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Behavioral Escalation in the ED
Clinical Pathway Synopsis

Behavioral Escalation in the ED
(Initial Presentation)

Children’s Mercy

B Evidence Based Practice

Inclusion Criteria: qp Patient demonstrating escalating behavior in the ED Quick Access:

« Agitation - Restlessness, pacing, é (If known history of es_calatfng b_ehwion review Multidisciplinary ource of Behavioral
hand ringing, etc. . Behavioral Plan in Progress Notes) Escalation Management and

N Bias Awareness )

= Aggression - Change in body * Medications
language, argumentative or
defensive, verbal or physical threats Ensure Patient/Staff Safety

« Self Harm Behavior - Expressed Assess Environment: Parent Support)

thought to harm self/others, present
injurious behaviors or plan

+ Threat to Harm Others -
Expressed thought to harm others,
present threatening behaviors

+ Elopement - Verbal request to
leave, movement towards exit,
physical attempt to leave

Exclusion Criteria:

+ Any non-CM patient

+ Remove other pts from hallway or surroundings

+ Family/siblings step out of the room if needed

+ Remove dangerous objects when able (e.g., dangling cords)

Staff Safety:

+ Assure safe location in room (between patient and door)

+ Gather appropriate PPE

+ Do not enter room alone (tell another staff)

+ Beware of items that could be grabbed (i.e. stethoscope, jewelry, hair or lanyard)

Sources of Escalating Behavior Initiate 1:1 observation, (See, Are patient of Assess the source of escalation
+ Pain Continuous Patient Observation —|-g———yas staff in immediate No———| Provide quick/easy interventions such as
* Hunger Policy) danger? food, a blanket, and, if available, Child Life
+ Environmental factors
+ Delirium * "
+ Substance abuse or withdrawal Contact De-escalation Strategies

= Consider nicotine withdrawal + Security
(refer to Nicotine Cessation + Care Team
ini + Charge nurse

» Consider contacting Pharmacy

If patient has a prior Multidisciplinary Behavioral Plan, review recommended strategies

Verbal Interventions and Active Listenin,
- Consider opioid withdrawal g

(refer to Opioid Withdrawal + Consider psych nursing (Adele Validate their emotions "l understand you're feeling angry right now"
5 H.
Treatment: all only) Use reflective statements "I notice that you are tense"
Buprenorphine/Naloxone
i * Use "I" statements "l am concerned about your safety”

= Consider Toxicology Consult
+ Developmental delay or autism
+ Psychiatric diagnoses

(Source of Behavioral Escalation
Management and Medications)

Indications for Restraints
+ First line of care should be

Initiate seclusion

+ May need to move pt to Safer Room, if

possible

+ Have physical restraints readily availabl

Distraction Techniques

Engage the patient in calming activities: Deep breathing exercises, music, drawing, books, toys, or
other activities through Child Life (if available)

(See Restraint or Seclusion Policy)
= If brought in restrained, evaluate need
of continuing restraints.

Establish firm limits without threatening

Offer limited choices when
possible

v

"Would you like to sit here or there?"

State what is not allowed, but

"We cannot allow you to hurt yourself or others here"

start the statement with
yourself

seclusion (if available) before
medications or restraints,

+ If seclusion fails (risk of self-harm
or while in seclusion) proceed to

Consileradministrationion : "l can only provide you with one blanket right now"

medications based on source
Note: If prior visits, review notes for effective
pharmacologic strategies

Praise for acceptable behavior |"Thank you for remaining in the room; it helps everyone make sure
and adherence to rules set you are safe” "I'm impressed you can stay calm in these

needed (See Restraint or Seclusion
Policy).

Associated CM Policies:
+ Behavior Management
« Internal Transport of Disruptive and

medications and/or restraint as forth

circumstances, thank you"

Include the caregiver whenever possible

Provide emotional support an

d updates to the caregiver

Recognize if the caregiver is a

trigger for the agitation

Flight Risk Patients +
* Patient Transport within the Facility

Guidelines
* Restraint or Seclusion ,‘3 Rﬂ:s;;g
« Continuous Patient Observation view

