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Abstract

Acute agitation in youth is a challenging presentation to the emergency department.

Inmany cases, however, youth can be behaviorally de-escalated using a combination of

environmentalmodification and verbal de-escalation. In caseswhere additional strate-

gies such as pharmacologic de-escalation or physical restraint are needed, using the
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least restrictive means possible, including the youth in the decision-making process,

and providing options are important. This paper reviews specific considerations on the

approach to a youth with acute agitation and strategies and techniques to successfully

de-escalate agitated youth who pose a danger to themselves and/or others.

KEYWORDS

agitation, environmental modification, least restrictive means, neurodivergent, restraint use,
verbal de-escalation

1 INTRODUCTION

Mental and behavioral health (MBH) emergencies are rising at a crisis

level among youth and adolescents in the United States, prompting a

declaration of national emergency by the American Academy of Pedi-

atrics, the American Academy of Child and Adolescent Psychiatry and

the Children’s Hospital Association.1 It is estimated that one in five

youth in the United States have an MBH disorder,2 with a 60% rise

in emergency department (ED) visits related to MBH emergencies

between 2006 and 2017.3 The absolute and relative number of pedi-

atric ED visits for MBH emergencies has increased from 4.8 million

(7.7% of visits) in 2011 to 7.5 million (13.1% of visits) in 2020, with

significantlymore visits by patients with public insurance.4 Inadequate

infrastructure and lack of timely access to outpatient MBH care,5 as

well as a declining supply of inpatient psychiatric beds, have resulted in

the ED serving as a safety net for youth with MBH disorders,6 leading

to prolonged ED mental health boarding while youth await definitive

psychiatric care.7 Furthermore, most youth seek emergency care in

non-children’s hospitals, where MBH resources may vary.8,9 Despite

the increase in pediatric mental health emergencies, less than half of

hospital EDs have a specific pediatric MBH policy, falling to less than a

third for rural EDs.8,10 This disparity highlights additional unmet needs

in rural settings where resource limitation may be more significant.11

In turn, delays in evaluation and treatment, interfacility transport, and

psychiatric hospitalization contribute to mental health boarding, with

prolongedwait times for a psychiatric inpatient bed.12

Although acutely agitated youth can often be de-escalated with-

out the use of restraints, many EDs do not have specific protocols

or training models for non-restraint use in addition to pharmacologic

restraint.12 This paper highlights best practices for identification of

pediatric agitation, use of environmental modification and verbal de-

escalation, safe approach to pharmacologic or physical restraints, and

provides several case examples of these strategies in use (Table 1).

