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Abstract 

Inpatient behavioral and psychiatric care is crucial for the treatment of mental disorders given the 

prevalence of mental illness in the United States.  The primary goals of the inpatient psychiatric 

care delivery system are to stabilize the patient currently experiencing crisis, provide a safe 

environment, and prevent harm to the patient and other people.  This paper investigates the 

present state of the psychiatric and behavioral health care delivery system.  One focused case 

study was completed on a patient from the inpatient psychiatric health unit at Crossbridge 

Behavioral Health in Montgomery, AL, to understand the effectiveness of the current inpatient 

psychiatric care system.  The cost and sustainability of this care delivery system were also 

assessed and evaluated.  Financial constraints and other significant barriers to adequate care 

access have been identified.  These restrictions must be addressed to ensure future sustainability 

and prolificacy of the inpatient psychiatric care delivery system.    

Keywords: inpatient psychiatric care, mental illness, cost of care, care delivery system 
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Care Delivery System of Crossbridge Behavioral Health 

 Mental illness does not discriminate against age, race, religion, or income level; it may 

affect persons of any cultural background.  Mental illness may also become severe enough to 

negatively affect a person’s thoughts, mood, how they interact with others, how they react to 

stress, or competency of their activities of daily living.  Every year in America, about 1 in 4 

adults suffer from a diagnosable mental illness, and many individuals suffer from comorbidities.  

In 2011, 20% of American adults experienced a mental health issue, and 5% of Americans lived 

with a severe mental disorder such as major depressive disorder, bipolar disorder, or 

schizophrenia (Sharfstein, 2011).  Although some people who suffer from a mental illness may 

benefit from outpatient methods such as psychotherapy, support groups, and prescription 

regimens, other individuals may require inpatient hospitalization to facilitate a safe, efficient 

recovery.  Inpatient hospitalization is a priority for anyone who is currently in crisis, requires 

medication stabilization, or is at risk for harming themselves or others (Horsfall, Cleary, & Hunt, 

2010).  This paper investigates the current inpatient psychiatric care delivery system (CDS), 

explores a case study of a patient who received inpatient psychiatric care, and assesses the 

current costs of care for inpatient psychiatric medical services.   

CDS Description 

Current State of the CDS 

 The 20th century brought many changes to the American psychiatric healthcare system 

model.  In the 1950s, state mental health care facilities began to transition to the community 

setting. This transition, known as deinstitutionalization, continues to heavily impact patient 

access to mental health care today.  Many state mental health facilities permanently closed 

during the transition, and care transferred primarily into community health care centers.  In the 
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United States, psychiatric services are currently delivered in a variety of settings by a large 

multidisciplinary team of care providers.  Providers may or may not be specially trained in 

mental health care depending on the available resources, and the patient’s personal financial 

resources usually determine which provider they may access for treatment.  The inpatient 

psychiatric care system’s priority goals are to stabilize the patient currently experiencing crisis, 

prevent harm to the patient, and host a safe setting for all patients (Glick, Sharfstein, & Schwartz, 

2011).   

Since the beginning of deinstitutionalization, the availability of inpatient mental health 

services in the United States has severely declined.  The number of beds in both private and 

public settings has decreased which heavily impacts current patient access to care.  In 1970 the 

United States housed about 525,000 psychiatric beds; 80% of those beds were provided by the 

state government.  In 2002 the number of beds decreased to about 212,000; only 27% of those 

beds were provided by the state government.  In 2011, about 8.4 million US hospital stays 

involved a medical diagnosis of mental illness as either the primary or secondary diagnosis 

(Sharfstein, 2011).  This decrease in availability of inpatient psychiatric services along with the 

heavily saturated patient population needing care evidences the need for increased access to care 

to the neglected population suffering from mental illness. 

There are multiple ways one may be admitted to an inpatient psychiatric unit.  The 

admission may be arranged by the patient’s psychiatrist, or if the patient is in the emergency 

department and shows significant signs and symptoms of mental distress, he or she may be 

admitted to a psychiatric unit.  A voluntary consent form may be signed by a patient who is 

willing to be admitted to the unit.  These patients are always made aware of their patient rights 

before signing into the facility.  One may become involuntary committed to a unit for a period up 
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to five days if mandated by a court order.  A court order may be issued if the patient is a potential 

threat to themselves or others and is unwilling to be admitted voluntarily (Glick et al., 2011).  

