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ABSTRACT
Objective: Primary care physicians are increasingly 
providing psychiatric care in the United States. 
Unfortunately, there is limited learning opportunity 
or exposure to psychiatry during their residency 
training. This survey was conducted to assess 
primary care resident interaction with mental 
health professionals and their satisfaction, 
knowledge, preference, and comfort with the 
delivery of mental health care in primary health 
care settings.

Method: On the basis of available published 
literature, a 20-question survey was formulated. 
Following receipt of the institutional review board’s 
approval, these questions were sent via e-mail 
in February 2012 to internal and family medicine 
residents (N = 108) at 2 teaching hospitals in 
southwest Virginia. Analysis of the electronically 
captured data resulted in a response rate of 32%. 
Descriptive analysis was used to examine the 
results.

Results: The responses were equally divided among 
male and female residents and  family medicine 
and internal medicine residents. There were several 
interesting findings from the survey. No correlations 
were noted between the gender of residents, 
type or location of the medical school, or having 
had a psychiatric rotation during residency and 
the reported comfort level treating patients with 
psychiatric illness or the desire to see psychiatric 
patients in the future. A positive correlation was 
found between the residents’ training level and 
their belief about the percentage of mental health 
providers who have mental health problems.

Conclusions: The current training model to 
acclimate primary care residents to the field of 
mental health appears to have major limitations. 
Results of this pilot survey can serve as a guide to 
conduct prospective, multicenter studies to identify 
and improve psychiatric training for primary care 
residency programs.
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The National Prescription Audit Plus in 20011 reported that the total 
number of psychotropic medication prescriptions issued by primary 

care physicians increased by 48% compared to 1996. Moreover, they 
prescribed approximately 80% of all anxiolytic prescriptions, 65% of all 
antidepressant prescriptions, and 20% of all antipsychotic prescriptions 
written in the United States. Despite the provision by primary care 
physicians of this volume of care to psychiatric patients, most residency 
training programs for primary care physicians provide little or no formal 
instruction in psychiatry. While family medicine requires mental and 
behavioral health training for its residents (minimal of 4-week rotation), 
internal medicine does not.2 As a result, a study showed that roughly 50% 
of all psychiatric cases presenting in primary care go unrecognized.3

METHOD
Design

On the basis of evidence-based practice, a 20-question survey was 
formulated. The survey’s questions were designed to gather anonymous 
information about primary care residents’ demographics, training, comfort 
level seeing patients with mental illness, basic psychiatric knowledge, and 
attitudes toward mental health professionals. Following receipt of the 
institutional review board’s approval, these questions were transformed 
into an electronic form, and an electronic link was sent via e-mail in 
February 2012. Descriptive analysis was used to study the results. The 
survey questions are provided in Table 1.

Participating Sites
The survey was conducted at 2 teaching hospitals in southwest Virginia: 

Carilion Clinic—Virginia Tech Carilion School of Medicine Residency 
Programs, Roanoke (the family medicine program is allopathic and 
osteopathic; however, the internal medicine program is allopathic only) 
and Lewis Gale Medical Center Residency Programs, Salem (the family 
medicine and internal medicine programs are osteopathic).

Participants
The study included 2 family medicine residency programs (n = 45) and 

2 internal medicine residency programs (n = 63.) The 2 family medicine 
residency programs and 1 internal medicine residency program (n = 16) 
incorporate a 4-week rotation in psychiatry; however, 1 internal medicine 
residency program (n = 47) does not provide any formal training in 
psychiatry.

RESULTS
The overall response rate was 32%, with 34 residents completing the 

survey. These responses were equally divided among male and female 
residents and  between family medicine and internal medicine residents. 
Respondents were 60% osteopathic compared to 40% allopathic.

No correlations were noted between the gender of residents, type or 
location of the medical school, or having had a psychiatric rotation during 
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residency and the reported comfort level treating patients 
with psychiatric illness or the desire to see psychiatric patients 
in the future. Half of the respondents (50%) reported feeling 
comfortable treating patients with psychiatric illness only 
25% of the time, although 70% reported that 50% of their 
current patients have some type of psychiatric condition.

