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Learning Outcomes 

• Create a secure and efficient environment for the behavioral health 

service (BHS) population 

• Identify strategies to improve communication and teamwork

• Utilize technology effectively to improve the throughput of BHS 

patients

• Encourage ongoing training and education 

• Assess and review performance
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MacNeal History
1892

• Dr. MacNeal established a medical practice in Berwyn, IL. 
He used a horse and buggy to visit patients in their homes 
and in his clinic.

1919

• On October 3, the document to organize the hospital 
was signed by three individuals 

2018

• MacNeal was acquired by Trinity Health

2024

•  MacNeal becomes the first hospital in Illinois to be 
designated Magnet with Distinction
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Trinity Health: Loyola Illinois Region 
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The Day 
Our 
Bottle 
Broke
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Just Imagine…

Imagine walking into an emergency department 

where psychiatric patients are treated with the 

same urgency and care as those with physical 

ailments. Emergency departments, often bustling 

with activity, face unique challenges when it 

comes to psychiatric patients. These individuals 

frequently encounter fragmented care, extended 

wait times, and a lack of specialized interventions, 

which can worsen outcomes and strain healthcare 

resources Our innovative model addresses these 

challenges head-on, focusing on creating a 

streamlined, effective approach to psychiatric 

patient management
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Background and Rationale

Underutilization of 
Space and Staff

Violence Against 
Healthcare Workers

Regional Expansion 
of Services

Inefficient Practices 
in BH Care
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Steps to Develop and Implement

• Identify the Problem

• Clearly define the issues

• Focused Attention 

• Concentrate on key areas

•  Colleague Collaboration

• Leverage diverse perspectives and expertise

• Fail Forward

• Embrace failure as a learning opportunity and a step to success
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Space and Staff
Lack of Ownership 

• BH patients were considered 

“extra” and not assigned to 

a specific RN 
• Inconsistent RN care 

Underutilization of Sitters
• Sitters were not being used 

effectively 
• Limited training

Placement of BH Patients
• Positioned “under the clock” 

• Lack of privacy for thorough evaluation 

• Lack of dignity for patients 

Location Concerns
• High traffic area meant little calm, quiet

• Near the EMS entrance, elopement risk 

Security Dependence 
• Staff relied on security to watch the BH 

patients
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Timeline for Change: Late 2022-Early 2023

Eliminate “under the 
clock” placement

Expand criteria for 
BH room

Grouped similar 
patients when 

clinically 
appropriate

Allowed sitters to 
monitor multiple 

patients, provided 
they were not high 

SI/HI Risk
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Redesigning the BH Room

Optimal 
Sitter 

Utilization

Dedicated 
Care Area

Enhanced 
Safety 
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Integrated Security 

Solutions 

• Belongings Search 

• Metal Detection

• Visitor Lockers
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Visual Cues and Buddy System

Updated Patient Change Protocol

• Promotes the safety of both our staff 

and patients.

Visual Indicators

• Purple (Yellow) gowns are designated 

for high-risk patients to indicate the 

necessity for increased caution.

• Signs indicating the “Buddy System”.

Buddy System

• Security personnel present during 

engagements with high-risk patients.

• Applicable for patients with elevated 

scores on the Broset Violence Checklist.
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Dedicated BH Staff in the ED 

• Expertise in mental health

• Crisis management

• Holistic care

• Improved patient outcomes

• Support for ED staff 

• Resource management 
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Twice Daily BH & ED Throughput Huddle
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Improving Efficiency 
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Technology Utilization 
Regional Chat 

Benefits 

• Increased visibility

• Discharges/Possible admits

• Open beds

• Reduced need for calls 

• Increased use of EMR
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Technology Utilization
Epic Admission Process 
• Designated order sets

• Structured approach 

• Standardized assessment 
& documentation
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Enhanced Staff 

Support

• WPV training for managing 
psychiatric crises for 100% of 
staff regionally. 

• Regular refresher courses and 
scenario-based drills
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Specialized Psych 

Triage

• Team: Psych Liaison, RN, 
Psychiatrist, Security and ED team

• Responsibilities: initial 
assessments, crisis intervention and 
immediate care planning

• Benefits: reduced wait time, 
increased safety and improved 
care efficiency 
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• Triage team 
developed 
handoff checklist 

Specialized 
Psych Triage 
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Timely Risk 

Assessment

• Broset Violence Checklist 

• Scoring system is easy

o Score  0: Risk is small

o Score 1-2: Risk is Moderate, 

take preventative measures

o Score >2: Risk is High, use 

preventative measures and 

implement care plan 
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Storyboard Alerts
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Evaluating and 

Improving the Model

• Reduced violence against ER 
staff 

• Changed the burden of injury 
from care providers to 
security staff 
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Evaluating and Improving the Model

• Reduced all 
patients’ left 
without being 
seen (LWBS) to 
less than 1%
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Evaluating and Improving the Model
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Evaluating and Improving the Model

• Reduced restraint 
usage
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Evaluating and Improving the Model 

• Increased 
psych 
throughput 
in the region 
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Evaluating and Improving the Model

• Decreased 
time that BHS 
patients are 
spending in 
the ED
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Key Takeaways

• Integration of psychiatric care in EDs enhances patient care 

and safety. 

• Specialized teams, real-time tools, secure environments, and 
technology are key components.

 • Continuous training and support for staff are essential for 
effective implementation.
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