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This column provides a frame-
work for considering the extent of
psychiatrists’ responsibility for pa-
tients’ medical conditions. Psychi-
atrists have the greatest responsi-
bility for medical conditions that
occur as a result of their own ac-
tions. Next on the continuum of re-
sponsibility is psychiatrists’ obliga-
tion to remain alert for medical
conditions that can cause, trigger,
or exacerbate psychiatric condi-
tions or interfere with treatment.
Another potential responsibility is
for preventive monitoring, screen-
ing, and education for medical
conditions that disproportionately
affect psychiatric patients. Char-
acteristics of the setting, practi-
tioner, and patient that affect how
such responsibilities are fulfilled
are also discussed. (Psychiatric
Services 58:600–602, 2007)

Mr. J is referred for an evaluation
of his depression. He also has

obesity and hypertension, and he
smokes.

Mr. P’s schizophrenia is well con-
trolled on a second-generation anti-
psychotic medication, but he has
gained 20 pounds in six months and
his hemoglobin A1c is 7.2.

Ms. R mentions in her weekly psy-
chotherapy session that over the past
few weeks she has experienced the
onset of repeated episodes of short-
ness of breath and chest discomfort.

Medical problems are common
among patients seen in psychiatric
practice. Less common is a consistent
understanding of best practices for
psychiatrists when they address these
medical issues or assume primary
care roles.

As psychiatrists, we have been
proud advocates of the biopsychoso-
cial model. We teach the psychologi-
cal underpinnings of human behavior
and have become acclimated to ad-
dressing social and economic factors,
such as stressful family and employ-
ment situations and homelessness,
that affect our patients and their psy-
chiatric conditions. Many social and
life factors lie beyond the scope of our
formal training, and it may be ex-
tremely difficult to have a positive im-
pact on them.

Ironically, many psychiatrists have
been only peripherally involved with
patients’ medical problems despite
their medical training and licensure,
their increasing understanding of the
neuroscience that underlies many

psychiatric diseases and treatments,
their insistence that psychiatry is a
medical specialty, and the availability
of many useful medical interventions
that would benefit their patients. Psy-
chiatrists are aware of the complex
nature of medical issues. They know
that their expertise regarding nonpsy-
chiatric medical disorders is often not
as extensive as that of primary care
physicians and medical specialists.
For these reasons many psychiatrists
may believe that patients with med-
ical problems could experience inferi-
or care at their hands when superior
alternatives exist.

There are likely a number of ac-
ceptable responses to questions about
the limits of our medical practice
within existing care structures. Both
action and inaction can confer med-
ical, social, human, and legal risks and
liability. Part of our dilemma in deter-
mining what to do or not to do may be
attributable to the lack of an appro-
priate framework for considering our
levels of responsibility and potential
actions based on these responsibili-
ties. In this column, we offer a struc-
ture of such a framework. This frame-
work has two interrelated compo-
nents: determining the responsibility
of the psychiatrist and determining
how that responsibility can be proper-
ly discharged.

The column grew out of a discus-
sion among members of the Commit-

Psychiatrists and Primary Caring: What 
Are Our Boundaries of Responsibility?
LLiissaa  BB..  DDiixxoonn,,  MM..DD..
DDaavviidd  AA..  AAddlleerr,,  MM..DD..
JJeeffffrreeyy  LL..  BBeerrllaanntt,,  MM..DD..
RReebbeeccccaa  AA..  DDuulliitt,,  MM..DD..
BBeetthh  GGoollddmmaann,,  MM..DD..
AAnnnn  LL..  HHaacckkmmaann,,  MM..DD..
DDaavviidd  WW..  OOsslliinn,,  MM..DD..
SSaammuueell  GG..  SSiirriiss,,  MM..DD..
WWiilllliiaamm  AA..  SSoonniiss,,  MM..DD..
MMaarrcciiaa  VVaalleennsstteeiinn,,  MM..DD..

The authors are the members of the Com-
mittee on Psychopathology of the Group
for the Advancement of Psychiatry. Send
correspondence to Dr. Dixon at 737 W.
Lombard St., Rm. 520, Baltimore, MD
21201 (e-mail: ldixon@psych.umaryland.
edu). William M. Glazer, M.D., is editor of
this column.