The internal medicine residents who had a 1-month 
rotation in psychiatry reported a minor increase in comfort 
level treating psychiatric patients compared to internal 
medicine residents who did not have a psychiatric rotation, 
but they did not report an increase in the desire to see 
psychiatric patients in their future practice. The correlation 
between the residents’ training level and comfort level 
seeing psychiatric patients is presented in Figure 1. There 
was no correlation between resident training level and 
preference to see psychiatric patients in future practice. 
When respondents were asked for their preference to see 
mental health patients in their future practice, 60% reported 
the preference to see fewer, 30% reported the preference 
to see no mental health patients, and 10% reported no 
preference. 

Cl
in

ic
al

 P
oi

nt
s

The current training model to acclimate primary care ■■
residents to the field of mental health appears to have major 
limitations.

Better integration and collaboration between primary care ■■
residency programs and psychiatric services are needed to 
improve the outcome.

Table 1. Pilot Survey of Primary Care Residents’ Perspective of Mental Health
Age, y

< 30
30–40
41–50
> 50

Sex
Male
Female

Medical school
United States medical graduate
Caribbean foreign medical graduate
Other foreign medical graduate

What was your medical school training?
Osteopathic medical school (DO)
Allopathic medical school (MD)

No. of psychiatric rotations during medical school?
1
2
3
4

Current postgraduate year?
1
2
3
4

What is your current specialty for residency?
Family practice
Internal medicine

No. of psychiatric rotations during residency?
0
1
2

What percentage of patients you see in your training has some type of 
psychiatric condition?

25%
50%
75%
100%

What percentage of the time do you feel comfortable treating psychiatric 
patients?

25%
50%
75%
100%

How many psychiatric patients would you prefer to see in your future 
practice?

No psychiatric patients
Fewer psychiatric patients
More psychiatric patients
No preference

Which of the following mental health issues do you find the most difficult 
and/or challenging? 

Addressing mood symptoms
Addressing trauma history
Addressing substance abuse including prescription drug abuse
Addressing suicidal and/or homicidal thoughts

What percentage of patients do you screen for illicit substances and 
prescription drug abuse?

25%
50%
75%
100%

Do you feel comfortable asking about abuse of prescription drugs?
Yes
No
Sometimes

Which of the following patients is at high risk to become violent?
Patients with prior history of violence
Patients with substance abuse issues
Patients with schizophrenia
Patients with suicidal ideations

What should you do next if one of your patients with history of major 
depressive episodes feels better about a month after starting an 
antidepressant?

Stop the medication
Taper the medication
Continue the medication at current dosage for his/her whole life
Continue current dose for at least 1 year then reassess

What is your first choice of medication for anxiety?
Buspirone (Buspar)
Alprazolam (Xanax)
Diazepam (Valium)
Olanzapine (Zyprexa)

What is your first choice of medication for sleep in a healthy young adult?
Zolpidem (Ambien)
Quetiapine (Seroquel)
Trazodone (Desryl)
Mirtazapine (Remeron)

What are the most commonly abused prescription drugs in the primary 
care patient population?

Benzodiazepines
Opiates
Selective serotonin reuptake inhibitors
Antipsychotics

What percentage of mental health care professionals (providers) has 
mental health problems?

25%
50%
75%
> 75%
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Overall, 67% of the respondents demonstrated adequate 
basic knowledge to manage common psychiatric problems, 
and 90% of respondents reported feeling comfortable 
discussing prescription drug abuse with their patients. 
However, some gender differences were noted in specific 
mental health assessment skills. Among female residents, 59% 
accurately predicted patients at risk of violence compared 
to only 35% of male residents. On the other hand, 47% of 
female residents found it difficult or challenging to address 
suicidal or homicidal thoughts with patients compared to 
24% of male residents.

A positive correlation was found between the residents’ 
training level and their belief about the percentage of mental 
health providers who have mental health problems. Only 60% 
of postgraduate year 1 and 70% of year 2 residents reported 
a belief that 25% and 50% of mental health providers, 
respectively, may have mental health problems, but 80% of 
year 3 residents reported having a suspicion that more than 
75% of mental health providers were likely to have mental 
health problems (Figure 2).

