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Objective: The authors examine trends in the composition and duration of visits to psy-
chiatrists in office-based psychiatric practice. Method: An analysis was performed of phy-
sician-reported data from the 1985 and 1995 National Ambulatory Medical Care Surveys
focusing on visits to physicians specializing in psychiatry. Secular changes in visit charac-
teristics were assessed, and mean visit durations were determined for selected sociode-
mographic and clinical groups. Results: In the decade between 1985 and 1995, visits in of-
fice-based psychiatry became shorter, less often included psychotherapy, and more often
included a medication prescription. The proportion of visits that were 10 minutes or less in
length increased. A shortening in visit duration was most evident for younger patients, pri-
vately insured patients, and patients who were not prescribed a psychotropic medication.
In the 1995 survey, 6.8% of the psychiatric visits included patient contact with another
health care professional. Conclusions: Changing financial arrangements and new phar-
macologic treatments may have contributed to these changes in practice style. 

(Am J Psychiatry 1999; 156:451–457)

The growth of managed care is widely believed to
have changed the manner in which mental health ser-
vices are provided (1). Administrative and fiscal mech-
anisms, such as reduced or discounted physician fees,
utilization management protocols, and case manage-
ment, are thought to have altered the clinical functions
of psychiatrists. Some psychiatrists express concern
that supply-side financial pressures and administrative
policies have narrowed their clinical roles and threat-
ened or eroded the quality of care. In particular, there
is concern that psychotherapy has been passed over to
less highly paid health care professionals and that psy-
chiatrists are increasingly restricted to managing phar-
macologic treatments during brief visits (2, 3). Finan-
cial pressures have been blamed for leading some
psychiatrists to adopt a style of practice characterized
by high patient volume, rapid patient turnover, short
medication management visits, and little psychother-
apy (4). For the most part, however, these characteriza-
tions of psychiatric practice have been developed from
anecdotes and general impressions rather than system-
atic analysis of nationally representative data.

In the present article, we draw on a nationally repre-
sentative sample of visits to office-based practices to

examine recent changes in the delivery of services. We
examine changes in the mix of patients treated and the
treatments provided. We focus in greatest detail on the
period of time psychiatrists report spending with indi-
vidual patients.

The practice of psychiatry is inherently time-inten-
sive. The disorders that psychiatrists treat generally be-
come evident only through a time-consuming process
of questioning, listening, and interacting with patients.
Psychotherapy, which has historically been the founda-
tion of psychiatric practice, is almost by definition a
time-intensive process. Previous research suggests that
a time-intensive style of treatment is one of the basic
characteristics that distinguishes the mental health care
provided by psychiatrists from that provided by other
medical specialists (5, 6).

The amount of time a psychiatrist actually spends
with a patient is highly variable. Demographic, diag-
nostic, financial, and practice variables are all thought
to influence the duration of psychiatric visits. Previous
research suggests that shorter visits, for example, tend
to be provided to older patients, publicly financed pa-
tients, and patients with psychotic disorders (7).

In the present article, we compare the clinical char-
acteristics and visit durations of a sample of office-
based psychiatric visits from 1985 and 1995. Before
conducting these analyses, we hypothesized that there
has been an overall decline in the duration of psychiat-
ric visits, a parallel decline in the use of psychotherapy,
and an increase in the prescription of psychotropic
medications. We further hypothesized that this change
would have its greatest effect on patients who have his-
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TRENDS IN PRACTICE
torically had comparatively long patient visits, such as
those who have nonpsychotic disorders and those who
are treated without psychotropic medications.

METHOD

Source of Data

The source of data for this article is the National Ambulatory
Medical Care Survey (8). The National Ambulatory Medical Care
Survey, which is conducted annually by the National Center for
Health Statistics, samples a nationally representative group of visits
to physicians in office-based practice. Attending physicians or their
office staff complete a one-page data form for each visit during a
specified 1-week period. The present article is based on results from
the 1985 and 1995 National Ambulatory Medical Care Surveys.

