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Psychiatrists and psychologists
represent two of the largest
groups of clinicians providing

mental health services (1). They pro-
vide specialized mental health treat-
ment services and are reimbursed for

these services through financing
mechanisms not available to other
providers (2). Nearly 70 percent of to-
tal outpatient specialty mental health
expenditures in the 1980s were for
psychiatrists and psychologists (3,4).  

Important differences in clinical
practice exist between psychiatrists
and psychologists.  Psychiatrists are li-
censed to prescribe medications,
whereas psychologists generally are
not. Psychologists conduct psycholog-
ical and neuropsychological testing,
the results of which are used in clini-
cal settings for differential diagnosis
and treatment planning and in judi-
cial proceedings to award benefits,
decide placements, or issue verdicts.
Differences in the relative impor-
tance ascribed to biological, psycho-
logical, and social determinants of
mental disorders have also been
found between these provider groups
(5). Research conducted in the 1980s
and the early 1990s documented ad-
ditional differences between psychia-
trists and psychologists. Psychiatrists’
patients were found to have more
functional limitations and to receive
more diagnoses of severe mental dis-
orders than psychologists’ patients
(6). Psychologists were found to treat
a clientele that was, on average,
younger, more educated, and more
likely to be employed (3,6).

These studies were undertaken be-
fore mental health financing and de-
livery was dominated by managed
care delivery systems. In the past
decade, psychiatry and psychology
practices have undergone dramatic
restructuring. Successive implemen-
tation of new benefits, authorization,
and reimbursement schedules have
reduced the duration of inpatient
treatments and the scope and dura-
tion of outpatient psychotherapy and
concurrently have increased medica-
tion management visits (7–10). Re-
ductions have also been observed in
the use of both psychiatrists and psy-
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chologists in health maintenance or-
ganizations (HMOs) and the use in
carve-out firms of distinct patterns of
referral to both provider groups on
the basis of patient diagnoses (11,12).
National survey data from psychia-
trists provide indirect evidence that
these changes in clinical practice may
be unevenly distributed by providers’
age, experience, and gender (13,14).

At the same time, annual salary sur-
veys conducted among psychologists
have shown that a majority attribute
reductions in yearly income to man-
aged care (15). To date, no compara-
tive study has assessed whether previ-
ous differences in clinical practice re-
main, or the extent of service diversi-
fication within these provider groups
in the aftermath of changes in financ-
ing, organization, and treatment pro-
vision. These comparative data would
illustrate how each provider group
has responded to changes in the men-
tal health care delivery system.  

In this study we compared the clin-
ical practices of psychiatrists and psy-
chologists in California on a series of
practice profile, patient caseload, and
financing dimensions. Demographic
characteristics and characteristics of
the health care market in California
make examination of provider groups
in that state of particular relevance.
First, in 1999 California ranked 13th
in terms of the percentage of persons
with four or more years of college ed-
ucation and 17th in median family in-
come, factors that have been shown to
significantly influence the use of men-
tal health services (16–18). These data
suggest that the use of mental health
services in California may not differ-
entially influence the caseloads of psy-
chiatrists and psychologists relative to
those of providers in other states.

Second, California has one of the
highest HMO concentrations in the
nation; 50 percent of its eligible and
insured population are covered under
various HMO arrangements (19,20).
Given the dominance of managed
care, this pattern of HMO penetra-
tion may reflect future national
trends. Finally, the California health
care market includes a high propor-
tion of both psychiatrists and psychol-
ogists per 100,00 population (21,22).
A comparison of these provider
groups may yield further evidence of

how workforce supply dynamics dif-
ferentially affect treatment patterns,
workloads, wages, and income. 

