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An evidence-based guideline that decreases unnecessary variation and helps 
promote safe, effective, and consistent patient care.

What is a Clinical Pathway?



• Recognize early signs of agitation and work with behavioral de-
escalation/environment first

• Standardize the medical management of agitation  
• Avoid the overuse of medication to manage agitation
• Reduce the frequency of physical restraints
• Check on our own implicit biases

Objectives of Pathway



Background

• Acute agitation in the hospital setting is distressing and dangerous for patients, 
families, and staff

• Can lead to disruption of care, patient or staff injury, need for restraint
• Successful management requires understanding of etiology and 

implementation of environmental, behavioral, and pharmacological 
interventions



Inclusion Criteria
• Children over the age of 5 and 25 kg experiencing 

agitation, including those with those with mental 
health concerns and those with developmental 
differences such as autism.  

• Ideally, patients suspected of developing agitation 
will have a plan in place. This pathway is for patients 
who do not have a pre-existing plan and are showing 
signs of acute agitation.

• If there is a concern for Delirium, also refer to the 
Delirium pathway.

Inclusion Criteria: Patients ≥ 5 years old experiencing agitation, including those admitted for mental health 
concerns and those with Autism Spectrum Disorder

            Exclusion Criteria: Patients < 5 years old and/or < 25 kg, patient already has an agitation plan per Psychiatry team

Note: in patients presenting with agitation and concern for delirium, please also refer to Delirium Pathway



It is important to try and 
prevent agitation from 
developing if possible. 

Appendix A outlines 
important prevention 

strategies. 

Appendix A:
Agitation Prevention Strategies



Initial Management
The Goal is to identify patients when they 
have low levels of distress before agitation:

1) Explore etiology like hunger, pain, 
bathroom needs, substance issues, 
hypoglycemia, etc.

2) Engage in Verbal and Behavioral 
De-escalation (Appendix B)

3) Ask parent/patient what has worked 
in the past (meds, comfort measures, 
etc.)

Initial Management:
• Notify primary team 
• Consider initiation of Behavioral Response Team (if 

patient located on Med-Surg or PICU)
• Consider underlying etiology2

• Recognize agitation before patients escalates to the 3Ds 
(disruptive, destructive, dangerous)  

• Ask patient/caregiver what interventions and/or 
medications have helped in the past

• Consult Psychiatry for assistance in determining etiology, 
providing verbal de-escalation, behavioral planning, and 
medication management

2Possible Underlying Etiology

• Basic Needs: hunger, pain, 
constipation, urinary retention, 
access to support person, is 
patient feeling safe

• Medical Causes: head trauma, 
substance use, neuroleptic 
malignant syndrome, serotonin 
syndrome, hyper/hypoglycemia



Levels of Agitation

There are different levels of 
agitation, and management will 
depend on the presenting level. 

1Definitions: Levels of Agitation:

• Agitated (distressed): a low level change 
in baseline behavior that doesn’t engage 
others, such as voicing distress or fear, 
hand ringing, rocking, pacing, fidgeting

• Disruptive (drawing attention): raised 
voice, gesturing, clenched fists, 
threatening posture, pacing

• Destructive (losing control): disruptive 
AND breaking or throwing things

• Dangerous (lost control): harmful to self 
or others, head banging, attempting to 
cut or strangle self/others, property 
destruction

• Threat of Lethality (stop me) 



Levels of Agitation: 
Agitated

For those that are agitated 
(distressed), verbal de-
escalation and behavioral 
techniques are utilized. 

1Definitions: Levels of Agitation:

• Agitated (distressed): a low level change 
in baseline behavior that doesn’t engage 
others, such as voicing distress or fear, 
hand ringing, rocking, pacing, fidgeting

• Disruptive (drawing attention): raised 
voice, gesturing, clenched fists, 
threatening posture, pacing

• Destructive (losing control): disruptive 
AND breaking or throwing things

• Dangerous (lost control): harmful to self 
or others, head banging, attempting to 
cut or strangle self/others, property 
destruction

• Threat of Lethality (stop me) 

Agitated1

• Verbal De-Escalation (Appendix B)
• Behavioral Techniques (Appendix B)
• Consider giving scheduled medication early



If Escalating and at Risk for Distress or 
Disruption

Continue working with De-escalation 
Techniques (dim lights, calm voices, give 
choices, etc)



If Escalating and at Risk for Distress or 
Disruption

• Consider Medications (See Dosing and 
Safety Tips- Appendix C)

• Please Look at Co-Morbid Conditions 
(like anxiety, ADHD, Substance Use) 
to help choose right med for right 
situation (Appendix D)



Medication Safety 
Tips

Appendix C has 
dosing and route 
options, as well as 
safety interactions for 
medications (e.g., 
monitoring for 
prolonged QT, 
avoiding interactions, 
etc.)