2 RECOGNIZING CAUSES AND RISKS OF
AGITATION

Agitation occurs in up to 13% of all pediatric MBH ED visits and

requires immediate intervention to decrease the risk of injury to the

patient or others.13,14 Youth with agitation may suffer from paranoia,

delusions, or a “fight or flight” response rather than demonstrat-

ing true belligerence.15 Agitated youth who require restraints have

higher admission and transfer rates, a longer ED length of stay, and

often experience longer ED boarding compared to youth who do not

require restraints.13 Moreover, when pediatric patients are placed in

restraints, the patient, staff, family, and other ED patients are more

likely to be harmed.16

Identifiable risk factors for agitation such as being male, history

of abuse or trauma, or recent aggression in the past 24 h have been

reported (Table 2).13,17 If an underlying psychiatric disorder can be

identified and treated effectively, escalation of agitation can often be

prevented. For example, a potential trigger for agitation ismisseddoses

of home psychiatric medications; therefore, timely administration of

regularly scheduled medications during prolonged ED stays may avert

deterioration.18 Underlying medical problems that could be causing

or exacerbating agitation, such as head trauma, postictal states, inges-

tions, intoxication (eg, stimulants, ethanol), metabolic derangements

(e.g., hypo/hyperglycemia, thyroid disorders), or pain, should also be

considered and managed.19 Many potential organic causes of psychi-

atric symptoms such as fever or pain can be detected on history and

physical exam; therefore, it is critical to conduct a thorough history and

examination. This is particularly important in agitated youth who are

neurodivergent (eg, thosewith attention deficit hyperactivity disorder,

autism spectrum disorder, or other developmental disorders) because

theymay communicate their symptoms differently.20

3 ENVIRONMENTAL MODIFICATION

Environmental modification is one of the first steps in managing pedi-

atric patients at risk for agitation. The intense lighting, loud noises,

poorly regulated temperatures, lack of familiar objects, crowded and

chaotic conditions, frequent interruptions from staff, lack of access

to food and liquids to drink, and physical discomfort can all trig-

ger or exacerbate a crisis in the ED, particularly for youth who are

neurodivergent.17,18 Therefore, when possible, patients at risk for agi-

tation should be placed in a setting with a comfortable temperature

and where lights, noise, and foot traffic from the rest of the ED can be

minimized. Medical equipment that can induce physical harm should

be removed or secured.21 Providing the patient with a safe area for

unrestrictedmovementmay also prevent escalation.17 For example, an

mailto:mohsenmd@gmail.com
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TABLE 1 Case scenarios.

Case scenario 1: An agitated 5-year-old
A 5-year-old presents to the EDwith agitation and behavioral dysregulation. Per the family, he has had issues with emotional dysregulation but has been assessed

by his pediatrician without further evaluation by psychiatry. He currently is not on anymedications. The patient’s mother came in tonight because he has been

particularly violent towardmom after she did not let him have candy, biting and kicking at her.When they arrive in the ED, he is agitated and is screaming that he

does not want to be in the ED. Recommended course: the clinician enters with a calm, low voice and introduces themself to youth andmom. They keep some

distance from the youthwhile talking to him. They ask the youthwhat he likes to do at home. They also askmomwhat the youth likes, and she says he likes to draw.

The youth initially refuses to talk to the clinician but then also does say she likes drawing. The provider brings some drawingmaterials for the youth and passes

them to the youth. As the youth draws, the provider comments on howmuch they like his drawing.

Key points:
∙ Use de-escalation techniques such as using calm/low voice, keeping distance and remaining at eye level with the patient, relating to the patient.
∙ Utilize family for how to relate best/distract the patient.
∙ Use distraction techniques.

Case scenario 2: A 14-year-old boarding for agitation
A 14-year-old female with a diagnosis of bipolar disorder has been boarding in the ED for the past 2 days awaiting placement for agitation, self-harm, and suicidal

ideation. The patient has a history of impulsive behavior andmost recently has been running into traffic when she becomes agitated, to kill herself. She has also

been cutting herself when she becomes agitated or upset at home and has several scars on her arms. Recommended course: upon initial evaluation, the team spoke

with the patient and her parents about how to best redirect her when she becomes agitated. She likes music, and the family notes that she was taught breathing

exercises as well, which can sometimes be helpful for her. The ED obtains aMOAS score at the beginning of each shift. At the beginning of the current shift, her

score is a 1 and the team initially talks to the patient to see how they can address her needs. She refuses to talk to them. They offer her to listen to somemusic and

ask her to do her breathing exercises which she declines to do. Given her score of 1, they reassess herMOAS in an hour and note she is now a 2. She is on

aripiprazole and is due for this medication in an hour. The team discusses taking her medication early with the patient, and she agrees. They continue to offer her

music and ask her if there is anything else she would like to help her feel better. She states that she is tired of staying in the ED and is bored as she has nothing to

do. The ED team offers her an activity kit that they keep for boarding patients. After the patient receives hermedication and the kit, aMOAS score is repeated, and

is now 0. In sign out, the team notes that it may be helpful to offer her an activity kit at the beginning of each shift.

Key points:
∙ Monitor for signs of agitation/use a scoring system.
∙ Assess for specific de-escalation techniques/coping at the time of intake to develop a personalized non-pharmacologic agitation plan/de-escalation plan.
∙ Utilize current homemedications/medication plan when possible.
∙ Provide items/activities for patients during boarding.
∙ Utilize a tracking process or checklist of de-escalation/coping techniques that have and have not worked throughout the care.
∙ Perform structured handoffs between shifts to both ensure consistent care and update patient care plans.

