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ABSTRACT
Context: Patients with mental health needs are often treated by primary 
care providers (PCPs). Little is known about current PCP attitudes and 
comfort level with mental health disorders and treatments despite their 
role in managing these illnesses.

Objective: To quantify PCP comfort with the management of psychiatric 
disorders and treatments.

Methods: PCPs in 2 community clinics were given a survey of 
psychiatric disorders, treatments, and perceived benefit of assistance 
from a mental health professional (data were collected during provider 
meetings in May 2017 and February 2021). Questions were ranked 
using a Likert scale from 1 to 5 with 1 being “least comfortable,” 3 
being “neutral,” and 5 being “very comfortable.” Survey responses 
about medications and disorders were averaged (ie, mean values were 
calculated) to approximate PCP comfort with providing psychiatric care 
with and without support.

Results: A total of 71 surveys were sent, and 54 were completed. 
Overall, respondents indicated comfort greater than neutral in 4 of 
the 14 disorder-related questions (ie, for anxiety disorders, unipolar 
depression, attention-deficit/hyperactivity disorder [ADHD], and sleep 
disorders) and 7 of the 19 treatment-related questions (ie, for selective 
serotonin reuptake inhibitors [SSRIs]/serotonin-norepinephrine 
reuptake inhibitors [SNRIs], second-generation antipsychotics, other 
sleep medications, other antidepressants, stimulants, non-stimulant 
treatments for ADHD, and tricyclics). SSRIs/SNRIs were the only item 
with average comfort greater than 4. Mean overall PCP comfort was 
2.73 without support. PCP comfort increased significantly with support 
from a therapist (3.24) or a psychiatrist (4.11) (P < .001), with backup 
from a psychiatrist providing significantly more comfort than a therapist 
(P < .001).

Discussion: These data show ongoing low comfort levels of PCPs 
in treating psychiatric conditions, suggesting a need for ongoing 
educational and collaborative approaches to address this critical unmet 
need.
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More than half of people with a mental health 
disorder are untreated.1,2 Access to behavioral 

health care remains a public health concern as the 
psychiatric workforce is underpowered to meet the 
demand.3,4 The patients who do receive care are 
predominantly treated by primary care providers 
(PCPs).5,6 Over 50% of all mental health care is delivered 
by a PCP, and 70% of all PCP visits have mental health 
drivers.7 Primary care has become the de facto mental 
health care system for many patients.2

Despite this, many PCPs feel ill-prepared to care 
for the mental health problems of their patients. 
According to data from the Association of American 
Medical Colleges,8 the average number of weeks spent 
in psychiatric clerkships represents less than 5 percent 
of total training time in medical school despite the 
high prevalence of mental illness in primary care 
settings. Mental health curricula for PCP residencies 
are evolving to try to meet the need for behavioral 
health care training.9 A national survey10 of senior 
internal medicine (IM, n = 279) and family medicine 
(FM, n = 326) residents found that FM residents were 
more likely to self-report feeling “very prepared” 
to treat outpatients with depression than their IM 
colleagues (74% vs 36%, P = .06). A more recent study11 
showed that patients with anxiety, depression, or both 
disorders were more likely to receive treatment with an 
antidepressant from an FM doctor than an IM doctor 
and those with anxiety alone were less likely to receive a 
benzodiazepine from an FM doctor. Training directors 
from IM (71%), pediatrics (85%), and obstetrics and 
gynecology (Ob/Gyn, 92%) programs were more likely 
than training directors in FM (41%) to report that 
psychiatry training in their programs was inadequate.12 
The American Council for Graduate Medical Education 
(ACGME) Common Program Requirements outlines 
behavioral health outcome competencies for primary 
care residencies. According to section IV.B.1.c, 
“Residents must demonstrate knowledge of established 
and evolving biomedical, clinical, epidemiologic 
and social-behavioral sciences, as well as the 
application of this knowledge to patient care.”13(p19) 
Yet, the implementation of this requirement varies 
significantly. For example, the American Academy of 
Family Physicians (AAFP) sets clear expectations in its 
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“Recommended Curriculum Guidelines for Family Medicine 
Residents: Human Behavior and Mental Health.”14 In these 
guidelines, specific competencies, attitudes, knowledge, 
and skills are specified, including the ability to perform a 
mental status examination; use of mental health screening 
tools, pharmacologic treatments, basic counseling skills in 
motivational interviewing, and cognitive-behavioral therapy 
(CBT); addressing drug and alcohol dependency; and 
referral for treatment when needed. In contrast, specialty-
specific ACGME requirements for IM residencies require 
only “opportunities for experience in psychiatry,” along with 
other subspecialties.15 It is unclear how existing primary care 
training translates to providers’ level of comfort in practice, 
but it is known that providers recognize the need for more 
education and experience in treating those with mental 
health conditions.16

