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The agitated patient:  
Steps to take, how to stay safe
The patient is agitated and not interested in answering 
any questions. He’s begun pacing the room. How would 
you respond? 

CASE u A 40-year-old man came to our office slightly agitated. 
He had an acute illness that was minor in nature. However, he 
was not interested in answering my questions or undergoing a 
physical exam. The more I tried to proceed with the visit, the 
more agitated he became—pacing the room, muttering, avoid-
ing eye contact. I was uncomfortable and knew that the situa-
tion could quickly escalate if it was not brought under control. 

What steps would you take if this were your patient? 

The scene described above occurred several years ago, 
but more recently, one of the institutions in my (TIM)
area was affected by a shooter in the workplace. The ap-

prehension felt by all of us who were on the periphery paled 
in comparison to what was experienced by those at the scene. 
The outcome was horrific. Communicating with those directly 
involved during, and immediately after, the event was heart-
wrenching. The trauma that they continue to relive is unimagi-
nable, and some are not yet able to return to work.

Situations involving agitated patients are not uncommon 
in health care settings, although ones that escalate to the level  
of a shooting are. And no matter where on the spectrum an 
incident involving an agitated patient falls, it can leave those 
involved with various levels of physical, emotional, and psy-
chological harm. It can also leave everyone asking themselves: 
“How can I better prepare for such occurrences?” 

This article offers some answers by providing tips and 
guidelines for handling agitated and/or violent patients in 
various settings. 

Defining the problem,  
assessing its severity
Between 2011 and 2013, workplace assaults ranged from 23,540 
and 25,630 annually, with 70% to 74% occurring in health care 
and social service settings.1,2 
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Strength of recommendation (SOR)

 A   Good-quality patient-oriented 
evidence

   B    Inconsistent or limited-quality 
patient-oriented evidence

   C   Consensus, usual practice,  
opinion, disease-oriented  
evidence, case series

PRACTICE  
RECOMMENDATIONS
❯ Be aware of signs of 
agitation and use verbal 
de-escalation and envi-
ronmental modifications 
whenever possible.  B

❯ Consider group-based 
critical incident debrief-
ing with a trained provider 
after a traumatic event.  B

Do you have a  
preparedness  
plan in place for  
managing agitated/- 
violent patients? 

n  Yes

n  No

INSTANT  
POLL
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❚ Agitation is defined as a state that may 
include inattention, disinhibition, emotional 
lability, impulsivity, motor restlessness, and 
aggression.3,4 Violence in a clinical setting 
may be seen as an extreme expression of agi-
tation sufficient enough to cause harm to an 
individual or damage to an object.5,6 

 ❚ The causes of agitation can be grouped 
into categories: those due to a general medi-
cal condition, those due to a psychiatric con-
dition, and those due to drug intoxication 
and/or withdrawal.7 We have chosen to add a 
fourth category—iatrogenic (see TABLE 13,4,7-9).  
They are not distinct categories, as there is 
sometimes overlap among areas.

❚ Determining the level of agita-
tion. Various scales and approaches can 
help determine the level of agitation in a 
patient (eg, the Agitated Behavior Scale 
[ABS; FIGURE];5 the Behavioral Activity Rat-
ing Scale [BARS]10) and the risk for violence 

(eg, the ABC violence risk assessment,  
TABLE 28). 

Scales like the ABS should be employed 
as soon as a patient shows signs of agitation 
sufficient to warrant intervention. The idea 
is for the family physician (FP) to be familiar 
enough with the tool to be able to mentally 
check it off, fill it out when time permits, and 
keep it in the patient’s chart. The first version 
of the form serves as a baseline so that if care  
is handed off to another provider, that provider  
can monitor whether signs and symptoms 
are improving or worsening. 

Setting often drives the solution 
Much of the evidence-based research on 
managing patient agitation and violence 
stems from inpatient psychiatric and emer-
gency department (ED) settings. To make 
other health care providers aware of the  

Between 2011 and 2013, 
7 out of 10 workplace  
assaults occurred in 
health care and social 
service settings.
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experience gained in those settings, the 
American Association for Emergency Psychi-
atry created Project BETA (Best Practices in 
Evaluation and Treatment of Agitation). This 
project is designed to help promote consis-
tency across health care settings and special-
ties in the way clinicians respond to agitated 
patients and to emphasize for all health care 
providers the availability of more than just 
pharmacologic approaches.7 

❚ De-escalating the situation. General 
tenets of de-escalation apply across practice 
settings. Among them: 

• Stay calm. Avoid aggressive postures 
and prolonged eye contact.

