
Yo
u 

ar
e 

pr
oh

ib
it

ed
 fr

om
 m

ak
in

g 
th

is
 P

D
F 

pu
bl

ic
ly

 a
va

ila
bl

e.

For reprints or permissions, contact permissions@psychiatrist.com. ♦ © 2019 Copyright Physicians Postgraduate Press, Inc.

It is illegal to post this copyrighted PDF on any website.

    e1Prim Care Companion CNS Disord 2019;21(1):18l02348

Letter to the Editor

Management of Severe Agitation in the Emergency 
Department of a Community Hospital in Brooklyn, 
New York: Establishing “Code White”

To the Editor: Agitated patients commonly present to the 
emergency department (ED), posing immediate safety risks to 
themselves, the staff, and other patients. Management of severe 
agitation is best accomplished by a protocolized, team-based “alert”-
type response that incorporates specific systems to deliver a series of 
patterned actions and immediate availability of calming medications 
to ensure prompt, best-practice care of this vulnerable patient 
group. While the intricacies of categorization and contingency 
plans for management of various levels of agitation have not been 
laid out in much detail, the protocol devised by Wilson et al1 in 
2012 guides the overall management strategy. A revised algorithm 
and tailored approach are warranted as more information becomes 
available about the etiologies of agitation and variety of management 
techniques. 

To address this need, we undertook (1) a literature review that 
culminated in the development of an algorithm for treatment of 
different levels of agitation and (2) a survey of ED staff to identify 
difficulties in providing care for agitated patients, which informed 
a set of “code white” procedures for managing severely agitated 
patients.

Methods. The project was a collaborative effort by the 
Departments of Emergency Medicine and Psychiatry at a large 
community hospital and academic training center in Brooklyn, New 
York, and it resulted in the development of an algorithm to identify 
various levels of agitation of all etiologies, not limited to acute 
psychiatric emergencies, by means of a comprehensive literature 
review for established best practices and existing guidelines. 

Staff in both departments were also surveyed to determine 
the problems perceived as major obstacles in implementing 
optimal patient care for severely agitated patients. A total of 38 
staff members of various levels and in different roles, including 
attending physicians, residents, registered nurses, security guards, 
and technicians, were approached and asked a 10-question survey 
(available from the authors on request), with their responses 
recorded and transcribed. These responses identified obstacles that 
were addressed to create a uniform hospital team response protocol 
for managing severely agitated patients.

Results. 
Algorithm development. The literature review supports an 

approach that is tailored to the potential cause of the agitation; 
therefore, our algorithm (Figure 1) is divided on the basis of 
tentative etiologies. A safe approach for undifferentiated agitation is 
also included in the algorithm for cases in which the intervention is 
time sensitive and needs to be performed before further assessment 
can be completed. The algorithm includes the following points.

•	 For agitation secondary to psychosis, oral antipsychotic 
medications that absorb rapidly are preferred (risperidone 
and olanzapine oral disintegrating tablets), as they are 
perceived as less coercive, offer proper sedation, and 
pose less risk of injury to staff and patients than the 
administration of IM or IV medications. These are followed 
by first-generation antipsychotics like haloperidol, which 
has a fair side effect profile and few drug-drug interactions.

•	 For severe agitation, a short- to medium-acting 
benzodiazepine can be added to increase the potential for 

sedation and decrease the risk of extrapyramidal side 
effects from higher doses of typical antipsychotics.

•	 In the case of alcohol or central nervous system 
depressants withdrawal, behavioral agitation should be 
managed with medium- to long-acting benzodiazepines, 
with the choice of agent depending on the formulary 
available, route of administration needed, and level of liver 
impairment (lorazepam, diazepam, chlordiazepoxide).

ED staff survey. While most staff (90% [n = 34 respondents]) 
agreed that the ED staff were fairly skillful in the management 
of agitated patients, the main obstacles to care identified were

•	 Lack of rapid access to calming medications (79% 
[n = 30])

•	 Lack of training and expertise among personnel in 
the general ED to ascertain when to deploy verbal 
de-escalation techniques versus medications (39% 
[n = 15])

•	 Narrower hallways and limited triage space to create 
adequate physical room for application of physical and 
chemical restraints (26% [n = 10])

•	 Absence of an established team with designated staff roles 
for safely and effectively managing the emergency

•	 Long lengths of time taken to triage the patients and 
transport them to an enclosed safe space in the  
Psychiatric ED

•	 Difficulty in predicting episodes and preemptively 
preparing for emergencies like severe agitation.

The lack of a protocolized targeted approach became evident by 
reports from staff that suggested they found themselves utilizing 
chemical or physical restraints more frequently if the ED was 
getting busier.

Code white protocol. Assimilating these survey data, we 
established the “code white” protocol as part of the agitated patient 
guideline (Figure 1) to enable staff to screen and categorize levels of 
agitation, identify etiologies, and treat appropriately. A virtual kit 
was placed in the medication dispenser (Pyxis, BD; Franklin Lakes, 
New Jersey) to facilitate the immediate availability of appropriate 
calming medications. This multidisciplinary patient-centered 
approach to agitation can be applied across institutions with a 
similar ED patient population.