The two surveys used similar instruments to collect data on office-
based visits. They used identical items to collect information on pa-
tient age, sex, race, visit status, diagnosis, medication therapy, psycho-
therapy, and visit duration. The item concerning expected source of
payment was modified, as described below, and a new item concern-
ing treatment by other professionals was added to the 1995 survey.
There was no change in the sampling plan or survey methodology.

Survey Design

The surveys were conducted by means of a three-stage sampling
design. First, a probability sample of 112 primary sampling units (a
county, a group of adjacent counties, or a standard metropolitan sta-
tistical area) was drawn, then a probability sample was drawn of
practicing physicians within these primary sampling units, and fi-
nally, a systematic random sample was drawn of the visits to these
physicians. Physicians expecting more than 10 visits per day re-
corded visits on the basis of a predetermined sampling interval.
Some patient duplication may occur with this survey design.

Sample of Psychiatrists

The present analysis is confined to visits to psychiatrists in office-
based practices. Psychiatrists include physicians specializing in gen-
eral psychiatry or a psychiatric subspecialty such as child psychiatry
or psychoanalysis. The surveys do not include psychiatrists practic-
ing in federal facilities, hospital-based clinics, emergency depart-
ments, or other hospital settings. The 1985 National Ambulatory
Medical Care Survey questioned 178 psychiatrists, and the 1995 Na-
tional Ambulatory Medical Care Survey questioned 186 psychia-
trists. The response rate was 74% in 1985 and 73% in 1995.

Variable Definitions

Visit duration is defined as the time that the psychiatrist spends in
face-to-face contact with the patient. It specifically excludes the time
that the patient spends waiting to see the psychiatrist or receiving care
from someone other than the psychiatrist. If the patient did not see the
psychiatrist at all (e.g., clinical decisions made on the basis of reports
provided by other clinicians), the visit duration is defined as zero.

In the 1985 survey, a single item was used to collect data on the ex-
pected source of payment for the visit. It included eight response cat-
egories: self-pay, Medicare, Medicaid, Blue Cross/Blue Shield, other
commercial insurance, HMO or prepaid plans, no charge, and a re-
sidual “other” category. In the 1995 survey, separate items were used
to collect data on the type of payment (preferred provider option, fee-
for-service insurance, HMO or prepaid, self-pay, no charge, and
“other”) and expected payment source. The expected payment source
response items of the 1985 and 1995 surveys were identical except
that self-pay was considered a type of payment in the 1995 survey.

Six mutually exclusive visit payment categories were created: 1) self-
pay, which includes self-pay as an expected source of payment or
type of payment and excludes visits covered by insurance; 2) HMO
or other prepayment, which includes visits through HMOs or simi-
lar organizations; 3) fee-for-service private insurance, which includes

visits through Blue Cross/Blue Shield or other commercial insur-
ance and excludes visits through HMOs or other prepayment
source; 4) fee-for-service public insurance, which includes visits
through Medicare or Medicaid and excludes all visits through pri-
vate insurance or HMO/prepayment; 5) other, which includes no
charge; and 6) a residual group of other expected types and sources
of payment.

Some of the analyses involve aggregating visits into broad catego-
ries by first-listed or primary diagnosis. These groups, which are
based on ICD-9-CM criteria, include depressive disorders (296.2,
296.3, 300.4, 311), anxiety disorders (300.0–300.3), adjustment
disorders (308, 309 [except 309.8]), bipolar disorder (296.0, 296.1,
296.4–296.9), schizophrenia and related disorders (295, 297–299,
780.1), personality disorder (301), disorders of childhood and men-
tal retardation (312–319, 995.5), substance use disorders (291, 292,
303–305, 327, 328), and other mental disorders (290, 293, 294,
301, 302, 306, 307, 310). In addition, an “other disorders” category
was included for visits in which the primary diagnosis was not a
mental disorder.

