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A. Obtain relevant history:
1. Previous psychiatric hospitalization, when and where?
2. Where does patient receive psychiatric care?
3. What medications does that patient take (include prescription, over-the-counter,

herbals)
4. When is the last time the patient actually took their medications?
5. Has the patient been using illicit drugs or otherwise “self-medicating”?

B. Calm the patient/verbal de-escalation.  Sit down, speak calmly, avoid judgmental statements

C. Evaluate the patient’s general appearance and vital signs

D. EMS Providers must remember that aggressive, violent behavior may be a symptom of
medical conditions such as, but not limited to:

1. Head trauma
2. Alcohol / drug related issues
3. Metabolic disorders (i.e., hypoglycemia, hypoxia, environmental exposure etc)
4. Psychiatric / Stress-related disorders

E. Contact Medical Control and advise of patient condition

F. Transport patient to appropriate facility
1. Pregnant psychiatric patients of any age shall be transported to an obstetrics-

capable hospital.
2. Non-pregnant pediatric (under 18 years) psychiatric patients shall be transported

to a pediatric psychiatric capable hospital (i.e. Akron Children’s Hospital)
3. If exceptions need to be made consult online medical control.

G. Contact law enforcement for assistance with violent patients

H. All patients who are not making rational decisions should be transported for medical
evaluation.  They lack medical capacity to refuse care.  See Transport Policy.

1. Threats of suicide; overdose of medication, drugs or alcohol; and/or threats to the
health and well-being of others are NOT considered rational.

BEHAVIORAL EMERGENCIES 

ALL RESPONDERS SHOULD HAVE A HEIGHTENED 
AWARENESS OF SCENE SAFETY 

NOTE:  RESTRAINTS (physical and chemical) MAY BE USED TO PROTECT THE 
PATIENT, RESPONDERS AND BYSTANDERS. 

GENERAL CONSIDERATIONS 
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A. Soft restraints are to be used only when necessary in situations where the patient is
potentially violent and may be a danger to themselves or others.

B. Patient health care management remains the responsibility of the EMS provider.  The method
of restraint shall not restrict the adequate monitoring of vital signs, the ability to protect the
patient’s airway, compromise peripheral neurovascular status or otherwise prevent
appropriate and necessary therapeutic measures.

It is recognized that the evaluation of many patient parameters requires patient cooperation
and thus may be difficult or impossible to complete.

C. All restraints should have the ability to be quickly released, if necessary.

D. Restraints applied by law enforcement (i.e., handcuffs) require a law enforcement officer to
remain with patient to adjust the restraints as necessary for the patient’s safety.  This policy is
not intended to negate the need for law enforcement personnel to use appropriate restraint
equipment to establish scene control.

E. Patients shall NOT be transported in a prone position to ensure adequate respiratory and
circulatory monitoring and management.

F. Restrained extremities should be monitored for pulse quality, capillary refill, color, motor
function, and sensory function at the time of restraint application and every 5 minutes
thereafter.

G. Restraint documentation on the Patient Care Report shall include:
a. Reason for the restraint
b. Agency responsible for restraint application (i.e., EMS, police)
c. Documentation of cardiorespiratory status and peripheral neurovascular status at

least every 5 minutes.

 

A. Chemical restraint should be used in conjunction with physical restraints in controlling the
violent / agitated patient so as to minimize the risk of injury to themselves and/or others.
Physical restraint may actually make excited delirium worse.  Physical restraint alone should
never be used; it should always be a bridge to/buy time for chemical restraint with Ketamine
or Midazolam.

B. Try to determine if the patient’s behavior is due to psychiatric emergency, drug / alcohol
intoxication, environmental exposure, or head injury.

C. Attempt to determine the patient’s allergies. Administer midazolam (Versed) 2.5 mg IV/IM/IN.
May repeat once in 5 minutes if agitation persists.

D. All patients requiring any form of restraints – physical or chemical – must have vital signs,
respiratory status and level of consciousness monitored and documented every 5 minutes.

Advanced EMT 

RESTRAINT POLICY & AGITATION WITHOUT EXCITED DELIRIUM 

Basic & Advanced EMT 

https://www.summahealth.org/-/media/project/summahealth/website/page-content/ems/ems-protocols/drug-index/midazolam.pdf?la=en
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E. Apply cardiac monitor and pulse oximeter if able.