• Be nonconfrontational. Acknowledge 
the patient’s frustration/perceptions 
and ask open-ended questions.

• Assess available resources such as 
clinical team members, family mem-
bers, and silent alarms.

• Manage the situation and the patient’s 
underlying issues/diagnoses. This in-
cludes mobilizing other patients to 
avoid collateral damage and exploring 
solutions with the patient. 

For more on de-escalation tools, see  
(TABLE 34,6,9,11).

❚ Your setting matters. It’s worth not-
ing that the settings in which clinicians prac-
tice greatly influence the resources available 
to de-escalate a situation and ensure the 
safety of the patient and others.7 The review 
that follows provides some issues—and 

tips—that are unique to different practice  
settings. 

Ambulatory settings
Sim and colleagues9 noted that aggressive 
behavior in the general practice setting may 
stem not only from factors related to the pa-
tient’s own physical or psychological dis-
comfort, but from patients feeling that they 
are being treated unfairly, whether it be be-
cause of wait times, uncomfortable waiting 
conditions, or something else. A number of 
international studies have shown high rates 
of abuse toward FPs.9,12 Of 831 primary care 

TABLE 1

Causes of patient agitation3,4,7-9

Metabolic/physiologic Mental/behavioral health Substance use Iatrogenic

•  Hypoglycemia •  Dementia •  Alcohol •  Postop anesthesia

•   Head injury/cerebral (stroke, 
seizure)

•  Developmental disabilities 
•  Sundowning

•  Narcotics

•  Infection, sepsis •  Psychosis •  Stimulants •  Sedation

•  Hypoxia, hypercarbia •  Parasomnias •  Steroids/testosterone •   Withdrawal from drugs  
or alcohol

•  Organ failure (renal, liver) •  Posttraumatic stress disorder •  Synthetic drugs •  Drug-drug interaction

•  Hypo- or hyperthermia •  Personality disorders •  Hallucinogens •  Long wait times

•  Pain •  Toxins •   Perception of unfair  
treatment

TABLE 2

The ABC violence risk  
assessment8

As soon as signs of agitation are evident, this 
approach can be used to help determine a 
broad level of risk for violence on the part of 
the patient. 

The ABC approach entails:  

•   Assessment of medical history, current status 
and appearance, orientation, and symptoms 
of escalation (flushed skin, dilated pupils, 
shallow rapid respirations, and perspiration) 

•   Behavioral indications (clenched fists,  
damaged property, overtly irritable or hostile 
behavior) 

•   Conversation (patients self-reporting the 
intent to harm him- or herself or others, 
the availability of a weapon, hallucinations, 
substance abuse, etc)
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physicians surveyed in a German study, close 
to three-quarters indicated that within the 
last year, they had experienced aggression 
(ranging from verbal abuse and threats to 
physical violence and property damage) from 
a patient.12 This statistic increased to 91% 
when it included the length of their career.

Bell13 suggests that physicians be aware 
that transference and countertransference 
issues are often at play when dealing with 
hostile or potentially violent patients. Sug-
gestions to prevent aggression include some 
practice-level approaches (eg, providing 
waiting room distractions, making patients 
aware of potential delays), as well as be-
ing aware of nonverbal cues suggesting in-
creased agitation (eg, clenched fists, crossed 
arms, chin thrusts, finger pointing).9

Group practice 
An FP who practices with other health care 
providers and clinical staff has a built-in team 
that can assist with de-escalation. When 
meeting with a patient who has a history of 
violence or agitation in an exam room or of-
fice, try to ensure that you can get to an exit 
quickly if necessary. Also, alert staff to any 
concerns, and have a system for at least one 
staff member to check in periodically during 
the visit. 

It is also helpful to develop an evacua-
tion plan and create a “panic room” or “safe 
zone” for emergencies.14,15 Such a space may 
be nothing more than an area or room for 
staff to gather. It should have access to the 
police or other emergency services via a land 
and/or cell phone line. 

