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Objectives for Todayôs Session

After this session participants will be able to:

Describe a theory of change and set of core measures to 

improve patient outcomes, experience, and staff safety while 

reducing avoidable ED re-visits for those ED patients with a 

range of behavioral health needs      

Explain key changes tested by a number of different health care 

organizations and results that can be achieved    

Identify strategies and ideas to test at any organization 
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Agenda

Welcome and Overview

Setting the Stage

Our Shared Experience

Whatôs Known About Better Care 

Cohen Childrenôs Medical Center 

Using Improvement Science to Guide Our Work

Providence Regional Medical Center ïEverett

Discussion and Closing
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Mid-afternoon Break @ 3:00 PM



Setting the Stage 

The Gap ïWhat is the problem we are 

trying to solve?

How is the Learning Community 

addressing the problem?  
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http://www.ihi.org/resources/Pages/Publications/Integrating-Behavioral-
Health-Emergency-Department-and-Upstream.aspx

http://www.ihi.org/resources/Pages/Publications/Integrating-Behavioral-Health-Emergency-Department-and-Upstream.aspx


Activity: Rapid cycle 
research process; 
outreach to health 

systems

Output: Change 
package for ED, 8-10 

health systems 
recruited

Phase 1: Content 
Development & 
Health System 
Recruitment 

Activity: Prototype 
testing with 8-10 
health systems

Output: Tested set of 
changes & 8-10 health 
systems with evidence 
of improved outcomes 
in pilot EDs.

Phase 2: 
Prototype 
Learning 

Community

Activity: Harvest 
learning; develop 
scale-up plans for 
health systems

Output: Plan to scale 
work within health 
systems and spread to 
additional health 
systems 

Phase 3: 
Harvesting, 

Evaluation, & 
Planning for 

Scale

Real-Time Dissemination & Awareness-Building

Learning Community Design 
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Refined Change Package and Measurement System

What you are learning about HOW youôve made the changes

Learning Session 1

March 2018 - San Diego

Learning Session 3

Nov 2018 - Boston, MA

Learning Session 2

July 2018

Learning Session 4

May 2019

Together we are creating materials and 

resources to support lasting change within our 

organizations as well as a broader 

dissemination to other health systems. 



Participating Hospitals

Abbott Northwestern Hospital

Cohen Childrenôs Medical Center

Hoag Memorial Hospital Presbyterian

Kaiser Permanente Sacramento

Maine Medical Center

Memorial Hermann Northeast

South Seminole Hospital 

Providence Regional Medical Center Everett 
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Reduce 

Suffering and 

Decrease 

Addiction

Create Hope 

and Eliminate 

Stigma

Ease Access

Build 

Resilience 
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In 18 months, 

participating teams in 

the IHI Integrating 

Behavioral Health in the 

ED and Upstream 

Learning Community 

will improve patient 

outcomes, experience 

of care, and staff safety 

while decreasing 

avoidable ED re-visits 

for individuals with 

mental health and 

substance abuse issues 

who present to the 

emergency department.

Standardize processes from 

ED intake to discharge for a 

range of mental health and 

substance abuse issues

Coordinate and communicate 

between ED and other health 

care and community-based 

services

Create trauma-informed 

culture among ED staff

Engage and capacitate 

patients and family members 

to support self-management 

following ED discharge

High-Level Aim

Primary Drivers

Build and leverage 

partnerships with community-

based services

Secondary Drivers

Å Understand landscape of key players in 

the community 

Å Identify from where are people coming to 

the ED, and where do they find support in 

the community 

Å Build relationships with a small number 

of community-based agencies (e.g., law 

enforcement, EMS, outpatient behavioral 

health, mobile crisis teams, primary care)