Severely agitated patients often present an immediate danger 
to themselves and others. Skillful management of these agitated 
patients in the ED is therefore not only crucial for the safety of 
staff and but also ensures that these agitated patients receive the 
standard of care so their medical needs may be met. A protocolized, 
team-based “code white” approach to the management of severe 
agitation, alongside recommendations for etiology-specific 
treatment of mild and moderate agitation, may improve staff safety 
and patient outcomes.
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Figure 1. Maimonides Emergency Department Agitated Patient Treatment Map

Abbreviations: BZD = benzodiazepine, CNS = central nervous system, ETCO2 = end-tidal carbon dioxide, IM = intramuscular, IV = intravenous, 
resus = resuscitation.

When Agitated Patient Is Identi�ed: Classify as Mild, Moderate, or Severe  

Management according to most likely etiology of agitation  

Moderate Agitation: Persistently agitated with loud outbursts;       
intermittently but not consistently redirectable, disruptive but 
not an immediate danger to self or others  

If no psychosis evident, treat 
as agitation due to 
withdrawal  

 
If psychosis evident, treat as 
known psychiatric disorder  

 
Undi�erentiated 

agitation/complex 
presentation  

Relieve dangerous restraint holds:  

• Anything covering mouth/nose  
• Compression of neck  
• Compression of chest (or back)  
• Hog-tie/hobble position 

 

Face mask oxygen  
covering mouth and nose  

1.  Oral 2nd-generation  
antipsychotic:  

Risperidone 2 mg 
Olanzapine 5–10 mg  

 
2.  Oral 1st-generation   

antipsychotic: 
Haloperidol 2–10 mg + 
BZD 

 
3.  Parenteral 2nd-

generation antipsychotic: 
Olanzapine 10 mg IM   
Ziprasidone 10–20 mg IM  

 
4.  Parenteral 1st- 

generation antipsychotic: 
Haloperidol 2–10 mg IM/IV 
+ BZD    

 
Psychosis in patient with 

known psychiatric disorder
 

Verbal de-escalation  
 

Nonpharmacologic interventions:  
•  Food and water  
• Symptom control  
•  Provide 

phone/distraction/
entertainment (as available) 

 
Oral calming medication as needed  

 
Evaluate for relevant medical,  
psychiatric, social problems  

 Mild Agitation: Anxious/restless
but normal speech, persistently   
redirectable and responsive to 
engagement

 

Alongside management of agitation, consider precipitating or       
coincident dangerous medical conditions  

Identify and treat dangerous causes 
and e�ects of severe agitation  

 
Hypoxia, hyperthermia, 

hypoglycemia, hypoperfusion, 
hyperkalemia, acidemia, 

intracerebral hemorrhage, CNS 
infection, seizure withdrawal, 

thyrotoxicosis, rhabdomyolysis, 
trauma (may be occult)  

 

Calming medication  
given intramuscularly  

 
Combination of haloperidol and 

midazolam, or  
dissociative dose ketamine (5 mg/kg)  

Assemble adequate personnel to  
safely approach patient  

Severe Agitation: Immediate threat to  
self or others: combative, violent, 
uncontrollable, especially if concern for 
concomitant dangerous medical  
condition (eg, trauma)  

 
Ethanol intoxication  

or other CNS depressant  

Haloperidol 2–10 mg IM  
 
Add midazolam 2–5 mg IM if 
more severely agitated  

Monitor for withdrawal  

 

Ethanol/BZD withdrawal  
or  

CNS stimulant intoxication  

1.  Oral BZD:   
Lorazepam 1–2 mg 
Diazepam 5–10 mg 
Chlordiazepoxide 

50–100 mg  
 2.  Parenteral BZD:  

Diazepam 10–20 mg IV 
Lorazepam 1–2 mg IV 
Midazolam 2–5 mg IM  

May require rapid re-dosing 
and dose escalation, especially 
in alcohol or BZD withdrawal   

 

 
Delirium  

 
Focus on underlying cause  

Non-BZD favored  
 
1.  Oral 2nd-generation 

antipsychotic: 
Risperidone 2 mg  
Olanzapine 5–10 mg   

 
2.  Oral 1st-generation 

antipsychotic: 
Haloperidol ≤ 3 mg  

 
3.  Parenteral 2nd- 

generation antipsychotic: 
Olanzapine 10 mg IM  
Ziprasidone 10–20 mg IM  

 
 4. Parenteral 1st-generation  

antipsychotic: 
Haloperidol ≤ 3 mg IM or IV 

Monitoring in Resus Zone or 
appropriately monitored location 

based on level of sedation per 
provider assessment  

• Rectal temperature  
• Room air pulse oximetry (or 

supplemental O2 + ETCO2)  
• Telemetry and blood pressure  

 

Loosen any tight restraints  
Loose restraints OK if needed     

 
Head of bed up  

 
Capillary blood glucose  

Vascular access  
Crystalloid bolus  
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