The survey includes a visit status variable that classifies patients
according to whether the physician (or another physician in the same
office) had ever seen the patient before. A psychotropic medication
variable was constructed to capture whether a prescription was or-
dered, supplied, or administered at a visit for an antidepressant, anti-
psychotic, anxiolytic (including sedative hypnotics), a stimulant, or
a mood stabilizer. A psychotherapy variable was defined to include
any nonmedication treatment “designed to produce a mental or
emotional response through suggestion, persuasion, reeducation, re-
assurance, or support” (9). In the 1995 survey, a variable indexed
whether a patient was seen by a provider other than the psychiatrist,
such as a nurse, physician’s assistant, or other health care profes-
sional. This information was not available for the 1985 survey.

Analysis Plan

We first examined the characteristics of psychiatric visits in both
survey years to estimate secular change in patient composition and
service delivery. We then examined the mean duration of psychiatric
visits in the two survey periods, and for comparative purposes, we
examined the mean duration of primary care visits (to family physi-
cians, internists, and general practitioners) in the two surveys. To ad-
just for secular changes in patient characteristics, we combined the
1985 and 1995 surveys and used multiple linear regression to evalu-
ate the association between survey year and visit duration, control-
ling for patient age, sex, race, expected payment source, visit status,
diagnostic group, and psychotropic medication prescription.

We then determined the mean visit duration in each survey period,
stratified by demographic group, expected payment source, visit status,
diagnostic group, and psychotropic medication prescription. For each
subgroup, multiple linear regression was used to estimate associations
between survey year and visit duration, adjusting for other variables.
The analysis excluded routine visits for methadone maintenance treat-
ment of substance dependence. Such visits have not traditionally in-
cluded direct patient contact with psychiatrists. A preliminary examina-
tion revealed that the sampled methadone maintenance visits uniformly
included no face-to-face contact with the treating psychiatrist.

Statistical Methods

Because the visit sampling was not entirely random, the National
Center for Health Statistics weighted each visit to correct for sam-
pling imperfections. Reported percentages are based on the weighted
estimates. The construction of weights has three components: 1) in-
flation by reciprocals of sampling probabilities, 2) adjustment for
nonresponse, and 3) a ratio adjustment to fixed totals. The adjust-
ment for nonresponse replaces patient visits to nonrespondents with
visits to respondents in the same specialty and same primary sam-
pling unit. The ratio adjustment involves multiplying each visit by
the ratio of physicians listed in the American Medical Association–
American Osteopathic Association master files for a given specialty
over the number of sampled physicians in that specialty.

In consultation with the National Center for Health Statistics, a
statistical adjustment was used to prepare the data for the multiple
452 Am J Psychiatry 156:3, March 1999
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linear regressions. This adjustment involves reducing the effective
sample size of the survey to simulate sampling from a simple random
sample. The weights were multiplied by an adjustment factor calcu-
lated by dividing the sum of poststratification weights by the sum of
the squared poststratification weights (10). This procedure yields
conservative estimates that tend to overcompensate for stratification
artifacts (11). Comparisons are considered statistically significant at
the p=0.01 (two-tailed) level.

RESULTS

Change in Visit Characteristics

There were several significant differences between
the background characteristics of psychiatric visits
sampled in the 1985 and 1995 surveys. As compared
with psychiatric visits in 1985, the 1995 survey in-
cluded a substantially larger proportion of psychiatric
visits by older patients, nonwhites, publicly insured pa-
tients, and patients who paid for their care through an
HMO or other prepaid arrangements (table 1). A sig-
nificantly larger percentage of the visits in the 1995
sample had a primary diagnosis of a depressive disor-
der (χ2=48.0, df=1, p<0.0001). In addition, a signifi-
cantly larger percentage received a prescription for a

psychotropic medication, and a smaller percentage re-
ceived psychotherapy (table 1).

