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Behavioral health organizations across the country are quietly
failing. Not because their missions are wrong, but because the
economic model that sustained them for two decades collapsed
faster than most leadership teams could adapt. This paper
documents what an intentional organizational turnaround looks
like from the inside: the decisions, the sequencing, the human
cost of change, and what we learned about building teams and
accountability while the ground was still shifting. It is written for
the CEO who knows the status quo is unsustainable but hasn't
yet found a peer who will show them the playbook.

ABSTRACT



THE LANDSCAPE
Federal funding contraction at historic scale, with a cascading path to every payer. In July 2025, the One
Big Beautiful Bill Act (H.R. 1) was signed into law, cutting approximately $664 billion from state Medicaid
budgets over a decade, roughly $1.33 billion per state per year (RAND, 2026). The Congressional Budget
Office estimates 11.8 million individuals will lose Medicaid coverage directly, with behavioral health
providers facing downstream rate pressure even where directed payments were nominally exempted. For
organizations like ours, where Medicaid constitutes the majority of revenue, this wasn't a hypothetical policy
debate. It was a line item that changed overnight.

But the impact doesn't stop at Medicaid. Federal cuts create a cascading effect that eventually reaches
every payer in the system. When federal dollars contract, states absorb the gap or cut further. When states
cut, counties lose behavioral health block grant funding, reduce indigent care allocations, and tighten
eligibility for county-funded programs. And when the public system contracts, patients who lose Medicaid
coverage don't disappear. They show up in emergency rooms, cycle through crisis services, or attempt to
access care through commercial insurance, increasing utilization and costs in the private payer system.

Commercial insurers are already responding to rising behavioral health utilization costs. UnitedHealth
Group has publicly questioned the sustainability of current therapy utilization patterns, with one executive
noting that premiums would triple if current demand trends continued unchecked (Behavioral Health
Business, 2025). Payers are tightening authorization criteria, shortening approved lengths of stay, and
increasing documentation requirements for continued coverage. For providers, this means the same cost
pressures hitting Medicaid-funded programs will arrive at commercially-insured programs within 12 to 24
months, just through a different mechanism: not direct rate cuts, but utilization management that achieves the
same result.

The lesson for behavioral health leaders: If your strategy assumes commercial payer
revenue will remain stable while Medicaid contracts, you're planning for a world that
won't exist. The cascade is federal to state to county to commercial. Prepare for all four.

THE REALITY

$664B
Medicaid cuts

11.8M
Losing coverage

4-Level
Cascade effect

What Happened to Behavioral Health in 2025

Four forces converged simultaneously, creating what many providers have privately described as the most
difficult operating environment since the early days of managed care:

The behavioral health field entered 2025 already stretched thin. Then the floor dropped.
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THE LANDSCAPE
What Happened to Behavioral Health in 2025

For multi-site providers like Gaudenzia, this creates a pincer: Medicaid contracting from above through federal
cuts, and commercial payers squeezing from the side through administrative burden and payment delays.
There is no "good payer" to pivot toward. The entire reimbursement landscape is under pressure
simultaneously.

Payer behavior that destabilized cash flow. Beyond federal policy, managed care organizations began
exercising new financial discipline in ways that hit behavioral health providers hardest. In Ohio, CareSource,
the state's largest Medicaid MCO, retroactively recouped payments from behavioral health providers while
simultaneously cutting future reimbursement to 85% of contracted rates (Behavioral Healthcare Network,
2026). In Pennsylvania, we experienced mid-cycle budget holds from payers, delayed authorization decisions,
and unilateral level-of-care eliminations that removed entire revenue streams with 90 days' notice. A 2025
OIG data brief found that less than a third of the behavioral health workforce was even included in MCO
provider networks, and more than a third of listed providers were inactive, creating "ghost networks" that
mask access failures while payers retain capitation dollars (Acuity News, 2026).

A workforce crisis became structural. The Wilkinson Firm's 2026 State of the HHS Workforce report found that
93% of behavioral health workers report burnout and nearly half of direct support professionals turn over
annually. Behavioral health nurses had the highest turnover rate of any nursing specialty at 22.8%, with
turnover costing the average hospital $5.19 million per year (NSI, 2025; Nurse.org, 2026). HRSA projects a
national shortage of 202,000 behavioral health practitioners by 2037, and as of December 2025, roughly
137 million Americans, 40% of the population, lived in a federally designated Mental Health Professional
Shortage Area (HRSA, 2025). Hospital labor expenses rose 5% year over year through mid-2025 (Kaufman
Hall), and behavioral health organizations competed not just with each other but with telehealth platforms and
hospital systems offering sign-on bonuses we couldn't match.