Solo practice 
If you practice alone, institute safeguards 
whereby a colleague (at a different practice, 
building, or location) can be alerted if con-
cerns arise. In addition, consider the follow-
ing precautions: locking the door when alone 
after hours, screening potential patients, hav-
ing a way to call for help (keep the number 
for the local police station and ED readily 
available), prohibiting potential weapons (as 
some states allow them to be carried), and 
learning some form of self-defense.15 

Resources exist that offer guidelines for 
developing policies and procedures, check-

lists, and sample incident forms (eg, the Inter-
national Association for Healthcare Security 
and Safety; iahss.org).  Other organizations that 
can help with the development of a prepared-
ness plan include the Occupational Safety and 
Health Administration (https://www.osha.
gov/SLTC/workplaceviolence/evaluation.
html), the Department of Homeland Secu-
rity (https://www.dhs.gov/sites/default/files/
publications/ISC%20Violence%20in%20% 
2 0 t h e % 2 0 F e d e r a l % 2 0 Wo r k p l a c e % 2 0
Guide%20April%202013.pdf), and The Joint 
Commission (https://www.jointcommission.
org/workplace_violence.aspx). 

Long- and short-term care facilities
In long-term care settings, such as nursing 
homes, and shorter-term care settings, such 
as rehabilitation facilities, agitation may stem 

TABLE 3 

General tenets of de-escalation4,6,9,11

Remain calm

•  Avoid aggressive postures and prolonged eye contact

•  Use a soft, calm, and clear voice

•  Use simple language without being condescending

•  Show compassion

Be nonconfrontational

•  Listen to the patient; treat him/her respectfully

•  Avoid giving opinions on issues beyond your control

•  Acknowledge the patient's frustration/perceptions

•  Ask open-ended questions

•  Offer a comfortable area/neutral zone 

•  Avoid excessive stimulation

Assess available resources, including: 

•  Clinical team members

•  Family members, caregivers

•  Security guards, police officers in the vicinity

•  Call bell, silent alarms

Manage the situation and the patient's underlying issues/diagnoses

•  Mobilize other patients to avoid collateral damage

•  Explore solutions with the patient

•  Consider both acute and long-term management

•   Consider pharmacologic, as well as nonpharmacologic,  
approaches (physical restraint should be a last resort)

•   Refer the patient to appropriate services/providers as necessary 
(psychiatry, neurosurgeon, etc)
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FIGURE

Agitated Behavior Scale5 
 
The higher the score, the greater the threat the patient poses, with the following  
classifications: <22=not agitated; 22-28=mild agitation; 29-35=moderate agitation; 
≥36=severe agitation.

Agitated Behavior Scale

Patient ________________________________ Period of observation:

Observation environment _______________ From: ______am/pm__/__/____

Rater___________________________________ To: ________am/pm__/__/____

At the end of the observation period, indicate whether the behavior described in each item 
was present and, if so, to what degree: slight, moderate, or extreme. Use the following  
numerical values and criteria for your ratings.

1 = Absent: The behavior is not present.

2 = Present to a slight degree: The behavior is present but does not prevent the conduct of 
other contextually appropriate behavior. (The individual may redirect spontaneously, or the 
continuation of the agitated behavior does not disrupt appropriate behavior.)

3 = Present to a moderate degree: The individual needs to be redirected from an agitated 
to an appropriate behavior, but benefits from such cueing. 

4 = Present to an extreme degree: The individual is not able to engage in appropriate 
behavior due to the interference of the agitated behavior, even when external cueing or 
redirection is provided.

DO NOT LEAVE BLANKS.

___  1. Short attention span, easy distractibility, inability to concentrate

___  2. Impulsive, impatient, low tolerance for pain or frustration

___  3. Uncooperative, resistant to care, demanding

___  4. Violent and/or threatening violence toward people or property

___  5. Explosive and/or unpredictable anger 

___  6. Rocking, rubbing, moaning, or other self-stimulating behavior

___  7. Pulling at tubes, restraints, etc

___  8. Wandering from treatment areas

___  9. Restlessness, pacing, excessive talking 

___ 10. Repetitive behaviors (motor and/or verbal)

___ 11. Rapid, loud, or excessive talking 

___ 12. Sudden changes of mood 

___ 13. Easily initiated or excessive crying and/or laughter

___ 14. Self-abusiveness (physical and/or verbal) 

____ Total score 

Ensure that 
agitated patients 
are not  
positioned 
between you 
and the exit so 
that you can 
quickly escape  
if necessary.