An analysis of the psychotropic medication visits re-
vealed significant increases in the proportion with pre-
scriptions for antidepressants (1985: 23.1%, versus
1995: 53.5%) (χ2=153.0, df=1, p<0.001), mood stabiliz-
ers (5.5% versus 10.1%) (χ2=11.7, df=1, p<0.001), and
stimulants (1.4% versus 4.6%) (χ2=16.0, df=1, p<
0.001). There was little change in the percentage of visits
with a prescription for an antipsychotic (13.4% versus
13.4%) or an anxiolytic (20.7% versus 19.3%) medica-
tion. In 1995, selective serotonin reuptake inhibitors (SS-
RIs) were prescribed in over half (59.4%) of the psychi-
atric visits that included an antidepressant prescription.

General Trends in Visit Duration

According to the National Ambulatory Medical
Care Surveys, the mean duration of psychiatric visits
declined from 42.8 minutes (SD=10.9) in 1985 to 38.1
minutes (SD=9.2) in 1995 (table 2). The analogous de-
cline in the mean duration of visits to primary care
physicians was not statistically significant (mean=15.3
minutes, SD=9.0, compared to mean=15.1 minutes,
SD=10.4) (t=5.4, df=33, 718, n.s.). 

TABLE 1. Characteristics of Office Visits to Psychiatrists in 1985 and 1995a

Characteristic

Percent (based on weighted sampling) Analysis

1985 (N=2,703) 1995 (N=2,271) χ2 df p

Patient characteristics
Age (years) 22.9 4 <0.001

0–17 6.6 6.8
18–35 36.8 26.2
36–50 34.9 39.5
51–64 15.2 17.0
≥65 6.5 10.6

Sex 0.2 1 0.69
Female 59.4 60.4
Male 40.6 39.6

Race 6.3 1 0.01
White 95.2 92.1
Nonwhite 4.8 7.9

Expected payment source 54.1 4 <0.001
Self-pay 37.0 24.1
Private insurance, fee for service 44.2 42.1
Public insurance, fee for service 9.3 16.5
HMO/prepaid 4.7 9.0
Other 4.8 8.4

Clinical characteristics
Visit status 0.8 1 0.36

Not previously seen 7.8 9.1
Previously seen 92.2 90.9

Diagnostic group 83.9  8 0.001
Depressive disorders 29.5 46.8
Anxiety disorders 17.7 11.1
Bipolar disorder 6.1 9.1
Schizophrenia 9.1 8.5
Childhood disorders or mental

retardation 2.5 4.3
Substance use disorders 1.7 1.8
Adjustment disorders 9.8 6.6
Other mental disorders 16.9 6.2
Other disorders 6.7 5.1

Psychotherapy 88.7 78.7 29.8 1 0.001
Psychotropic medication 43.6 69.4 96.9 1 0.001

a Data were adapted from the National Ambulatory Medical Care Surveys.
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During this period, there was a significant increase in
the proportion of surveyed psychiatric visits that were
≤10 minutes (2.9% versus 12.1%) (χ2=54.2, df=1, p<
0.001) and 21 to 30 minutes in duration (16.4% ver-
sus 23.6%) (χ2=12.7, df=1, p<0.001) and a significant
decrease in the proportion that were 41 to 50 minutes
in duration (55.6% versus 43.0%) (χ2=23.5, df=1, p<
0.001) (figure 1).

Visit Duration by Patient Demographic Group

In the univariate analysis, a significant reduction in
mean visit duration occurred for visits by male and fe-
male patients, whites, and patients in the three young-
est age groups. Among these groups, patients who

were less than 18 years old experienced the largest de-
crease in mean visit duration (8.3 minutes). After con-
trol for the effects of other covariates, the decrease in
visit duration remained significant for female patients,
whites, and patients in the 0–17-year and 36–50-year
age groups (table 2).

Visit Duration by Expected Payment Source

Privately insured fee-for-service patients and those in
the HMO/prepaid group experienced significant de-
creases in mean visit duration during the study period.
Both of these reductions remained statistically signifi-
cant after adjusting for the confounding effects of the
other covariates. The mean visit duration of self-pay-
ing patients and publicly insured patients remained es-
sentially unchanged (table 2).