These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is different,
and those individuals involved in providing health care are expected to use their judgment in determining what is in the best
interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that may
exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding that
departures from them may be required at times.
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Behavioral Escalation in the ED % Children’s Mercy SR
(Huddle with Care Team) LR iy
Quick Access:
aQp Huddle with Care Team Source of Behavioral
Sources of Escalating Behavior l + Involve family when possible Escalation Management and
+ Pain . - + Verify and administer home medications Medications
* Hunger * Have security at bedside, if needed
» Environmental factors + Collaborate with Social Work, House Shift POPS (Parents Offering
+ Delirium Supervisor, Child Life and Staff Advocacy Parent Support;
» Substance abuse or withdrawal Team, as needed
= Consider nicotine withdrawal + Discuss whether or not 1:1 is needed
(refer to Nicotine Cessation +
Clinical Pathway) . . .
« Consider opioid withdrawal Consider the following as needed, if not already
(refer to Opioid Withdrawa done: ) . .
Tresimeme « 1:1 observation (See, Continuous Patient
E ines Observation Policy)
[Suboxane] Clinical Pathway) * Move t‘o Safer Room, if possible
- Consider Toxicology Consult + Seclusion o )
- Developmental delay or autism = Consider physical restraints |fvseclu5|on h.as
- Psychiatric diagnoses begn unsuccessful (See Restraint or Seclusion
Policy)
(Source of Behavioral Escalation + Administration of behavioral medications based
Management and Medications) on source
. Note: If prior visits, review notes for previous behavioral
Indications for Restraints plan, effective strategies, or medication plans
+ First line of care should be
seclusion (if available) before
medications or restraints.
+ If seclusion fails (risk of self-harm
or while in seclusion) proceed to s the pt's behavior
. . Worsened/ ;
medications and/or restraint as Unchanged improved or worsened /
needed (See Restraint or Seclusion unchanged?
Policy).

Improved

+ Reconsider indications " P
for restraints If needed, consider consulting:

+ Repeat/add second line . BCBA/Fsychologyfor behavioral
L strategies
* Psychiatry for medications
Call Pharmacy and/or » Toxicology if substance intoxication is
Psychiatry for suspected
recommendations

+ Continue to monitor

+ Start CHAT Form (cmh.edu)

+ Maintain safe environment for pt and staff

+ Consider High Risk Behavioral Health Huddle for
high risk patients

+ Document in "Psychosocial Nursing Note"

Associated CMKC Policies:
+ Behavior Management
« Internal Transport of Disruptive and
Flight Risk Patients
« Patient Transport within the Facility
Guidelines
QR C?de * Restraint or Seclusion
for mobile view N . X
« Continuous Patient Observation

These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is different,
and those individuals involved in providing health care are expected to use their judgment in determining what is in the best
interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that may
exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding that
departures from them may be required at times.
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* History and prrysical exam
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& Umknaown substanoe(s)
= Lerazepam (POMINTVY, consider
adding Raloperidal if severily
aptated cr halisomating
= PLP intoxication
= Lorazepam (POVIMITYNGT)
= Alcahal/BED withd faaial &
#amulant inteaication
= Lorazepam (POVIMITV/HGTL add
halopendol f severely aptated
or hallucinating
= Aloshol/BED imtaxication
= Haloperidal (WP or
chiorpromazine (POAM)
= Dyplate withdraveal
= Cloniding Srarar apiate
replacemant (methadons,
subsoone) per hosptial protoool
= Akl sympromatic meds
(upraten, maalos, loperamids,

Delirium
Defined by
ALute onseUTEOUaNG Courss
piut

Iratienbion

MHsorganired thinking or
altared lir] of ConsoasnEs

Dewebapmental Delay or
Btk

Paychiatric isgnotis

Unicniown Etinlogy for

I

'

[]

¥

= Mote: Prs wath ASDVDID are
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medical or psych symploms

= HMatory to dandy disgrosis and
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= Use Behavicral deescalation

sraleges

+ Matory and physical exam

& Use beehaveoral deescalation
siraegies

v Continually reevaluate for
other cause of agitation

= WSS UreSaThAng Ml
etialagy

= ASTEns pain

= dopoed benrodarepines and
artichalinengios which may
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[]
Madications for patients still
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(ODTAM] &
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These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is different,
and those individuals involved in providing health care are expected to use their judgment in determining what is in the best
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interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that may

exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding that

departures from them may be required at times.
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These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is different,
and those individuals involved in providing health care are expected to use their judgment in determining what is in the best
interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that may
exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding that
departures from them may be required at times.
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Objective of Clinical Pathway

The objective of the Behavioral Escalation in the ED Clinical Pathway is to provide a structured, evidence-based
approach to managing children and adolescents who exhibit challenging or aggressive behaviors. These pathways are
designed to ensure that healthcare providers follow consistent, safe, and effective de-escalation, diagnosis, and
treatment strategies while promoting a compassionate, patient-centered environment.