Case scenario 3: Physical restraint of a 12-year-old patient with autism
A 12-year-old male patient with autismwho is non-verbal has been boarding for 3 days in the ED awaiting placement for agitation. The patient initially presented

due to self-harm behaviors at home consisting of head banging, as well as violent behavior toward parents including biting and hitting. His thorough physical

examination and evaluation have ruled out medical etiologies of agitation. He is on risperidone in themorning and clonidine at night. At noon, it is noted that he is

becomingmore agitated with an increasingMOAS score but has not responded to his typical de-escalation techniques. His family is unfortunately not available, as

they have to go to work during the day. He attempts to leave the ED.Multiple attempts aremade to verbally redirect him and to get him to take his as needed oral

medications for agitation, but he refuses. He is now biting and hitting staff as he tries again to exit the department. Recommended course: the decision is made to

restrain the patient and give him intramuscular olanzapine. Upon evaluation, an agitation plan was developedwith the family, and there was agreement that if he

failed all verbal de-escalation and refuses oral medications to proceed to physical restraint if he is at risk to himself and others. Family had noted he had had no

adverse reactions to olanzapine in the past. There was a discussion among the team about using physical restraints for as short of a time as possible to administer

the olanzapine safely. The physician is at the bedside to ensure the safety of the patient and staff during the application of the restraints. The staff apply four-point

restraints, and the nurse gives him the IM olanzapine. They continue verbal de-escalation attempts throughout, and after 15min, the patient begins to calm down.

The staff then slowly removes restraints from one extremity at a time. The patient is drowsy but not completely sedated an hour after the olanzapine. The team

performs a debrief and discovers he was not given his scheduled risperidone this morning. A discussion is made on how to ensure he receives his daily medications

as he boards in the ED, including a checklist in themorning to use at the bedside to ensure he gets his medications, meals, and other comfort measures when the

family is not available.

Key points:
∙ Medication assessment upon intake is imperative with family, particularly what medications have and have not worked in the past as well as adverse reactions

tomedications.
∙ Develop an agitation plan for boarding with the family for those at risk of agitation in the beginning of the ED stay before an agitation event if possible.
∙ Physical restraints are high-risk events, and time in restraints should beminimized. If physical restraints are used, a plan tominimize restraint time and the goal

of restraints should be in place prior to applying restraints. Patients should be closely monitored for medical adverse events while restrained, and continued

efforts at de-escalation should continue.
∙ As physical restraints are high risk events, debriefing should occur after each physical restraint (1) to ascertain potential causes/triggers for the agitation

leading to the events, (2) assess de-escalation techniques andmedications that were andwere not helpful in the patient’s agitation, and (3) to modify the

existing agitation plan or create an agitation plan from lessons learned and to develop plans for anymodifiable triggers/causes of agitation.
∙ Consider using tools for tracking daily activities of living and homemedications such as individualized patient checklists or standardized tracking lists.

Abbreviations: ED, emergency department; MOAS, modified overt aggression scale.
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TABLE 2 Risk factors associated with acute agitation.13,17,18,84

∙ Prior history of acute agitation (especially prior 24 h)
∙ History of abuse or victim of violence or trauma
∙ Communication barrier (neurodivergence, developmental

delay, etc.)
∙ Male sex
∙ Existingmental and behavioral health conditions (conduct

disorder, disruptivemood dysregulation disorder, or

oppositional defiant disorder)
∙ Foster care, group home, incarcerated youth

urgent care area of an ED that closes at night may be used for patients

to rest during overnight hours to help boarding patients maintain

circadian rhythms.