Co-Morbidities

• Check 
Appendix D to 
guide decision 
making for those 
with comorbid 
mental health 
conditions, 
including 
autism, ADHD 
and substance 
use disorder. 

• Avoid IM in 
psych trauma 
when possible



Levels of Agitation:
Disruptive

For those that are disruptive (drawing 
attention), medications are utilized in 
addition to verbal de-escalation and 
behavioral techniques. 

First line medications include 
diphenhydramine. 

PO medications should be offered 
first, if appropriate. 

1Definitions: Levels of Agitation:

• Agitated (distressed): a low level change 
in baseline behavior that doesn’t engage 
others, such as voicing distress or fear, 
hand ringing, rocking, pacing, fidgeting

• Disruptive (drawing attention): raised 
voice, gesturing, clenched fists, 
threatening posture, pacing

• Destructive (losing control): disruptive 
AND breaking or throwing things

• Dangerous (lost control): harmful to self 
or others, head banging, attempting to 
cut or strangle self/others, property 
destruction

• Threat of Lethality (stop me) 

Disruptive1

• Verbal De-Escalation (Appendix B)
• Behavioral Techniques (Appendix B)

Medications:
(may refer to Appendix C: Medication Dosing and 

Safety Tips)
First Line: 
• Diphenhydramine PO/IV*

o Child 25-50 kg: 25 mg up to q4h PRN (max 
150 mg/day)

o Adolescent >50 kg: 50 mg up to q4h PRN 
(max 200 mg/day)

o If patient with autism or developmental 
delay, consider starting with lorazepam 
(see Appendix D: Medication 
Considerations for Comorbid Conditions)

Second Line: 
• Lorazepam PO/IM/IV **

o Child 25-50 kg: 0.5-1 mg up to q6h PRN 
(max 4 mg/day)

o Adolescent >50 kg: 1-2 mg up to q6h PRN 
(max 8 mg/day)

o If ineffective, may repeat dose 60 min 
after initial dose

Suspicion or Known Substance Use:
• Start with lorazepam to reduce the risk of 

worsening an underlying toxidrome

 Offer PO medications first if appropriate, then IV/IM 
if refusing PO

* Diphenhydramine may cause paradoxical reaction in young children and those with neurodevelopmental differences.
** Higher/ frequent doses of benzodiazepines can lead to idiosyncratic reactions, disinhibition +/- delirium. 
*** Neurolpetics such as haloperidol carry risk of acute dystonic reaction (ie, acute/sustained muscle contraction).Use simultaneously with diphenhydramine.



Levels of Agitation:
Disruptive

Note that diphenhydramine may 
cause paradoxical reactions in 
young children and in those with 
neurodevelopmental differences. 

Higher/frequent doses of 
benzodiazepines can lead to 
idiosyncratic reactions, disinhibition 
and/or delirium. 

1Definitions: Levels of Agitation:

• Agitated (distressed): a low level change 
in baseline behavior that doesn’t engage 
others, such as voicing distress or fear, 
hand ringing, rocking, pacing, fidgeting

• Disruptive (drawing attention): raised 
voice, gesturing, clenched fists, 
threatening posture, pacing

• Destructive (losing control): disruptive 
AND breaking or throwing things

• Dangerous (lost control): harmful to self 
or others, head banging, attempting to 
cut or strangle self/others, property 
destruction

• Threat of Lethality (stop me) 

Disruptive1

• Verbal De-Escalation (Appendix B)
• Behavioral Techniques (Appendix B)