Background

Pediatric behavioral escalation presents significant challenges in the emergency department (ED) (Saidinejad et
al., 2023). Behavioral crises in children, marked by aggressive or disruptive actions, are becoming more common as
mental health-related visits to the ED increase (Radhakrishnan, 2022). A substantial proportion of healthcare staff,
particularly emergency nurses, have experienced incidents of verbal or physical abuse in these situations (Benning et
al., 2024). In pediatric cases, mental health visits frequently escalate to a point of requiring interventions such as
physical restraints, with 6% to 10% of these cases involving such measures (Gerson et al., 2019). Implementing
effective management strategies, including prevention, early identification of escalation, verbal de-escalation
techniques, and timely behavioral interventions, are critical to maintaining a safe environment for patients and staff
(Gerson et al., 2019).

Target Users
e Physicians (Emergency Medicine, Fellows, Resident Physicians)
Nurse Practitioners
Nurses
Social Work
Care Assistance

Target Population
Inclusion Criteria
e Patients presenting or developing the following behaviors
o Aggression - Change in body language, argumentative or defensive, verbal or physical escalation
o Elopement - Verbal request to leave, movement towards exit, physical attempt to leave
o Self-Harm Behavior - Expressed thought to harm self/others, present injurious behaviors or plan,
intent during care

o Threat to Harm Others - Expressed thought to harm others, present plan or intent during care

Exclusion Criteria
¢ Any non-Children’s Mercy Kansas City patients
o Including parents and family members

Practice Recommendations

Please refer to the American Association for Emergency Psychiatry’s Best Practices for Evaluation and Treatment
of Agitated Children and Adolescents (BETA) for full practice recommendations, evaluation, and treatment
recommendations (Gerson et al., 2019).

Additional Questions Posed by the Clinical Pathway Committee
No additional clinical questions beyond the scope of Emergency Psychiatry’s consensus statement were posed for
this review.

Updates from Previous Versions of the Clinical Pathway

e Renamed pathway from “Aggressive Patient in ED” to “"Behavioral Escalation in the ED”
Broadened scope to include not only aggression, but also concern for self-harm or elopement
Removed the Behavioral Health Observation Tool and instead incorporated key points into the pathway itself
Recategorized level of aggression from mild/moderate/severe to immediate risk versus potential risk
Added recommendations for keeping the patient care environment safe for patients and medical team
members

These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is different,
and those individuals involved in providing health care are expected to use their judgment in determining what is in the best
interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that may
exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding that
departures from them may be required at times.
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e Highlighted behavioral strategies for de-escalation

e Added the use of seclusion as a recommended intervention

¢ Recommend pharmacologic treatment based on source of behavioral escalation

e Expanded medication table, including dose, route, time of onset, and time of peak effect
Recommendation Specific for Children’s Mercy

Children’s Mercy adopted the majority of the practice recommendations made by American Association for
Emergency Psychiatry’s Best Practices for Evaluation and Treatment of Agitated Children and Adolescents (BETA) for
full practice recommendations, evaluation, and treatment recommendations (Gerson et al., 2019).

Variations/Additions include: No deviations were made from the practice recommendation paper, but logistical
processes specific to Children’s Mercy were added.

Measures
e Use of the Behavioral Escalation Clinical Pathway

Value Implication
e Improved safety of patients
e Improved safety of medical team members
e Decreased need for physical restraints
e Decreased unwarranted variation in care

Organizational Barriers and Facilitators

Potential Barriers
e Variability in training in de-escalation strategies by medical team members
e Variability in resources based on location (availability of Safe Rooms)

Potential Facilitators
e Collaborative engagement across care continuum settings during clinical pathway development
e High rate of use of clinical pathways

Diversity/Equity/Inclusion
Our aim is to provide equitable care. These issues were discussed with the Committee, reviewed in the literature,
and discussed prior to making any practice recommendations.

Associated Policies

e Behavior Management
Internal Transport of Disruptive and Flight Risk Patients
Patient Transport within the Facility Guidelines
Restraint or Seclusion
Continuous Patient Observation

Clinical Pathway Preparation

This pathway was prepared by the Evidence Based Practice (EBP) Department in collaboration with the Behavioral
Escalation Clinical Pathway Committee composed of content experts at Children’s Mercy Kansas City. If a conflict of
interest is identified, the conflict will be disclosed next to the committee member’s name.