ADULTS: 
A. IF a psychiatric/behavioral emergency is present and patient remains agitated:

1. Administer Ketamine 2 mg/kg IM or 1mg/kg IV if available.
2. As an alternative to Ketamine, administer Midazolam 2.5 mg IV/IM/IN.  May

repeat once in 5 minutes if agitation persists.
B. IF Excited Delirium is suspected, use Ketamine or Midazolam per excited delirium protocol.

PEDIATRICS:
C. On rare occasion, you may encounter a young child with agitation and/or violent behavior.

Such acting out in this age group is more commonly due to psychosocial stressors, disruption
of the school or familial environment, or underlying psychiatric or developmental problems
rather than drug use.  An 8 year-old is much more likely to tear the house apart because of
underlying psychiatric illness (e.g. ODD) or home life stressors than methamphetamine use.

D. Stay calm and be as non-threatening as possible.  Get down on the child’s level – take a
knee to speak to the child if it is safe to do so.

E. Provided that they are reasonably calm, collected and able to be of assistance, family is your
greatest asset.  Involve them early and provide the child reassurance.

F. IF a psychiatric/behavioral emergency is present and patient remains agitated:
1. Administer Midazolam 0.05-0.10 mg/kg IM FIRST.  Max dose 2mg IM.
2. If agitation persists, administer Diphenhydramine 1 mg/kg IM SECOND.  Max dose

25 mg IM.
3. Do not use Ketamine in the field on agitated children

 

A. An important consideration for EMS in the pre-hospital management of the extremely
combative patient is the condition known as Excited Delirium.  These patients are generally
extremely agitated and present with bizarre and potentially violent behavior.

1. A stereotypical case would be the middle-aged male who, after stripping naked, is a
bloody mess from breaking out all of the windows in his house and is now running
through traffic or wandering aimlessly in an unusual location (e.g. PCP).

B. Law enforcement officers are often called upon to confront and control these patients.  Some
patients may fall victim to a phenomenon known as sudden, unexpected, in-custody death if
excited delirium goes unrecognized and untreated.  Many standard law enforcement
techniques have taken the blame for these deaths over the years, including pepper spray,
prone positioning post-restraint, and most recently, the TASER.

C. The components of Excited Delirium are:
1. Bizarre behavior
2. Nonsensical speech
3. Constant motion

Paramedic 

GENERAL CONSIDERATIONS 

EXCITED DELIRIUM 

https://www.summahealth.org/-/media/project/summahealth/website/page-content/ems/ems-protocols/drug-index/ketamine.pdf?la=en
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4. Paranoia
5. Attraction to shiny objects / lights / glass
6. Superhuman strength
7. Decreased pain sensation
8. Hyperthermia, tachycardia, hypertension, often dilated pupils

D. It is not unusual for an Excited Delirium patient, once they are subdued, to “crash” and exhibit
difficulty breathing, hyperthermia, unresponsiveness, or other signs and symptoms of a
medical emergency.  Without prompt intervention and treatment, a certain number of these
patients may progress to sudden, unexpected, in-custody death.  Be prepared for this to
occur, despite your aggressive interventions!

The current explanatory theories behind these deaths and the things EMS providers need to be 
aware of are: 

1. Underlying Health Problems - put the patient at an increased risk of sudden death
after such extreme exertion.

2. Illicit Stimulant Intoxication - Long term abuse and/or acute severe overdose of illicit
stimulants such as cocaine, PCP, bath salts, or methamphetamines can result in
Excited Delirium-type behavior and can lead to metabolic acidosis.

3. Metabolic Acidosis - These patients tend to be functioning at a very high metabolic
rate.  They will eventually “burn out” and suffer an unsurvivable metabolic acidosis,
which will lead to end-organ damage and death.

4. Sympathomimetic overload – Patients tend to have hyperpyrexia (elevated body
temperature, though their “fever” is not necessarily from an underlying infection),
tachycardia, hypertension, and often dilated pupils.

5. Psychiatric Illness - Certain psychiatric illnesses or conditions can lead to a hyper
manic state and again cause metabolic acidosis (e.g. bipolar disorder,
schizophrenia).

6. Ventilation Problems - The primary means by which the body corrects metabolic
acidosis is through (hyper)ventilation.  It is debatable, but many believe that certain
restraint devices or positions limit adequate ventilation and may exacerbate
metabolic acidosis.

 

A. Patients who are in a state of Excited Delirium are at risk for sudden death and require
medical intervention.  To prevent the sympathetic overdrive from killing them, the patient
must be sedated with benzodiazepines (e.g. Versed) to stop the hyperactive “fight or flight”
response that will lead to neurologic excitatory-toxicity and death.  Remember that physical
restraint alone can worsen the patient’s condition.  “Chemical restraint” with medications is
key.