Other alternatives to psychiatric inpatient care include outpatient psychotherapy, a medication 

regimen, formal support groups, and optional electroconvulsive therapy (Glick et al., 2011).  

 Many mental illnesses are treated in the inpatient setting.  The most common conditions 

treated are schizophrenia, psychosis, bipolar disorder, major depressive disorder, behavior 

disorders, and anxiety disorders (Sharfstein, 2011).  Mood disorders like depression are currently 

the third most common cause of hospitalization in American adults.  Symptoms that require 

inpatient treatment include suicidal ideation, attempted suicide, thoughts of harming others or 

self, severe mood swings, mania, auditory or visual hallucinations, or the inability to function in 

the home or work setting (Glick et al., 2011).   

Current Concerns of the CDS 

 Currently the United States spends $113 billion annually on mental healthcare treatment.  

This cost amounts to over 5% of the total national health-care expenditure.  Mental illness 

healthcare costs Americans over $193.2 billion in lost earnings per year (Moran, 2014).  Health 

insurance coverage of psychiatric services is usually less inclusive than health insurance 

coverage of physical injury care.  The majority of untreated mental health patients state cost is 

the main barrier to care.  Future legislation must include more expansive insurance coverage for 

mental health services (Glick et al., 2011).  Patient access to appropriate mental health services is 

often barred in rural areas, and even in some urban areas due to the unavailability of adequate 

professional care.  These unreached patients often have less opportunity to access a qualified 

mental health professional compared to a physical injury provider.  
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 Society’s attitude toward mental health is another barrier to care.  Due to the nebulous 

nature of mental illness, current American society generally holds a negative view of individuals 

who suffer from mental illness.  Fear, bias, ignorance, misunderstanding, and stereotyping all 

perpetuate the negative social stigma of mental illness.  This stigma may be overwhelming and 

may result in patient fear of seeking treatment, especially in rural areas.  According to the study 

by Sharfstein (2011), the number one repeated reason someone may think about going to a clinic 

and then decide against going relates to negative attitude or stigma of illness.  Many people are 

too embarrassed to admit they need help or think the problem may be resolved with no further 

action (Sharfstein, 2011).    

Multiple healthcare models are employed by the inpatient psychiatric healthcare system.  

Like other types of medical care, patient and family-centered care is important in providing a 

quality patient experience and achieving desired patient outcomes.  Positive patient outcomes are 

reached when the patient acknowledges a need for help, accepts treatment willingly, and receives 

family support after discharge from the facility (Regan, Curtin, & Vorderer, 2006).  The model 

of case management is also critical to the psychiatric care system since many patients experience 

comorbidities (Sharfstein, 2011).  The psychiatric care system utilizes the collaborative care 

model; this model is an evidence-based approach for incorporating both physical and mental 

health services by a team of multidisciplinary professionals.  This care model includes care 

coordination and management, proactive monitoring and treatment, and consistent case 

management for patients who do not show signs of improvement (Centers for Medicare & 

Medicaid, 2015).   

Provisions of Care 

Psychiatric nurses possess special traits that separate them from other facility employees. 
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The nurse is the main resource and advocate for the patient and their family’s needs.  Since 

psychiatric nurses spend the most time with the patient, it is necessary for the mental health 

nurse to establish immediate rapport with the patient to begin building an understanding 

relationship and provide quality care.  The mental health nurse must be highly skilled in 

therapeutic communication techniques and handling unusual behavior.  These skills stem from 

empathy and understanding for the individual in crisis.  The mental health nurse is specifically 

trained to effectively handle violence, mania, extreme anger, and hurtful criticism from patients.  

The mental health nurse must always be prepared to intervene in chaotic situations.  The unstable 

nature of individuals in crisis mandates the need of safety as a primary nursing priority.  The 

nurse must be hypervigilant and proactive in preventing the patient and others from harm.  

Mental health nurses are responsible for conducting focused assessments, group therapy 

sessions, and observing high risk patients.  Nurses also administer patient medications and are 

trained in prescription indications, dosages, side effects, adverse effects, and contraindications.  