Methods
Data for psychiatrists in California
who participated in the 1998 Nation-
al Survey of Psychiatric Practice
(NSPP) were used in this study. The
1998 NSPP was the second in a series
of nationwide surveys conducted by
the American Psychiatric Association
(APA) to measure a range of clinical,
organizational, and financing charac-
teristics that shape contemporary
psychiatric practice (21,23). The APA
membership database, which is con-
sidered to represent a majority of
practicing psychiatrists in the United
States, was used in the sampling
frame for the study. The 26-item sur-
vey was implemented through a series
of personalized mailings, reminder
postcards, and telephone calls.

Systematic sampling procedures
were first used to select 1,200 partici-
pants. In addition, a random sample of
100 psychiatrists was drawn from each
of three subgroups: African Ameri-
cans, Hispanics, and psychiatrists
younger than 40 years. The final sam-
ple of 1,500 psychiatrists represented
the APA membership across key de-
mographic and training variables. To
adjust for the oversampling of psychi-
atrists from these three subgroups, a
correction weight was constructed on
the basis of a series of logistic regres-
sion models. A total of 1,076 valid sur-
veys were received, for a response rate
of 72 percent. Additional information
about the sampling procedures, field
methods, and weighting scheme as
well as a description of the survey
have been reported previously (21).

The 97 California psychiatrists rep-
resented nearly 10 percent of the
1998 NSPP sample. Preliminary com-
parisons of selected variables were
made between the study sample and
the larger 1998 NSPP sample. The
subsample of NSPP psychiatrists in
California was similar to the entire
1998 NSPP sample in age, mean
number of years of clinical experi-
ence, and ethnicity but overrepre-
sented male psychiatrists. The study
sample was also similar to the 1998
NSPP sample in the proportion of
psychiatrists who provided long-term

psychotherapy, the proportion of psy-
chiatrists who provided medication
services without psychotherapy, and
the mean rate of participation in man-
aged health care plans. 

The study sample reported a
greater mean number of weekly hours
in solo practice than the 1998 NSPP
sample. The entire study sample of 97
California psychiatrists was engaged
in clinical practice, which was defined
as treating at least one patient a week. 

Psychologists who were members
of the California Psychological Asso-
ciation (CPA) were randomly select-
ed to participate in the 2000 Califor-
nia Survey of Psychological Practice.
The survey was pilot tested with a
sample of CPA members and was re-
vised on the basis of suggestions from
the participants. Psychologists under
the age of 40 years were oversampled
to allow for differences between the
CPA membership and the age distri-
bution of all California licensed clini-
cal psychologists. The final sample
was weight adjusted to account for
this oversampling. The survey was a
17-item questionnaire that included
items to solicit demographic data on
the CPA members. A description of
the survey and additional information
about its design and sampling proce-
dures are reported elsewhere (24). 

The sample consisted of 770 psy-
chologists; 412 valid surveys were re-
ceived, for a response rate of 54 per-
cent. This sample of California psy-
chologists was similar in mean age to
all licensed psychologists in Califor-
nia. It was also similar in mean age,
gender, and race or ethnicity to all
California psychologists who at the
time of the study were practitioner
members of the American Psycholog-
ical Association (25). The sample of
psychologists used in this study
(N=395) comprised only psycholo-
gists who were engaged in clinical
practice, which was defined as treat-
ing at least one patient a week.

Psychiatrists and psychologists who
participated in each respective survey
provided information on caseload and
practice profile characteristics, along
with insurance or managed care par-
ticipation rates. Items in this survey
were worded in an equivalent or near-
equivalent manner to the items in the
NSPP to enable comparison.
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Overall comparisons using analysis
of variance were first performed on
seven profiles of practice. For these
comparisons, F tests were used to ex-
amine within-group variations versus
between-group variations for each
profile of practice. For each dimen-
sion of practice, between-group vari-
ation was significantly different than
within-group variation. Individual t
test comparisons of each aspect of
clinical practice were then made be-
tween provider groups. Two-tailed
tests were performed to control for
type I errors; confidence intervals
were set at 99 percent, and unequal
variances between the two provider
groups were assumed. Hourly wages
for each provider group were calculat-
ed by dividing net reported income by
the total number of weekly hours
worked over a 46-workweek period.
Median figures for net income, hourly
wages, the proportion of total weekly
hours spent in solo practice, and the
total number of weekly hours worked
for each provider group are present-
ed for comparison. Standard errors
were adjusted for the weighting and
sampling design of each survey by us-
ing procedures for complex survey
data implemented in STATA 6.0 (26).  