Visit Duration by Clinical Group

Patients who did not receive prescriptions for a
psychotropic medication had significantly shorter vis-
its in 1995 than in 1985 (table 3). During this period,
however, there was not a significant change in the
mean length of visits for patients who were prescribed
a psychotropic medication (table 3). Subgroup analysis
revealed that there was little change in the mean visit
duration among patients prescribed each of the major
classes of psychotropic medications: anxiolytics (1985:
38.4 minutes, versus 1995: 36.3 minutes), antidepres-
sants (38.6 versus 37.4), antipsychotics (32.3 versus

TABLE 2. Duration of Office Visits to Psychiatrists in 1985 and 1995 for Selected Sociodemographic Patient Groupsa

Patient Group

Beta for 
Adjusted 

Change in 
Visit

Duration 
(minutes)b

AnalysisAnalysis of Variance

Visit Duration (minutes)

1985 1995

Mean SD Mean SD F df p t df p

All visits (N1=2,703, N2=2,271) 42.8 10.9 38.1  9.2 82.0 1, 4972 <0.0001 –2.1 4.0 4952 <0.0001
Age (years)

0–17 (N1=204, N2=163) 45.7 8.7 37.4 7.8 24.5 1, 365 <0.0001 –6.9 3.7 349 <0.0003
18–35 (N1=986, N2=576) 43.9 11.4 38.4 9.9 27.3 1, 1560 <0.0001 –2.3 2.2 1544 0.03
36–50 (N1=927, N2=914) 44.8 10.5 38.8 9.2 51.5 1, 1839 <0.0001 –3.4 4.1 1823 <0.0001
51–64 (N1=408, N2=381) 39.6 10.5 38.3 8.8 1.1 1, 787 0.31 –0.6 0.5 771 0.61
≤65 (N1=178, N2=237) 31.1 9.1 34.4 8.5 4.7 1, 413 0.03 2.4 1.6 397 0.11

Sex
Female (N1=1,611, N2=1,366) 42.7 10.9 38.0 9.2 46.6 1, 2975 <0.0001 –2.6 3.8 2956 <0.0001
Male (N1=1,092, N2=905) 43.0 10.8 38.1 9.1 35.4 1, 1995 <0.0001 –1.4 1.6 1976 0.09

Race
White (N1=2,581, N2=2,092) 43.3 10.8 38.2 9.1 88.7 1, 4671 <0.0001 –2.2 4.1 4652 <0.0001
Nonwhite (N1=122, N2=179) 33.9 10.2 36.8 10.3 2.0 1, 299 0.16 –1.4 0.6 280 0.52

Expected payment sourcec

Self-pay (N1=993, N2=594) 43.1 11.6 44.3 7.6 1.3 1, 1585 0.24 2.1 2.1 1569 0.03
Private insurance, fee for service 

(N1=1,191, N2=947) 45.6 9.4 38.5 8.9 93.7 1, 2136 <0.0001 –4.4 5.7 2120 <0.0001
Public insurance, fee for service 

(N1=256, N2=345) 29.0 9.0 30.6 9.1 1.6 1, 600 0.21 0.0 0.03 583 0.97
HMO/prepaid (N1=125, N2=188) 42.0 11.5 33.5 8.0 20.3 1, 311 <0.0001 –6.9 3.4 295 0.0009
Other (N1=138, N2=197) 43.2 12.4 37.4 12.3 5.4 1, 333 0.02 –5.7 2.4 317 0.02

a Data are adapted from the National Ambulatory Medical Care Surveys. Visit duration means are based on weighted estimates. N1 denotes
sample size in the 1985 survey, and N2 denotes sample size in the 1995 survey.

b Beta coefficient represents change in duration of visit over the decade adjusted for age, sex, race, expected payment source, visit status,
diagnostic group, and medication prescription.

c See text for explanation of categories.

FIGURE 1. Duration of Office-Based Psychiatric Visits in 1985
and 1995
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31.1), stimulants (25.8 versus 39.7), or mood stabiliz-
ers (33.4 versus 33.3).

