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Objective: This study examined the extent of psychiatrists’
involvement in general medical management activities for
their patients.

Methods: With data from the 2006–2013 U.S. National Am-
bulatoryMedical Survey—an annual cross-sectional survey of
visits in a random week to office-based physicians—general
medicalmanagement activities in 11,046 visits to psychiatrists,
66,267 to general medical physicians (general and family phy-
sicians and internists), and 158,933 to other physicians were
compared. General medical management activities included
recordings of hypertension, hyperlipidemia, diabetes, or obe-
sity; prescriptions of medications for hypertension, hyperlipid-
emia, or diabetes; blood pressure or weight measurements;
ordering glucose, glycohemoglobin (HbA1c), lipids, or choles-
terol laboratory tests; and education or counseling for weight,
exercise, diet and nutrition, or tobacco use.

Results: Any of the target general medical management
activities were provided in 37.0% of visits to psychiatrists,

compared with 98.0% of visits to general medical physicians
and 78.4% to other physicians. Differences between psy-
chiatrists and all other physician groups were smaller for
health education and counseling. For each general medical
management activity, many of the psychiatrists did not en-
gage in the activity in any of their sampled visits. The most
consistent predictors of general medical management ac-
tivities in each psychiatrist visit were the extent of these
activities in other visits to the same psychiatrist and having
recorded other types of general medical management ac-
tivities in the same visit.

Conclusions: Efforts to expand psychiatric practice to
general medical management activities require better
understanding of barriers to such expansion, better charac-
terization of conditions under which such expansion is
feasible, and continuing medication education.
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Poor physical health and excessive prematuremortality among
individuals with serious mental disorders raise concerns over
these individuals’ access to primarymedical care services (1–4).
Psychiatric patients face several impediments to primary and
preventive health services, including financial and structural
barriers, disabilities related to their mental illness, and stigma
(5–7). Even when people with psychiatric conditions success-
fully access medical services, they tend to receivemedical care
of relatively low quality (8–10).

In response, several efforts have been advanced to improve
the medical and preventive care of patients in psychiatric
settings, including colocation of medical care providers and
integration of mental health and general medical services
(11–15). Psychiatrists have also been called upon to become
more directly involved in addressing the general medical
needs of their patients (1,16–20).

Over the last several years, health care reform has brought a
new urgency to these calls (21). With greater emphasis on in-
tegration ofmental and generalmedical services and transitions
toward behavioral health homes, psychiatrists are increasingly
practicing in integrated services (21), which requires them to

become more deeply involved in the management and pre-
vention of general medical conditions.

Because of their medical training, psychiatrists are well
positioned to assume these new roles. The American Psy-
chiatric Association recently urged psychiatrists to identify
and intervene with patients receiving suboptimal primary
care (21). This may involve becoming principal care physi-
cians (22), similar to oncologists in their overall care of
cancer patients (21). Nevertheless, psychiatrists have been
slow to assume this role (23,24). According to a recent sur-
vey, only 16% of psychiatrists reported providing general
medical care to their patients (25). However, the extent and
nature of this care was not assessed in that survey. Detailed
information about the extent to which U.S. psychiatrists are
involved in general medical management activities could
inform the educational needs of psychiatrists and policy
initiatives to improve themedical care of patients in psychiatric
settings.

In this study, we evaluated the frequency with which
basic aspects of general medical management are provided
by psychiatrists and other physician groups. We further
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examined variations in general medical management prac-
tices among individual psychiatrists and other physicians and
whether various patient, clinical, or contextual variables were
associated with greater involvement by psychiatrists in gen-
eral medical management of hypertension, hyperlipidemia,
diabetes, and obesity.