Results
Demographic characteristics of the
two groups are summarized in Table
1. The psychiatrists included a signif-
icantly greater proportion of male and
nonwhite clinicians than the psychol-
ogists. The mean age and number of
years of clinical experience were
greater for the psychiatrists than for
the psychologists. 

The psychiatrists treated a signifi-
cantly greater mean±SE number of
patients per week (33.2±.18 com-
pared with 21.7±.04, p<.001) and
participated in more visits per week
(30.3±.2 compared with 22.4±.02,
p<.001) than the psychologists. Statis-
tically significant differences were
observed between the provider
groups on nearly all other aspects of
clinical practice as well. The results of
these comparisons are presented in
Tables 2 through 5. Because most of
these differences are of little practical
significance, only clinically significant
differences are discussed below.
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Psychiatrists Psychologists
(N=97) (N=378)

Variable N or mean % N or mean %

Women 17 18 208 55
Men∗∗∗ 80 82 170 45
Whites 64 66 336 89
Nonwhites∗∗∗ 33 34 42 11
U.S. medical graduate 80 82 na —
Foreign medical graduate 17 18 na —
Age (mean±SE years)∗∗∗ 53.6±1.5 50.6±.4
Years of experience (mean±SE years)∗∗∗ 24.2±1.7 14.9±.4

a Some psychologists did not report demographic characteristics.
∗∗∗ p<.001

Demographic characteristics of California psychiatrists and psychologists who 
responded to a survey on clinical practicea

TTaabbllee  22

Psychiatrists 
(N=89) (N=374)

Variable Mean % SE Mean % SE

Patients per week with indicated diagnosis
Childhood disorders∗ 11.7 2.1 12.2 1.2
Substance use disorders∗∗∗ 8.0 1.1 7.6 0.7
Mood disorders 35.3 2.9 35.3 1.3
Anxiety disorders∗∗∗ 14.3 2.0 20.3 0.9
Personality disorders∗∗∗ 8.7 1.4 9.7 0.8
Schizophrenia or psychotic disorders∗∗∗ 15.7 1.9 3.9 0.7
Other disorders∗∗∗ 6.7 0.7 9.7 1.0

Patients per week receiving indicated service 
(N=90 psychiatrists)

Supportive individual psychotherapy∗∗∗ 35.7 3.8 10.8 0.9
Time-limited psychodynamic therapy∗ 7.7 1.9 8.4 0.9
Open-ended psychodynamic therapy∗∗∗ 15.3 3.4 19.1 1.6
Cognitive-behavioral therapy∗∗∗ 4.9 1.4 20.5 1.5
Psychoanalysis∗∗∗ 1.6 0.9 0.8 0.3
Individual play∗∗∗ 1.5 0.7 2.9 0.5
Group therapy∗∗∗ 2.1 0.8 4.5 0.7
Family or couples therapy∗∗∗ 3.6 0.8 11.7 0.7
No psychotherapy∗∗∗ 26.1 3.8 5.3 1.0
Other psychotherapy∗∗∗ 1.5 1.3 6.2 0.8

assessment na na 9.9 1.3

   ∗ p<.05
∗∗∗ p<.001

Psychologists 

Psychological or neuropsychological

mean percentage of patients
Weekly caseloads and treatment profiles of psychiatrists and psychologists, in 



Discussion 
This study presents a portrait of the
practices of psychiatrists and psycholo-
gists since the introduction of man-
aged care and recent changes in  treat-
ments. Previous studies have been re-
stricted to samples of consumers or
aggregate claims data from individual
delivery systems in efforts to chart the
distribution of patients by demo-
graphic and diagnostic categories and
by the financing-arrangement pat-
terns for both provider groups.