Clinical Pathway Committee Members and Representation
e John Graham, MD | Emergency Department | Committee Chair
Dani Wentzel, DO | Developmental and Behavioral Health | Committee Chair
Christopher Kennedy, MD | Emergency Department | Committee Member
Brandi Missel, ARNP | Emergency Department | Committee Member
Alec Bernstein, PhD, BCBA-D, LBA | Developmental and Behavioral Health | Committee Member
Ibad Siddigi, PharmD | Pharmacy | Committee Member

These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is different,
and those individuals involved in providing health care are expected to use their judgment in determining what is in the best
interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that may
exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding that
departures from them may be required at times.
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e Emily Snow, LMSW, MHSA | Developmental and Behavioral Health | Committee Member

e Philip Lawler, MBA, CPP | Security/Transportation | Committee Member

e Katie Stangler, MSN, APRN, CPNP, CCRN | Emergency and Trauma Services | Committee Member
e Tanis Stewart, MSN, RN, FNP-BC, CPN | Kansas Emergency Department | Committee Member
e Erin Bass, LCSW, LSCSW | Social Work | Committee Member

e Kathryn Worland, MSW, LCSW, LSCSW | Social Work | Committee Member

e Kourtney Frederes, RN | Emergency Department | Committee Member

e Holly Reid, RN | Emergency Department | Committee Member

e Michele Smith, CNA | Emergency Department | Committee Member

e Sarah Nienhaus, MSN, RN, CPEN | Emergency Department | Committee Member

e Viktoriya Stoycheva, MHA, BSN, RN, CPN | Emergency Department | Committee Member
EBP Committee Members

e Kathleen Berg, MD, FAAP | Hospitalist, Evidence Based Practice

e Jarrod Dusin, MS, RD, LD, CPHQ | Evidence Based Practice

Clinical Pathway Development Funding
The development of this clinical pathway was underwritten by the following departments/divisions: Evidence
Based Practice, Emergency Department, Developmental and Behavioral Health, and Social Work.

Conflict of Interest
The contributors to the Behavioral Escalation Clinical Pathway have no conflicts of interest to disclose related to
the subject matter or materials discussed.

Approval Process
e This pathway was reviewed and approved by the Behavioral Escalation in the ED Clinical Pathway Committee,
Content Expert Departments/Divisions, and the EBP Department; after which they were approved by the
Medical Executive Committee.
e Pathways are reviewed and updated as necessary every 3 years within the EBP Department at CMKC. Content
expert teams are involved with every review and update.

Review Requested

Department/Unit Date Obtained
Emergency Department February 2025
Developmental and Behavioral Health October 2024
Security and Transportation October 2024
Evidence Based Practice October 2024
Pharmacy October 2024
Social Work October 2024
Version History

Date Comments

7/23/2021 Version one - The pathway was developed to manage aggressive patients in the ED
using a behavioral health observation tool (BHOT).
3/2025 Version two - Renamed from aggressive patients in the ED, BHOT removed, scope of
patients expanded, treatment based on source of behavior, medication table
expanded.

Date for Next Review
e March 2028

Implementation & Follow-Up
e Education was provided to all stakeholders:

These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is different,
and those individuals involved in providing health care are expected to use their judgment in determining what is in the best
interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that may
exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding that
departures from them may be required at times.
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Nursing units where the clinical pathway is used
Providers from the Emergency Department and Developmental and Behavioral Health

e Additional institution-wide announcements were made via email, hospital website, and relevant huddles.

Disclaimer
When evidence is lacking or inconclusive, options in care are provided in the supporting documents and the power
plan(s) that accompany the clinical pathway.

These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each
case is different, and those individuals involved in providing health care are expected to use their judgment in
determining what is in the best interests of the patient based on the circumstances existing at the time.

It is impossible to anticipate all possible situations that may exist and to prepare clinical pathways for each.
Accordingly, these clinical pathways should guide care with the understanding that departures from them may be
required at times.

These clinical pathways do not establish a standard of care to be followed in every case. It is recognized that each case is different,
and those individuals involved in providing health care are expected to use their judgment in determining what is in the best
interests of the patient based on the circumstances existing at the time. It is impossible to anticipate all possible situations that may
exist and to prepare a clinical pathway for each. Accordingly, these clinical pathways should guide care with the understanding that
departures from them may be required at times.
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