This was the environment in which we chose to rebuild.

Private payers are tightening simultaneously. And here's what gets missed in the Medicaid-focused
conversation: commercial insurance isn't picking up the slack. It's contracting too, just through different
mechanisms. Commercial payers have entered what Behavioral Health Business described as the toughest
contracting environment in years, with health plans openly questioning the sustainability of current behavioral
health spending levels (BHB, 2025). UnitedHealth Group's deputy chief medical officer publicly stated current
utilization patterns are "not a model that can be sustained." In practice, this means tighter prior authorization
requirements (physicians now complete an average of 39 PA requests per week, with 42% of patients
reporting negative effects from PA being in behavioral health or SUD treatment), delayed reimbursement that
threatens provider solvency, and contract renegotiations that erode rates even where state legislatures have
mandated increases. In the DC/Maryland market, providers reported receiving zero reimbursement from
CareFirst and Cigna for months in early 2026, forcing layoffs and halted services (BHB, 2026). In Illinois,
payers drafted contract language specifically designed to neutralize a legislated 41% rate increase through
unilateral amendment clauses and most-favored-nation provisions (Neolytix, 2026). The message from
commercial payers is clear: behavioral health spending grew post-pandemic, and they intend to claw it back,
regardless of whether patient need has decreased (it hasn't).

https://nurse.org/


THE INHERITANCE
Walking into Uncertainty

For over five decades, Gaudenzia has served the populations that most of the healthcare system turns away.
The people with the most complex needs, the fewest resources, the longest histories of being failed by systems
that were supposed to help them. For decades, our staff showed up every day, often in under-resourced
conditions, and provided safety. They held space for people in their most vulnerable moments. They kept
programs running through funding crises, policy changes, leadership transitions, and a pandemic. That is not
nothing. That is the foundation everything else is built on.

I want to be explicit about this because what follows in this paper is a story about change, and narratives of
change can inadvertently diminish what came before. The people I walked into at Gaudenzia were not the
problem. They were, and remain, the reason this organization has a future worth fighting for. The mission was
alive in them even when the systems around them weren't keeping pace.

What I inherited, operationally, was not uncommon for a nonprofit behavioral health organization of our size
and age. It was the gap between the quality of the people and the quality of the systems supporting them:

I came into Gaudenzia as a new CEO. That single fact shaped everything that followed.

When a new leader arrives at a nonprofit, especially one with deep community roots and decades of history,
the organization doesn't greet you with open arms and a blank slate. It greets you with uncertainty. Every
employee is asking the same questions: What does this mean for my role? Is my program safe? Does this
person understand what we do here? Are they going to blow everything up?

That climate of hesitation is real, and it's rational. People who have dedicated years to a mission have every
right to be cautious about someone new at the top. Acknowledging that, rather than pretending it doesn't
exist, was the first leadership decision I made.

What I found operationally was what many behavioral health CEOs inherit:

Programs running at the same level-of-care configuration for years, regardless of whether the
reimbursement math still worked
Overhead structures designed for a different era of census and revenue
Standards that existed on paper but weren't consistently applied, measured, or enforced across sites
Systems for accountability that were informal at best, absent at worst: people doing their best without
clarity on what "good" looked like or how to measure progress
A culture of avoiding hard financial conversations because the mission felt too important to subject to
spreadsheet logic
Leadership gaps at the operational level, where clinical dedication was deep but the tools, training, and
authority to lead operationally had never been provided

Let me start with what I walked into that was right.

Here's what I want to be clear about: this wasn't a failure of the people. It was a failure of systems.

The vast majority of the team I walked into were committed, capable people who had spent years, sometimes
decades, providing safety and stability to the most challenging populations in behavioral health. They had
been operating without the infrastructure, expectations, and support that let them succeed at the
organizational level the way they were already succeeding at the human level. They didn't need to be
replaced. They needed to be resourced, aligned, and empowered.



THE FIRST 100 DAYS

the same three people every time. These conversations gave me something no dashboard could: the
ground truth of how this organization actually functioned at the point of care delivery.