Medications:
(may refer to Appendix C: Medication Dosing and 

Safety Tips)
First Line: 
• Diphenhydramine PO/IV*

o Child 25-50 kg: 25 mg up to q4h PRN (max 
150 mg/day)

o Adolescent >50 kg: 50 mg up to q4h PRN 
(max 200 mg/day)

o If patient with autism or developmental 
delay, consider starting with lorazepam 
(see Appendix D: Medication 
Considerations for Comorbid Conditions)

Second Line: 
• Lorazepam PO/IM/IV **

o Child 25-50 kg: 0.5-1 mg up to q6h PRN 
(max 4 mg/day)

o Adolescent >50 kg: 1-2 mg up to q6h PRN 
(max 8 mg/day)

o If ineffective, may repeat dose 60 min 
after initial dose

Suspicion or Known Substance Use:
• Start with lorazepam to reduce the risk of 

worsening an underlying toxidrome

 Offer PO medications first if appropriate, then IV/IM 
if refusing PO



Levels of Agitation:
Destructive, Dangerous or Threat 

of Lethality

If the patient has escalated to 
become destructive, dangerous, or is 
a threat of lethality, medication 
options differ. These include 
olanzapine as first line. 

Verbal de-escalation and behavioral 
techniques should continue to be 
utilized. 

1Definitions: Levels of Agitation:

• Agitated (distressed): a low level change 
in baseline behavior that doesn’t engage 
others, such as voicing distress or fear, 
hand ringing, rocking, pacing, fidgeting

• Disruptive (drawing attention): raised 
voice, gesturing, clenched fists, 
threatening posture, pacing

• Destructive (losing control): disruptive 
AND breaking or throwing things

• Dangerous (lost control): harmful to self 
or others, head banging, attempting to 
cut or strangle self/others, property 
destruction

• Threat of Lethality (stop me) 

Destructive, Dangerous 
or Threat of Lethality1

• Verbal De-Escalation (Appendix B)
• Behavioral Techniques (Appendix B)

Medications:
(may refer to Appendix C: Medication Dosing and 

Safety Tips)

First Line: 
• Olanzapine (Zyprexa) PO/ODT/IM

o Child 25-50 kg: 2.5 mg once
o Adolescent >50 kg: 5 mg once
o Do NOT use within 1 hour of Lorazepam 

administration due to risk of 
cardiorespiratory depression

o If ineffective, repeat x 1 after 45 minutes

Second Line: 
Call Psychiatry to discuss before moving onto 2nd line 
therapy
• Haloperidol IM***

o Child 25-50 kg: 2 mg once (max 6 mg/day)
o Adolescent >50 kg: 5 mg once (max 15 

mg/day)
o May repeat in 4-6 hours

AND
• Diphenhydramine IM*

o Child 25-50 kg: 25 mg once (max 150 mg/
day)

o Adolescent >50 kg: 50 mg once (max 200 
mg/day)

• If patient is >70 kg, consider addition of 
Lorazepam** 2 mg IV once



Levels of Agitation:
Destructive, Dangerous or Threat 

of Lethality

Neuroepileptics, such as haloperidol, 
carry a risk of acute dystonic 
reactions (i.e., acute/sustained 
muscle contractions). 

Use it simultaneously with 
diphenhydramine. 

1Definitions: Levels of Agitation:

• Agitated (distressed): a low level change 
in baseline behavior that doesn’t engage 
others, such as voicing distress or fear, 
hand ringing, rocking, pacing, fidgeting

• Disruptive (drawing attention): raised 
voice, gesturing, clenched fists, 
threatening posture, pacing

• Destructive (losing control): disruptive 
AND breaking or throwing things

• Dangerous (lost control): harmful to self 
or others, head banging, attempting to 
cut or strangle self/others, property 
destruction

• Threat of Lethality (stop me) 

Destructive, Dangerous 
or Threat of Lethality1

• Verbal De-Escalation (Appendix B)
• Behavioral Techniques (Appendix B)

Medications:
(may refer to Appendix C: Medication Dosing and 

Safety Tips)