In contrast, we used provider data
to chart typical weekly clinical prac-
tice patterns. This approach measures
many of the essential elements of
contemporary clinical practice. For
the first time, comparative data are
presented on the treatments, practice
settings, health plan arrangements,
income, and discounting practices of
these providers. Each provider group
is fairly representative of its larger re-
spective national population on many
demographic and practice character-
istics. It is likely that these results
generally represent the clinical prac-
tices of both provider groups.

Although statistically significant
differences between psychiatrists and
psychologists were evident for many
dimensions of practice, many of those
differences are of little clinical signif-
icance. This lack of clinical signifi-
cance is due to each group’s limited
provision of services or limited partic-
ipation in a service—for example, the
proportion of time providing group
psychotherapy per week—or because
there were only minor differences be-
tween psychiatrists and psychologists
for the services that represented im-
portant characteristics of each group’s
clinical practice, such as hours of di-
rect patient care. Other differences,
however, offer evidence of relevant
trends in practice within and between
the two groups of providers.

First, psychiatrists treat more pa-
tients, participate in more patient vis-
its, and work more hours per week
than psychologists. Clinical produc-
tivity appears to be greater among
psychiatrists than psychologists, per-
haps because psychiatrists treat pa-
tients who require more intensive
treatment or because psychiatrists

work in settings that produce larger
caseloads, such as hospitals. This dif-
ference may be due to other charac-
teristics of psychiatric practice, such
as the fact that psychiatrists prescribe
medications and schedule medication
management visits, which allows
them to treat more patients per hour.  

Changes in the mental health care
delivery system may also influence
psychiatrists’ workloads. On average,
the psychiatrists in this study treated
nearly a quarter of their patients with
medications alone and treated nearly
60 percent of patients with an overall
treatment plan that included medica-
tions. This pattern may reflect the im-
pact of managed care policies that
promote use of psychopharmacologic
treatments alone or combined with
treatment from other providers.  

Characteristics of psychologists as a
group may also affect their clinical ac-
tivity, such as the higher proportion of
women in the psychology field than in
psychiatry. Previous studies have
shown that female psychologists are
more likely to work part-time than
male psychologists (27). In addition,
the female psychologists in this study
were more likely to have had fewer
years of clinical experience than the
male psychologists. This characteris-
tic of the sample might account for
the differences we observed between
psychologists and psychiatrists in im-
portant dimensions of practice, such
as treatment settings and income
sources. Given the growing dominance
of women in the profession of psy-
chology, the results of this study may
represent practice trends nationwide.

The difference in productivity be-
tween the two provider groups may
also reflect a longer duration of psy-
chologists’ traditional outpatient psy-
chotherapy. The practice patterns of
California psychologists in this study
may reflect the adverse effects of
competition among providers in a
market that is saturated with mental
health professionals (22,25). The em-
phasis of California psychologists on
independent practice, their provision
of few clinical services in hospital set-
tings, and the fact that psychologists
in California are not licensed to pre-
scribe medications may magnify com-
petition from other nonpsychiatrist
mental health care providers. 
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Psychiatrists (N=92) Psychologists (N=386)

Variablea Mean SE Mean SE

Hours per week
Direct patient care 24.9 .9 22.5 .7
Consultation 5.4 .8 4.3 .3
Patient care administration 7.1 1.0 7.6 .3
Non–patient care administration 3.7 1.0 3.1 .3
Research 1.6 .5 1.4 .2
Other professional activities 3.6 .6 4.0 .3
Total hours worked 46.5 1.6 41.6 .8

Proportion of weekly time by setting
(N=95 psychiatrists, 391 psychologists)

