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The Hidden Value of  Behavioral Health

As healthcare in the United States—an enormous super-sys-
tem not overly fond of  abrupt turns—prepares for the 
90-degree lurch that is healthcare reform, it has found an 

unlikely ally: behavioral health.
The healthcare market in the United States now comprises over 

$3 trillion per year—that is more than the gross domestic product 
of  France. It is well accepted that, for all the resources we expend, 
our system doesn’t deliver the outcomes we would expect by almost 
all common measures: quality, safety, efficiency.1 In current parlance, 
our healthcare machinery doesn’t produce the value we need to keep 
our population and economy healthy and to make it worth that kind 
of  investment. This is the basic principle driving healthcare reform: 
value; we need to transform from a volume-based system to a val-
ue-based one. In the value-based world, we use the “Triple Aim” as 
a guide: better care, better health of  the population, and lower cost.2 
As payments align evermore to the goal, what matters isn’t the num-
ber of  diagnostic tests, surgeries, or outpatient visits you perform in 
a day, what matters is the response to this question: What value did 
those interventions produce, and at what cost? In this new world, 
where cost and population health matter just as much and, eventual-
ly, more than keeping hospital beds full, behavioral health has found 
itself  on radar screens it never expected before.

In the volume world, behavioral health never added much to the 
bottom line given its labor-intense and time-dependent nature and 
its ever-shrinking reimbursement rates. In the value world, however, 
behavioral healthcare—when done well—is like gold. Why? Not be-
cause it generates revenue on its own side of  the ledger, but because 

it reduces cost on the medical side, and does so significantly. This 
has been well known for decades. An extensive analysis by Milliman 
in 2014 confirmed it yet again, finding that a comorbid mental health 
condition doubles or triples the total cost of  care, with most of  that 
cost occurring in medical hospitalizations and emergency depart-
ment (ED) visits.3 They suggest—conservatively, in my view—that 
integrating behavioral health and medical care would save $26 billion 
to $48 billion annually. Given that a modest investment in behav-
ioral health infrastructure goes a long way (the positive side of  its 
aforementioned nature as a system based on person-to-person time 
rather than procedures and equipment), and given that we have been 
spending significantly less on behavioral health as a percentage of  
overall healthcare over the last several decades,4 logic would suggest 
that now is the time to start investing in behavioral health if  we want 
better health and lower cost.

Case Study
My story would end there were it not for the fact that, over the last 3 
years, I have had a front-row seat to watch what happens when a large 
health system makes exactly that decision. Carolinas HealthCare Sys-
tem (CHS) is a large, nonprofit, integrated delivery network with 39 
hospitals and 900 care locations in the Carolinas, serving well over 2 
million patients a year. Five or 6 years ago, CHS leaders began looking 
seriously into the subject of  behavioral health and the value it could 
bring as healthcare transforms. Three years ago, they created a service 
line of  behavioral health in order to have a corporate-level platform 
from which to assess the needs of  the population and system, and 
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from which to develop strategy in order to respond to these needs. I 
have been lucky to lead this service line, since its inception, in a dyad 
leadership pair with an administrative counterpart, Martha Whitecot-
ton. What we have been able to achieve in 3 years is living proof  of  
the value of  behavioral health expansion within a large system. In just 
3 years, our service line has driven 4 major projects. 

Psychiatric Bed Capacity
The first, and most visible, was building a new state-of-the-art 66-
bed psychiatric hospital. Although inpatient treatment is not the goal 
in behavioral health, it is a critical part of  the continuum of  care. 
The dearth of  beds nationally has driven patients who are in crisis 
into medical EDs in record numbers. The number of  state psychi-
atric beds in the United States has declined precipitously from over 
550,000 in 1955 to less than 45,000 in 2010, leaving us with access 
to psychiatric beds per capita at comparable levels to what we had 
in 1850, as in before the Civil War.5 In North Carolina, with one of  
the lowest per-capita psychiatric bed ratios in the country, we have 
almost twice the national average of  psychiatric patients stuck in 
medical EDs.6 The 66 new beds bring us to over 400 in our system 
are an important step in the right direction.