“Comfort” is a concept we selected to embody the key 
elements of competency as well as the willingness to care for 
psychiatric patients. It includes possessing the knowledge, 
skills, and attitude to care for those with mental illnesses, as 
well as a psychological sense of “ease” in doing so. Previous 
studies have assessed PCPs in various distinct ways by asking 
about desired training priorities,17 factors that complicate 
treatment of patients with medical and mental illness,18 and 
factors that contribute to psychiatric referral by primary 
care providers.19 To our knowledge, our study is the first 
to systematically assess PCP “comfort” with provision of 
psychiatric care. We hypothesized that despite current 
training requirements, many PCPs would have low comfort 
levels in managing psychiatric patients. The goal of this 
project was to objectively quantify the comfort of PCPs with 
the management of specific classes of psychiatric disorders 
and treatments. The resulting data provide a recent update to 
previous studies, fill an important gap in the literature, and 
could renew attention to the need to support PCPs in their 
care of patients with mental illnesses.

METHODS

This project was a retrospective analysis of data from a 
35-item anonymous survey (see Supplementary Appendix 1) 
collected from PCPs practicing in FM, pediatrics, IM, and 
Ob/Gyn at Cherry Health in Grand Rapids, Michigan, and 

Union Community Care in Lancaster, Pennsylvania. Cherry 
Health’s data were collected during a provider meeting in 
May 2017, and the Union Community Care data were 
collected at a meeting in February 2021. Cherry Health is 
the largest federally qualified health center in Michigan with 
20 locations in 7 rural and urban counties, treating more 
than 70,000 patients annually. Union Community Care is 
a patient-centered medical health home with primary care, 
dental care, behavioral health, and social services with 5 
locations in Lancaster, Pennsylvania, serving more than 
20,000 patients annually. The survey asked participants to 
rank their comfort with managing psychiatric disorders as 
organized in the American Psychiatric Association’s Fifth 
Edition of the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-5)20 and within different classes and 
categories of available treatments. Each survey item was 
ranked on a Likert scale from 1 to 5, with 1 being “least 
comfortable,” 3 indicating “neutral,” and 5 being “very 
comfortable.” Compiled survey results were averaged; all 
results reported as averages are mean values. The overall 
PCP comfort was calculated by averaging scores for all 33 of 
the diagnosis and treatment items in the survey. PCPs were 
then asked to rank their overall comfort if the patient had a 
therapist or if there was psychiatric backup. Paired-sample 
t tests were used to compare comfort without support to 
comfort with a therapist involved or with psychiatric backup. 
Data were analyzed using SPSS version 25 (IBM; July 2017), 
and the study was deemed exempt by the Michigan State 
University Institutional Review Board.

RESULTS

A total of 71 surveys were administered, and 54 completed 
surveys were collected and analyzed from both sites (31 at 
Cherry Health and 23 at Union Community Care) for an 
overall survey response rate of 76%. At Cherry Health, the 
survey was sent to physicians (8 in IM, 8 in FM, and 9 in 
pediatrics), physician’s assistants (PAs; 3 in IM, 7 in FM, 1 
in women’s health, and 1 in psychiatry), nurse practitioners 
(NPs; 2 in IM, 2 in FM, and 1 in pediatrics), and 1 nurse 
midwife practicing in women’s health. PCPs responding to the 
survey at Cherry Health included 9 practicing in pediatrics, 8 
in FM, 7 in IM, and 2 in women’s health (5 did not list their 
specialty). Union Community Care’s respondents included 
9 physicians (8 in FM and 1 in pediatrics), 5 NPs (4 in FM 
and 1 in Ob/Gyn), and 3 PAs practicing in FM. Six at Union 
Community Care did not list their specialty. A total of 82% 

Clinical Points
 ■ Mental health care needs often go untreated, and the 

existing workforce of expert mental health professionals is 
underpowered to meet the demand.

 ■ Primary care providers provide the majority of psychiatric 
care, but many lack the training and support to feel 
comfortable managing these conditions.

 ■ A multipronged approach including enhanced training, 
collaborative care models, integrated practices, patient 
registries, stepped care, expanded access to telehealth, and 
technology-delivered therapies may be needed to support 
the treatment of mental health conditions in primary care.