Solo office practice 47.2 4.4 55.1 2.5
Group office practice 7.3 2.6 14.4 1.9
Private outpatient clinic 3.7 1.6 3.4 .8
Public outpatient clinic 11.9 3.6 4.2 .9
Public general hospital 5.3 2.2 .9 .3
Private general hospital 2.6 1.5 1.4 .6
Staff or group HMO 5.2 2.0 3.5 1.0
Public psychiatric hospital 3.4 1.0 1.5 .6
Private psychiatric hospital 3.1 1.0 2.0 .7
Nursing home 1.5 1.1 .6 .3
Correctional facility 3.8 1.9 1.7 .5
Other (for example, university clinic) 5.8 1.6 11.1 1.3

a p<.001 for all comparisons except proportion of time spent in private outpatient clinics

Characteristics of practice and setting among psychiatrists and psychologists



Second, the results suggest that
psychiatrists provide more special-
ized treatment than psychologists.
More than three-quarters of the typi-
cal weekly treatments offered by psy-
chiatrists fell into three categories:
supportive psychotherapy, open-end-
ed psychodynamic psychotherapy,
and medication-only services. Two of
these service categories, as present-
ed in the 1998 NSPP, involve med-
ication delivery, which is not provided
by psychologists. In contrast, psy-
chologists appear to provide more di-
verse treatments than psychiatrists.
In addition, psychologists vary greatly
among themselves in the types of
treatment they offer. This variety in
practice may exist because of the di-
verse theoretical and clinical perspec-
tives that dominate contemporary
clinical psychology.

However, although this sample of
psychologists offers evidence of clini-
cal diversity, the psychologists were
largely independent practitioners
with minimal reported affiliations
with larger systems. Practice in solo
and group settings accounted for
nearly three-quarters of the psycholo-
gists’ typical weekly practice loca-
tions. Many factors may account for
this pattern, including training and
personal choice, case mix, absence of
hospital admitting privileges, and in-
stitutional treatment philosophies and
clinical workforce patterns that influ-
ence psychologists’ ability to diversify
their practice settings. Evidence of
this limitation in psychologists’ clinical
affiliations was found in a study of the
staffing patterns in one large HMO,
which showed reductions over time in
the number of psychologists per
100,000 covered lives (11).

Third, our data on predominant fi-
nancing sources for both psychiatrists
and psychologists update earlier evi-
dence of differences in financing
sources between the two provider
groups (3,6). The psychologists in this
study had a higher proportion of pa-
tient self-payments among their
weekly payment sources than did the
psychiatrists. In addition, the psy-
chologists provided nearly a quarter
of their services to patients who did
not have insurance coverage. This
feature of psychological practice may
be due to the types of treatments that

psychologists provide, such as long-
term dynamic or systemic therapies,
which are reimbursed for only a por-
tion of the duration of treatment.

Although psychiatrists’ treatment
settings—for example, public psychi-
atric hospitals—may be highly related
to financing source and the treatment
offered, the relationship between
treatment, setting, and payment
source appears to be less direct for
psychologists. Future research may be
able to assess whether psychologists’
delivery of outpatient services in inde-
pendent practice dictates the predom-
inant payment sources or whether de-
livery of specific treatments to particu-
lar groups results in psychologists’ re-
liance on particular payment sources
and practice locations.

Finally, this study is the first to
present comparative income data for
both provider groups. Nationally, psy-
chiatrists’ income has been reported
relative to that of other medical spe-

cialty groups, and income for differ-
ent demographic groups has been re-
ported among full-time psychiatrists
from the larger 1998 NSPP sample
(28,29). Income has been routinely
reported among psychologists in full-
time practice across disciplines and
specialties (15,30). In this sample of
California psychiatrists, reported net
average income was similar to that re-
ported in the entire 1998 NSPP sam-
ple of psychiatrists who worked full-
time. The net median income of this
sample ($120,000) was also equivalent
to that of the entire 1998 NSPP (21).