Other environmental considerations, including daily schedules for

familiarizing patients with their ED courses may reduce anxiety.22

Somatosensory kits, age-appropriate activities, and distraction items

(such as books and tablets), may be used to distract a patient, aid

in preventing acute agitation, and improve emotional functioning and

ongoing support during their ED stay.17,23–25 Teams may also enlist

the help of caregivers in providing patients with comfort objects

from home, preferred food or drink, and/or appropriate distraction

items.18 Caregiver presence is usually helpful for keeping patients

calm, especially for younger children and those who are neurodiver-

gent. Consideration for caregiver experience with previous agitation

episodes and successful de-escalation, particularly for neurodivergent

youth can be very helpful in avoiding potentially unsuccessful strate-

gies to achieve de-escalation. For example, involvement of family and

patient during each shift, or family rounds during shift transitions

may facilitate conversation about individualized environmental mod-

ifications, agitation reduction strategies, and early identification of

agitation in the ED. However, it is important to be aware that in

some cases, caregiver‒patient dynamics can trigger agitation. In these

cases, if developmentally appropriate, patients can remain in the ED

without caregivers at the bedside or given periods of respite from

caregivers.17

4 VERBAL DE-ESCALATION

Once identified, acute agitation can often be managed with verbal de-

escalation techniques. Early intervention is more likely to successfully

support patients with managing their emotional responses and behav-

ior. When interacting with agitated youth, it is important to remain

calm invoice andbodyposture intentionally.Over90%ofemotions and

>50% of what is spoken are communicated non-verbally.14 Although

several tools and formulas for verbal de-escalation exist,26 a working

group of emergency psychiatrists noted, based on experience and lit-

erature review, that “having a positive regard for the patient is more

effective than any othermethod/tool/formula.”27 Cliniciansmust com-

municate empathy for the patient’s circumstances as part of their care

and it may be helpful to view the role as a coach to the patient in this

TABLE 3 Ten domains of verbal de-escalation.85

∙ Respect personal space
∙ Do not be provocative
∙ Establish verbal contact
∙ Be concise
∙ Identify wants and feelings
∙ Listen closely to what the patient is saying
∙ Agree or agree to disagree
∙ Lay down the law and set clear limits
∙ Offer choices and optimism
∙ Debrief the patient and staff

process. Additionally, an important goal of de-escalation is to empower

patients to soothe themselves. Familiarity with the 10 domains of suc-

cessful verbal de-escalation (Table 3) and the ERASER mnemonic can

help recall the steps in de-escalation (Table 4).

5 PHARMACOLOGICAL MANAGEMENT

Pharmacological management should be implemented when further

intervention beyond verbal de-escalation is needed. It is also impor-

tant that non-pharmacological strategies be continued during and

after medication administration. Furthermore, patients should con-

tinue their usual medication schedule in the ED; therefore, an accurate

medication history is necessary to continue home medications, as

well as to screen for possible drug interactions and signs of intoxica-

tion or withdrawal (Table 5). Also, use of medications that are readily

available with evidence supporting their use may be prioritized.28

While no single class of medication is deemed to be the gold stan-

dard for the care of agitated youth, the medications used most

frequently in the treatment of agitation are atypical antipsychotics and

benzodiazepines.29 Potential adverse effects when choosing medica-

tion therapy, aswell as the patient’s age, weight,medical comorbidities,

and developmental level should be considered (Tables 6 and S1).30

Also, efforts should be made to determine the etiology of agitation

when choosing the agent and appropriate dose (Table 5). For exam-

ple, a youth with autism could be given an additional dose of their

usual home medications as first-line treatment for agitation symp-

toms in the ED. A youth with undifferentiated agitation could be

given either diphenhydramine or olanzapine, depending on the degree

of agitation and urgency of resolving the situation. Benzodiazepines

can be particularly useful in treating agitation related to substance

ingestion.29 Whenever possible, oral medications should be attempted

before intramuscular or intravenous administration.18,31 If an initial

dose of medication is not effective, it is preferred to administer a

second dose of the same medication rather than a new medication,

except when adverse drug reactions occur, or when the maximum

daily limit of a given medication is reached.18 It is important to

continuously reassess the etiology of agitation and the response to

current therapy, additional therapy, and if adverse drug reactions are

developing.18
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TABLE 4 Steps in de-escalationmnemonic ERASER.86

E Eyeball the patient Evaluate the patient from a safe distance. Survey the scene and ask about weapons or other features

that make the scene unsafe. Law enforcement involvement should only be sought when absolutely

necessary. Are there signs that the patient will not respond to verbal de-escalation?

R Respect the patient’s space Patients may escalate when there is intrusion into the personal space. Healthcare team should

maintain a respectful distance while being aware of escape routes should the patient become violent.

A A single member of EMS

personnel does the talking

and builds rapport

Establishing rapport is critical.Withmultiple healthcare team on the scene, a single individual should

be chargedwith talking to the patient. The EMS personnel chargedwith this taskmust remain neutral,

and not become “emotionally involved” in the patient (such as becoming angry, irritated, or frightened

of the patient).
∙ State your name and position, offer your help.
∙ Be genuine and honest.
∙ Use a calm, reassuring, and helpful voice, and a neutral expression. Be concise in your questions,

statements, or instructions.
∙ Give the patient time to respond.