 
Scale available at: ohiovalley.org/informationeducation/agitation/abs/.
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Avoid wearing 
a white coat or 
carrying a  
doctor’s bag 
when doing a 
home visit so as 
not to stand out 
as a physician in 
neighborhoods 
where personal 
safety is an  
issue.

from causes related to a head injury or de-
mentia or from living in an unfamiliar envi-
ronment. Assessment can be accomplished 
using a formal scale (eg, the ABS), as well as 
by identifying potential underlying health- 
related factors that can lead to agitation, 
such as pain, an infection, bowel and blad-
der issues, seizures, wounds, endocrine 
anomalies, cardiac or pulmonary problems, 
gastrointestinal dysfunction, and metabolic 
abnormalities.3 

❚ Modify the environment. For this 
population, a primary approach involves 
modifying the environment to decrease the 
likelihood of agitation. This may involve de-
creasing noise or light or ensuring adequate 
levels of stimulation. Preventing disorienta-
tion can be addressed through verbal and 
visual reminders of the date, schedule, etc. If 
a particular situation or activity is identified 
as a source of agitation, attempts at modifica-
tions are called for.3  

❚ For patients with dementia, the 
American Psychiatric Association recom-
mends using the lowest effective dose of an 
antipsychotic in conjunction with environ-
mental and behavioral measures.16 A ben-
zodiazepine (lorazepam, oxazepam) may be 
used for infrequent agitation. Trazodone or a 
selective serotonin reuptake inhibitor are al-
ternatives for those without psychosis or who 
are intolerant to antipsychotics.16 

❚ For individuals in a rehabilitation set-
ting, agitation can impede participation in 
therapy and has been associated with poorer 
functioning at the time of discharge.3 Agita-
tion can also be disruptive and lead to dis-
tress for family members and caregivers, as 
well as for fellow patients. And because this 
environment has a greater likelihood of visi-
tors unrelated to the patient being exposed to 
the aberrant behavior, it is especially impor-
tant to have established policies and proce-
dures for de-escalation in place. 

Home care
More and more FPs and residents are con-
ducting home visits. That’s because the Ac-
creditation Council for Graduate Medical 
Education Program Requirements for Gradu-
ate Medical Education in Family Medicine 
now include integrating a patient’s care 

across settings—including the home.17 Those 
who do provide home care may find them-
selves in circumstances similar to those of 
domestic disputes.

The German study mentioned earlier of 
more than 800 primary care physicians found 
that while the vast majority of physicians felt 
safe in their offices, 66% of female doctors 
and 34% of male doctors did not feel safe 
making home visits.12

❚ Know the neighborhood. There’s no 
doubt that working in the home health sec-
tor makes one vulnerable. More than 61% 
of home care workers report workplace vio-
lence annually.18,19 An action plan, as well 
as established policies and procedures, are 
essential when making home visits. Prior to 
the visit, be aware of the community and the 
location of the nearest police department and 
hospital. 

Unwin and Tatum20 suggest not wearing 
a white coat or carrying a doctor’s bag so as 
not to stand out as a physician in neighbor-
hoods where personal safety is an issue. Make 
sure that your cell phone is fully charged and 
that there is a GPS mechanism activated that 
allows others to locate you.21 Note the avail-
able exits in a patient’s home, and position 
yourself near them, if possible. Have some-
one call or text you at predetermined times so 
that the absence of a response from you will 
alert someone to send help. 

In such situations, it is imperative to 
remain calm and to use the same verbal de- 
escalation techniques (TABLE 34,6,9,11) that 
would be used in any other health care set-
ting. It is prudent to set expectations for the 
patient and family members prior to the 
home visit regarding the tools and services 
that will be provided in the home setting and 
the limitations in terms of scope of practice.  

