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Site and Community Snapshot
Titus Regional Medical Center (TRMC) is in Mount Pleasant, Texas, serving Northeast Texas as the region’s last remaining independent rural hospital. The hospital is structured as a hospital district with a licensed capacity of 140 beds and typically maintains a census of 60-70 patients (see Table 1 for additional site details).
TRMC operates as an independent, nonprofit rural hospital with a strong focus on quality. Over the past decade, the hospital has built an impressive track record of quality designations, helping it maintain its independence in an increasingly consolidated healthcare market. The facility serves as a primary stroke center and primary heart attack center, achieving Gold Plus recognition from the American Heart Association for stroke care for eight consecutive years, placing it in the top 16% nationally. The hospital has earned similar accolades for heart attack care, heart failure treatment, and emergency medical services.
Workforce Challenge and Pre-Intervention State
In 2020, just as newly appointed Chief Nursing Officer Kathy Griffis began her role, the hospital faced a critical workplace violence crisis in the emergency department. The emergency department (ED) director reported that “the emergency department is unsafe, the nurses feel unsafe, it is not a safe place to practice.” A pivotal moment came when Griffis viewed security footage showing the hospital’s trauma coordinator being thrown against a wall “like a ragdoll” by a patient in acute psychosis. This incident represented a pattern of escalating violence that had been building over time.
TRMC entered this work with clear evidence that workplace violence in healthcare was both widespread and underrecognized. A statewide survey conducted just before the pandemic found that 83% of healthcare workers had experienced some form of workplace violence, half had experienced physical violence, and 60% did not report their most recent event, with only about half feeling safe or extremely safe at work. Against this backdrop, the pattern emerging in TRMC’s emergency department was not an isolated issue but a local expression of a broader statewide crisis.
Mental health patients were routinely boarded in the emergency department for extended periods while awaiting inpatient psychiatric beds, often for days or weeks, with little more than emergency behavioral medications. Without psychiatric consultation, patients in acute psychosis sat untreated in bare, isolation-style rooms, a combination that fueled agitation and violence. This strained ED resources through frequent one‑to‑one assignments for violent or suicidal patients and created safety risks for staff and other patients. 
Staff reported repeated incidents of verbal and physical assault, including patients breaking out windows in safe rooms, physically attacking nurses and staff, and creating an environment where healthcare workers did not report violent incidents because they viewed violence as “just part of the job.” Emergency department physicians felt uncomfortable prescribing or managing psychiatric medications, explaining to Griffis, “Those meds are complicated. I can’t dose those meds.” The Local Mental Health Authority (LMHA) experienced severe staffing constraints and could not provide psychiatric practitioners or physicians to initiate medications for emergency cases.
Workforce Innovation Overview: Emergency Department Psychiatric Access Network
TRMC implemented a coordinated workplace violence reduction strategy centered on EDPAN (Emergency Department Psychiatric Access Network), a telepsychiatry consultation service, combined with enhanced security measures, staff training, and systematic response protocols. The innovation brought Texas Tech University Health Sciences Center psychiatrists directly to patients via telemedicine for real-time psychiatric evaluation and medication management in the emergency department. The main goal of the innovation was to reduce verbal and physical violence against emergency department staff while providing expert psychiatric care to patients in acute mental health crisis. The innovation also aimed to decrease unnecessary inpatient psychiatric admissions; reduce emergency department boarding times for psychiatric patients; improve staff safety, confidence, and job satisfaction; and create a culture where workplace violence is reported and addressed rather than accepted.
The initiative was guided by the principle that mental health patients deserve the same quality of emergency care as patients experiencing cardiac or neurological emergencies. Griffis emphasized the importance of caring for mental health patients “appropriately, compassionately, with empathy,” drawing on her experience in geriatric behavioral health, where she witnessed dramatic recoveries when psychiatric conditions were properly treated. The strategy also recognized that workplace violence prevention required addressing the root cause, untreated psychiatric emergencies, rather than relying solely on law enforcement or physical security measures. As Griffis stated: “This is a multi-pronged problem, and it is a multi-pronged solution. So… if you have an idea, just chip away at it. Something is better than nothing, because we were doing nothing.”
Design and Implementation
Governance and Leadership Structures
The workplace violence initiative was led by Griffis, working closely with the ED Director and ED Charge Nurse. This leadership team brought clinical expertise, operational authority, and a front-line perspective to the implementation process. Griffis leveraged her participation in the Texas Hospital Association Fellowship program to develop the conceptual framework for EDPAN. Working with a capstone project team that included other Texas-based hospital executives, the team studied workplace violence patterns across Texas hospitals and developed the EDPAN concept modeled after existing successful programs: CPAN (Children’s Psychiatric Access Network) and PeriPAN (Perinatal Psychiatric Access Network), which were partnered with Texas Tech.