S Sensible listening Often patients want to be heard, and people who are upset or confused generally want a way to

resolve the issue. Help them find a “way out” if it is reasonable. Try to understandwhat the patient

wants. Show awillingness to calmly listen to the patient, without necessarily reacting to demands.

This step can result in re-escalation of agitation if healthcare team become emotionally reactive,

angry, frightened, or frustrated. Other healthcare teammembersmay need to step in and continue if

this happens.

E Establish expectations and

set boundaries

Boundaries should be set with the patient about behavior that will not be tolerated, consequences of

actions, andwhat the patient is likely to expect. It is important to be clear but avoid using language

that can sound intimidating or threatening.
∙ For example, “Youmay not threaten people, it is our job tomake sure everyone stays safe.” “We

need tomake sure that you are ok, can we check your vitals and ask you some questions.”

“Unfortunately, we are worried that you cannotmake informedmedical decisions because you are

intoxicated.We are going to take you to the hospital so you can be treated for your injuries.”
∙ Give specific instructions such as “can you please sit down sowe can talk.” Avoid generic directives

such as “calm down” or “relax.”
∙ Provide a clear warning to the patient about the need to ensure the safety of both the patient and

EMS personnel and public.Warn that restraint, or medications will be given as necessary, but as a

last resort.

R Reasonable choices are

given to the patient

By retaining some degree of control, many patients will comply with direction if given reasonable

choices. For example, EMS personnel could say, “would you like to walk over to the ambulance and sit

on the bed inside, or do you prefer we bring the bed over here for you to sit on?”

Abbreviation: EMS, emergencymedical services.

TABLE 5 Pharmacologic considerations for acute agitation in
intoxication or withdrawal.

Benzodiazepine or

alcohol intoxication Haloperidol (PO/IV/IM)

Benzodiazepine or

alcohol withdrawal

or stimulant

intoxication

Lorazepam ormidazolam (PO/IM/IV)

May add haloperidol for severe agitation or

hallucinations

Opioid withdrawal Clonidine (PO) or opioid agonists (methadone)

or partial agonists (buprenorphine-naloxone)

Phencyclidine

intoxication

Lorazepam (PO/IM/IV)

Intoxication from

unknown substance

Lorazepam (PO/IM/IV)

Add haloperidol for severe agitation or

hallucinations

Abbreviations: IM, intramuscular; IV, intravenous; PO, oral.

6 PHYSICAL RESTRAINT AND POST-RESTRAINT
CONSIDERATION

Limited data indicate that the use of physical restraints are commonly

used in pediatric ED patients, with several studies reporting a range

of restraint use from about 2% to 7% of MBH patients.32 The range

of physical restraint use varies widely, from the sole method in almost

half of agitated youth to only 10% in others.32 Aside from the psycho-

logical trauma to patients and requirements in terms of staff resources,

restraints canhaveharmful physical33 andpsychological consequences

in youth.34 While it is difficult to get a true estimate, pediatric death

due to physical restraints, most commonly due to asphyxia, has been

reported.35–37 As such, physical restraints should only be used as a

last resort to protect the patient and staff, and efforts to minimize the

duration of restraint use should be a priority.34,38 Detailed standards

for physical restraint use are somewhat limited. The Joint Commission

requires hourly re-evaluation of the need for restraints for patients

under 9 years of age and every 2 hours for patients aged 9‒17 years.
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TABLE 6 Pharmacologic considerations for acute agitation by
diagnosis.

Diagnosis Medication

Neurodivergent Consider extra dose of patient’s home

medication

Risperidone (PO) or

Chlorpromazine (PO/IM) or

Olanzapine (PO/IM) or

Clonidine (PO) or

Aripiprazole (PO)

Delirium Risperidone (PO) or

Olanzapine (PO/IM) or

Clonidine (PO)

Anxiety/trauma/

PTSD

Lorazepam (PO/IM/IV)

Mania or psychosis Consider extra dose of patient’s home

medication

Risperidone (PO) or

Quetiapine (PO) or

Chlorpromazine (PO/IM) or

Olanzapine (PO/IM) or

Haloperidol (PO/IM)

Oppositional defiant

disorder or conduct

disorder

Chlorpromazine (PO/IM) or

Lorazepam (PO/IM) or

Olanzapine (PO/IM) or

Risperidone (PO)

Undifferentiated

agitation

Moderate agitation: diphenhydramine

(PO/IM) or olanzapine (PO/IM) or lorazepam

(PO/IM)

Severe agitation: haloperidol (PO/IV/IM)±
lorazepam (PO/IM) or chlorpromazine

(PO/IM) or olanzapine (PO/IM) ketamine

(IV/IM)

Abbreviations: IM, intramuscular; IV, intravenous; PO, oral; PTSD, post

traumatic stress disorder.

