The clinical pathways are based upon publicly available medical evidence and/or a consensus of medical practitioners at the Advocate Children’s Hospital (“ACH”) and are

current at the time of publication. These clinical pathways are intended to be a guide for practitioners and may need to be adapted for each specific patient based on the
practitioner’s professional judgment, consideration of any unique circumstances, the needs of each patient and their family, and/or the availability of various resources at the

health care institution where the patient is located.

Accordingly, these clinical pathways are not intended to constitute medical advice or treatment, or to create a doctor-patient relationship between/among Advocate Children’s
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Hospital, its physicians and the individual patients in question. ACH does not represent or warrant that the clinical pathways are in every respect accurate or complete, or that one or more of them apply to a particular
patient or medical condition. ACH is not responsible for any outcomes a patient might experience where a clinician consulted one or more such pathways in connection with providing care for that patient.

Purpose: To help address patient behavioral health escalations
e Inclusion: Patients greater than or equal 7 years with behavioral health concerns that are escalating
e Exclusion: Patients with an infectious process or delirium

Agitated
Fidgeting, pacing, rapid breathing, crying, rocking

Disruptive
Yelling, refusing, arguing, name calling

Destructive/Dangerous
Increased Gross Motor Activity
Throwing, hitting, kicking, biting

Utilize non-pharmacological
De-escalation Techniques

e Consider giving scheduled or home medication early

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

e Assess for underlying cause of agitation (hunger,
pain, emotional trigger, etc)

e Verbal De-escalation

e Behavioral and environmental strategies to
deescalate

e Consider Child Life or Adaptive Care Consult

e Environmental check for safety of patient and
self

e Continue interventions or techniques from
agitation in addition to medication

e Setting Limits

e Teammate safety is priority

e Consider BHRT

e Environmental check for safety of patient and
teammate

e Consider psychiatric consult

If patient condition allows, oral administration should

be utilized first for all etiologies and levels of be

havior

Antihistamine

Antihistamine

1st generation antipsychotic + benzodiazepine

or or or
Unknown Etiology Benzodiazepine Benzodiazepine 2nd generation antipsychotic
or or or
2nd generation antipsychotic 2nd generation antipsychotic Ketamine

Developmental Delay or Autism
Avoid IM, if possible, to avoid additional
sensory assault, Avoid benzodiazepines due
to disinhibition risk

Consider an extra dose of home medication

Clonidine
or
2nd generation antipsychotics

2nd generation antipsychotics

Clonidine Clonidine
or or Antihistamine
ADHD Antihistamine Antihistamine or
or or 2nd generation antipsychotics IM/IV
2nd generation antipsychotics 2nd generation antipsychotics
Psychosis/Mania SR generah:rn ElapRyeEiiles 1st generation antipsychotic +/- benzodiazepine 1st generation antipsychotic +/- benzodiazepine

Benzodiazepine

+/- diphenhydramine

+/- diphenhydramine

Oppositional Defiant Disorder or

Second generation antipsychotics

Second generation antipsychotics

Second generation antipsychotics

. or or or
Conduct Disorder Benzodiazepine Benzodiazepine Benzodiazepine
Hydroxyzine
Hydroxyzine or
Anxiety, PTSD or Clonidine Benzodiazepine
Clonidine or

Benzodiazepine

Acute alcohol or benzodiazepine
intoxication

1st generation antipsychotics +/- diphenhydramine

1st generation antipsychotics +/-
diphenhydramine

1st generation antipsychotics +/-
diphenhydramine
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PRN
. .. Max Individual [Recommended|Approximate Relative .
Class Medication Dose , PP Repeat . Side Effects
Dose Daily Max Onset Contraindications
Interval
~ :,—Jn = Hypotension, bradycardia,
® O g Clonidine PO 27-45kg: 0.05mg . Hypotension, concomitant administration with
fﬂ- 9=_J En (Catapres) >45kg 0.1mg Lel 3 doses S 3 hours bradycardia benzodiazepines or antipsychotics
< Pt due to risk of hypotension
w . .
o Diphenhydramine . Prior paradoxical
PO: 1.5 hrs, P
E PO/IM 1 mg/kg 50 mg 100 mg IM: 25 min 4 hours response,
£ (Benadryl) developmental delay, | Sedation, paradoxical response
= . current anticholinergic
= Hydroxyzine PO .
g ¥ (At:rax) 1 mg/kg 50 mg 100 mg 30 min 5 hours or TCA medications
Lorazepam PO 30 min
(Ativan) <50 kg: 4 mg
.05-0.1 k 4 ’ 4 h
0 0.05-0.1 mg/kg mg >50 kg 8 mg ours
£ Lorazepam IV/IM 20 mi
& (Ativan) min Disinhibition, delirium, , _
N yTI—— developmental delay, Respiratory depression,
£ idazolam q : ’ disinhibition
g (Versed) 0.1 mg/kg 5mg 15 mg 5 min 7min | espiratory instability
<3 Midazolam IN
m . .
(Versed) 0.2 mg/kg 10 mg 10 mg 5.5 min 15 min
Midazolam IV . .
(Versed) 0.05 mg/kg 2 mg 10 mg 3 min 5 min
Haloperidol IM . .
w
% (Haldol) 0.05 mg/kg 5mg n/a 20 min 30 min
=
<
.a QTc > 500,
g anticholinergic
c intoxication, active | QTc prolongation, EPS symptoms
% 5 dol IM seizure disorder
© roperido . :
withdrawal syndrome
g (Inapsine) 0.05 mg/kg 5mg 5mg 10 min 20 min %
(U]
i
i
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Ziprasidone IM

<12 yrs old: 10 mg

QTc > 500,
anticholinergic

"
(%]
B 2 k 2 i 2-5h T prol ti
° (Geodon) 0.2 mg/kg >12 yrs old: 20 mg 0mg 60 min 5 hours intoxication, active QT prolongation
= seizure disorder
Q -
e Olanzapine PO/ODT 7-11y/o: 2.5mg .
< (Zyprexa) ez B 10 mg 20 mg 20 min 5 hours . .
s Olanzapine IM _ ' Consider risk of . .
o
5 (Zyprexa) 0.1 mg/kg 5mg 30 mg 15 min 30 min respiratory depression Resplratqrv depreSSIQn,
o L - if benzodiazepine orthostatic hypotension,
g Rl's;,;e/rcl)dl;)_;le 15-29 kg: 0.25 mg 05 - 60 mi - . ! ithin 1 h ¢ QT prolongation, tachycardia,
1] i > 30 kg: 0.5 mg . .5 mg min ours |given within 'our o e
g (Risperdal) IM olanzapine
~N Quetiapine PO .
S 0.5 mg/kg 50 mg 400 mg 90 min 12 hours
- 30-49 kg: 100 mg (1 mL)
g_ - . 50-59 kg: 150 mg (1.5 mL) Patients who
o 2 Ketamine IM . . . .
o€ 60-79 kg: 200 mg (2 mL) 300 mg n/a 3 min 5—30 min tachycardia or .
28 | 1omem) g5 99 kg: 250 mg (2.5 mL) hypertension would Fmergence reactions,
< = g: mgi{z.om yp . ) tachycardia, hypertension
g >100 kg: 300 mg (3 mL) constitute a serious
2 Ketamine IV hazard
S . .
(10 mg/mL) 1 mg/kg 150 mg n/a 1 min 5 min
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