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ABSTRACT 
This study explored the relationship between Primary 

Care Behavioral Health (PCBH) and utilization of services 
among physician practices at Penn Medicine Lancaster 
General Health. Data were collected from 395 patient 
data sets for a quantitative cross-sectional study. 

The analysis revealed that patients who received PCBH 
had fewer emergency department and professional visits. 

INTROdUCTION
The U.S. health care system is not adequately 

meeting the needs of the 12 million adults who have 
both a medical condition and a behavioral health 
disorder.1 These are the sickest adults, and this defi-
ciency raises costs. Salzberg and co-workers found that 
over a two-year period, 34% of adults with a behav-
ioral health condition were in the 90th percentile for 
health care spending, compared with fewer than 25% 
of those without a behavioral health condition. 

Fortunately, within the last 20 years Primary 
Care Behavioral Health (PCBH) has gained momen-
tum in meeting not only the behavioral health needs 
of patients receiving primary care, but also their 
overall health care needs.2 Hunter and co-workers 
defined PCBH as a way to bring the skills and exper-
tise of behavioral health providers to the setting in 
which patients are already receiving care. Montano 
and co-workers found that the success of PCBH is 
dependent on a variety of factors, including the set-
ting as well as the patient population.3 They believed 
this was true because most systems of care rely on tra-
ditional mental health interventions, which do not 
work in a PCBH model. Rather, to be effective in a 
PCBH model, the provider of behavioral health must 
be readily accessible within the practice, because time 
demands, and practice expectations, are structured 
uniquely in a primary care physician practice. 

In a PCBH model, the behavioral health provider 
and Primary Care Physician (PCP) work together in a 
shared system. The behavioral health provider func-
tions as a member of the primary care team to address 

the full spectrum of problems that the patient brings 
to the PCP. With this model there is one treatment 
plan targeting the patient’s needs and a shared medi-
cal record, all of which makes the patient likely to 
perceive behavioral health as a part of his or her med-
ical care.4  

BACKGROUNd/CONTEXT OF THE PROBLEM AT LGH
In 2011, physicians within Lancaster General 

Health Physicians (LGHP) practices expressed con-
cern that the growing number of patients who 
required behavioral health services was a challenge 
to their practices. Consequently, in June 2012, LGH 
engaged a consulting firm to determine the scope 
and breadth of this problem, to provide an analysis 
of opportunities for outpatient behavioral health 
services, and to recommend revisions to the exist-
ing Strategic Business Plan for Behavioral Health 
Services. 

The consultants reviewed internal and external 
data consisting of utilization review reports, internal 
business intelligence, community focus groups, and a 
summary of needs that had been expressed not only 
by the primary care physicians, but also other service 
lines, including Cardiology, Oncology, Orthopedics, 
and Women and Babies. 

Based upon their analysis of this information, 
the consultants highlighted the following concerns: 

1) An increase in behavioral health appointments 
at the primary care sites; 

2) An inability to manage behavioral health crises 
in the PCP’s office; 

3) Because of the above, primary care patients 
were presenting at the medical center’s Behavioral 
Health Emergency Department (BHE).

The consultants recommended an integrated 
behavioral health approach within primary care, 
which was subsequently developed. 

RESEARCH QUESTION
To better understand the effect of PCBH on 
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health care costs, the author sought to answer the fol-
lowing question:

“How does integrating behavioral health care into pri-
mary care practices affect the utilization of services?

METHOdS
The utilization of services by PCBH patients in the 

Lancaster General Health system was studied for the 
four categories of care associated with the highest cost:

1. Emergency department visits were analyzed for uti-
lization and volume by PCBH patients that resulted in 
an emergency department admission. 

2-4. Inpatient admissions, outpatient encounters (e.g. 
laboratory testing), and professional visits (e.g. office 
visits) were analyzed for utilization volumes and costs 
before and after PCBH interventions. 

RESULTS
Demographic information

There were 395 unique patient visits during this 
evaluation period (Table 1); 56% of patients had <2 
visits; 26% had 2-5 visits; and 16% had >5 visits. 

Three Licensed Clinical Social Workers (LCSWs) 
with varying levels of experience provided brief behav-
ioral health interventions for patients referred by 
primary care physicians. Their caseloads varied from 
97 to 160 each, as noted in Table 1. The providers all 
saw patients with varying levels of risk, as determined 
by LGH’s Risk Assessment Measure (RAM). This 
assessment tool measures disease, social and behavioral 

factors, and utilization, and is administered annually 
to all patients receiving care at primary care practices.  

Table 1 indicates that the overwhelming major-
ity (73%) of patients receiving PCBH interventions 
were in the low-risk category. Clarke and co-workers 
suggested that to achieve the greatest impact on cost 
reduction, integrated care initiatives should focus on 
the large number of low risk patients.5 Less-common 
patients in the medium and high-risk categories may 
not fully benefit from PCBH interventions. 