Moreover, the least restrictive form of restraint that maintains patient

and staff safety should be used.39

Although ED protocols for care after placement of physical

restraints are limited, a plan for preventing andmanaging the potential

return of agitation is among the important proposed quality measures

for pediatric agitation in the ED.40 To create such a plan, including early

identification of triggers, ED teams should debrief after every restraint

event to develop an individualized agitation plan for optimal treatment

and prevention of ongoing physical restraint.41 It is also important to

ensure appropriate information sharing among team members when

caring for a patient boarding in the ED for anMBHcondition, especially

if an individualized agitation plan has been established. Structured

handoffs have been shown to improve communication and ensure that

critical messages are relayed.42 Sign-out tools for structured handoffs

have been shown to help avoidmissing critical information during tran-

sitions in care.42 Last, frequent reassessment and activemonitoring for

signs of agitation throughout the ED stay are important ways to pre-

vent future episodes. Currently, no specific agitation scoring system is

recommended for pediatric patients boarding in the ED for an MBH

crisis; however, there are some preliminary studies of agitation scoring

systems for youth withMBH conditions in other settings.

∙ Brief Rating of Aggression by Children and Adolescents: a 16-point

scale to assess and predict potential aggression toward others43;

this score has not been validated for aggression toward self.

∙ Modified overt aggression scale44 or (MOAS): a four-point scale

that can be quickly used in real time to assess the level of agitation

via interview with the patient. While primarily used in adults, the

AmericanAcademyof Pediatrics recommendsMOASas an agitation

scoring system,45 which can be particularly helpful for adolescents.

7 DISPARITIES IN PHARMACOLOGIC AND
PHYSICAL RESTRAINT USE

Disparities exist within all aspects of pediatric MBH care, includ-

ing outpatient care, referral to neuropsychiatric testing, access to

trauma-informed mental health services, diagnosis, and management

ofMBHconditions, aswell asmanagement of agitated patients in acute

settings.46–52 In a study of 30 children’s hospitals across the United

States investigating pharmacologic restraint use in the ED, Black youth

had a higher likelihood than White youth of receiving pharmacologic

restraint (adjusted odds ratio [aOR] 1.22; 95% confidence interval [CI]

1.09‒1.35).53 An additional study of 11 different EDs within a New

England healthcare system revealed that Black youth were more likely

to be physically restrained compared to White youth (aOR 1.80; 95%

CI 1.40‒2.32).54

Several institutional-level interventions can reduce both overall

restraint use and disparities in use in youth with acute agitation. First,

hospitals can provide staff training on trauma-informed/responsive

care and de-escalation techniques for youth with behavioral

dysregulation.38 Additionally, the use of standardized agitation

screening tools and evidence-based acute agitation care pathways

may enhance the quality and equity of care.50,55 Integration of indi-

vidualized behavioral health plans can enhance patient-centered care

while also offering the possibility of decreased acute agitation events

that require restraint.38 Establishing behavioral emergency response

teamswithin the ED setting has been shown to reduce restraint events

for youth and adults.56 Quality improvement dashboards that monitor

disparities in care can also help inform ongoing responses to ensure

equitable pediatricMBH care.

8 YOUTH WITH NEURODIVERGENCE

Neurodivergent youth are particularly at risk for agitation.57 Chal-

lenges in connecting and communicating can be extremely frustrating

for the patient, family, andEDstaff. Neurodivergent youthmaybecome

agitated because of a change in their environment, loss of routine

and familiar surroundings, or changes in their schedule.22 Verbal de-

escalation strategies alone may be less effective in these patients.