Stakeholder alignment. Simultaneously, I met with our external stakeholders: payer representatives, state
officials, community partners, referral sources, peer organizations. Not to announce a strategy, but to
listen and rebuild. Some relationships had atrophied. Others had never been established. In behavioral
health, your community relationships are your referral pipeline, your advocacy network, and your
reputational foundation. I invested in those meetings not because they had immediate ROI, but because
organizations don't operate in isolation, and rebuilding trust with the communities we serve had to
happen alongside rebuilding internal operations

Aligning mission and goals publicly. In those early months, I was explicit with every group I met: this is
who we are. This is what we're here to do. This is what's going to change and this is what isn't. The
mission doesn't change. The standards change. The accountability changes. The investment in people
changes. But the why stays the same. That consistency of message, repeated at every site, in every
stakeholder meeting, created a foundation of trust that made later structural changes possible.

Showing Up Before Making Changes

Before I restructured
anything,

I showed up.
Physically.

At every site. With
every team.

Gaudenzia operates across Pennsylvania, Maryland, DC,
and Delaware. That's a lot of ground to cover. But there is no
substitute for a new CEO walking into a treatment facility,
sitting in a break room, and asking the people doing the
hardest work: What do you need? What's working? What's
broken? What are you afraid of?

Face-to-face at every location. I visited every program, not as
a formality or a photo opportunity, but to listen. Frontline
staff in behavioral health see things no leadership report
captures: the patient who can't get authorized for another
week of care, the maintenance issue that’s been on a work
order for six months, the staffing gap that gets covered by



REBUILDING THE
LEADERSHIP MODEL
For years, Gaudenzia's leadership structure was organized around levels of care. You ran "the 3.7 programs"
or "the 3.5 programs." This made clinical sense in an era when each level of care had its own funding stream,
its own referral pipeline, and its own operational logic. But it created silos. Leaders optimized for their level of
care without visibility into how their decisions affected the broader regional portfolio. Programs that shared
geography, referral sources, and even physical campuses were managed by different people with different
priorities.

I'll give you a concrete example of why this doesn't work.

That moment crystallized what the LOC-based model actually produced at scale: fragmented accountability,
duplicated effort, and gaps that nobody owned.

Over the past year, we dismantled that model and replaced it with regional leadership.

What regional leadership means in practice: A regional leader now owns all programs within a geographic
footprint, regardless of level of care. They see the full picture: how a 3.5 residential program feeds into
outpatient services, how census at one site affects staffing flexibility at another, how a single referral
relationship serves multiple programs. They're accountable for the financial and clinical performance of a
portfolio, not a silo.

Why this matters for turnaround: When a payer eliminates a level of care at a site, the LOC-based leader
loses their program. The regional leader asks: what else can this site become? How do we redeploy this team?
Where does this census go? The regional model turns a crisis into a design problem rather than an existential
threat. And on the most basic level, when something goes wrong at a site, there is one person accountable for
that building, that campus, that geography. No ambiguity. No six people looking at each other. One leader
who owns the response.

From LOC-Based to Regional

Imagine a large residential facility housing multiple levels of care, each with its own program director. A fire
alarm goes off. In that moment, who is responsible? Who ensures safety? Who makes the call? I watched six
directors look at each other, and not one of them said, "I've got this." Not because they didn't care. Not because
they weren't capable. But because the structure had never made it clear. When everyone is responsible for their
piece, no one is responsible for the whole. That is not functional. That is not safe. And in behavioral health,
where we serve people in crisis, in residential settings, 24 hours a day, that ambiguity is unacceptable.

What it required of us: This wasn't a reorganization on paper. It meant redefining job descriptions, changing
reporting lines, creating new accountability metrics, and asking leaders who had built their identity around a
specific clinical model to think like operators. Some people thrived in the new structure. Some discovered
capabilities they didn't know they had. And some, honestly, struggled with the transition. We supported them,
but we didn't slow down the redesign to wait for universal comfort.

The result: Our regional leaders have line of sight into financial performance, staffing utilization, census trends,
and clinical outcomes across their entire footprint. Problems that used to take months to surface, because they
fell between LOC silos, now get identified and addressed in real time. We're not fully mature in this model yet,
but we're already seeing faster decision-making, better resource sharing across sites, and leaders who think in
terms of systems rather than individual programs.



BUILDING THE TEAM
Training and Empowerment Before Expectation

No CEO turns around an organization alone. That's not humility. It's math. A multi-site behavioral health
organization operating 24/7 across three states generates more decisions in a week than any single
person can touch. The quality of those decisions depends entirely on the quality of the people making
them, at every level.