Patients who had been previously seen by the treat-
ing psychiatrist and patients who received psychother-
apy during the visit received significantly shorter visits
in 1995 than in 1985. These decreases in mean visit
duration remained statistically significant after control
for other clinical and demographic variables (table 3).

In the univariate analyses, several diagnostic groups
were found to have a significant reduction in visit du-
ration: depression, anxiety, bipolar, schizophrenia,
childhood disorders or mental retardation, and the
other mental disorder groups. After control for the
other demographic and clinical variables, however,
only visits with patients with childhood disorders or
mental retardation remained significantly reduced in
duration. It is surprising that there was a significant
secular increase in visit duration for the small group of
patients who received a primary substance use disorder
diagnosis.

Co-Treatment

In the 1995 survey, 6.8% of the psychiatric visits in-
cluded treatment from a health care professional other

than the psychiatrist. The mean time spent with psy-
chiatrists in these visits was significantly shorter than
the time spent in visits that did not include co-treat-
ment by another health care professional (26.5 min-
utes, SD=14.4, versus 38.9 minutes, SD=8.6) (t=66.1,
df=2270, p<0.0001). More than one-third (39.2%) of
the psychiatric visits that involved co-treatment in-
cluded 10 minutes or less of face-to-face contact be-
tween the patient and the psychiatrist. If co-treatment
visits are excluded from the 1995 survey, the mean dif-
ference in visit duration between the surveys becomes
attenuated but remains significant (42.8 minutes, SD=
10.9, versus 38.9 minutes, SD=8.6) (t=56.2, df=4,848,
p<0.0001).

DISCUSSION

In the decade between 1985 and 1995, office-based
psychiatrists tended to spend less time with each pa-
tient, provided psychotherapy in a smaller proportion
of visits, and prescribed psychotropic medications in a
larger proportion of visits. These changes are consis-
tent with a trend toward the medicalization of psychi-

TABLE 3. Mean Duration of Office Visits to Psychiatrists in 1985 and 1995 for Selected Clinical Patient Groupsa

Patient Group

Beta for 
Adjusted 

Change in 
Visit

Duration 
(minutes)b

AnalysisAnalysis of Variance

Visit Duration (minutes)

1985 1995

Mean SD Mean SD F df p t df p

All visits (N1=2,703, N2=2,271) 42.8 10.9 38.1  9.2 82.0 1, 4972 <0.0001  –2.1 4.0 4952 <0.0001
Visit status

Not previously seen (N1=226, N2=
182) 48.6 12.1 44.8 12.6  3.1 1, 406 0.08  –3.7 1.5  387 0.13

Previously seen (N1=2,477, N2=
2,089) 42.4 10.7 37.4  8.8 85.4 1, 4564 <0.0001  –2.1 4.0 4545 <0.0001

Psychotherapy
Provided (N1=2,409, N2=1,814) 44.2 10.2 40.5  8.1 48.1 1, 4221 <0.0001  –1.4 2.6 4201 0.009
Not provided (N1=294, N2=457) 32.1 13.5 29.1 11.6  3.4 1, 749 0.06 0.9 0.6  729 0.53

Psychotropic prescription
Present (N1=1,172, N2=1,560) 37.9 10.2 36.4  8.6  5.3 1, 2730 0.02  –1.4 2.6 2711 0.03
Absent (N1=1,531, N2=711) 46.7 10.8 41.7 10.1 29.1 1, 2240 <0.0001  –2.5 2.7 2221 0.006

Diagnostic groupc

Depressive disorders (N1=814, 
N2=1,030) 42.4 10.2 38.3  9.5 25.1 1, 842 <0.0001  –2.0 2.4 1830 0.02

Anxiety disorders (N1=427, N2=
264) 47.2 11.4 41.2  7.2 16.5 1, 689 <0.0001  –2.4 1.6  677 0.11