Table 1 also indicates the frequency of medical 
co-morbidities in patients who received PCBH inter-
ventions: 36% had hypertension, 13% had diabetes, 
and 7% had chronic obstructive pulmonary disease. 
These associated conditions are relevant because Ngo 
and co-workers reviewed evidence that mental illness 
increases the chance that an individual will also suffer 
from one or more chronic illnesses.6 They also indi-
cated that mental health conditions make patients less 
likely to seek help for symptoms or to adhere to treat-
ment. PCBH is designed to address these barriers.

oUtcomeS
Emergency department utilization decreased 

by more than half for patients who received PCBH 
during the time period of this study (Figs. 1 and 2). 
This reduction in emergency department utilization 
resulted in lower cost per encounter, as indicated by 
the medical billing codes. Krupski and co-workers 
also found that integrated care reduced emergency 
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room visits, enhanced health status, and improved 
retention in treatment.7 Concurrently, Collins and 
co-workers found that PCBH reduced the utiliza-
tion and costs of emergency department treatment,8 
with a reduction in the proportion of clients admit-
ted via the emergency department. Consistent with 
the research of Clarke and co-workers,5 as well as 
Krupski, the present study indicates that the reduc-
tion in emergency department utilization and costs 
is directly related to the PCBH intervention. 

This finding was mirrored by the findings for uti-
lization and cost of professional visits (Fig. 2). They 
decreased from a rate of 13 visits per patient to 11, 
with a reduced cost per episode, per patient. This 
rate of reduction is consistent with other studies 
among larger and more diverse patient groups that 
found greater use of professional visits among high 
need adults – defined as those with three or more 
chronic medical conditions – who also have a diag-
nosed behavioral health condition.9 These patients’ 

high utilization rates are also more likely to persist 
over time. In contrast, integrated care reduced the 
utilization of professional visits and the associated 
costs. A similar study that used health plan account-
ing records found that over a period of 24 months, 
patients who had integrated care interventions had 
lower mean professional visit costs per patient com-
pared with control patients.10

The results of the current study at LGH are 
encouraging, but they are not consistent in all cost 
categories, as the rates of inpatient and outpatient 
utilization remained flat during this study period. 
However, co-investigators indicated that the study’s 
period might have been too short to capture the 
effect of PCBH in those two categories; and that 
longer data collection is necessary to determine the 
true effect, due to the seasonality of costs. A more 
comprehensive study found that integrated care was 
associated with significantly lower inpatient costs but 
higher outpatient costs, so that the reduction in total 

Fig. 1. PCBH utilization by rate (events/patient), before and after PCBH. (ED) Emergency Department=Outpatients with ED Admission of Emergency/
Trauma, Inpatient=Inpatient Admission, Outpatient=Outpatient Patient without ED Admission, and Professional=Professional Patient Encounters for 
Primary Care Office Visits or related to Inpatient/Outpatient.
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costs was not significant.7 Additionally, van Mierlo 
et al. 11, found integrated care saves enough money 
to pay for itself, so that even when behavioral health 
care is added to traditional medical care, there is no 
increase in overall yearly costs.

finDingS
The evidence related to emergency department 

and professional visits supports the conclusion that 
Primary Care Behavioral Health results in a reduc-
tion in the utilization of services at LGH primary 
care practices, thereby reducing costs. Although 
more data are necessary for these results to be gen-
eralizable across all LGH primary care practice 
settings, it is particularly encouraging. This finding 
is consistent with other studies that utilized larger 
sample sizes and study periods, which supports pro-
longing the present study to account for the seasonal 
variability within LGH physician practices.

CONCLUSIONS
It should be axiomatic that primary care is essen-

tial for treating individuals with mental illness, since 
they often experience higher rates of morbidity and 

lower life expectancies than the general population. 
A policy brief by the Kennedy Forum emphasized 
the importance of PCBH in addressing the mental 
health needs of patients.12 The report stressed that 
“fully integrated behavioral health care models (e.g. 
PCBH) are beneficial for common mental health 
conditions, resulting in improved clinical outcomes, 
increased access and satisfaction, and reduced over-
all health care costs.” This study at LGH confirms 
the conclusions of the Kennedy Forum report by 
demonstrating that PCBH reduces the utilization 
rates of primary care patients who receive PCBH. 
As LGH moves further to improve the population 
health of patients in the primary care setting, PCBH 
will become an increasingly important part of that 
initiative.
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Fig. 2. PCBH utilization by volume (total number of events). (ED) Emergency Department=Outpatients with ED Admission of Emergency/Trauma, 
Inpatient=Inpatient Admission, Outpatient=Outpatient Patient without ED Admission, and Professional=Professional Patient Encounters for Primary 
Care Office Visits or related to Inpatient/Outpatient.
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