Starting at the top: building a senior team that challenges, not complies. One of my earliest
priorities was assembling a senior leadership team capable of actioning change, not just
receiving directives. I needed people who would bring diverse perspectives, disagree with
me when I was wrong, push back on assumptions, and create a room where the best idea
wins regardless of who says it. The last thing any organization in crisis needs is a
leadership table full of people nodding along with the CEO. That's not alignment. That's a
single point of failure wearing a team costume.

In some cases, that meant developing leaders already inside Gaudenzia who had the capability but
hadn't been given the platform. In other cases, it meant bringing in new people with complementary
expertise: operational rigor, financial acumen, clinical innovation, workforce strategy. The goal was a
team where healthy tension was the norm, where someone would say "I don't think that's right, and here's
why" and that was treated as a contribution, not insubordination. We're not fully there yet. Building that
kind of trust takes time. But the expectation is set, and the people around the table understand their job is
to think, not just execute.

Then, building capacity at the program and facility level.

At Gaudenzia, the gap was multidimensional. In some cases, we had capable people in leadership roles
who had never been given the training, tools, or authority to actually lead. They held titles but not
decision-making power. They were expected to produce results without access to data, without clear
performance expectations, and without the organizational backing to hold their own teams accountable.
They weren't leading. They were managing by proximity, putting out fires because the system only
engaged them when something was already burning.

In other cases, we had outright gaps. Roles that should have existed didn't. Functions that needed
dedicated leadership were being covered by people already stretched across two or three other
responsibilities. Some positions had been vacant so long the organization had normalized the absence,
routing around the gap rather than filling it.

Both problems, disempowered leaders and missing leaders, produce the same outcome: an organization that
can't execute strategy because there's no one in position to translate decisions into action at the operational
level.

So before we asked anyone to perform differently, we invested:

Training as a precondition, not a reward. We built development programs for operational leaders that covered
financial literacy (reading a P&L, understanding contribution margins), change management communication,
staff development, and data-driven decision-making. Not a one-day workshop. An ongoing investment in
building capabilities that would compound over time. We didn't say "perform better." We said: "Here are the
tools. Here's what good looks like. Here's how to get there. Now let's go."



BUILDING THE TEAM

Communication and collaboration as infrastructure, not aspiration. We built regular communication cadences
that didn't exist before: leadership meetings with consistent structure, cross-site collaboration forums, clear
escalation pathways, and feedback loops that went in both directions. Leaders stopped working in isolation.
They started seeing themselves as part of a system, solving shared problems, sharing what worked, and
supporting peers who were struggling. This didn't happen organically. We designed it, and we protected it
even when calendars got crowded.

Empowerment with guardrails. We pushed decision-making authority down to the people closest to the work,
but with clear boundaries. Regional leaders got real authority over staffing, scheduling, and operational
decisions within defined parameters. Program directors got budget visibility and input into resource allocation.
The message was: you're not just executing orders from above. You're leading. And we'll support you, develop
you, and hold you accountable, in that order.

Financial transparency as a trust-building tool. We shared financial realities at a level of detail most nonprofit
organizations avoid. Revenue per program. Contribution margins. Overhead allocation. What each site
actually costs versus what it generates. Not because everyone needed to become a CFO, but because people
cannot be accountable for outcomes they don't understand. We put the numbers in front of leaders who had
never seen them before and said: this is what we're working with. Now let's figure it out together.

Appropriate staffing as a leadership investment. Every staffing decision was evaluated against what we called
"appropriate staffing": the model that delivers quality care, meets regulatory requirements, and is financially
sustainable. We explicitly rejected the temptation to understaff our way to short-term savings. Understaffing
creates turnover, turnover creates agency costs, agency costs exceed what appropriate staffing would have
cost. We did the math. We chose to invest in our people. And the message that sent, that leadership was
serious about supporting the teams doing the hard work, was as important as the financial calculation.

Buy-in through shared purpose. You can't mandate buy-in. You earn it by aligning people around common
goals that connect to why they entered this field in the first place. Every initiative we launched was explicitly
connected back to mission: we're not restructuring programs because we like spreadsheets. We're doing it
because unsustainable programs put the entire organization at risk, and the people we serve can't afford for us
to fail. When leaders understood the "why" at that level, most of them didn't need to be pushed. They became
advocates.