METHODS

Sample
Data were drawn from eight years (2006–2013) of the Na-
tional Ambulatory Medical Care Survey (NAMCS) (26,27).
NAMCS is a multistage probability survey of visits to office-
based physicians. A sample of visits to each physician was
drawn during a randomly selected one-week period. We
limited the sample to visits made by adults in which the pa-
tient had seen the physician. A total of 236,246 visits to 11,724
physicians across the survey yearsmet these criteria andwere
included in the sample for this study, including 11,046 visits
to 735 psychiatrists, 66,267 visits to 3,024 general medical
physicians (general and family physicians and internists), and
158,933 visits to 7,965 physicians from other specialties. The
median numbers of such visits by adults were 14 (interquartile
range [IQR]=six to 22) for psychiatrists, 22 (IQR=15–29) for
general medical physicians, and 20 (IQR=12–27) for other
physicians. The NAMCS protocol has been approved by the
National Center forHealth Statistics (NCHS) Research Ethics
Review Board. The requirements to obtain informed consent
of patients and patient authorization for release of medical
record data by health care providers were waived. The study
used deidentified publicly available data that were deemed
exempt from review by the Johns Hopkins Bloomberg School
of Public Health Institutional Review Board.

The physician participation rates varied over time from
64.2% in 2006 to 48.1% in 2013 (26,27). Participation rate in this
context refers to the percentage of physicians who responded
to the survey and provided information for at least part of the
visits in the randomly selected week, thus corresponding to
Response Rate 2 according to the definition of the American
Association for Public Opinion Research (28). A study by the
NCHS suggested that the bias introduced by nonresponse in
NAMCS is likely to be small for most estimates (29).

Assessments
For each visit, information was extracted from medical
charts about the patient and visit characteristics. Physician
specialty was recorded on the basis of the AmericanMedical
Association Master File and further confirmed by the physi-
cians. Medical diagnoses were recorded based on ICD-9-CM
codes (30).

Up to three diagnoses were also recorded. We focused on
fourmedical diagnoses that are commonly encountered in both
general medical and psychiatric settings: hypertension (ICD-9-
CM codes 401.xx2405.xx), hyperlipidemia (272.0–272.4), diabetes
mellitus (250.xx), and obesity (278.xx). In addition, the survey
assessed whether patients had hypertension, hyperlipidemia,

diabetes, obesity, and other health conditions regardless of
the diagnoses recorded in the chart.We considered a general
medical diagnosis as indicated by either a formal diagnosis or
a medical chart indication of the health condition.

Up to eight medications were recorded in each visit in
NAMCS 2006–2011. Starting in 2012, the maximum number
of medications recorded was increased to ten. For consis-
tency, we limited the maximum number of medications to
eight. Three medication classes were included in the pri-
mary analyses: antihypertensive medications, medications
for treatment of hyperlipidemia, and antidiabetic medi-
cations. [A table in an online supplement to this article lists
the medications.]

We also considered second-generation antipsychotic
medications because they are associated with the relevant
health conditions, medications that require regular mea-
surement of level (lithium and valproate/divalproex), and
other psychiatric medications (which included other an-
tipsychotics and mood stabilizers, antidepressants, anxio-
lytics, sedative-hypnotics, and stimulants).

NAMCS assessed several laboratory tests ordered during
the visits. For this study, we included three such tests: glucose
level, HbA1C (glycohemoglobin) level, and lipids-cholesterol.
For this study, we combined reports of glucose level and
HbA1C testing, given that they are both measures of hyper-
glycemia. From 2006 to 2011, the lipids-cholesterol level tests
were recorded as such. However, beginning in 2012, these
tests were recorded as “lipid profile.”

Physical examination, blood pressure measurement, and
weight measurement during the visit were also recorded.
Recording of physical examination was introduced in the
2012 and 2013 surveys.

NAMCS assessed health education and counseling in a
number of areas. For this study, we included health educa-
tion and counseling regarding weight reduction, exercise,
diet and nutrition, and tobacco use.