Bipolar disorder (N1=170, N2=200) 40.2 11.8 34.1  8.3 10.8 1, 368 0.001  –4.3 2.3  356 0.02
Schizophrenia (N1=235, N2=179) 30.7  9.2 26.1  9.4  7.6 1, 412 0.006  –2.8 1.8  400 0.08
Childhood disorders or mental

retardation (N1=74, N2=103) 49.8  9.8 37.5  8.2 23.5 1, 175 <0.0001 –10.1 3.2  163 0.002
Substance use disorders (N1=60, 

N2=42) 32.2 10.1 46.2  9.7 12.9 1, 100 <0.0005  11.8 2.7 88 0.01
Adjustment disorders (N1=285, 

N2=166) 45.7  9.9 46.1  8.0  0.1 1, 449 0.81  –1.1 0.7  437 0.51
Other mental disorders (N1=447, 

N2=168) 47.0  9.2 40.9  6.8 15.0 1, 613 <0.0001  –2.5 1.6  601 0.12
Other disorders (N1=181, N2=109) 37.8 12.7 40.1 10.9  0.7 1, 288 0.40 1.4 0.6  276 0.61

a Data are from the National Ambulatory Medical Care Surveys. Visit duration means are based on weighted estimates. N1 denotes sample
size in the 1985 survey, and N2 denotes sample size in the 1995 survey.

b Beta coefficient represents change in duration of visit over the decade adjusted for age, sex, race, expected payment source, visit status,
diagnostic group, and medication prescription.

c See text for explanation of categories.
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atric practice in the sense that the provision of psycho-
therapy and comparatively long visits have historically
distinguished the mental health care provided by psy-
chiatrists from that provided by other medical special-
ists. A secular trend toward shorter visits was not ob-
served for visits to primary care physicians. These
results suggest that in recent years office-based psychi-
atrists have become somewhat less extensively in-
volved in the psychological dimensions of patient care
and more involved in the prescription of psychotropic
medications and psychiatric management.

The decline in visit duration was not evenly spread
across all patient groups but tended to be most evident
for those groups who had longer visits in the 1985 sur-
vey: younger patients, privately insured patients, and
patients not prescribed psychotropic medication. By
contrast, the patients who had previously received
comparatively brief visits (i.e., older patients, publicly
insured patients, and patients prescribed psychotropic
medications) experienced little if any decrease in the
duration of their psychiatric visits.

Although the average length of visits that included a
prescription for a psychotropic medication did not sig-
nificantly decline, the proportion of visits that included
a psychotropic prescription markedly increased be-
tween the 1985 and 1995 surveys. As has been detailed
elsewhere (12–14), this increase was closely related to
the expanding use of a new generation of well-toler-
ated antidepressants. Because visits that include a pre-
scription medication tend to be shorter than those
without a prescription, an increase in the proportion of
psychiatric visits that include a medication prescrip-
tion tends to drive down the mean duration of all vis-
its. In practice, effective psychiatric management may
require a range of clinical skills, including establishing
a therapeutic alliance, selecting an appropriate phar-
macologic regimen, developing an overall treatment
plan, monitoring the patient’s status over time, educat-
ing the patient concerning the illness and its treatment,
and promoting adherence to treatment (15).

Changing market conditions may help explain the
selective shortening of psychiatric visits for patient
groups who had previously received relatively long vis-
its. Data from the American Psychiatric Association’s
1996 National Survey of Psychiatric Practice indicate
that discounted fee-for-service arrangements currently
account for a substantial proportion of psychiatrists’ in-
come (16). In order to meet income targets, which tend
to change more slowly than actual income (17), psychi-
atrists who see patients at reduced private insurance
visit fees may seek to compensate for the loss of income
by shortening visit durations. Such economic consider-
ations would also help explain why the duration of self-
pay visits, which presumably have not come under fee
constraints, did not change appreciably during the
study period. The substantial decline in visit duration
among HMO patients may be related to an increased
application of cost-containment policies in this rapidly
evolving and economically competitive sector.