Emergency department
The ED is one of the most common settings 
for patient agitation and violence within the 
health care continuum.22 Providers must 
quickly determine the cause of the agitation 
while de-escalating the situation and ensur-
ing that they do not miss a pertinent medi-
cal finding related to a time-sensitive issue, 
such as an intracerebral bleed or poisoning.7 
In addition, the ED is usually heavily popu-
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A “show of 
concern” rather 
than a “show 
of force” can 
strengthen the 
perception that 
interventions are 
coming from a 
place of caring. 

lated, providing an opportunity for tremen-
dous collateral human damage should the 
violence escalate or weapons be deployed. 
The upside is that many EDs are now staffed 
with security personnel and, depending on 
the community, police officers may be on the 
premises or in the vicinity.22 

Etiologies for agitation in the ED can 
range from ingestion of unknown or uniden-
tified substances to psychiatric or medical 
conditions. Knowledge of etiology is neces-
sary prior to initiation of treatment.4

As in other settings, the safety of the pa-
tient and others present is of utmost impor-
tance. Key recommendations for managing 
agitated patients in the ED include: 4 

1.   Have an established plan for the man-
agement of agitated patients. 

2.   Identify signs of agitation early, and 
complete an agitation rating scale. 

3.   Attempt verbal de-escalation before 
using medication whenever possible. 

4.   Employ a “show of concern” rather 
than “a show of force” in response to 
escalating agitation/violence. Doing 
so can strengthen the perception that 
interventions are coming from a place 
of caring. 

5.   Use physical restraint as a last resort. 
When used, it should be with the 
intention of protecting the patient 
and those present, rather than as  
punishment. 

Inpatient units
Unlike the ED, patients on units generally 
have a working diagnosis, and the provider 
has some background information with 
which to work, such as laboratory test results 
and radiology reports, facilitating more expe-
dient and accurate situational assessment. 
However, the recommendations for assess-
ment and early identification, as described 
for the ED, still apply. 

If a provider finds him- or herself in an 
escalating situation, the call bells located in 
the rooms are of use. An alternative is to call 
out for help from someone in the hallway. 
One needs to be aware of the current policies 
and procedures for de-escalation, as some fa-
cilities have a specific “code” that is called for 
such occasions.19 

❚ Postop delirium is a common cause 
of agitation in the inpatient setting. Ng and 
colleagues11 recommend a cognitive assess-
ment before surgery to establish a baseline in 
order to determine the risk for delirium after 
surgery. Additionally, the FP must remain 
aware of preexisting conditions that may sur-
face during a hospital stay, such as dehydra-
tion or unrecognized alcohol or medication  
withdrawal. 

Medication choice should be based on 
the type of delirium. Hyperactive delirium 
(restlessness, emotional lability, hallucina-
tions) and mixed delirium (a combination of 
signs of hyperactive and hypoactive demen-
tia) both hold the potential for agitation and 
even violence. The approach to hyperactive 
delirium includes consideration of an anti-
psychotic medication, although the efficacy 
of antipsychotics is considered controversial. 
In the case of mixed delirium, behavioral and 
environmental modifications are useful (eg, 
reducing noise and early ambulation).11 

No medications are registered with the 
US Food and Drug Administration for the 
management of delirium, and it is suggested 
that antipsychotics be considered only when 
other, less invasive, strategies have been  
attempted.23

Addressing caregiver stress,  
anxiety disorders afterward
Regardless of the setting in which FPs work, 
witnessing or being directly involved in a 
traumatic event puts one at risk for symp-
toms—or a full diagnosis—of posttraumatic 
stress disorder (PTSD), acute stress disorder, 
or anxiety or mood disorders.24,25 Although 
findings vary, studies have found that as 
many as 12% of ED personnel meet the cri-
teria for PTSD26,27 and 12% to 15% report hav-
ing been threatened physically.28,29 More than 
half of physicians in another study had wit-
nessed a physical attack.30 

Physicians and other health care per-
sonnel who have experienced a traumatic 
incident, or offered help to another during an 
incident, may attempt to cope through avoid-
ance, cutting down on work hours, leaving the 
work setting in which the event took place, or 
leaving the profession altogether.29,31,32 
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There is a paucity of methodologically 
sound research with regard to prevention and 
treatment of PTSD symptoms in this popula-
tion.24 According to a 2002 Cochrane review, 
the effectiveness of individual, single-session 
debriefing does not have solid research sup-
port,33 and there are concerns about poten-
tial harms due to reliving the traumatic event 
when sessions are led by poorly trained de-
briefing staff.34-36 