B. Even with aggressive interventions, you must be prepared for the patient to suddenly “crash”
and become dyspneic and/or unresponsive.  Be ready to support ventilation and resuscitate
from respiratory or cardiac arrest.

C. Patients who are potentially in a state of Excited Delirium should be transported expeditiously
to an ED for evaluation and treatment by a physician.

TREATMENT 
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A. KETAMINE
For adult patients with profound agitation that poses a risk to the patient and providers,
administer Ketamine 4 mg/kg IM or 2 mg/kg IV if an IV is available.

a. It is prudent to back away after ketamine has been administered for several minutes
until the medication has taken effect.  Onset: 30 secs IV, 3-4 min IM.  Ketamine
dosing does not “stack”/is not cumulative.  Once patient is sedated, giving them more
only increases side-effects; it will not make them “more sedated”.  You must wait until
it wears off.

b. Be prepared to suction the airway and/or assist with ventilation with BVM
c. Administer 500 ml normal saline bolus.

B. MIDAZOLAM/VERSED
Excited delirium is essentially a sympathetic overdrive, and responds best to
benzodiazepines such as Midazolam/Versed that slow the sympathetic system down.
Ketamine is a dissociative that will “pause” the excited delirium problem, not stop it.  When
the Ketamine wears off, the patient may wake up just as agitated as before.

Therefore, either in place of Ketamine, or in addition to Ketamine, administer Midazolam 5
mg IV/IM/IN to treat excited delirium.  May repeat once in 5 minutes.  Onset: 3-5 min IV

a. If using Midazolam in addition to Ketamine, recommend giving the Midazolam as the
patient is starting to wake up from the Ketamine.  This will both keep them sedated
for safe transportation and help stop the underlying excited delirium

b. Be prepared to suction the airway and/or assist with ventilation with BVM
c. Administer 500 ml normal saline bolus.

C. Medications should be administered cautiously in frail or debilitated patients.  Lower doses
should be considered.

 
 

A. The Taser device is designed to transmit electrical impulses that temporarily disrupt the
body’s central nervous system.  Its Electro-Muscular Disruption (EMD) technology causes an
uncontrollable contraction of the muscle tissue, allowing the taser to physically debilitate a
person, typically regardless of pain tolerance or mental focus.

B. Assessment of a patient who has been “hit” with a taser shall include evaluating:
1. Possible underlying medical condition for aggressive / agitated behavior (e.g.

hypoglycemia, hypoxia, environmental exposure etc.)
2. For the presence of any injuries sustained after being tasered
3. Any injuries from the taser barb

C. Be aware of and suspect injury in the following at risk patients:
1. Patients exhibiting Excited Delirium
2. The elderly
3. Pregnant patients
4. Patients with known heart disease, pacemaker, and/or AICD

TASERED PATIENT 

ASSESSMENT 

Paramedic 

https://www.summahealth.org/-/media/project/summahealth/website/page-content/ems/ems-protocols/drug-index/ketamine.pdf?la=en
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D. Be aware of and suspect injury with high risk barb strikes to the following areas:
1. Eye
2. Open mouth
3. Neck
4. Genitals
5. Large blood vessels in the groin
6. Bone

A. Tasered patients do not necessarily require transport.  Current medical literature does not
support the routine medical evaluation of an individual after Taser application, with some
exceptions.  Those that should be transported are:
1. Patients from the at risk group
2. Patients with a high risk barb strike
3. Patients with significant, underlying, predisposing medical condition
4. Patients who sustained a significant injury after being tasered
5. If unable to remove barb
6. Advanced EMTs and Paramedics should apply the cardiac monitor and obtain rhythm

strip for patients with irregular pulse, palpitations, elderly, cardiac disease history
and/or Excited Delirium

B. Treatment for patients that require transport includes:
1. Medical attention for their specific condition(s)
2. Remove barb and bandage sites
3. Refer to Behavioral Emergencies Protocol as indicated for restraints
4. Cardiac monitor (Advanced EMT and Paramedic)
5. Transport