Following discharge from the inpatient unit, patients often require additional outpatient therapy, 

social work, or other mental health services (Horsfall et al., 2010).  Every nurse must know the 

mental health services available to patients after the patient discharges from the unit.  

An inter-professional team is often used by inpatient facilities to treat and manage each 

patient’s mental illness.  This team utilizes the synergy of four professions including psychiatry, 

psychology, nursing, and social work (Hill-Smith, Taverner, Greensmith, & Parsons, 2012).  The 

role of the social worker is to protect the patient; social workers consult with other healthcare 

professionals on the inter-professional team to decide the best course of legal action for the 

individual.  The psychiatrist is a certified doctor who medically diagnoses each patient; it is 

important that the psychiatrist shares concerns and thoughts with the team to promote positive 
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patient outcomes.  The psychiatrist assesses the patient, develops a plan of care, outlines 

measurable goals for the patient, and enacts interventions specific to each patient’s individual 

needs.  A medical intervention the psychiatrist may order includes medications to stabilize the 

patient in crisis.  The role of the clinical psychologist focuses on the everyday life of a mental 

health patient.  The psychologist is trained extensively in how to conduct effective therapy 

sessions, focused assessments, patient education, and therapeutic interventions.  It is imperative 

that all members of the inter-professional team possess honed communication skills to 

effectively interact with the patient and coordinate quality care (Hill- Smith et al., 2012).   

Focused Case Study  

 

On September 15, 2015, LS, a 28 year-old white male, was admitted to Crossbridge 

Behavioral Health and placed on the East psychiatric wing.  Prior to admission to Crossbridge 

Behavioral Health, LS spent 3 days in the Intensive Care Unit (ICU) at Baptist Medical Center 

South resulting from an overdose on the antipsychotic drug, Seroquel.  On September 11, 2015, 

LS was found unconscious in his home by his mother and was rushed to the emergency 

department. LS received a gastric charcoal lavage in the emergency room to aid in the removal 

of the overdosed medication.  He was then transferred to the ICU to stabilize his condition. 

While in the ICU, LS displayed combative and self-destructive behavior on numerous occasions.  

After the patient became stable in the ICU, he was referred to Crossbridge Behavioral Health due 

to suicidal ideation and previous suicide attempts.  LS had a past medical history of depression, 

ADD, mild asthma, and poly-substance abuse.  

The admitting medical diagnosis for LS was major depressive disorder.  According to his 

medical records, LS had over 20 previous admittances to Crossbridge Behavioral Health.  Past 

medical diagnoses assigned to LS at Crossbridge Behavioral Health included dysthymic disorder 
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and antisocial personality disorder.  The admitting lab values for LS were within normal range 

with the exception of a slightly decreased potassium level of 3.4 and BUN level of 3.  An initial 

urine drug screen was conducted, and the results were negative.  The treatment for LS involved 

the combination of numerous medications and therapies.  The medications prescribed for this 

patient during his stay at Crossbridge Behavioral Health were quetiapine fumarate 200mg, 

prazosin 2mg, citalopram 20mg, pantoprazole 40 mg, and a transdermal nicotine patch.  The 

therapy LS received for treatment included both group therapy and individual psychotherapy.  

The objectives of the therapy sessions for LS were focused on developing appropriate coping 

mechanisms, limiting and recognizing suicidal thoughts, and controlling anger. 

LS exhibited many fluctuations in his behavior during the course of his treatment at 

Crossbridge Behavioral Health.  Throughout his entire stay, LS was very forthcoming of his 

personal struggles and past experiences.   LS initially displayed depressed, self-destructive, and 

attention-seeking behaviors.  For several days, LS thrived on provoking reactions from the staff 

and other patients by telling stories of his defiant past and impulsive behavior.  The patient 

would boast about having to be restrained and given sedative shots on multiple occasions.  After 

several of days of behavioral therapy and treatment, LS began to acknowledge the actions and 

consequences of his current behavior and the behavior that lead up to his admission.  Although 

LS became aware of the consequences of his actions, he continued to struggle with controlling 

his impulses for the remainder of his stay.  LS’s self-destructive and suicidal behavior 

significantly reduced throughout his treatment; however, his demand for constant attention and 

dependency remained unchanged.  