DISCUSSION
To the best of our knowledge, this is the first pilot survey 

focusing on the effects of psychiatric training on issues 
beyond the knowledge base of primary care residents, 
including their attitudes toward psychiatric patients and 
providers. Despite the study limitations, the survey results 
identify interesting observations.

The female primary care residents demonstrated better 
skills to assess violence risk factors compared to their male 
counterparts. This difference may be attributed to their 
vigilance in navigating the environment and their awareness 
of any potential physical threats while encountering a patient. 
A study of physician gender differences in general and 
cancer-specific prevention attitudes and practices showed 
that female gender predicted more discussion of violence 
prevention compared to male gender.4 On the other hand, 
our study demonstrates that female primary care residents 
struggle significantly more with addressing suicidal or 
homicidal thoughts with patients compared to male primary 
care residents (47% vs 24%, respectively). This finding is 

consistent with an online survey of 195 practicing primary 
care physicians in which female physicians reported lower 
self-perceived competency in the assessment and treatment 
of suicidality.5

Our study showed that primary care residents have 
extensive exposure to mental illness in the patients they 
see. They also demonstrated having adequate knowledge 
to manage common psychiatric symptoms. However, they 
report low comfort levels in seeing patients with mental 
illness in spite of frequently encountering mental illness 
in their patients. These results are consistent with those 
of multiple previous studies. Lack of adequate formal 
psychiatric training has been reported to be the main reason 
for this occurrence. It has been documented that primary 
care residents perceive that they are not receiving sufficient 
training in psychiatry.6–8 Furthermore, two-thirds of primary 
care residency training directors believe that their residents 
are not receiving sufficient training in psychiatry.7 In a 
national survey focusing on psychiatric training in primary 
care residency programs, 63% of respondents indicated 
that there is a need for more psychiatric exposure during 
training.8 The medical field’s reluctance to improve and/
or increase psychiatric training in primary care resident 
programs is multifactorial and beyond the purpose of this 
study. It is encouraging that our study suggests that there is a 
mild increase in the level of reported comfort seeing patients 
with mental illness in the internal medicine residents who 
had 1 month of psychiatric rotation.

The stigma of and discrimination against mental illness 
has been acknowledged universally across cultures and 
settings including the workplace, general medical doctor’s 
offices, and psychiatric hospitals.9,10 This study confirms 
these findings, noting that a majority of primary care 
physician trainees have little interest in treating mental 
illness in their future practices. Perhaps more interesting 
was the finding that primary care residents perceive that 
most mental health providers suffer from mental health 
problems. To our knowledge, no previous evidence has been 

Figure 1. Correlation Between Primary Care Residents’ 
Training Level and Comfort Level Seeing Psychiatric Patients
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Figure 2. Correlation Between Primary Care Residents’ 
Training Level and Attitude Toward Mental Health Care 
Professionals

Abbreviation: PGY = postgraduate year.
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found to address this problematic attitude of primary care 
physicians toward their colleagues who provide treatment 
for patients with mental illness. It is concerning that our 
study showed an increase in this perception among primary 
care residents with increasing level of training. This finding 
could be explained by multiple factors that should be further 
investigated. Increasing exposure of trainees to psychiatric 
treatment during primary care residency training should 
lead to strengthened communication between primary care 
physicians and mental health providers, while improving 
the care provided for patients with mental illness.11,12

CONCLUSION
The current training model to acclimate primary care 

residents to the field of mental health appears to have 
major limitations, especially when we look at their reported 
comfort in treating patients with psychiatric illness and 
their attitude toward mental health patients as well as 
professionals specialized in mental health. Results of this 
pilot survey can serve as a guide to conduct prospective, 
multicenter studies to identify and improve psychiatric 
training for primary care residency programs. Improved 
training will not only help meet the need in mental health 
shortage areas but will also provide care coordination 
between primary care physicians and mental health 
professionals, while treating one of the most vulnerable 
patient populations.

Drug names: alprazolam (Xanax, Niravam, and others), diazepam 
(Diastat, Valium, and others), mirtazapine (Remeron and others), 
olanzapine (Zyprexa and others), quetiapine (Seroquel and others), 
zolpidem (Ambien, Edluar, and others). 
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