C. Treatment for patients NOT requiring transport includes:
1. Remove barb and bandage sites
2. Tetanus immunization inquiry and recommendation - If last tetanus immunization was

more than 10 years ago, patient should receive another immunization within 2-3 days
3. Appropriate documentation of assessment and treatment on Patient Care Report and

release of patient to the custody of the specific law enforcement agency

TREATMENT 



 OPEN AND MANAGE AIRWAY

 MAINTAIN O2 SATS >95%

 EVALUATE PATIENT CONDITION 

 MONITOR VITAL SIGNS 
o HYPOPERFUSION (BP < 100 SYSTOLIC)

 OBTAIN MEDICAL HISTORY
o NAUSEA/VOMITING 
o SURGERY 
o TRAUMA 

 REASSURE PATIENT

 GIVE NOTHING BY MOUTH 

 TRANSPORT IN POSTIION OF COMFORT

 

KEY 

BASIC EMT 

ADVANCED EMT 

PARAMEDIC 

MED CONTROL 

 ASSESS AND MANAGE ABC’S

 OBTAIN RELEVANT HISTORY
o PREVIOUS PSYCH HOSPITALIZATION?
o WHERE PATIENT RECEIVES PSYCH CARE?
o WHAT MEDICATIONS DOES THE PATIENT

TAKE?  WHEN WAS THEIR LAST DOSE? 
o ANY ILLICIT DRUG USE? 

 EVALUATE PATIENT CONDITION

 MONITOR VITAL SIGNS

 HYPOPERFUSION (BP < 100 SYSTOLIC)

 REASSURE PATIENT 

 TRANSPORT PATIENT TO APPROPRIATE
FACILITY 

 CONTACT LAW ENFORCEMENT FOR
ASSISTANCE WITH VIOLENT PATIENTS

 CONSIDER USE OF RESTRAINTS – SEE
RESTRAINT PROTOCOL

 ALL PATIENTS WHO ARE NOT MAKING RATIONAL
DECISIONS SHOULD BE TRANSPORTED FOR
MEDICAL EVALUATION (I.E THREAT OF SUICIDE,
OVERDOSE, DRUGS OR ALCOHOL, AND
THREATS TO THE HEALTH OR WELL BEING OF
OTHERS)

IF NAUSEA AND VOMITING PRESENT 

 ADMINISTER ONDANSETRON (ZOFRAN) 4MG
SLOW IV PUSH OR IM 

 CHEMICAL RESTRAINT FOR MILD TO MODERATELY
AGITATED PATIENT:
ADMINISTER KETAMINE 2 MG/KG IM OR 1 MG/KG IV
 

 CHEMICAL RESTRAINT FOR PROFOUNDLY AGITATED
PATIENT (EXCITED DELIRIUM): 
ADMINISTER KETAMINE 4 MG/KG IM OR 2 MG/KG IV 

 ADMINISTER 500 ML NORMAL SALINE BOLUS

 IV NS (RUN TO MAINTAIN PERFUSION)

 MONITOR ECG

 CONSIDER PAIN MANAGEMENT PROTOCOL

 CHEMICAL RESTRAINT FOR MILD TO MODERATELY
AGITATED PATIENT:
ADMINISTER MIDAZOLAM (VERSED) 2.5 MG IV/IM/IN
MAY REPEAT ONCE IN 5 MINUTES IF NEEDED 

 CHEMICAL RESTRAINT FOR PROFOUNDLY
AGITATED PATIENT (EXCITED DELIRIUM):
ADMINISTER MIDAZOLAM (VERSED) 5 MG IV/IM/IN
MAY REPEAT ONCE IN 5 MINUTES IF NEEDED

 APPLY CARDIAC MONITOR AND PULSE OXIMETER IF
ABLE

EXCITED DELIRIUM: 

 THE COMPONENTS OF EXCITED
DELIRIUM ARE:

O BIZARRE BEHAVIOR 
O NONSENSICAL SPEECH 
O CONSTANT MOTION 
O PARANOIA 
O ATTRACTION TO SHINY 

OBJECTS / LIGHTS 
O SUPERHUMAN STRENGTH 
O DECREASED PAIN SENSATION 
O HYPERTHERMIA 
O TACHYCARDIA 
O HYPERTENSION 
O OFTEN DILATED PUPILS 

 PATIENTS WHO ARE IN A STATE
OF EXCITED DELIRIUM ARE AT
RISK FOR SUDDEN DEATH AND
REQUIRE MEDICAL
INTERVENTION.  BE PREPARED TO
SUPPORT VENTILATION AND
RESUSCITATE.  IF THE PATIENT
REQUIRES FURTHER SEDATION,
KNOW THAT PHYSICAL
RESTRAINT ALONE CAN
INTENSIFY THE PATIENT’S
CONDITION.