Individual general medical management activities were
categorized into the following categories: diagnosis of hy-
pertension, hyperlipidemia, diabetes, or obesity; medication
prescriptions for hypertension, hyperlipidemia, or diabetes;
blood pressure or weight measurements; glucose, HbA1c, or
lipids-cholesterol laboratory testing; and counseling or health
education regarding weight, exercise, diet and nutrition, or
tobacco use

Psychiatric diagnoses were also recorded on the basis of
ICD-9-CM codes (30). The large majority of visits to psychia-
trists during the study period listed a psychiatric diagnosis. The
analyses focused on major mental disorder groups, including
schizophrenia (ICD-9-CM 295), bipolar disorder (296.0–296.1
and 296.4–296.8), major depressive disorder (296.2 and 296.3),
and other affective disorders (296.9 and 311.0); anxiety disor-
ders, including generalized anxiety disorder (300.02), panic
disorder with or without agoraphobia (300.01 and 300.21),
obsessive-compulsive disorder (300.3), posttraumatic stress
disorder (309.81), and social phobia (300.23); and adjustment
disorder (309.0, 309.2–309.4, and 309.9).
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Other variables included patient sociodemographic char-
acteristics (age, sex, and race-ethnicity), expected source of
payment (private insurance, Medicaid, Medicare, self-pay,
and “other types”), the office setting (solo versus other type of
practice setting), duration of visit, whether the patient was a
new or returning patient, whether the office used electronic
health records, and whether the office was located in a met-
ropolitan statistical area. Because community health centers
were not sampled in all survey years, visits to community health
centers were excluded from the analysis.

Analytic Approach
Analyses were conducted in three stages. General medical
management activities were first compared across visits to
psychiatrists and other physician groups by using multivari-
able logistic regression models adjusting for age, sex, and
race-ethnicity of patients. In further analyses, generalmedical
management activities were compared across groups of pa-
tients who were most likely to need these services according
to their specific health conditions: for example, prescribing
antihypertensive medications and measurement of blood
pressure for patients with hypertension or weight measure-
ment and health education or counseling regarding weight
reduction for patients with obesity.

The distribution of psychiatrists, general medical physi-
cians, and other physicians was next explored based on the
percentage of visits with general medical management
activities. Within each general management activity and
physician specialty group, visits were aggregated to estimate
percentages of sampled visits in which each activity was
conducted. General and family physicians were classified
together with internists into a “general medical physicians”
group.

Finally, individual visit–level correlates of general medi-
cal management activities in visits to psychiatrists were ex-
amined by using unadjusted andmultivariable binary logistic
regression models. These analyses were limited to visits to
psychiatrists.

All visit-level analyses adjusted for visit weights, clus-
tering, and stratification of data by using design elements
provided by the NAMCS (26,27,29). When adjusted for these
design elements, NAMCS data are representative of annual
visits to office-based physicians in the United States. Alpha
was set at p,.01.

RESULTS

Medical Management Activities by Psychiatrists and
Other Physicians
Visits to psychiatrists were less likely than visits to general
medical physicians and most other specialist groups to
record an indication of hypertension, hyperlipidemia, or
diabetes (Table 1). The differences were especially large
between psychiatrists and general and family physicians,
internists, and cardiologists. Similarly, visits to psychia-
trists were less likely than visits to most other physicians toT
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involve prescription of antihypertensive, antihyperlipidemia,
and antidiabetic medications, with the notable exceptions of
visits to dermatologists or orthopedic surgeons (Table 1).
Psychiatrists were as likely or more likely than other phy-
sicians, except general and family physicians, internists, car-
diologists, and surgeons, to record obesity (Table 1).

Psychiatrists were significantly less likely thanmost other
physicians, except for ophthalmologists, to conduct physical
examinations and significantly less likely than most other
physicians, except for dermatologists and ophthalmolo-
gists, to measure blood pressure or weight (Table 1). In
addition, glucose-HbA1c and lipids-cholesterol testing were
significantly less common in visits to psychiatrists than in
visits to most other physicians (Table 1). However, psy-
chiatrists were more likely than orthopedic surgeons and
otolaryngologists to order lipids-cholesterol testing. Differ-
ences between visits to psychiatrists and other physicians
were less marked for counseling and health education ser-
vices (Table 1).

