
	viii. Manic

	b. Mental State
	i. Confused
	ii. Disoriented
	iii. Cognitively impaired
	iv. Hallucinated
	v. Deluded
	vi. Thought disordered

	c. Behaviour
	i. Threatening or violent to self
	ii. Threatening or violent to others
	iii. Threatening or violent to objects
	iv. Impulsive
	v. Restless
	vi. Uncooperative


	4. Summary of Items
	References
	Appendix A: The BARSTOOL Summary Sheet