 PATIENTS WHO ARE POTENTIALLY
IN A STATE OF EXCITED DELIRIUM
SHOULD BE TRANSPORTED
EXPEDIENTLY TO AN ED FOR
EVALUATION AND TREATMENT BY
A PHYSICIAN.

 TREATMENT OF EXCITED
DELIRIUM INLCLUDES THE
ADMINSTRATION OF KETAMINE TO
"PAUSE" THE EVENT AND
MIDAZOLAM, TO SLOW THE
SYMPATHETIC RESPONSE.

BEHAVIORAL 

EMERGENCIES 
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ABDOMINAL PAIN / 
NAUSEA VOMITING

RESTRAINTS 

• OPEN AND MANAGE AIRWAY
• MAINTAIN O2 SATS >95% 
• EVALUATE PATIENT CONDITION 
• MONITOR VITAL SIGNS 
o HYPOPERFUSION (BP < 100 SYSTOLIC) 

• OBTAIN MEDICAL HISTORY 
o NAUSEA/VOMITING 
o SURGERY 
o TRAUMA 

• REASSURE PATIENT 
• GIVE NOTHING BY MOUTH
• TRANSPORT IN POSTIION OF COMFORT 

 
• SOFT RESTRAINTS ARE TO BE USED ONLY

IN SITUATIONS WHERE THE PATIENT IS 
POTENTIALLY VIOLENT AND MAY BE A 
DANGER TO THEMSLEVES OR OTHERS. 

• HEALTH CARE MANAGEMENT REMAINS
RESPONSIBILITY OF THE EMS PROVIDER 

• ALL RESTRAINTS SHOULD HAVE THE
ABILITY TO BE RELEASED QUICKLY 

• PATIENTS SHALL NOT BE TRANSPORTED IN
PRONE POSITION.  

• RESTRAINED EXTREMITIES SHOULD BE
MONITORED EVERY 5 MINUTES FOR: 

o PULSE QUALITY
o CAP REFILL
o COLOR
o MOTOR FUNCTION
o SENSORY FUNCTION

• DOCUMENTATION INCLUDES:
o REASONS FOR RESTRAINT
o AGENCY RESPONSIBLE FOR

RESTRAINT APPLICATION
o CARDIORESPIRATORY STATUS

EVERY 5 MINUTES
o PERIPHERAL NEUROVASCULAR

STATUS EVERY 5 MINUTES

PHYSICAL RESTRAINT SHOULD ONLY EVER BE A 
BRIDGE TO CHEMICAL RESTRAINT 

IF NAUSEA AND VOMITING PRESENT 

• ADMINISTER ONDANSETRON 
(ZOFRAN) 4MG SLOW IV PUSH OR IM

KETAMINE 

MILD-MODERATE AGITATION 
• ADMINISTER KETAMINE 2 MG/KG 

IM OR 1 MG/KG IV 

• PROFOUND AGITATION
(EXCITED DELIRIUM)
ADMINISTER KETAMINE 4 MG/KG
IM OR 2 MG/KG IV

KEY 
BASIC EMT

ADVANCED EMT

PARAMEDIC

MED CONTROL

• IV NS (RUN TO MAINTAIN 
PERFUSION) 

• MONITOR ECG 
• CONSIDER PAIN MANAGEMENT

PROTOCOL 
 

MIDAZOLAM (VERSED) 
 
MILD-MODERATE AGITATION 

• ADMINISTER MIDAZOLAM 
(VERSED) 2.5 MG IV/IM/IN  
 

• PROFOUND AGITATION
(EXCITED DELIRIUM)
ADMINISTER MIDAZOLAM
(VERSED) 5 MG IV/IM/IN

• APPLY CARDIAC MONITOR AND
PULSE OXIMETER IF ABLE

PEDIATRIC AGITATION 

• 1st CHOICE: ADMINISTER
MIDAZOLAM (VERSED) 0.05-0.10
MG/KG IM, MAX DOSE 2 MG

• 2nd CHOICE (IF #1 INSUFFICIENT),
ADMINISTER DIPHENHYDRAMINE
(BENADRYL) 1 MG/KG IM,
MAX DOSE 25 MG

PHYSICAL RESTRAINTS CHEMICAL RESTRAINTS 

https://www.summahealth.org/-/media/files/summahealth/ems/ems-protocols/drug-index/midazolam.pdf?la=en
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