Training and Empowerment Before Expectation

Investing in middle management before they burned out. Program directors and operational
leaders bore the weight of translating strategic change into the daily reality for frontline staff
while simultaneously processing their own uncertainty. We learned to support that layer
differently: not just informing them of decisions, but building their capacity to lead through
ambiguity, equipping them with the data and language to explain the "why" to their teams,
and creating space for them to voice concerns before those concerns became resignation
letters.



CLINICAL
EXCELLENCE

We elevated clinical leadership in operational decision-making. Under the old model, clinical staff were
consulted after operational decisions were made. We balanced that. Clinical leadership now has a seat at
the table when we discuss census targets, staffing ratios, and program configurations, because the question
"can we deliver quality care under this model?" has to come before "does the math work?", not after.

We standardized what "good" looks like across sites. With a multi-site organization spanning three states,
clinical practices had drifted. What passed for standard of care at one site was different from another, not
because of intentional adaptation to local needs, but because of inconsistent oversight. We invested in
defining clinical standards clearly enough that any leader at any site could measure their program against
them, and we built review processes to ensure those standards weren't aspirational documents gathering
dust.

We connected clinical outcomes to operational sustainability. This is the conversation most behavioral health
organizations avoid: the link between clinical quality, length of stay, patient experience, referral
relationships, and ultimately census and revenue. When clinical care improves, patients complete treatment.
When patients complete treatment, referral sources send more patients. When census stabilizes, the program
becomes financially viable without cutting corners. We made this connection explicit for every program
leader, not as pressure to rush patients through care, but as evidence that clinical investment pays operational
dividends.

In behavioral health, "clinical excellence" is often treated as a given: of course we provide excellent care.
But when you actually examine what clinical excellence requires operationally, it demands infrastructure
that many organizations have let atrophy.

This year, we treated clinical excellence as an active initiative, not a passive assumption:

As a Strategic Priority, Not a Slogan

Clinical quality fuels operational strength.

We began preparing clinical teams for what payers are going to demand. Payer expectations are evolving
rapidly. Utilization review is getting tighter. Documentation requirements are increasing. Outcome
measurement is shifting from optional to required for continued authorization. Rather than waiting for these
changes to arrive as compliance crises, we began building the clinical documentation practices, outcome
tracking systems, and utilization management capabilities that position us ahead of payer requirements rather
than perpetually reacting to them.



PREPARING FOR
PAYER CHANGES

We mapped the payer landscape and identified where pressure would come next. Which
levels of care are payers most likely to scrutinize? Where are authorization denial rates
trending upward? Which programs have the thinnest margin between what payers
reimburse and what it costs us to operate? We built a risk profile for every program, not to
create anxiety, but to ensure we weren't surprised again by a decision we could have
anticipated.

If the past year taught us anything, it's that payers will not wait for providers to be ready. They will
change requirements, eliminate levels of care, adjust authorization criteria, and modify reimbursement
structures on their timeline, not ours.

So we stopped being reactive and started preparing:

Getting Ahead of the Next Wave

We invested in utilization management as an internal competency. Rather than treating utilization review as an
administrative hurdle managed by whoever was available, we began building dedicated capacity to manage
the authorization process proactively: tracking denials, appealing appropriately, identifying documentation
gaps before they became revenue losses, and feeding patterns back to clinical leadership so they could adjust
practices in real time.

We diversified our program configurations to reduce single-payer vulnerability. When a single payer 
controls 80% of a program's revenue, they control the program. Period. We began redesigning programs to
serve multiple payer streams where possible, reducing the existential risk of any single payer's unilateral
decision.

We began to build relationships with payers as partners, not adversaries. This is a
philosophical shift as much as an operational one. Payers are not going away. The
managed care model is not going away. The organizations that will thrive in the next
decade are the ones that can demonstrate value to payers in language payers understand:
outcomes data, utilization efficiency, cost-effectiveness, and reliable service delivery. We
began building our capacity to speak that language, not because we agree with every
payer decision, but because influence requires credibility, and credibility requires
demonstrating competence on terms the other side recognizes.



WHAT WE GOT
WRONG

Change isn’t just
structural—it’s deeply

personal.

I want to be honest about this because it's the part most CEOs skip.

We underestimated how deeply the LOC-based and prior clinical model-based identity ran in our team.
People who had built careers as "the 3.7 expert" or "the residential leader" or the "therapeutic community
expert" experienced the shift to regional leadership as a loss of identity, not just a change in reporting
structure. We should have named that emotional dimension earlier and addressed it directly rather than
assuming the operational logic would carry the day.