Once the framework was developed, TRMC’s CEO connected Griffis with the CEO of the Texas Organization of Rural and Community Hospitals, who brought the EDPAN concept to the Texas legislature, resulting in a $7.4 million state appropriation. This funding acknowledged workplace violence as a critical rural workforce issue and enabled rural hospitals to access psychiatric expertise they could not otherwise afford; by December 2024, 12 sites were active, with 7 more enrolling.
Program Components and Practices
EDPAN provides 24/7 access to board-certified psychiatrists via telemedicine. Texas Tech psychiatrists conduct comprehensive psychiatric evaluations, provide differential diagnosis, prescribe and manage psychotropic medications, develop safety plans, and make disposition recommendations (discharge home vs. inpatient admission). TRMC created a specialized rapid response team, called the Behavioral Emergency Response Team, which trained to manage behavioral health emergencies and coordinate an immediate response when high-risk psychiatric patients arrive in the ED. The team ensures appropriate security presence, facilitates telepsychiatry consultations, and manages patient placement and monitoring.
All staff completed Crisis Prevention Institute (CPI) training, a trauma‑informed program that teaches skills to safely de‑escalate, manage, and prevent challenging or aggressive behaviors. High‑risk area staff, particularly in the behavioral health unit, also received training in safe physical intervention techniques designed to protect frail older adults and others at high risk of injury. TRMC uses a ‘train-the-trainer’ model, with the behavioral health unit director leading safe physical intervention sessions for older adults and those at high-risk of injury, and the security director leading CPI training. Additionally, TRMC implemented mandatory reporting of all workplace violence incidents, signaling a culture change in which this is no longer “part of the job.” The reporting system enabled tracking of trends, identifying high-risk situations, and measuring the effectiveness of interventions.
TRMC also expanded security camera coverage in high‑risk areas, with security personnel stationed near the ED for rapid response, and reinforced safe‑room windows, improved sightlines, and reduced environmental triggers for agitated patients. This created layered security, allowing early intervention before situations escalated to violence.
Partnerships and External Relationships
The partnership with Texas Tech brought academic psychiatry expertise to rural practice. Psychiatrists provided not only clinical consultations but also informal education for ED staff, building confidence in managing psychiatric emergencies and understanding psychotropic medications.
Texas Organization of Rural Community Hospitals (TORCH) served as the intermediary organization, managing the EDPAN program across multiple rural hospitals, facilitating connections between Texas Tech and participating hospitals, and managing program logistics and quality assurance, while advocating for ongoing state funding and program expansion.
While the LMHA faced staffing constraints that limited its ability to provide physician-level services, it continued to provide qualified mental health professionals for certain evaluations and maintained responsibility for outpatient mental health services. The telepsychiatry program complemented rather than replaced LMHA services.
Infrastructure and Resiliency Elements
As a technology-enabled solution, technology had to function reliably in high-stress emergency situations. Implementation required reliable telemedicine infrastructure, including high-speed internet connectivity, mobile telemedicine carts with high-resolution cameras and screens, secure HIPAA-compliant video conferencing platforms, and integration with electronic health records for documentation.
The behavioral health quality assurance performance improvement (QAPI) team and ED QAPI team conducted a comprehensive review of best practices in psychiatric emergency management and aligned those with current policies and procedures while also identifying gaps. This led to standardizing protocols for psychiatric emergency management, clear escalation pathways, and consistent documentation practices.
Early Outcomes and Impact
The implementation of EDPAN, the Behavioral Emergency Response Team, enhanced security measures, and staff training resulted in measurable reduction in workplace violence incidents. The interventions directly addressed the pre-intervention finding that only 50% of healthcare workers felt safe or extremely safe in their workplace. Emergency department staff reported increased confidence in managing psychiatric emergencies with access to expert psychiatric consultation and standardized response protocols. Staff viewed violence as preventable and reportable rather than an inevitable aspect of the job, enabling data-driven quality improvement. As Griffis noted, “our hospital has really, really changed, especially the emergency department.”
Operational and Financial Outcomes
The most striking outcome was the reduction in psychiatric inpatient admission recommendations from approximately 90% (pre-EDPAN) to approximately 48% (post-EDPAN). This 42.3 percentage point reduction meant that 52.3% of patients seen via telepsychiatry were now safely discharged home from the ED with safety plans and appropriate medications. The volume of telepsychiatry consultations demonstrated both need and acceptance, with over 175 visits from May to December 2024 and more than 340 visits in 2025. This growth indicated both staff comfort with the service and its value in managing psychiatric emergencies.
Clinical and Access Outcomes