This sample of clinical psycholo-
gists reported a net average income
that was nearly $10,000 less than the
figure most recently reported in the
annual salary survey conducted by the
American Psychological Association.
However, if the comparison is re-
stricted to full-time clinicians, the two
figures are nearly identical. Median
income for the sample ($65,000) was
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Psychiatrists (N=92) Psychologists (N=387)

Variable Mean % SE Mean % SE

Proportion of patients by payment source
Private or commercial insurance∗∗∗ 32.5 3.4 36.6 1.7
Medicare∗∗∗ 9.6 2.3 7.1 .8
Medicaid∗∗∗ 11.1 2.5 2.7 .7
Self-payment∗∗∗ 19.9 2.9 30.8 1.8
Other public source∗∗∗ 15.7 4.0 12.7 1.6
Uncompensated∗∗∗ 3.8 1.1 2.6 .7
Other source 5.7 2.0 6.1 1.0
Don’t know∗∗∗ 1.5 1.1 1.1 .41

Proportion of patients by type of health plan
(N=373 psychologists, 88 psychiatrists)

Managed care
Carve-out∗∗ 12.4 3.1 13.3 1.2
Full-service HMO∗∗∗ 19.6 4.4 14.4 1.4
Public mental health plan na na 4.3 .8
Unspecified plan 2.8 0.9 2.7 .7

Non–managed care
Private insurance∗∗∗ 15.6 2.8 13.6 1.1

Public insurance∗∗∗ 20.5 4.2 11.6 1.4
Other health plan∗∗∗ 0.5 0.4 5.6 1.0
No coverage∗∗∗ 16.2 2.9 23.7 1.8
Don’t know∗∗∗ 12.0 4.4 10.2 1.6

   ∗∗p<.01
∗∗∗ p<.001

Payment sources and health plan profiles of psychiatrists and psychologists, in 
mean percentages of patients



also equivalent to that reported in the
annual salary survey (15). 

What is striking in this study is the
difference in hourly wages and in-
come between psychiatrists and psy-
chologists. The psychiatrists report-
edly earned 60 percent more per
hour and had an 80 percent higher
annual net income than the psycholo-
gists. This income difference exists
despite the fact that psychiatrists’
caseloads include a sizeable percent-
age of persons with psychotic condi-
tions, who presumably are unem-
ployed, have public insurance that re-
imburses services at a lower rate than
private insurance, or have incomes
that may not be sufficient to cover
this type of out-of-pocket expense.

The income differential between
psychiatrists and psychologists is like-
ly multifaceted and is probably due to
such factors as the higher usual and
customary fees of psychiatrists and
the fact that the psychiatrists in this
sample reported more clinical pro-
ductivity, on average, than the psy-
chologists. The results also suggest
that although the two provider groups
meet different clinical needs both for

California’s mental health delivery
system and for the patients in that
system, this division of labor results in
considerable discrepancies in wages
and net income.

Although psychologists treat a high
proportion of self-pay patients and
have a significant presence in mental
health carve-out firms (12), market
and organizational dynamics may be
exerting significant downward pres-
sures on their incomes. Nationwide,
male psychologists and psychologists
with more than ten years of clinical ex-
perience have more frequently re-
ported decreases in annual salary that
they attribute to changes in the health
care system (30). The overall supply of
psychologists in a given market may
also suppress productivity and income.

One recent study developed sever-
al psychologist workforce scenarios
using different ratios of psychologists
to the treated population. The study
estimated that the current supply of
psychologists in many states, includ-
ing California, greatly exceeds the
workforce needs of managed care or-
ganizations (22). Evidence of this
possible oversupply can be also found

in data on the total growth of Califor-
nia licensed psychologists over time.
While 11,000 California psychologists
held a valid license and practiced
their profession in California in 1999,
only 5,340 held a license in 1990. This
expansion in the psychologist work-
force in California represents an 88
percent increase over a ten-year peri-
od (31). Furthermore, a study using
these same data estimated that the
supply of psychologists per 100,000
persons in the respondents’ practice
market had a larger negative effect on
reported net income in dollar terms
than did the psychologists’ rate of
participation in managed care (32).