Table 1. Demographic Data for Survey Participantsa

Clinic

No. of 
Surveys 

Sent
No. of 

Responses

Survey 
Response 

Rate, %
Female, 

n (%)

Years of 
Service, 

Average (SD)
Cherry Health 43 31 72 32 (74) 14.02 (10.89)
Union  

Community 
Care

28 23 82 26 (93) 10.64 (9.95)

Total 71 54 76 58 (82) 12.48 (10.61)
aData are shown by site and combined. Sex distribution and years of service 

provided for those receiving the survey.
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Figure 1. Comfort of All Providers (N = 54) With Psychiatric Disordersa

aData show the mean response for all surveyed primary care providers for each variable, with survey items arranged from highest to lowest mean 
comfort. 

Abbreviations: ADD = attention-deficit disorder, ADHD = attention-deficit/hyperactivity disorder, OCD = obsessive-compulsive disorder, 
PTSD = posttraumatic stress disorder.

1 2 3 4 5

NeutralLeast Comfortable  Very Comfortable  

Conversion disorders

Eating disorder

Schizophrenia spectrum disorders

Autistic spectrum disorders

Dementias/neurocognitive disorders
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Addictive disorders

Adult ADD

Bipolar I, II disorder

PTSD

Sleep disorders

ADHD

Unipolar depression

Anxiety disorders

of providers who received the survey were female, and PCPs 
averaged 12.48 years post-training at the time of the survey 
(Table 1).

Overall, the surveyed PCPs expressed limited comfort 
caring for patients with psychiatric disorders, as no diagnoses 
had mean comfort greater than 4. Comfort treating conversion 
disorders had a mean score less than 2. Mean scores for 
posttraumatic stress disorder, bipolar I/II disorders, adult 
attention-deficit disorder, addictive disorders, obsessive-
compulsive disorder, dementia/neurocognitive disorders, 
autistic spectrum disorders, schizophrenia spectrum 
disorders, and eating disorders were between 2 and 3. Mean 
scores for anxiety disorders, unipolar depression, attention-
deficit/hyperactivity disorder (ADHD), and sleep disorders 
were between 3 and 4 (Figure 1).

Mean responses from surveyed PCPs for managing first-
generation antipsychotics, clozapine, long-acting injectable 
antipsychotics, monoamine oxidase inhibitors (MAOIs), 
and electroconvulsive therapy (ECT) were less than 2. 
Divalproex (Depakote), benzodiazepines, “other mood 
stabilizers,” dementia medications, addiction medications, 
carbamazepine (Tegretol), and lithium had mean ratings 
between 2 and 3. “Other sleep medications,” “other 
antidepressants,” stimulants, non-stimulants for ADHD, 
tricyclics, and second-generation antipsychotics had mean 
ranks between 3 and 4. Only selective serotonin reuptake 
inhibitors (SSRIs)/serotonin-norepinephrine reuptake 
inhibitors (SNRIs) were ranked above 4 (Figure 2).

Respondents indicated increased mean comfort with 
the addition of a therapist (3.24), with further increased 
comfort when supported by a psychiatrist (4.11) as compared 
to management without support (2.73). Comfort was 

significantly greater with the addition of a therapist and with 
psychiatric backup (P < .001), and comfort was significantly 
greater with psychiatric backup compared to the addition of 
a therapist (P < .001) (Figure 3).

DISCUSSION

While there remains a tremendous unmet need for mental 
health care in the United States with PCPs often filling the 
gap,5,6 our data indicate that the PCPs we surveyed had 
low levels of reported comfort treating these disorders. 
Furthermore, approximately 60% of adults with any mental 
illness go without care and 30% with depression receive 
no care at all.21 With this tremendous unmet need, the 
indirect costs of untreated mental disorders1 and shortage of 
specialty mental health providers make it critical that PCPs 
be empowered to meet their patients’ mental health needs. 
Aside from SSRI/SNRIs, mean rankings did not exceed 4 
for any of the disorder or treatment items surveyed, which 
suggests low overall PCP comfort in providing psychiatric 
care. Comfort with SSRI/SNRIs was the highest among 
the surveyed treatments, which aligns with their overall 
frequency of prescription.6 Patients with certain disorders 
(eg, eating disorders, schizophrenia spectrum disorders, 
conversion disorders) or needing specialized treatments (eg, 
MAOI, clozapine, ECT) with the lowest reported comfort 
levels may best be referred to specialty care.