Å Provide enhanced care management at 

ED discharge and post-discharge

Å Share data between ED and other local 

health care providers

Å Standardize and utilize strengths-based 

and person-centered approach to 

understand and incorporate patient 

history and context into ED post-

discharge care plan

Å Develop standardized, evidence-based 

approach to triage and temporary 

symptom management in the ED

Å Build mental health capacity on the ED 

multidisciplinary team

Å Provide education and training for ED 

teams about stigma and best practices in 

caring for individuals with mental health 

and substance abuse issues

Å Hospital and ED leaders model 

behaviors that can drive culture change



Arrival

Screening

Safety 
Precautions

Risk 
Assessment

Safety 
Planning

Care 
Transitions

Community
Post-ED 

Transfer/Discharge

ED Visit

Upstream Interventions ς
Access to Right Care + 
Community Partner 

Approaches

ωEmergency Responders / 
Police Partnerships
ωBH Urgent Care

ED Interventions

ωStandard Assessment/BH Triage
ωSMART Medical Clearance
ωBARS Scale
ωED Counselor/BH Specialist
ωNAMI Peers (in Lobby, Connect)
ωTrauma Informed Care
ωZero Suicide Interventions

Downstream post-ED Care

ω(Alternative Care Settings to IP 
Units)

ωBH UrgentCare
ωObservation Unit
ωFollow Up Calls
ωSafety Planning (in Epic)



Community Post-ED Transfer/Discharge

Upstream Interventions ς
Access to Right Care + 
Community Partner 

Approaches

ωEmergency Responders / 
Law Enforcement 
Partnerships
ωBH Urgent Care

ED Interventions

ωStandard Assessment/BH Triage
ωSMART Medical Clearance
ωBARS Scale
ωED Counselor/BH Specialist
ωNAMI Peers (in Lobby, Connect)
ωTrauma Informed Care
ωZero Suicide Interventions

Downstream post-ED Care

ω(Alternative Care Settings to 
IP Units)
ωBH Urgent Care
ωObservation Unit
ωFollow Up Calls
ωSafety Planning (in Epic)

A Patient-
Centered 

Perspective in ED 
Care Delivery

Help me!

Help me find 
comfort and 

safety

Relieve my 
immediate distress

Support me in 
coping with my 

distress long term
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Whatôs Our Shared 

Experience?



Personas
15



Discuss at Your Tables (10 mins)

ÅSelect one of the personas and discuss how it 

relates to your own context (or share your own 

example) 

ÅHow does the persona (example) reveal some of 

the needs of the patient population coming to 

the ED?

ÅHow might the system be redesigned to meet 

those needs?
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Report Out 

ÅWhat insights do you gain from the personas?

ÅWhat specific issues/questions brought you here 

today?

ÅUse the Worksheet to capture your learning and 

action plans from the day
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7ÈÁÔȭÓ ËÎÏ×Î ÁÂÏÕÔ ÂÅÔÔÅÒ ÃÁÒÅ 
in

Emergency Psychiatry

Scott Zeller, MD
Vice-President, Acute Psychiatric Medicine 
Vituity , Emeryville, CA
Assistant Clinical Professor
University of California, Riverside 
Past President, 
American Association for Emergency  Psychiatry
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Psychiatric Emergencies

Å Are when a patient:
Â Is a Danger to Himself or Herself

Â Is a Danger to Others

Â Is so psychiatrically impaired one cannot 
provide for own food, clothing or shelter

Â Or when a patient appears at risk to evolve 
into one of the above conditions

Innovations in Emergency Psychiatry are driving improvements 
across all aspects of behavioral healthcare



Boarding Solutions Suggested

ÅMost suggestions ïeven ideas that include community-
based drop-in care and mobile crisis units ïstill follow 
concept that virtually all emergency psychiatric 
patients need hospitalization as the only possible 
disposition

ÅResults in far too many patients being unnecessarily 
hospitalized at a very restrictive and expensive level of 
care

ÅRoughly equivalent to hospitalizing every patient in an 
ED with Chest Pain (typically only 10% of such patients 
get hospitalized)



Wrong Solution: Treating at the Destination instead 
of the Source!

ÅAll these solutions call for more availability for 
hospitalizations, nothing innovative at the actual ED level

ÅChange in approach needed ïbeginning with recognition 
that the great majority of psychiatric emergencies can 
be stabilized in less than 24 hours

ÅTo reduce boarding in the ED, shouldnôt 
the approach be at the ED level of care?