The primary nursing priorities for LS were centered on patient education and safety.  The 

Crossbridge Behavioral Health nurses provided continuous close monitoring and a safe 
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environment due to LS’s high suicide and self-harm risk.  Education topics for LS were focused 

on his ineffective coping mechanisms and prolonged complicated grieving.  The nurses also 

taught this patient the importance of medication adherence in lessening symptoms and in helping 

him maintain a functioning life.  Correct medication dosage was also an important patient 

education topic.  The patient was determined to set personal goals regarding his treatment and 

progress, and he appeared to express genuine resolve to achieve the set goals.  LS strived to 

control his suicidal thoughts and aggression by using therapeutic techniques such as journaling, 

drawing, and coloring.  Unfortunately, LS had little to no support from his family due to his 

repeatedly reckless and self-harming behavior.  Since this patient had so many occurrences of 

remittance, his family was distraught and lost hope in achieving an appropriate recovery.  In 

LS’s case and in many others, relationships between patients and outside support systems are 

often detached.  The relationship between the patient and the support system may potentially be 

repaired if the patient is willing to communicate and address the admitting issue and allow time 

for the support system to think about the situation (Sharfstein, 2009).  It is important for the 

nurse to effectively communicate to the family the significance of their role in supporting and 

encouraging the patient in recovery.  

A multidisciplinary team comprised of various doctors, nurses, unlicensed assistive 

personnel, and therapists provided care to LS at Crossbridge Behavioral Health.  The co-

operation of staff members, including both direct and indirect health care providers, is essential 

to adequately meet patient needs (Falk & Allebeck, 2002).  The staff utilized collaborative care 

when implementing and planning treatment for the patient.  This model of care involves 

collaboration within the staff and between the doctor and patient, which has been proven as an 

effective model of care (Vlasveld et al., 2008).  The healthcare team at Crossbridge Behavioral 
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Health stabilized the patient and provided safety; therefore, this care delivery system met the 

critical needs of the patient in his acute crisis. The expected outcomes for LS during his 

admission were to display positive interaction with peers, participate in group therapy, and show 

enhanced coping strategies.  LS succeeded in meeting these goals.  The care delivery system at 

Crossbridge Behavioral Health was able to provide care for LS that met both his medical and 

psychological needs.  

After a total duration of seven days at Crossbridge Behavioral Health, LS was discharged 

on September 23, 2015.  The discharge treatment plan for this patient consisted of outpatient 

counseling and a strict adherence to antipsychotic medications.  Following previous discharges, 

this patient failed to maintain access to adequate care resulting in multiple readmissions.  It was 

difficult for LS to obtain necessary care after discharge due to his financial instability. However, 

with appropriate referral and access to quality mental health care after discharge, it is likely that 

LS can maintain a stable mental health status (Morley et al, 2006).   

Cost of Care 

According to the Center for Disease Control and Prevention (CDC), the average inpatient 

hospital stay for mental illness is 7.2 days (2015).  The length of stay differs slightly based on the 

patient’s specific medical diagnosis.  In a community-based hospital, the average length of stay 

was 11.1 days for schizophrenia, 9.4 days for bipolar disorder, and 8.4 days for depression 

(Stensland, Watson, & Grazier, 2012).  There is a connection between a patient’s duration in a 

hospital and their insurance provider.  Uninsured patients tend to have shorter stays when 

compared with private and public insurance (Stensland et al., 2012).  Research also suggests that 

the length of stay and total cost of patient care in a facility are directly related.  

Inpatient psychiatric healthcare expenses vary greatly because they are contingent upon 
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many factors such as length of stay, patient medical diagnosis, and insurance type.  In 2006, the 

average inpatient cost in a community-based hospital with a diagnosis of depression was 

estimated at $870.00 per day (Stensland et al., 2012).  Research suggests that certain mental 

conditions are more costly than others.  “In terms of total cost of hospitalizations, the most 

expensive disorder for public payers was schizophrenia, whereas the most expensive disorder for 

private payers was depression, followed by bipolar disorder” (Stensland et al., 2012).  The cost 

of care in hospitals is also largely dependent on insurance. Public insurance providers, such as 

Medicare and Medicaid, had higher reported costs than private insurance companies (Stensland 

et al., 2012).  