It has been shown that the diagnoses made by PCPs 
show high concordance with those of psychiatrists, and 
PCP confidence is bolstered by participating in joint 
consultation.22 The need to train PCPs in mental health has 
been recognized by the ACGME, and models for enhancing 
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Figure 3. Changes in Provider Comfort With the Support of a Mental Health Professionala

aData show the mean responses for all surveyed providers (n = 54) for each variable. The first bar represents 
provider comfort without the assistance of a mental health professional (2.73). Comfort increased significantly if 
the patient had a therapist (3.24; P < .001) or if there was psychiatric backup (4.11; P < .001). Mean comfort with 
psychiatric backup was significantly higher than with a therapist present (P < .001).
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Figure 2. Comfort of All Providers (N = 54) With Psychiatric Medicationsa

aData show the mean response for all surveyed primary care providers for each variable, with survey items arranged from highest to lowest mean comfort. 
Abbreviations: ADHD = attention-deficit/hyperactivity disorder, ECT = electroconvulsive therapy, MAOI = monoamine oxidase inhibitor, SNRI = serotonin-

norepinephrine reuptake inhibitor, SSRI = selective serotonin reuptake inhibitor.
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mental health training have been developed and proposed. 
For example, Cole et al23 published a model curriculum for 
behavioral health training in primary care, and Matorin 
and Ruiz24 have outlined an ambulatory care training 
model for family practice residents. Additionally, Smith and 
colleagues25 developed a model curriculum for IM residents 
based on a theoretical framework with a strong evidence base 
that includes both didactic and clinic experiences across the 
3 years of training. In a review of the literature from 1950 to 
2000,26 it was recommended that primary care trainees be 
involved in longitudinal training that includes a high degree 
of active participation, use of simulation and role-playing, 
and case-based learning with evaluations that occur in the 
actual site of practice. Our data highlight possible directions 
for education, although larger studies will be necessary to 
inform policy decisions.

Because of the shortage of psychiatrists,4 models for 
mental health providers to directly support PCPs including 
telepsychiatry, telehealth consultations, integrated care, and 
stepped care approaches are being studied and implemented 
to extend the reach of existing psychiatrists.5,27 For example, 
the COVID-19 pandemic has led to a rapid expansion in 
telehealth services,28 and as a result this expansion could 
provide expert care to people in places that previously did not 
have such access. Even so, telehealth services are still limited 
by the number of available mental health experts, and access 
to telehealth may become restricted by third-party payers 
post-pandemic.

Another promising approach is to optimize screening 
strategies to identify psychiatric need in PCP practices 
and then to implement patient care registries to facilitate 
identification of cases requiring comanagement using 
established collaborative care models.29 These collaborative 
care models could be supported and augmented by technology 
to bring cost-effective, evidenced-based care to those in 
need.30–32 It was observed in this survey that physician 
comfort would increase with the addition of support from 
a mental health specialist, especially with support from 
a psychiatrist. Clinical support has been cited as a factor 
in retention of PCPs, which could be given in the form of 
education or behavioral health integration/consultation.33 
PCPs are on the front line in terms of providing psychiatric 
care, and this will likely continue to be the case as projected 
shortages for psychiatrists are expected to continue through 
2050.34 In the context of this and the projected burdens of 

the COVID-19 pandemic on the mental health system,35 
renewed attention to PCPs providing psychiatric care is 
essential.

Limits and Further Work
This study has several limitations. First, to improve 

the survey in the future, it may be useful to expand the 
questions that included groupings of individual treatments 
and disorders (eg, the category “MAOIs” could include 
“phenelzine, tranylcypromine, etc” as examples), as providers 
may have different knowledge of treatments within those 
groups. The addition of “somatic symptom disorders” to the 
survey may be helpful in future iterations of the survey, as 
these are commonly seen psychiatric conditions in primary 
care, although PCP comfort treating “conversion disorders,” 
a type of somatic disorder, was rated low on the scale (ie, 
< 2). Second, it would be helpful to inquire in more detail 
about the quantity and nature of mental health training 
PCPs received in medical school and postgraduate training. 
Third, when comfort levels were scored either low or high, 
follow-up questions about why PCPs responded the way 
they did would also be helpful. Fourth, the relatively small 
sample size limited specialty-specific analysis; however, 
generalizability is enhanced by utilizing results from more 
than one center. Last, it may have been useful to include 
disorders seen more frequently in pediatric populations, 
such as conduct disorder, oppositional defiant disorder, 
enuresis, encopresis, and others, to better understand the 
concerns faced by pediatricians.

CONCLUSIONS

This study represents a renewed effort to quantify PCPs’ 
“comfort” with the psychiatric care they provide. Our results 
begin to identify gaps in PCP comfort that may be targeted 
for collaborative care or educational initiatives. Further work 
to expand the sample size and better understand the needs 
of PCPs from different specialties and across a broader range 
of geographic and practice settings is warranted; however, 
enhanced behavioral health training in all PCP specialties 
is one strategy that could help address the current levels of 
discomfort. Varied approaches will be needed to help spread 
the limited available psychiatric expertise to more patients 
while continuing to expand, educate, and equip a larger 
mental health workforce to meet the growing need.
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