Reducing sensory stimuli such as noise, light, and crowds, as well as
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an attempt to provide as familiar an environment as possible and easy

access to food andwater, are cornerstones ofmanaging acute agitation

in neurodivergent youth. Agitation may also indicate underlying pain

(eg, dental pain, constipation), illness, or overstimulation.58

While no standardized assessment tools are currently available for

managing an agitated neurodivergent youth, one study found that

the affective reactivity index, a parent-rated measure of irritability,

performed well in assessing irritability and agitation in youth with

autism.59 When speaking to the youth, it is important to keep the

conversation brief and simple and avoid overstimulation.59 When

assessing needs and concerns, use of visual and illustrated cuesmay be

more effective than verbal communication.60 Further research on agi-

tation recognitionandmanagement inneurodivergent youth is needed,

particularly to better understand the heterogeneous nature of agi-

tation in this group of youth and influence of co-existing psychiatric

conditions, when present.61

Thepharmacologic approach to treating agitation in neurodivergent

youth differs from that of neurotypical youth.62 Currently, fewmedica-

tions are approved by the Federal Drug Administration (FDA) to treat

agitation in neurodivergent youth specifically. Aripiprazole and risperi-

done are the only two medications with FDA approval for managing

irritability in neurodivergent youth.63,64

Severe behavioral dysregulation, self-injury, and property destruc-

tion are more common in neurodivergent youth. According to one

study, as many as two-third of all youth with autism have had at least

one significant episode of self-harm or property destruction.63–66

While physical restraint use in neurodivergent youth is not

uncommon,67 it may potentially worsen agitation by taking away

a youth’s freedom and by inducing fear and promoting dysregulation.

This can also result in a long-lasting negative effect on youth. There-

fore, verbal de-escalation, must be prioritized over physical restraint,

and focus should be onmodifying environmental factors, such as noise,

lighting, temperature, and interactions, to reduce agitation.68

9 SAFETY AND QUALITY CONSIDERATIONS

In addition to risk of iatrogenic harm to the patient frompharmacologic

or physical restraint, acute agitation creates a safety risk to families,

other patients, and ED staff. A recent study found a high prevalence of

workplace violence among ED healthcareworkers, with 31% reporting

physical assault from an agitated patient in the preceding 6 months.69

Workplaceviolence is likewise commonly reportedamongpediatric ED

staff, bothnationally and internationally, and reinforces the importance

of early and effective intervention for agitated patients.70–72 Quality

measures can help track progress in meeting the goal of high-quality

care delivery and minimization of patient and staff harm in structure,

process, and outcome (Table 7).73 ED examination room safety, num-

ber of patients restrained, adverse medication events, staff or patient

injuries, presence of a standardized agitation algorithm, staff training

on de-escalation techniques, documentation of plans for re-escalation,

and time between medication order and administration are important

quality metrics to consider.55

TABLE 7 Quality measures for acute agitation.55

Structure
∙ Presence of a structuredmulti-disciplinary “behavioral health rapid

response”
∙ Presence of a standardized protocol available to guidemanagement

of agitation

Process
∙ Number of patients with amental or behavioral health symptom

screened for agitation upon arrival
∙ Percent of patients at risk for agitation placed in ED room designed

for safety
∙ Number of agitated patients who have a complete set of vital signs

documentedwithin 30min of ED arrival
∙ Number of verbal de-escalation strategies prior tomedication

administration for agitation
∙ Percentage of ED staff who have completed a formal training

program in verbal de-escalation techniques and crisis intervention
∙ Percentage of ED staff who have participated in a didactic training

followed by simulation training on verbal de-escalation techniques

and crisis intervention
∙ Percentage of patients withmental or behavioral health symptom

who receive amedication for agitation
∙ Time from onset of agitation to time of first medication given for

agitation
∙ Time frommedication order to administration of medication for

agitation
∙ Percent of patients who receive amedication who receive youth life

services
∙ Percentage of patients who receivemedications or restraints who

have a documented plan for prevention or treatment of

re-escalation
∙ Length of stay in the ED for patients with agitation
∙ Return visit within 7 days for patients with agitation who are

discharged

Outcome
∙ Median time in physical restraints per patient in minutes
∙ Number of ED patients who receive physical restraints per 1000 h

of ED patient care
∙ Frequency of serious adverse events related to administration of

medication for agitation
∙ Patient/family and staff injuries per month related to episodes of

patient agitation

Abbreviation: ED, emergency department.