Patients in acute psychiatric crisis now receive physician-level psychiatric evaluation within hours rather than days or weeks. Telepsychiatrists initiate appropriate psychotropic medications immediately, addressing acute psychosis, agitation, and other psychiatric emergencies that previously went untreated while patients were boarded. Overall, EDPAN addressed significant mental health care disparities in rural Texas, where mental health professional shortages mean only 36% of the state’s needs are met; 173 Texas counties have no licensed psychiatrists, and only 24 Texas counties have a single psychiatrist. EDPAN brought psychiatric expertise via telepsychiatry to patients who otherwise had no access to physician-level psychiatric care.
Patients discharged home with medication and safety plans had clear follow-up with the LMHA for ongoing outpatient care. This contrasted with the previous pattern, where patients were either admitted or released without adequate treatment plans, frequently resulting in rapid return to the ED.
Lessons Learned and Transferable Insights
TRMC’s experience shows that addressing workplace violence in rural emergency departments requires tackling the psychiatric emergency, not just the physical behavior. Rather than investing solely in security or staff restraint training, leaders focused on getting the right expertise to the bedside quickly, using telepsychiatry to treat acute psychosis and agitation as the clinical drivers of violence. This reframing, from “security problem” to “untreated illness problem,” helped staff see violence as preventable and reportable.
Leadership credibility and lived clinical experience were central to building trust in the new model. Griffis’s background in behavioral health and her response to the “ragdoll” incident signaled that the organization would no longer normalize harm to staff. Her participation in the Texas Hospital Association Fellowship created a platform to translate a local crisis into a statewide solution and to connect with executive peers and policy advocates who could carry the EDPAN concept to the legislature.
The hospital also learned that telepsychiatry could bypass a key bottleneck: ED physicians’ discomfort with psychiatric medications without waiting years for widespread upskilling. By bringing board‑certified psychiatrists directly into patient encounters, TRMC immediately improved care while allowing emergency physicians to learn through observation and consultation rather than formal retraining. Over time, this combination of “do the right thing now” and “build capacity as you go” proved more realistic for a small rural hospital than trying to create in‑house psychiatric expertise from scratch.
Financially, the case underscores that independent rural hospitals are unlikely to sustain psychiatric coverage 24/7 without external support. State funding, channeled through a rural hospital association and paired with an academic partner, made EDPAN feasible for TRMC and its peers, illustrating a replicable policy model for other states. At the hospital level, leaders matched this investment with a culture shift: mandatory reporting, training for both clinical and non‑clinical staff, and an expectation that every violent incident would be analyzed and used to refine protocols.
For other rural hospitals, several practical insights emerge from TRMC’s experience. Start by documenting the problem, including boarding times, number of assaults, and staff perceptions of safety, to build a compelling case for change. Design interventions that combine clinical treatment, staff training, environmental changes, and reliable reporting systems, rather than relying on any single tactic. Finally, use regional and state networks (fellowships, hospital associations, and academic partners) to move from a single hospital solution to a broader rural infrastructure for emergency psychiatric care.
Looking Ahead: Next Steps and Sustainability
EDPAN’s continued expansion across Texas highlights the ongoing need for emergency psychiatric services in rural communities and reinforces telepsychiatry as a viable model for delivering that care. At TRMC, next steps include refining ED and Behavioral Emergency Response Team protocols based on accumulated experience, tightening integration between telepsychiatry and the electronic health record, and strengthening linkages to outpatient follow‑up so fewer patients cycle back through the ED. Long‑term sustainability will depend on stable state funding, a sustained commitment to staff training and security/technology infrastructure, and preserving a culture where workplace violence is consistently reported and addressed. As more than half of telepsychiatry patients are now safely discharged rather than admitted, TRMC’s experience offers policymakers a compelling case for continued investment and gives other states a practical blueprint for building their own rural emergency psychiatric access networks.


Table 1. Demographic and Statistical Overview of Titus Regional Medical Center
	Characteristic
	Value

	Licensed bed capacity
	140+ beds

	Typical inpatient census
	60–70 patients

	Geographic classification
	Rural, Northeast Texas; last independent hospital in region

	Hospital type/ownership
	Independent hospital district; nonprofit

	Key service lines and designations
	Primary stroke center; primary heart attack center; multiple Gold Plus quality awards (stroke, STEMI, heart failure)

	Distance to nearest tertiary/major hospital
	Approximately 1 hour drive

	Regional psychiatric workforce context (Texas)
	Only 36% of mental health needs met statewide; 173 counties with no psychiatrist; 24 counties with only one psychiatrist

	Pre‑intervention LMHA inpatient admission recommendation
	~90% of ED psychiatric patients recommended for inpatient admission

	Post‑implementation telepsychiatry disposition pattern
	52.3% discharged home with safety plan; 47.7% admitted inpatient

	ED telepsychiatry visits (May–Dec 2024)
	175+ visits

	ED telepsychiatry visits (2025)
	340+ visits


Source: Titus Regional Medical Center
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