Mental Health First Aid
The second major initiative has been to promote Mental Health First 
Aid, an 8-hour course similar to CPR, which teaches the basics on 
how to recognize and manage a psychiatric crisis. We have trained 
over 5000 individuals in the community, including teachers, clergy, 
athletic trainers, and law enforcement officers. In addition to pro-
viding important tools, this is a public health literacy campaign that 
reduces the stigma associated with mental illness. The more stigma 
in a community, the fewer people access care and the more cases of  
untreated mental illness, which again results in driving down health 
and driving up suffering and cost.

Integration into Primary Care
The third initiative—the largest in scope—has been to integrate be-
havioral health into our 200 primary care offices, serving 800,000 
patients, in order to intervene “upstream,” where the barriers and 
acuity are low, and before things have reached a crisis point. We 
based our model on the well-proven IMPACT model, which was 
created and based out of  the University of  Washington AIMS Cen-
ter.7 We knew, however, that scaling this co-located model across 
200 offices would be a challenge, so we deconstructed and then 
reconstructed the model into a “virtual team,” which allowed our 
team to have more members, to be deployed across more primary 
care offices, and for each team member to be able to bring their full 
skill set to bear. They are located off-site and use the phone, video, 
and the electronic health record (EHR) to communicate with the 
primary care team and the patient. Whereas in the IMPACT model 
there is a somewhat generic, co-located “behavioral health provider” 

performing multiple tasks, such as assessment, diagnosis, navigation, 
communication, and registry-management, we were able to have dis-
tinct team members devoted to each of  those functions. In almost 2 
years, our team of  20—comprised of  social workers, coaches, ther-
apists, a pharmacist, and a psychiatrist—has treated 5000 patients in 
50 primary care practices, and we have our first 6-month cut of  data. 
It is a pre-/post cohort, and therefore not randomized or controlled, 
but we wanted an early look, and the results are encouraging. The 
mental health scores are improving significantly (for depression and 
anxiety), as are metrics like glycosylated hemoglobin and cholester-
ol—all with statistical significance. And, although 6 months is early 
to get a thorough assessment of  utilization, this glimpse suggests 
that while outpatient visits are up modestly in this group, inpatient 
utilization is down, which is, of  course, where most of  the cost lies. 

Taking on the ED Boarding Crisis
The fourth initiative of  the behavioral health service line was a spin-
off  of  this virtual primary care team that we deployed to help our 
medical EDs that are backed up with psychiatric patients. In North 
Carolina, the average length of  stay for patients presenting to med-
ical EDs needing psychiatric hospitalizations approaches 2 days; in 
our own system, it was nearing 40 hours. The boarding of  psychiat-
ric patients in EDs has become a national crisis according to many, 
including the Joint Commission.8 We took a smaller version of  the 
virtual behavioral health team (ie, a nurse, bed manager, social work-
er, and psychiatrist) and deployed them to 20 of  our Charlotte-area 
medical EDs. That team now feels ownership for the psychiatric 
patients presenting to the EDs, and gets involved as soon as possible 
in their care. The behavioral health team communicates with both 
the medical team and the patient, and uses tele-psychiatry if  needed. 

Importantly, the ED physicians have agreed to allow our psychia-
trists to enter orders remotely in the EHR, which saves time to initi-
ate care. Additionally, we use a company that has expertise in safely 
transporting patients who need psychiatric hospitalization so that we 
don’t have to rely solely on law enforcement transport, which had 
been the case previously. We now do 300 transports a month with 
this private vendor, in addition to the 300 a month still done by law 
enforcement. We perform 900 tele-psychiatry encounters a month; 
the result being a 50% reduction in the length of  stay for psychiatric 
patients in those 20 EDs and a savings of  over $1 million in sitter 
costs alone. And, most importantly, the care and experience of  care 
is much better for those patients who come to the ED in psychiatric 
crisis because they have no other place to go.

Conclusions 
Challenges remain, of  course, and we are still at the beginning of  
a larger journey. We struggle to scale these programs fast enough 
to meet the full demand across our geography. Nevertheless, after 
3 years, our experience is living proof  of  the power of  behavioral 
health to drive value in this new healthcare world.
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