10 MANAGING AGITATION IN PRE-HOSPITAL
SETTING

In the pre-hospital setting, acute agitation is particularly challenging

to manage, given the environment, time, and resource constraints.74

Whenpharmacologic restraint is neededduring pre-hospital transport,

intramuscular ketamine is used by some emergency medical services

(EMS) agencies, with or without the addition of midazolam.75 This may

result in the patient arriving to the ED already sedated, which needs

to be managed.76 In a large prospective pre-hospital registry study of

over 3700 patients who had received ketamine for severe agitation, in

two adult patients (0.02%), ketaminemay have resulted in the death of

the patient on scene.77 In the same study, of the 122 youth younger

than 19 years who had received ketamine in the field, none died,

and most were discharged from the ED.77 The American College of
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Emergency Physicians’ Clinical Policy on treatment of adult patients in

the out-of-hospital and ED settings suggests that in situations where

rapid control of agitation and protection the safety of the EMS per-

sonnel, bystanders, and the patient is necessary, ketamine may be a

reasonable choice in medication due to its rapid onset and reliability.78

Regardless of the setting and medication utilized, appropriate dosing

based on weight and monitoring of patients for respiratory failure are

critical for rapid treatment of this complication.

11 LEGAL AND COMPLIANCE
CONSIDERATIONS IN AGITATION MANAGEMENT

Emergency clinicians who manage agitation following the principles

described in this paper will be acting within their duties and legal obli-

gations. Specifically, using stepwise strategies tomanage agitation that

poses a threat to the patient or staff is appropriate and, when docu-

mented clearly in the medical record, is within the expected standard

of care. This documentation should include the use of the least invasive

method (use of verbal de-escalation before the use of pharmacologic

restraint, for example). As in all emergencies, there is a general excep-

tion for parental consent when the treating clinician determines that

the degree of agitation poses clear harm to the patient or staff.79

Emergency Medical Treatment and Active Labor Act regulations

requiring stabilization of medical emergencies include the manage-

ment of an acutely agitated patient.80 As is the case with any issue of

parental consent, the primary responsibility of the emergency clinician

is to the patient, ensuring that they are safe and medically stable. It is

important that local protocols and state lawsbe followed, andwhile law

enforcement and child protective services may be involved, clinicians

shouldworkwith families and the entire care team to create care plans

to safely address agitation in the ED.

12 ED DISPOSITION OF CHILDREN WITH
AGITATION

Youth with acute agitation in the ED likely need an MBH assess-

ment to determine the safest and least restrictive environment of

care. Although some youth with agitation may require a period of psy-

chiatric hospitalization if there is ongoing concern for the safety of

themselves or others, once acute agitation has resolved, prior studies

showamajority can be safely discharged to home.13,81 For a youthwho

needs special MBH support or inpatient hospitalization and interfacil-

ity transfer is required, principles of patient and medical team safety

with prioritization of verbal de-escalation techniques andminimization

of restraint and sedation should be utilized.82 Last, prior to disposi-

tion, an important consideration for all youth with MBH conditions

is optimizing the safety of the home environment. Therefore, for any

youth who has been evaluated for agitation and who may have risk to

themselves or others in the future, the ED team and/or MBH special-

ist can help to create an individualized safety plan, which also includes

screening and counseling on access to lethal means.83

13 CONCLUSION

Agitation is a common presentation to the pediatric ED. Identification

of the cause of agitation is important to provide targeted interventions

to address underlying conditions or specific triggers of agitation. Any

youth developmentally able to understand and communicate should

be allowed to participate in the care plan, when possible. Clinicians

can assess the ability to provide verbal de-escalation before attempt-

ing any method of restraint. When verbal de-escalation alone is not

effective and pharmacologically assisted de-escalation is required, the

least restrictive means, such as oral medication, should be consid-

ered to minimize stress and disruption to the patient, family, and ED

staff. Physical restraint should be a last option, and when employed,

youth in restraint should be frequently reassessed and restraint

removed as soon as safely possible. Ongoing efforts to eliminate dis-

parities in restraint use in pediatric patients with MBH conditions are

needed.
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