BBeesstt  PPrraaccttiicceess

best.qxd  4/12/2007  3:15 PM  Page 600



tee on Psychopathology of the Group
for the Advancement of Psychiatry
(GAP) (www.groupadpsych.org). GAP,
an organization of psychiatrists dedi-
cated to shaping psychiatric thinking,
public programs, and clinical practice
in mental health, meets twice a year
to explore issues and ideas on the
frontiers of psychiatry. A primary ob-
jective is to develop and disseminate
papers based on these explorations
and discussions.

What is the responsibility 
of the psychiatrist?
The question about psychiatrists’ re-
sponsibility for medical conditions
arose several decades ago in the
context of community psychiatry
and may be best addressed by con-
sidering the characteristics and
severity of the medical problem that
needs to be managed or prevented
(1,2). We posit a continuum of re-
sponsibility and obligation based on
these considerations.

Psychiatrists have the greatest lev-
el of responsibility for medical condi-
tions that occur as a result of an ac-
tion taken by the psychiatrist. For ex-
ample, in the vignette about Mr. P
above, the weight gain and diabetes
is at least partially attributable to the
psychiatrist’s medication treatment.
There is an emerging set of guide-
lines to monitor metabolic abnormal-
ities among patients receiving anti-
psychotic medications (3). The psy-
chiatrist is responsible for being
aware of potential medically adverse
reactions to psychiatric treatments
and for facilitating appropriate moni-
toring and, if necessary, corrective in-
terventions. For example, well-ac-
cepted treatment guidelines exist for
the monitoring of parameters such as
renal function and thyroid-stimulat-
ing hormone among patients treated
with lithium (4).

Next on the continuum of responsi-
bility is psychiatrists’ obligation to re-
main alert for co-occurring medical
conditions that can cause, trigger, or
exacerbate the psychiatric conditions
that they are treating or that can in-
terfere with psychiatric treatment.
Psychiatrists need to identify such
medical conditions and ensure that
they are properly addressed. For ex-
ample, the psychiatrist should consid-

er whether Mr. J, in the vignettes
above, has obstructive sleep apnea or
hypothyroidism.

A potential responsibility that may
be more vigorously debated is
whether psychiatrists have a responsi-
bility for providing preventive moni-
toring, screening, and education for
medical conditions that dispropor-
tionately affect psychiatric patients.
Poor health literacy is associated with
poor health outcomes (5), and there is
an association between poor health
literacy and depression among elder-
ly patients (6). Many would argue that
psychiatrists should be able to pro-
vide baseline preventive care and
screening (7) as well as health educa-
tion. For example, some would con-
tend that psychiatrists are responsible
for providing education and screen-
ing for hepatitis C infections for pa-
tients such as Mr. P because studies
have indicated that people with seri-
ous mental illness are at increased
risk for this condition (8). Such test-
ing could slow the spread of hepatitis
C and reduce our patients’ morbidity
and mortality.

Finally, some would argue that psy-
chiatrists are responsible for ensuring
that their patients are receiving ap-
propriate medical care for all existing
medical problems and that they are
also engaging in health-promoting
behaviors (9). Research indicates that
people with severe mental disorders
experience significant barriers to the
receipt of medical care (10–12). In a
number of programs, psychiatric resi-
dents are trained to provide integrat-
ed psychiatric and primary care
(13,14), and in some systems of care,
psychiatrists are responsible for some
primary medical care (15). Part of this
responsibility might include counsel-
ing patients about exercise, food se-
lection, nutrition, relaxation, and
stress reduction.

Relevant to considerations of re-
sponsibility in all of the situations de-
scribed above is the acuity and sever-
ity of the medical condition. In gener-
al, the greater the acuity and severity,
the greater the responsibility of the
psychiatrist to ensure that the condi-
tion is appropriately addressed. For
example, in the vignette above, even
though Ms. R’s episodes of shortness
of breath and chest discomfort are

probably not a result of her psychi-
atric treatments and probably not a
medical disorder that is exacerbating
her psychiatric condition, most psy-
chiatrists would assume an immedi-
ate responsibility to assist her in se-
curing appropriate treatment.