In 2014, the Affordable Care Act (ACA) was implemented into the United States 

healthcare system.  The ACA was developed for the primary purpose of providing more 

obtainable and affordable healthcare.  The ACA positively impacts mental health care in many 

ways. Under the ACA, patients with previous mental health conditions cannot be denied 

coverage from insurance companies (Golden & Vail, 2014).  With better insurance coverage for 

mental illnesses, individuals are more likely to seek out the care and treatment they need.  Prior 

to the ACA, the Mental Health Parity and Addiction Equity Act (MHPAE) of 2008 was enacted.  

The MHPAE made it mandatory for insurance companies to provide the same amount of 

coverage for mental illness and substance abuse disorders as it did for other general health 

conditions. Although the MHPAE made great strides in improving mental health care, it also 

contained many gaps in coverage.  One significant flaw of MHPAE is that it “…did not mandate 

mental health cover- age; such coverage only applied to plans that had already opted to provide 

some mental health coverage” (Golden & Vail, 2014).  The ACA was partially enacted to fix the 
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existing holes in the legislation.  With the improvements from the ACA, mental health care is 

more affordable and accessible than ever in the United States.  

The care and treatment of mental illness disorders can be a very costly practice.  The 

highest health care expenditures associated with psychiatric hospitalizations are typically the 

room charge, therapy sessions, and medication treatments.  According to analysis by the Agency 

for Healthcare Research and Quality (AHRQ), it was concluded that patients with mental illness 

diagnoses required longer hospital stays than those with other conditions (Stensland et al., 2012). 

With longer stays, more treatment and services are provided, which results in more expenses for 

the hospital and patient.  Patients, as well as insurance companies, reimburse hospitals for the 

care and services delivered.  In order to pay for nursing services, hospitals have to charge more 

than the standard costs for treatments.  In a study by Stensland et al., it was estimated that 

patients were charged 2.5 times more than the actual amount it cost to deliver to care (2012).  

The money accumulated from the patient bill goes directly to the hospital, which is then allotted 

to nurses and other healthcare providers.  Hospitals also have contracts with insurance companies 

who agree to pay a percentage of a patient’s care in their facility.  However, if a patient does not 

have health insurance, the costs are undertaken by the hospitals.  This not only creates hospitals 

debt, but also forces hospitals to increase the price of services to compensate for their monetary 

loss.  “If reimbursement rates for psychiatric hospitalizations do not cover the cost to deliver 

care, this treatment option may cease to be available, and a less appropriate setting, such as 

correctional facilities, may become the alternative ‘treatment setting’ for individuals with severe 

mental illness” (Stensland et al., 2012).  Inadequate reimbursement to hospitals contributes to 

termination of many healthcare facilities, which bars many patients from seeking adequate 

treatment. 
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The medical bill for LS could not be obtained; therefore, a bill of a similar psychiatric 

patient was evaluated.  The cost of care for this bill was grouped into different categories based 

on similarity of the services.  The most expensive item on the bill was the psychiatric room fee, 

which was $588 dollars per night and $5,292 dollars in total.  The therapy sessions, including 

both occupational and group therapy, totaled to $4,664, the second highest charge on this bill. 

Several lab and diagnostic screenings, consisting of drug screens, complete blood counts, 

urinalyses, and x-rays cost $1,210.  Similar to LS, this patient had an extensive medication 

regimen, which amounted to $924.54 in total.  Included in this bill was an emergency room fee 

of $503.  The total charges in this patient bill amounted to $12,143.54. The expensive costs 

associated with acute healthcare settings can financially burden many patients. LS helped to pay 

for his hospital expenses through Medicaid insurance coverage.  Medicaid, a public insurance 

program, is funded by both the state and the federal government.  Although Medicaid assists in 

patient expenses, the amount reimbursed to patients in mental health settings does not adequately 

cover the costs of care (Mauch, 2008). 

