
Pediatric Psychopharmacology Clinical Decision Flowchart for Acute Behavioral Escalation Management

Is it delirium?
Acute onset/fluctuating course 

plus inattention plus disorganized 
thinking or altered level of 

consciousness

Is it substance intoxication 
or withdrawal?

Does the pt have a cognitive 
limitation, developmental 

delay, or autism?
Note: ASD/DD are at higher risk 

for delirium and medical or psych 
symptoms

Does the pt have a clear 
psychiatric diagnosis?
Obtain collateral to clarify 
diagnosis and reason for 

agitation, use behavioral de-
escalation strategies

Unknown etiology for agitation? 
Obtain collateral, continue behavioral 
de-escalation strategies, & continually 

re-evaluate for causes of agitation

Address underlying medical etiologies
Assess potential sources of pain, discomfort, or infection
Avoid BZD and anticholinergics, which may worsen delirium

Still 
agitated or 
aggressive

PO: Olanzapine, risperidone, clonidine, or 
quetiapine

IM: Olanzapine

IV: Haloperidol (or lorazepam if there is 
concern for concurrent seizure or catatonia)

YES

Unknown substance
Lorazepam, with 
haloperidol if 
severely agitated or 
hallucinating

PCP intoxication
Lorazepam

EtOH/BZD withdrawal or 
stimulant intoxication
Lorazepam, add 
haloperidol if severely 
agitated or hallucinating

EtOH/BZD intoxication
Haloperidol

Opiate withdrawal
Clonodine and/or opiate replacement (methadone, 
suboxone) per hospital protocol. 
Add symptomatic meds (ibuprofen, maalox, 
loperamide, ondansetron, dicyclomine) as needed.

Utox negative 
Suspect synthetic cannabinoids or cathinones.
Lorazepam +/- haloperidol

Note: Use intramuscular (IM) route only when patient cannot or will not take PO, IV access is not available, and the severity/acuity of behavior warrants rapid action. 
* For these etiologies, in absence of consensus, medication options are listed alphabetically.
   Do not give olanzapine and benzodiazepines within one hour of each other.
PO = by mouth; IM = intramuscular; IV = intravenous; NGT = nasogastric tube; EtOH = ethanol; Utox = urine toxicology; PCP = phencyclidine; EPS = extra pyramidal symptoms; ASD = autism spectrum disorder; DD = developmental 
disability; BZD = benzodiazepines; ODT = orally dissolving tablet; PTSD = post traumatic stress disorder; ADHD = attention-deficit/hyperactivity disorder; ODD = oppositional defiant disorder; CD = conduct disorder; pt = patient. 

YES

Attempt behavioral interventions
Assess pain, hunger, other physical needs
Consider visual communication and sensory tools
Ask what usually soothes the child
Ask about prior medication responses (positive or 
negative), especially to BZD

Consider extra or half dose of pt’s home medication 
used to support behavior.
Minimize exposure to BZD and diphenhydramine, 
which can sometimes worsen behavior for this 
population.
Clonidine or antipsychotic (risperidone, olanzapine)    

Catatonia (Hypoactive or 
Hyperactive)
Lorazepam

Anxiety/OCD/PTSD
Lorazepam or clonidine 
(if concerned about 
disinhibition or <12yo)

ODD or CD*
Lorazepam or olanzapine     or 
risperidone

Mania or psychosis*
Note: extremely rare under age 16.
If on standing antipsychotic, give extra or half dose. 
If pt has evidence of catatonia or significant seizure history, 
the use of BZD should be considered for this population.
PO: Olanzapine, quetiapine, or risperidone
IM: Haloperidol or olanzapine
IV: Haloperidol +/- lorazepam

ADHD*
Clonidine or hydroxyzine or 
olanzapine     or risperidone if 
concerned about hypotension

YES

YES

Unknown etiology, mild agitation
e.g., verbal aggression
Use verbal and environmental 
strategies to de-escalate
Hydroxyzine or clonidine

Unknown etiology, moderate agitation
e.g., aggression against objects or property
Clonidine, risperidone, lorazepam, or 
olanzapine  

Unknown etiology, severe agitation
e.g., aggression to self or others
Haloperidol + lorazepam or 
olanzapine 
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Still 
agitated or 
aggressive

Complete 
medical 
workup

YES

Address concerns (hunger, sleep, dental, GI, urinary, skin/
musculoskeletal, ear/oral) that may be distressing the pt

Conduct history, 
physical exam, 
and toxicology 
to determine 
potential 
toxidrome

NO

NO

NO

NO