How can the 
responsibilities be fulfilled?
Psychiatrists’ practices vary, and
clearly, in most settings the psychia-
trist does not have to be the provider
of all medical services. In general,
however, psychiatrists must be satis-
fied that appropriate action has been
taken to address the medical condi-
tions for which they have responsibil-
ity. Exactly what is done and who
does it is affected by three factors: the
service or practice setting, character-
istics of the practitioner, and charac-
teristics of the patient.

The service or practice setting is
crucial in determining the supports
available to a psychiatrist to meet
medical responsibilities. Solo prac-
tices differ dramatically from prac-
tices in large integrated health care
systems. Other important factors in-
clude the amount of time allocated
for patient sessions (and for paper-
work and interaction with other
providers or other potential care-
givers), whether the setting is urban
or rural, whether patients have access
to high-quality primary care or spe-
cialty services, and whether effective
technology is available for sharing
medical information. In an integrated
care system, psychiatrists might ap-
propriately discharge their responsi-
bilities for medical care by requesting
that a member of the larger health
care team, such as a primary care
physician, evaluate and manage the
patient’s medical condition. In sys-
tems with electronic medical records,
such as Veterans Affairs programs,
the necessary communication might
be as simple as making an electronic
note that requires the signatures of all
who are responsible for the patient’s
care, coupled with monitoring of the
patient and system follow-through for
the condition.

For psychiatrists in private prac-
tice, discharge of responsibilities
may entail simply encouraging pa-
tients to take responsibility for ap-
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propriate follow-up. However, dis-
charge of responsibilities may be
fairly complex, involving direct facil-
itation of follow-up through calling
for the appointment, involving fami-
ly members, communicating directly
with a primary care clinician, and so
forth. Finally, in areas with dimin-
ished access to other services, the
psychiatrist may need to provide di-
rect management of co-occurring
medical disorders, such as managing
Mr. J’s hypertension.

Relevant practitioner characteris-
tics include knowledge and expertise
concerning medical matters, appro-
priate assessment of one’s abilities
and capacities, and medical network-
ing options that are available as re-
sources. Examination of provider
characteristics in the light of service
setting may help determine impor-
tant areas for additional provider
training.

Important patient characteristics
include overall health literacy and the
capacity to understand and be re-
sponsible to follow through with
medical appointments, tests, and in-
terventions. The patient’s support sys-
tems, such as family, friends, and par-
ticipating agencies, may also be cru-
cial in this regard. Opportunities and
limitations may also be created by
characteristics of the patient’s payer
system and insurance coverage. It is
important to note that psychiatrists’
responsibilities may vary depending
on differences in patients’ strengths
and deficits. Although the recovery
movement emphasizes the impor-
tance of empowering patients to par-
ticipate in their own care, this move-
ment does not diminish providers’ re-
sponsibility to advise and facilitate ap-
propriate care.

Conclusions
The need for psychiatrists to be in-
volved in the medical care of their pa-
tients reflects the principle that psy-
chiatrists attend to the whole patient,
both as advocates for biopsychosocial
care and as members of a medical
specialty. The clinical problems that

psychiatrists face have both medical
causes and medical repercussions.
We can play an important part in de-
livering better care by attending to
these issues. Clarifying, refining, ar-
ticulating, and establishing clear ex-
pectations on the part of all in-
volved—psychiatrists, other medical
and mental health professionals, ad-
ministrators, patients, and family
members—is a task that remains to
be done so that expectations will be
realistic, feasible, and appropriate.
Although some psychiatrists, on the
basis of their training, experience,
and interests, may choose to go fur-
ther than others with these issues,
professional and public discussion is
warranted to set at least minimal per-
formance standards. Available tools
include requirements for additional
medical training, continuing medical
education, and certification as well as
administrative and professional strat-
egies for quality assurance and im-
provement.

The National Association of State
Mental Health Program Directors re-
cently issued a technical report un-
derlining the excess morbidity and
mortality of persons with serious
mental illness (16). It calls for nation-
al and statewide efforts to implement
established standards of care for pre-
vention, screening, assessment, and
treatment and improved access and
integration with physical health care
services. Psychiatrists and psychiatric
organizations must assume leadership
roles in these discussions. In addition,
research should be conducted to
identify and establish a greater scope
and range of best practices.
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