 Summary  

           The priority of this psychiatric care delivery system is to stabilize the patient currently in 

crisis, provide a safe environment, and prevent harm to the patient and others.  With mental 

illness becoming more prevalent in the United States, it is imperative that this care delivery 

system remains viable.  Mental health nursing holds many roles; most importantly, mental health 

nurses must establish immediate rapport and a build a therapeutic relationship to promote trust 

and keep safety as the top priority of care.  The cost of care in every care delivery system is 

extensive.  The most costly expense is the length of hospital stay due to the rooming fee.  Total 

expense is also dependent on the patient’s diagnosis and insurance provider.  Each insurance 
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provider has a different specific contract with hospitals that states percentages the company 

agrees to reimburse the hospital.  After insurance covers the set amount agreed upon, the patient 

is left to pay the remaining hospital bill.  Usually the cost is so high that hospitals are not fully 

reimbursed.  Under the MHPAE and ACA, mental health diagnoses now receive equal coverage 

to that of medical and surgical diagnoses.  This new policy allows significantly more Americans 

to receive access to the appropriate care they need.  Based solely on the focused case study, this 

psychiatric care delivery system will not continue to be sustainable. The represented patient bill 

totaled $12,143.54. If Crossbridge Behavioral Health and other inpatient psychiatric facilities are 

forced to continually absorb expensive patient bills, this will result in a financial burden that is 

unfeasible to maintain. With the amount of patients under Medicaid and Medicare, the expenses 

are exorbitant for the hospital; however, looking at the number of Americans who suffer from 

mental illnesses, inpatient psychiatric care is in high demand.  In order to meet this high demand, 

financial barriers to care must be addressed to keep this care delivery system sustainable.  
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US Psychiatric Care Delivery System 

Define/Describe the CDS 

 Inpatient psychiatric care delivery systems focus on preventing harm to the patient and others 

and stabilizing patient’s acute crisis through various treatment methods and techniques 

(Horsfall, Cleary, & Hunt, 2010). 

 Individuals that are unable to function in everyday life due to adverse mental health 

symptoms related to self-destructive thoughts, suicidal ideation or attempted suicide, 

delusions, mania, or hallucinations are candidates for treatment at inpatient psychiatric 

facilities. 

  A multidisciplinary team for the inpatient psychiatric unit involves input from specialized 

psychiatrists, psychologists, occupational therapists, nurses, unlicensed assistive personnel, 

and social service workers to provide quality patient care.  

 Services offered to psychiatric patients vary upon patient diagnosis and may include 

prescription medications, group therapy, behavioral therapy, electroconvulsive therapy, and 

individual psychotherapy. 

Costs and Reimbursement 

 The cost of care in inpatient psychiatric facilities is dependent upon many factors such as 

length of stay, patient medical diagnosis, and insurance type.  

 On average, the current cost for a psychiatric hospital stay is estimated at $870.00 per day 

(Stensland et al., 2012).   

  The Affordable Care Act and Mental Health Parity and Addiction Equity Act were enacted to 

provide equal coverage to mental health diagnoses to that of medical and surgical diagnoses 

and ensure patients who are previously diagnosed with mental illness conditions cannot be 
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denied insurance coverage (Golden & Vail, 2014).  These acts promote mental health access 

to ensure more people can receive the mental health care they require. 

 Patients who are uninsured are responsible for paying the full hospital bill.  Often these 

patients cannot afford to pay the cost. When the hospital is not reimbursed, the cost is absorbed 

by the hospital, and the hospital is reimbursed by the federal government at the end of every 

year. 

 Private insurance companies reimburse hospitals based on a negotiated price; government 

based insurances reimburse hospitals depending on many different factors, including 

medical diagnosis (Stensland et al., 2012). 

Conclusion 

 By evaluating the bill, the care delivery system is not sustainable.  Compounded unpaid 

patient bills results in exorbitant expenses for the hospital.  The high cost of care and 

inability of patients to cover the hospital expenses puts this care delivery system at risk 

for the inability to continue providing care.  

 There is currently a large population without access to adequate treatment in both rural 

and urban settings which results in a high demand for inpatient psychiatric care and more 

trained healthcare professionals. 

 A multidisciplinary team is necessary to coordinate continued patient-centered care and 

meet the needs of the patient in crisis.   

 Existing barriers to care must be addressed to create a sustainable care delivery system.  

Financial constraint, social stigma, and amount of available quality psychiatric 

professionals all obstruct the care delivery system. 
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