One strategy psychiatrists may employ to maximize
their economic efficiency is to work with a less highly
paid health care professional who specializes in provid-
ing the more time-intensive psychotherapeutic aspects
of treatment (18). In the 1995 survey, only about one in
15 visits to psychiatrists also included patient contact
with another health care professional. As might be an-
ticipated, psychiatrists tended to spend relatively little
time in face-to-face contact with these patients.

The National Ambulatory Medical Care Surveys al-
most certainly underestimate the extent to which of-
fice-based psychiatrists treat patients who are also re-
ceiving mental health services from other providers.
The survey measure of co-treatment captures only ser-
vices provided during the same patient visit and so
misses visits to other professionals that occur at some
other time. Previous research indicates that psychia-
trists commonly treat patients who receive mental
health services from other health care professionals. In
private practice, these arrangements may be initiated
by a nonmedical therapist or a managed care firm,
which seeks the psychiatrist to prescribe medication
for the patient. Many psychiatrists have expressed eth-
ical (19), practical, and clinical concerns regarding
such shared treatment arrangements.

Beyond these economic and organizational consider-
ations, important scientific advances, training factors,
and ideological influences may have further contrib-
uted to changes in the way that office-based psychiatry
is practiced (20). In the past decade and a half, the
availability of new and effective psychotropic agents,
including SSRI antidepressants and atypical neurolep-
tics (21), have opened up new treatment options. Clini-
cal pharmacologic research has also identified new psy-
chiatr ic  indicat ions  for  the  ant iconvulsants
carbamazepine and valproate (22).

In response to the growing complexity of the psy-
chopharmacologic knowledge base, psychiatric educa-
tors have assigned greater importance to teaching the
clinical neurosciences and training young psychiatrists
to appropriately prescribe and monitor psychotropic
drugs, while emphasizing the more selective use of psy-
chotherapy (23). At the same time, a growing body of
evidence supports the efficacy of brief psychotherapy
sessions for major depression, including interpersonal,
cognitive, and behavioral approaches (24).

The National Ambulatory Medical Care Surveys are
limited in many ways. They do not provide critical in-
formation on the number of visits in each episode of
care or the frequency with which psychiatrists see pa-
tients during episodes. It is possible, although unlikely
in our view, that the reported decrease in visit duration
has been offset by a compensatory increase in the fre-
quency or number of psychiatric visits by a given pa-
tient. Another limitation is the uncertain reliability of
diagnoses established by practicing physicians and the
effects of changes in the criteria used to diagnose men-
tal disorders in 1985 (DSM-III) and 1995 (DSM-IV).
Changes in the survey coding of expected source of
payment may decrease the reliability of findings on this
456 Am J Psychiatry 156:3, March 1999
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variable. It is also possible—although no change oc-
curred in how the survey defined psychotherapy—that
clinical concepts of what constitutes psychotherapy
may have narrowed in a way that accounts for the de-
cline in its reported use. A further limitation is that
there is no information on the large number of psychi-
atrists who work outside of office-based practices (25).
Furthermore, we cannot exclude the possibility that
the observed changes in the patterns of care reflect a
continuation of previous care combined with new
groups of patients who have different clinical charac-
teristics and needs. Finally, and perhaps most impor-
tant, the surveys concern the experiences of psychia-
trists, not patients. For this reason, it is impossible to
discern from these data whether an average person is
more or less likely to receive a given mental health ser-
vice in 1995 than in 1985.

The portrait of office-based psychiatric practice that
emerges from the present study is of a profession in
transition. Visits are becoming shorter in length, psy-
chotherapy is being used more selectively, and psycho-
tropic medications are being prescribed in a larger pro-
portion of visits. These changes may reflect psychiatry’s
response to changing market forces and improvements
in pharmacologic treatments.

Practice-based research has yielded valuable informa-
tion. For example, it has provided evidence that major
depression may be more effectively and efficiently
treated by psychiatrists than primary care physicians
(26) and in fee-for-service than prepaid settings (27). A
new generation of practice-based research is needed to
evaluate whether and to what extent emerging styles of
psychiatric practice affect clinical outcomes.
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