Additional evidence may indicate
how competitive pressures adversely
affect psychologists’ income. The per-
centage of patients who had discount-
ed fees and the reported average dis-
count per patient were greater for
psychologists than for psychiatrists. It
is possible that the observed wage
and income differences are due to
psychiatrists’ professional dominance
and status (33), clinical specialization,
labor market supply dynamics, and
diversification of treatment settings.

Some limitations of this study
should be noted. First, the sample of
psychiatrists was small, so the prac-
tice patterns we observed may not
fully represent important characteris-
tics of current psychiatric practice.
The observed differences might not
be generated—or might even be
greater—in a larger sample of psychi-
atrists. The large proportion of male
psychiatrists in our sample and the re-
ported level of weekly time spent in
solo practice may have produced dif-
ferent practice patterns than those
that would be found in a sample with
more female psychiatrists or more
psychiatrists who spend less time in
solo practice (34,35). Second, our
data are cross-sectional and may not
reflect important longitudinal trends.
Third, the study was an exploratory,
hypothesis-testing study subject to
type I errors as a result of multiple
statistical tests. Finally, particular epi-
demiological and demographic char-
acteristics of the California popula-
tion and characteristics of the health
system in California may have affect-
ed these two provider groups in ways
that are not evident elsewhere.
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ologists

Variable Mean % SE Mean % SE

Net income (mean)∗∗∗ $130,350a $6,417 $72,308b $2,524
Hourly wage (mean)∗∗∗ $62.64 $2.40 $39.44 $1.07
Proportion of income by source
(N=90 psychiatrists, 359 psychologists)

Salary∗∗∗ 39.6 4.3 23.9 2.2
Undiscounted fee for service∗∗∗ 26.9 4.6 22.9 1.8
Discounted fee for service∗∗∗ 20.5 3.0 26.3 1.9
Capitation fee or case rate∗ 1.7 0.9 11.4 1.1
Other∗∗∗ 7.0 1.9 2.3 .8
Don’t know∗∗∗ 3.4 1.7 13 1.9

Discount profile 
(N=72 psychiatrists, 347 psychologists)

Mean percentage of patients offered
a discount per week∗∗∗ 27 5.6 40.4 2.1

Mean percentage 21.8 2.5 26.1 1.2
discount offered∗∗∗

Psychiatrists (N=72) Psychologists (N=331)

Income, income sources, and discount profiles among psychiatrists and psych-

a Median income, $120,000
b Median income, $65,000

∗∗ p<.05
∗∗∗ p<.001



Conclusions
The results suggest that psychiatrists
typically practice in a manner that re-
sults in diversity of treatment settings,
case mixes, payment sources, and
types of health plans. This diversity in
psychiatric practice is not evident
when studies use only data from par-
ticular payment sources or health
plans. In contrast, the practice of psy-
chology appears to be more narrow in
setting and payment arrangements,
which may adversely influence psy-
chologists’ productivity, income, and
fee arrangements. Despite claims
that changes in the health care indus-
try are adversely affecting psychiatric
practice, it appears from this study
that the income of psychiatrists in
California, a state with a large HMO
penetration rate, is not significantly
different from the income of psychia-
trists in other states.

The lack of expansion in the psychi-
atrist workforce over the past two
decades and the impact of that trend
on the service role and status of the
profession have been a subject of in-
quiry among health services re-
searchers (9,34). The results of this
study suggest that, perhaps as a result
of this trend, psychiatric services re-
main in high demand. Psychologists,
in contrast, may now be experiencing
competitive pressures on their income
and productivity as a result of the dra-
matic expansion of the psychologist la-
bor force over the past two decades.
This study has shown that long-stand-
ing differences between the clinical
practices of these two provider groups
remain despite the growth of man-
aged care delivery systems. �
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