Critical incident stress debriefing (CISD), 
however, holds promise in terms of facilitat-
ing a return to pretrauma functioning based 
on studies of first responders.34,35 This may be 
because CISD follows a specific protocol and 
that group sessions may capitalize on the so-
cial support/camaraderie within a group that 
has undergone a traumatic event.34,35 It is im-
portant that those providing debriefing and 
support be well-trained.35 

Debriefing, however, is not always suffi-
cient, and those who appear to be affected on 
an ongoing basis may require individual treat-

ment for PTSD symptoms. Evidence-based 
treatments for PTSD, such as trauma-focused 
psychotherapy and/or pharmacotherapy, 
may be considered37 (TABLE 424,34,38). 

❚ Ongoing support in the workplace. 
The Cleveland Clinic has developed a “Code 
Lavender” to combat stress in the workplace. 
Like a Code Blue for medical emergencies, a 
Code Lavender is called when a health care 
worker is in need of emotional or spiritual 
support.38 A provider who initiates the call 
is met by a team of holistic nurses within  
30 minutes. The team provides Reiki and mas-
sage, healthy snacks and water, and lavender 
arm bands to remind the individual to relax 
for the rest of the day. Further opportuni-
ties for spiritual support, mindfulness train-
ing, counseling, and yoga may also be made  
available. 

CASE u Sensing that the situation with my 
patient might escalate, I lowered my voice, 
relaxed my shoulders, leaned casually against 

TABLE 4

Potential effects of exposure to traumatic situations24,34,38

Treatment

Effect Examples Immediate 
medical care

Code  
Lavender

CISD Trauma-  
focused CBT

Pharmaco-
therapy

Physical Bodily injury, injury to 
personal property such as 
clothes or glasses

✓ ✓ ✓ ✓

Psychological Symptoms or diagnosis of 
PTSD, ASD, depression, 
anxiety

✓ ✓ ✓ ✓

Emotional Anger, fear, frustration, 
shock, sadness

✓ ✓ ✓

Work functioning Permanent disability/sick 
leave, move to new work 
location, change in hours 
or practices, leave  
profession

✓ ✓

Patient care Fear of all patients, 
decreased quality of care, 
less enjoyment in caring 
for patients, less interest 
in patients, less time spent 
with patients

✓ ✓

Social Increased concern about 
violence in the community

✓ ✓

ASD, acute stress disorder; CBT, cognitive behavioral therapy; CISD, critical incident stress debriefing; PTSD, posttraumatic stress disorder.
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Like a Code 
Blue for medical 
emergencies,  
a Code Lavender 
is called when 
a health care 
worker is  
in need of  
emotional or 
spiritual support. 

the desk, and asked him to tell me how I could 
best help him. As he spoke, I offered him a 
seat (by gesturing to the chair). I did this for 
2 reasons: to move him away from blocking 
my exit from the room, and to put him at a 
lower level than me so that he was entirely in 
my view. I didn’t interrupt him as he spoke. I 
just nodded or tilted my head to show I was 
listening. In my mind, I played out the various 
scenarios that could ensue. 

Fortunately, I was able to get him to re-
lax enough for an assessment, which involved 
a more relevant history and the exam, which 
he agreed to once an aide had come into the 
room. He did not exhibit the concerning signs 
of flushed skin, dilated pupils, shallow rapid 
respirations, or perspiration. He did have a 
comorbid behavioral health issue, which we 
were able to address. His earlier behavioral 
indicators of agitation were controlled with 
verbal and physical cues on my part. Our con-
versation didn't reveal an intent to harm him-
self or others. In this case, physical restraints 
were not required. Throughout the encounter 
the door was left open, and the patient was 
reminded that we were there to help. 

Once he left, I made the relevant notes in 
the chart regarding his agitated state at the 
start of the visit and his final state at the end of 
the visit so as to assist any other providers. We 
(TIM, MG) also held a quick debrief after the 
encounter with the office staff and decided 
that we needed to create a policy and proto-
col regarding how to handle such situations in  
the future.                 JFP
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