Psychiatric Emergencies are Medical Emergencies!!

ÅFederal EMTALA Laws already 
designate psychiatric emergencies 
as equivalent to heart attacks and 
car accidents ςtime to start 
intervening with the same urgency 
and importance as medical 
emergencies

ÅPsychiatric Emergencies are not 
ƎƻƛƴƎ ǘƻ άƎƻ ŀǿŀȅέΣ ŀƴŘ ǿŜ 
ǎƘƻǳƭŘƴΩǘ ōŜ ƭƻƻƪƛƴƎ ŦƻǊ ǿŀȅǎ ǘƻ 
prevent mental health patients 
from coming to the ED ςbetter to 
start preparing for these, and 
designing emergency programs 
with the recognition that ability to 
treat behavioral health crises are as 
necessary to ERs as EKG machines, 
oxygen and IV equipment



Traditional Models of ED Psychiatry

ÅPsychiatric Consultant to ED 

ÅOn-call in larger centers, teaching hospitals with psychiatry residencies

ÅPsychiatry on call panel, but not available on demand = no ER coverage

ÅVisiting Consult Team

ÅCounty or Regional Agency, including mobile crisis team

ÅEvaluation Team from Psychiatric Hospital

ÅDefined Area within ED

ÅMay have regular staff, psych-trained nurses and active treatment

ÅOften merely holding area for patients awaiting hospitalization

ÅLittle to no Psychiatry in the ED

ÅάCƛƴŘ ǘƘŜƳ ŀ ōŜŘέ



Missing from too many traditional models

ÅLittle or no timely access to mental health prescribing 
professionals

ÅPatients simply being held, with no active treatment in the ED

Å/ƻƴǎǳƭǘŀǘƛƻƴǎ ōŀǎŜŘ ƻƴ ŀ ΨǎƴŀǇǎƘƻǘΩ ǿƛǘƘƻǳǘ Ǉƻǎǎƛōƛƭƛǘȅ ƻŦ 
treatment and re-evaluation

ÅED is typically not a healing environment, can actually make 
patients worse, more agitated or more despondent

ÅPsychiatric emergency patients thought of as a burden rather 
than part of standard ED patient population, sometimes feared 
or held in disdain by staff



Real Solutions

Within General ED

Á Commencement of Care

Á Telepsychiatry

Å

Output Alternatives

Á Hospital: Observation units, EmPATH Units

Á Community: Crisis Residential Units



ά½ŜƭƭŜǊΩǎSix Goals of
9ƳŜǊƎŜƴŎȅ tǎȅŎƘƛŀǘǊƛŎ /ŀǊŜέ1

ÅExclude medical etiologies and ensure medical stability

ÅRapidly stabilize the acute crisis

ÅAvoid coercion

ÅTreat in the least restrictive setting

ÅForm a therapeutic alliance

ÅFormulate an appropriate disposition and aftercare plan

1.  Zeller, Primary Psychiatry, 2010



Beginning Treatment in the ED

Å Many psychiatric crises can resolve in hours rather 
than days with no need for inpatient admission

Å Prompt medications can reduce symptoms of 
psychosis, paranoia, agitation, aggression, anxiety to 
subacute levels while in the ED

Å Suicidality can resolve with time, sobriety, end of 
withdrawal symptoms

Å Many treatments can start with ED physicians using 
standard protocols; patients can improve significantly by 
time of consultation or disposition decisions ïgreatly 
increases diversions compared to ñwait for psychò



On-Demand ER Telepsychiatry 

24/7 access to a board-certified psychiatrist via 
high definition, two-way video conferencing. 



Patient Benefits 

Å24/7 access to board certified psychiatrists 

Å Improved Patient Satisfaction 

ÅFocused on high quality, timely assessments

ÅFull evaluation, risk assessment, diagnosis, treatment and 

disposition recommendations

ÅCare plan collaboration with in-person providers