Overall, 37.0% of psychiatrists’ sampled visits involved
one of the study’s general medical management activities,
compared with 98.0% of visits to general medical physicians
(that is, general and family physicians and internists), and
78.4% of visits to other physicians (,.001 for all p values). A
similar pattern was observed when analyses focused on
patients with specific health conditions (Table 2). With the
exception of health education and counseling, psychiatrists
were less likely than most other physician groups to en-
gage in general medical management activities for these
patients.

Distribution of General Medical Management Activities
in Sampled Visits
Individual psychiatrists varied in their involvement in
general medical management activities (Figure 1). How-
ever, a substantial proportion of psychiatrists did not engage
in these activities for any of their sampled visits. For ex-
ample, 67.6% did not prescribe any medications for treat-
ment of hypertension, hyperlipidemia, or diabetes, and 89.4%
did not order any laboratory tests for glucose-HgA1c or
lipids-cholesterol. These proportions were larger than corre-
sponding proportions for visits to general medical physicians
and other physicians (Figure 1).

Correlates of General Medical Management in
Visits to Psychiatrists
Assessment of correlates of general medical management
was limited to psychiatrist visits. In unadjusted analyses, re-
cording of medical conditions was more common in psychi-
atric visits by patients age 25 and older compared with those
younger than 25 (Table 3). Ordering of laboratory tests was
less common in visits by patients age 65 or older compared
with patients who were younger than 25. Recording of med-
ical conditions and measurement of blood pressure were
more common in visits by non-Hispanic black patients than in
visits by non-Hispanic white patients (Table 3). Furthermore,T

A
B
LE

2
,
co

n
ti
n
u
e
d

V
is
it
w
it
h

m
e
d
ic
al

P
sy
ch

ia
tr
y

G
e
n
e
ra
l

an
d
fa
m
ily

m
e
d
ic
in
e

In
te
rn
al

m
e
d
ic
in
e

C
ar
d
i-

o
lo
g
y

Su
rg
e
ry

O
b
st
e
tr
ic
s/

g
yn

e
co

lo
g
y

O
rt
h
o
-

p
e
d
ic
s

D
e
rm

a-
to
lo
g
y

U
ro
lo
g
y

N
e
u
ro
lo
g
y

O
p
h
th
al
-

m
o
lo
g
y

O
to
la
ry
n
-

g
o
lo
g
y

O
th
e
r

co
n
d
it
io
n

(N
=
11
,0
4
6
)

(N
=
4
4
,1
17
)

(N
=
2
2
,1
5
0
)

(N
=
13

,7
4
4
)

(N
=
10

,9
0
9
)

(N
=
17
,8
70

)
(N

=
13

,6
9
0
)

(N
=
10

,8
6
2
)

(N
=
11
,9
0
7)

(N
=
12

,1
5
1)

(N
=
15
,5
58

)
(N

=
9
,1
2
9
)

(N
=
4
3
,1
13

)