First Line: 
• Olanzapine (Zyprexa) PO/ODT/IM

o Child 25-50 kg: 2.5 mg once
o Adolescent >50 kg: 5 mg once
o Do NOT use within 1 hour of Lorazepam 

administration due to risk of 
cardiorespiratory depression

o If ineffective, repeat x 1 after 45 minutes

Second Line: 
Call Psychiatry to discuss before moving onto 2nd line 
therapy
• Haloperidol IM***

o Child 25-50 kg: 2 mg once (max 6 mg/day)
o Adolescent >50 kg: 5 mg once (max 15 

mg/day)
o May repeat in 4-6 hours

AND
• Diphenhydramine IM*

o Child 25-50 kg: 25 mg once (max 150 mg/
day)

o Adolescent >50 kg: 50 mg once (max 200 
mg/day)

• If patient is >70 kg, consider addition of 
Lorazepam** 2 mg IV once



Restraint Use 

• Restraints should only be 
used if there is threat of 
lethality, and/or when 
above measures (such as 
de-escalation) have failed 
and there is an imminent 
risk to self and others

Threat of Lethal and/or when above interventions have failed AND patient is at imminent risk to self/others: 
proceed to physical restraint per Connecticut Children’s Restraints and Seclusion Policy. 



Implicit Bias

• Literature shows that patients 
of color are more likely to be 
restrained

• Unconscious attitudes affect 
actions

• Clinical presentations of an 
agitated patient can cause 
stress in staff. This can lead to 
mental shortcuts and higher 
likelihood of treating certain 
patients differently.

• Awareness of your implicit 
biases can help mitigate this

TAKE A PAUSE to check your IMPLICIT BIAS
o Implicit biases are unconscious attitudes 

that affect our actions and decisions
o Learn more in the pathway educational 

module and consider this checklist prior 
to use of chemical and/or physical 
restraints (Appendix G: Checklist for 
Implicit Bias in Restraint Use)



Check Your Bias!

• Try to avoid inequities in care!
• Appendix G is a 6 point self-assessment/checklist that will 

help assess your implicit bias. This should be done prior
to ordering chemical and/or physical restraints!

TAKE A PAUSE to check your IMPLICIT BIAS
o Implicit biases are unconscious attitudes 

that affect our actions and decisions
o Learn more in the pathway educational 

module and consider this checklist prior 
to use of chemical and/or physical 
restraints (Appendix G: Checklist for 
Implicit Bias in Restraint Use)



• A – Agitation Prevention Strategies
• B – Verbal and Behavioral De-escalation 

Strategies
• C – Medication Dosing and Safety Tips
• D – Medication Considerations for Comorbid 

Mental Health Conditions
• E – Getting to Know Me
• F – Daily Schedule 
• G – Checklist for Implicit Bias in Restraint 

Use

Appendices Outline

In addition to the reviewed 
appendices, Appendix E and F helps 

document individualized plans for 
patients. 



• Psychiatry: for ongoing agitation management plans
• Child Life: for assistance with Sensory/Behavioral Plans
• Add Functional Plans when patient is feeling safe to allow for natural de-

escalation (schedule, sleep, walks)
o See functional order set

• Continue to assess for causes and address individual needs as best as we can

When Settled: Consult Team Partners 



• Recognize early signs of agitation (before patients become disruptive) and 
intervene with verbal and behavioral de-escalation

• Remember to utilize environmental interventions
• Trial PO meds first when the patient is in the disruptive state to avoid 

escalation into the destructive and dangerous states
• Get to know psych Co-Morbidities and see special medication considerations
• Remember to check your bias before chemical and/or physical restraint use

Review of Key Points



• % Patients with pathway order set
• % Patients who get at least one dose IM/IV medications per pathway
• % Patients who have greater than 2 doses IM/IV medications per pathway 

within 48 hours
• % Patients who have a restraint episode during their stay
• % Patients who have >= 2 restraint episodes during their stay
• ALOS (IP, Days, ED, Minutes) 

Quality Metrics



• Catherine Sullivan, MD 
o Pediatric Hospital Medicine

• Cristin McDermott, MD
o Psychiatry

Pathway Contacts
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Thank You!

About Connecticut Children’s Pathways Program
Clinical pathways guide the management of patients to optimize consistent use of evidence-based 

practice. Clinical pathways have been shown to improve guideline adherence and quality outcomes, while 
decreasing length of stay and cost. Here at Connecticut Children’s, our Clinical Pathways Program aims to 
deliver evidence-based, high value care to the greatest number of children in a diversity of patient settings. 

These pathways serve as a guide for providers and do not replace clinical judgment.
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