We also learned that clinical excellence initiatives need to be sequenced carefully alongside operational
change. Asking clinical teams to elevate their documentation standards, build new outcome tracking
practices, and adapt to new leadership structures simultaneously created periods of overload. In retrospect,
we would have staggered more deliberately: structural changes first, then clinical practice elevation once
the new structure was stable enough to support it.

We moved faster on structural changes than on the
communication infrastructure to support them at times. There
were weeks where frontline staff heard about changes from
peers before they heard from their leaders, not because
leaders were withholding information, but because we
hadn't built communication channels that moved at the
speed of the decisions.

The model changed because the
decisions did—every day, at every

level.



WHAT WORKED
Despite the headwinds, by the end of my first 18-24 months:

The regional leadership model is operational and producing faster, more integrated decision-making
across sites
Clinical excellence standards are defined, documented, and being measured across programs Leaders
at every level can articulate the financial reality of their programs and their role in improving it 
Utilization management is transitioning from a reactive administrative function to a proactive operational
competency 
Middle management retention improved as we invested in their development rather than just their
workload 
The executive team operates with a shared strategic framework, shared language, and shared
commitment to what years three through five require 

None of this happened because of a single brilliant decision. It happened because of
hundreds of small, consistent, often unglamorous choices made by leaders at every level who
understood why the change was necessary.



WHAT COMES NEXT
Year one and two were about building the foundation. Years three to five are about compounding the
changes we've made into sustainable organizational strength.

With the regional leadership model in place, clinical excellence standards defined, and payer preparedness
underway, our focus now shifts to:

Deepening the regional model by giving leaders more sophisticated data tools and decision-making
authority as they demonstrate readiness
Level-of-care optimization at specific sites where the clinical and financial case for restructuring is now
clear (the subject of one of the future white papers)
Workforce development as strategy, building career pathways that reduce turnover through professional
growth, not just retention incentives
Payer partnership maturation, moving from defensive positioning to proactive value demonstration with
outcome data that earns us a seat at the table
Technology infrastructure that gives every leader real-time visibility into the metrics that drive their
programs

The behavioral health industry is entering a period of significant consolidation. Organizations that cannot
adapt their leadership structures, clinical practices, and payer relationships to the current reality will not
survive the next three years. This is not alarmism. It's arithmetic.

The Three-Year Horizon



FOR THE CEO
READING THIS AT
MIDNIGHT
If you're leading a behavioral health organization right now and recognizing your own situation in what I've
described, here's what I'd tell you:

Start with the financial truth. Not the version that makes the board comfortable. The real version. What does
every program actually contribute? Where is overhead hiding losses? Which levels of care are no longer
viable at current reimbursement? You cannot manage what you won't name.

Decide what you're building toward, not just what you're cutting. Stabilization without a forward vision is just
slow decline with better PR. Your team needs to know what they're building, not just what they're losing.

Staff appropriately, even when it's more expensive in the short term. Understaffing creates turnover, 
turnover creates agency costs, agency costs exceed what appropriate staffing would have cost. We did the
math. Multiple times. Appropriate staffing wins every time.

Move at the speed of trust, but don't let trust become an excuse for inaction. Your team needs time to 
absorb change. They do not need infinite time. And the financial pressure will not wait for everyone to feel
ready.

Build measurement systems before you need them. When you're in crisis, you won't have time to build the
dashboard. Build it now. Make performance visible. Let people see their own progress.

Talk about it publicly. The behavioral health field suffers from a silence epidemic among its leaders. We
present at conferences. We publish mission statements. We do not share the actual operational and financial
decisions that determine whether organizations survive. If this paper helps one peer CEO make a better
decision six months faster, it was worth writing.



CONCLUSION
Organizational turnaround in behavioral health is not glamorous. It doesn't come with a TEDx stage. It comes
with hard conversations, incomplete data, imperfect timing, and the constant tension between mission and
math.

But it's possible. And it's necessary. And the people we serve deserve organizations strong enough to be
here in five and ten years, not just this year.

This is the first preview in a series of eight white papers I'll publish over the next twelve months. Each will pair
our real operational experience with industry data to address a specific challenge behavioral health leaders
are navigating. One of the upcoming papers will go deeper on level-of-care consolidation: the financial
modeling, staffing scenarios, and program redesign decisions that follow when a residential care model stops
working.

I'm writing this in public because we must break the silence epidemic among leaders and work together to
serve others.

What Organizational Turnaround Actually Looks Like in Behavioral Health
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