O
b
e
si
ty

W
ei
gh

t
m
ea
su
re
m
en

t
2
4
.9

9
4
.3
**

9
2
.8
**

9
6
.0
**

8
2
.8
**

9
5
.4
**

72
.0
**

4
6
.6

6
9
.8
**

76
.9
**

4
0
.4

6
3
.4
**

8
6
.8
**

E
d
u
ca

ti
o
n
o
r

co
u
n
se
lin

g
ab

o
u
t
d
ie
t
an

d
n
u
tr
it
io
n

2
0
.0

3
4
.5
**

3
9
.0
**

3
7.
9
**

3
2
.5

2
7.
5

8
.3
*

5
.0
*

16
.5

18
.6

4
.8
*

6
.3
*

3
0
.0
*

E
d
u
ca

ti
o
n
o
r

co
u
n
se
lin

g
ab

o
u
t
w
e
ig
h
t

re
d
u
ct
io
n

2
0
.3

2
7.
4

3
0
.2
*

3
3
.8
*

2
8
.7

2
1.
1

18
.5

2
.0
**

9
.5
*

18
.8

1.
0
*

8
.1
*

2
6
.1

a
D
at
a
w
e
re

fr
o
m

2
3
6
,2
4
6
vi
si
ts

to
o
ffi
ce

-b
as
e
d
p
h
ys
ic
ia
n
s
p
ar
ti
ci
p
at
in
g
in

th
e
2
0
0
6
–
2
0
13

N
at
io
n
al

A
m
b
u
la
to
ry

M
e
d
ic
al

C
ar
e
Su

rv
e
y
(N

A
M
C
S)
.P

re
va
le
n
ce

e
st
im

at
e
s
w
e
re

ad
ju
st
e
d
fo
r
ag

e
,s
e
x,

an
d
ra
ce

-e
th
n
ic
it
y.

*p
,
.0
1,

**
p
,
.0
0
1

Psychiatric Services 69:4, April 2018 ps.psychiatryonline.org 415

MOJTABAI AND OLFSON

http://ps.psychiatryonline.org


recording of medical conditions, prescription of medications
for these conditions, and measurement of blood pressure and
weight were more common in visits by patients with public
insurance compared with private insurance (Table 3).

Among psychiatric diagnoses, schizophrenia was most
consistently associated with higher odds of general medical
management activities by psychiatrists, followed by bipolar
disorder; whereas, diagnoses of other affective disorders
were associated with lower odds of such activities (Table 3).
Consistent with this finding, prescription of second-generation
antipsychotic medications and lithium or valproate/divalproex
was positively associated with general medical management
activities (Table 3). In contrast, solo (versus other) practice
setting was associated with lower odds of measuring blood
pressure and weight, and new (versus established) patient
status was associated with lower odds of prescription of med-
ications for the target medical conditions (Table 3).

For almost all general medical management activities, psy-
chiatrists’ engagement in other general medical management

activities was a significant predictor (Table 3). Similarly, en-
gagement in the same general medical management activity in
other sampled visits of the psychiatrist was a significant pre-
dictor of engagement in all general medical management ac-
tivities (Table 3).

Few of the associations of the sociodemographic variables
with general medical management activities in unadjusted
analyses persisted in multivariable analyses (Table 4).
However, psychiatrists’ engagement in other general medical
management activities and engagement in the same general
medical management activities in other sampled visits remained
significant predictors of engagement in all general medical
management activities (Table 4).

DISCUSSION

Consistent with past research, this study found that psy-
chiatrists were less likely than most other physician
groups to engage in management of common general

FIGURE 1. Visits by adults to psychiatrists, general medical physicians, and other physicians in which the physicians engaged in five
types of general medical management activities, in percentagesa
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medical conditions, including prescribing medica-
tions, ordering tests, measuring blood pressure and
weight, and providing health education and counseling
(11,25,31–35). However, the extent to which psychiatrists
and other physicians differed in their involvement in
general medical management activities varied across ac-
tivities. The differences were smaller with regard to
health education and counseling. For example, psy-
chiatrists were as likely as general medical physicians
to provide tobacco counseling, possibly reflecting the
high prevalence of tobacco use among psychiatric patients
(36). Psychiatrists were more likely than many other
specialists to provide counseling and health education for
patients with specific health conditions, such as hyper-
tension or diabetes.

A major driver of the low prevalence of general
medical management activities in psychiatric visits was
the large proportion of psychiatrists who did not pro-
vide these services in any of their sampled visits. Visits
to nonpsychiatrist physicians were more evenly dis-
tributed with regard to engagement in medical activities.
The differences in distribution of psychiatrists and other
physicians were more dramatic with regard to mea-
surement of blood pressure andweight; whereas a majority
of psychiatrists did not provide these services in any of their
sampled visits, most other physicians did so in the ma-
jority of their sampled visits.

General medical management activities in psychiatrist
visits were not consistently associated with patient or visit
characteristics. Visits by patients with public insurance
and with schizophrenia and bipolar disorder di-
agnoses and visits involving prescription of second-
generation antipsychotics or mood stabilizers requiring
regular drug level assessments were more likely to
include general medical management activities. These
characteristics may be indicators of the need for reg-
ular metabolic monitoring of patients treated with second-
generation antipsychotics and mood stabilizers or
greater need for medical care in these patient pop-
ulations. Alternatively, the associations with Medicaid
and diagnoses of schizophrenia and bipolar disorders
may reflect difficulties that many patients with severe
and disabling mental disorders face in accessing general
medical services (7).

Providing general medical management activities in
other visits was a significant predictor of provision of
these activities in each visit, suggesting the impact of
physician practice styles. Psychiatrists with more ex-
tensive medical expertise, such as those with special-
ized training in both internal medicine and psychiatry
or those with greater access to nursing and support
staff, may be more engaged in general medical man-
agement activities. Contextual factors not measured in
the survey, such as local availability of primary care
providers, may also contribute to these practice style
variations.T
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Psychiatrists may be reluctant to engage in general medical
management activities because of ethical and legal concerns
about scope of practice and lack of medical expertise. Com-
peting demands on the time and attention of psychiatrists and
lack of support staff and medical resources may be other
barriers to providing general medical care in psychiatric
practice. Psychiatric assessment and treatment, which are
priorities in psychiatrist visits, are time consuming and often
involve extensive mental status examination, assessment of
safety, and psychotherapy. As a result, psychiatrists may have
less time to manage general medical conditions. Further-
more, many psychiatrists practice in solo or small group
offices with few or no nursing or other support staff, which
limits their ability to conduct basic health assessments, such
as blood pressure measurement.

The study findings should be considered in the context of
several limitations. First, NAMCS data are based on visits in
a randomly sampled week in the past year. Some physicians
who did not engage in any general medical management
activities in a single week may have done so in visits during
other weeks. Similarly, patients may have received general
medical services in visits to other providers. The structure of
the NAMCS data does not allow for assessment of services
received from these other providers. Second, NAMCS does
not assess prevalence of medical conditions or need for
medical care. Thus patients seen by psychiatrists may have
had fewer medical conditions or fewer unmet needs for
general medical care than patients seen by other physicians.
However, analyses limited to visits by patients with specific
health conditions also showed lower prevalence of general
health management activities by psychiatrists. Third, we
focused on management of a limited number of common
medical conditions. Psychiatrists may have had different
levels of engagement in the management of other general
medical conditions. Furthermore, we did not assess more
specialized medical management activities, such as neuro-
logical examination or fundoscopy. We also did not examine
activities that are more consistent with the scope of practice
of psychiatrists, such as the full mental status examination or
mental health counseling.

CONCLUSIONS

In the context of these limitations, the results indicate that
psychiatrists are substantially less involved in managing
common general medical problems than most other medical
specialties. With ongoing trends toward integration of gen-
eral medical and mental health care, demands on psychia-
trists to expand their scope of practice will likely increase.
Identifying appropriate opportunities for such expansion
and providing necessary medical support services and con-
tinuing medical education may encourage psychiatrists to
increase their involvement in the general medical care of
their patients in the coming years (21,22,37,38). However,
efforts to expand psychiatrists’ scope of practice to include
general medical activities should be moderated by judicious

considerations of competing demands on their attention and
time. These efforts should also be informed by the persistent
unmet need for psychiatric care in the country and the con-
tinuing shortages in the mental health workforce.
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